Webcast:  The Mental Health Parity Act.

Presenter:  Laurel Stine.

>> LAURIE: Good afternoon, everyone.  Welcome to our webcast today on the Mental Health Parity Act with Laurel Stine of the Bazelon Center for Mental Health Law in Washington, D. C.

Laurel is currently director of federal relations at the Bazelon Center.  She has worked to increase awareness on a number of issues, including mental health policy and health care education.  We are so excited that she can join us today.

This webcast is sponsored by the National Institute on Disability and Rehabilitation Research, who funds your host for today's program, which is the DBTAC, the Southwest ADA Center.  My name is Laurie Redd and I'm going to be your moderator today and I am with the DBTAC Southwest ADA Center here at ILRU.

For those tuning in today, we encourage you to submit your questions by clicking on the E-mail button on your screen or you may E-mail them directly to us at swdbtac@ilru.org.

If you have any technical difficulties today, please feel free to call us at (713)520-0232 and then dial 0 for the operator who can assist you with technical assistance.  Again, thanks for tuning in today and I'm very pleased to welcome Laurel Stine.  Good afternoon, Laurel.

>> LAUREL: Thank you very much and thanks for having me.  I will talk about the Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008.  I'll provide an overview and summary of the law and then I'll answer questions and I hope everyone has questions.

It's a very exciting time for us.  We're in the midst of health care reform and ensuring that the benefits of the Paul Wellstone and Pete Domenici Medical Health Parity and Addiction Equity Act are extended into the health insurance plans that individuals, small employers and groups will have to have under health care reform is critical.  And it's a particularly busy week because just this week the Senate finance committee which is one of the two committees in the Senate that has jurisdiction over our health care reform has just released its bill.  And today, in fact, is the deadline for amendments to that mark, that bill, and the bill will be marked up next week.  So everyone is frantic in making sure that their particular amendments have sponsors and that one of them in particular is mental health parity and I'll talk about that later after I talk about the bill.

So, first of all, the Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008 was enacted on October 3
rd
, 2008.  So almost a year ago.  The primary purpose was to end health insurance discrimination.  Basically, to close the loop holes in the mental health 1996 parity law which, you know, prohibited lifetime and annual dollar limits, but there were -- the mental health parity law of 1996 prohibited lifetime and annual dollar limits, but there were many loop holes that were created since that time including day visit limits, coinsurance and copayment inequities, deductible inequities between mental health care services and physical health care services or medical/surgical.

So the mental health parity act approved and enacted last year would essentially prohibit restrictive or discriminatory financial and treatment limitations imposed on mental health care in private group health insurance plans.  And this is particularly important because as you know mental health disorders are the leading cause of disability in the United States for individuals 15 to 55, and that's according to the World Health Organization in 2004.

In addition, we have tremendous research documenting the importance of providing treatment for individuals with mental health conditions and disorders extending all the way through the Carter commission, through the 1999 surgeon general's report on mental health that talked about what we know yet what we don't provide, the president's commission on mental health and so, therefore, we were very excited that after all these years we were finally able to enact this comprehensive law that will provide and close the loop holes in health insurance discrimination.

As I said, it built upon the 1996 act which was the limited mental health parity act which only provided parity for lifetime and annual dollar limits, and that was in 1996.  And for a time line, in 1998, you will recall, the federal employees that get their health insurance through the FEHBP, they received full parity in 1998 and that was under an executive order from the administration, the White House.

So essentially we have from 1996, building up to 1998 with the federal employees getting their parity, up to 2008 where finally Congress acted and was able to achieve a federal floor of national standards to restrict discriminatory treatment of mental health services compared to physical health services.  So that's a long time for advocacy, but one thing that I'm very pleased with and I'm sure everyone listening was a part of this, was the tremendous grassroots support and continued diligence that really pushed this legislation over the finish line.  And the Bazelon Center, including myself, as a matter of fact, I am one of the co-chairs of the health policy committee for the mental health liaison group.  It's MHLG for short, mental health liaison group, and to learn a little bit more about that group at www.mhlg.org.  And the mental health liaison group is an umbrella coalition of approximately 55 national mental health and some addiction services groups.  And we meet monthly to discuss major public policy issues and out of all the public policy issues that we dealt with, mental health parity was the top priority and the mental health parity legislation had the support of every mental health liaison group organization.  It also had the support of a variety of other organizations that weren't mental health at all, but were religious organizations, children's organizations, education organizations, organizations that primarily work on juvenile justice or criminal justice issues.  So there was a wide, broad coalition and broad national support that really helped achieve mental health parity.

