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Frequently Asked Questions
The Department of Managed Health Care (DMHC) has prepared frequently asked questions (FAQ) and responses arising from stakeholder comments pertinent to the amendments noticed in APL 25-019 (December 12, 2025).[footnoteRef:2] This includes Amendments to 28 CCR § 1300.67.2 and the incorporated network adequacy standards and methodologies for Reporting Year (RY) 2026, as well as amendments to block transfer requirements in 28 CCR §1300.67.1.3. [2:  The Knox-Keene Act is set forth in California Health and Safety Code sections 1340 set seq. References to “Section” are to sections of the Knox-Keene Act. References to “Rule” refer to the California Code of Regulations, title 28.] 

Amendments to Network Adequacy - Rule 1300.67.2 and the Geographic Access Measurement Methodology
1. When a plan reports multiple addresses for a single provider, what methodology may the DMHC use to determine whether the practice addresses reported have likely accuracy issues which may impact their use in network adequacy review?
When a plan reports multiple practice addresses for a single provider, the DMHC will use the "Identifying Provider Location" methodology set forth in the Geographic Access Measurement Methodology to flag reported provider addresses for likely inaccuracies. Addresses will be flagged when two or more secondary practice addresses for a provider are located more than 135 miles from the primary practice address; when seven or more addresses are reported for a single non-physician provider or primary care physician; or when nine or more addresses are reported if the provider is a specialist physician. Based on a review of data submitted to the DMHC over a period of years, addresses reported under these circumstances are statistically unlikely to be accurate and do not reflect typical provider patterns of practice. Health plans will have the opportunity to respond to the DMHC's data accuracy concerns, and verify practice addresses as set forth in the Geographic Access Measurement Methodology.
2. Is the "Identifying Provider Location" methodology in the Geographic Access Measurement Methodology intended to measure access to providers?
The DMHC will use the "Identifying Provider Location" methodology to determine whether reported provider address data appears to be inaccurately reported in the Annual Network Report submission. The methodology itself does not measure access to providers; however, it is an important aspect of the DMHC's network adequacy review, because without accurate provider practice address reporting, the DMHC cannot consistently review plans for network adequacy and identify enrollee access concerns using the standards and requirements set forth in the Knox-Keene Act and supporting regulations.
3. In parts of California, it is not uncommon for people to travel up to 60 miles for their job, and this is no different with providers. How does the methodology the DMHC uses to identify inaccurate practice addresses account for this?
The DMHC flags reported provider addresses for likely inaccuracies in the following circumstances:
1) When a plan reports multiple practice addresses for a single provider and at least two or more secondary addresses are each more than 135 driving miles from the primary practice address;
2) When seven or more practice addresses are reported for a single non-physician provider or primary care physician; or
3) When nine or more practice addresses are reported for a single specialist physician.
The methodology singles out practice addresses that do not reflect typical patterns of practice, even for providers who are accustomed to working out of more than one location, and signals those reported practice addresses that are likely to be data reporting inaccuracies.
4. Does the practice address review methodology include hospital-based providers?
At this time, the practice address methodology is limited to outpatient provider addresses. The DMHC may extend this methodology to hospital-based providers in subsequent reporting years.
5. Can the DMHC clarify how the Plan should report primary addresses for providers who are affiliated with multiple Provider Groups/IPAs and have different addresses within the same network? The DMHC requirements only allow for one primary address per network.
The primary practice address for a provider is the single location where the provider most frequently delivers in-person health care services to enrollees. Health plans should report one location for each provider as the primary practice location for the network. If the provider regularly delivers in-person health care services to enrollees at more than one location, all other addresses must be reported as secondary practice addresses, in accordance with that definition.
For further information, please see the definition of "primary practice address" and "secondary practice address" in 28 CCR § 1300.67.2.2(b). A copy of the most recent version of this amended Rule is available on the All Plan Letter (APL) page of the DMHC's website, under APL 25-013 (September 4, 2025).
6. Why is DMHC holding health plans responsible for accurate provider address reporting under its data review methodology, when a plan must rely on providers and provider groups for this information?
