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B. Payment. Eligible institutions shall certlfy on b1111ng rosters
provided by the Office that the recipient is:
(1)—(2) (text unchanged)
(3) Enrolled full-time or part-time in a cybersecurlty program;
(4y—(5) (text unchanged)

.09 Scholarship Conditions and Service Requirement.

A —B. (text unchanged)

C. As a precondition of receiving a scholarship, a recipient shall
provide a promissory note and shall enter into a written agreement with
the Commission, in the form and manner prescribed by the Office,
requiring the recipient to:

(1) Earn credit as a full-time or part~tzme student;

(2)—(3) (text unchanged)

D. Service Obligation. [For each year] Except as set forth in §SE
and F of this regulation, for each semester that the recipient receives a
scholarship, the recipient shall:

(1) Maintain full-time employment in the State for at least [1
year in a unit of State government] 6 months in the cybersecurity field
fora:

(a) Local educational agency;,

(b) Public high school;

(¢) Community college; or

(d) A unit of State government, county government, or city or
municipal government; or

(2) Teach full-time in the State for at least 1 [year] semester in
[a public high school in] an education program that is directly relevant
to cybersecurityl.], in:

(a) A public high school; or
(b) A community college.

E. The work obligation for a part-time student shall equal the
amount of time needed for an equivalent full-time student to complete
the obligation in §D of this regulation.

F. The work obligation for a part-time student may not exceed 3
years. :

.10 [Conversion of Scholarship to Loan] Failure to Meet Conditions
of Scholarship.
A~—E. (text unchanged)

.11 Deferment of the Service Obligation and Repayment,

A. (text unchanged)

B. A recipient may request that the service obligation be deferred
during the time the recipient is:

(1) Enrolled full-time [(12 or more credits per semester) or part-
time (6—11 credits per semester)] in a matriculated program of study,
as an undergraduate student taking 12 or more credits per semester or
a graduate student taking 9 or more credits per semester, in a course
of study that would further their career in cybersecurity, at any [post-
secondary] institution of higher education in the State;

(2)—(4) (text unchanged)

(5) Assigned military duty outside of the State, not to exceed [3]
4 years[, without filing an appeal]; or

(6) Married to a spouse assigned military duty outside of the
State, not to exceed [3] 4 years[, without filing an appeal].

C.—E. (text unchanged)

[F. The Office shall, on a case-by-case basis, review appeals from
individuals assigned military duty outside the State, and from spouses
of individuals assigned military duty outside the State, that exceed the
3-year deferral limit. Appeals shall be in writing and include a copy of
the military orders, and the Director shall determine if an appeal is
granted.]

.12 Waiver of the Service Obligation and Repayment.

[The Office shall waive a recipient's service and repayment
obligations if it determines:]

A. [On] The Office shall waive a recipient's service and repayment
obligations if it determines, on the basis of a sworn affidavit of 2
qualified physicians, that the recipient is permanently unable to fulfill
the service obligation, on a full-time or part-time basis, because of a
permanent impairment[; or].

B. [On] The Office shall waive a recipient's service and repayment
obligations if it determines, on the basis of a death certificate or other
evidence of death that is conclusive under State law, that the recipient
has died.

.13 Determinations of the Office.

Decisions of the Office under this chapter regarding [whether to
grant an award or whether to grant an appeal]l award eligibility,
recipient selection, and deferment or waiver of the service obligation
are final and not subject to additional review.

JAMES D. FIELDER, JR., Ph.D.
Secretary of Higher Education

Title 31
MARYLAND INSURANCE
ADMINISTRATION

Subtitle 10 HEALTH INSURANCE—
GENERAL

31.10.44 Network Adequacy

Authority; Insurance Article, §§2-109(a)(1) and 15- 112(a)——(d) Annotated
Code of Maryland

Notice of Proposed Action
[22-368-P]

The Insurance Commissioner proposes to amend Regulation .02,
adopt new Regulations .03 and .08, and amend and recodify existing
Regulations .03—.06 and .07—.09 to be Regulations .04—.07 and
.09—.11 under COMAR 31.10.44 Network Adequacy.

Statement of Purpose

The purpose of this action is to improve the Maryland Insurance
Commissioner’s ability to evaluate the sufficiency of carrier health
care provider networks under Maryland health benefit plans, in
accordance with Insurance Article, §15-112, Annotated Code of
Maryland. This action establishes uniform methodologies for
measuring the existing network adequacy standards, incorporates new
standards to enhance measurement of the sufficiency of behavioral
health care networks, and makes other changes determined to be
necessary based on the reviews of network access plans filed by
carriers under the existing regulations.

Estimate of Economic Impact

I. Summary of Economic Impact. The cost to insurance carriers
will increase in order to meet these new requirements. The regulation
imposes specific data collection and reporting requirements on
carriers, and standardizes the methodology for measuring certain
quantitative criteria to evaluate network sufficiency. Some of the
required data elements are already tracked by carriers, and some of the
required methodologies are based on current industry standards, but to
the extent carriers need to modify their systems or procedures to report
the required information and utilize the required methodology from the
regulations, there may be additional costs.
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1L Types of Economic Impact.

Revenue
(RH/R-)
Expenditure
Impacted Entity (E+/E-) Magnitude
. A. On issuing agency: NONE
B. On other State agencies: NONE
C. On local governments: NONE
Benefit (+)
Cost (-) Magnitude
D. On regulated industries or trade
groups:
Insurance carriers ) Unknown
E. On other industries or trade
groups: NONE
F. Direct and indirect effects on
public: NONE

III. Assumptions. (Identified by Impact Letter and Number from
Section I1.)

D. Assuming some of the required data elements are not already
tracked by carriers, and that carriers need to modify their systems or
procedures to report the required information and utilize the required
methodology from the regulations, there may be additional costs

Economic Impact on Small Businesses
The proposed action has minimal or no economic impact on small
businesses.

Impact on Individuals with Disabilities
The proposed action has no impact on individuals with disabilities.

Opportunity for Public Comment
Comments may be sent to Lisa Larson, Director of Hearings,
Maryland Insurance Administration, 200 St. Paul Place, Suite 2700,
Baltimore, Maryland 21202, or call 410-468-2007, or email to
insuranceregreview.mia@maryland.gov. Comments will be accepted
through March 27, 2023. A public hearing has not been scheduled.

.02 Definitions.
A. (text unchanged)
B. Terms Defined.

(1) (text unchanged)

(2) “Ambulatory infusion therapy center” means any location
authorized fo administer chemotherapy or infusion services on an
outpatient basis. i

[(2)] (3) — [()] (5) (text unchanged)

(6) “Continuing care patient” means an individual who, with
respect to a provider or facility:

(a) Is undergoing a course of treatment for a serious and
complex condition from the provider or facility;

(b) Is undergoing a course of institutional or inpatient care
[from the provider or facility;

(¢) Is scheduled to undergo nonelective surgery from the
provider or facility, including receipt of postoperative care from such
provider or facility with respect to such a surgery;

(d) Is pregnant and undergoing a course of treatment for the
pregnancy from the provider or facility; or ’

(e) Is or was determined to be terminally ill, as determined

under Section 1861(dd)(3)(4) of the Social Security Act, and is -

receiving treatment for such illness from such provider or facility.
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[(5)] (7) “Enrollee” means a person entitled to health care
benefits from a carrier under a policy or contract subject to Maryland
law.