In the Senate, we had leaders -- Senator Kennedy, the late Senator Kennedy.  They spearheaded legislation in the Senate and in the House it was Congressman Patrick Kennedy, Democrat from Rhode Island, and Congressman Jim Ramstead, a Republican from Minnesota.  So we had Kennedy in the Senate and Kennedy and Ramstead in the House for reference.  The Senate bill initially was F 558 and in the House it was HR 1424.  Those were the two base bills and through the process the bills were merged and ultimately the number became HR 1424 and it passed on a very, you know, unrelated bill at all.  It ultimately was enacted and included in the Emergency Economic Stabilization Act of 2008.  Basically the bailout bill as many people refer to that.  So the Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act was passed and enacted on a large bill which was called the Emergency Economic Stabilization Act of 2008.

The Mental Health Parity Act is a sweeping law to mandate, as I said, parity for mental health and substance abuse services in private health insurance.  And for the most part, it will go in effect in January 2010.  I'll speak a little bit more about that later.

The law is estimated to help improve coverage for approximately 113 million Americans.  As you know, many health plans fail to provide as much coverage for mental health or substance abuse as they do for other health care.  So this is monumental.

It's named, as I said, after the two senators who advocated tirelessly against discriminatory mental health and addiction coverage.  And I remind you it was included in this financial bailout bill which to me is very interesting.  And the public law number is public law 110-343.  And you can find all these bills on the legislative website.  It's called Thomas and it's Thomas.loc.gov and there is no WWW in front of that.  So it's just Thomas.loc.gov and you can find the legislative language to go with -- to learn more about the specific legislative language for this law or any other bills that are out there.  

Let me get into the meat now of the law.  The new law requires large group health insurance plans that include coverage for mental health or substance abuse disorders to provide those benefits at parity.  And the critical thing is it requires those large group health plans to do so at parity if they provide mental health and substance abuse coverage.  It does not mandate these plans to provide mental health and substance abuse coverage; but if they do, they must do so with parity, that is parity between the medical/surgical benefits they offer and the mental health and addiction services they offer.  

Let me get into the meat now of the law.  The new law requires large group health insurance plans that include coverage for mental health or substance abuse disorders to provide those benefits at parity.  And the critical thing is it requires those large group health plans to do so at parity if they provide mental health and substance abuse coverage.  It does not mandate these plans to provide mental health and substance abuse coverage; but if they do, they must do so with parity, that is parity between the medical/surgical benefits they offer and the mental health and addiction services they offer.

Small groups and individual policies are not included in this law.  For the large plans, the financial requirements and treatment limitations, if there are any for the plan, must be the same for the mental health and substance abuse as they are for medical and surgical care.  The law prohibits the inequities covered with respect to copayments, coinsurance, deductibles, out-of-pocket expenses, the number of covered visits and the days of coverage or any other similar restrictions on the scope or length of treatment.

So basically group health plans covered by the law are prohibited from requiring more restrictive cost sharing for mental health or substance abuse benefits than the predominant or most common financial requirements applied to medical or surgical benefits.  And the same rule would hold true for any treatment limitations such as the frequency of treatment, the number of visits that you're allowed to have, the number of days of coverage if you stay in a hospital or so or other similar restrictions on the scope or duration of your treatment.

And a plan may not have any treatment limitations applicable to mental health or substance abuse benefits that are not applicable to medical or surgical benefits.  That's another clarification.

These requirements apply individually to a plan's separate benefits package.  Also, if the plan provides out of network coverage for their medical/surgical benefits, then they also provide mental health and addiction benefits and those benefits must be at parity.  That's important to know because if the plan provides benefits for medical/surgical and they are out of network, then the law requires that plan to also provide mental health and substance abuse benefits and the benefits must be at parity.

