MENTAL ILLNESS AND SUBSTANCE ABUSE

Problems in the Current Market

Today's insurance market creates barriers to treatment for
mental illness through lifetime day or dollar limits and through
preexisting condition exclusions.

. 84% of health plans in the current market report day or
dollar limits on psychiatric inpatient care
(Hay/Huggins 1993).

. Of those reporting day limits, 61% allow 30 or fewer
days (Hay/Huggins 1993).

. 95% of medium and large firms report visit or dollar
limits on outpatient treatment for mental illness
(Bureau of Labor Statistics (BLS) 1991).

. 48% provided 30 or fewer outpatient visits (BLS 1991).

Current coverage for substance abuse treatment is even more
limited.

. Many people have no insurance coverage for substance
abuse treatment. 21% of people receiving health
insurance through large and medium-sized firms have no
insurance coverage for substance abuse inpatient
rehabilitation or outpatient care (BLS 1991).

. Those who do have coverage face severe restrictions.
10% of participants in the BLS survey reported lifetime
day limits, 14% reported limits on the number of
treatments, and 22% reported lifetime dollar limits.

Comprehensive Coverage Through the Health Security Act: The
Mental Illness and Substance Abuse Benefit

The Health Security Act covers a broad range of treatment
options and eliminates preexisting condition exclusions and
lifetime limits that today restrict access of individuals with
mental or substance abuse disorders to needed services.

The mental illness and substance abuse benefit in the Health
Security Act includes inpatient and residential treatment,
intensive nonresidential treatment, and outpatient services,
including screening and assessment, diagnosis, medical
management, psychotherapy, crisis services, collateral services
and case management. Significantly, medical management (even for
the severely ill), diagnosis, screening and assessment, and
Crisis services are not subject to annual day and visit limits.



By January 1, 2001, the Health Security Act replaces current
insurance market strategies of annual day limits on inpatient,
residential and intensive nonresidential treatment, psychotherapy
and substance abuse counseling and relapse prevention with a
managed benefit. In addition, higher copayments and coinsurance
for psychotherapy, collateral services and some intensive
nonresidential treatment days are reduced, and limitations on
applying certain expenses to the annual out-of-pocket maximum on
cost sharing are eliminated.

Until January 1, 2001, the Act emphasizes a wide range of
innovative treatment options, such as case management, partial
hospitalization, day treatment programs, and home-based and
behavioral aide services -- including services that are important
to the treatment of seriously emotionally disturbed children.
Providing coverage for this array of treatment options represents
a new direction for the delivery of mental illness and substance
abuse services and creates incentives for the development of
needed capacity.

Health plans are encouraged to utilize the wide array of
treatment options to provide individuals with a continuum of care
~- that is both appropriate for an individual's needs and cost
effective -- through substitution of inpatient and residential
days for treatment in other settings. Thirty days of inpatient
and residential treatment may be reduced by one day for every two
days of intensive nonresidential treatment or by one day for
every four outpatient visits for psychotherapy or substance abuse
counseling and relapse prevention.

Beyond the services covered through substitution, additional
treatments are covered to provide ongoing and appropriate
support. A maximum of thirty additional inpatient days are
covered for particularly vulnerable individuals. A maximum of 60
additional days of intensive nonresidential treatment are
available. Again without substitution, thirty visits of
psychotherapy and collateral services are covered for an
individual, and 30 visits in group therapy are covered for
substance abuse counseling and relapse prevention for individuals
who have received other treatment within 12 months.

Through universal coverage, larger numbers of individuals
with severe disorders will obtain access to services. While
there is promising experience in the private sector with a
flexible managed mental health and substance abuse benefit, there
is less experience and data on the use of this approach for
individuals with severe mental i1llness or chronic drug and
alcohol addiction. Given this uncertainty and consistent with
our conservative approach in all of our estimates, we have
included protections like a one-day deductible in order to remain
conservative in estimating the cost of the benefit. Within this
framework, we have developed a benefit structure that encourages
flexibility and management so that by January 1, 2001 the benefit
no longer needs to rely on specific day and visit limits.




Initiatives for Improving Access to Mental Illness and Substance
Abuse Services

In addition to the mental illness and substance abuse
benefit, the Health Security Act includes initiatives for
improving access to mental illness and substance abuse services.

The Act provides funding for services to remove barriers to
treatment for mental illness and substance abuse, including
community and patient outreach, transportation and translation
services.

The Health Security Act requires states to submit a plan by
October 1, 1998 to demonstrate how they will integrate state and
local mental illness and substance abuse services with the mental
illness and substance abuse services included in the
comprehensive benefit package.

The Secretary of Health and Human Services is authorized to
make grants for the development of school health service sites.
Criteria for grant awards include the provision of health and
social services, counseling services, and necessary referrals,
including referrals regarding mental illness and substance abuse.
Other school-based programs focus on educating school children
about substance abuse, including tobacco and alcohol use.
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COMMERCE. SCIENCE AND TRANSPORTATION
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ADMINISTRATION

March 7, 1954

bile - Poychologisss
Ms. Judy Feder (ﬂ/w/ﬂéa/( Hl‘ﬁz

Office of the Assistant Secretary

for Planning and Evaluation
Department of Health and Human Services
200 Independence Ave., S.W., Rm. 415-F
Washington, D.C. 20201

Dear Ms. Feder:

Following up on our recent discussion, I have enclosed for
your files a copy of a memorandum we recently requested from
Dr. Russ Newman, of the American Psychological Association,
indicating specifically where, in his judgment, the
Administration's bill would inadvertently be of considerable
"harm" to psychologists. Your continued assistance would be
deeply appreciated.

We would also point out that the various health manpower
training initiatives do not seem to allow psychology to

apply.
Aloha,
<
PATRICK H. DE LEON
Administrative Assistant
PHD:blw
Enclosure

cc: Dr. Russ Newman
Dr. Ellen Caringer
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MEMORANDUM jru vt
Tor Pat Deleon, PhD, J.D. ;
Y | ¢
From: - Russ Newmg: Ph.D,, ].D. ) -
Subject: Health Care Reform/Health Security Act
Date:  Pebruary 17, 1994
As we discussed, thére are at least two instances related to health care reform, in
general, and the proposed Health Security Act, in particular, where psychologists appear

inadvertently restricted or omitted. Ironically, in one instance certain Medicare
restrictions an psychologisis’ practice are incorporated In the Health Security Act while
1n the other instance psychologists are-authorized for certain practices under Medicare,
but not o authorized by the proposed Health Security Act.

Medicare Conditions of

Since the OBRA 1989 amendment to the Medicare program, psychologists have been
authorized to perform services consistent with state law and to receive direct
reimbursement in all settings. A number of etates, including California and the District
~ of Columbia (as well as nine other jurisdictions), permit psychologists to be appointed
to the medical staff of haspitals, and allow psychologists to independently admit,
diagnose, treat, and discharge paticnts with paychological problems. This practice is, of
eouxse, contingent upon 2 physidan examining the patient upon admission and
any regime or related medical care the patient may need. The
Medicare Conditions of Participation for psychiatric hospilals, however, are being
interpreted in a fashion that will not permit psychologists the full range of practice
allowed by state law.

