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We are all Stakeholders in 
a Common Mission

We can help achieve the aims 
of parity: 

Making the law and its 
implementation the 

embodiment of good policy.
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Brief History of Federal Mental Health Parity 
• The Paul Wellstone and Pete Domenici Mental Health 

Parity and Addiction Equity Act of 2008 (MHPAEA)
• Beacon has worked to keep up with federal guidelines 
• MHPAEA applies to commercial, Medicaid-managed 

care, and employer (self-funded ERISA) plans
• State and federal regulators have increased scrutiny on 

parity
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Some Key Concepts
• The Regulations established both quantitative (QTL) and nonquantitative (NQTL) treatment 

limitations. 
• NQTL- benefit standard not expressed numerically, but otherwise limits the scope or duration of 

benefits for treatment.
• The MHPAEA regulations prohibits a plan or an issuer from imposing NQTLs on MH/SUD 

benefits in any classification unless, under the terms of the plan or coverage as written and in 
operation, any processes, strategies, evidentiary standards, or other factors used in applying the 
NQTL to MH/SUD benefits in a classification are comparable to, and are applied no more 
stringently than, those used in applying the limitation with respect to medical/surgical benefits 
in the same classification. See 26 CFR 54.9812-1(c)(4)(i), 29 CFR 2590.712(c)(4)(i), 45 CFR 
146.136(c)(4)(i).

• Interpretative challenges/disagreements on requirements-NQTLs inherently subjective.
• Problems with state requirements conflicting with or being different from federal framework.
• Resource-intensive reporting requirements providing little probative value.  Rules (as you can 

see in next slides) are highly technical, dense and often confusing.



5

Stakeholders 
• Federal Regulators: The Department of Health and Human Services (including CMS), The 

Assistant Secretary for Planning and Evaluation, and The Department of Labor 

• Consultants: Towers Watson, AON, and Mercer

• Advocacy Groups: National Council for Behavioral Health, The Kennedy Forum, Legal Action 
Center, and Parity Implementation Coalition

• State Regulators: State Insurance Departments, Attorneys General, and State Medicaid 
Agencies

• Managed Care/Insurers: Association for Behavioral Health and Wellness, AHIP, BCBS 
Association

• Federal Legislators: Rep. Joe Kennedy and Senator Elizabeth Warren have previously 
introduced legislation adding new parity disclosure mandates.  

• Providers: American Psychiatric Association, State Provider-let Organizations, Hospital Groups
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Progress Under the Parity Law
Important to cite very real progress. 

SUD was generally excluded or capped in most employer/commercial 
coverage  

Outpatient care was routinely pre-certified with explicit quantitative 
treatment limits

Evidence-based levels of care for important conditions were excluded (e.g., 
residential for eating disorders)

Separate deductibles for behavioral health was a common practice

Transparency, documentation, attention to medical necessity criteria have 
all improved. Business practices have absolutely changed 
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Parity as Advocacy vs. Regulatory Standard
Distilling “parity” as a regulatory standard

Behavioral health access 
issues intense 

Country is experiencing an 
SUD crisis and the system 
is weak

Stigma pervasive

Disproportionate 
privacy protections 
remain the law of the 
land

A clear definition, and application of, parity would not make these issues go away. They are not about parity 
or lack thereof, but confusion about “root cause” results in bad parity enforcement.
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Regulatory and testing regimes are 
exceptionally complicated.  

Additional rule-making and FAQ 
clarifications have added complexity 
and confusion over application with 
real repercussions.
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General Observations

•Parity fails to consider the clinical uniqueness of BH
oDenial rates will differ; evidence base is different; 
recovery is driven by different processes

o Loss of focus on clinical definition of good care

•Too many carriers view this as a compliance issue, 
and allow their legal departments to declare 
“black and white” interpretations

•Good care requires a holistic, multi-departmental collaboration
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• State regulators implementing market conduct 
exams in many states

o The National Association of Insurance 
Commissioners (NAIC) is developing 
standards for mental health parity

• 11 states have recently passed versions of the 
Model Parity Act

o Much more intensive than current market 
conduct exams and Medicaid reporting

• Mental Health Parity Compliance Act of 
2019 (H.R.3165/S.1737).  This bill adds 
additional NQTL and reporting requirements to 
MHPAEA. 

• Recent Executive Order designed to limit effect of 
federal agency guidance

• On September 5, 2019, the federal regulators 
finalized FAQs regarding implementation of 
MHPAEA and a final version of a model 
disclosure request form that consumers can use 
to request limitation information

• Medical necessity criteria 

o Wit v. United Behavioral Health turned on 
core medical necessity criteria

• Fallout from recent Milliman report, which 
concluded:

o consumers receive treatment through out-of-
network providers at a greater rate than 
medical services 

o lower reimbursement rates for behavioral 
health office visits compared to primary care 
reimbursement for similar billing codes, 
based upon Medicare payment levels

Recent Updates
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Increased Parity Activity
•URAC  is working on its accreditation program to make parity 
compliance easier. The NAIC has initiated a new Working Group to 
look at parity compliance approaches

•State parity legislation may create confusion and inconsistent 
compliance approaches 