Building upon this, the plans are also given discretion to determine whether the mental health and substance abuse disorder they cover, so the law does not delineate, okay, schizophrenia must be covered.  It gives them discretion on that and they retain the ability to make determinations about coverage based on medical necessity in a particular case.  Medical necessity criteria is used by the plan for mental health and substance abuse disorder benefits -- medical necessity criteria used by the plan for mental health and substance abuse disorder benefits must be shared with the beneficiary.  You must give that information -- they have to be informed, either to the current beneficiary or to a potential beneficiary.  And this has to be provided upon request.

Additionally, the explanation for any payment denials that happens must also be available to beneficiaries upon request.

There are some exemptions.  I did say one of the first things this bill did not do is mandate these plans must cover mental health or addiction services.  There are two exclusions.  The principal ones are for small employers and also for cost increases that arise because of the requirements of this new law.

And small employers have an exemption that excludes them from the requirement of this law, for small employers meaning those with fewer than 50 employees.  And the exemption for cost includes plans -- it's full of detail.  The cost exemption includes, first of all, if the provision of applying this law requires or makes plans experience a 2 percent or more increase in their total plan cost during the first year that they have to implement this law, or if their increase is 1 percent of their total plan cost during the following plan years of compliance, then the plan can seek an exemption from the requirements of the mental health parity law.  However, if they are granted this exemption based on cost, then it's only for the following plan year and it only lasts for one year.  After that one year, the plan then has to come back into compliance with the parity law.

The Congressional Budget Office, CBO as many of us refer to, which provides estimates on legislation and how much it's going to cost -- during the debate on mental health parity provided an estimate that the mental health parity law would raise health insurance premiums by only  .4 percent a year, 0.4 percent.  However, the law includes this provision that would allow for the exemption, but as I said, the exemption is 2 percent or 1 percent, so we don't think many plans will fit that exemption.  And if they do, there is a variety of things they must do in order to seek that cost exemption.  Let me explain that a bit.

Like I said, the exemption only lasts for one year and the employer may elect to continue to apply the parity requirement regardless of any increase in the total plan cost.  So even if, you know, the plan costs go up, the employer doesn't have to seek that exemption.  There is also some actuarial requirements -- these are determinations of the increased costs of actual costs and that's the key, it has to be actual costs.  They have to be made and certified by a qualified actuary, that's a person in good standing with the American Academy of Actuaries.  And the actuary shall provide a written report and this report and underlying documentation must be maintained by the plan or the insurer for a period of six years following notification of an exemption election.  Also, there must be six months of actual experience, for example, a plan or insurer that's seeking a cost exemption must make a determination that the actual costs after complying with the law for the first six months of the plan year involved -- so it has to be six months of that actual experience -- and there also must be notification of the group health plan or the insurer that qualifies for a cost exemption and elects to take it has to notify the secretary.  And when I say the secretary, I'm talking about the Secretary of Labor.  I'll later explain how there is three federal secretaries that are involved in this legislation as far as the regulations.  And that's the Secretary of Labor, the Secretary of Health and Human Services and the treasurer for the Department of Treasury.

Let me move on.  So we have the cost exemptions under the bill.  We also have some compliance reports that must occur.  By January 1
st
, 2012 and every two years thereafter, the secretary shall submit a report to the appropriate congressional committees on compliance of the group health plans subject to the bill with the requirements of the law.  So this compliance report must include any survey or audit that results and analysis or reasons for any failures in compliance.

Additionally, the Secretary of Labor in coordination and in cooperation with the other two secretaries, the Secretary of Health and Human Services and the Secretary of Treasury, they shall publish and widely disseminate guidance and information for group health plans, participants and beneficiaries about the applicable state and local regulatory bodies and the national association of insurance commissioners regarding the requirements of this act.

The secretary -- when I said the Secretary of Labor -- shall also provide assistance concerning the requirements of the law and the guidance that's provided shall inform all participants and beneficiaries as to how they obtain assistance, including any kind of appropriate assistance from the state consumer's insurance agencies.  There should be lots of information that's coming out.  You probably already have seen information on a request for information called an RFI, a request for information, that was released in the Federal Register back earlier this year.  It had a deadline of May 22
nd
.  I'm not too sure.  Near the end of May because we submitted comments that came out asking for comments from the field on a variety of questions to help the three secretaries to write the regulations that they are required to do under the law and I'll talk a little more about that later.