In particular, 42 CFR sec 482.60 provides speclal conditions of partlclpadon for
psychiatric hospitals, and Incorporates the requirement of section 482.12(c)4) that a

- doctor of medicine or osteopathy must be "responsible for the care of each patient with
t to any medical or psychiatric problem that {3 present on admission or develops

during hospitalization." This proyision, among others, is intended to implement the
statutory requirement ©f section 1861(e)(4) of the Social Security Act (42 US.C. Sec.
1395(e)(4)) that every Medicare patient be “under the care of” a physidan. As a result,

750 Firet Strect, NE Russ chnnon. Ph,D, ID.
Wahington, DC 20002 4242 Frocutive Dimcior

(202) 336-5913 Proclice Dimclorole
{7207) 334-5797 tox

{202} 335-6123 10D

[
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Pat DeLeon, PhD., J.D.
February 17, 1994
Page 2

restrictions on psychologists” practice in i\ospieals have remained, although we continue
our efforts to resclve these issues. '

Unfortunately, the Health Security Act, Title I, Section Il (cX1), fncorporates by reference
the aforementioned Medicare provisions which have been restrictively interpreted
against psychologists. The result, then, is likely to be restrictions on psychologists'
ability to independently treat non-Medicare beneficiaries in hospitals. This would be
true even In states which expressly authorize independent hospital practice, and in
conflict with the Health Security Act’s intent to support the ability of non-physician
providers to practice to the full extent of their licensure. )

Rehabilitation Seryices

While the above described restricive Medicare provm are incorporated into the
proposed Health Security Act, the authorization of psy gists in Medicare to provide
rehabilitation services is pot expressly incorporated. Section 1123(a) of the Health
Security Act describes coverage for ::?atient rehabilitation services to Include
occupational therapy, physical therapy, and specch pathology services for the purpose
of attaining or restoring speech.

As know, we are concerned that the absence of explicit mention of
psychological/neuropsychological services in this secion may work to prevent
puychologists from providing the very same services in a reformed health system that
they have been providing for years under the Medicare program. Should this occur, it
would most cestainly have a damaging effect — albeit unintentional — on both patients

- and psychologists. This could be easily remedied by amending section 1123(a) by
deleting the word “and” immediately preceding “(3)" and adding the following at the end
of the subsection but before the period:

*; and, (4) outpatient psychalogical and neuropsychological services for the
purpose of restoring functional capacity or minimizing limitations to
functional capacity associated with cognitive or psychalogical consequences
or physical illness or Injury." : |

If you have any addidonal questions concexning these lssues please do not hesitate to
contact me. '

occ Donna Daley

JE ’ aa am_A4 AC.TADM DPANT #4N0"
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SOCIAL SECURITY ACT—§ 186l(e) 893

Hospital

() The term “hospital” (except for purposes of sections 1814(d),
1814(f, and 1835(b), subsection (aX2) of this section, paragraph (7) of
this subsection, and subsection (i) of this section®s!) means an
institution which— ) _
(1) is primarily engaged in providing, by or under the supervi-
sion of physicians, to inpatients (A) diagnostic services and
therapeutic services for medical diagnosis, treatment, and care of
injured, disabled, or sick persons, or. (B) rehabilitation services
for the rehabilitation of injured, disabled, or sick persons;
o (2) maintains clinical records on all patients; o
; f{ (3) has bylaws in effect with respect to its staff of physicians;

" ——me (4) has a requirement that every patient with.respect to whom
payment may be made under this title must be under the care of
a physician; :

(5) provides 24-hour nursing service rendered or supervised by
a registered professional nurse, and has a licensed practical
nurse or registered professional nurse on -duty.at all times;
except that until January 1, 1979, the Secretary is authorized to
waive the requirement of this paragraph for.any one-yéar period
with respect to any institution, insofar as. such requirement
relates to the provision of twenty-four-hour nursing service
rendered or supervised by a registered professional nurse (except
that in any event a registered professional nurse must be
present on the premises to render or supervise the nursing
service provided, during at least the regular daytime shift),
where immediately preceding such one-year period he finds

that— _ :
(A) such institution is located in a rural area and the
supply of hospital services in such area is not sufficient to
meet the needs of individuals residing therein, L _
(B) the failure. of such institution to qualify as g hospital
would seriously reduce the availability of such services .to
such individuals, and : o S
(C) such institution has made ‘and continues to maké.a
good faith effort to comply with- this paragraph,: but such
.compliance is impeded by the lack of.gqualified nursing
personnel insucharea; ... . - .o 7w

(6)XA) has in effect a hospital utilization review plan which
meets the requirements of subsection (k) and (B) has in place a
discharge planning process that meets the requirements of
.subsection (ee); - e

(7) in the case of an institution in any State in which State or
applicable local law provides for the licensing of hospitals, (A) is

"licensed pursuant to such law or (B) is approved, by the agency of
such State or locality respongible for licensing hospitals, as
meeting the standards established for such licensing; -

(8) has in effect an overall plan and budget that meets.the
requirements of subsection (2); and : : :

(9) meets such other requireménts as the Secretary finds
necessary in the interest of the health and safety of individuals
who are furnished services in the institution. o

~P.L 10]-234, §101(ak}). struck out “and paragruph (71 of this subsection” ond substituted

*paragruph (7) of this subscction, and subsection (i1 of this section”, effective January 1. 1990, For
the applicability of this amendment, see Vol. 11, P.L. 100360, §104(a). .

63-613 0 - 93 — 27 - - -'--ﬁ).
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PART 482—CONDITIONS OF
PARTICIPATION FOR HOSPITALS

Subpait A—General Provisions

Sec.

482.1 Basis and scope. S

482.2 Provision of emergency services by
ponparticipating hogpitals,

Subpart B—Administration

482.11 Condition of participation: Compli-
ance with Federzl, State and local laws.

482.13 Condition of participation: Governing
body.

Subpart C—Basic Hospital Functions

482.21 Coudition of participation: Quality
A38UrANCe.

482.23 Conaition of participation: Medical
ataff.

482,23 Condition of participation: Nureing
gorvices.

482.24 Condition of participation: Meadicsl
racord gervices.
48225 Coadition of participation: Pharma-
ceutical services.
482,26 Conditlon of participation:
Radiologle services.

483.27 Cond{tion of participation: Labora-
tory services.

482.28 Condition of participatfon: Food and
dletetic services.

482.30 Condition of participation: Uciliza-
tion review.

432.41 Condition of participation: Physical
environment. .

482.42 Condition of participation: Infegtion
control.

Subpart D—Optional Hospiial Services

48251 Condition of participation: Surgical

. services.

48252 Condition of participation: Anesthe-
sia sarvices.

482.53 Conditlon of participation: Nuclesr
medicine services,

482.54 Condition of participation: Out-
patient services.

48255 Condition of participation: Emer-
gency services.

482.56 Condition of participation: Rehabjli-
tation sarvices.

482.57 Condition of participation: Res-
pivatory care services.

Subpart E~-Requirernents for Specially
Hospitols

@1003/005

42 CFR Ch. IV (10-1-9
SUBCHAPTER E—STANDARDS AND CERTIFICATION

182.60 Speclal provisions applying
chiatric hospltals.

43261 Condition of participatio
medical record requirements
chiatric hospitals.

482.@2 Condition of participation
staff requirements for paych

pitals,

482.66 Special requirements for
viders of lobg-term care
{“*swing-beds™). .

AUTHORITY: Seca. 1102, 1136, 1185;

1881 (e). (N, (k). (r), (VXAIXQ), ().

1864, 1871, 1883, 1886, 1902(a)30), an

the Soclal Security Act (42 U.8.C,

6, 1338, 1395(a)(6). 1395z (e), (D), "

(vXIXG). (z), and (ee), 128%a4, 1

1395ww, 1396a(a)X30), and 139&(a)).

SOURCE: §1 FR 22043, June 17, 1884
otherwise noted.

Subpart A—General Provis

§482.1 Basis and scope.

(a) Basis in legislation. (1) Se
1861(e) of the Act provides that~

(i) Hospitals participating in
care must meet certain specl
quirements; and

(i1) The Secretary may impose;s
tional requirements if they are’f
necessary in the interest of the
and safety of the individuals whaz
furnished services in hospitals, v

(2) Section 1861(1) of the Act pri
that an institution participatd

Medicare as & psychiatric hogpi®

must meet certain specified -
ments imposed on hogpitals und
tion 1861(e), must be primarily

in providing, by or under the
vision of a physician, psychiatric,
ices for the diagnosis and treatm

mentally i1l persons, must maintill

clinical records and other records
the Secretary finds necessary,
must meet staffing requirements

the Secretary finds necessary to'ca
out an active program of treatment ok

individuals who are furnished se
in the hospital. A distinct part of$
institution can participate as 8 DSy

chiatric hospital if the ipstitution

meets the specified 1861(e) req
ments and is primar{ly engaged {n
viding paychiatric services, and if
distinct part meets the records

316
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Health Care Financing Adminisiration, HHS §482.12

staffing requirements that the Sec-
retary finds necessary.

