
Commissioner Marie Grant 
Maryland Insurance Administration 
200 St. Paul Place, Suite 2700 
Baltimore, MD 21202 
 
April 17, 2026 

Sent to: mhpaea.mia@maryland.gov 
Re: Comments on NQTL Data Supplements 
 
Dear Commissioner Grant, 
 
Thank you for the opportunity to provide comments on the proposed reporting templates for 
mental health (MH) and substance use disorder (SUD) parity. We appreciate the Maryland 
Insurance Administration’s (MIA) leadership on strengthening the state’s MH/SUD parity laws 
and commitment to enforcing this law. The Legal Action Center and the undersigned 18 
organizations from the Maryland Parity Coalition and the Maryland Behavioral Health Coalition 
respectfully submit the following comments. 
 
1. Overview of Claims Data 
 
We support the MIA’s proposal to collect information on the total number of insureds who 
received MH, SUD, and medical/surgical services, respectively, as well as the total number of 
claims in each of these categories, disaggregated by parity benefit classification. 
 
Recommendation: We encourage the MIA to consider breaking down the claims data further by 
broad age categories – i.e. youth/adolescent, adult, older adult. We are mindful that the youth 
mental health crisis continues to be a significant issue in Maryland, and that suicide rates and 
overdose trends among older adults are ongoing concerns. While other demographic data 
would also be valuable, we appreciate that it may be harder to collect. However, comparing in-
network and out-of-network access, even broadly, when broken down by these age categories 
may help identify and resolve disparities in access to appropriately specialized services. 
 
2. In-Network and Single Case/Gap Exception Reimbursements 
 
We support the MIA’s proposal to compare the in-network reimbursement rates for 
psychiatrists, psychologists, licensed MH/SUD providers, and psychiatric nurse practitioners to 
medical/surgical providers as indexed to Medicare reimbursement, disaggregated by telehealth 
and in-person. We commend the MIA for requiring plans to report the aggregate amount as 
well as various percentiles (50th, 75th, and 95th), as we believe this information will help the MIA 
identify and resolve additional disparities that have been found in national studies.1 We also 

 
1 Tami L. Mark & William Parish, “Behavioral Health Parity – Pervasive Disparities in Access to In-Network Care 
Continue,” RTI International (Apr. 17, 2024), https://www.rti.org/publication/behavioral-health-parity-pervasive-
disparities-access-network-care-continue/fulltext.pdf.  

https://www.rti.org/publication/behavioral-health-parity-pervasive-disparities-access-network-care-continue/fulltext.pdf
https://www.rti.org/publication/behavioral-health-parity-pervasive-disparities-access-network-care-continue/fulltext.pdf


appreciate the breakdown for analyzing the reimbursement rates for psychiatrists for four 
common evaluation and management (E&M) codes, as compared to other practitioners. 
 
Recommendations:  

1. We encourage the MIA to consider adding at least one SUD-specific reimbursement rate 
metric, if not more. Research suggests that out-of-network provider use is even worse 
for SUD providers and facilities than for MH or medical/surgical.2 Since reimbursement 
rates are a component of network composition, and often tied to access to in-network 
care, we believe it would be important to collect some of this data here.  

a. For example, we note that addiction medicine physicians are not included, and 
we would encourage the MIA to consider comparing this practitioner type to 
primary care providers and medical/surgical specialists.  

b. While other practitioner types may be harder to directly compare to 
medical/surgical practitioners – such as certified alcohol and drug counselors – 
we encourage the MIA to collect data on how plans reimburse certified providers 
and whether there are disparities in those practices and the rates. That is, do 
plans contract with non-licensed practitioners, or do they require a licensed 
practitioner to supervise and bill? If direct contracting and billing is allowed, is it 
at parity with medical/surgical non-licensed providers, such as certified 
nutritionists? 

2. Although the current data points are limited to office-based practitioners, rather than 
facilities, we encourage the MIA to consider – if not this year, then in future years – 
evaluating the reimbursement rates at least for the facility types where we know there 
are ongoing access barriers, such as opioid treatment programs and residential 
treatment facilities.  