I'm going to go to the status of state parity laws.  On our website www.bazelon.org, we have a listing of the states that have parity laws before the enactment of the federal law and a variety of other organizations do as well.  I know NAMI does, the National Alliance on Mental Illness.

So the status of the state parity laws in relation to the federal parity law, basically there was -- it would not preempt state parity laws that are stronger.  It would not supersede stronger state parity laws.  As you know, state parity laws have had limited reach as far as their applicability to help individuals who are in group health insurance plans because of ERISA.  That's a law called the Employee Retirement Income Security Act, ERISA.  A very complicated law basically governing group health plans insurance, benefits, et cetera.

So this new parity law does apply to those ERISA -- those group health insurance plans -- and will not supersede any state law -- parity law that provides stronger protections and rights for individuals with respect to their mental health or substance abuse coverage.  And this was particularly important because there were a few states out there that had stronger laws than the federal parity law which provides a floor for all states.  And so we're excited to see that to preserve those stronger laws.

There is going to be -- through the regulatory process there is going to be a little bit more clarification to the scope and how that would actually look and how it will help explain to plans for compliance as well.

Let's see, and also I must note that earlier this year we were able to secure advocates, with of course the help of members of Congress, mental health parity in the SCHIP law and SCHIP is the State Children's Health Insurance Program.  That program did not have a requirement for parity that would apply to children -- low income children, low income children and families that are low income that are served by that program.  They didn't have the benefits of mental health parity where plans did provide parity.  So under the leadership of Senator Kerry from Massachusetts and others, we were able to secure that in the SCHIP bill that passed in February of this year.

Moving along, the effective date, as I said, for the law is generally 2010, January.  However, the law does state that with respect to these group health insurance plans, the law becomes effective beginning after the date that is one year after the date of enactment.  And that means, basically, October 3
rd
, 2009, regardless of whether there has been any implementing regulations that have been issued.  So although the effective date is October 3
rd
, 2009, most plans would fall under the calendar year plans and will be most affected on January 1
st
, 2010.  And those health plans maintained under a collective bargaining agreement -- I don't know much about those type of plans -- but if they are ratified before the enactment date they are not subject to this law until agreements -- their agreements terminate or until January 1
st
, 2009.  So there is some differences in plans that are subject to collective bargaining agreements.

I did say there were three secretaries involved, the Secretary of Health and Human Services, Labor and Treasury.  They have the role of coordinating the implementation of the law.  And they may execute or revise any kind of interagency memorandum of understanding to ensure that the regulations, the rulings, the interpretations are administered so that they have the same effect and provide for coordinated enforcement strategy because there was no enforcement piece as well.

Let's see, I also wanted to say that the law also has included a GO study.  A GAO study is a Government Accountability Office study.  It's a department that -- oh, I don't want to misspeak -- the GAO provides studies, the independent arm of the government that provides studies and the comptroller of that GAO office must conduct a study under this law that analyzes the specific rates, the patterns, and the trends in coverage and the coverage exclusion that may occur by specific mental health and substance abuse disorder diagnoses by health plans.  The law does not set out specific diagnoses that must be covered.  And the study shall include any analysis of specific coverage rates for all mental health conditions and disorders, which diagnoses are most covered or excluded whether the law has affected coverage trends or diagnoses exclusions.  It's going to be exhaustive.  There are a lot of requirements and whether or not the law has any impact of covering or excluding specific diagnoses on participants' health coverage and delivery costs.  And this GAO study must come out no later than three years after the enactment date and that three years is after October 3
rd
, 2008.  And two years after the submission date of the first report GAO shall report on the results of this study.

Let's see, I did want to spend just a few minutes talking about the requests for information.  We have that information on our website although the deadline has passed, this was the request for information that three departments had put out on soliciting comments from the field to help shape and to their writing of the regulations.  And on our website we do have the actual Federal Register solicitation that came from the Department of Health and Human Services I believe it came directly from that department.  And we provided comments.  Some of the questions they asked were, you know, comments out of concerns on the economic analysis and the regulatory impact.  For example, they asked do plans currently impose other types of financial requirements or treatment limitations on benefits?  How do these plans currently apply financial requirements or treatment limitations?  They asked whether or not there will be any additional paperwork burdens related to the law.  They sought information on what terms or provisions require additional clarification to facilitate compliance.  And as I said we provided comments and they are on our website.