(3) Section 1805(a) of the Act provides
that “medical asaistance” (Medicaid)
psyments may be applied to various
pospital services. Regulations inter-
proting those provisions specify that
hospitals receiving payment under
Medicaid must meet the requirements
for participation in Medicare (except in
the case of medical supervisfon of
purse-midwife servioes. See §§440.10 and
440.165 of this chpater.).

(b) Scope. Except as provided in sudb-

S of part 405 of this ohapter, the
provislons of this part serve as the
pasis of survey activities for the pur-
pose of determining whether a hospital
qualifies for a provider agreement
under Medicare and Medicaid.

§482.2 -Provision of emergency serv-
-jces by nonparticipating hospitals.

(a) The services of ap institution that
does not have an agreement to partici-
pate in the Medicare program may,
pevertheless, be reimbursed under the
program if— .

(1) The services are emergency &erv-
{ces; and

{2) The institution meets the require-
ments of section 1861(e) (1) through (5)
and (7) of the Act. Rules applicable to
emergency services furnished by
ponparticipating hospitals are set forth
in subpart G of part 424 of this chapter.

(b) Secton 440.170(e) of this chapter
defines emergency hospital services for
purposes of Medicaid reimbursement.

{51 FR 22042. June 17, 1986, as amended at S3
FR 6648 Mar. 2, 1988}

Subpart B—Adminisiration

§482.11 Condition of participation:
Compliance with Federal, Stapte and

! laws,
(a) The hospital must be in compli-
apce with applicable Fedoral laws re-
lated to the health and safety of pa-

(b) The hospital must be— '

applicable standards that are required
by State or local laws.

$482.12 Condition of participation:
Governing body.

The hospital must have an effective
governing body Jegally responsible for
the conduoct of the hospital as an insti-
tution. However, if a hospital does not
have an organized governing body, the

persons legally responsible for the con-

duct of the hospital must carry out the
functions specified in this Part that
pertain to the governing body.

(a) Standard: Medical staff. The gov-
erning body muast:

(1) Determine, in accordance with
State law, which categories of practi-
tioners are eligible candidates for ap-
pointment to the medical staif;

(2) Appoint members of the medical
gtaff after coneidering the rec-
.ommendations of the existing members
of the medical staflf;

(3) Assure that the medical staff has
bylaws:

(4) Approve medical staff bylaws and

other medical staff rules and regula- -

tions:

(5) Ensure that the medical staff is
accountable to the governing dody for
the quality of care provided to pa-
tients; .

(6) Ensure the criteria for selection
are individual character, competence,
training, experience, and judgment;
and

(7) Ensure that under no cir~
cumstances is the accordance of staff
membership or profeasional privileges
in .the hospital dependent solely upon
certification, fellowship, or member-
ship in a specialty body or society.

(b) Standard: Chief ezecutive officer.
The governing body muat appoint a
chief executive officer who is respon-
sible for managing the hospital.

(c) Standard: Care of patients. In ac-
cordance with hospital policy. the gov-
erning body must ensure that the fol-

(1) Every Medicare patient i{s under

tients. - % lowing requirements are met:

(1) Licensed; or

(2) Approved as meetipg standards for
licensing established by the agency of
the State or locality responsible for li-
censing hospitals.

(¢) The hospital must assure that
pversonnel are licensed or meet other

the care of:

(1) A doctor of medicine or osteop-
athy (This provision is not to be con-
strued to limit the authority of a doc-
tor of medicine or osteopathy to dele-

gate tasks to other Qqualified health -

care personnel to the extent recognized

377
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under State law or a State's regulatory
mechanism.);

(1) A doctor of dental surgery or den-
tal medicing who is legally authorized
to practice dentistry by the State and
who 18 acting within the scope of his or
her license;

(ii1) A doctor of podiatri¢c medicine,
but only with respect to functions
which he or she i8 legally authorized by
the State to perform:;

({v) A doctor of optometry who is le-
gally authorized to practice optornetry
by the State in which he or she prac-
tices;

(v) A chiropractor who is licensed by
the State or legally authorized to per-
form the eervices of a chiropractor, but
only with respect to treatment by
means of manual manipulation of the
spine to correct a subluxation dem-
onstrated by x-ray to exist.

(2) Patients are admitted to the hos-
pital only on the recommendation of a
licensed practitioner permitted by the
State to admit patients to a hospital.
If a Medicare patient is admitted by a
practitioner not specified in paragraph
(cX1) of this section, that patient is
under the care of a doctor of medicine
or osteopathy.

(3) A doctor of medicine or osteop-
athy s on duty or on call at all times.

(4) A doctor of medicine or osteop-
athy is responsible for the care of each
Medicare -patient with respect to any
medical or paychiatric problem that—

(1) is present on admission or devel-
ops during hospitalization; and - -

(ii) Is not specifically within the
scope of practice of a doctor of dental
surgery, dental medicine. podiatric
medicine or optometry, or & chiro-
praotor, as that scope is—

(A) Defined by the medical staff;

(B) Permitted by State law: and .

{C) Limited, under paragraph (c)1Xv)
of this section, with respect to chlro-
practors.

.(6)(3) To identify po:entisl organ do—
nors as defined in §485.302 of this chap-
ter, the hospital has written protocols
that—

(A) Assure that the family of each
potential organ donor knows of its op-
tion either to donate organs or tissues
or to decline to donate;

(B) Encourage discretion a.nd sen-
sitivity with respect to the cir-

HHS ASPE/HP

42 CFR Ch. IV (10-1-93E¢

cumstances, views and beliefs o
families of potential donors: &nd‘}'.
(C) Require that an organ

ment organization designated: by

Secretary under §485.308 of this

be notified of potential organ do
(ii) In the case of a hospital ingy;

organ transplants are performe

hospital must de a member:

Organ Procurement and:-

tation Network established - eb

Act and abide by its rules and;
menta. :

graph, the term ‘‘organ"”
human kidney, liver,. heart.
pancreas.

the following conditions:

(1) The plan must include
operating budget that is pre
cording to generally s.ccep:ed
ing principles. -

(2) The budget must lncluda g
ticipated income and expenses
provision does not require? e
budget {dentify item by item t
ponents of each an:!cipated !n
expensa.

(3) The plan must provide tor
expenditures for at least a S-ye
riod, including the year in- whl

- graph (d}(2) of this secuon"

ble.

(4) The plan must includ
tify in detail the objective of
anticipated sources of ﬁna.nc,
each anticipated capital expendi
excess of $600,000 .(or a leaser:
that is established, in accordan
section 1122(gX1) of -the Act,
State in which the hogpital:
that relates to any of the foll

(1) Acquisition of land:

(ii) Improvement of land, buil
and equipment; or

(1i1) The replacement, mode
and expansion of buildings a.n
ment.

(5) The plan must be subm.lty

u;nabed in accordance with :88
1122(b) of the Act, or if an agen
designated, to the appropriate
planning agency in the State. X

378
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Medium and Large Firms (1991)

--1% no mental health hospital care
--2% no mental health outpatient care
--Less than 0.5% no inpatient detox

--21%
--21%
--22%
--23%

no
no
no
no

inpatient alcochol rehab
outpatient alcohol
inpatient drug
outpatient drug

Small Establishments (1990)

--2% no mental health hospital care
--3% no mental health outpatient care
--1% no inpatient detox

--20%
--26%
--23%
--29%

no
no
no
no

inpatient alcochol rehab
outpatient alcohol
inpatient drug rehab
outpatient drug

State and local governments (1990)

--1% no mental health hospital care
--4% no mental health outpaitnet care
--less than 0.5% no inpatient detox

--17%
--23%
--19%
--24%

no
10
no
no

inpatient alcohol rehab
outpatient alcohol
inpatient drug rehab
outpatient drug

[@oo2/002



Substance Abuse Provisions in the Health Security Act

Description of Substance Abuse Benefit

The Health Security Act takes serious steps toward creating
a comprehensive alcohol and drug abuse benefit by covering a
broad range of treatment options and by eliminating pre-
existing condition exclusions and lifetime limits that today
restrict the access of individuals with substance abuse
disorders to needed services.