[(6)] (8) “Essential community provider” means a provider that
serves predominanily low-income or medically underserved
individuals. “Essential community provider” includes:

(a) (text unchanged)

(b) Outpatient [behavioral] mental health and community
based substance use disorder programs; [and]

(c) Any entity listed in 45 CFR §156.235(c)[.];and

(d) School-based health centers.

[(D] (9) — [(12)] (14) (text unchanged)

(15) “Hospital-based physician” has the meaning stated in
Insurance Article, §14-201, Annotated Code of Maryland.

’ [(13)] (16) — [(14)] (17) (text unchanged)

[(15)] (18) “Network adequacy waiver [request]” means [a
written request from a carrier to the Commissioner wherein the carrier
seeks] the Commissioner’s [approval to be relieved] decision to relieve
a carrier of the obligation to comply with certain network adequacy
standards in this chapter for 1 year,

(19) “On-call physician” has the meaning stated in Insurance
Article, §14-201, Annotated Code of Maryland,

(20) “Opioid treatment services provider” means a program
with a valid and curvent accreditation-based license under COMAR
10.63 to provide community-based behavioral health services, and
authorized to provide opioid treatment services.

[(16)] (21) — [(17)] (22) (text unchanged)

[(18)] (23) “Primary care [physician] provider” means:

(a) A [physician] provider who is responsible for;

(1)—(iii) (text unchanged)
(b) “Primary care [physician] provider” includes:
(1)}—(ii) (text unchanged)

[(19)] (24) — [(20)] (25) (text unchanged) )

(26) “Residential crisis services” has the meaning stated in
Insurance Article, §15-840, Annotated Code of Maryland.

(27) “Road travel distance” means:

(@) Actual driving distance measured between two
geographic locations based on turn-by-turn directions along public
roads; or

(D) Subject to approval by the Commissioner, driving
distance between two geographic locations estimated using a
methodology that, in the discretion of the Commissioner, sufficiently
accounts for significant geographic barriers that are impassable by
automobile, such as the Chesapeake Bay.

[(21] (28) (text unchanged)

(29) "“School-based health center” means a community health
resource described in Health-General Article, §19-2101, Annotated

- Code of Maryland that is located within an elementary, middle, or high

school and approved by the Maryland Department of Health,
[(22)] (30) — 1(23)] (31) (text unchanged)
[24)] (32) “Telehealth” [means:

(a) As it relates to the delivery of health care services, the use
of interactive audio, video, or other telecommunications or electronic
technology by a provider to deliver a health care service within the
scope of practice of the provider-at a location other than the location
of the patient.

(b) “Telehealth” does not include:

(i) An audio-only telephone conversation between a
provider and a patient;

(if) An electronic mail message between a provider and a
patient; or . .
(iii) A facsimile transmission between a provider and a
patient.] has the meaning stated in Insurance Article, §15-139,
Annotated Code of Maryland.,

[(25)] (33) — [(26)] (34) (text unchanged)
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[(27)] (35) “Waiting time” means the time from the initial
request for health care services by an enrollee or by the enrollee’s
treating provider to the earliest date offered for the appointment for
services with a provider possessing the appropriate skill and expertise
to treat the condition. .

.03 Network Adequacy Standards.
A. Sufficiency Standards.

(1) A carrier shall develop and maintain a network of providers
in sufficient numbers, geographic locations, and practicing specialiies
to ensure enrollees have access to participating providers for the full
scope of benefits and services covered under the carrier’s health
benefit plan.

(2) A carrier shall establish written policies and procedures to
implement a process for addressing network deficiencies that result in
an enrollee lacking access to any providers with the professional
training and expertise necessary to deliver a covered service without
unreasonable travel or delay.

(3) A carrier shall clearly define and specify referml
requirements, if any, to specialty and other providers.

(4) A carrier shall take reasonable steps fto ensure that
participating  providers provide physical access, reasonable
accommodations, and accessible equipment for enrollees with
physical or mental disabilities.

(5) A carrier’s written policies and procedures to monitor
availability of services shall include how the carrier will monitor the
availability of services for:

(a) Continuing care patients; :

(b) Individuals with physical or mental disabilities, including
individuals who have disabilities that limit their physical ability to
access services; and

(¢) Individuals with limited English proficiency, including
diverse cultural and ethnic backgrounds.

(6) A carrier shall take reasonable steps to ensure services are
delivered in a culturally competent manner to all enrollees, including
enrollees:

(a) With limited English proficiency;

(b) With diverse cultural, racial, and ethnic backgrounds;
and

(¢) Of all genders, sexual orientations, and gender identities.

(7) A carrier must have the ability to identify, by county and for
the City of Baltimore, the number of participating providers for each

Sacility type listed in the charts in Regulation .05A(5) and B(S) of this
chapter and each provider type code and specialty code listed on the
uniform credentialing form described in Insurance Article, §15-112.1,
Annotated Code of Maryland.

(8) The identification of the number of participating providers
described in §A(7) of this regulation:

" (@) Shall include all participating provzders who reported a
specific provider type or specialty code when completing the uniform
credentialing form described in Insurance Article, §15-112.1,
Annotated Code of Maryland, and

(b) May include additional participating providers zdentzf ed
by the carrier through other documented means.

(9) 4 carrier shall retain copies of its policies and procedures
required by this chapter for a period of 3 years following the date the
policies and procedures were last effective.

(10) At the request of the Commissioner, a carrier shall file with
the Commissioner a copy of its current and retained past policies and
procedures required by this chapter. A carrier may request a finding
by the Commissioner that its policies and procedures are considered
confidential commercial information.

B. Monitoring Sufficiency Standards.

(1) 4 carrier shall continuously monitor its provider network for

compliance with this chapter and shall conduct internal compliance

audits for the standards listed in Regulations .05, .06, and .07 of this
chapter on at least a quarterly basis; and

(2) A carrier shall continuously verify and update its network
directory consistent with Insurance Article, §15-112, Annotated Code
of Maryland and §27994-50f the Public Health Service Act, enacted
by 116 of the federal No Surprises Act,

[.03] .04 Filing and Content of Access Plan,

A, Using the instructions on the Maryland Insurance
Administration's website for submission method and to determine
rural, suburban, and urban zip code areas, each carrier subject to this
chapter shall file an annual access plan with the Commissioner
[through the System for Electronic Rate and Form Filing (SERFF)] on
or before July 1 of each year for each provider panel used by the
carrier, with the first access plan filing due on or before July 1, 2018.

