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Health Insurance – Coverage for Mental Health Benefits and Substance
Use Disorder Benefits – Treatment Criteria – HB 455
Health and Government Operations Committee Hearing
February 20, 2020
SUPPORT
Thank you for the opportunity to submit testimony in support of HB 455 which
would: (1) establish annual carrier compliance and data reporting standards to
improve state enforcement of the Mental Health Parity and Addiction Equity Act of
2008 (Parity Act); and (2) inform consumers of their rights under the Parity Act
when denied a service for mental health or substance use disorder treatment.
This testimony is submitted on behalf of the Legal Action Center, a law and policy
organization that fights discrimination against individuals with histories of
substance use disorders, HIV/AIDs and criminal history records and promotes
sound public policies to expand access to health services for these individuals. The
Legal Action Center also leads the Parity at 10 Campaign in Maryland to improve
enforcement of the Parity Act: an 11-year old federal statute that prohibits
discriminatory coverage of and access to mental health (MH) and substance use
disorder (SUD) benefits in state-regulated individual, small group and large group
plans. The Parity Act provisions have been incorporated into Maryland’s mandated
MH and SUD benefit. See Ins. § 15-802.
Maryland’s regulators, working with provider and consumer stakeholders, have
taken important steps to enforce the Parity Act in private and public insurance. But
those efforts clearly point to the need for a carrier compliance reporting model
to improve the state’s enforcement strategies. Compliance reporting is needed
to root out well-documented discriminatory practices so that consumers get the
services they need, pay for, and are entitled to receive under state and federal
law.
I.

Documented Discrimination in Insurance Coverage of Mental Health
and Substance Used Disorder Benefits

The Maryland Insurance Administration (MIA), at the request of the Senate Finance
Committee in 2015 and in connection with a previous compliance reporting bill (SB
586/HB 1010), has conducted three market conduct surveys to assess carrier
compliance with the Parity Act. Although the third survey is not yet complete, the
MIA has identified parity violations by virtually all the state’s carriers in the area of
network adequacy: the one plan feature that the MIA investigated in-depth for
discriminatory plan practices. The MIA has issued a total of 9 finals orders and, in its
second and third reports, identified practices that suggest violations of the Parity Act,
even if not addressed in an order. The MIA’s orders, investigative findings and
penalties are summarized and provided in Attachment 1.
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The MIA’s third report contains troublesome findings regarding the carriers’ failure to (1)
conduct the most basic compliance reviews required by the Parity Act and (2) document the
reviews they claim to conduct. According to the MIA:
•

Carriers that have delegated responsibility to another entity to administer MH and SUD
benefits did not include Parity Act compliance requirements in their contracts.

•

Carriers did not document their policies and process for conducting “as written”
compliance reviews and failed to provide any documentation of their “as written”
reviews.

•

Carriers failed to conduct “in operation” compliance reviews and some had no teams to
conduct audits.

