Pediatric and Adult Physician
Networks in Affordable Care
Act Marketplace Plans
Charlene A. Wong, MD, MSHP,a,b Kristin Kan, MD, MPH, MSc,c,d Zuleyha Cidav, PhD,b,e
Robert Nathenson, PhD,b Daniel Polsky, PhDb

OBJECTIVES: To describe and compare pediatric and adult specialty physician networks in

abstract

marketplace plans.
METHODS: Data on physician networks, including physician specialty and address, in all 2014

individual marketplace silver plans were aggregated. Networks were quantified as the
fraction of providers in the underlying rating area within a state that participated in the
network. Narrow networks included none available networks (ie, no providers available
in the underlying area) and limited networks (ie, included <10% of the available providers
in the underlying area). Proportions of narrow networks between pediatric and adult
specialty providers were compared.
RESULTS: Among the 1836 unique silver plan networks, the proportions of narrow networks
were greater for pediatric (65.9%) than adult specialty (34.9%) networks (P < .001 for all
specialties). Specialties with the highest proportion of narrow networks for children were
infectious disease (77.4%) and nephrology (74.0%), and they were highest for adults in
psychiatry (49.8%) and endocrinology (40.8%). A larger proportion of pediatric networks
(43.8%) had no available specialists in the underlying area when compared with adult
networks (10.4%) (P < .001 for all specialties). Among networks with available specialists in
the underlying area, a higher proportion of pediatric (39.3%) than adult (27.3%) specialist
networks were limited (P < .001 except psychiatry).
CONCLUSIONS: Narrow networks were more prevalent among pediatric than adult specialists,

because of both the sparseness of pediatric specialists and their exclusion from networks.
Understanding narrow networks and marketplace network adequacy standards is a
necessary beginning to monitor access to care for children and families.
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WHAT’S KNOWN ON THIS SUBJECT: The Affordable
Care Act health insurance marketplace plans are
intended to increase coverage for individuals and
families, but concerns remain about patient access
under these plans because of limited or narrow
physician networks.
WHAT THIS STUDY ADDS: Narrow networks
were more prevalent among pediatric than adult
specialists in Affordable Care Act marketplace plans,
because of the sparseness of pediatric specialists and
their absence from networks. These narrow networks
might mean inadequate access to pediatric specialty
care.
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ARTICLE

The Patient Protection and
Affordable Care Act (ACA) aims to
create national network adequacy
standards in health insurance
plans to ensure comprehensive
and affordable health care access.1
Network adequacy is a plan’s ability
to provide access to a sufficient
number of primary care and specialty
physicians and health care services
for a plan’s beneficiaries.2,3 What
constitutes network adequacy is
an area of evolving research and
policy, especially with the rise in
narrow network plans.4,5 Narrowing
provider networks is an insurer
cost containment method that
predates the ACA and is becoming
more prevalent as health care costs
continue to rise.6 However, if a plan
is too narrow, patients may have
inadequate access to providers or
bear higher out-of-pocket costs when
turning to out-of-network providers
or services. At this point, no standard
definition of narrow network has
drawn wide acceptance.
Currently, ACA network adequacy
standards do not specifically address
pediatric provider networks.
Although network adequacy is
important for all pediatric patients,
access to pediatric specialists is
critical for children with chronic
diseases or children with special
health care needs (CSHCNs).7–9
Yet no studies have examined the
network adequacy of pediatric
providers in the ACA marketplace
network plans nationally. Pediatric
enrollment in the marketplace was
∼500 000 children ages 0 to 18 years
in 2014, but this number doubled to
1 million in 2016.10,11 There is also
emerging evidence that pediatric
providers and institutions are at risk
for being left out of ACA marketplace
plans.7,12 For example, a recent study
investigating the network coverage
of marketplace plans in 6 cities found
that nearly one-fifth of plan networks
did not include an in-network
pediatric cardiologist, hematologist/

oncologist, nephrologist, neurologist,
or rheumatologist.13
Furthermore, the limited literature
evaluating marketplace network
size and adequacy has focused on
the inclusion of hospitals or adult
providers.14 A series of reports on the
configuration of hospital networks
in the marketplace showed growth
in narrow and ultranarrow networks
over the first 2 enrollment periods
(October 2013–March 2014 and
November 2014–February 2015),
which then stabilized in the third
enrollment period (November
2015–January 2016).15,16 Consumers
paid lower premiums for narrowed
hospital networks but also reported
lower plan satisfaction.15 Another
study of physician networks
found that nearly 15% of federal
marketplace plans in each state’s
most populous county lacked
any in-network physicians for ≥1
specialty.17
Using a national database of provider
networks from the individual silver
marketplace plans from the first
open enrollment period, we describe
the specialist physician networks in
these plans. We compare the sizes of
pediatric to adult specialist networks
and explore reasons for differences
in network breadth. Our findings
can inform policy discussions of
network size and access, which are
of increasing importance as the
insurance market for coverage of
children and adults alike evolves
under health reform.