B. (text unchanged)

C. Each annual access plan filed with the Commissioner shall
include the following information in the standardized format described
on the Maryland Insurance Administration’s website:

(1) An executive summary in the form set forth in Regulation
[.09] .11 of this chapter;

(2) (text unchanged)

(3) 4 description of out-of-network claims received by the
carrier in the prior calendar year, which shall include:

(a) The percentage of total claims received that are out-of-
network claims; '

(b) The percentage of out-of-network claims received that are
paid;

(c) The percentage of claims described in §C(3)(a) and (b) of
this regulation that the carrier identifies as claims for emergency
services, on-call physicians, or hospital-based physicians;

(d) The percentage of total claims received that are out-of-
network claims for:

(i) Subject to §G of this regulation, all enrollees with a
residence in a zip code where less than 100 percent of enrollees have
access to a provider within the applicable travel distance standard in
Regulation .05 of this chapter for the provider type in the claim, listed
by provider type for each of the rural, suburban, and urban areas;

(i1) Subject to §G of this regulation, the ten provider types
with the highest number of out-of-network claims for enrollees with a
residence in each of the rural, suburban, and urban areas, listed by
provider type and geographic area; and

(iti) Subject to §G of this regulation, the ten provider types
with the highest percentage of total claims that are out-of-network
claims for enrollees with a residence in each of the rural, suburban,
and urban areas, listed by provider type and geographic area;

(e) For each provider type and geographic area described in
SCB)() of this regulation, the following information regarding
requests to obtain a referral to an out-of-network provider in
accordance with Insurance Article, §15-830, Annotated Code of
Maryland:

(i) The number of referral requests received,

(ii) The number of referral requests granted;

(iii) The percentage of out-of-network claims received for
which a referral was requested;

(iv) The percentage of out-of-network claims received for
which a referral was granted;

(v) The number of single case agreements requested
between the carrier and an out-of-network provider,

(vi) The number of single case agreements entered
between the carrier and an out-of-network provider;

(vii) The percentage of out-of-network claims received for
which a single case agreement was requested between the carrier and

_an out-of-network provider; and

MARYLAND REGISTER, VOLUME 50, ISSUE 4, FRIDAY, FEBRUARY 24, 2023



PROPOSED ACTION ON REGULATIONS

(viii) The percentage of out-of-network claims received for
which a single case agreement was entered between the carrier and an
out-of-network provider; and

() Any additional information deemed necessary by the
carrier to provide context for the information described in §C(3)(a)—
(e) of this regulation;

(4) A description of complaints received by the carrier in the
prior calendar year relating fo access to or availability of providers,
which shall include:

(a) The total number of complaints made by enrollees relating
to the waiting time or distance of participating providers;

(b) The total number of complaints made by providers,
whether or not under contract, relating to the waiting time or distance
of participating providers;

(¢) The total number of complaints relating to the accuracy
of the network directory;

(d) The total number of complaints relating to the dollar
amount of reimbursement for out-of-network claims, including
balance billing; and

(e) The percentage of complaints described in §C(4)(d) of this
regulation that are for claims subject to the federal No Surprises Act;

(5) A description of the carvier’s procedures, including training
of customer service representatives, detailing how claims will be
handled when participating providers are not available and an
enrollee obtains health care services pursuant to Insurance Article,
§15-830, Annotated Code of Maryland,

(6) 4 description of the procedures that the carrier will utilize to
assist enrollees in obtaining medically necessary services when no
participating provider is available without unreasonable travel or
delay, including procedures to coordinate care and fto limit the
likelihood of costs to the enrollee that exceed the amount that would
have been incurred had the health care services been provided by a
participating provider;

(7) A description of whether the carrier’s provtder contracts
require health care providers to engage in appointment management,
including procedures related to:

(a) No show policies;

(b) Patient appointment confirmation;

(c) Same day appointment slotting;

(d) Patient portals;

(e) Access to a provider performance dashboard to monitor
appointment lag time, no show rate, bump rate (health care provider
initiated cancelation of a scheduled appointment), and new patient
appointments; and

(D Weekly polling programs of providers to check for
appointment availability;

(8) An indication of whether the network directory is searchable
by covered benefit, for example hearing aid, knee surgery, or physical
therapist;

(9) An indication of whether the carrier has a patient portal for
envollees to make health care appointments;

(10) 4 description of whether the carrier has a formal process
for assisting enrollees who have been unsuccessful in using the
network directory to locate an appropriate provider with the necessary
skill and expertise to treat the enrollee’s condition;

(11) A description of whether and how the carrier considered the
role of public transportation in addressing the needs of enrollees who
do not own a personal automobile when evaluating enrollees’ access
to care under the travel distance standards described in Regulation .05
of this chapter;

(12) A description of telehealth utilization as described in
Regulation .08 of this chapter;

[(3)] (13) Documentation justifying to the Commissioner how
the access plan meets each network sufficiency standard set forth in
Regulations [.04] .05 — [.06] .07 of this chapter; and
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[(®)] (14) (text unchanged)

D. The Commissioner may require a carrier to mclude in the annual
access plan a- report of the number of participating providers
described in Regulation .034(7) of this chapter for designated facility
types, provider type codes, and specialty codes, if the Commissioner
notifies the carrier in writing and identifies the particular facility
types, provider type codes, and specialty codes that must be reported.

E. The description required by Insurance Article, §15-
112(c)(4)(iii), Annotated Code of Maryland shall identify whether the
carrier has:

(1) Engaged in outreach to minority health care providers, and

(2) Offered financial incentives, such as payment towards loans
‘previously incurred for health care provider education, to encourage
health care providers to contract with the carrier.

F. The description required by Insurance Article, §15-112(c)(4)(iv),
Annotated Code of Maryland shall include:

(1) The number of primary care providers who report to the
carrier that they use any of the following languages in their practices:

() American Sign Language;

(b) Spanish,

(¢) Korean,

(d) Chinese (Mandarin or Cantonese);
(e) Tagalog; or

() French;

(2) A description of outreach efforts to recruit and retain
providers from diverse cultural, racial, or ethnic backgrounds;

(3) A copy of the most recent. enrollees’ language needs -
assessment made by or on behalf of the carrier, if one was made;

(4) 4 copy of the most recent demographic profile of the enrollee
population made by or on behalf of the carrier, if one was made;

(5) A copy of any analysis or assessment made of provider
network requirements based on an assessment of language needs or
demographic profile of the enrollee population;

(6) A copy of any provider manual provisions that describe
requirements for access to individuals with physical or mental
disabilities; and

(7) Copies of policies and procedures designed to ensure that the
provider network is sufficient to address the needs of both adult and
child enrollees, including adults and children with:

(a) Limited English proficiency or illiteracy;

(b) Diverse cultural, racial, or ethnic backgrounds;
(¢) Physical or mental disabilities; and

(d) Serious, chronic, or complex health conditions.

G. For a group model HMO plan, when an enrollee’s place of
employment is used instead of residence to calculate travel distance
under Regulation .05B of this chapter, the data described in §C(3) of
this regulation that is based on enrollee residence shall be reported
based on the enrollee’s place of employment.

H. The requirements found in §§C(3)—(12) and D— G of this
regulation shall apply to annual access planS submitted on or after
July 1, 2024,

[.04] .05 Travel Distance Standards.
A. Sufficiency Standards.
(1) Standard and Methodology.

[(D] (@) Except as stated in §B of this regulatlon cach
provider panel of a carrier shall have within the geographic area served
by the carrier’s network or networks, sufficient primary care
[physicians] providers, specialty providers, [behavioral] mental health
and substance use disorder providers, hospitals, and health care
facilities to meet the maximum travel distance standards listed in the
chart in §A(5) of this regulation for each type of geographic area.

(b) The distances listed in §A(S) of this regulation shall be:
(i) [measured] Measured from the enrollee’s place of
residence fo the practicing location of the provider or facilityl.]; and
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(i) Caleulated based on road travel distance.