A health plan's accurate reporting of provider practice locations is critical for both health plans and the DMHC to be able to conduct accurate network adequacy monitoring and reviews. When a health plan reports a provider as practicing at an address location where the provider does not practice, the plan represents that there is access to the health care services in a geographic location where this care may not be available to enrollees.
Without accurate provider practice address reporting, neither the DMHC nor health plans can conduct consistent and accurate network adequacy reviews. Health plans are required to verify provider address information for the purposes of the provider directory requirements under Health & Safety Code 1367.27, as well as for the purpose of internal monitoring of enrollee access to network providers to ensure the availability of network providers in the geographic regions throughout the network service area. It is critical for health plans to also accurately report this practice address data to the DMHC as part of the Annual Network Reporting requirements set forth in Sections 1367.035 and 1367.03. This allows the DMHC to review health plan data for compliance with network adequacy standards and requirements in the Knox-Keene Act and consistently identify enrollee access concerns in accordance with these requirements.
7. What will happen if a network provider is reported with many practice locations, or if the provider is reported with two or more secondary practice locations that are more than 135 driving miles from the primary practice address?
The practice address methodology is meant to target practice address reporting inaccuracies for outpatient providers, based on a review of historical data. Most network providers have fewer than seven outpatient practice addresses (or nine outpatient practice addresses for specialist physicians). Similarly, most providers do not have multiple outpatient practice locations that are more than 135 miles away from the primary practice address. In the rare instances in which a provider does deliver services out of multiple practice locations that would otherwise lead to a finding of inaccuracy under the practice address methodology, the Plan should be prepared to provide further information as to how the provider is delivering services at all reported outpatient practice locations.
Health plans can avoid reporting inaccuracies by ensuring that only current practice addresses are reported for a provider. The Annual Network Report definitions and instructions require health plans to report only one primary practice address for a provider, which is the location where the provider most often delivers in-person health care services. Health plans can report multiple secondary practice addresses at locations that meet the definition of secondary practice address. Under Rule 1300.67.2.2(b), a provider must be actively practicing at an address at least 1 day a quarter for the address to be reported as a secondary practice address.
As part of its data accuracy review, the DMHC will review the Annual Network Report submission to determine if the practice addresses reported do not appear reasonable under the "Identifying Provider Location" methodology set forth in Rule 1300.67.2 and the incorporated Geographic Access Measurement Methodology. Only outpatient practice addresses are flagged under this methodology. Addresses will be flagged when two or more secondary practice addresses for a non-specialist provider are located more than 135 miles from the primary practice address, or when seven or more outpatient practice addresses are reported for a single provider.
If a plan does not meet the requirements for accuracy using the "The Identifying Provider Location" methodology, the DMHC may require the plan to provide additional information demonstrating the accuracy of the addresses reported. This may include clinical encounter data depicting the practice location, or evidence the plan personally verified the practice address. If the plan fails to provide a sufficient explanation, the DMHC may take appropriate action, including issuing non-compliance determinations, requiring corrective action, taking enforcement action, or refraining from considering one or more secondary practice addresses in a network adequacy review.
8. The amended language in Rule 1300.67.2(c)(4)(B) states that a plan may not prevent an enrollee from selecting an in-network provider or group that is located further than the geographic distance standard. Under block transfer requirements, a plan is required to provide enrollees with reassignment to a PCP within 15 miles. How should health plans reconcile these two requirements?
The health plan is required to make available primary care providers and other providers within applicable geographic access standards or alternative access standards where applicable. However, within the network an enrollee may choose a network provider that is further than the geographic access standard.
For further information, refer to the definitions of "network" and "network provider" incorporated into Rule 1300.67.2(a), and defined in Rule 1300.67.2.2. Under these definitions, network providers must be available to all enrollees in all product lines using the network. The enrollee's ability to select a PCP may be subject to established processes for selecting and changing a PCP or provider group, but should not be limited by the geographic location of the enrollee or the network provider.
9. The amended network adequacy rules indicate the DMHC may require a plan to file a notice of material modification of the plan’s license to expand the plan’s network service area if a plan reports significant enrollment in a geographic area outside of the approved network service area. Under what circumstances would the DMHC apply this requirement?