A second source of Maryland carrier data – the July 2018 and 2019 network adequacy reports –
also suggests underlying Parity Act violations. For the second network adequacy reporting
period, only 1 of 6 carrier networks reported compliance with the State’s appointment wait time
metric of providing non-urgent MH and SUD care within 10 days for 95% of plan enrollees.
COMAR § 31.10.44.05. See Attachment 2. Carrier compliance rates for MH and SUD services
were far worse than compliance for somatic services. This gap in network provider panels points
to underlying network admission practices, reimbursement rate standards and utilization
management practices that likely constitute a Parity Act violation.
Maryland’s consumers and providers cannot wait any longer for carrier accountability,
which can only be achieved with the submission of a compliance and data report.
II. Legal Framework for Compliance Reporting and the MIA’s Enforcement Process
The federal Parity Act regulations explicitly bar insurers from selling plans that do not comply
with the Act’s requirements (45 C.F.R. § 146.136(h); 29 C.F.R. § 2590.712(h)). This means
that carriers should already be conducting the parity compliance analysis that would be
required under HB 455. The MIA’s third market conduct findings unfortunately confirm
that carriers are not conducting the required analyses.
If carriers had any doubt about the scope of the analysis required under the Parity Act, the U.S.
Departments of Labor (DOL) and Health and Human Services created a clear roadmap in its
April 2018 Self-Compliance Tool for the Mental Health Parity and Addiction Equity Act.
(Available at https://www.dol.gov/sites/default/files/ebsa/about-ebsa/our-activities/resourcecenter/publications/compliance-assistance-guide-appendix-a-mhpaea.pdf.). The DOL SelfCompliance Tool sets out an 11-step process that requires reporting and analysis of all financial
requirements, quantitative treatment limitations, non-quantitative treatment limitations (NQTLs)
and plan disclosure requirements. The NQTLs, which are the focus of the proposed compliance
and data report in HB 455, are limitations on care access that are not expressed numerically,
such as prior authorization and continuing authorization requirements, medical necessity
criteria, network adequacy, reimbursement rates and prescription drug coverage.
The Self-Compliance tool is also crystal clear that health plans must be prepared to provide all
the information on the above plan features, including “records documenting NQTL processes
and how the NQTLs are being applied to both medical/surgical as well as MH/SUD benefits to
ensure they can demonstrate compliance with the law.” Self-Compliance Tool at 20.
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The MIA reviews several, but not most, of the required elements in the Self-Compliance Tool
in its plan approval process. It annually examines plan compliance with financial requirements
for individual and small group plans under the Parity Act, benefit coverage and exclusions, and
ensures that lifetime and annual dollar limits are not imposed on plans in violation of the
Affordable Care Act. Maryland Insurance Administration Bulletin 18-03 (Jan. 26, 2018) at 3.
(Available at https://insurance.maryland.gov/Insurer/Documents/bulletins/18-03-2019Affordable-Care-Act-Rate-and-Form-Filing.pdf.) The MIA does not, however, investigate
NQTLs since those features are not evident on the face of plan documents. Apart from the
required market conduct surveys, the MIA relies on consumer complaints or market conduct
exams to identify standards that unfairly deny access to MH and SUD services. To examine
those critical plan features systematically, the MIA must request that information from
carriers who have sole possession of that information and, as noted above, should have
already gathered and analyzed for compliance.
HB 455 tracks the DOL’s compliance analysis and would also require carriers to submit
quantitative data on 5 metrics that are needed to document the implementation of plan practices
under the NQTL requirement. Under the Parity Act, the “rules” for establishing an NQTL must
be comparable to and applied no more stringently for MH/SUD benefits that for
medical/surgical benefits both “as written” in the policy and as implemented “in operation.” (45
C.F.R. § 146.136(c)(4); 29 C.F.R. § 2590.712(c)(4)). The date metrics are essential to examine
the implementation of the plan and uncover disparate practices that may reflect an underlying
Parity Act violation.
The identification of disparate metrics was central to the New York Attorney General’s
enforcement actions against New York carriers that resulted in 8 settlements with 7 different
health plans, requiring them to change their practices, return $2 million to patients and
pay $3 million in penalties. New York State Office of the Attorney General, Health Care
Bureau, Mental Health Parity: Enforcement by the New York State Office of the Attorney
General (May 2018), https://ag.ny.gov/sites/default/files/hcb_mental_health_parity_report.pdf.
The proposed metrics track some of the information the MIA requested in its third market
conduct survey and data that the DOL has identified as key to a compliance review. SelfCompliance Tool at 17.
III. Limitations of a Complaint Process to Uncover Parity Violations
The MIA relies heavily on complaints to uncover Parity Act violations and has encouraged MH
and SUD providers to file complaints when carriers inappropriately deny services. A complaint
process, however, is ill-suited to uncover Parity violations.
We know from the Attorney General’s Annual Report on the Health Insurance Carrier Appeals
and Grievances Process that a relatively small percentage of consumers file a grievance of a
carrier’s adverse MH or SUD decision. In 2019, carriers reported issuing 790 adverse decisions
for MH/SUD services (1.05%) with 108 (1.26%) internal grievances filed; far fewer than the
rate of internal grievances of adverse decisions for physician services (7.39%). Office of the
Attorney General, Annual Report on the Health Insurance Carrier Appeals and Grievances
Process: FY 2019 at 22, available at
3

http://www.marylandattorneygeneral.gov/CPD%20Documents/HEAU/Anual%20Reports/HEA
Uannrpt19.pdf. This does not mean, however, that parity violations do not exist.
The Parity at 10 Campaign conducted a survey in mid-2018 in five states, including Maryland,
to evaluate whether consumers were aware of the Parity Act protections, including their right to
challenge an adverse decision that denied or limited care. The survey results (based on a
convenience sample and not randomized) suggest that consumers are not aware of their right to
appeal an adverse decision, are more likely to file an appeal for a medical condition than a
MH/SUD decision, and are more inclined to accept a carrier’s decision for a MH or SUD denial
than to appeal it. Among the survey respondents of 1,239 individuals, 545 (44%) of whom were
Marylanders, 62% had employer-based insurance. The key findings are:
•

Only half (49%) of consumers knew that a denial of a MH/SUD service can be
appealed and 13% were not sure.

•

60% of consumers who had been denied care accepted their health plan’s denial of care,
and 33% reported filing an appeal with their insurance company.