Currently now given that we are at September 18
th
, we are pushed up against less than a month for the effective date that is set out on the law, the plans subject to the law in the beginning of the year.  So time is of the essence.  So organizations helping with members of Congress have began to put pressure on the three secretaries and before the congressional recess in August, the month long congressional recess, Senators Kennedy, the late senator Kennedy from Massachusetts, Al Franken, Senator Al Franken and Senator Jack Reed from Rhode Island and Senator Whitehouse had spearheaded a letter to the secretaries, a dear colleague letter, that they were able to get 26 -- excuse me -- 22 I think it was other senators to support their letter that went up to the secretaries, you know, basically urging them to have quick release of the implementing regulations that also, you know, carefully reflected the congressional intent of the law and they urged them to make several -- include several key pieces such as the scope of services, medical management and talked about the treatment limitations under the bill and making sure there is timely implementation so that consumers requiring mental health and addiction services can have full extent of the law on their side.

That letter already went up.  Now Congressman Kennedy from Rhode Island is spearheading another letter.  And on our website we have a grassroots action alert that the deadline has just been extended to Wednesday.  So there is opportunities still to contact your senator and really urge them to sign on to the letter -- excuse me -- your member of Congress or Representative to sign on to the letter that Congressman Patrick Kennedy has drafted to Congress -- to Secretary Hilda Soliz of the Department of Labor, Secretary Kathleen Sibelius and the Secretary of Treasury and this letter is on our website as well.  It's drafted by Congressman Patrick Kennedy and everyone is trying to get as many members of Congress on this letter with a deadline of Wednesday so he can send that up to put pressure to have these regulations released soon.

On another note, and I'll end with that, right now as you know we're in the midst of trying to ultimately bring a House and a Senate health care bill to fruition.  As you know, the House had three committees of jurisdiction, each of those committees of jurisdiction have reported a health care bill, HR 3200.  Those bills have to be merged and go to the floor.  We're hopeful in October that will happen.  The House bill has strong mental health parity protections to all of the plans provided -- very, very good language.  That is the language in our threshold that we're look at.

The Senate finance committee just released its bill.  They will be considering that bill next week.  Unfortunately that bill -- although it does provide mental health and addiction services benefits in a minimum benefit package for the exchange -- and I'm not talking about Medicaid stuff -- I'm talking about in the private insurance market.  It does not require parity.  It doesn't even require parity at the level of the Paul Wellstone bill.  A Democrat from Michigan is going to offer a bill that will provide basic parity, and so we are in the process of trying to get as much support for that as possible.  And that would provide the parity -- the Paul Wellstone parity of group health plans to the law because that's not clear right now.

But in the House we have parity not only for the group health plans which is the Mental Health Parity Act, the Paul Wellstone act to group health plans, but also would go further than that law, it actually provides parity for the individual and small group market.  So anything you can do now to urge support for mental health parity to be applied to plans in the exchange in the finance bill would be of tremendous help.

And I'll leave it there for questions.

>> LAURIE: Great, Laurel.  Lots of information for us to digest in a very short period of time.

But we have a lot of questions, so I'll go ahead and get started.

One of them -- one of the questions has to do with faith-based organizations.  And it says does this legislation encompass faith-based organizations such as churches?  And if so, how might they be affected?

>> LAUREL: That's a good question and I don't have a wide read on faith-based organizations.  There will be a lot of information coming out from the regulations and definitely if these organizations are considered group health plans or health insurers, that's something I would have to look under.  So I couldn't say whether or not they would specifically be covered, but definitely, you know, perhaps already they are covered under some state law for parity that would apply towards that.  I don't have specifics on that.

>> LAURIE: When will the regulations be out?

>> LAUREL: We're hoping they will be out soon.  That's the call to get them out as soon as possible.  Definitely if I find more information I can post that.

>> LAURIE: Another question, regarding exceptions, do you feel that larger companies could or will use the issue of cost increases in order to temporarily shield themselves from having to comply with this legislation?  Considering costs for everything right now are expected to increase in this economic downturn?

