
Network Adequacy: Overview of MIA 
Standards and Review Process
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• Network adequacy refers to a carrier’s ability to deliver the benefits promised in the 

insurance contract by providing reasonable access to enough in-network primary 

and specialty care practitioners and facilities who are qualified to provide all the 

health care services covered by the health plan

• Network adequacy is evaluated at the aggregate level, not at the individual level, 

and it focuses on clinical appropriateness rather than consumer preferences
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What is Network Adequacy and How is it Evaluated?



MIA Regulatory Standards for Health Benefit Plans
COMAR 31.10.44

• Scope: applies to carriers that issue or renew health benefit plans in Maryland and use a 
provider panel for a health benefit plan offered in Maryland

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

• Original effective date: December 31, 2017 with first annual filing due July 1, 2018.

• Revised: effective May 15, 2023, with a deferred effective date for certain requirements until 
July 1, 2024. 
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Types of Network Adequacy Standards

• Qualitative Standards are network adequacy requirements based on subjective criteria that 
allow for flexibility in reporting and interpretation.
 Example: “Networks must have  sufficient types and numbers of providers to ensure enrollees can access care 

without unreasonable delay.”
o Pro: help set general regulatory expectations
o Con: difficult to measure and enforce objectively

• Quantitative Standards are network adequacy metrics that can be measured objectively
 Example: “Network must include as least one in-network cardiologist within 10 miles of enrollee residence.”

o Pro: measurement and enforcement is comparatively straightforward
o Pro: facilitates analysis of trends over time and comparisons across carriers
o Con: challenging to ensure appropriate thresholds are established
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Maryland has both quantitative 
and qualitative Standards 
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Quantitative Standards

• Travel Distance: maximum road distance to nearest provider from enrollee 
residence for various provider specialties and facilities

• Appointment Waiting Time: time between request for services and 
earliest in-person appointment offered for specified categories of somatic 
and behavioral health services

• Provider to Enrollee ratios: for specified service types such as PCP, 
OB/GYN, Pediatrics, and Mental Health & SUD*

• Essential Community Providers (“ECPs”): percentages contracted in the 
service area*

        *Not applicable to Group-Model HMOs

6



Annual Access Plan Filings

• Network access plan filings due annually on July 1.

• Required contents:
Descriptions of policies and procedures related to qualitative  measures
Supporting documentation for quantitative standards
Data on complaints, telehealth utilization, and out-of-network claims
Executive Summary
Waiver Justification
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Waiver Standards

• A carrier that fails to meet one or more of the quantitative standards is required to 
provide additional information to document their efforts to add a sufficient number of 
providers to the network

• The MIA may grant a one-year waiver of one or more of the standards if the carrier 
sufficiently demonstrates that: 

the providers necessary for an adequate network are not available or are unable to 
reach an agreement to contract with the carrier; or 

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 network
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Waiver Standards (continued)
Required information when a regulatory standard is not met:
• An explanation of how many providers in each specialty or facility type that the carrier reasonably estimates it would need to include in its network 

to satisfy each unmet standard, and a description of the methodology used to calculate the estimated number of providers;

• A list of all providers related to each unmet standard and within the relevant service area that the carrier attempted to contract with, identified by 
name and specialty/facility type;

• A description of how and when the carrier last contacted the providers, and any reason each provider gave for refusing to contract with the carrier;

• An analysis of any trends in the reasons given by providers 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;

• Identification of all incentives the carrier offers to providers to join the network;

• If applicable, a substantiated statement that there are insufficient numbers providers available within the relevant service area for covered services 
for which the carrier failed to meet a standard;

• 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;

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

• An explanation of any other mitigating factors that the carrier requests the Commissioner to consider.
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Telehealth Credits

• Per Enrollee Travel Distance Mileage Credit
New for 2023
Relaxes mileage standard applicable to particular enrollees, when telehealth is available, accessible, 

and appropriate (e.g. 15 mile standard may be increased to 20 miles for specific enrollees when 
credit is granted)

Maximum credit of 5 miles for urban enrollees, 10 miles for suburban enrollees, and 15 miles for 
rural enrollees

Credit may be applied to no more than 10% of enrollees per provider type and geographic area
Carrier must demonstrate that telehealth is clinically appropriate and utilized for the requested 

specialty, and that telehealth services are available and accessible in the requested geographic 
region

Approval of credit is solely at MIA’s discretion 
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Telehealth Credits (Continued)

• Wait Time Credit
New for 2023
Up to 10 additional percentage points may be applied toward meeting the required 90% threshold 

of appointments offered within the required maximum wait time
Carrier must demonstrate that telehealth is clinically appropriate and accessible for the requested 

appointment type
Carrier must provides coverage for a corresponding in-person service if the enrollee does not elect 

telehealth
Carrier must have written P&Ps to assist enrollees in obtaining a timely in-person appointment if 

telehealth is not clinically appropriate, available, or accessible 
Approval of credit is solely at MIA’s discretion



MIA Review Considerations

Carriers must complete standardized MIA-developed templates for each required 
component of the network access plan, and each access plan is evaluated based on:
• The carrier self-reported performance against each regulatory standard
• The quality and detail of the documentation justifying the reported compliance 
• Detailed descriptions of carrier efforts to resolve network gaps or long wait times, 

supported by year-over-year improvement trends
• Detailed descriptions of carrier efforts to proactively assist enrollees impacted by 

network deficiencies
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MIA Findings and Determinations

• Since 2019, MIA has imposed penalties ranging from $5,000 to $150,000 on carriers for 
various network deficiencies  

• In recent years, most plans have been compliant or included sufficient justification for a 
waiver

• Some plans have instituted remediation efforts to make whole those members who 
obtained out-of-network care due to a deficient network

• 2023 filings showed regression in compliance due to limited time to comply with 
regulatory changes

• Continued “growing pains” are anticipated with new regulations in 2024, as several 
requirements are effective for the first time this year 
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Visit the
MIA Network 
Adequacy Webpage

https://insurance.maryland.gov/Consumer/Pages/Network-Adequacy-Regulations-Information.aspx
https://insurance.maryland.gov/Consumer/Pages/Network-Adequacy-Regulations-Information.aspx


Questions and Discussion
David Cooney, FLMI, AIRC
Associate Commissioner
Life and Health Division
Maryland Insurance Administration
200 St. Paul Place, Suite 2700
Baltimore, Maryland 21202
david.cooney@maryland.gov
(410) 468-2215 (Office)
(443) 835-0092 (Cell)
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