August 31, 2016
Cecilia Muñoz
Director, Domestic Policy Council
The White House
1600 Pennsylvania Ave, NW
Washington, DC 20500
Dear Ms. Muñoz,
On behalf of the members of the Parity Implementation Coalition (PIC), we are writing to applaud the
President for establishing the Mental Health and Substance Use Disorder Parity Task Force and to
inform the Task Force’s recommendations due in October 2016.
The Parity Implementation Coalition is an alliance of addiction and mental health consumer and
provider organizations. Members include the American Academy of Child and Adolescent Psychiatry,
American Society of Addiction Medicine, Depression and Bipolar Support Alliance, Hazelden Betty Ford
Foundation, MedPro Billing, Mental Health America, National Alliance on Mental Illness, National
Association of Psychiatric Health Systems, National Association of Addiction Treatment Providers,
Residential Eating Disorders Consortium, The Watershed Addiction Treatment Programs, Inc. and
Young People in Recovery. In an effort to end discrimination against individuals and families who seek
services for mental health and substance use disorders, many of these organizations have advocated
for more than nineteen years in support of parity legislation and issuance of regulations. We are
committed to the prompt and effective implementation of the Mental Health Parity and Addiction Equity
Act (MHPAEA) and we submit these comments and recommendations on each of the Task Force’s
goals as outlined in the President’s Memoranda.
Our recommendations are based on the last 6 years of experience in working with consumers,
providers and health plans with respect to implementation of the law. We have attached real life stories
of parity non-compliance that highlight the need for the additional regulations, guidance and
enforcement actions included in our recommendations. (Appendix A).
Task Force Goal 1: Promote compliance with parity best practices
Issue: Disclosure on the development and application of non-quantitative treatment limitations.
Transparency is essential to ensure that plan participants and beneficiaries receive medically
necessary health care coverage and access to treatment based on parity compliant benefit plan design,
medical management protocols, and other non-quantitative treatment limitations (NQTLs). Therefore,
proper disclosure of information is especially important to plan participants and beneficiaries seeking
mental health/substance use disorder (MH/SUD) treatment and recovery support services and the
providers who help them. This is true whether a patient is trying to understand an adverse benefit
determination or challenging what appears to be an unlawful NQTL utilized by a health plan, either as
written, as applied or both.
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One of the most common barriers reported by the patients and providers the PIC serves is the lack of
disclosure by health plans on the development and application of NQTLs. Parity compliance testing
cannot be performed on coverage limitations such as prescription drug formulary design, medical and
administrative management techniques, including restrictions based on facility type or provider
specialty, without this information. For example, in order to determine whether a plan is in compliance
with the law, consumers and providers may request medical management criteria and protocols,
information on how these criteria and protocols are developed and applied (both as written and in
operation), to MH/SUD and medical/surgical benefits. We have been made aware of hundreds of such
requests by authorized provider representatives that have gone unanswered.
Additionally, over the past several years we have submitted to the Agencies hundreds of examples of
plans’ lack of responses to requests for disclosure pertaining to MHPAEA compliance (available upon
request). We attach hereto recent examples of provider appeal letters requesting disclosure consistent
with the Final Rule and sub-regulatory guidance, including recent FAQ #9 from FAQs about Affordable
Care Act Implementation (Part 31) on MHPAEA Disclosure (Appendix B), to which only one plan has
responded, although the information disclosed has no bearing on the plan’s development and
application of NQTLs. In these cases, the plans continue to ignore both the parity law challenge and
the request for disclosure of documents and information for both behavioral and medical benefits
pertaining to parity compliance as it relates to the adverse benefit determination. We are aware that the
Departments of Labor (DOL) and Health and Human Services (HHS) have investigated many
complaints over the past several years. Despite this effort, no plan has yet to comply with the disclosure
requirements. It has thus become clear that further action is vitally needed. This is an area the White
House Parity Task Force must address in its recommendations this fall. Without additional guidance
and enforcement of the guidance already issued, the purpose of MHPAEA will never be realized.
Recommendations:
To address these issues, we make the following recommendations.


Health plans should be required to file a compliance plan with federal and state regulators that
includes NQTLs used by the plan and information describing how the plan develops and applies
NQTLs to MH/SUD and medical/surgical disorders covered by the plan. The compliance plan
should be made available to consumers and providers upon request.