METHODS
Data Source
In the fall of 2014, we used publicly
available provider directories on
the issuer Web sites of individual
marketplace insurance plans to
gather all physician providers
listed in specified networks. These
listings also included physician
characteristics, such as specialty,
name, sex, and address. Our goal was

to collect a complete list of physician
providers for all provider networks
in all the unique silver plans sold
in the 2014 health insurance
marketplaces across all 50 states and
the District of Columbia, as identified
by HIX Compare.18 Plans on the
marketplace were categorized by
“metal” tiers; silver tier plans covered
an average of 70% of the health care
costs for services, could include
premium tax credits and cost-sharing
reduction discounts for enrollees,
and were the most common tier plan
purchased on the marketplace.10
The collected data were cleaned and
standardized through a multistep
process detailed elsewhere.5 We
performed data quality controls by
comparing physician searches on
Web sites with data collected for
randomly selected zip codes for
each network. From the original
395 unique identified provider
networks, we excluded 53 networks
found to have incomplete capture
of providers. We thus included 342
provider networks in this analysis
that represented 1065 plans
(Supplemental Fig 4).
We defined the markets where
these 1065 plans were sold by
the underlying rating area. These
areas were regions defined by each
state and typically consisted of a
collection of counties. There were
501 rating areas across the United
States. Typically, issuers offered
plans throughout a rating area, but
there were exceptions in which an
insurer offered a plan only in a subset
of counties within the rating area.
For these exceptions, we included
only the counties within the rating
area where the plan was sold. In
this article when we referred to a
network, it was the network serving
a rating area market. There were
1836 unique networks at the rating
area level.
These networks included 450 794
physicians participating in ≥1
network. Using data from SK&A, a
national databank that provided
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up-to-date telephone-verified
information on >700 000 physicians,
we identified an additional 237 248
physicians not participating in any
marketplace network.19

Specialty Coding and Identiﬁcation
The multistage cleaning process
included standardizing specialties,
originally listed in >6000
configurations, into 47 specialty
groups. Specialty was defined as
the primary specialty listed in the
provider directory by issuers (eg,
gastroenterology), and a second
indicator was added to identify
whether the listing also included a
pediatric subspecialty (eg, pediatric
gastroenterologist). Because
physicians could be listed more than
once, for having multiple practice
locations in the same network and
participating in multiple networks,
each physician was assigned the
specialty that was most often
listed. A provider was considered a
pediatric specialist if ≥25% of his
or her listings included a pediatric
subspecialist indicator.
We examined adult and pediatric
physicians for the following
specialties: cardiology, hematology/
oncology, gastroenterology,
infectious disease, endocrinology,
neurology, nephrology, and
psychiatry. We also examined
neonatologists, for which there was
no adult counterpart. We selected
specialties based on a review of the
literature on physician specialty
workforce and on specialties
of interest derived from expert
discussions.20

Quantifying Physician Networks
Network sizes were calculated
as the fraction of physicians in
an underlying rating area who
participate in the network. The
method avoided double counting
physicians practicing in multiple
locations by weighting each location
of the physician by the fraction of

times that location appeared in the
data set.
We categorized “narrow networks”
based on the definitions in Fig 1.
Narrow networks represented our
umbrella category for networks
with no or limited numbers of
physicians. Among narrow networks,
we distinguished between networks
in which no doctors were available
in the underlying area, called “none
available networks,” and those that
included <10% of the available
doctors in the underlying area,
defined as “limited networks.”
Limited networks were classified
as “none in network” if no potential
doctors in the underlying area were
included. Excluding “none available
networks,” we also defined medium
networks as those with 10% to
60% of available doctors and large
networks as those with >60% of
available doctors in the underlying
rating area. The threshold for narrow
networks was set at <10% and
large networks at >60% of available
doctors in the underlying area
based on previous work because
there was no nationally accepted
measure.5 We selected our cutoffs
with the assumption that they might
provide meaningful information to
consumers.4,5,17

Analysis
We compared the proportions of
narrow networks between adult
and pediatric specialty providers
by using 1- and 2-sample z tests.
We used 2-sample z tests whenever
proportions from independent
groups were compared. We also
examined these comparisons by
types of narrow network (ie, none
available networks and none in
network) as well as by high- and
low-population rating areas. The
high- and low-population rating
areas were defined as those in the
highest and lowest quartiles by
absolute population size according to
2010 census data. Our comparisons
excluded neonatologists, because

FIGURE 1
Network category deﬁnitions.

no adult comparison existed, but
we included them in the analysis
because neonatology was the largest
subspecialty group in pediatrics.
The significance level was set at P <
.05. Stata version 13.1 (Stata Corp,
College Station, TX) was used to
conduct all analyses.