Currently, many Americans have no insurance coverage for
substance abuse treatment. Twenty-one percent of people
receiving coverage through medium and large firms have no
coverage for inpatient rehabilitation or outpatient care for
substance abuse (BLS 1991).

By January 1, 2001, the Health Security Act replaces current
insurance market strategies of annual day limits with a
managed benefit. In addition, higher copayments and
coinsurance that apply initially for certain services are
reduced, and limitations on applying certain expenses to the
annual out-of-pocket maximum on cost sharing are eliminated.

Until January 1, 2001, the Act emphasizes a wide range of
innovative treatment options, such as day treatment
programs, partial hospitalization, ambulatory
detoxification, and relapse prevention.

Health plans are encouraged to use the wide array of
treatment options to provide individuals with a continuum of
care -- that is both appropriate for an individual’s needs
and cost effective -- through substitution of inpatient and
residential days for treatment in other settings.

L Thirty days of inpatient and residential treatment may
be reduced by one day for every two days of intensive
nonresidential treatment or by one day for every four
days of substance abuse counseling and relapse
prevention.

o An additional 30 days of inpatient days and 60 days of
intensive nonresidential days are available in certain
circumstances. Thirty visits of group therapy for
substance abuse counseling and relapse prevention are
covered for individuals who have received other
treatment within 12 months.

° Significantly, no day or visit limits apply to medical
management, diagnosis, screening and assessment, and
crisis services.




Other Substance Abuse Services

In addition to the substance abuse services in the
comprehensive benefit package, the Health Security Act
includes initiatives for improving access to substance abuse
services. '

] The Act provides funding for services to remove
barriers to care, such as community and patient
outreach, transportation and translation services.

° The Secretary of Health and Human Services is
authorized to make grants for the development of school
health service sites. Criteria for grant awards
include the provision of health and social services,
counseling services and necessary referrals, including
referrals regarding substance abuse.

® Other school-based programs focus on educating school
children about substance abuse, including tobacco and
alcohol use.

Funding is increased for the National Institutes of Health
prevention research, including substance abuse prevention
research.

We understand, however, that the Health Security Act will
not meet all of the needs of hard-core drug users.
Therefore, the President’s 1995 budget includes $355 million
for treatment of hard-core users. This is the largest
increase ever proposed.



The Health Security Act

Summary of The
Mental Illness and Substance Abuse Provisions

Mental illness and substance abuse disorders will affect more
than 50 million Americans this year. Left untreated, these
illnesses are responsible for countless numbers of lost lives and
billions of dollars in lost work days and productivity. The
Health Security Act recognizes the economic and personal impact
of mental illness and substance abuse disorders and makes
treatment for them an integral part of health care in America.

The goal of the Health Security Act's mental illness and
substance abuse benefit is to provide full and flexible coverage.
The benefit encourages the use of proven, cost-effective,
treatment alternatives.

Coverage for mental illness and substance abuse disorders
includes screening and assessment, crisis services, inpatient and
residential treatment, intensive non-residential treatment,
outpatient treatment, case management and collateral services.
And, unlike today, there are no lifetime limits on these
services.

By January 1, 2001, day and visit limits, deductible days
specific to this benefit and higher cost sharing are eliminated.
Expenses not initially counting toward annual out-of-pocket
limits will apply toward annual out-of-pocket limits.

INPATIENT

Under the Health Security Act, coverage for inpatient services,
hospital and residential, are to be provided in the least
restrictive setting that is effective and appropriate for the
individual and if less restrictive intensive non-residential or
outpatient treatment would not be effective or appropriate.

HOSPITAL

Mental Illness: Before January 1, 2001, the comprehensive benefit
package provides for 30 days annually of inpatient or residential
treatment. Cost sharing depends on the option selected.! An
additional 30 days of inpatient or residential treatment may be
approved, if a health professional designated by the health plan
in which an individual is enrolled determines either that:

1) the individual poses a threat to his or her own life or
that of another; or

2) that the medical condition of the individual requires
inpatient hospitalization in order to initiate, alter,
or adjust pharmacological or somatic therapy.
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Under plans which have a higher cost sharing, the individual must
pay a one day deductible for each inpatient admission.

Substance Abuse: Before January 1, 2001, the substance abuse
provision of the comprehensive benefit limits hospitalization to
medical detoxification associated with withdrawal from alcohol or
drugs that involves psychiatric complications. Hospitalization
for medical detoxification that does not involve psychiatric
treatment is covered under the general benefit and the days do
not count against the annual day limit for treatment of mental
illness and substance abuse disorders. Under the plans with a
higher cost sharing schedule, a one day deductible applies.

RESIDENTIAL

Mental Illness and Substance Abuse: Residential treatment options
include treatment centers, detoxification centers, crisis
programs, therapeutic family or group treatment homes, community
residential treatment or recovery centers for substance abuse.
Before January 1, 2001, the same limits and cost sharing apply to
residential treatment as apply to hospitalization.

INTENSIVE NON-RESIDENTIAL TREATMENT

Mental Illness and Substance Abuse: Intensive non-residential
treatments include partial hospitalization, day treatment,
psychiatric rehabilitation, home-based services, ambulatory
detoxification and behavioral aide services.

These treatments are provided only for the purpose of averting
the need for, or as an alternative to, treatment in hospitals or
residential inpatient settings; to facilitate the earlier
discharge of an individual receiving inpatient or residential
care; to restore the functioning of an individual receiving
inpatient or residential care; to restore the functioning of an
individual with a diagnosable mental or substance abuse disorder;
or to assist the individual to develop the skill and gain access
to the support services the individual needs to achieve the
maximum level of functioning of the individual within the
community.

Intensive non-residential treatment services will be provided by
health plans if a health professional designated by the health
plan determines an individual should receive such services.

Before January 1, 2001, intensive non-residential services are
covered as a substitution for inpatient days at the rate of two
intensive non-residential days for one inpatient day, until the
30 day annual aggregate inpatient day limit is reached.
Individuals may receive up to sixty days of treatment using the
substitution formula.
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For example, an individual who has been hospitalized for seven
days may convert his or her remaining 23 inpatient days to
intensive 46 non-residential days. For those who select a higher
cost sharing plan, a one-day deductible per episode applies.

An additional 60 days of non-residential treatment may be
provided if a health care professional designated by the health
plan determines additional treatment is medically necessary or
appropriate. The exchange of inpatient days does not apply to
this second 60 days. However, these days are subject to a 50%
coinsurance payment in higher cost sharing plans and $25 per
visit payment for lower cost sharing plans. These cost sharing
and other expenses do not count toward the annual out-of-pocket
limit on cost sharing. Under higher cost sharing plans, a one-day
deductible applies.

OUTPATIENT

Other Outpatient Services for Mental Illness and Substance Abuse:
Based on an individual's need, the following outpatient services
are available: screening and assessment, diagnosis, medical
management, crisis services and somatic treatment services. These
are covered following the standard cost sharing schedule but cost
sharing for these services does not count toward the annual out-
of-pocket limit.

Outpatient Psychotherapy and Collateral Services: Before January

1, 2001, 30 psychotherapy or collateral services visits are
covered annually. For psychotherapy and collateral sessions there
is a 50% coinsurance payment in higher cost sharing plans and a
$25 per visit payment for lower cost sharing plans. These cost
sharing and other expenses do not count toward the annual out-of-
pocket limit on cost sharing.

In order to prevent hospitalization or to facilitate earlier
hospital release, additional visits may be made available by
exchanging, at a 1 to 4 rate, inpatient days for outpatient
psychotherapy visits following the same cost sharing schedule as
the first 30 visits. Again, cost sharing for these services does
not count toward the annual out-of-pocket cap.

