
§ 156.230 Network adequacy standards. 

(a) General requirement. (1) Each QHP issuer must use a provider network and ensure that the

provider network consisting of in-network providers, as available to all enrollees, meets the

following standards:

(i) Includes essential community providers in accordance with § 156.235;

(ii) Maintains a network that is sufficient in number and types of providers, including providers

that specialize in mental health and substance use disorder services, to ensure that all services will

be accessible without unreasonable delay; and

(iii) Is consistent with the rules for network plans of section 2702(c) of the PHS Act.

(2)(i) Standards. A QHP issuer on a Federally-facilitated Exchange must comply with the

requirement in paragraph (a)(1)(ii) of this section by:

(A) For plan years beginning on or after January 1, 2023, meeting time and distance standards

established by the Federally-facilitated Exchange. Such time and distance standards will be

developed for consistency with industry standards and published in guidance. Quantitative

reviews of compliance with time and distance standards will be conducted using issuer-submitted

data; and

(B) For plan years beginning on or after January 1, 2025, meeting appointment wait time

standards established by the Federally-facilitated Exchange. Such appointment wait time

standards will be developed for consistency with industry standards and published in guidance.

(ii) Written justification. If a plan applying for QHP certification to be offered through a

Federally-facilitated Exchanges does not satisfy the network adequacy standards described in

paragraphs (a)(2)(i)(A) and (B) of this section, the issuer must include it as part of its QHP

application a justification describing how the plan's provider network provides an adequate level

of service for enrollees and how the plan's provider network will be strengthened and brought

closer to compliance with the network adequacy standards prior to the start of the plan year. The

issuer must provide information as requested by the FFE to support this justification.

(3) The Federally-facilitated Exchange may grant an exception to the requirements in paragraphs

(a)(2)(i)(A) and (B) of this section if the Exchange determines that making such health plan

available through such Exchange is in the interests of qualified individuals in the State or States

in which such Exchange operates.

(4) A limited exception to the requirement described under paragraph (a)(1) of this section that

each QHP issuer use a provider network is available to stand-alone dental plans issuers that sell

plans in areas where it is prohibitively difficult for the issuer to establish a network of dental

providers; this exception is not available to medical QHP issuers. Under this exception, an area is

considered “prohibitively difficult” for the stand-alone dental plan issuer to establish a network of

dental providers based on attestations from State departments of insurance in States with at least

80 percent of counties classified as Counties with Extreme Access Considerations (CEAC) that at



least one of the following factors exists in the area of concern: a significant shortage of dental

providers, a significant number of dental providers unwilling to contract with Exchange issuers,

or significant geographic limitations impacting consumer access to dental providers.

(b) Access to provider directory. (1) A QHP issuer must make its provider directory for a QHP

available to the Exchange for publication online in accordance with guidance from HHS and to

potential enrollees in hard copy upon request. In the provider directory, a QHP issuer must

identify providers that are not accepting new patients.

(2) For plan years beginning on or after January 1, 2016, a QHP issuer must publish an up-to-

date, accurate, and complete provider directory, including information on which providers are

accepting new patients, the provider's location, contact information, specialty, medical group, and

any institutional affiliations, in a manner that is easily accessible to plan enrollees, prospective

enrollees, the State, the Exchange, HHS and OPM. A provider directory is easily accessible when

—

(i) The general public is able to view all of the current providers for a plan in the provider

directory on the issuer's public Web site through a clearly identifiable link or tab and without

creating or accessing an account or entering a policy number; and

(ii) If a health plan issuer maintains multiple provider networks, the general public is able to

easily discern which providers participate in which plans and which provider networks.

(c) Increasing consumer transparency. A QHP issuer in a Federally-facilitated Exchange must

make available the information described in paragraph (b) of this section on its Web site in an

HHS specified format and also submit this information to HHS, in a format and manner and at

times determined by HHS.

(d) Provider transitions. A QHP issuer in a Federally-facilitated Exchange must—

(1) Make a good faith effort to provide written notice of discontinuation of a provider 30 days

prior to the effective date of the change or otherwise as soon as practicable, to enrollees who are

patients seen on a regular basis by the provider or who receive primary care from the provider

whose contract is being discontinued, irrespective of whether the contract is being discontinued

due to a termination for cause or without cause, or due to a non-renewal;

(2) In cases where a provider is terminated without cause, allow an enrollee in an active course of

treatment to continue treatment until the treatment is complete or for 90 days, whichever is

shorter, at in-network cost-sharing rates.

(i) For the purposes of paragraph (d)(2) of this section, active course of treatment means:

(A) An ongoing course of treatment for a life-threatening condition, defined as a disease or

condition for which likelihood of death is probable unless the course of the disease or condition is

interrupted;



(B) An ongoing course of treatment for a serious acute condition, defined as a disease or

condition requiring complex ongoing care which the covered person is currently receiving, such

as chemotherapy, radiation therapy, or post-operative visits;

(C) The second or third trimester of pregnancy, through the postpartum period; or

(D) An ongoing course of treatment for a health condition for which a treating physician or health

care provider attests that discontinuing care by that physician or health care provider would

worsen the condition or interfere with anticipated outcomes.

(ii) Any QHP issuer decision made for a request for continuity of care under paragraph (d)(2) of

this section must be subject to the health benefit plan's internal and external grievance and appeal

processes in accordance with applicable State or Federal law or regulations.

(e) Out-of-network cost-sharing. Beginning for the 2018 and later benefit years, for a network to

be deemed adequate, each QHP must:

(1) Notwithstanding § 156.130(c), count the cost sharing paid by an enrollee for an essential

health benefit provided by an out-of-network ancillary provider in an in-network setting towards

the enrollee's annual limitation on cost sharing; or

(2) Provide a written notice to the enrollee by the longer of when the issuer would typically

respond to a prior authorization request timely submitted, or 48 hours before the provision of the

benefit, that additional costs may be incurred for an essential health benefit provided by an out-

of- network ancillary provider in an in-network setting, including balance billing charges, unless

such costs are prohibited under State law, and that any additional charges may not count toward

the in-network annual limitation on cost sharing.

(f) [Reserved]
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