(¢) Except for those provider types excluded under §4(3) of
this regulation, for each provider type and facility type included on the
carrier’s provider panel, the carrier shall:

(i) Map the residences of all Maryland enrollees covered
under health benefit plans that use the provider panel;

(i) Calculate the road travel distance for each enrollee to
the provider or facility with the closest practicing location,;

(iii) For each zip code, identify the total number of
enrollees residing in the zip code and the number of enrollees residing
within an area where the applicable distance standard is not met;

(iv) For each zip code, calculate the percentage of
enrollees residing within an area where the applicable distance
standard is met;

(v) For each zip code that includes enrollees for whom the
applicable travel distance standard is not met, calculate the average
distance to the closest provider or facility for all enrollees residing in
the zip code; )

(vi) For each of the urban, rural, and suburban areas
identify the total number of enrollees residing in the geographic area;

(vii) For each of the urban, rural, and suburban areas
identify the total number of enrollees residing within an area where
the applicable distance standard is not met; and

(viii) For each of the urban, rural, and suburban areas
identify the percentage of enrollees residing within an area where the
applicable distance standard is met.

(d) Instead of independently calculating the road travel
distance for each enrollee as described in §A(1)(c)(i) and (i) of this
regulation, a carrier may use a methodology that:

(i) Maps the practicing locations of every participating
provider within the geographic area served by the carvier’s network
or networks;

(ii) Identifies any geographic areas within each Maryland
zip code that fall outside of the applicable distance standard based on
road travel distance from the provider locations; and

(iii) Enables the carrier to accurately identify the
information and perform the calculations described in §A(1)(c)(iii)-
(viii) of this regulation.

(e) A carrier shall submit, as part of its documentation
Justifying to the Commissioner how the access plan meets the network
sufficiency standards in this regulation:

(1) Geo-access maps for each provider type and facility
type except for those excluded under §A(3) of this regulation showing
the practicing locations of participating providers, and identifying
either the geographic areas within each zip code where the applicable
distance standard is not met, or the locations of enrollees with a
residence outside the applicable distance standard;

(i) For any facility types listed in §A(S) of this regulation
that provide services for substance use disorders, the percentage of

Jacilities on the carrier’s provider panel that provide adolescent
services; and

(iii) For any facility types listed in $A(5) of this regulation
that provide services for substance use disorders, the percentage of

Jacilities on the carrier's provider panel that provide services for
alcohol treatment only, drug abuse treatment only, and alcohol and
drug abuse treatment,

() A carrier shall report each number and percentage
described in §A(1)(c)(ii)—(viii) of this regulation as part of the
annual access plan filing.

(2)—(3) (text unchanged)

(4) All other providers and facility types included on the
carrier’s provider panel but not listed in the chart in §A(5) of this
regulation, including physical therapists and licensed dietitian-
nutritionist, shall individually be required to meet maximum distances

standards of 15 miles for Urban Areas, 40 miles for Suburban Areas,
and 90 miles for Rural Areas.
(5) Chart of Travel Distance Standards.

Utrban Suburban Rural
Area Area Area
Maximum | Maximum | Maximum
Distance | Distance | Distance
(miles) (miles) (miles)
Provider Type:
Addiction Medicine 10 25 60
Allergy and Immunology 15 30 75
Applied Behavioral 15 30 60
Analyst .
Cardiovascular Disease 10- 20 60
Chiropractic 15 30 75
Dermatology 10 30 60
Endocrinology 15 40 90
ENT/Otolaryngology 15 30 75
Gastroenterology 10 30 60
General Surgery 10 20 60
Gynecology, OB/GYN, 5 10 30
Nurse-
Midwifery/Certified
Midwifery
[Gynecology Only 15 30 75]
Licensed Clinical Social 10 25 60
Worker ‘
Licensed Professional 10 25 60
Counselor
Nephrology 15 25 75
Neurology 10 30 60
Oncology-Medical and 10 20 60
Surgical
Oncology- 15 40 90
Radiation/Radiation
Oncology
Ophthalmology 10 20 60
Pediatrics- 5 10 30
Routine/Primary Care
Physiatry, Rehabilitative 15 .30 75
Medicine
Plastic Surgery 15 40 90
Podiatry 10 30 60
Primary Care [Physician] 5 10 30
(non-pediatric)
Psychiatry-Adolescent 10 25 60
and Child, Outpatient
Psychiatry-Geriatric, 10 25 60
Quipatient
Psychiatry-Outpatient 10 25 60
Psychology 10 25 60
Pulmonology 10 30 60
Rheumatology 15 40 90
Urology 10 30 60
All Other licensed or 15 40 90
certified providers under
contract with a carrier not
listed
Facility Type:
Acute Inpatient Hospitals 10 30 60
Ambulatory Infusion 10 30 60
Therapy Centers
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Critical Care Services — 10 30 100
Intensive Care Units

Diagnostic Radiology 10 30 " 60
Inpatient Psychiatric 15 45 75
Facility

Opioid Treatment 15 25 60
Services Provider

Outpatient Dialysis 10 30 50
[Outpatient 10 30 60]
Infusion/Chemotherapy

Outpatient Mental Health 15 30 60
Clinic

Outpatient Substance Use 15 30 60
Disorder Facility

Pharmacy 5 10 30
Residential Crisis 10 30 60
Services

Skilled Nursing Facilities 10 30 60
Substance Use Disorder 10 25 60
Residential Treatment

Facility

Surgical Services 10 30 60
(Outpatient or

Ambulatory Surgical

Center)

[Other Behavioral 10 25 60]
Health/Substance Abuse

Facilities

All other licensed or 15 - 40 90
certified facilities under

contract with a carrier not

listed

B. Group Model HMO Plans Sufficiency Standards.

(1) Standard and Methodology.

[(D] (@) Each group model HMO’s health benefit plan’s
provider panel shall have within the geographic area served by the
group model HMO’s network or networks, sufficient primary care
[physicians] providers, specialty providers, [behavioral] mental health
and substance use disorder providers, hospitals, and health care
facilities to meet the maximum travel distance standards listed in the
chart in §B(5) of this regulation for each type geographic area.

(b) The distances listed in §B(5) of this regulation shall be:

) (i)[measured] Measured from the enrollee’s place of
residence or, at the option of the carrier, place of employment from
which the enrollee gains eligibility for participation in the group model
HMO?’s health benefit plan fo the practicing location of the provider
or facility.]; and

(i) Calculated based on road travel distance.

(c) Except for those provider types excluded §B(3) of this
regulation, for each provider type and facility type included on the
group model HMO'’s provider panel, the carrier shall:

(i) Map the residences or places of employment of all
Maryland enrollees covered under health benefit plans that use the
provider panel;

(i) Calculate the road travel distance for each enrollee to
the provider or facility with the closest practicing location;

(iii) For each zip code identify the total number of
enrollees with a residence or place of employment in the zip code and
the number of enrollees with a residence or a place of employment
within an area where the applicable distance standard is not met;
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(iv) For each zip code calculate the percentage of
enrollees with a residence or place of employment within an area
where the applicable distance standard is met;

(v) For each zip code that includes enrollees for whom the
applicable travel distance standard is not met, calculate the average
distance to the closest provider or facility for all enrollees with a
residence or place of employment within the zip code;

(vi) For each of the urban, rural, and suburban areas
identify the total number of enrollees with a residence or place of
employment in the geographic area;

(vii) For each of the urban, rural, and suburban areas
identify the number of enrollees with a residence or place of
employment within an area where the applicable distance standard is
not met; and

(viii) For each of the urban, rural, and suburban areas
identify the percentage of enrollees with a residence or place of
employment within an area where the applicable distance standard is
met.