•

Nearly all consumers (93%) reported that they would “be likely” to challenge a denial
of coverage for a medical service, but only 78% of consumers reported they would “be
likely” to file a denial of coverage for a MH/SUD service.

Available on www.parityat10.org. Beyond a consumer’s lack of knowledge about appeal rights
and tendency to accept rather than appeal a carrier’s denial, other factors contribute to the limited
number of parity complaints.
•

Neither the consumer nor the provider possesses the plan information that is required
to determine whether a parity violation exists.

•

Many practices that violate the Parity Act relate to plan practices that patients have no
influence over, such as network adequacy and reimbursement rate setting, and cannot
be appealed through a grievance process.

•

In the midst of a crisis, family members are fighting to get the care needed to save the
life of a loved one and most have no capacity to pursue a complaint.

•

Most parity violations are systemic in nature and will not be rooted out through an
individual complaint, even if one were filed.

HB 455 would improve a consumer’s awareness of their rights under the Parity Act by including
notification of those rights in adverse decision letters. That alone will not root out parity
violations: compliance reporting is needed.
IV. Parity Enforcement in Other States: Compliance and Metric Reporting
In light of the limitations of plan review and consumer complaints, an increasing number of
state regulators and legislatures have adopted compliance reporting requirements and many
others are considering bills that would do so. HB 455’s parity compliance reporting
requirements are consistent with enforcement requirements that have been adopted in legislation
by 5 other states, Colorado, Connecticut, Delaware, Illinois, New Jersey, and the District of
Columbia. Each state’s reporting provisions are set out in Attachment 3. Delaware and the
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District of Columbia have begun collecting compliance reports, as of July 2019 and October 2019,
respectively, and the other states will begin collecting reports in 2020 or 2021.
Two states have imposed compliance reporting through regulatory agency actions. Since October
2013, Massachusetts has required carriers to submit an annual certification of Parity Compliance
to the Division of Insurance and plan information regarding the implementation of medical
necessity criteria and authorization processes to demonstrate compliance. Div. of Insurance
Bulletin 2013-06 (May 31, 2013); M.G.L. ch. 26, § 8K. California’s Dept. of Managed Health
Care has required issuers to provide detailed pre-market parity compliance information for
financial requirements, and quantitative and non-quantitative treatment limitations since late 2014.
CAL. HEALTH & SAFETY § 1374.76.
Five states, including Colorado, Connecticut, Massachusetts, New York, and Vermont, and the
District of Columbia also require carriers to submit compliance data consistent with the proposed
data requirements in HB 455. See Attachment 4 for required State metrics. Delaware’s
Department of Insurance has also required carriers to submit audits of parity compliance that
include data elements proposed in HB 455. See Attachment 4.
Maryland has been a leader is expanding access to mental health and substance use disorder
services and protecting the Affordable Care Act standards that ensure insurance coverage for
Marylanders who suffer from a mental health or substance use condition. But we can and must do
more to stem the tide of our opioid and suicide crises and ensure the delivery of appropriate
treatment services. Insurance carriers must show that they are living up to nondiscrimination standards that have been in place for over a decade and cover the services
that consumers are paying for and are entitled to receive.
We urge a favorable report on HB 455.
Ellen M. Weber, JD
Vice President for Health Initiatives
Legal Action Center
810 1st Street, N.E., Suite 200
Washington, D.C. 20002
eweber@lac.org
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ATTACHMENT 1

MIA Orders and Market Conduct Survey Findings: Parity Act Compliance
Carrier
Aetna/Coventry i

Order/ Date
MIA-2015-12035

•
•
•

•
CareFirst
Blue Choice

MIA-2015-10036

•
•

•

CareFirst
GHMSI

MIA-2015-10034

•

Cigna ii

MIA-2015-10007

•
•

•

Violations
No in-network
psychologists in all of
Western Maryland
2 counties with no innetwork psychiatrists and
1 county had 1
1 county no in-network
licensed professional
counselors or licensed
social workers
Statewide - 1 or no innetwork methadone
treatment programs
Statewide - no in-network
methadone treatment
programs
Different reimbursement
rates for MH/SUD
network because used a
separate vendor to
manage MH/SUD benefits
Geofactors applied to
somatic illnesses not
applied to MH/SUD
providers
Failure to meet network
adequacy goals for
neuropsychological
doctors and geriatric
psychiatrists
Additional screening
requirement for MH/SUD
credentialing
Requirement that
MH/SUD applicants who
had received treatment for
SUD must be sober for 2
years
Imposed shorter response
time for MH/SUD
providers to submit
requested credentialing
information

Penalty
No Financial
Penalty

Initial
Financial
Penalty of
$30,000;
Retracted
Based on
Consent Order

No Financial
Penalty

$9,000
Financial
Penalty

1

Evergreen

MIA- 2015-10033

•

•
•

United Healthcare iii

MIA-2017-08009

•

CareFirst
BlueChoice, Inc.
GHMSI (CareFirst
BlueCrossBlueShield)

MIA-2018-01023

•

•

Second Market
Conduct Survey
Other Findings

June 2017
MIA indicated
carriers
corrected issues
during
investigations.