>> LAUREL: Yes, I'm hopeful they are not.  There was no indication that plans did so under the 1996 act although that was limited.  There has been numerous studies that the costs would not increase that much.  As I said, the CBO, the Congressional Budget Office, said about .04 and the exemption is kind of high.  It's 2 percent and 1 percent, and even if they do meet it, they have to come back and meet that requirement for the law next year and there has also been trends when there have been many group health plans that are doing this on their own anyway.  So I'm hopeful not.  I think the indication with how much information we have in the health care bills now as far as mental health and substance abuse I think we've come a long way.

>> LAURIE:  And I get another person asked a similar question.  Can they claim this exemption once or could they claim it every year?

>> LAUREL: Yeah, they can continue to claim it, but they only get one year for the exemption and then they have to come back into compliance and there has to be six months of experience.  It has to be a burden.  It has to be based on actual cost and you have to go through this actuary, a lot of specifics in that.

>> LAURIE: Okay.  Someone also asked a question about an actuary and what is an actuary?  What do they actually do?

>> LAUREL:  You know, I had to sit down with an actuary.  I can barely say the name.  I am no expert on this law.  I helped write some of it with many other people and shape it and get it passed, but there were many people who did this and implementation as you know is one of the biggest issues with any law.  And so definitely an actuary -- definitely, you should probably look at the American Academy of Actuaries and learn more about them.

>> LAURIE: Maybe we ought to do a webcast on them.  I'm sure we'd get a lot of attendance.  What are some of the most common issues that you see with regard to this legislation?

>> LAUREL: With the law now that it's passed?  You know, it's interesting, I think -- like, for example, in our medical management has been one of them whether or not plans can still make their own decisions when it comes to medical necessity.  I think that's going to be one of the issues and I think definitely is going to have to be some clear explanations indicating, you know, the limits on the benefit packages, how you compare these limits.  How do you compare mental health to medical/surgical?  I think there is going to be some of those dynamics in there.

>> LAURIE: All right, another question, where can I find more information as to my particular state's regulations?  Is there a website or something listing information by state?  I guess there must be states that have their own?

>> LAUREL: Yeah, there is a lot of resources out there.  I think definitely HHS -- the health and human services has put out some information, definitely the National Association of Insurance Commissioners, and you know I can probably try to find a better link to something as well.

>> LAURIE: If you do, then we'll post it.

Okay, another question, I'm confused about the increased cost exemption.  If you have an additional benefit to maintain parity, doesn't that normally add to the cost?  It would seem like everything would fall into this exemption unless you lower the physical health care limits to maintain parity.

>> LAUREL: Not exactly.  You know, I'm not an expert on cost and building in the cost of it, but ultimately this is about fairness and discrimination in plans, cutting and savings costs on a variety of things.  And looking at the other side with increased access to treatment for the employer's standpoint, definitely you look at less absenteeism, more productivity, you have less contact with -- potentially with the criminal justice system, less risk for homelessness, for joblessness, other savings to the system.

>> LAURIE: All right, another one -- can you explain a little bit more about who is providing the leading guidance on some of these issues?  Is it the Department of Labor?

>> LAUREL: The Department of Labor -- yes, I would say probably the Department of Labor is the key department, but you know it definitely has to be in coordination with HHS, health and human services and the treasury.

>> LAURIE: Are Medicaid and Medicare covered by this?

>> LAUREL: Medicare -- we actually were able to secure mental health parity for outpatient Medicare services in the Medicare bill that passed.  However, it's phased in over -- I think it's six years.  So we won't have full Medicare parity for individuals who receive Medicare until 2014.  I have to brush up on that.

For Medicaid, you know, for children we have EPSPD, to provide for all their medical necessities, we have no discrimination based on scope -- amount, duration and scope.  So we don't have those parity type of concerns in those programs.  The law did provide reference to the 1996 Mental Health Parity Act which was a clarification to apply it to Medicaid managed care plans.  So typically managed care plans have limits and so there was a clarification in that 1996 parity law that provides to the Medicaid managed plans and this law builds on that.  So definitely there is that reference that Medicaid managed care plans should be providing parity as well.

>> LAURIE: Does this law apply to employers or to insurers?  Are insurers responsible for offering compliant plans or are employers required to purchase plans that comply with this act?