•One recommendation is to better tie the state-level reporting 
requirements those at the federal level
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Enforcement of MHPAEA in full-force
•In 2017, the Department of Labor (DOL) closed 347 
health investigations in FY 2017. Of these, 187 plans 
were subject to MHPAEA, and reviewed for MHPAEA 
compliance

•Of these 187, DOL cited 92 violations for MHPAEA 
noncompliance, nearly 49 percent of which were for 
issues relating to NQTLs and 28 percent of which 
pertained to financial limits and QTLs 
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Network Concerns

• Reimbursement Methodology
• Advancement 
• Credentialing
• Network Admission
• Adequacy/Access
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Litigation
o Experimental/investigational exclusion policies, especially for 

ABA services

o Age restrictions for medical necessity

o Categorical exclusions for residential MH/SUD treatment, 
especially for eating disorders (as either QTL or NQTL)

o Quantitative visit limits

o Disparate medical management in practice (more stringent 
review of MH/SUD prior authorization requests, etc.)

o Medical Necessity Criteria/Generally Accepted Standards of Care
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Parity Applied: 
Opioid Use Disorder
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What is Addiction?

Lack of moral principles or willpower 
or 

Complex disease?
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Which one would you pick?
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Addiction and the Brain

Source: NIDA: Drugs, Brains, and Behavior: The Science of Addiction –
http://www.drugabuse.gov/publications/science-addiction  
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Addiction and the Brain

The Journal of Neuroscience, 21(23):9414-9418. 2001
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Addiction is a chronic disease
• Similar to HTN, diabetes, and asthma: 

role of genetic, behaviors, and 

environment  

• Chronic illnesses are associated with:  

o poor medication adherence (< 50%)

o poor adherence to prescribed 

behavioral changes (<30%)

o high level of relapse requiring ED 

or hospital admission (>50% per year)

(JAMA. 2000 October; 284:1689-1695) 
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How can we leverage science?

• Chronic disease model: Long Term vs. Episodic care
• Multifactorial: Multidimensional assessment and 

treatment
• Use of Evidence-based practices
• Relapse is part of disease
• Recovery is achievable



22

Medication-Assisted Treatment (MAT)
• MAT has three key parts:

o Medication (MOUD); Counseling; & Support from family and friends 

• Three FDA-approved medications for OUD:

o Methadone; buprenorphine; & naltrexone

• All three reduce/eliminate cravings, blunt/block effects of illicit opioids, 
and support long term recovery

• Methadone & buprenorphine reduce/eliminate withdrawal symptoms

• NOT trading one addiction for another; physical dependence vs. 
addiction
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MAT is Evidence-based practice
• Increases treatment retention

• Reduces risk of relapse 

• Reduces opioid-related deaths

• Improves overall health

• Improves social functioning including employment 

• Reduces the risks of infectious-disease transmission

• Reduces criminal activity

• Improves birth outcomes in pregnant women with opioid dependence

https://pcssnow.org/resource/detoxification-followed-complete-abstinence/
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Beacon’s work in CT to address the opioid crisis
• Project ECHO

• Provider Enrollment

• Systems Coordination

• Web Based Resources:

o Members

o Providers

• Care Management Resources

• Data & Reporting

• Changing Pathways program
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Project ECHO for OUD
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Medication- Assisted Treatment (MAT) Provider Network
Since the Medication-
Assisted Treatment 
(MAT) Locator Map 
was first added to 
ctbhp.com in October 
of 2016, 319 MAT 
providers/locations 
have been added, 
resulting in over 

14,679 hits
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Warm Line is staffed by people who identify as individuals in recovery (peers). Each Peer also has lived 
experience with loved ones who have struggled with substance use and mental health disorders. Peers have 
clinical staff support as needed.

Warm Line launched
to provide immediate 
assistance to members. 
Services include:
• Emotional Support
• Wellness Education
• MH and SA 

Recovery Support
• Community 

Resource Referrals

Member Warm Line 
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Telehealth permitted in homes

Site restrictions removed

“Established relationship” 
waived

State licensure flexibility

Waive Institutions for Mental 
Diseases (IMD) Medicaid 
Exclusion

Mental Heath Parity refinement 

Policy Implications post-COVID-19
Peers

Fully Align 42 CFR Part 2

Eliminate the 190-Day Medicare Limit 
on Inpatient Psychiatric Care

Suspend Drug Enforcement 
Administration (DEA) practitioner 
waiver

Audio-only services
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Additional Resources:

The final rule that implements MHPAEA can be found at 
https://s3.amazonaws.com/public-
inspection.federalregister.gov/2013-27086.pdf

DOL/EBSA materials, including technical FAQs, fact sheets, 
reports, videos, and links can be found at 
http://www.dol.gov/ebsa/mentalhealthparity/

https://s3.amazonaws.com/public-inspection.federalregister.gov/2013-27086.pdf
http://www.dol.gov/ebsa/mentalhealthparity/


31

Thank You
Contact Us

757-459-5411

www.beaconhealthoptions.com

Bradley.lerner@beaconhealthoptions.com
Sandrine.pirard@beaconhealthoptions.com
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