An enrollee is eligible to be enrolled in a network based on the enrollee's residence or workplace, as set forth in Rules 1300.51 and 1300.67.2. When reporting enrollment for the network, health plans are required to report the ZIP Code/county that qualifies the enrollee for the network. Under the amended Rule 1300.67.2(c)(5)(A), the DMHC may require the plan to file a notice of material modification to expand the network service area if a plan reports enrollment data to the DMHC indicating either: One thousand (1,000) or more enrollees are located in a county outside of the network service area, or within the non-network service area portion of a county that is partially included in the network service area; or more than 10% of the network’s enrollment is outside of the network service area, and the network has 5,000 or more enrollees.
10. Does the Annual Network Review evaluate clinical encounter data for all provider types?
While the DMHC may consider clinical encounter data for all provider types as part of its annual network review, DMHC currently only reviews that data in conjunction with a health plan's mental health network. For RY 2026, the DMHC intends to evaluate a network's mental health clinical encounter data to determine if there are sufficient numbers of network providers to provide readily available mental health services. Plans may be considered by the DMHC to be non-compliant with the sufficiency and availability requirements if the network does not meet the standards and methodology in the Mental Health Utilization Standards and Methodology, incorporated in Rule 1300.67.2.
The DMHC is not currently requiring health plans to report clinical encounter data for other provider types. For further information on the reporting of clinical encounter data, refer to FAQ No. 14 in the Frequently Asked Question Document accompanying APL 25-013 (ANR Reporting for RY 2026).
11. How should a plan demonstrate that it is properly monitoring access to care when delegated to a subcontracted plan or medical group?
In accordance with existing law, including Health and Safety Code section 1367 and Rule 1300.67.2.2(a)(3) and Rule 1300.67.2(j)(2), a plan should ensure that its policy documents on file with the DMHC demonstrate that it oversees network adequacy compliance when access to care is delegated to a subcontracted plan or medical group. This includes compliance with new and updated network adequacy requirements set forth in Rules 1300.67.2.2 and 1300.67.2.
Amendments to Block Transfer – Rule 1300.67.1.3
1. Will the proposed language added to Rule 1300.67.1.3(b) allow health plans to remove Terminating Providers from the health plan's provider directory prior to both the approval of the block transfer filing and the termination of the provider contract?
The DMHC’s proposed language, added to Rule 1300.67.1.3(b), does not modify any health plan obligations pertaining to the maintenance of a health plan's provider directory.
2. Do changes to an enrollee's assignment, provider match, or association with a provider which are not the result of a contract termination count towards the 2,000-enrollee threshold in Rule 1300.67.1.3 (a)(3)(A)?
No, only those assignments, matches, associations with, or connections to a current PCP which change as a result of a Contract Termination are counted towards the 2,000-enrollee threshold in Rule 1300.67.1.3(a)(3)(A).
3. Are block transfer filings required when a provider group declines to contract with a provider, provider group, facility, or other entity?
No, a block transfer filing is only required when there is a pending contract termination between a health plan and a hospital, medical group, or plan-contracted entity. Please see Rule 1300.67.1.3(a)(3) for the definition of "Block Transfer" and a list of instances which require health plans to submit Block Transfer filings. Please also see Rule 1300.67.1.3(a)(4) for the definition of "Contract Termination."
4. Do the font size requirements apply to the entirety of the Enrollee Transfer Notice or just the language required by Section 1373.65 and Rule 1300.67.1.3?
The Act contains a variety of requirements related to the formatting of notices and disclosures. The requirements related to font size in Rule 1300.67.1.3 currently apply to the specific disclosure required by that section. Health plans should ensure that all notices, disclosures, and the like are formatted consistently with the requirements of the Act.
Geographic Access Standards and Methodology
1. Do the new geographic access standards impact the 15-mile or 30-minute geographic access standard for primary care providers and hospitals?
The recent regulatory amendments do not change requirements for geographic access to primary care providers and hospitals. Rule 1300.67.2(c)(3) reaffirms that the 15 mile or 30 minute geographic accessibility standards for primary care providers and hospitals set forth in Rule 1300.51(d), Item H, are the standards a plan must meet to demonstrate compliance with the Act in all areas of network review, including annual network review and licensure filings.
When determining compliance with geographic access standards, the DMHC relies upon the methodology set forth in the document entitled Geographic Access Measurement Methodology, which is incorporated by reference in Rule 1300.67.2.