•

•

Carriers not
identified
•
•

Used 2 different vendors
for MH/SUD services and
somatic services and no
coordination to ensure no
more stringent
credentialing
requirements
Used different factors to
set reimbursement rates
for MH/SUD
1 county - no in-network
psychiatrists,
psychologists, licensed
social workers or
professional counselors
Reviewed 5-year
malpractice history for all
MH/SUD facilities
applying for credentialing
but no malpractice review
for med/surg facilities
BlueChoice – on-line
behavioral health
directory failed to list 25
of 27 in-network MH
hospitals and 5 of 7 MH
non-hospital facilities
BC/BS Blue Preferred –
online behavioral health
directory failed to list any
in-network inpatient MH
facilities
Carrier limited disclosure
of med/surg medical
necessity criteria to 3
guidelines at a time to
member/provider
Large group plan –
financial testing did not
account for all OP
benefits
Carrier – on-line directory
indicated no in-network
inpatient MH facilities
Carrier’s credentialing
documents for MH/SUD

No Financial
Penalty

$2,000
Financial
Penalty
$20,250
Financial
Penalty against
BlueChoice
$4,725
Financial
Penalty
Against
CareFirst
BC/BS

2

•

Second Market
Conduct Survey
Other Findings

June 2017
Carriers with
inadequate
networks not
identified

•

•

•
•
Aetna

MIA-2018-10037

•

Cigna

MIA-2019-06012

•

Third Market
Conduct Survey
Other Findings

Sept. 18, 2019
MIA indicated
that carriers
corrected issues
during
investigations
but
investigation
was not
complete.

•

•

providers required site
visit but not for med/surg
providers
Carrier reported different
authorization practices in
notices for inpatient
MH/SUD treatment and
med/surg treatment.
6 counties – no innetwork non-hospital
facilities for opioid use
disorders iv
11 counties – no innetwork non-hospital
facilities for treatment of
bi-polar disorders v
4 counties – no innetwork opioid providers vi
7 counties – no innetwork providers of bipolar disorders vii
Required MH/SUD
outpatient and inpatient
facilities to complete
detailed Personnel Review
for credentialing; medical
facilities not required to
complete Personnel
Review
Denied credentialing for 5
of 13 SUD treatment
facilities based on “no
network need identified.”
Admitted all 122 medical
facilities even though “no
network need identified.”
1 carrier imposed prior
authorization
requirements on all
MH/SUD services but not
all medical services
1 carrier’s standards for
submitting malpractice
history during
credentialing differs for

No Financial
Penalties or
Other Actions
Taken

$1,500
Financial
Penalty

$25,000
Financial
Penalty

No Financial
Penalties or
Other Actions
Taken

3

Carriers not
identified

Third Market
Conduct Survey
Other Findings

Sept. 18, 2019
Carriers not
identified.

•

•

•

•

•

•

MH/SUD facilities and
med/surg facilities
1 carrier imposed 7-day
cap on the number of days
for inpatient MH/SUD
authorization, but no cap
on inpatient medical
services
All carriers reported that
non-network MH/SUD
services are accessed
more frequently than nonnetwork med/surg
services
Some carriers took longer
to credential MH/SUD
facilities than med/surg
facilities
Carriers have not assessed
“in operation”
compliance; some carriers
have no team to conduct
compliance audits
Some carriers have no
policies for conducting
review of plan compliance
and some have no
documentation of reviews
Contracts with entities
that manage MH/SUD
benefits do not address
Parity requirements.