Health plans should be required to disclose a comprehensive list of the types of NQTLs that are
applied to the MH/SUD benefit in the summary of benefits documents provided to policyholders.
Without such a list, MH/SUD consumers have no way to know whether the policy they purchase
is accessible and covers essential services for their mental health or addiction disorder.



Plans that are not providing this disclosure must be subject to fines.

Issue: FEHBP Parity Compliance
The parity law requirements apply to Federal Employees Health Benefit Program (FEHBP) plans
through Executive Order and incorporation of these requirements into the purchasing and coverage
standards issued by the Office of Personnel Management (OPM). FEHBP explicitly adopted MHPAEA
and its rules in the OPM issued carrier letters beginning in November 2008 and beyond. However, we
have received reports from PIC provider members that over 2/3 of inpatient SUD rehabilitation
treatment is being denied based on medical necessity, with presumably no comparable increase in
denial rates on the medical/surgical side. In addition, residential levels of care and “residential
treatment centers”, which are ill-defined by the plan, are being excluded from plan coverage altogether.
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The following are findings contained in a November 2013 report prepared by NORC at the University of
Chicago for ASPE:
Evaluations of FEHBP parity found no significant increase in total behavioral health spending.
Nor did evaluations find an increased probability of any MH/SUD service utilization resulting
from parity. In fact, the quantity of MH/SUD services patients received may have decreased
slightly after parity was introduced. A recent study by Goldman and colleagues found that
beneficiaries in plans that were subject to FEHBP parity demonstrated larger reductions in
overall behavioral health visits, medication management visits, psychotherapy visits, and
prescriptions for behavioral health medications (which the authors assume resulted from
increased use of utilization management techniques by plans) following the introduction of parity
than did a matched comparison group not subject to FEHBP parity.

.

.

.

A separate study of the impact of parity on substance abuse treatment in FEHBP plans found
that although the rate of out-of-pocket spending declined significantly for substance abuse
treatment and more patients had new diagnoses of a SUD, there were no differences in rates of
initiation and engagement in treatment under parity and total plan spending per user and
average utilization of substance abuse services did not change.
Another study found that among enrollees who received MH treatment for a severe mental
illness (e.g., schizophrenia, bipolar disorder, depression), the odds of using any MH/SUD
services in subsequent years were more than 1.3 times greater than two matched control
groups. The relative odds of using inpatient MH/SUD services in the parity group were 0.67
times that of the control groups, a decrease consistent with the hypothesis that managed care
organizations might have guided patients toward more outpatient services in treating their
severely ill enrollees.
Unfortunately, medical management under FEHBP plans has grown more and more stringent in the
years since this report, following issuance of the Final Rules, especially with respect to behavioral
health inpatient rehabilitative services
Recommendation:


The Task Force should require:
o

An OPM audit of denial rates over the past 5 years for SUD inpatient rehabilitation
treatment as compared with medical/surgical inpatient treatment;

o

An OPM request for data from its FEHB plans that tracks over the past 5 years the
percentage of estimated savings from plan denials for MH/SUD treatment services, as
compared with the percentage of overall plan spending on MH/SUD services.

o

OPM request for data from its FEHB plans that tracks over the past 5 years the
percentage of estimated savings from plan denials for MH/SUD treatment services, as
compared with percentage of estimated savings from denials overall.

o

An OPM Call Letter for the next benefit plan year requiring its plans to examine and
correct benefit plan design language to provide a new definition of “Residential treatment
centers.” The current definition includes the following overly broad and confusing
language that conflates into one definition a broad spectrum of clinical as well as nonclinical services and settings as follows:
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“drug and alcohol treatment” (which could mean high-intensity residential
services delivered by MDs and RNs in an inpatient non-hospital facility)



“confidence building” (this is not a clinical service)



“military-style discipline” (this is not a clinical service)



“psychological counseling” (which would be part of high-intensity residential
treatment services, oftentimes delivered by a PhD or masters level therapist)



“offers intervention for troubled individuals” (this is not a clinical service)



“therapeutic boarding school” (this is not a clinical service)




“emotional growth academies” (this is not a clinical service)
“boot camps” (this is not a clinical service)