(d) Instead of independently calculating the road travel
distance for each enrollee as described in §B(1)(c)(i) and (i) of this
regulation, a carrier may use a methodology that:

(i) Maps the practicing locations of every participating
provider within the geographic area served by the group model
HMO's network or networks;

(ii) Identifies any geographic areas within each Maryland
zip code that fall outside of the applicable distance standard based on
road travel distance from the provider locations; and

(iiY) Enables the carrier to accurately identify the
information and perform the calculations described in §B(1)(c)(iii)—
(viii) of this regulation.

(¢) When calculating the number or percentage of enrollees
with a place of employment within an area or zip code under
SB()(c)(iii)—(viii) of this regulation, the carrier shall include only
those enrollees who gain eligibility for participation in the group
model HMO's health benefit plan from their place of employment.

(H A carrier shall submit, as part of its documentation
Justifying to the Commissioner how the access plan meets the neiwork
sufficiency standards in this regulation.

(i) Geo-access maps for each provider type and facility
type except for those excluded under §B(3) of this regulation showing
the practicing locations of participating providers, and identifying
either the geographic areas within each zip code where the applicable
distance standard is not met, or the locations of enrollees with a
residence or place of employment outside the applicable distance
standard;

(i) For any facility types listed in §B(5) of this regulation
that provide services for substance use disorders, the percentage of
Sacilities on the carrier’s provider panel that provide adolescent
services; and

(iii) For any facility types listed in §B(5) of this regulation
that provide services for substance use disorders, the percentage of
Jacilities on the carrier’s provider panel that provide services for
alcohol treatment only, drug abuse treatment only, and alcohol and
drug abuse treatment.

() A carrier shall report each number and percentage

described in §B(1)(c)(iii)—(viii) of this regulation as part of the

annual access plan filing.

(2)—(3) (text unchanged)

(4) All other provider and facility types included on the carrier’s
provider panel, but not listed in the chart at §B(5) of this regulation,
including physical therapists and licensed dietitian-nutritionist, shall
individually be required to meet maximum distances standards of [15]
20 miles for Urban Areas, 40 miles for Suburban Areas, and 90 miles
for Rural Areas.
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(5) Chart of Travel Distance Standards. Ambulatory Infusion 15 30 60
Urban Suburban Rural Therapy Center
Area Area Area Critical Care Services- 15 30 120
Maximum | Maximum | Maximum Intensive Care Units
Distance Distance | Distance Diagnostic Radiology 15 30 60
(miles) (miles) (miles) Inpatient Psychiatric 15 45 75

Provider Type: Facility
Addiction Medicine 15 30 75 Opioid Treatment 15 30 60
Allergy and 20 30 75 Services Provider
Immunology Outpatient Dialysis 15 30 60
Applied Behavioral 15 20 60 [Outpatient 15 30 60]
Analyst Infusion/Chemotherapy
Cardiovascular Disease 15 25 60 Outpatient Mental 15 30 60
Chiropractic 20 30 75 Health Clinic
Dermatology 20 30 60 Quipatient Substance 15 30 60
Endocrinology 20 40 90 Use Disorder Facility
ENT/Otolaryngology 20 30 75 Pharmacy 5 10 30
Gastroenterology 20 30 60 Residential Crisis 15 30 60
General Surgery 20 30 60 Services
Gynecology, OB/GYN, 15 20 45 Skilled Nursing 15 30 60
Nurse- Facilities
Midwifery/Certified Substance Use Disorder 15 30 60
‘Midwifery Residential Treatment
[Gynecology Only 15 30 60] Facility
Licensed Clinical Social 15 30 75 Surgical Services 10 . 30 60
Worker (Outpatient or
Licensed Professional 15 30 75 Ambulatory Surgical
Counselor Center)
Nephrology 15 30 75 [Other Behavioral 15 30 60]
Neurology 15 30 60 Health/Substance Abuse
Oncology-Medical, 15 30 60 Facilities
Surgical All other licensed or 15 40 120
Oncology- 15 40 90 certified facilities under
Radiation/Radiation contract with a carrier
Oncology not listed
Ophthalmology 15 20 60 C. Essential Community Providers.
Podiatrics- 13 20 45 (1) Each provider panel of a carrier, that is not a group model
Routine/Primary Care HMO provider panel, shall include:
Physiatry, Rehabilitative 15 30 75 (a)[at] .At least 30 percent of the _available essential
Mo dicine, community providers providing medical services in each of the urban,
Plastic Surgery 15 20 90 . rural, and suburban areas[.];

- (b) At least 30 percent of the available essential community
Po.dlatry 15 30 20 providers providing mental health services in each of the urban, rural,
Primary Care 15 20 45 and suburban areas; and
[Ph)./sw.lan] (non- (c) At least 30 percent of the available essential community
pediatric) providers providing substance use disorder services in each of the
Psychiatry-Adolescent 15 30 60 urban, rural, and suburban areas.
and Child, Ouipatient (2) Methodology for calculating essential community provider
Psychiatry-Geriatric, 15 30 60 inclusion standard, :

Outpatient (@) Except as provided in $§C(2)(b) and (c) of this regulation,
Psychiatry-Outpatient 15 30 60 a carrier shall use the MHBE ECP Network Inclusion Calculation
Psychology 15 30 60 Methodology that is described in the Instructions on Meeting the
Pulmonology 15 30 60 Essential Community Provider Plan Certification Standard guidance
Rheumatology 15 40 90 provided by the Maryland Health Benefit Exchange, which is current
Urology 15 30 60 as of the date 3 months prior to the due date of the annual access plan.
All Other licensed or 20 40 90 (b) The calculation described in §C(2)(a) of this regulation
certified providers under shall be performed separately for essential community providers
contract with a cartier providing medical services, mental health services, and substance use
not listed disorder services in each of the urban, rural, and suburban areas.

Facility Type: ) (¢) If the Maryland Health Benefit Exchange changes the
Acute Inpatient 15 30 50 MHBE ECP Network Inclusion Calculation Methodology after the
Hospitals effective date of this regulation, a carrier may not use the revised

methodology to calculate the essential community provider inclusion
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standard in §C(1) of this regulation unless the Commissioner has
approved the revised methodology for this purpose.
[2)] 3)—I(3)] (4) (text unchanged)

[.05] .06 Appointment Waiting Time Standards.
A. Network Capacity.

(1) Each carrier shall create and utilize written policies and
procedures to monitor the availability of services.

(2) On a semiannual basis, each carrier shall make available to
its enrollees the median waiting times to obtain the following in-person
appointments with a participating provider as measured from the date
of the initial request to the date of the earliest available in-person
appointment:

(a) Urgent care for medical services;

(b) Inpatient urgent care for mental health services;

(¢) Inpatient urgent care for substance use disorder services,;

(d) Outpatient urgent care for mental health services;

(e) Outpatient urgent care for substance use disorder
services;

(9 Routine primary care;

(g) Preventive care/well visits;

(h) Non-urgent specialty care;

(i) Non-urgent mental health care; and

(i) Non-urgent substance use disorder care.

(3) To calculate the median waiting times for the appointments
descrzbed in $A(2) of this regulation, a carrier shall:

(@) Make direct contact with a random selection of provider
offices qualified to provide the services for each of the appointment
types listed in §A(2) of this regulation to ask for next available in-
person appointments; and

(b) Retain documentation of the efforts described in §A(3)(a)
of this regulation.