Includes Aetna Health Inc., Aetna Life Insurance Co., Coventry Health Care of Delaware, Inc. and
Coventry Health and Life, Insurance Co.
ii
Includes Cigna Health and Life, Insurance Co. and Connecticut General Life Insurance Company.
iii
Includes MAMSI Life and Health Insurance Company, Optimum Choice, Inc,. UnitedHealthcare
Insurance Company, All Savers Insurance Company and UnitedHealthcare of the Mid-Atlantic, Inc.
iv
Calvert, Charles, St. Mary’s, Allegany, Garrett and Washington Counties had no in-network opioid
treatment facilities.
v
Calvert, Caroline, Charles, Kent, Dorchester, Queen Anne’s, Somerset, St. Mary’s, Wicomico,
Worchester and Talbot Counties had no in-network non-hospital facilities for bi-polar disorder treatment.
vi
Garrett, Queen Anne’s and Worchester Counties had no in-network opioid treatment providers.
vii
Charles, Garrett, Kent, Queen Anne’s, Somerset, Talbot and Worchester Counties had no in-network
providers for bipolar-disorders.
i
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ATTACHMENT 2

Appointment Wait Time for Non-Urgent MH/SUD
Services 2018-2019 Comparison and Member
Enrollment
Carrier

2018 Report1

2019
Report

Enrollment
Individual
Market2
(7.31.19)

Enrollment
Small Group
Market2
(7.31.19)

Aetna Health Ins.
Aetna Life Ins. Co.
CareFirst

82% (in 14 days)
82% (in 14 days)
95%

89%
89%
57.5%

CareFirst BlueChoice
CareFirst GHMS

95%
95%

57.5%
57.5%

166
629
22,158
(combined with
GHMS)
168,248
22,158
(combined with
CareFirst)

Cigna Life and Health Ins. Co.
Connecticut Gen. Life Ins. Co.
Golden Rule Ins. Co.
Kaiser Found. Health Plan of
Mid-Atlantic States
Kaiser Permanente Ins. Co.
MAMSI Life and Health Ins.
Co.
Optimum Choice Inc.
United Healthcare Ins. Co.
Choice Plus
United Healthcare Ins. Co.
(CORE)
United Healthcare of the MidAtlantic Inc. (CORE)
United Healthcare of the MidAtlantic Inc. (Choice)

Missing data
Missing data
72%
89.3%

76%
76%
96%
84.3%

NA
NA
11,493
(combined
with GHMS)
108,301
11,493
(combined
with
CareFirst)
NA
NA
NA
70,686

Missing data
72%

28%
96%

NA
NA

NA
21,092

72%
72%

96%
96%

NA
NA

17,205
23,8953

NA

96%

NA

72%

96%

NA

72%

96%

NA

NA
NA
NA
10,344

5,0794

1. Reports are available at https://insurance.maryland.gov/Consumer/Pages/Network-AdequacyRegulations-Information.aspx and the Legal Action Center submitted an analysis of compliance to the
MIA in September 2018. See Letter from Ellen Weber, Legal Action Center, to Robert Morrow, Assoc.
Comm. Life & Health Maryland Insurance Administration, Sept. 18, 2018 (on file with the Legal Action
Center).
2. Hogan Administration Announces Second Consecutive Decrease in Health Insurance Premiums, Sept.
19, 2019, available at
https://insurance.maryland.gov/Pages/newscenter/NewsDetails.aspx?NR=2019236.
3. The enrollment data does not distinguish between United Healthcare Ins. Co’s CORE and Choice
plans.
4. The enrollment data does not distinguish between United Healthcare of the Mid-Atlantic CORE and
Choice plans.

ATTACHMENT 3

Legal Action Center (2.10.20)
Carrier Compliance Reporting Requirements
Maryland
Bill

U.S. D.O.L.i

Delawareii

Illinoisiii

Coloradoiv

New Jerseyv

Connecticutvi

D.C.vii

Frequency

Annual

Annual

Annual

Annual

Annual

Annual

Annual

List benefits and
classifications
List all excluded
benefits, reason
Process for
developing or
selecting medical
necessity criteria
Identify all
NQTLs

Sec. (C)(2)(I)

Step 1 at p. 14

Once and
subsequent for
significant changes
18 Del. Admin.
Code § 1410 App.
A, A-1

§ 3343(g)(1);
§ 3571U(1)

215 ILCS § 5/
370c.1(k)(4)

C.R.S.A. § 10-16147(2)(b)(I)

N.J. Rev. Stat. §
26:2S-10.8(c)(1)

C.G.S.A. P.A. 19-159
§ 1(b)(1)

D.C. Code § 313175.03(a)(2)

Sec. (C)(2)(III)

Step 1 at p. 13

215 ILCS § 5/
370c.1(k)(5)

C.R.S.A. § 10-16147(2)(c)

N.J. Rev. Stat. §
26:2S-10.8 (c)(2)

C.G.S.A. P.A. 19-159
§ 1(b)(2)

D.C. Code § 313175.03(a)(3)

Identify factors
considered in
designing NQTLs

Sec. (C)(2)(IV)

Step 2 at p. 14;
Compliance tips
at pp. 14 and 15
for subparts

215 ILCS § 5/
370c.1(k)(6)(A)

C.R.S.A. § 10-16147 (2)(d)(II)(A)

N.J. Rev. Stat. §
26:2S-10.8
(c)(3)(a)

C.G.S.A. P.A. 19-159
§ 1(b)(3)(A)

D.C. Code § 313175.03 (a)(4)(A)

Identify sources
used to define/
establish NQTLs

Sec. (C)(2)(V)

Step 3 at p. 15;
Compliance tip
at 15 for
subparts.