Outpatient Substance Abuse Counseling and Relapse Prevention:
Before January 1, 2001, at the discretion of the health plan, an
individual may receive substance abuse counseling and relapse
prevention treatments by exchanging inpatient/residential days
for outpatient visits on a 1 to 4 basis until the 30 day
inpatient/residential annual limit is reached.



Page 4 12/28/93

Within 12 months after'an individual receives residential or
intensive non-residential treatment, 30 group therapy session are
covered for substance abuse counseling and relapse prevention.

Intensive non-residential and outpatient detoxification may only
be provided in the context of a treatment program.

Cost sharing for these services does not count the toward annual
out-of-pocket limit.

Case Management

Case management services are to be offered by health plans.
However, health plans have the discretion to determine if a
specific individual enrolled in a health plan should receive such
services. These services include those that assist individuals in
gaining access to needed medical, social, educational and other
services.

Other Provisions Related to Mental Illness and
Substance Abuse

Financial Assistance for State Mental Illness and Substance Abuse
Activities: Section 3501 of The Health Security Act authorizes
the Secretary of Health and Human Services to use funds from the
Public Health Service Initiatives Fund to award grants to States
for activities related to mental illness and substance abuse
including those:

o To increase the access of individuals to transportation,
community and patient outreach, patient education, translation
services, and such other services as the Secretary of Health and
Human Services determines to be appropriate.

o To improve the capacity of State and local service systems to
coordinate and monitor mental illness and substance abuse
services, including improvement of management information
systems, and establishment of linkages between providers of
mental illness and substance abuse services and primary care
providers and health plans.

o To provide incentives to integrate public and private systems
for the treatment of mental illness and substance abuse
disorders.

In fiscal year 1995, $100 million is authorized to be
appropriated; in fiscal year 1996, $150 million is authorized and
for fiscal years 1997 through 2000, the authorization is $250
million for each year.
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State Plans for Mental Health and Substance Abuse Integration:
Section 3511 of the Health Security Act states that in order to
qualify to participate in the overall health care plan, by
October 1, 1998 each state must submit a plan to the Secretary of
Health and Human Services. The plan must show how the state will
achieve the integration of the state and local mental illness and
substance abuse services with the mental illness and substance
abuse services included in the comprehensive benefit package.

Pilot programs to demonstrate model methods for achieving the
integration of the mental illness and substance abuse services of
states with the services included in the comprehensive benefit
package will be established by the Secretary of Health and Human
Services.

Financial Assistance For School Health Service Sites: Sections

3684 and 3685 of the Health Security Act empower the Secretary of
Health and Human Services to make grants to State

health agencies or to local community partnerships to develop
school health services sites. Criteria for grant awards will
include provision of health and social services, counseling
services, and necessary referrals, including referrals regarding
mental illness and substance abuse.

Privacy Of Information: Section 5120 of the Health Security Act
details the overall health information system privacy standards.
No "individually identifiable health information" shall be
disclosed unless it is authorized by the individual to whom the
information pertains. Section 5123 of the Act specifically
includes "the past, present, or future physical or mental health
of the enrollees" in the definition of "individually identifiable
information".

! cost Sharing - Individuals may choose the level of cost sharing most

appropriate for them. The three cost sharing options are:

Bigher Cost Sharing (Fee For Service) - Patients pay 20% of the cost of
each visit after the $200 individual deductible or $400 family
deductible is reached. They pay nothing after they reach the annual out-
of-pocket maximum of $1,500 for an individual or $3,000 for a family.

Combination Cost Sharing (Doctor Network/Preferred Provider
Organization) - This plan offers low co-payments ($10)- with no
deductible - if patients use the doctors within the network ("preferred
providers"). If patients choose doctors outside the network, they have
higher co-payments (20% of each visit) - once they've paid the $200
individual deductible or the $400 family deductible. They pay nothing
once they've reached their out-of-pocket maximum (see above}).

Lower Cost Sharing (Health Maintenance Organization) Patients pay no
more than $10 for each doctor visit. There are no co-payments for

hospital and no deductible has to be met.



MENTAL ILLNESS AND SUBSTANCE ABUSE

Problems in the Current Market

Today's insurance market creates barriers to treatment for
mental illness through lifetime day or dollar limits and through
preexisting condition exclusions.

. 84% of health plans in the current market report day or
dollar limits on psychiatric inpatient care
(Hay/Huggins 1993).

. Of those reporting day limits, 61% allow 30 or fewer
days (Hay/Huggins 1993).

. 95% of medium and large firms report visit or dollar
limits on outpatient treatment for mental illness
(Bureau of Labor Statistics (BLS) 1991).

. 48% provided 30 or fewer outpatient visits (BLS 1991).

Current coverage for substance abuse treatment is even more
limited.

. Many people have no insurance coverage for substance
abuse treatment. 21% of people receiving health
insurance through large and medium-sized firms have no
insurance coverage for substance abuse inpatient
rehabilitation or outpatient care (BLS 1991).

. Those who do have coverage face severe restrictions.
10% of participants in the BLS survey reported lifetime
day limits, 14% reported limits on the number of
treatments, and 22% reported lifetime dollar limits.

Comprehensive Coverage Through the Health Security Act: The
Mental Illness and Substance Abuse Benefit

The Health Security Act covers a broad range of treatment
options and eliminates preexisting condition exclusions and
lifetime limits that today restrict access of individuals with
mental or substance abuse disorders to needed services.

The mental illness and substance abuse benefit in the Health
Security Act includes inpatient and residential treatment,
intensive nonresidential treatment, and outpatient services,
including screening and assessment, diagnosis, medical
management, psychotherapy, crisis services, collateral services
and case management. Significantly, medical management (even for
the severely 111), diagnosis, screening and assessment, and
crisis services are not subject to annual day and visit limits.



By January 1, 2001, the Health Security Act replaces current
insurance market strategies of annual day limits on inpatient,
residential and intensive nonresidential treatment, psychotherapy
and substance abuse counseling and relapse prevention with a
managed benefit. In addition, higher copayments and coinsurance
for psychotherapy, collateral services and some intensive
nonresidential treatment days are reduced, and limitations on
applying certain expenses to the annual out-of-pocket maximum on
cost sharing are eliminated.

Until January 1, 2001, the Act emphasizes a wide range of
innovative treatment options, such as case management, partial
hospitalization, day treatment programs, and home-based and
behavioral aide services -- including services that are important
to the treatment of seriously emotionally disturbed children.
Providing coverage for this array of treatment options represents
a new direction for the delivery of mental illness and substance
abuse services and creates incentives for the development of
needed capacity.

Health plans are encouraged to utilize the wide array of
treatment options to provide individuals with a continuum of care
-- that is both appropriate for an individual's needs and cost
effective -- through substitution of inpatient and residential
days for treatment in other settings. Thirty days of inpatient
and residential treatment may be reduced by one day for every two
days of intensive nonresidential treatment or by one day for
every four outpatient visits for psychotherapy or substance abuse
counseling and relapse prevention.

Beyond the services covered through substitution, additional
treatments are covered to provide ongoing and appropriate
support. A maximum of thirty additional inpatient days are
covered for particularly vulnerable individuals. A maximum of 60
additional days of intensive nonresidential treatment are
available. Again without substitution, thirty wvisits of
psychotherapy and collateral services are covered for an
individual, and 30 visits in group therapy are covered for
substance abuse counseling and relapse prevention for individuals
who have received other treatment within 12 months.

Through universal coverage, larger numbers of individuals
with severe disorders will obtain access to services. While
there is promising experience in the private sector with a
flexible managed mental health and substance abuse benefit, there
is less experience and data on the use of this approach for
individuals with severe mental illness or chronic drug and
alcohol addiction. Given this uncertainty and consistent with
our conservative approach in all of our estimates, we have
included protections like a one-day deductible in order to remain
conservative in estimating the cost of the benefit. Within this
framework, we have developed a benefit structure that encourages
flexibility and management so that by January 1, 2001 the benefit
no longer needs to rely on specific day and visit limits.



Initiatives for Improving Access to Mental Illness and Substance
Abuse Services

In addition to the mental illness and substance abuse
benefit, the Health Security Act includes initiatives for
improving access to mental illness and substance abuse services.