3. Finally, we also encourage the MIA to consider – if not this year, then in future years – 
evaluating specific coverage of and reimbursement for autism spectrum disorder (ASD) 
and eating disorder services. Federal parity enforcement efforts on these services have 
identified and resolved discriminatory barriers to care,3 and we want to ensure that 
similar practices are not occurring in Maryland. 

 
3. Crisis and Emergency Services 
 
We support the MIA’s proposal to evaluate coverage of and access to MH/SUD crisis and 
emergency services as compared to medical/surgical emergency services. We share the MIA’s 
interest in better understanding how Maryland carriers are covering these services and 
ensuring they do so at parity.  
 

 
2 Tami L. Mark, Miku Fujita, & William J. Parish. “Disparities in Use of Out-of-Network Mental Health and Substance 
Use Treatment Versus Medical or Surgical Treatment,” Psychiatry Online (Mar. 11, 2025), 
https://psychiatryonline.org/doi/10.1176/appi.ps.20240448.  
3 U.S. Departments of Labor, Health & Human Services, & Treasury, “2025 MHPAEA Report to Congress,” 
Department of Labor (Feb. 20, 2026), https://beta.dol.gov/research-data/surveys-reports-publications/2025-
mhpaea-report-congress.  
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Recommendation: The MIA may wish to consider providing some clarifying guidance or 
separating out MH/SUD crisis/emergency services when delivered by medical/surgical 
providers. That is, often ambulances and emergency departments respond to and treat people 
experiencing a MH/SUD emergency, even when a mobile crisis team or behavioral health 
facility would be more appropriate. It will be important to distinguish this data from both the 
MH/SUD crisis/emergency services and the medical/surgical crisis/emergency services, 
especially since it may illuminate a lack of meaningful access to MH/SUD crisis/emergency 
services. 
 
4. Experimental/Unproven/Investigational 
 
We support the MIA’s proposal to compare the number of medications, devices, and other 
services deemed experimental, investigational, or unproven for medical/surgical, MH, and SUD.  
 
Recommendation: To further illustrate the impact that such exclusions have on access to 
treatment, we would encourage the MIA to also collect the number of denials in each of these 
categories – i.e., how many times coverage was denied because the medication, device, or 
service was deemed experimental, investigational, or unproven. Collecting this information may 
suggest that formularies or coverage criteria are out of date or are disproportionately excluding 
coverage for treatment for certain conditions. 
 
5.A. Medical Necessity – ASAM Criteria for SUD Benefits 
 
We support the MIA’s proposal to collect data on carriers’ compliance with the statutory 
requirement to use the ASAM Criteria for medical necessity and utilization management 
determinations for SUD benefits. Md. Ins. Code § 15-802(d)(5). 
 
Recommendations:  

1. We note that the language in Questions 2 and 3 seems to suggest carriers are permitted 
to use additional criteria beyond the ASAM Criteria, which we believe conflicts with the 
statutory requirement. However, we believe these are still important questions to ask to 
confirm that carriers are complying with Maryland law. We encourage the MIA to hold 
carriers accountable under Md. Ins. Code § 15-802(d)(5) to the extent that the carrier or 
TPA reports modifying the criteria or using any additional criteria. 

2. To make it easier for carriers to track their alignment with the most recent edition of the 
ASAM Criteria, we recommend the MIA update Table 4 to use the same language as the 
ASAM Criteria. For example, the most recent edition of the ASAM Criteria no longer uses 
the term “partial hospitalization” and instead refers to this level of care as “high-
intensity outpatient” (HIOP).4 Moreover, to ensure that each sub-level of treatment are 
included in this analysis, we encourage the MIA to explicitly identify them, either as 
separate columns or under the heading in each.  