215 ILCS § 5/
370c.1(k)(6)(B)

C.R.S.A. § 10-16147 (2)(d)(II)(B)

N.J. Rev. Stat. §
26:2S-10.8
(c)(3)(b)

C.G.S.A. P.A. 19-159
§ 1(b)(3)(B)

D.C. Code § 313175.03 (a)(4)(B)

Comparative
Analysis of parity
“as written”
Comparative
Analysis of parity
“in operation”

Sec. (C)(2)(VI)

215 ILCS § 5/
370c.1(k)(6)(C),
(E)

C.R.S.A. § 10-16147 (2)(d)(II)(C),
(E)

N.J. Rev. Stat. §
26:2S-10.8
(c)(3)(c), (e)

C.G.S.A. P.A. 19-159
§ 1(b)(3)(C), (E)

D.C. Code § 313175.03 (a)(4)(C),
(E)

215 ILCS § 5/
370c.1(k)(6)(D),
(E)

C.R.S.A. § 10-16147 (2)(d)(II)(D),
(E)

N.J. Rev. Stat. §
26:2S-10.8
(c)(3)(d), (e)

C.G.S.A. P.A. 19-159
§ 1(b)(3)(D), (E)

D.C. Code § 313175.03 (a)(4)(D),
(E)

Process to
comply with
disclosure

Sec. (C)(2)(VIII)

Step 4 at p. 16;
Compliance tips
at p. 16; p. 20
for audit.
Step 4 at 16;
Compliance tips
at pp. 16 and
17; p. 20 for
audit.
Section G

§ 3343(g)(2);
§ 3571U(2)
App. A-3; DDI
Guidance Step 1viii
§ 3343(g)(3)(a);
§ 3571U(3)(a)
App. A-3; DDI
Guidance Step 2,3,
4ix
§ 3343(g)(3)(b);
§ 3571U(3)(b)
App. A-3; DDI
Guidance Step 2, 3,
4
§ 3343(g)(3)(c), (e);
§ 3571U(3)(c), (e)
App. A-3; DDI
Guidance Step 4x
§ 3343(g)(3)(d),
(e);
§ 3571U(3)(d), (e)
App. A-3; DDI
Guidance Step 5xi

Sec. (C)(2)(II)

Sec. (C)(2)(VII)

C.R.S.A. § 10-16113(3)(c)xii
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Legal Action Center (2.10.20)
Carrier Compliance Reporting Requirements
i

U.S. DOL, Self-Compliance Tool for the Mental Health Parity and Addiction Equity Act (MHPAEA) (2018), https://www.dol.gov/sites/dolgov/files/ebsa/about-ebsa/ouractivities/resource-center/publications/compliance-assistance-guide-appendix-a-mhpaea.pdf.
ii

DE Code § 3343; 3571U; 18 Del. Admin. Code § 1410 and App. 1; DDI Guidance Concerning Providing the Information Required on the NQTL Portion of the Data Collection Tool
for Mental Health Parity Analysis, https://insurance.delaware.gov/wp-content/uploads/sites/15/2019/06/NQTL-Guidance-and-Worksheet-FINAL.pdf; SB 230 (2018),
https://legis.delaware.gov/json/BillDetail/GenerateHtmlDocumentEngrossment?engrossmentId=13202&docTypeId=6. (Overlap: Aetna, BC/BS [Highmark], and United)
iii 215 ILCS § 5/370c.1; SB 1707 (2018), http://www.ilga.gov/legislation/publicacts/100/PDF/100-1024.pdf. (Overlap: BC/BS and Cigna).
iv
v

Colo. Rev. Stat. Ann. § 10-16-147; HB 19-1269 (2019), http://leg.colorado.gov/sites/default/files/2019a_1269_signed.pdf. (Overlap: Aetna, BC/BS, Kaiser, and United)
N.J. Rev. Stat. § 26:2S-10.8; AB 2031 (2019), https://legiscan.com/NJ/text/A2031/2018. (Overlap: BC/BS [Horizon]).

vi

Conn. Gen. Stat. Ann. Pub. Act 19-159 (2019), https://www.cga.ct.gov/2019/ACT/pa/pdf/2019PA-00159-R00HB-07125-PA.pdf. (Overlap: Aetna, BC/BS [Anthem], Cigna, and
United).
vii