The current definition also states: “No standardized definitions exist for RTCs or for the programs they
administer.” Clearly, it is up to the plan to properly define the treatment services and settings the plan is
excluding from coverage. We ask you to undertake a close review of parity compliance in FEHBP plans
and require time-limited corrective action where non-compliance is found.
Issue: Enforcement Actions Taken by Regulators
Unfortunately, since the parity law was enacted in 2008, there has continued to be non-compliance with
the law. Common types of parity non-compliance include:







Disclosure. As addressed above, there is a lack of disclosure by plans on the development and
application of NQTLs.
Network Adequacy. Plans generally have fewer providers in their MH/SUD networks than they
do in their medical/surgical networks due to a number of factors including low reimbursement
rates, phantom networks and a “narrow network” approach by many plans. Consequently, a
higher percentage of MH/SUD patients are treated by out-of-network providers as compared to
medical/surgical patients, leading to higher out-of-pocket spending by MH/SUD patients.
Facility-type/Level of care restrictions. Plans generally impose more restrictive limitations
and exclusions on facility-types and clinically recognized levels of care for MH/SUD benefits
than are imposed on medical/surgical benefits. Most notably, plans continue to exclude nonhospital based residential treatment and residential levels of care for SUDs and eating
disorders.
Lack of Parity in Pre-authorization, Concurrent and Retrospective reviews. Plans generally
apply more stringent medical management techniques, both as written and/or as applied in
operation, including pre-authorization, concurrent and retrospective review requirements, to
MH/SUD benefits than to medical/surgical benefits.

We are very concerned that violations of MHPAEA will continue absent strong enforcement. We cannot
emphasize this enough. In a recent study by the Health Care Cost Institute, the authors noted that
MHPAEA had little to no effect on access and utilization of mental health services for individuals with
bipolar depression or schizophrenia in a handful of states. The authors concluded that one reason for
this is the lack of accountability and enforcement among state insurance regulators. The Departments
should provide aggressive oversight and enforcement in the area of MHPAEA compliance and provide
guidance to states on the same.
Recommendations:


The Agencies must enforce the regulations, as clarified through additional sub-regulatory
guidance on parity disclosure requirements and impose penalties on non-compliant plans.
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Guidance should be provided to states regarding enforcement and application of penalties in
non-compliant plans.


Random audits should be utilized by federal and state regulators to improve compliance.



Regulators should audit plans with at least 5 appeals based on allegations of non-compliance
with MHPAEA.



All enforcement actions and compliance correction plans should be made public on appropriate
federal and state websites.



Denial rates for each benefit classification for MH/SUD and medical/surgical for group health
plans should be tracked, collected and made public on state and federal websites (including the
plan’s methodology for classifying and tracking such denial rates).



The Centers for Medicare and Medicaid Services (CMS) and DOL’s Employee Benefits Security
Administration (EBSA) should issue a report on parity compliance and federal investigations of
parity non-compliance. Such a report should include market data providing indicia of compliance
and non-compliance, rather than merely complaint-driven reporting.

Task Force Goal 2: Support the development of tools and resources providing a roadmap to
parity implementation and enforcement

A. Regulatory Compliance Tools
A Compliance Guide for Federal and State Regulators is being prepared by the American Psychiatric
Association, The Kennedy Forum, Scattergood Foundation, with contribution from the PIC. This Guide
seeks to provide specific and detailed tools for state and federal agency plan audits, as well as helpful
examples of plan compliance and non-compliance with respect to plan analyses, documentation and
testing of NQTLs. The PIC will be forwarding a copy of the Guide upon its completion (currently
estimated to be in September 2016).
B. Consumer Resources
Enrollees have limited knowledge of their rights and benefits under the parity law. A 2014 survey by
the American Psychological Association found that only 4% of Americans said they were even aware of
MHPAEA. Neither the Administration nor health plans have engaged in any major public awareness
campaigns to inform enrollees about the law. The Substance Abuse and Mental Health Services
Administration (SAMHSA) has provided information on its website and DOL and Center for Consumer
Information and Insurance Oversight (CCIIO) have help lines, but the information provided on the help
lines to consumers is too complicated and overly comprehensive for them to understand (e.g.,
legislative background on HIPAA and MHPAEA). In certain states, state officials have told enrollees
that the state is not required to implement or enforce MHPAEA and have outdated information on their
website about the law.
We have also found that when plan members are aware of the parity law and believe a plan has
violated it, they struggle with how and where to file a complaint given the myriad of federal and state
entities with enforcement authority over MHPAEA.
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Recommendations