The DMHC will continue to evaluate in the future whether changes to existing geographic access requirements are warranted.
2. What scenarios will constitute adequate "significant" changes under the amended Rule 1300.67.2(c)(3)(A) to require a health plan to file a request to renew or update previously approved alternative standards of accessibility?
As indicated in subsections 1300.67.2(c)(3)(A)(i)-(iv), a health plan is required to update its alternative access standard requests pursuant to Rule 1300.67.2.1 when more than three years have passed since the prior standard’s approval, changes have been made to the annual list of DMHC-recognized ZIP Code/Counties, legal changes are made to underlying standard evaluation methodologies, or other information demonstrates that previously-approved alternative standards are no longer justified for a particular region. The DMHC anticipates that the overwhelming majority of updated requests will be no more frequent than every three years and does not anticipate regularly requiring resubmissions at a cadence beyond that outside of extraordinary circumstances.
3. Why has the DMHC established distance standards for emergency medicine physicians and emergency room services?
The DMHC included emergency medicine physicians in our geographic access standards to achieve alignment with the CMS standards for state-facilitated exchanges. The CMS standards also include a distance standard for general acute care hospitals that include an emergency room 24/7. In order to avoid conflict with the federal standards applicable to a number of health plans licensed with the DMHC, the recent amendments to Rule 1300.67.2 establish California-specific standards for these provider types that Covered California may rely upon when certifying plans for participation on the Exchange.
4. In addition to the geographic access standards for specialists and facilities to meet network adequacy in Rule 1300.67.2(c)(3), why is there also a distance requirement of within 30 miles for individual enrollees when a provider is available at that distance, as described in Rule 1300.67.2(k)?
The network level geographic access standards set forth in the geographic access Standards and Methodology documents are required distances for the review of network adequacy for ongoing annual network filings. However, while the network-level geographic access standards are useful for network monitoring, the standards are based on high-level groupings of provider types and counties, and do not necessarily reflect access for an individual enrollee in the network.
While network-level standards are appropriate for assessing overall network adequacy, part of ensuring reasonable access to enrollees includes ensuring enrollees are aware of the distances they must travel to see a provider and ensuring that those distances are reasonable based on actual availability at the time the enrollee seeks care. The distance standards for certain provider types can be lengthy (up to 135 miles, without alternative standards) to account for extreme variations in county types, population density, and provider availability throughout the state. The network-level standards also have complexity due to available alternative access methodologies. Because of this, an individual enrollee would not necessarily be able to determine the distance requirement applicable to a particular network, provider type, and county.
The "enrollee right to access" standard in Rule 1300.67.2(k) specifies requirements a health plan must adhere to when arranging reasonable access for an individual enrollee accessing care within the network. An individual enrollee is entitled to access to a specialty provider within 30 miles when providers of that type are available within distances shorter than those set forth in the geographic access Standards and Methodology documents.
5. What geographic access standard applies to specialist physician provider types that are not identified in the Geographic Access Standards and Methodology documents?
The network-level geographic access requirements for specialist physicians are set forth in Rule 1300.67.2(c) and incorporated documents. For specialist types not identified in the Geographic Access Standards and Methodology documents, the location of network providers providing covered services must be within reasonable proximity of the business or personal residences of enrollees, and so located as to not result in unreasonable barriers to accessibility.
6. Is the standard for measuring geographic access to diagnostic radiology separate from the standard for measuring geographic access to mammography? How does the DMHC account for providers that deliver both sets of services when evaluating for geographic access?
Yes, the Geographic Access Standards and Methodology for Specialist, Ancillary, and Facility Providers require health plans to separately measure access to diagnostic radiology providers and access to mammography providers. The Annual Network Submission Instruction Manual includes prescribed terminology for diagnostic radiology ("Imaging/Radiology") and mammography ("Mammography") and health plans are required to use those terms when reporting network providers, or appropriately cross-walk the health plan's own terminology to the DMHC’s prescribed terms, so that the DMHC may measure enrollee access to each of those provider types when it conducts its annual network review. If a diagnostic radiology facility includes mammography amongst the services it delivers, the health plan may report that same facility twice in its annual network report, identifying it once with the provider type "Imaging/Radiology" and once with the provider type "Mammography." This will allow the DMHC to include that same provider in both its geographic access measurement for diagnostic radiology and its measurement for mammography.