(4) The minimum sample size for the random selection of
provider offices described in §A(3)(a) of this regulation shall be
~ equivalent to the lesser of:

(@) Fifty percent of the participating providers qualified to
provide the services for each of the appointment types listed in §A(2)
of this regulation, or

(b) One hundred provider offices.

(5) The Commissioner may conduct a centralized survey to
measure waiting time, by carrier, for each appointment type listed in
SA(2) of this regulation.

(@) The survey described in §A(5) of this regulation shall
utilize a statistically reliable and valid methodology that includes
making direct contact with a random selection of participating

- providers for each carrier who are qualified to provide the services for
each of the appointment types listed in §A(2) of this regulation to ask
Jfor next available appointments.
(b) The Commissioner may:
(i) Contract with a vendor to conduct the survey; and
(ii) Charge a carrier a reasonable fee to cover the costs of
the survey.

(¢c) The Commissioner shall publish the methodology used to
conduct the survey on the Maryland Insurance Administration’s
website.

(d) For any semiannual period in which the Commissioner
conducts the survey described in §A(5) of this regulation:

(i) The Commissioner shall provide notice to each carrier
subject to this chapter of the intent to conduct the survey at least 3
months in advance;

(i) The Commissioner may requzre each carrier to submit
a current roster of network providers for each provider panel itsed by
the carrier, and any additional information the Commissioner
determines is necessary for the survey to be conducted; and
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(iii) A carrier is exempt from the requirement to make
direct contact with a random selection of provider offices to calculate
the median waiting times as described in §A(3) of this regulation.

[A.] B. Sufficiency Standards.

(1) On a semiannual basis, a carrier shall determine whether the
provider panel meets the waiting time standards listed in §E of this
regulation based on the direct contacts with provider offices described
in $A(3)(a) of this regulation or the survey described in §A(5) of thls
regulation.

[(1)] (2) Subject to the exceptions in [§B] §§C and D of this
regulation, [each carrier’s provider panel shall meet the waiting time
standards listed in §E of this regulation for at least 95 percent of the
enrollees covered under health benefit plans that use that provider
panel] if a carrier’s provider panel fuails to meet the waiting time
standards listed in §E of this regulation for at least 90 percent of
appointments in  each category, the carrvier shall notify the
Administration within 10 business days identifying the deficiency in the
provider network and the efforts that have been taken or will be taken
to correct the deficiency.

[(2) When it is clinically appropriate and an enrollee elects to
utilize a telehealth appointment, a carrier may consider that utilization
as a part of its meeting the standards listed in §C of this regulation.]

[B.] C. Preventive care services and periodic follow-up care,
including but not limited to, standing referrals to specialty providers
for chronic conditions, periodic office visits to monitor and treat
pregnancy, cardiac or [behavioral] mental health or substance use
disorder conditions, and laboratory and radiological monitoring for
recurrence of disease, may be scheduled in advance consistent with
professionally recognized standards of practice as determined by the
treating provider acting within the scope of the provider’s license,
certification, or other authorization.

D. A visit scheduled in advance in accordance with §C of this
regulation may be disregarded when determining compliance with the
waiting time standards listed in §E of this regulation. V
[C.] E. Chart of Waiting Time Standards.

Waiting Time Standards

Urgent care for medical services [(including] 72 hours
medical, behavioral health, and substance use

disorder setvices)]

Inpatient urgent care for mental health services 72 hours
Inpatient urgent care for substance use disorder | 72 hours
services

Outpatient urgent care for mental health services | 72 hours
Ouipatient urgent care for substance use 72 hours

disorder services
Routine primary care

15 calendar

days
Preventive [visit] care/well visit 30 calendar
days
Non-urgent specialty care 30 calendar
days
Non-urgent mental health care 10 calendar
days
Non-urgent [behavioral health/] substance use 10 calendar
disorder [servicés] care days

[.06] .07 Provider-to-Enrollee Ratio Standards.
A, (text unchanged)
B. The provider-to-enrollee ratios shall be equivalent to at least 1
full-time physician, or as appropriate, another full-time provider for:
(1>—(3) (text unchanged)
(4) 2,000 enrollees for [behavioral] mental health care or
services; and
(5) (text unchanged)
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C. The ratios described in §B of this regulation shall be calculated
based on:

(1) The number of enrollees covered under all health benefit
plans issued by the carrier in Maryland that use that provider panel;
and

(2) The number of providers in that provider panel with
practicing locations:

(@) In Maryland; or

(b) Within the applicable maximum travel distance standard
specified in Regulation .05 of this chapter outside the geographic
boundaries of Maryland.

.08 Telehealth.
A. Telehealth Utilization Data Reporting.
(1) For annual access plans submitted on or after July 1, 2024,
a carrier shall report the following data on telehealth utilization for
the calendar year prior to submission of the annual access plan:

(a) The total number of in-network telehealth claims for each
provider type and facility type listed in Regulation .05 of this chapter
in each of the urban, rural, and suburban areas and in each Maryland
county and Baltimore City, and

(b) The percentage of total in-network claims for each
provider type and facility type listed in Regulation .05 of this chapter
in each of the urban, rural, and suburban areas and in each Maryland
county and Baltimore City that are in-network telehealth claims.

(2) The geographic area for claims data described in §A(1) bf '

this regulation shall be based on:
() The enrollee’s place of residence; or
(b) When an envollee’s place of employment is used instead
of residence to calculate travel distance under Regulation .05B of this
chapter for a group model HMO, place of employment from which the
enrollee gains eligibility for participation in the health benefit plan.
B. Travel Distance Credit.

(1) Subject to approval by the Commissioner as described in
SB(5) of this regulation, when calculating the enrollee travel distance
for each provider type under Regulation .054 and B of this chapter, a
carrier may apply a per-enrollee telehealth mileage credit in a
geographic area where the applicable maximum travel distance
standard is not met as measured between the practicing location of the
nearest provider and the enrollee’s place of residence or, at the option

of a group model HMO, place of employment from which the enrollee -

gains eligibility for participation in the health benefit plan.

(2) The telehealth mileage credit described in $B(1) of this
regulation shall be:

(a) Five miles for an enrollee with a residence or, for a group
model HMO, place of employment from which the enrollee gains
eligibility for participation in the health benefit plan, in an urban
geographic area; :

(b) Ten miles for an enrollee with a residence or, for a group
model HMO, place of employment from which the enrollee gains
eligibility for participation in the health benefit plan, in a suburban
geographic area; and

(¢c) Fifteen miles for an enrollee with a residence or, for a
group model HMO, place of employment from which the enrollee gains
eligibility for participation in the health benefit plan, in a rural
geographic area.

(3) The telehealth mileage credit described in §B(1) of this
regulation may be applied to a maximum of 10 percent of enrollees for
each provider type in each of the urban, rural, or suburban geographic
areas.

(4) 4 carrier seeking to apply the telehealth mileage credit
described in §B(1) of this regulation shall identify:

(@) Each provider type and geographic area to which the
credit is being applied;

(b) The percentage of enrollees for which the carrier met the
travel distance standard for the provider type and geographic area
before the credit was applied; and

(¢) The percentage of enrollees for which the carrier met the
travel distance standard for the provider type and geographic area
after the credit was applied.

