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The Paul Wellstone and Pete Domenici Mental
Health Parity and Addiction Equity Act of 2008

® On October 3, 2008,
President Bush signed into
law the Paul Wellstone and Pete
Domenici Mental Health Parity
and Addiction Equity Act of
2008 as part of the financial

rescue package

(Public Law No. 110-343)




What Does Parity Mean?

e Under the new Act:

® 149 million people will now have
non-discriminatory addiction and
mental health coverage under
employer based plans, SCHIP and
Medicaid
Including 82 million new individuals
under ERISA plans who previously

lacked parity protections as they are
not covered by State parity laws




Insurance Equity

¢ Plans will not be mandated to
offer addiction and mental health
benefits BUT

® Plans will have to provide benefits in a
non—discriminatory manner

® What does this mean?
® Co-pays, deductibles, day and visit

limits, annual and lifetime caps and
OON coverage on SUD & MH
benefits must be the same as those on
medical/surgical benefits




What Conditions are Covered?

® Plans can decide what
MH/SUD conditions they

cover

® BUT stronger state laws will

NOT be preempted

* For example, a state law
requiring plans to cover all

conditions in the DSM-1V is
protected
® Weaker state laws will be

preempted and must meet
federal “floor”




Medical Management &
Transparency

* Plans retain the right to
manage the benefit as they see
fit but management must be
equal

* BUT plans will have to
provide to plan participants

and providers medical

necessity terms and conditions

and the reason for any denial




Regulatory Process

e Federal regulations due out by

10/3/09

* DOL, HHS & Treasury
currently circulating draft
regulation

* Agencies need to hear from
Members of Congress

* Law goes into effect
1/1/2010 with or without

regulations




Potential Benefits to States

because of Parity

Reduce cost shifting from private to

public sector

As access to Tx improves, BH
conditions become medicalized, not

criminalized

As out of pocket spending drops,
collateral costs from untreated

addiction reduced

Private investment in SUD market
becomes more attractive; increase

in innovations in Rx and devices

Co-location of primary care and

behavioral health
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State Issues

State Status State Status State Stalus State Status
Conneclicut  Best Arkansas LUmiled N. Limiled Florida Mandale
Hampshire
Meryland Best Califernla  Umited New Jersey  Limited Miehlgan Mandale
Minnesola Best Colorade Lmiled New York Limited Penn. Manddaie
Vermonl Best Delaware [mited Ohle Limitec Alazka mManddile
Oregon Best Hawall Umited Oklahoma  Limited Georgla  Mandale
Indiana Good  linois Umited . Carolina  Limited Miss, Mandate
Kenlucky Goaod lowa Umited §. Dakola Limited Wisconsin  Mandale
Maine Gaad Loulsiana  Umited Tennessee  Llimited D.C. Mandate
N. Mexi¢ce Good  Mass. Umited Texas Limited Kansas Mandale
N, Careling Good  Misseurl Umited Ulah Limited N- Mandate
Dakeota
Rhode Island Good  Montana Lmited  Virginia Limited Wyoming None
Washington Good  Nebraska LUmiled W. Virginia  limiled Idaho Stale
employees
only
Arlzena Limited Nevada LUmited Alabama Mandate

employess

Sowncet: Mental Heaun America, July 2008

Good = Goed pailly coveraga |few exceplicrs or limi

Umited = Masily cppiceble to specific populafions such os sericus mental ilness W (Fsting 7-10 *ticlogicaly-bosed”
dsorgers such as paychosls ons Bl-polar dliorder) end con exclude SUDs, Often exampls employers vdth S0 or fewer

Tons|

Best = Besl parly and comprenersive equity |coves MH and §A, No exemplions)

Mandate = State-mondated levels of coverogs or benefit exprassad In terms of Fnancid limits ond/or Ireatment

° comi lrginls. Mondated caverope is oflen incorsislent with Parity.
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State Issues Continued

Domenici-Wellstone Mental Health Parity and Addictions Equity Act:
Roadmap to Implementation for Healthcare Purchasers