RESULTS
Among the 1836 unique silver plan
networks, the proportions of narrow
networks were greater in pediatric
(65.9%) than adult (34.9%) specialist
networks (P < .001 for all specialties;
Table 1). The pediatric specialties
with the highest proportion of
narrow networks were infectious
disease (77.4%), nephrology (74.0%),
and neonatology (69.1%). Specialties
with the highest proportion of
narrow networks for adults were
psychiatry (49.8%), endocrinology
(40.8%), and infectious disease
(40.6%). The largest differences
in proportion of narrow networks
between pediatric and adult
specialists were in hematology/
oncology and nephrology, and the
smallest difference was in psychiatry.
Figure 2 displays the distributions
of narrow networks for pediatric
and adult specialists, distinguishing
between the categories of limited
networks, none in networks, and
none available networks (categories
defined in Fig 1). Overall, a larger
proportion of pediatric networks
(43.8%) had no available specialists in
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TABLE 1 Narrow Networks for Pediatric and Adult Specialists (N = 1836)

Overall narrow networks, %**
None available network, %**
None in network, %*
Cardiology narrow networks**
None available network**
None in network**
Hematology/oncology narrow networks**
None available network**
None in network**
Gastroenterology narrow networks**
None available network**
None in network**
Infectious disease narrow networks**
None available network**
None in network*
Endocrinology narrow networks**
None available network**
None in network*
Neurology narrow networks**
None available network**
None in network*
Nephrology narrow networks**
None available network**
None in network
Psychiatry narrow networks**
None available network**
None in network*
Neonatology narrow networks
None available network
None in network

Pediatric

Adult

N (%)

N (%)

65.9
43.8
19.8
950 (51.7)
450 (24.5)
423 (23.0)
1264 (68.8)
875 (47.7)
339 (18.5)
1164 (63.4)
748 (40.7)
377 (20.5)
1421 (77.4)
1157 (63.0)
253 (13.8)
1183 (64.4)
764 (41.6)
382 (20.8)
1151 (62.7)
802 (43.7)
314 (17.1)
1359 (74.0)
1030 (56.1)
317 (17.3)
1187 (64.7)
611 (33.3)
507 (27.6)
1269 (69.1)
695 (37.9)
472 (25.7)

34.9
10.4
15.4
432 (23.5)
67 (3.6)
173 (9.4)
543 (29.6)
140 (7.6)
251 (13.7)
569 (31.0)
148 (10.0)
249 (13.6)
746 (40.6)
357 (19.3)
305 (16.6)
749 (40.8)
317 (17.3)
320 (17.4)
590 (32.1)
153 (8.3)
265 (14.4)
588 (32.0)
199 (10.8)
277 (15.1)
914 (49.8)
120 (6.5)
429 (23.4)
N/A

N/A, not applicable.
* Comparisons of networks for pediatric and adult specialists signiﬁcant at P < .05.
** Comparisons of networks for pediatric and adult specialists signiﬁcant at P < .001.

the underlying area (ie, none available
network) when compared with adult
networks (10.4%); this pattern was
significant at P < .001 for all specialties
(Table 1). The proportions of
networks with no coverage of existing
specialists in the rating area (ie, none
in network) were significantly higher
for all pediatric than adult specialties,
except in nephrology and infectious
disease (Table 1).
Table 2 describes the proportions of
networks that are limited, medium,
and large, by specialty. Among
networks with available specialists
in the underlying area, a higher
overall proportion of pediatric
(39.3%) than adult (27.3%) specialist
networks were limited; proportions
of pediatric limited networks were
significantly higher (P < .001) for
all pediatric than adult specialties
except psychiatry. Large networks
(ie, those that included >60% of
available specialists) were also
significantly more common among
pediatric than adult specialties
(P < .05 or P < .001 for all specialties;
Table 2), whereas medium networks
(ie, those that included 10%–60%
of available specialists) were more
common for adult specialists (P <
.001 for all specialties; Table 2).
None available networks were more
common for both pediatric and adult
networks in low-population areas
compared with high-population
areas (P < .001 for all specialties)
(Fig 3). In high-population areas, more
networks were none in networks for
pediatric than adult specialists (P <
.001 for all specialties; Supplemental
Table 3). In low-population areas,
proportionally more networks were
none available networks for pediatric
than adult specialists (P < .001 for all
specialties; Supplemental Table 3).