The Act provides funding for services to remove barriers to
treatment for mental illness and substance abuse, including
community and patient outreach, transportation and translation
services.

The Health Security Act requires states to submit a plan by
October 1, 1998 to demonstrate how they will integrate state and
local mental illness and substance abuse services with the mental
illness and substance abuse services included in the
comprehensive benefit package.

The Secretary of Health and Human Services is authorized to
make grants for the development of school health service sites.
Criteria for grant awards include the provision of health and
social services, counseling services, and necessary referrals,
including referrals regarding mental illness and substance abuse.
Other school-based programs focus on educating school children
about substance abuse, including tobacco and alcohol use.



November 23, 1993

Dear Senator Kennedy:

The Administration shares your goal of creating a
comprehensive and flexible mental illness and substance abuse
benefit. The provisions in the introduced version of the Health
Security Act take serious steps toward this goal by covering a
broad range of treatment options and by eliminating pre-existing
condition exclusions and lifetime limits that today restrict the
access of individuals with mental or substance abuse disorders to
needed services.

The mental illness and substance abuse benefit in the Health
Security Act includes inpatient and residential treatment,
intensive nonresidential treatment, and outpatient services,
including screening and assessment, diagnosis, medical
management, psychotherapy, crisis services, collateral services
and case management. Significantly, medical management even for
the severely ill, diagnosis, screening and assessment, and crisis
services are not subject to annual day and visit limits.

By January 1, 2001, the Health Security Act replaces current
insurance market strategies of annual day limits on inpatient,
residential and intensive nonresidential treatment, psychotherapy
and substance abuse counseling and relapse prevention with a
managed benefit. In addition, higher copayments and coinsurance
for psychotherapy and collateral services are reduced.

Until that time, the Act emphasizes a wide range of
innovative treatment options, including case management, partial
hospitalization, day treatment programs, and home-based and
behavioral aide services that are important to the treatment of
seriously emotionally disturbed children. Providing coverage for
this array of treatment options represents a new direction for
the delivery of mental illness and substance abuse services and
creates incentives for the development of needed capacity.

Health plans are encouraged to utilize the wide array of
treatment options to provide individuals with a continuum of care
-- that is both appropriate for an individual's needs and cost
effective -~ through substitution of inpatient and residential
days for treatment in other settings. Thirty days of inpatient
and residential treatment may be reduced by one day for every two
days of intensive nonresidential treatment or by one day for
every four outpatient visits for psychotherapy or substance abuse



counseling and relapse prevention.

Beyond the services covered through substitution, additional
treatments are covered to provide ongoing and appropriate
support. A maximum of thirty additional inpatient days are
covered for particularly vulnerable individuals. A maximum of 60
additional days of intensive nonresidential treatment are
available. Again without substitution, thirty visits of
psychotherapy and collateral services are covered, and 30 visits
in group therapy are covered for substance abuse counseling and
relapse prevention for individuals who have received other
treatment within 12 months.

Through universal coverage, larger numbers of individuals
with severe disorders will obtain access to services. While
there is promising experience in the private sector with a
flexible managed mental health and substance abuse benefit, there
is less experience and data on the use of this approach for
individuals with severe mental illness or chronic drug and
alcohol addiction. Given this uncertainty and consistent with
our conservative approach in all of our estimates, we have
included protections like a one-day deductible in order to remain
conservative in estimating the cost of the benefit. Within this
framework, we have developed a benefit structure that encourages
flexibility and management so that by January 1, 2001 the benefit
no longer needs to rely on specific day and visit limits.

In your letter, you asked for clarification in the
provisions on the benefit on the following issues:

1. There are no deductibles in the lower cost sharing
option.
2. The Act includes no provisions regarding means-testing

for mental illness and substance abuse benefits. Of
course, individuals may receive premium discounts, and
those on AFDC or SSI pay only $2 copayments in lower
cost sharing plans.

3. Lower cost sharing plans do not require a copayment for
the first 60 days of intensive nonresidential treatment
for mental illness and substance abuse and do not
require the payment of a one-day deductible. Higher
cost sharing plans require the payment of 20%
coinsurance for the first 60 days and the payment of a
one-day deductible. Expenses for the first 60 days of
intensive nonresidential mental illness treatment that
an individual incurs prior to satisfying an applicable
deductible and copayments and coinsurance may be
applied toward the out-of-pocket limit on cost sharing.

4. The Act does not define the terms "somatic treatment
services" or "somatic therapies", which are used in
section 1115(c) and (e). These terms are not defined



in the Act in order to accomodate changes in future
technology and treatment patterns.

In addition to the mental illness and substance abuse
benefit, the Health Security Act also provides funding for
services to remove barriers to treatment for mental illness and
substance abuse, including community and patient outreach,
transportation and translation services. Other initiatives
include school-based programs aimed at educating school children
about substance abuse, including tobacco and alcohol use. In
addition, the National Institutes of Health will fund mental
illness and substance abuse prevention research.

I appreciate your concern and look forward to working with
you on these issues in the future.

Regards,

Ira C. Magaziner
Senior Advisor for Policy
Development



Rnited States Senate

WASHINGTON, DC 20510

November 17, 1993

Ira Magaziner

Senior Adviser for Policy Development
The White House

Washington, D.C. 20500

Dear Ira ’

We have reviewed the 11/14/93 rclease of changes in the Mental
Illness and Substance Abuse Provisions in the Health Security
Act.

As you are aware, the Senate Working Group on Mental Health
believes that comprehensive and flexible benefits provided under
a well-managed system are very achievable, and would be more
effective and more cost efficient than the plan presented in the
Health Security Act. The enclosed testimony and summary of the
November 8 hearing before the Senate Committee on Labor and Human
Resources highlight our case for such benefits.

In addition, we are concerned that there are a number of problems
with the Health Security Act that must be addressed, even in the
context of a traditional benefits plan that relies on day limits,
heavy deductibles and co-payments to restrict utilization. While
we recognize your serious attempt to deal with difficult issues
in the 11/14 document, we still have concerns with the revised

model. Several significant aspects of the plan should be changed
in order to meet the Administration’s own goals of security and
simplicity.

We would appreciate your consideration of the following issues
and questions:

INPATIENT SERVICES

1. Meeting the criteria for additional days: The revised

benefits provide 30 days of inpatient treatment. An additional
30 days may be approved if a health professional determines that
the patient either poses a threat to his or her own life or that
of another, or requires hospitalization to initiate, alter or
adjust pharmacological or somatic therapy.
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Many situations exist where patients may be seriously disturbed
with a medical or psychological necessity for inpatient care but
would be unable to meet Lhe stated definition and access the
additional 30 days.

2. Deductible: The revised plan continues to reguire a one-day
deductible for inpatient care.

As Hewitt Associates strongly stated at the November 8 hearing,
they know of no plan that now uses the one-day deductible as a
way to kecp costs down. The one-day deductible is likely to save
$5 per covered life, yet would put an unconscionable burden on
those who can least afford it -- emotionally oxr financially.

INTENSIVE NON-RESIDENTIAL SERVICES

1. Differential treatment costs: The types of treatment listed
are not actuarially equivalent yet are made so by the 2 for 1
substitution. The listed treatments vary greatly in actual cost.
For example, partial hospitalization, day treatment, and
psychiatric rehabilitation services are likely to be more
expensive than a second group of non-residential services, namely
the home-based, ambulatory detoxification and behavioral aide
services. If the equivalent cost of services is the basis for
this trade-off, we would suggest that for this second group, 1
inpatient day should be equal to 4 days of alternative care.

2. Deductible and co-insurance: The l-day deductible and the
50% co-payment for the second 60 days continue the assumption
that the plan must hit people hard at the beginning of treatment
and at points during treatment in order to keep costs down. This
model perpetuates the concept that people are frivolous in
seeking help through these therapies. It also negates the entire
concept of good, high quality managed care that provides the best
treatment for the patient at that time in the patient’s life.