A consumer parity portal on relevant state and federal websites should be developed within 6
months to allow consumers to easily access all publicly available parity information and submit
complaints to a central online clearinghouse.
A training curriculum for consumers on MHPAEA for DOL, the CCIIO and stakeholders should
be geared towards 9th grade level of education and should be published within 6 months of
release of Task Force recommendations. Regional or onsite technical assistance must be
available upon request.
Agencies should clarify how MHPAEA applies across various plan types including, appeals
rights, timelines and agency responsible.
In conjunction with DOL and HHS, SAMHSA should develop and disseminate materials for
providers to help patients and families with appeals. SAMHSA consumer/provider grantees
should be required to use and disseminate these materials. Materials would explain different
types of appeals, timelines and how MHPAEA, Employee Retirement Income Security Act
(ERISA), and Affordable Care Act (ACA) affect appeals for different plan types as well as to
whom consumers should send complaints. The materials should clarify that providers should
assist with patient appeals given the level of complexity of the appeals process and limited
capabilities of many of their patients/clients. Insurance coverage and appeals documentation
should be made available online to avoid lengthy delays with standard mail. Multiple incidences
of lost documentation by the plans, especially if the delay results in failure to meet plan
deadlines, should be a finable offense.

Task Force Goal 3: Develop additional agency guidance as needed to facilitate the
implementation of parity
As discussed above, problems with MHPAEA non-compliance, particularly around NQTLs, persist. To
ensure compliance with MHPAEA, additional enforceable guidance or regulations should be released
that clarify for plans what practices are and are not parity compliant and facilitate the implementation of
parity.
Recommendations
The Agencies should issue guidance that includes specific examples of methods that group health
plans may use for disclosing information in accordance with FAQ #9 including:


Information regarding the analyses, documentation and testing performed to ensure that
each NQTL is comparable and no more stringently applied to the MH/SUD benefit than to
the medical/surgical benefit. Such information should include:
o

The specific plan language regarding the imposition of the NQTL (such as a
preauthorization requirement);

o

The specific underlying processes, strategies, evidentiary standards, and other factors
(including, but not limited to, all evidence) considered by the plan (including factors that
were relied upon and were rejected) in determining that the NQTL will apply to this
particular MH/SUD benefit;

o

Information regarding the application of the NQTL to any medical/surgical benefits within
the benefit classification at issue;

o

The specific underlying processes, strategies, evidentiary standards, and other factors
(including, but not limited to, all evidence) considered by the plan (including factors that
were relied upon and were rejected) in determining the extent to which the NQTL will
apply to any medical/surgical benefits within the benefit classification at issue; and
6

o


Any analyses performed by the plan as to how the NQTL complies with MHPAEA.

The guidance should include specific examples of NQTL analyses, documentation and testing
that are compliant or non-compliant, with respect to NQTLs such as:
o

Medical management standards that limit or exclude benefits based on medical
necessity, medical appropriateness or whether the treatment is experimental or
investigative

o

Administrative management techniques such as geographic restrictions on locus of
treatment not on par with access to other medical facilities

o

Prescription drug formulary

o

Fail first/step therapy or derivatives of such barriers

o

Network admission criteria

o

Provider reimbursement

o

Include illustrative specific factors that may be used by plans performing a NQTL
analysis

o

Include illustrative specific evidentiary standards for defining such factors

o

Include an illustrative list of the types of documentation and data that should be provided
to evidence appropriate comparative analyses and testing both as written and in
operation.