DISCUSSION

FIGURE 2
Types of narrow networks for pediatric versus adult specialists (N = 1836). Cards, cardiology; Endo,
endocrinology; GI, gastroenterology; Heme/Onc, hematology/oncology; ID, infectious disease; Nephro,
nephrology; Neuro, neurology; NICU, neonatology; Peds, pediatrics; Psych, psychiatry. a Comparisons
of pediatric and adult specialist none in networks are all signiﬁcant at P < .05 except for nephrology.
b Comparisons of pediatric and adult specialist none available networks are all signiﬁcant at P < .001.

Narrow networks were more
prevalent among pediatric
specialists than adult specialists. The
difference in proportions of narrow
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networks was largely caused by
the low overall supply of pediatric
physicians across the United States.
However, even in rating areas where
pediatric specialists were available,
pediatricians were not covered under
insurer networks more often than
their adult counterparts, resulting
in more pediatric specialty limited
networks.
Large proportions of narrow
networks for pediatric and adult
specialists in our study had no
specialists. Narrow pediatric
networks were, in part, caused by
the lack of available specialists
in the underlying rating area, or
none available networks, that
might result from fewer pediatric
specialists than adult specialists
across the United States.20 Although
the lack of specialists was more
pronounced for pediatrics, few
adult specialists were available
in low-population areas also.
Plans covering low-population or
rural areas will be challenged to
provide strong networks within
the constraints of rural delivery
systems while remaining attractive
as Qualified Health Plans.21
Although none available networks
reflected a limitation of the pediatric
workforce and could be an issue
for insurance networks outside
the marketplace (eg, Children’s
Health Insurance Program [CHIP]
and employer-sponsored plans),
the number of limited networks
was a matter amendable by policies
directed at network adequacy. The
causes behind the disparity in the
proportion of limited networks
between adult and pediatric
specialists were probably varied and
based on decisions by both providers
and insurers. Health systems and
physicians might choose not to
participate in networks because they
value their services at a higher rate
than that reimbursed by the insurer.
Conversely, insurers might eliminate
expensive providers or health
systems from networks to reduce

TABLE 2 Provider Network Sizes in the ACA Marketplace by Specialty

Cardiologist
Hematologist/oncologist
Gastroenterology
Infectious disease
Endocrinologist
Neurologist
Nephrologist
Psychiatrist
Neonatologist

Pediatric
Adult
Pediatric
Adult
Pediatric
Adult
Pediatric
Adult
Pediatric
Adult
Pediatric
Adult
Pediatric
Adult
Pediatric
Adult

Limited
(<10%)

Medium
(10%–60%)

Large (>60%)

N (%)a

N (%)a

N (%)a

Denominator
for Network
Sizes

500 (36.1)**
365 (20.6)
389 (40.5)**
403 (23.8)
416 (38.2)**
385 (23.3)
264 (38.9)**
392 (26.5)
419 (39.1)**
432 (28.4)
349 (33.8)**
437 (26.0)
329 (40.8)**
389 (23.8)
576 (47.0)
794 (46.3)
574 (50.3)

321 (23.2)**
779 (44.0)
167 (17.4)**
700 (41.3)
249 (22.9)**
614 (37.2)
117 (17.2)**
481 (32.5)
219 (20.4)**
531 (35.0)
288 (27.9)**
691 (41.1)
126 (15.6)**
632 (38.6)
340 (27.8)**
810 (47.2)
297 (26.0)

565 (40.8)*
625 (35.3)
405 (42.1)**
593 (35.0)
423 (38.9)**
653 (39.5)
298 (43.9)**
609 (41.1)
434 (40.5)**
556 (36.6)
397 (38.4)**
555 (33.0)
351 (43.5)**
616 (37.6)
309 (25.2)**
112 (6.5)
270 (23.7)

1386
1769
961
1696
1088
1652
679
1482
1072
1519
1034
1683
806
1637
1225
1716
1141

a Denominator for percentages excludes none available networks that are in areas covered by the network where there
are no existing specialists.
* Comparisons of networks for pediatric and adult specialists signiﬁcant at P < .05.
** Comparisons of networks for pediatric and adult specialists signiﬁcant at P < .001.