7. What is the difference between hospitals and facilities offering emergency room services when determining the applicable geographic access standard?
The current hospital geographic access standard is 15 miles or 30 minutes. It is set forth in Rule 1300.51. That standard applies to all general acute care hospitals and is not limited in application to hospitals that maintain an emergency department. In contrast, the distance standard for facilities offering emergency room services, incorporated by reference in Rule 1300.67.2, establishes a separate standard to measure the availability of that specific hospital service. The DMHC established a separate emergency room services distance standard because not all general acute care hospitals include an emergency department. Furthermore, CMS has included a specific geographic standard for hospitals providing 24/7 emergency room services in its requirements for plans offering products on state-facilitated exchanges. The DMHC's emergency room services standard allows plans offering products on the Exchange to simultaneously meet state and federal requirements.
8. Do the new hospital or inpatient facility distance standards apply to the individual physicians who deliver those services within a hospital or other inpatient setting?
Certain hospital services are included in the Geographic Access Standards and Methodology for Specialists, Ancillary, and Facility Providers document for RY 2026. These standards measure access to hospital services at the facility level, and not individual specialist providers at the facility.
Although the new standards measure in-network hospital services and not individual physicians who deliver services within the hospital, health plans are required to meet network adequacy requirements with respect to both hospital services and inpatient specialist physicians at in-network hospitals, under Health & Safety Code section 1371.31(a)(5). Rule 1300.67.2(g)(3) reiterates this requirement and indicates that when a hospital or other facility is in-network, individual network providers must also be available to deliver covered services available at the facility.
9. Why is there a different geographic access standard for pediatric PCPs than for PCPs?
The existing primary care provider geographic access standard of access within 15 miles or 30 minutes is set forth in Rule 1300.51(d), Item H. This standard is still applicable to measuring geographic access to primary care physicians. Primary care physicians are defined in the Act as a group consisting of general practitioners and board-certified internists, family practitioners, OB-GYNs, and pediatricians. The primary care physician standard is met when a plan has any one of those provider types within 15 miles or 30 minutes of an enrollee's residence or workplace.
In contrast, the pediatric PCP distance standard may be satisfied only where there is access to a pediatrician or family practitioner who treats patients under the age of 18. This is a smaller group of physicians than the group of physicians considered when measuring compliance with the overall primary care physician standard. In order to ensure children have adequate access to primary care, and to align with federal regulatory requirements in this area, the DMHC has established a standard specific to primary care physicians who treat children that is based on the known supply of providers and the patterns of practice in California's varied counties. Pediatricians are still required to be included in the overall primary care physician geographic access measurement, but a separate measure focusing only on PCPs who treat children allows the DMHC to wield greater scrutiny over the specific access needs of children.
10. Why is the DMHC releasing a distance standard for HIV/AIDS providers, when there is not a distinct taxonomy code for the sub-specialty?
A health plan is required to authorize a standing referral to an HIV/AIDS Specialist when needed to diagnose or treat a condition requiring specialized knowledge of HIV medicine, under Health & Safety Code section 1374.16 and 28 CCR § 1300.74.16. The standing referral must be to an HIV/AIDS specialist, as defined in Rule 1300.74.16(e). Health plans are required to report this provider type as part of the Annual Network Submission and have historically been evaluated annually for whether this required provider type is available in the network. The new geographic access standards add a distance requirement for this provider type, to ensure access throughout the plan's network service area.
11. How does a plan know which particularized hospital services are available at an in-network hospital for the purposes of determining compliance with the distance standard for hospital services?
The Department of Health Care Access and Information (HCAI) maintains public information for all licensed hospitals in California, including the services available at those hospitals. The DMHC includes in its annual network reporting instructions a link to HCAI's website through which health plans can identify the services available at each general acute care hospital.
A plan is only required to separately report which particularized services it makes available at a hospital when the plan is not contracted for all services available at the in-network hospital. The Annual Network Submission Instruction Manual provides standardized terminology for reporting particularized hospital services in the "Available Services" field of the Hospital and Clinic Report Form (Form No. 270), which are consistent with the terms listed in the definition of "particularized hospital services." The associated terminology table in the Instruction Manual includes references to the applicable HCAI terminology to assist health plans in reporting.