Conclusion
Thank you again for the opportunity to provide comments. We look forward to working with the Task
Force and the Administration in any way we can to ensure the Mental Health Parity and Addiction
Equity Act is fully implemented and enforced so consumers have access to the non-discriminatory
mental health and substance use disorder treatment as promised to them under the law. We pledge to
do our part in disseminating the final White House Task Force recommendations to the consumer and
provider communities.
Sincerely,

Mark Covall
Parity Implementation Coalition Co-Chair

Beth Ann Middlebrook
Parity Implementation Coalition Co-Chair
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Appendix A
Real-Life Stories of Parity Non-Compliance
Below are real-life stories of parity non-compliance that have been shared with the Parity
Implementation Coalition. As appropriate, names have been changed to protect patient privacy.
Mark’s Story – Discriminatory Medical Management (Retrospective Review)
My 21 year old son is addicted to heroin. This monster has taken over his life and our whole family. On
April 3, 2016 at 8:35pm I found my son shooting heroin. My son looked at me with relief to know that it
was over - Mom knows now. She’s got this. I said, “Are you ready to fix this?” and he said YES. I
chose a treatment center in Florida and everything was a-go. I would put him on a plane leaving
Albany, NY.
I thought my son had a second chance at life.
He was participating in meetings and group counseling when, 11 days into his treatment, a doctor for
the health insurance company that has NEVER seen my son decides to play God with my son’s life and
decides he doesn’t qualify for inpatient treatment. His counselor knew he was in no way ready to leave.
Florida Recovery Center gave my son, an 8 year heroin user, a scholarship to a sober living center. If
they hadn’t, he would be back in New York and I would probably be burying my son.
Who gives anyone the right to play God with someone else’s life? I am the voice for my son and will
continue to do so.”
-----------Matt’s story - Discriminatory Medical Management
“My son, Matt, lost his life after being over prescribed opioids for pain relief after back surgery. Finding
appropriate treatment was impossible. Fighting his insurance company became his daily routine. The
doctors would continue to supply his monthly pills but gave no direction when he needed treatment to
beat the addiction they caused. His insurance company would approve very short term stays, a week
here and a few days there. Nothing long enough to make a difference in his recovery. There is no long
term follow up in my state. Both the medical and insurance industry continue to treat those with SUD as
disposable people. We must change the way we treat addiction. I used to wish Matt had cancer. At
least he would have received timely, non-biased treatment.”
-----------Mary’s story - Discriminatory Medical Management
An insurance company denied coverage for “Mary” because she “isn't 'purging enough'” to warrant
inpatient treatment for her bulimia. Mary binged and, after experiencing severe abdominal pain, went to
the Emergency Room, where she was sent home by a doctor who told her to "go home and deal with
the consequences of your behavior."
Mary was subsequently life-flighted to a different hospital only a few hours later because it turns out the
pain she was experiencing was from her stomach having ruptured after she binged. Mary died from
septic shock.
The insurance company paid for all of the emergency services that night, but would not pay for
treatment of her eating disorder, the very disease that killed her.
------------
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Robin’s story - Discriminatory Medical Management & Lack of Disclosure
“Robin” was dealing with many severe symptoms when she was denied treatment by her insurer. The
insurance representative said, “Well her functioning is okay.” Robin’s physician pointed out to insurer
that Robin can’t work, can’t leave the house, and is sleeping the vast majority of the day. The insurer
then said, “Well, she’s not experiencing current Suicidal Ideation with persistent impulsivity.” The
physician responded that she was, in fact, reporting suicidal ideation every day, and was just
discharged from the ER the weekend before for impulsively taking too many medications. These
symptoms met accepted patient placement criteria used by comparable insurers, but her insurer denied
benefits, citing length of stay as the reason and they have not disclosed their medical necessity criteria.
-----------Jane’s story - Discriminatory Use of “Fail First”
“Jane” had been successfully treated for depression in the past, and had a recurrent episode when her
hours were cut at work and she began having financial problems. Although she had a history of
response to a particular antidepressant, her employer-sponsored health plan had a “fail first” formulary
for antidepressants – it would not pay for the drug to which she had previously responded unless she
previously had two documented failures on other medications.
As she went through those medication trials, Jane’s depression worsened, her work performance
suffered, and she was fired. She did not have the money to continue her insurance through COBRA,
nor did she have the funds to pay her rent. After staying with friends and family for several months, and
becoming more and more depressed, she made a suicide attempt.
After this, friends and family would no longer take her in, and she became homeless. While staying at
a local shelter, she started treatment with a local public treatment center. They assisted her with
getting the specific antidepressant she needed through a Patient Assistance Program and she began to
improve.
-----------Joe’s story – Lack of Disclosure
“Joe’s” health plan approved the first 30 days of his treatment stay for his substance use disorder. On
January 15th, they denied the second 30 days of treatment because they said it was not medically
necessary for him to receive treatment at an inpatient facility. On the advice of his medical advisors
and treatment counselors, his parents paid an additional $12,000 to continue his treatment for another
30 days.
The health plan used the American Society of Addiction Medicine (ASAM) criteria for determining levels
of care. The patient’s mother received a list of the medical necessity criteria from the plan.
When she requested more information about the criteria used to make benefit determinations, her plan
advocate told her that there were no copies of the ASAM manual on site and no additional information
was available.
The mother did her own investigation and found the manual on Amazon.com.
Joe’s mother said it would have been impossible to win their appeal without the information in the
ASAM manual – information that she requested and was not made available to her.
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Appendix B