FIGURE 3
Narrow networks for pediatric versus adult specialists, by population. a Analysis included 459
high-population areas and 459 low-population areas. Cards, cardiology; Endo, endocrinology; GI,
gastroenterology; Heme/Onc, hematology/oncology; ID, infectious disease; Nephro, nephrology;
Neuro, neurology; NICU, neonatology; Peds, pediatrics; Psych, psychiatry.

costs or direct patients to providers
with higher-quality care.14,22 For
example, academic medical centers

have been excluded from narrow
plans because of cost.16 Network
coverage of pediatric specialists
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could be subject to the same
decision process if they delivered
expensive services as members of
children’s hospitals, whose payer
mix, provision of uncompensated
care, and affiliation with academic
centers might contribute to their
higher costs.7,12,23 Early evidence
suggested that children’s hospitals
might have limited coverage
within marketplace silver plans.24
Concerns were also raised that
insurers could intentionally exclude
certain providers to make plans
disproportionately attractive to
healthy patients, and patients might
not even be aware that they are using
out-of-network physicians.4,25
The definition and measures of
narrow network and the impact of
narrow networks on patient care
are open to debate, but patients and
families who have no in-network
specialist options could suffer from
poor access. This scenario was
common in our study; up to threequarters of pediatric specialist
networks and one-third of adult
specialist networks lacked specialists.
In these networks, beneficiaries
would have to travel to other
markets to seek care, possibly at long
distances, if in-network providers
even existed for them in those other
markets. If these distances were
unreasonable, or if there were no
in-network providers across the
entire network, patients would
probably be forced to seek care
out of network at a higher out-ofpocket cost.4,26 These burdens could
disproportionately affect families
with CSHCNs, who were more likely
to use pediatric specialty care.7–9
Paying for care for a CSHCN could
mean out-of-pocket costs twice that
of a child without special needs, and
low-income families with CSHCNs
experienced a greater risk for high
expenses even with insurance
coverage.27 The potential financial
consequences highlighted the
importance of developing insurance
networks with enough depth and

breadth of pediatric specialist
coverage so that families with
CSHCNs would not need to seek outof-network care.
This study focused on narrow
networks, but our results also
showed that at least one-third of
most specialist networks for adults
and children included ≥60% of
potential doctors. Broader networks
increased consumer choice of
providers and might lead to higher
satisfaction.15 However, networks
that were too broad could ultimately
drive costs higher.15 These costs
might eventually include more
expensive premiums, an area of
concern as average premiums had
risen substantially across the health
insurance landscape.28 The cost
of premiums in the marketplace
was passed on to taxpayers, in
part, because the majority of ACA
marketplace enrollees received
premium subsidies.10
Although this was 1 of the first
studies to our knowledge that
comprehensively examined
provider networks nationally, our
study should be interpreted in
the context of several limitations.
First, we defined networks by using
provider ratio thresholds that were
selected at the rating area level and
limited to state lines. Our findings
of limited or no pediatric specialists
were therefore conditioned by the
geographic boundary of rating areas
rather than the state or other defined
geographic areas. However, setting
the analysis at the rating area level
provided a granular and consumerbased perspective to network access
because it looked at available doctors
who were close to the patients.
Another limitation was that
inaccuracies probably existed in
health plan provider directories,
and steps are currently being taken
nationally to improve data quality.29,30
Although there were no systematic
geographic differences between
areas with missing networks,

the exclusion of the 53 networks
with incomplete data might not
be random and represented an
important information gap for
parents who were making insurance
decisions.29,30 We did not verify
whether pediatric physicians in
provider directories were board
certified or trained in pediatric care,
because we recognized that correctly
determining the number of pediatric
specialists could be a complex
task.31 Also, our analysis was limited
to silver plans, but because the
networks also applied to other metal
tier plans, we captured >90% of all
networks offered in the marketplace
plans. Finally, our data were limited
to the ACA’s first open enrollment
period; tracking how these networks
change over time will be important
to understanding how networks
influence patient access.