Patients will be financially forced into choosing a type of
treatment because of its co-payment or out-of-pocket cap rather
than basing such serious decisions on what will help them get
well.

OUTPATIENT SERVICES

1. Reduced number of visits: We are seriously concerned that
the number of visits for outpatient psychotherapy and collateral
services has been cut in half. The original plan allowed for 30
visits for each treatment modality. This reduction is a serious
attack on a low-cost and yet highly effective plan benefit.
Given the actuarial data concerning outpatient psychotherapy,
moving to an increased benefit would make more fiscal and
prevantive sense than this reduction to a total of 30 wvisits.
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2. Limits and co-insurance: We are dismayed by the
Administration’'s apparent unwillingness to recognize the wealth
of data that show the financial advantages of an open outpatient
benefit and the unreasonableness of a limited 30-visit outpatient
benefit and a 50% co-insurance. The data speak both to the very
low cost of removing the day limit and to the administrative
nightmare that these limits and the collection of co-payments
would create in exchange for little or no cost savings.

3. Out-of-pocket cap: For both the outpatient benefits and the
intensive non-residential benefits, we feel strongly that not
counting these expenses toward the out-of-pocket cap works
adversely on those who need these benefits to improve their
lives, perhaps, even to save their lives.

We do have several specific questions raised by the 11/14/93 memo
we hope you will answer for us.

QUESTIONS/CTLARIFICATIONS

1. In-patient deductible: What would be the deductible for the
low cost-sharing option? Would it apply to each admission?

2. Means-testing for benefits: 1Is there any plan to means-test
any of the mental health and substance abuse benefits?

3. Intensive non-residential co-payment: Do the deductible and
co-payment paid by the patient during the first 60 days count
toward their out-of-pocket cap? Is there a difference between
the high and low cost-sharing plans in terms of the one-day
deductible and/or co-payment during the first 60 days?

4. How does the plan define "somatic illnesses" and "somatic
treatments”? These are central to both the inpatient extension

of days and to outpatient psychotherapy.
SUMMARY '

We are very concerned that the mental health and substance abuse
benefits as now presented will not gain the support of the
American people for two primary reasons:

(a) It would be less than many people now have; and, (b) it would
create such additional bureaucracy that cost savings in the first
three years would be difficult to achieve. That would endanger
the phase in of additional benefits in 2001.
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We ask that the health plan reflect the large research base that
shows the importance of using psychological criteria as well as
medical criteria for establishing treatment necessity.

We urge you to re-examine this subject with an openness to new,
more recent data, and with a willingness to take issue with those

who encourage more administrative restrictions that add to the
costs when the goal is to save money. We know that the idea
behind the inclusion of mental health and substance abuse
benefits is a good ocne. We fear, however, that the amended plan
encourages treatment that may not be in the best interest of the
patient and does it by artificially manipulating the patient’s
cost of obtaining care.

Thank you for your consideration of these important issues. We
look forward to hearing from you.

Sincerely,

Paml D. Wellstone

-Danielyx.
A4 /
7

/o

Pauyl Simcn




TO: Melanne Verveer
FROM: Jennifer Klein
DATE: 12/22/93

Attached please find a summary of mental illness and
substance abuse provisions of the bill. This should give you all
of the information in one place. Christine Heenan is using this
summary to write separate talking points on mental illness and
substance abuse.

Also, I asked Jason Solomon to send you the Q and A segments
from the Washington Post. He left me an extra copy, so let me
know if you did not receive it.
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Summary of The
Mental Illness and Substance Abuse Provisions -

Mental illness and substance abuse disorders will affect more
than 50 million Americans this year. Left untreated, these
illnesses are responsible for countless numbers of lives and
billions of dollars in lost work days and productivity.

The Health Security Act recognizes the economic and personal
impact of mental illness and substance abuse disorders and makes
treatment for them an integral part of health care in America.

The goal of the Health Security Act's mental illness and
substance abuse benefit is to provide full and flexible coverage.
The benefit encourages the use of proven, cost-effective,
innovative treatment alternatives. And, unlike today, there are
no lifetime limits on these services.

By the year 2001, all day and visit limits, and cost sharing and
day deductibles specific to mental illness and substance abuse
treatment, will be eliminated.

Coverage includes: screening and assessment; crisis services;
inpatient and residential mental illness and substance abuse
treatments; intensive non-residential mental illness and
substance abuse treatment; outpatient mental illness and
substance abuse treatment; case management and collateral
services.

INPATIENT

Coverage for inpatient services, hospital and residential, are
provided in the least restrictive setting that is effective and
appropriate for the individual; and, if less restrictive
intensive non-residential or outpatient treatment would be
ineffective or inappropriate.

HOSPITAL

Mental Illness: Before January 1, 2001, the comprehensive benefit
package provides for 30 days per calendar year of inpatient or
residential treatment following the standard cost sharing
schedule. An additional 30 days of inpatient or residential
treatment may be approved, if a health professional designated by
the health plan in which an individual is enrolled determines
either that:

1) the individual poses a threat to his own life or that
of another; or
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2) that the medical condition of the individual requires
inpatient hospitalization in order to initiate, alter,
or adjust pharmacological or somatic therapy.

Under some plans which have a higher cost sharing schedule, the
individual must pay a one day deductible for each inpatient
admission.

Substance Abuse: Before January 1, 2001, the substance abuse
provision of the comprehensive benefit limits hospitalization to
medical detoxification associated with withdrawal from alcohol or
drugs that involves psychiatric complications. Hospitalization
for medical detoxification that does not involve psychiatric
treatment is covered under the general benefit and the days do
not count against the annual day limit. Under the plans with a
higher cost sharing schedule, a one day deductible applies.

RESIDENTIAL

Mental Illness and Substance Abuse: Residential treatment options
include residential treatment centers, residential detoxification
centers, crisis residential programs, mental illness residential
treatment programs, therapeutic family or group treatment homes,
community residential treatment, or recovery centers for
substance abuse. Before January 1, 2001, the same limits and cost
sharing apply to residential treatment as apply to
hospitalization.

INTENSIVE NON-RESIDENTIAL TREATMENT

Mental Illness and Substance Abuse: Intensive non-residential
treatments include partial hospitalization, day treatment,
psychiatric rehabilitation, home-based services, ambulatory
detoxification and behavioral aide services.

These treatments are provided only for the purpose of averting
the need for - or as an alternative to - treatment in hospitals
or residential inpatient settings; to facilitate the earlier
discharge of an individual receiving inpatient or residential
care; to restore the functioning of an individual receiving
inpatient or residential care; to restore the functioning of an
individual with a diagnosable mental or substance abuse disorder;
or to assist the individual to develop the skill and gain access
to the support services the individual needs to achieve the
maximum level of functioning of the individual within the
community.

Intensive non-residential treatment services will be provided by
health plans if a health professional designated by the health
plan determines an individual should receive such services.
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Before January 1, 2001, intensive non-residential services are
covered as a substitution for inpatient days at the rate of two
intensive non-residential days for one inpatient day, until the
30 day annual aggregate inpatient day limit is reached.
Individuals may receive up to sixty days of treatment using the
substitution formula.

For example, an individual who has been hospitalized for seven
days may convert his or her remaining inpatient days to intensive
non-residential days. Therefore 23 inpatient days would be
available to convert to 46 intensive non-residential days. For
those who have selected the higher cost sharing plan, a one-day
deductible per episode applies.

An additional 60 days of non-residential treatment may be
provided if a health care professional designated by the health
plan determines additional treatment is medically necessary or
appropriate. This second 60 days is subject to a 50% coinsurance
payment in the higher cost sharing plans and $25 per visit
payment for the lower cost sharing plans. These cost sharing and
other expenses do not count toward an individual's annual out-of-
pocket limit on cost sharing. Under the higher cost sharing
schedule, a one-day deductible applies.

OUTPATIENT

Other Outpatient Services for Mental Illness and Substance Abuse:
Based on an individual's need, the following outpatient services
are available: screening and assessment, diagnosis, medical
management, crisis services and somatic treatment services. These
are covered following the standard cost sharing schedule, but
cost sharing for these services does not count toward an
individual's annual out-of-pocket limit.