For further information concerning annual network reporting instructions and recent amendments to 28 CCR § 1300.67.2.2 and incorporated Annual Network Report Forms, including responses to frequently asked questions, please refer to All Plan Letter (APL) 25-013, released on September 4, 2025.
12. The DMHC amended the distance standard for mental health facilities in Metro Counties from 45 miles to 35 miles. The DMHC further amended the low-density alternative standard in Metro Counties for mental health facilities, from 75 miles to 55 miles. Why did the DMHC make this change?
Further evaluation of the geographic access standards and methodology for mental health facilities using recent data indicates greater availability of mental health facilities within this county type. The vast majority of health plan networks appear able to meet a 35-mile driving distance standard for mental health facilities in Metro Counties, or a 55-mile driving distance standard when the low-density alternative standard applies. The small number of networks that are not able to meet this standard in Metro Counties appear to be outliers, and may not be contracting with the available mental health facilities within the counties in which they are operating.
13. The Geographic Access Standards and Methodology for Specialist, Ancillary, and Facility Providers includes distance standards for some facility-based services that are typically made available in a hospital setting, such as emergency room services, intensive care services, cardiac catheterization services, and cardiac surgery services. How does the DMHC determine the location of these provider types if they are typically administered in a hospital setting?
To identify whether the health plan has hospital-based services, such as emergency room services, intensive care services, cardiac catheterization services, and cardiac surgery services, in its network, the DMHC uses the data reported for each in-network hospital by the Department of Health Care Access and Information (HCAI) to attribute the reported hospital-based services to the hospital. The DMHC then applies the geographic location of the hospital in which those services are located to each service type when measuring geographic access to that hospital-based service. When reporting hospital data to the DMHC in the Hospital and Clinic Report Form, health plans must indicate if their contract with the hospital does not include all services reported to be available at the hospital by HCAI. If the health plan indicates a service has been excluded from its contract with the hospital, the DMHC will not include the service at the reported hospital when conducting its geographic access evaluation.
14. How should plans who operate networks subject to federal regulatory requirements evaluate network adequacy compliance when network standards issued by the Centers for Medicare and Medicaid Services (CMS) differ from the DMHC?
Health plan networks that are sold in California and are subject to state regulation must meet the requirements of the Knox-Keene Act. For the purposes of compliance with the Knox-Keene Act, health plans demonstrate network adequacy by meeting the standards set forth in the relevant portions of the Health & Safety Code and Title 28 of the California Code of Regulations. Most provisions relevant to network adequacy are located in Health & Safety Code Sections 1367, 1367.03, 1367.035, and 1375.9 and in sections 1300.51, 1300.67.2, and 1300.67.2.2 of title 28 of the California Code of Regulations.
Where the network adequacy standards set forth by CMS vary from the Knox-Keene Act, health plans must comply with the Knox-Keene Act for the purpose of meeting the requirements for California licensure. Where the distance standard established by CMS is more stringent than the standard established in the Knox-Keene Act, the health plan will necessarily meet the Knox-Keene requirement when it meets the CMS distance standard, so long as the plan is measuring distance in accordance with the applicable Knox-Keene measurement methodology. In general, when alternative methodologies and the established Geographic Access Measurement Methodology are taken into consideration, the distance standards established in the Knox-Keene Act are similar to those issued by CMS. Where standards vary, they typically only vary by 5 to 15 miles.
Required Network Provider Types:
1. Why does DMHC require the Plan to ensure the Sleep Disorder Center providers available in the network include Registered Polysomnographic Technologists?
The DMHC has included this requirement to ensure that the plan includes within its network Sleep Disorder Centers that offer the appropriate personnel to deliver the required services, even if the Sleep Disorder Center is not accredited by the American Academy of Sleep Medicine. Pursuant to the American Academy of Sleep Medicine, Sleep Disorder Centers must include a Registered Polysomnographic Technologist to meet accreditation standards. Furthermore, pursuant to Rule 1300.74.72.01(a)(17), polysomnography is a required benefit for health plans that cover the prevention, diagnosis, and treatment of mental health conditions and substance use disorders. The inclusion of Registered Polysomnographic Technologists in the network requirements for Sleep Disorder Centers allows the DMHC to confirm the plan has a network to support this required mental health benefit.