CONCLUSIONS
Provider networks for pediatric
specialists differ substantially from
adult specialist networks, with more
narrow pediatric than adult specialist
networks. These differences
underscore the importance of
considering child health, especially
for CSHCNs, who have the greatest
demand for specialists, when
developing and evaluating network
adequacy standards for marketplacebased, employer-sponsored, or
public insurance plans. Network
adequacy standards should account
for the smaller number and distinct
geographic distribution of pediatric
physicians to accommodate
children’s health needs.32 The
adequacy standards in CHIP can be
used as a framework for assessing
marketplace plan networks.33 The
implications of pediatric network
adequacy regulations for access
may become more pronounced if
the landscape of pediatric health
insurance coverage changes.
For example, if state or national
legislatures decide to not reauthorize
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CHIP funding in 2017, more families
will seek coverage elsewhere for
their children.34
Besides developing standards,
improved indicators of network
size and access should be more
transparent to families when they
are shopping for insurance plans.35
Network breadth metrics and tools,
both overall and potentially pediatric
specific, will be important as
beneficiaries reenroll in marketplace
plans or move in and out of different
coverage sources.13 Families will also
benefit from clear information on the
financial consequences of seeking
out-of-network care. Tiered networks
may be 1 way to include more
specialists while containing costs,

and they have been increasingly
used in some regions of the country.6
Offering multistate plans may
also mitigate the effects of limited
pediatric specialists in a given area.
Examining how these types of plans
affect network size and access for
children and adults is a future area of
research.
The supply and geographic
distribution of pediatric compared
with adult specialty physicians
can make it challenging to design
robust provider networks that meet
children’s health needs. As health
reform evolves and narrow network
plans continue to be offered, families’
access to needed providers for child

and adult members of the household
will remain important. Monitoring
the effects of narrow networks
and network adequacy standards
in the marketplace, employersponsored insurance, Medicaid, and
CHIP managed care is essential for
understanding families’ access to
care.22,36,37

ABBREVIATIONS
ACA: The Patient Protection and
Affordable Care Act
CHIP: Children’s Health
Insurance Program
CSHCN: children with special
health care needs

Copyright © 2017 by the American Academy of Pediatrics
FINANCIAL DISCLOSURE: The authors have indicated they have no ﬁnancial relationships relevant to this article to disclose.
FUNDING: Supported by grant 72263 from the Robert Wood Johnson Foundation.
POTENTIAL CONFLICT OF INTEREST: The authors have indicated they have no potential conﬂicts of interest to disclose.
COMPANION PAPER: A companion to this article can be found online at www.pediatrics.org/cgi/doi/10.1542/peds.2016-3975.

REFERENCES
1. Pub. L. 111-148, 124 Stat. 782 (2010)
§ 1311(c)(1)(B) (codiﬁed at Patient
Protection and Affordable Care
Act, 42 U.S.C. § 18031(c)(1)(B))
2. Center for Consumer Information
and Insurance Oversight (CCIIO)
Centers for Medicare & Medicaid
Services. Final 2016 letter to issuers in
the federally-facilitated marketplaces.
Available at: https://www.cms.gov/
CCIIO/Resources/Regulations-andGuidance/Downloads/2016-Letter-toIssuers-2-20-2015-R.pdf. Accessed April
28, 2016
3. Center for Consumer Information and
Insurance Oversight (CCIIO) Centers
for Medicare & Medicaid Services
(CMS). Draft 2017 letter to issuers in
the federally-facilitated marketplaces.
December 23, 2015. Available at:
https://www.cms.gov/CCIIO/Resources/
Regulations-and-Guidance/Downloads/
Draft-2017-Letter-to-Issuers-12-232015_508.pdf. Accessed April 28, 2016
4. Baicker K, Levy H. How narrow a
network is too narrow? JAMA Intern
Med. 2015;175(3):337–338

5. Polsky D, Weiner J.The Skinny on
Narrow Networks in Health Insurance
Marketplace Plans.Philadelphia, PA:
Leonard Davis Institute of Health
Economics, University of Pennsylvania;
2015
6. Howard DH. Adverse effects of
prohibiting narrow provider networks.
N Engl J Med. 2014;371(7):591–593
7. Lorch SA. Ensuring access to the
appropriate health care professionals:
regionalization and centralization
of care in a new era of health care
ﬁnancing and delivery. JAMA Pediatr.
2015;169(1):11–12
8. Mayer ML, Skinner AC, Slifkin RT;
National Survey of Children With
Special Health Care Needs. Unmet need
for routine and specialty care: data
from the National Survey of Children
With Special Health Care Needs.
Pediatrics. 2004;113(2). Available at:
www.pediatrics.org/cgi/content/full/
113/2/e109
9. Warﬁeld ME, Gulley S. Unmet need and
problems accessing specialty medical