Recent Examples of Plan Failure to Disclose Information and Documentation on Parity Compliance
Ex. A – Tufts Health Plan
LTR A(1) January 2016 – Health Law Advocates (HLA), as authorized representative of Tufts
Health Plan member whose inpatient SUD treatment was denied for lack of medical necessity,
submitted a written request for information and documents relied on in denying the claim pursuant to
29 CFR § 2560.503-1(m)(8) and § 2590.712(d)(3), for purposes of evaluating parity compliance.
LTR A(2) February 2016 – Tufts Health Plan responded by ignoring the request for disclosure of
information and documents, and simply informed HLA that the plan member was eligible to seek an
external review of the denied claim.
No parity compliance information or documentation has been provided to date.
Ex. B – Cigna/BAE Systems
LTR B(1) March 16, 2016 - Health Law Advocates (HLA), as authorized representative of Cigna
Plan member whose treatment was denied for lack of medical necessity, submitted a written request for
information and documents related to the denied claim pursuant to 29 CFR § 2560.503-1(m)(8) and §
2590.712(d)(3), for purposes of evaluating and challenging parity compliance.
LTR B(2) March 28, 2016 – Cigna responded informing that the request for information and
documents had been forwarded to the “appropriate processing unit,” and requested at least six weeks
from receipt of the letter for processing time.
No parity compliance information or documentation has been provided to date.
Ex. C – Aetna/Dow Chemical
LTR C(1) January 2015 – Health Law Advocates, as authorized representative of Aetna member
whose residential SUD treatment was denied for lack of medical necessity, submitted written request
for information and documents relied on in denying the claim pursuant to ERISA, 29 U.S.C. § 1132(c) &
§ 1024(b)(4) and 29 CFR 2560.503-1(g).
LTR C(2) March 2015 – Due to Aetna’s failure to respond, Health Law Advocates submits a
written request for assistance to DOL/EBSA. DOL’s attorney intervention finally results in disclosure of
the requested information and documents.
DOL’s intervention resulted in disclosure of information and documents requested.
Ex. D – United Behavioral Health
LTR May 2016- Provider, as an authorized representative, submitted Level One Internal Appeal
from medical necessity denial of member’s inpatient residential level of care treatment services,
including a parity compliance challenge and request for disclosure of plan information and documents
related to the denial of the claim and the plan’s parity law compliance. The request for disclosure
tracked the language of Q9 in the FAQs about Affordable Care Act (Part 31) issued in April 2016.

No parity compliance information or documentation has been provided to date.
Ex. E – Cigna
LTR E(1) May 2016 – Provider, as an authorized representative, submitted Level One Internal
Appeal from medical necessity denial of member’s inpatient residential level of care treatment
services, including a parity compliance challenge and request for disclosure of plan information and
documents related to the denial of the claim and the plan’s parity law compliance. The request for
disclosure tracked the language of Q9 in the FAQs about Affordable Care Act (Part 31) issued in April
2016.
LTR E(2) June 2016 – Cigna upheld the denial based on lack of medical necessity, and informed
member and provider that they are entitled to disclosure of the same information that had already been
requested in the May 2016 appeal letter, but failed to provide the information requested.
No parity compliance information or documentation has been provided to date.
Ex. F -Anthem
LTR E (1) May 2016 - Provider, as an authorized representative, submitted Level Two Internal
Appeal from medical necessity denial of member’s inpatient residential level of care treatment
services, including a parity compliance challenge and request for disclosure of plan information and
documents related to the denial of the claim and the plan’s parity law compliance. The request for
disclosure tracked the language of Q9 in the FAQs about Affordable Care Act (Part 31) issued in April
2016.
LTR E (2) June 2016 –Anthem responded by acknowledging appeal letter, but ignored parity law
compliance challenge, as well as request for disclosure of information and plan documents related to
denial of the claim.
No parity law compliance information or documentation has been provided to date.
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Ex F