>> LAUREL: Yeah, I guess semantics.  You know, employers -- large group employers, some employers are so large they have their own insurance and then, you know, also for insurers, too, but definitely you have to be 50 or more employees that it will apply to.

>> LAURIE: And they have to provide it no matter if they are self-insured or if they purchase a plan?

>> LAUREL: Yeah.

>> LAURIE: I cannot find detailed information about my insurance plan.  We just have a booklet that describes coverage, but it's very broad.  How can I find out if my plan is compliant?  Are there any kind of questions that you would recommend that I ask?

>> LAUREL: Yes, that's interesting.  My own insurance, too.  I'm not trying to blame my job on that, but I would definitely contact your insurance company.  You know, all insurance companies should have beneficiary assistance and inquire about -- you know, they should at this time -- all of them should have had some guidance provided or available that they can send out.

>> LAURIE: So it would be like the customer service number that's on your card?

>> LAUREL: Yeah, I would start with that.

>> LAURIE: Are there tools or checklists for consumers that would enable them to perform an insurance assessment?  I'm not sure exactly what that means.

>> LAUREL: To see whether or not their plan is meeting their needs?  I'm sure there is consumer checklists on satisfaction that organizations have done.  I don't know any off the top of my head.

>> LAURIE: Okay.  If you think of anything -- another question, I am being treated by a psychiatrist and every three months he has to submit a verification that I still need treatment.  I don't have to do that for other medical treatments I receive.  Is that a violation of the law?

>> LAUREL: I -- you know, I don't want to misspeak on this because I don't know for sure.  But I would think that if that same -- it's not that the psychiatrist -- if it's equitable and no more restrictive than similar treatment for medical/surgical, then I would say it's not a violation.  But if, you know, you're getting two treatments and when you go break your leg you're getting a limited -- definitely.  The plans are still able to manage their treatment.  They can say you still need an authorization to get a service.

>> LAURIE: Can a plan offer only in network coverage for mental health benefits that permit full coverage for other treatment that is are out of network?

>> LAUREL: I'm confused by that.  For in network, the law does -- for in network it's not going to mandate mental health benefits as I said.  It doesn't mandate it.  If your plan does not have it, the parity law is not going to apply.  The parity law says if a plan has out of network benefits for medical/surgical, then they need to have out of network benefits for mental health and substance abuse which I think is huge because that's a mandate on that side and it's actually saying those benefits they have to have will also be at parity.

>> LAURIE: Can my employer impose higher copays for mental health visits?

>> LAUREL: No.  That was part of -- but it depends on whether your employer meets the employer requirements of the law.  So the law definitely says no, no discriminatory copayments.  You may be under a plan that has less than 50 employees.  I also have to look at some of the state laws, too, because a lot of that would apply to your specific plans.

>> LAURIE:  Someone asked a question about they want you to talk a little bit more about the small groups not being included and what is the definition of a small group?

>> LAUREL: That's a very good question.  That was one of the battles that I fought.  Yeah, technically it's 50 or less plans, but --

>> LAURIE: Talking about employees.

>> LAUREL: Yeah.  However, because this law has jurisdiction -- amends the Internal Revenue Code, it amends ERISA, and also amends the Public Health Service Act, it also has jurisdiction of the three departments, these laws have -- especially ERISA and the Public Health Service Act has a variety of -- the reach to different plans is kind of intense.  And that's one of the reasons I was not able to answer the faith-based question.  But there are a lot of plans that may not be able to -- that will be under the law, for example, HHS may not be able to enforce it because of certain things.  That question is something beyond me at this point.

>> LAURIE: Okay.  One of the questions related -- do you have an idea of how high or what kind of excise tax companies failing to comply can expect from the IRS?  It says either way if a company or organization is not in compliance due to the expected cost increase, they end up paying either way.

>> LAUREL: I do not know the answer to that question, but I can look it up.

>> LAURIE: Would it be in the regs?

>> LAUREL: It should be in the regs.  If not, that's something the Department of the Treasury will have some specifics on.

>> LAURIE: All right, let's see --

>> LAUREL: These are getting harder and harder.

>> LAURIE: I know.  I was trying to actually give you the harder ones first.