and related services among children
with special health care needs. Matern
Child Health J. 2006;10(2):
201–216
10. Department of Health and Human
Services. Health insurance
marketplaces 2016 open enrollment
period: ﬁnal enrollment report. ASPE
Issue Brief 2016. Available at: https://
aspe.hhs.gov/sites/default/ﬁles/pdf/
187866/Finalenrollment2016.pdf.
Accessed April 29, 2016
11. Ofﬁce of the Assistant Secretary for
Planning and Evaluation, Department
of Health & Human Services. Health
insurance marketplace: summary
enrollment report for the initial annual
open enrollment period. May 1, 2014.
Available at: https://aspe.hhs.gov/pdfreport/health-insurance-marketplacesummary-enrollment-report-initialannual-open-enrollment-period.
Accessed September 2, 2016
12. Rubin DM, Noonan K. A new
opportunity to deﬁne health care
reform for children. JAMA Pediatr.
2014;168(6):503–504

Downloaded from www.aappublications.org/news by guest on September 20, 2021
PEDIATRICS Volume 139, number 4, April 2017

7

13. Orﬁeld C, Hula L, Barna M, Hoag S. The
Affordable Care Act and access to care
for people changing coverage sources.
Am J Public Health. 2015;105(suppl
5):S651–S657
14. Haeder SF, Weimer DL, Mukamel
DB. California hospital networks
are narrower in Marketplace than
in commercial plans, but access
and quality are similar. Health Aff
(Millwood). 2015;34(5):741–748
15. McKinsey & Company. Hospital
networks: evolution of the
conﬁgurations on the 2015 exchanges.
2015. Available at: http://healthcare.
mckinsey.com/sites/default/ﬁles/
2015HospitalNetworks.pdf. Accessed
April 29, 2016
16. McKinsey & Company. Hospital
networks: conﬁgurations on the
exchanges and their impact on
premiums. 2014. Available at: http://
healthcare.mckinsey.com/sites/
default/ﬁles/Hospital_Networks_
Conﬁgurations_on_the_Exchanges_
and_Their_Impact_on_Premiums.pdf.
Accessed April 29, 2016
17. Dorner SC, Jacobs DB, Sommers BD.
Adequacy of outpatient specialty
care access in marketplace plans
under the Affordable Care Act. JAMA.
2015;314(16):1749–1750
18. Compare HIX. Marketplace public use
ﬁles. Available at: https://www.cms.
gov/cciio/resources/data-resources/
marketplace-puf.html. Accessed June
7, 2016
19. SK&A. Physician data. Available
at: www.skainfo.com/databases/
physician-data. Accessed September 8,
2016
20. Althouse LA, Stockman JA. The
pediatric workforce: an update on
general pediatrics and pediatric
subspecialties workforce data from
the American Board of Pediatrics.
J Pediatr. 2011;159(6):1036–1040, e1033
21. Talbot JA, Coburn A, Croll Z, Ziller E.
Rural considerations in establishing

network adequacy standards for
qualiﬁed health plans in state and
regional health insurance exchanges.
J Rural Health. 2013;29(3):327–335
22. Claxton G, Rae M, Panchal N, et al.
Health beneﬁts in 2015: stable trends
in the employer market. Health Aff
(Millwood). 2015;34(10):1779–1788
23. Gaul GM. Growing size and wealth of
children’s hospitals fueling questions
about spending. 2011. Available
at: http://khn.org/news/childrenshospitals-part-one/. Accessed May 16,
2016
24. Lorch SA, Hill A, Passarella M, Martin
A. The Impact of the Affordable Care
Act (ACA) on Access to Children’s
Hospitals. Baltimore, MD: Pediatric
Academic Society; 2016
25. Kyanko KA, Pong DD, Bahan K, Curry LA.
Patient experiences with involuntary
out-of-network charges. Health Serv
Res. 2013;48(5):1704–1718
26. Bisgaier J, Rhodes KV. Auditing
access to specialty care for children
with public insurance. N Engl J Med.
2011;364(24):2324–2333
27. Newacheck PW, Kim SE. A national
proﬁle of health care utilization and
expenditures for children with special
health care needs. Arch Pediatr
Adolesc Med. 2005;159(1):10–17
28. Gabel JR, Whitmore H, Call A, Green M,
Oran R, Stromberg S. Modest changes
in 2016 health insurance marketplace
premiums and insurer participation.
The Commonwealth Fund Blog. January
27, 2016. Available at: http://www.
commonwealthfund.org/publications/
blog/2016/jan/2016-health-insurancemarketplace-premiums. Accessed May
22, 2016
29. Families USA. Improving the accuracy
of health insurance plans’ provider
directories. Issue Brief. 2015. Available
at: http://familiesusa.org/sites/
default/ﬁles/product_documents/ACA_
Provider%20Directory%20Issue%20
Brief_web.pdf. Accessed April 29, 2016