May

, 2016

Anthem UM Services, Inc.
Attn: Level Two Appeals Coordinator
Post Office Box 105568
Atlanta, Georgia 30348-5568

REFERENCE:

Patient:
Date of Birth:
Member ID#:
Group#:
Review Dates: 10 /2015-10/1 /2015 [Resid]
Service Dates: 10 2/2015-10/2 /2015
Medical Dir:
Records #:

Attestation Of Treatment Medical Necessity
As a Diplomate in Psychiatry Accredited by The American Board of Psychiatry and
Neurology, and as an Addictionologist Accredited by The American Board of Addiction
Medicine and by the American Society of Addiction Medicine, 1 conducted a review of this case.
It is my professional belief that the treatment services provided by
to
were medically necessary, and that
was
capable of achieving therapeutic benefits as a result of these treatment services. Furthermore, I do
not professionally believe that effective treatment services could have been provided at a lesser
intensive level of care. Providing less intensive services would have placed
at
significant and serious risk.
A separate case presentation has been prepared by our Clinical, Administrative and Legal
Services Team; which I have reviewed and signed, and which is also being provided for your
review.
Sincerely

m
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May

, 2016

Anthem UM Services, Inc.
Attn: Level Two Appeals Coordinator
Post Office Box 105568
Atlanta, Georgia 30348-5568
REFERENCE:

Patient:
Date of Birth:
Member ID#:
Group#:
Review Dates: 10/ /2015- 10/ /2015 [Resid]
Service Dates: 10/ /2015 - 10/ /2015
Medical Dir:
PB37009.2
Level Two Appeal Review Request

To Whom It May Concern:
As requested, we are providing copies of the requested materials from the patient
medical records of
who received medically necessary treatment at
between the dates of 10/ /2015 Inpatient admission, and 10/ /2015
discharge to the Partial Hospitalization Program level of care.

Ex F

Case Presentation

Page Two

Patient:
Date of Birth:
Member ID#:
Group#:
Review Dates: 10/ /2015 - 10/ /2015 [Resid]
Service Dates: 10/ /2015 10/ /2015
Medical Dir:
Records #:
Medical Necessity

.

Ex F

Case Presentation
Patient:
Date of Birth:
Member ID#:
Group#:
Review Dates: 10
Service Dates: 10
Medical Dir:
Records #:

Page Three

/2015-10/
/2015 - 10

2015 [Resid]
/2015

Parity Law Requirements
also appeals this adverse benefit determination based on what appears
to be non-compliance with the Mental Health Parity and Addiction Equity Act of 2008,
Interim Final Rules issued February 2, 2010, and Final Rules issued November 13, 2013
(collectively “MHPAEA”). Under MHPAEA, medical management standards limiting
benefits based on medical necessity or medical appropriateness are a type of
nonquantitative treatment limitation (“NQTL”) and must comply with the NQTL rule.
Pursuant to the NQTL rule, under the terms of the plan or insurance coverage, as written
and in operation, the processes, strategies, evidentiary standards or other factors used in
applying the NQTL to either the inpatient or outpatient classification of substance use
disorder benefits must be comparable to and applied no more stringently than the
processes, strategies, evidentiary standards or other factors used in applying the NQTL to
the same classification of medical/surgical benefits. 29 CFR 2590.712(c)(4).