(5) The Commissioner may approve the telehealth mileage credit
described in §B(1) of this regulation if the carrier sufficiently
demonstrates that it provides coverage for and access to clinically
appropriate telehealth services from participating providers for the
provider type and geographic area to which the credit is being applied,
in accordance with the documentation requirements of §D of this
regulation. :

C. Appointment Waiting Time Credit.

(1) Subject to approval by the Commissioner as described in
$C3) of this regulation, when determining whether the carrier’s
provider panel meets the waiting time standards under Regulation
\OGE of this chapter for at least 90 percent of appointments in each
category, a carrier may apply a telehealth credit of up to 10 percent
Sfor each appointment category where the standard is not met.

(2) A carrier seeking to apply the telehealth credit described in
SC(1) of this regulation shall identify:

(a) Each appointment type to which the credit is being
applied;

(b) The percentage of appointments for which the carrier met
the waiting time standard before the credit was applied; and

(c) The percentage of appointments for which the carrier met
the waiting time standard after the credit was applied.

(3) The Commissioner may approve the telehealth credit
described in §C(1) of this regulation if a carrier sufficiently
demonstrates, in accordance with the documentation requirements of
$D of this regulation, that:

(@) The carrier provides coverage for and access to clinically
appropriate telehealth services from participating providers for the
appointment type to which the credit is being applied;

(b) The carrier provides coverage for a corresponding in-
person service if the enrollee chooses not to elect utilization of a
telehealth service; and

(¢) The carrier establishes, maintains, and adheres to writien
policies and procedures to assist enrollees for whom a telehealth
service is not clinically appropriate, not available, or not accessible
with obtaining timely access to an in-person appointment within a
reasonable travel distance with:

(i) A participating provider; or
(it) A nonparticipating provider at no greater cost to the
enrollee than if the service was obtained from a participating provider.
D. Required Documentation.
(1) 4 carrier secking to apply the telehealth credit described in

$B(1) or C(l) of the regulation shall submit the following

documentation to demonstrate that it provides coverage for and access
to clinically appropriate telehealth services as described in §§B(5) and
C(3)(a) of this regulation:

(a) A description of any requirements imposed or incentives
provided for participating providers to offer telehealth services;

(b) A detailed description of all telehealth services offered
under the health benefit plans issued by the carrier in Maryland that
use the provider panel including:

() Telehealth modalities covered,;

(i) Types of platforms through which participating
providers may deliver telehealth;

(iii) Whether the carrier offers or provides services
through a telehealth-only vendor or platform, and which types of
services are provided on this basis;
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(iv) Whether the carrier arranges for telehealth services to
be available on a 24/7 basis, and which types of services are provided
on this basis;

(v) Whether the carrier arranges for telehealth kiosks to
be installed and maintained in convenient locations throughout
Maryland; and

(vi) The specific services available through telehealth for
each provider type and appointment type to which the telehealth credit
is being applied;

(¢) Evidence that telehealth is clinically appropriate and
available for the services performed by each provider type and for
each appointment-type to which the telehealth credit is being applied,
which may include:

(i) Actual telehealth utilization data comparing telehealth
claims for the specific provider type or appointment type to telehealth
claims for all provider types or appointment types;

(i1) Actual telehealth utilization data comparing telehealth
claims for the specific provider type or appointment type to all claims

for the same provider type or appointment type;

(iii) Survey results or attestations from participating
providers indicating that telehealth is offered for the services
performed by the specific provider type or for the specific appointment
bype;

(iv) Enrollee survey results indicating that enrollees have
the willingness and ability to use telehealth services for the specific
provider type or appointment type; and )

(v) Other documentation that, in the discretion of the
Commissioner, demonstrates the clinical appropriateness and
availability of telehealth services for the provider type or appointment
type to which the credit is being applied; and

(d) For the telehealth mileage credit described in §B(1) of this
regulation, evidence that telehealth services in general are avajlable
and accessible in the zip codes where the telehealth mileage credit is
being applied to enrollee’s residence or place of employment, which
may include: .

(i) Actual telehealth utilization data comparing the ratio
of telehealth claims to in-person claims for all types of services on the
aggregate in the geographic area of the zip codes where the credit is
being applied to the ratio of telehealth claims to in-person claims for
all types of services on the aggregate statewide;

(ii) Enrollee survey results indicating that enrollees have
the willingness and ability to use'telehealth services in general in the
geographic area where the credit is being applied; and

(iti) Other documentation that, in the discretion of the
Commissioner, demonstrates the availability and accessibility of
telehealth services in the zip codes where the credit is being applied.

(2) A carrier seeking to apply the telehealth credit described in
SC(1) of the regulation shall submit the following documentation to
demonstrate that it provides coverage for a corresponding in-person
service and- that it establishes, maintains, and adheres to written
policies and procedures to assist enrollees with obtaining timely
access to an in-person appointment as described in §C(3)(b)—(c) of
this regulation: '

(a) Excerpts from actual plan materials describing benefits
Jor telehealth and in-person services; '

(b) Copies of the actual written policies and procedures;

(¢) A description of any information, outreach, and
educational materials the carrier provides to enrollees informing them
of the assistance available from the carrier to assist with obtaining a
timely appointment;
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(d) A description of whether the carrier provides assistance
on a 24/7 basis to guide enrollees needing urgent care after normal
business hours to an appropriate provider, including assistance
provided through a customer service telephone option or a contracted
telehealth triage service; and

(e) Evidence that the carrier ensures, in practice, that
enrollees are able to obtain timely access to an in-person appointment
as described in §C(3)(c) of this regulation, which may include:

(i) Documentation of the number of enrollees the carrier
assisted with getting appointments within the applicable waiting time
standard under Regulation .0GE of this chapter;

(i) Documentation of the number of appointments with a
nonparticipating provider for the appointment type to which the credit
is being applied where the enrollee received services at no greater cost
than if the service was obtained from a participating provider;

(iii) Enrollee survey results indicating satisfaction with the
carrier’s efforts to provide assistance with obtaining a timely in-
person appointment, and

(iv) Other documentation that, in the discretion of the
Commissioner, demonstrates that the carrier regularly assists
enrollees in obtaining timely in-person appoiniments.

[.07].09 Network Adequacy Waiver [Request] Standards.

A. [A carrier may apply for a network adequacy waiver, for up to 1
year, of a network adequacy requirement listed in this chapter.] If a
carrier’s provider panel fails to meet one or more of the standards
specified in Regulations .05—.07 of this chapter, the carrier shall
provide the following information to the Commissioner as part of the
annual access plan:

(1) A description of any network adequacy waiver previously
granted by the Commissioner;

(2) An explanation of how many providers in each specialty or
health care facility type that the carrier reasonably estimates it would
need to contract with or otherwise include in its network to satisfy each
unmet standard;

(3) A description of the methodology used to calculate the
estimated number of providers in $4(2) of this regulation;

(4) 4 list of physicians, other providers, or health care facilities
related to each unmet standard and within the relevant service area
that the carrier attempted to coniract with, identified by name and
specialty, if any, or health care facility type;

(3) A description of how and when the carrier last contacted the
physicians, other providers, or health care facilities;

(6) A description of any reason each physician, other provider,
or health care facility gave for refusing to contract with the carrier;

(7) An analysis of any trends in the reasons given by physicians,
providers, or health care facilities for refusing to contract with the
carrier, and a description of the carrier's proposals or attempts to
address those reasons and improve future contracting efforts;

(8) Identification of all incentives the carrier offers to providers
to join the network;

(9) If applicable, a substantiated statement that there are
insufficient numbers of physicians, other providers, or health care
Jacilities available within the relevant service area for a covered
service or services for which the carrier failed to meet a standard;

(10) A description of other efforts and initiatives undertaken by
the carrier in the past year to enhance its network and address the
deficiencies that contributed to each unmet standard;

(11) A description of steps the carrier will take to attempt to
improve its network to avoid a future failure to meet a standard;

(12) An explanation of any other mitigating factors that the
carrier requests the Commissioner lo consider; and
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(13) An attestation to the accuracy of the information provided
in relation to each unmet standard.