30. Corlette S, Lucia K, Ahn S.
Implementation of the Affordable Care
Act: cross-cutting issues, six-state
case study on network adequacy. 2014.
Available at: www.rwjf.org/content/
dam/farm/reports/reports/2014/
rwjf415649. Accessed May 12, 2016
31. Freed GL, Nahra TA, Wheeler JR;
Research Advisory Committee of
American Board of Pediatrics. Counting
physicians: inconsistencies in a
commonly used source for workforce
analysis. Acad Med. 2006;81(9):
847–852
32. Mayer ML. Are we there yet? Distance
to care and relative supply among
pediatric medical subspecialties.
Pediatrics. 2006;118(6):2313–2321
33. Cheng TL, Wise PH, Halfon N.
Quality health care for children
and the Affordable Care Act: a
voltage drop checklist. Pediatrics.
2014;134(4):794–802
34. Harrington ME. The Children’s Health
Insurance Program Reauthorization
Act evaluation ﬁndings on children’s
health insurance coverage in an
evolving health care landscape. Acad
Pediatr. 2015;15(3 suppl):S1–S6
35. Wong CA, Polsky DE, Jones AT,
Weiner J, Town RJ, Baker T. For third
enrollment period, marketplaces
expand decision support tools to assist
consumers. Health Aff (Millwood).
2016;35(4):680–687
36. Center for Medicare and Medicaid
Services. Medicaid and Children’s
Health Insurance Program (CHIP)
Programs, Medicaid Managed Care,
CHIP Delivered in Managed Care,
and Revision Related to Third Party
Liability. Fed Regist. 2016:
27497–27901
37. Strane D, French B, Eder J, Wong CA,
Noonan KG, Rubin DM. Low-Income
Working Families With EmployerSponsored Insurance Turn To Public
Insurance For Their Children. Health
Aff (Millwood). 2016;35(12):2302–2309

Downloaded from www.aappublications.org/news by guest on September 20, 2021
8

WONG et al

Pediatric and Adult Physician Networks in Affordable Care Act Marketplace
Plans
Charlene A. Wong, Kristin Kan, Zuleyha Cidav, Robert Nathenson and Daniel Polsky
Pediatrics 2017;139;
DOI: 10.1542/peds.2016-3117 originally published online March 1, 2017;

Updated Information &
Services

including high resolution figures, can be found at:
http://pediatrics.aappublications.org/content/139/4/e20163117

References

This article cites 21 articles, 7 of which you can access for free at:
http://pediatrics.aappublications.org/content/139/4/e20163117#BIBL

Subspecialty Collections

This article, along with others on similar topics, appears in the
following collection(s):
Advocacy
http://www.aappublications.org/cgi/collection/advocacy_sub
Federal Policy
http://www.aappublications.org/cgi/collection/federal_policy_sub
Legislation
http://www.aappublications.org/cgi/collection/legislation_sub

Permissions & Licensing

Information about reproducing this article in parts (figures, tables) or
in its entirety can be found online at:
http://www.aappublications.org/site/misc/Permissions.xhtml

Reprints

Information about ordering reprints can be found online:
http://www.aappublications.org/site/misc/reprints.xhtml

Downloaded from www.aappublications.org/news by guest on September 20, 2021

Pediatric and Adult Physician Networks in Affordable Care Act Marketplace
Plans
Charlene A. Wong, Kristin Kan, Zuleyha Cidav, Robert Nathenson and Daniel Polsky
Pediatrics 2017;139;
DOI: 10.1542/peds.2016-3117 originally published online March 1, 2017;

The online version of this article, along with updated information and services, is
located on the World Wide Web at:
http://pediatrics.aappublications.org/content/139/4/e20163117

Data Supplement at:
http://pediatrics.aappublications.org/content/suppl/2017/02/27/peds.2016-3117.DCSupplemental

Pediatrics is the official journal of the American Academy of Pediatrics. A monthly publication, it
has been published continuously since 1948. Pediatrics is owned, published, and trademarked by
the American Academy of Pediatrics, 345 Park Avenue, Itasca, Illinois, 60143. Copyright © 2017
by the American Academy of Pediatrics. All rights reserved. Print ISSN: 1073-0397.

Downloaded from www.aappublications.org/news by guest on September 20, 2021