D.C. Code § 31-3175.03; B22-0597 (2019), http://lims.dccouncil.us/Download/39262/B22-0597-SignedAct.pdf. (Overlap: Aetna, CareFirst, Kaiser, and United).

viii

The Delaware Dept. of Insurance Guidance states that “each managed care organization and its vendors (if applicable) should refer to this document for full context regarding
completing each step in the NQTL spreadsheet.” (emphasis added). (p. 1). In addition, DDI’s Step 4 comparative analysis of “written standards” identifies a review of “delegation
contracts.” (p. 3). The DDI’s requirements are consistent with the HB 455/SB 334 provisions, VI(2) and VII(2), to identify measures that the carrier use to ensure that its
delegated entity uses comparable design and application standards.
ix

The Delaware Dept. of Insurance Guidance, Step 4, identifies, as part of the comparative analysis of the NQTLs as written, “the composition and deliberations of decisionmaking staff, i.e. the number of staff members allocated, time allocated, qualifications of staff involved….” (p. 3). The DDI requirement is consistent with the HB 455/SB 334
provision, IV(1), regard title and qualification of employees making NQTL decisions.
x

The Delaware Dept. of Insurance Guidance, Step 4, identifies a non-exhaustive list of internal reviews and analyses to support the plan’s “as written” comparative analysis. See
p. 3-4. The DDI requirement is consistent with the HB 455/SB334 provision, VI(1), requiring identification of the plan’s analyses, audits or methods.
xi

The Delaware Dept. of Insurance Guidance, Step 5, identifies a non-exhaustive list of audits to support the plan’s “in operation” comparative analysis. Among the audits listed
are: frequency of and reasons for reviews for the extension of initial authorization decision; audit results that demonstrate the frequency of reviews for MH/SUD and med/surg
benefits were of equivalent stringency; audit/review of denial and appeal rates (both medical and administrative); analysis of out-of-network utilization; analysis of provider innetwork participation. (pp. 4-5). The DDI requirements are consistent with the HB 455/SB334 provisions related to denial rates, (VII)(3), and data reporting requirements, Sec. D.
xii

The statute mandates how plans comply with disclosure requirements, rather than asking plans to describe how they comply.
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ATTACHMENT 4

Legal Action Center (2.10.20)
Carrier Data Collection Requirements
MD Bill

CTi

MAii

VTiii

NYiv

DCv

DEvi

COvii

Frequency

Annual

Annual

Annual

Annual

Annual

Annual

Once, and
subsequent for
significant
changes

Annual

MH/SUD
Service
Utilization

Total number
and
percentage of
members who
received
MH/SUD
benefits by
level of care

Total number
and
percentage of
members
who received
MH/SUD
services by
level of care

Total number
of times
patients/
providers
requested MH,
SUD, and
Med/Surg
services and
the amount of
services
requested
(number of
visits, inpatient
days)

Total number
and
percentage of
members
who received
MH/SUD
benefits by
level of care

Utilization
Management
Requests and
Requirements

Number and
percentage of
utilization
review
requests and
plan decisions
related to prior
authorization
and concurrent
review by
parity
classification

Number of
utilization
review
requests for
MH, SUD, and
Med/Surg

Audit to
demonstrate
that the
frequency of
all types of
utilization
review are
comparable;
frequency and
reasons for
review of
extension on
initial decisions

Data on
parity
compliance
for adverse
decisions
regarding
claims for
MH and
SUD
services
including
total
number of
adverse
decisions
for such
claims

Average
length of stay
for inpatient
treatment;
average
number of
sessions for
outpatient
treatment

Number of
beneficiaries
treated for
opioid use
disorder

Rates of
utilization
review and
outcome for
MH, SUD, and
Med/Surg by
parity
classification;
number of
prior or
concurrent
authorization
requests

Frequency
with which
plans required
prior
authorization

1

Legal Action Center (2.10.20)
Carrier Data Collection Requirements
MD Bill

CTi

MAii

VTiii

NYiv

DCv

DEvi

Denials and
Appeals

Number and
percentage of
denials and
appeals of
adverse and
coverage
decisions by
parity
classification

Number of
service and
outcomes;
number of
internal
appeals and
their
outcomes;
number of
external
appeals and
their outcomes

Number and
percentage of
members
denied prior
and
concurrent
authorization;
number of
appeals by
members and
providers

Number of
denials for MH,
SUD, and
Med/Surg by
parity
classification;
rates of
appeals and
outcomes

The rates and
reasons for
denial of
claims by
parity
classification

Audit/review
of denial and
appeal rates
(medical and
admin.) by
service type or
benefit
category