Let's see, would there be any changes to -- or does this act pose any amendments to HIPAA regulations or how medical diagnosis information is transmitted?  If so, is there a place where I can find out more information on that?

>> LAUREL: I do know that HIPAA definitely -- HIPAA was referenced for the application of state parity laws and providing for that; but I don't know the full extent of all the changes that may be caused because of HIPAA.  And I would look under HHS, the Centers for Medicare and Medicaid Services, I always get the two confused -- CMS.

>> LAURIE: All right, as an employer -- an employer listening -- as an employer purchasing insurance, can I limit mental health visits on an annual basis as long as I don't place a cap on the lifetime benefits?

>> LAUREL: If the employer is subject to the requirements of the law, limits on mental health services have to be the same as limits -- there can't be more restrictive limits.  That's financial limits or treatment limits and it seems like he's talking about treatment limits.  The cap on the annual and lifetime, that was -- that's something they should have been in compliance with since 1996.  This law goes beyond that and the type of limits he's talking about or she's talking about with financial treatment limits should not occur under the law if the plan they provide meets the requirements of the law.  So, no.  That's the plan to close the loop hole and that's a loop hole.

>> LAURIE: My employer only offers three visits to EAP providers, would this be considered an offer of mental health benefits triggering this act?

>> LAUREL: Three visits to EAP and -- what?

>> LAURIE: Would this be considered an offer of mental health benefits triggering this act?  I'm not sure I understand that either.  Would they be in compliance if they only offered three visits?

>> LAUREL: First of all, it's kind of tricky to say.  You know, first of all, you have to determine whether or not the plan and insurer meets -- is under the scope of the law.  And two, whether or not they offer mental health benefits at all because they are not required to, but if they do and whether or not these employee assistance plans benefits -- so it's kind of multitiered so it's hard to say yes or no.

>> LAURIE: That may be what they were getting at.  Actually I'm almost out of questions.  I think I have one more.  The last one that I have here is how might mental health parity be effective once a government run health care system goes into effect?  Do you think we will see all new issues arise if this takes place?

>> LAUREL: Well, I'm sure -- as the nation unfolds and creates a comprehensive health care hopefully a seamless coordinated system to expand coverage and to provide as the president said stability and security to those who already have health insurance, and with the passage of mental health parity and the applicability of mental health parity in all these plans if we ultimately achieve that, that we'll have better access to service, more improved coordination, but with that, you know I think there is going to be a lot of details left to the federal government to determine as well.  Everyone will still be employed because there will be so many regulations written -- so, yeah, there will be a lot of information coming out.  A lot of work still to be done.

>> LAURIE: I'm sure you'll be at the forefront providing information for us.  I've just been told that for persons who are asking information about state specific coverage, or information on what states are providing, we actually have it on our website, and in addition to the Bazelon website.

What you do is you go to our website and click on webcasts and then the mental health parity in states links.  That's the link you would go on.  So you will find it there.

I don't have any more questions.  You were quite comprehensive.

>> LAUREL: Any questions that I wasn't able to answer, please forward the E-mail to me and I'll do my best to have someone here with expertise or a colleague get back to you and everyone who is on the webinar.

>> LAURIE: Thank you very much.  It's been very, very informative and giving your time to help us understand this.

Please feel free to share the archived version of today's presentation with your colleagues or with anyone else that you think might be interested.  It will be available in the next couple of days at www.ilru.org and while you are there, you can also take a look at some of the upcoming webcasts by visiting our webcast calendar page.

We also like to remind folks who participated today to complete an evaluation.  It's on the webcast page because we always welcome your feedback.

We want to thank again the National Institute on Disability Rehabilitation Research, NIDRR, who was our sponsor today.  And thank you, again, Laurel for taking time to be with us.  And also this webcast would not be possible without the efforts of our webcast team here at ILRU.  And also thanks to Rob Dickehuth for his technical expertise.  He's at Baylor college of Medicine and for Marie Bryant who provided our captioning for today.  As always, thanks to you, our audience, for tuning in.  We do hope you'll join us again.  And we would like to mind everyone that the opinions and views expressed today are those of the presenters and therefore no endorsement of the sponsoring agency should be inferred.  Thanks everyone.  Have a great afternoon.  Bye-bye.