2. Why has the DMHC added hospital services to the Required Network Providers list for network adequacy review?
As part of network adequacy reviews for licensure and ongoing network filings, the DMHC measures health plan networks for the presence of a full-range of network providers who offer covered services, including physicians, specialist providers, mental health providers, facilities, and ancillary services, to ensure compliance with network adequacy standards in the Knox-Keene Act and supporting regulations. A non-exhaustive list of "Required Network Provider Types" is incorporated by reference in Rule 1300.67.2 (filed April 4, 2025).
DMHC recently amended the Required Network Provider Types document to include several particularized hospital services. "Particularized Hospital Services" are set forth in the Annual Network Submission Instruction Manual, incorporated in Rule 1300.67.2.2. The particularized hospital services set forth in the "Required Network Provider Types" document are required to be in the network pursuant to Rule 1300.67.2(g)(3) and are also measured as part of the DMHC's Geographic Access Standards and Methodology for Specialists, Ancillary, and Facility Providers. The identified hospital services are critical to ensuring enrollees have adequate access to services health plans are legally required to cover.
3. Can the DMHC define the following facility types listed in the Required Network Provider Type Document:
1. Acute Psychiatric Hospital (or general acute care hospital with an inpatient psychiatric unit)
2. Psychiatric Health Facility
3. Chemical Dependency Recovery Hospital
4. Alcohol and Other Drug (Outpatient)
5. Mental Health Rehabilitation Centers
The DMHC relies on definitions established in existing laws, regulations, and standards for health facilities listed in the Required Network Provider Types document. This includes the Health and Safety Code (HSC), Welfare and Institutions Code (WIC), and California Code of Regulations (CCR). Please see the following statutory and regulatory references for these facility types:
1.	Acute Psychiatric Hospital – This is defined in Health and Safety Code section 1250(b).
2.	General Acute Care Hospital with an inpatient psychiatric unit - General acute care hospital is defined in Health and Safety Code section 1250(a). Psychiatric unit is defined in 22 CCR § 70575.
3.	Psychiatric Health Facility – This is defined in Health and Safety Code section 1250.2(a)(1) and 9 CCR § 1810.236.
4.	Chemical Dependency Recovery Hospital – This is defined in Health and Safety Code section 1250.3(a)(1).
5.	Alcohol and Other Drug (Outpatient) – This is an outpatient facility that provides outpatient addiction treatment services in accordance with Health and Safety Code section 11832.2, and is certified in accordance with Chapter 7.1, Part 2, Division 10.5 of the Health and Safety Code (commencing with Section 11832).
6.	Mental Health Rehabilitation Centers – This is defined in 9 CCR § 782.34. Additionally, the Welfare and Institutions Code section 5675 sets forth requirements for these facilities.
Mental Health Utilization Standards and Methodology:
1. Why does the Annual Network Review evaluate reported clinical encounter data for Mental Health providers through the Mental Health Utilization Standards and Methodology? Will the DMHC use this data to evaluate network adequacy for other provider types?
The DMHC is collecting and reviewing data related to clinical encounters with network providers in order to identify reported network providers who rarely or never render services to a health plan enrollee or are not in fact available to enrollees in the network. Starting in RY 2023, the DMHC began collecting data related to clinical encounters with mental health professionals. Using this mental health clinical encounter data captured since RY 2023, the DMHC has issued informal findings to health plans for mental health network concerns when a substantial majority of mental health professionals appear not to have provided services to any of the enrollees in the network within the past year. Based on the results of this analysis and feedback received from health plans, the DMHC has developed standards that address the availability of mental health network providers and services pursuant to Section 1367.03(f)(5).
While the DMHC may consider clinical encounter data for all provider types as part of its annual network review, the DMHC intends to continue focusing its review of this data only in the evaluation of mental health networks. For RY 2026, the DMHC will evaluate a network's mental health clinical encounter data to determine if there are sufficient numbers of network providers to provide readily available mental health services. Plans may be considered by the DMHC to be non-compliant with the sufficiency and availability requirements if the network does not meet the standards and methodology in the Mental Health Utilization Standards and Methodology, incorporated in Rule 1300.67.2.