B. The Commissioner may find good cause to grant [the] a network
adequacy waiver [request] of one or more of the standards specified in
Regulations .05—.07 of this chapter, if the information provided by
the carrier under §4 of this regulation demonstrates that:

(1) [the] The physicians, other providers, or health care facilities
necessary for an adequate network:

[(D] (@—I[(3)] (¢) (text unchanged)

[(4)] (d) Are unable to reach agreement with the carrier; or

(2) The reported failure to meet a standard is a result of
limitations or constraints with the measurement methodology rather
than an actual deficiency in the networtk.

C. [A carrier seeking a network adequacy waiver shall submit a
written request to the Commissioner that includes the following
information;

(1) A description of any waiver previously granted by the
Commissioner;

(2) A list of physicians, other providers, or health care facilities
within the relevant service area that the carrier attempted to contract
with, identified by name and specialty, if any, or health care facility
type;

(3) A description of how and when the carrier last contacted the
physicians, other providers, or health care facilities;

(4) A description of any reason each physician, other provider,
or health care facility gave for refusing to contract with the carrier;

(5) Steps the carrier will take to attempt to improve its network
to avoid future network adequacy waiver requests;

(6) If applicable, a statement that there are no physicians, other
providers, or health care facilities available within the relevant service
area for a covered service or services for which the carrier requests the
waiver; and

(7) An attestation to the accuracy of the information contained
in the network adequacy waiver request.] The Commissioner shall post
a list of all network adequacy waivers that are granted for each annual
access plan on the Maryland Insurance Administration's website.

[.08] .10 Confidential Information in Access Plans.

A. Subject to [§15-802 of the] Insurance Article, §15-802,
Annotated Code of Maryland, the following information that is
included in a carrier’s access plan shall be considered confidential by
the Commissioner:

(1) [Methodology] Proprietary methodology used to annually
assess the carrier’s performance in meeting the standards established
under this chapter;

(2) [Methodology] Proprietary methodology used to annually
measure timely access to health care services; and

(3) (text unchanged)

B. A carrier submitting an access plan or [a] supplemental
information required for the network adequacy waiver [request]
standards may submit a written réquest to the Commissioner that
specific information included in the plan [or request] not be disclosed
under the Public Information Act and shall;

(1)—(2) (text unchanged)

C—D. (text unchanged)

[.09] .11 Network Adequacy Access Plan Executive Summary
Form.

A. For each provider panel used by a carrier for a health benefit
plan, the carrier shall provide the following network sufficiency results
for the health benefit plan service area [as follows] in the standardized
Jormat described on the Maryland Insurance Administration's
website:

(1) Travel Distance Standards.
(a) For each provider type and facility type listed in
Regulation [.04] .05 of this chapter, list the percentage of enrollees for

which the carrier met the travel distance standards, in the following
format, with provider types listed first in alphabetical order, followed
by facility types in alphabetical order:

Urban Suburban | Rural
Area Area Arca
[Primary Care Provider]
Provider Type
[Specialty Provider] Facility
Type

(b) All provider and facility types described in $§SA(4) and
B(4) of Regulation .05 of this chapter and included on the carrier’s
provider panel shall be listed individually in the chart described in
SA(D(a) of this regulation with the corresponding data for that
specific type of provider or facility.

(¢) If the telehealth mileage credit described Regulation .08B
of this chapter was applied when calculating the percentage of
enrollees for which the carrier met the travel distance standards, the
carrier shall:

(i) Note the particular provider types and geographic
areas to which the credit was applied by including an asterisk in the
chart; and

(i) Include a corresponding footnote stating “As
permitted by Maryland regulations, a telehealth mileage credit was
applied to up to 10 percent of enrollees for each provider type noted
with an asterisk in each of the urban, rural, or suburban geographic
areas. The mileage credit is 5 miles for urban areas, 10 miles for
suburban areas, and 15 miles for rural areas.”

[(6)] (d)— [(c)] (e) (text unchanged)

[(d)] ¢ List the total number of essential community
providers in the carrier’s network in each of the urban, rural, and
suburban areas providing:

(i) Medical services;

(i) Mental health services, and

(iii) Substance use disorder services.

[(e)] (g) List the total percentage of essential community
providers available in the health benefit plan’s service area that are
participating providers for each of the nine categories described in
SACDD of this regulation.

(h) List the total number and percentage of local health
departments in the carrier’s network providing:

(i) Medical services;

(ii) Mental health services; and

(iii) Substance use disorder services.

(2) Appointment Waiting Time Standards.

(a) For each appointment type listed in Regulation [.05] .06
of this chapter, list the [percentage of enrollees for which the carrier
met the appointment wait time standards] calculated median waiting
time to obtain an in-person appointment with a participating provider,
in the following format:

~ Appointment Waiting Time Standard Results
Urgent care for medical services | — within 72 hours]
Inpatient urgent care for mental health services
Inpatient urgent care for substance use disorder services
Quitpatient urgent care for mental health services
QOutpatient urgent care for substance use disorder services
Routine primary care [—— within 15 calendar days]
[Preventative Visit] Preventive care/Well Visit] — within 30
calendar days]
Non-urgent specialty care [— within 30 calendar days]
[Non-urgent ancillary services — within 30 calendar days]
Non-urgent [behavioral] mental health/substance use disorder
services — within 10 calendar days] care
Non-urgent substance use disorder care
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(b) [List the total percentage of telehealth appointments
counted as part of the appointment waiting time standard results]. If
the telehealth credit described Regulation .08C of this chapter was
applied when determining whether the carrier’s provider panel met the
waiting time standards under Regulation .06E of this chapter for at
least 90 percent of appointments in any category, the carrier may
include a statement on the executive summary disclosing the
availability of telehealth appointments to supplement the in-person
appoiniments for that category.

(¢) If the carrier arranges for telehealth services to be
provided from participating providers beyond traditional office hours
Jfor an appointment type listed in Regulation .06 of this chapter, the
carrier may include a statement on the executive summary disclosing
the availability of those services.

(3) Provider-to-Enrollee Ratio Standards.
(a) (text unchanged)
(b) For all other carriers, [list whether the percentage of

provider-to-enrollee - ratios meet the] summarize the network .

performance for each provider-to-enrollee ratio [standards] standard
listed in Regulation [.06] .07 of this chapter by listing the calculated
number of providers in the provider panel, rounded to the nearest
whole number, for each of the following categories of enrollees:
(i)—(iii) (text unchanged)
(iv) 2,000 enrollees for [behavioral] mental health care or
service; and
(v) (text unchanged)
B. (text unchanged)

KATHLEEN A. BIRRANE
Insurance Commissioner
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