Ex F

Case Presentation

Page Four

Patient;
Date of Birth;
Member ID#;
Group#;
Review Dates; 10 /2015 ^ 10/ /2015 [Resid]
Service Dates: 10/ /2015 ^ 10 /2015
Medical Dir:
Records #;
In this case, it appears that the medical management standards may not be
comparable to and/or may have been applied more stringently with respect to the
substance use disorder benefit than with respect to the medical/surgical benefit. Under
the “Availability of Plan Information” section of MHPAEA (29 CFR 2590.712(d)(1) and
(2)) , the substance use disorder medical necessity criteria and the reason for denial, in a
form or manner consistent with 29 CFR 2560.503-1 (claims procedure regulations) must
be disclosed. In addition, under 29 CFR 2590.712(d)(3), disclosure must also be made in
accordance with ERISA section 104 and §2520.104b-1, which require di.sclosure of plan
documents for ERISA plans, i.e., instruments under which the plan is established or
operated, to plan participants or their authorized representatives within 30 days of
request. Instruments under which the plan is established or operated include documents
with information on medical necessity criteria for both substance use disorder and
medical/surgical benefits, as well as the processes, strategies, evidentiary standards, and
other factors used to apply an NQTL with respect to both medical/surgical benefits and
substance use disorder benefits under the plan. In addition, 29 CFR 2560.503-1 and 29
CFR 2590.715-2719 (claims and appeals regulations) set for the requirements for
disclosure of these plan documents as well. Additionally, FAQs about Affordable Care
Act Implementation (Part XXIX) and Mental Health Parity Implementation issued on
October 23, 2015 (MHPAEA and Disclosure, Q12, Q13), provide that the “proprietary”
nature of any document or criteria cannot be used to evade disclosure, and reinforce the
disclosure requirements as set forth in the Final Rules. Moreover, FAQs about Affordable
Care Act (Part 31) issued on April 20, 2016 (MHPAEA Disclosure, Q9) provide specific
guidance on the plan information and documents that must be disclosed.
We anticipate your review of this case to result in a decision to issue payment of
already submitted charges for services rendered in a timely manner. However, should any
adverse benefit determination occur, per established law and regulations, the plan (or
health insurance issuer) is required to provide us with the foUowim plan instruments and
information pursuant to MHPAEA, its 2010 Interim Final Rules, its 2013 Final Rules
codified at 29 CFR 2590.712(d)(l),(2) and (3); ERISA section 104 and §2520.104b-l;
the claims and appeals regulations, 29 CFR 2560.503-1 and 29 CFR 2590.715-2719; the
2015 FAQs on MHPAEA Disclosure; and the 2016 FAQ on MHPAEA Disclosure,
within 30 days from the date of this request:
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Patient:
Date of Birth:
Member ID#:
Group#:
Review Dates: 10/ /2015 - 10/ /2015 [Resid]
Service Dates: 10/ /2015 - 10/ /2015
Medical Dir:
Records #:
A Summary Plan Description (SPD) from an ERISA plan, or similar summary
information that may be provided by non-ERISA plans;
2. The specific plan language regarding the imposition of the NQTL at issue in this
case (e.g., preauthorization, concurrent review, retrospective review, etc.);
j . The specific underlying processes, strategies, evidentiary standards, and other
factors (including, but not limited to, all evidence) considered by the plan
(including factors that were relied upon and were rejected) in determining that the
NQTL will apply to the SUD benefit classification at issue;
4. Information regarding the application of the NQTL to any medical/surgical
benefits within the benefit classification at issue;
5. The specific underlying processes, strategies, evidentiary standards, and other
factors (including, but not limited to, all evidence) considered by the plan
(including factors that were relied upon and were rejected) in determining the
extent to which the NQTL will apply to any medical/surgical benefits within the
benefit classification at issue; and
6. Any analyses performed by the plan as to how the NQTL complies with
MHPAEA.
(See https://www.dol.gov/ebsa/faqs/faq-aca31 .html. Q9).
In addition, as required by MHPAEA:
7. Should your review result in any subsequent denial, please disclose the
substantive clinical evidence obtained from your review of the patient’s medical
record, that when matched with the medical necessity criteria, constitutes your
reason for issuing any subsequent denial. Please also provide a copy of the
specific medical necessity criteria (including the specific citation), utilized in
reaching any such subsequent denial.
8. Identify all insurer designated reviewer(s) and or any other insurance carrier
designated personnel involved in the review of this case, including their: full
name; current accreditation; current professional licensure, and the state(s) in
which such licensure is active; current professional practice; and current
relationship to the insurer and/or their designated managed care provider.
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Sincere

cc:
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