In future years, DMHC may evaluate the need for standards that address the availability of other provider types through clinical encounters. If these standards are developed, stakeholders will have an opportunity to provide feedback prior to noticing and adopting them.
For further information on the reporting of clinical encounter data, refer to FAQ No. 14 in the Frequently Asked Question Document accompanying APL 25-013 (September 4, 2025), addressing the Annual Network Report Submission for RY 2026.
2. How do the Mental Health Utilization Standards and Methodology measure network adequacy?
The Mental Health Utilization Standards and Methodology measures whether there are sufficient numbers of licensed mental health network providers available to provide care to enrollees in the network. This is not a measure of compliance with timely access standards or geographic access standards; instead, it identifies networks that rely on providers to meet those standards who may not actually be available to enrollees in the network.
The standard identifies networks that have both a high percentage of counseling mental health professionals that are not seeing any patients in the network, coupled with low enrollee utilization of counseling mental health professional services. A health plan fails to meet the standard when both a substantial majority (more than 80%) of reported mental health providers in the network have not provided health care services to any enrollees in the network during one or more measurement years, and a small percentage (less than 10%) of the network's enrollees accessed counseling mental health professional services during this time period. The methodology examines clinical encounters over a one-year period to account for fluctuations in enrollee access. The DMHC also reviews subsequent year filings to assess provider availability over a multi-year period.
Like other network adequacy measures, when a network fails to meet this standard, it indicates a network adequacy concern. When 20% or fewer of the counseling mental health providers in a network are seeing patients in the network, and the network also has lower than expected mental health utilization, it suggests that there are insufficient numbers of mental health providers available to enrollees.
3. What happens if a health plan network does not meet the Mental Health Utilization Standards and Methodology?
If a plan falls short of the standard, it will be issued a finding and may be required to provide corrective action or a response explaining the reason a substantial majority (more than 80%) of its licensed mental health professionals did not have clinical visits with any enrollees in the network during the previous measurement year, given the low utilization of this provider type in the network (less than 10%). If a plan continues to fall short of the standard in the subsequent year, DMHC will also provide the plan with a list of mental health professionals who had zero clinical encounters in the previous two measurement years, and the plan will be required to provide information on the network availability of the listed providers. If the plan continues to receive findings in subsequent years despite the opportunity for corrective action, the plan may be required to submit a filing amending or modifying its network, or the plan may be referred to the office of enforcement for failure to meet network adequacy standards and requirements, consistent with Rules 1300.67.2.2(j) and (k). The plan will have an opportunity to address the findings or correct the network data prior to any enforcement action.
4. How do the Mental Health Utilization Standards and Methodology address situations such as delays in clinical encounter reporting, or a change in provider group during the measurement year?
The definition of "clinical data capture timeframe" in the Annual Network Reporting instructions accounts for delays in clinical encounter reporting. The Definitions section of the Annual Network Submission Instruction Manual defines the clinical data capture timeframe for the purposes of reporting clinical encounters to the DMHC. The clinical data capture timeframe includes clinical encounters that were reported to, or collected by, the health plan during the timely access compliance measurement year, regardless of the date of service of the specific encounter.
If a plan has a change in provider groups during the measurement year, this is captured through the reporting of clinical encounters for past network providers, in the Past Network Provider Clinical Encounter Report Tab of the Non-Network Arrangements Report Form. The DMHC added the Past Network Provider Clinical Encounter Report Tab to help health plans demonstrate the full range of providers available to enrollees throughout the previous calendar year. Beginning in RY 2026, the Mental Health Utilization Standards and Methodology will consider past network provider clinical encounter data. This will give health plans credit for providers who saw patients in the network during the previous measurement year but are no longer in the network as of the network capture date for RY 2026 (January 15, 2026). The additional data may be used to demonstrate that at least 20% of counseling mental health network providers were seeing patients in the network during the capture timeframe.
Protecting the Health Care Rights of More Than 30.2 Million Californians
Contact the DMHC Help Center at 1-888-466-2219 or www.DMHC.ca.gov
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