 
4 The ASAM Criteria, American Society of Addiction Medicine, https://www.asam.org/asam-criteria.  

https://www.asam.org/asam-criteria


3. We also encourage the MIA to define (or clarify what it means by) “timelines” in 
Question 5. Ideally, we recommend that the MIA separately track both the timeline as 
written (i.e. how long the carrier says it will take to make a decision) and in operation 
(i.e. statistics on how long it actually took to make such a decision). 

4. One additional data point that we encourage the MIA to add would be the average 
length of stay/treatment for each level of care. This data point may help demonstrate 
whether the carriers are following the ASAM Criteria in operation, not just as written. 
That is, if the average length of stay is below what would be expected at a given 
treatment level, that may suggest that additional criteria are being used to restrict or 
limit SUD treatment. 

5. Recognizing that Maryland law also now imposes similar requirements for other health 
conditions, in which private review agents must use criteria that are developed by the 
relevant nonprofit health care professional medical or clinical specialty society (Md. Ins. 
Code § 15-10B-05(a)(11)(iv)), we encourage the MIA to consider – if not this year, then 
in future years – evaluating compliance with this requirement for MH conditions, 
specifically by assessing whether carriers are using the LOCUS, CALOCUS-CASII, and 
ECSII. 

 
5.B. Medical Necessity – MDRF Denial Rates 
 
We support the MIA’s proposal to collect detailed information on the use of prior authorization, 
concurrent review, and retrospective review, disaggregated by in-network and out-of-network 
and parity classification. We commend the MIA for separating out these data elements to 
meaningfully capture the information necessary to conduct a parity analysis. We also 
appreciate that the MIA separated out sub-acute inpatient facilities from acute inpatient 
facilities and outpatient facility services from office-based professional services. 
 
Recommendations:  

1. We encourage the MIA to separate out MH from SUD services in each of these tables, as 
collapsing them may mask disparities.  

2. If feasible, we also encourage the MIA to add prescription drugs, at least for prior 
authorization. 

 
Additional Recommendations 
 
As the MIA reviews these data submissions and the broader comparative analyses submitted by 
the carriers, we encourage the agency to impose meaningful corrective enforcement actions 
including sufficient penalties and fines, corrective action plans, and strategies to ensure 
consumers are made whole.5 
 

 
5 The Kennedy Forum & Legal Action Center, “Corrective Enforcement Actions,” The Kennedy Forum (Sept. 2025), 
https://www.thekennedyforum.org/app/uploads/2025/09/Gold-Standard-Corrective-Enforcement-
Actions_V2.pdf.  

https://www.thekennedyforum.org/app/uploads/2025/09/Gold-Standard-Corrective-Enforcement-Actions_V2.pdf
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Additionally, we thank the MIA for its support of the TRUTH in Mental Health Coverage Act (SB 
774) and encourage the collection of any additional data feasible in order to resolve access 
barriers to MH and SUD care. We are eager and available to work with the MIA to develop any 
such tools or templates to collect such data, and we encourage the MIA to make this 
information public so consumers can make informed decisions about their health care 
coverage. 
 

*     *     * 
 
We thank the MIA for its leadership on MH/SUD parity and for the opportunity to submit 
comments. We would be happy to speak with you more about these recommendations or 
other ways to improve access to MH/SUD care for Marylanders. Please contact Deb Steinberg 
at dsteinberg@lac.org to discuss further. 
 
Sincerely, 
 
Legal Action Center 
AHEC West 
Behavioral Health System Baltimore 
Community Behavioral Health Association of Maryland 
Greater Washington Society for Clinical Social Work 
IBR/REACH Health Services 
Inseparable 
MADC 
Maryland-DC Society of Addiction Medicine 
The Maryland Association for the Treatment of Opioid Dependence 
Maryland Heroin Awareness Advocates, Inc. 
Maryland Psychiatric Society, Inc. 
Maryland Psychological Association 
Mental Health Association of Maryland 
Montgomery County Federation of Families for Children’s Mental Health, Inc 
Montgomery Goes Purple 
NAMI Maryland 
On Our Own of Maryland, Inc. 
Pyramid Healthcare 
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