2. Define plan rules 4, Modify governance,

and benefits administration, risk,
1. Define policy based concerning covered 3. Develop plan policy and compliance where
on State and Federal Diagnoses, Provider language for providers carve-outs are in place

Types and Service and members
Levels. Consider role

of primary care

(accommodating 24-
hour call center needs
of members)

regulations

5. Conduct claims cost
analysis and establish
baseline/benchmark.

Define consistent
accounting
methodology for MH
and SA coverage

6. Define any risk-
sharing, pay-for-
performance, and other
financial incentives
with providers/
partners. Consider
prevention and self-
care services

2. Determine impact 3. Evaluate 5. Modify core
of covered Diagnoses, opportunity for 4. Evaluate Level of business processes to 6. Communicate and
1. Validate coverage Providers and Services adoption and Care Guidelines, accommodate changes widely disseminate
with regulatory on core busi reimb of Staffing, Medical in policy, coverage, clear plan policies
- eﬁd = processes. Assign Chronic Care and/or Management practices, guidelines, providers throughout provider
8¢ project management Medical Home models and Decision Support and reconfigure network and
and conduct Proof of (best practices) among for compliance information systems membership
Concept providers accordingly
1. Defi 5. Address Culture, 6. Dev:l.op
Jeildsd 3. Determine and 4. Conduct outreach Age, Gender, appropriate
[T st 2. Enter inta any measure impacts of [ to consumer groups Language, Serious Sureemets Wiih
—_— mission, goals and » & facilities, community-
o b T + necessary agreements policy and process (NAMI), employer’s Mental lliness (SMI) Baed saivies
§' jemctcw' E:m mesdpe E with ce on staffing health coalitions, and and Special Needs addictions tream;ent
Srtaalance g;stabllsh vendors (call center, . levels and credentials provider associations concerns with feedback e Aders and athess
[- W Ke‘; Dettormnire UM, networks) and conduct employee to identify issues and loop from community pwho = tha
indicatare and partner training plan resolution back touz:an and neatcof All Pembers
PRIEIEs over the long-term
B
5. Conduct \
2. Conduct IT 3. R“t::ﬁ pune stakeholder focus ‘
- | | les, data ) | 6. Establish ‘Data \
o it, sy et d 4, Reconfigure groups exploring HIT Liquidity” in areas such .
o 1. Assess IT and data evaluation/selection :“e 5 ; abased systems to such as personal health m" o B
= mgmt needs related to and implement b e accommodate new records, online patient ':S quarity, ;cs:“;' 4
e new policies necessary systems m::t: umdapcs processes, providers, and family education o f\%mc:t s:nal a::s Ion >
8 (PHR, Decision Support, “Eqp'.‘r Eoih I:(~SM-N » services, and benefits portals, disease o e, ¥ F r
- Case Mgmt, etc) » HBA:I) A registries and Eparting /
telemedicine %




Inclusion of SUD/MH in HCR

Senate HELP Bill Senate Finance Options
Paper

Parity Requirernent

Inclusion of SUD/MH

in Minimum Benefit

Package
Workforce

Prevention

o

*Applies parity to all

plans under the exchange

*Includes SUD/MH in
the minimum benefit

package

*Does not meaningfully
include SUD workforce
*Includes MH workforce

provisions

*Includes SUD
prevention at school-
based health clinics
*Does not include SUD
prevention under
community
transformation grants
*Includes tobacco

prevention

*Applies parity to all plans

under the exchange

*Includes SUD/MH in the

minimum benefit package

*Does not reference
MH/SUD

*Includes tobacco
prevention, but omits

meaningful inclusion of

SUDs

House Tri-Committee
Draft Bill

*Applies parity to all plans

under the exchange

*Includes SUD/MH in the

minimum benefit package

'Energy & Commerce
Committee added MH/SUD

grants workforce provision

*Education & Labor
Committee added SUD
prevention & SBIRT
provision

*Energy & Commerce
Committee added SAMHSA

to list of agencies

~

/