Network
Utilization

Number and
percentage of
claims paid for
in-network and
out-of-network
services by
level of care

Number and
rate of
utilization
requests
denied and
reason;
number and
rate of
internal
appeals and
their
outcomes;
number and
rate of
external
appeals and
their
outcomes
Number of
providers
(primary care,
specialists,
hospitals, and
pharmacies)
located in
each county
and the
percentage
that were
board
certified;
procedures
used to
credential
providers;
provider-topatient ratio

Percentage of
claims paid for
in-network and
out-of-network
services;
number and
type of
providers who
are in-network;
percentage of
providers who
remained innetwork; any
other data to
evaluate
network
adequacy

List of innetwork
providers that
prescribe
opioid use
disorder
medications
and type of
medication;
description of
effort to
ensure innetwork
capacity meets
needs of
insurer’s
beneficiaries

Analysis of outof-network and
emergency
utilization;
Wait times for
appointments,
volume of
claims filed,
and types of
services
provided by innetwork
providers;
market analysis
of factors to
establish
provider
reimbursement
rates: supply

An explanation
of any
differences in
the standards
for granting
authorization
for out-ofnetwork
services; rates
of provider
disenrollment
and reasons
for
disenrollment

COvii
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Legal Action Center (2.10.20)
Carrier Data Collection Requirements
MD Bill

CTi

Claim expenses
Claim
Reimbursement per member

Claims
expenses per
member per
month for
MH, SUD, and
Med/Surg, by
level of care;
and a written
statement of
the types of
financial
arrangements
with
providers

Misc.

Discharge
rates, average
lengths of
hospital stays,
and
percentage of
patients who
remained
engaged in
treatment
after ED visits
for MH/SUD
or initiating
treatment

per month for
MH, SUD, and
Med/Surg;
other data to
evaluate
reimbursement
practices

MAii

VTiii

NYiv

DCv

COvii

and need for
provider type
or specialty;
analysis of
provider innetwork
participation
rate
Analysis of
health plan’s
paid claims;
internal review
of published
information
identifying
increasing
costs

Comparison of
cost-sharing
requirements
and benefit
limitations; any
other data to
evaluate
reimbursement
practices
between
MH/SUD and
Med/Surg for
in-network and
out-of-network
providers
Discharge
rates from
inpatient MH
and SUD
treatment,
readmission
rates; level of
patient
satisfaction
with quality
of MH and
SUD care and
treatment
provided

DEvi

Certification of
comprehensive
review of
administrative
practices for
compliance
with parity
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Legal Action Center (2.10.20)
Carrier Data Collection Requirements
MD Bill

CTi

MAii

VTiii

NYiv

DCv

DEvi

COvii

under the
insurance
plan

i

CONN. GEN. STAT. §§ 38a-478c, 38a-478l; Conn. Dept. of Insurance, “Consumer Report Card On Health Insurance Carriers in Connecticut” (Oct. 2019), available
at https://portal.ct.gov/-/media/CID/1_Reports/2019-ConsumerReportCard.pdf?la=en. (Overlap: Aetna, BC/BS [Anthem], Cigna, and United).
ii

M.G.L. ch. 26, § 8K; Div. of Insurance Bulletin 2013-06, available at https://www.mass.gov/files/documents/2017/11/22/Bulletin%20201306%20%28Mental%20Health%20Parity%29.pdf. (Overlap: BC/BS and United).
iii

18 V.S.A. § 414a; Regulation 2000-3-H, available at https://dfr.vermont.gov/sites/finreg/files/regbul/dfr-regulation-health-h-2000-03-mental-healthsubstance-abuse.pdf. (Overlap: BC/BS).
iv
v

N.Y. Ins. Law § 343 (2019), available at https://www.nysenate.gov/legislation/laws/ISC/343. (Overlap: Aetna, BCBS [Empire], and United)
D.C. Code §§ 31-3175.03, 7-3202. (Overlap: Aetna, CareFirst, Kaiser, and United).

vi

18 DE Admin. Code § 1410 (2019), available at https://regulations.delaware.gov/register/june2019/final/22%20DE%20Reg%201025%2006-01-19.pdf; DE Div.
of Insurance, Regulation 1410 – Appendix A and Guidance Concerning Providing the Information Required on the NQTL Portion of the Data Collection Tool for
Mental Health Parity Analysis (2019), available at https://insurance.delaware.gov/wp-content/uploads/sites/15/2019/06/NQTL-Guidance-and-WorksheetFINAL.pdf. (Overlap: Aetna, BC/BS [Highmark], and United).
vii

COLO. REV. STAT. § 10-16.147(2)(A). (Overlap: Aetna, BC/BS [Anthem], Kaiser, and United)

4