Outpatient Psychotherapy and Collateral Services: Before January
1, 2001, 30 psychotherapy or collateral services visits are
covered annually. For psychotherapy and collateral sessions there
is a 50% coinsurance payment in the higher cost sharing schedule
and a $25 per visit payment for the lower cost sharing schedule.
These cost sharing and other expenses do not count toward an
individual's annual out-of-pocket limit on cost sharing.

In order to prevent hospitalization or to facilitate earlier
hospital release, additional visits may be made available, at the
discretion of the health plans, by exchanging, at a 1 to 4 rate,
inpatient days for outpatient psychotherapy visits following the
same cost sharing schedule as the first 30 visits. Again, cost
sharing for these services does not count toward the annual out-
of-pocket cap.
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Outpatient Substance Abuse Counseling and Relapse Prevention:
Before January 1, 2001, at the discretion of the health plan, an
individual may receive substance abuse counseling and relapse
prevention treatments by exchanging inpatient/residential days
for outpatient visits on a 1 to 4 basis until the 30 day
inpatient/residential annual limit is reached.

Within 12 months after an individual receives residential or
intensive non-residential treatment, 30 group therapy sessions
are covered for substance abuse counseling and relapse
prevention.

Intensive non-residential and outpatient detoxification may only
be provided in the context of a treatment program.

Cost sharing for these services does not count the toward annual
out-of-pocket limit.

Case Management

Case management services are to be offered by health plans.
However, health plans have the discretion to determine if a
specific individual enrolled in a health plan should receive such
services. These services include those that assist individuals in
gaining access to needed medical, social, educational and other
services.

Other Provisions Related to Mental Illness and
Substance Abuse

Financial Assistance for State Mental Illness and Substance Abuse
Activities: Section 3501 of The Health Security Act authorizes
the Secretary of Health and Human Services to use funds from the
Public Health Service Initiatives Fund to award grants to States
for activities related to mental illness and substance abuse
including those:

o To increase the access of individuals to transportation,
community and patient outreach, patient education, translation
services, and such other services as the Secretary of Health and
Human Services determines to be appropriate.

o To improve the capacity of state and local service systems to
coordinate and monitor mental illness and substance abuse
services, including upgrading of management information systems,
and establishment of linkages between providers of mental illness
and substance abuse services and primary care providers and
health plans.
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o To provide incentives to integrate public and private systems
for the treatment of mental illness and substance abuse
disorders.

In fiscal year 1995, $100 million is authorized to be
appropriated; in fiscal year 1996, $150 million is authorized;
and for fiscal years 1997 through 2000, the authorization is $250
million for each year.

State Plans for Mental Illness and Substance Abuse Integration:
Section 3511 of the Health Security Act states that in order to
qualify to participate in the overall health care plan, by
October 1, 1998 each state must submit a plan to the Secretary of
Health and Human Services. The plan must show how the state will
achieve the integration of the state and local mental illness and
substance abuse services with the mental illness and substance
abuse services included in the comprehensive benefit package.

The Secretary of Health and Human Services will establish pilot
programs to demonstrate model methods for achieving the
integration of the mental illness and substance abuse services of
states with the services included in the comprehensive benefit
package.

Financial Assistance For School Health Service Sites: Sections

3684 and 3685 of the Health Security Act empower the Secretary of
Health and Human Services to make grants to state health agencies
or to local community partnerships to develop school health
services sites. Criteria for grant awards will include the
provision of health and social services, counseling services, and
necessary referrals, including referrals regarding mental illness
and substance abuse.

Information Privacy: Section 5120 of the Health Security Act
details the overall health information system privacy standards.
No "individually identifiable health information" shall be
disclosed unless it is authorized by the individual to whom the
information pertains. Section 5123 of the Act specifically
includes "the past, present, or future physical or mental health
of the enrollees" in the definition of "individually identifiable
information".



11/22/93

11:26 ©'202 401 7321 HHS ASPE/HP d002/003

SUBSTANCE ABUSE TALKING POINTS

The structure of the benefit is designed to offer a
flexible, continuum of care that allows health plans to
tailor treatment programs to an individual’s special needs.

PROBLEMS IN THE CURRENT MARKET

o]

For the first time Americans will have coverage for
substance abuse treatment. For example, based on data from
the 1991 Bureau of Labor Statistics (BLS), 21% of
participants in medium and large health plans had no
insurance coverage for substance inpatient rehabilitation or
out patient care.

A large number of insurance policies place severe
restrictions on substance abuse coverage. For example, 10%
of participants in the BLS survey had lifetime day limits,
another 14% had limits on the number of treatments, and 22%
had lifetime dollar limitations.

PRESIDENT’'S PLAN

(o]

The President’s Health Security Act, as presented to
Congress, immediately addresses these most discriminatory
practices within the current insurance systems. The Health
Security Act uses no life time limits or prior existing
condition exclusions.

The initial benefit continues to use day and visit limits
similar to current insurance policies. At the same time,
the benefit is an improvement over current policies in that
it provides coverage for a wider range of services than in
typical insurance today, using trades against the
inpatient/residential benefit to encourage flexibility, use
of lower cost effective alternative, and care management.

For example, the lnnovative day treatment program models are
included as one of the intensive non-residential treatment
settings. Visits for the purpose medication management are
treated as any other health visit for the same purpose.

The substitution provisions of a 4 for 1 trade against the
inpatient residential benefit provide for an outpatient
substance abuse counseling and relapse prevention benefit
that is considerably more generous than available in today’s
insurance market.

There is provision for continuing care on an outpatient
basis for individuals treated either in residential or
intensive non-residential settings.
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Clarifications, changes and corrections have been made to
various sections in the draft bill . . .the mental illness
and substance abuse benefit has not been singled out. We
want to make absolutely sure the language is clear and
consistent with out policy goals in every area. When the
initial of the mental illness and substance abuse benefit
legislative language was made public it became clear that
different interpretations were causing confusion about the
policy intent. 1In addition, actuarial review of the benefit
was continuing and some changes were made in response to the
actuarial findings. The basic benefits are now, in fact,
more flexible because of more precise language and clear
exceptions.

The Health Security Act demonstrates the Administration’s
commitment to making substance abuse coverage part of the
nation’s comprehensive health coverage. This commitment is
demonstrated by proposing a benefit structure which will
eliminate all differences in insurance coverage by January
1, 2001.
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¢ Psychiatric Care Room and Board Coverage
Chart5.18
Psychiatric Care Room and Board Level of Coverage
Industrial Financial Service Total
Coverage Neo. % No. % No. % No. %
100% of R&C
(Same Maximum as
Cther Confinement) 23 5% 13 8% 25 7% 61 6%
100% of R&C
~ (Separate Maximum) 125 28% a3 25% 177 46% 345 @ 34%
Less than 100% of R&C
(Same Maximumn) 61 13% 12 7% 2¢ 6% 97  10%
Less than 100% of R&C :
(Separate Maximum) 241 54% 104  60% 180 41% 505 50%
Total 450 100% 172 100% 386 100% 1008 100%
No Response 3 2 . 8 13
Total Plans 453 174 394 1021
Chart5.19
Psychiatric Treatment Maximum Number of
Days for Room and Board Coverage
Industrial Finaneial Sarvice Total
Days No, % No. % No. % No. %
Fewer than 30 ' 6 3% 6 6% 18 8% 30 6%
.30 109 52% s3 55% 140 58% 302 55%
31-59 a3 21% 17 18% - 43 18% 103 18%
60 a3 16% 14 14% 30 13% 7 14%
61-119 8 4% 3 % 9 3% 20 4%
120 7 3% 1 1% —_— —_— 8 1%
More than 120 3 1% 3 % — - 6 1% .
Total 209 100% 97 100% 240 100% 546 100%
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" HayfHuggins Benefits Repont 1983
PROPAIETARY

b. Home Health Care/Hospice Care

Anocther cost-effective altemative is hospice care. The prevalence of this practice has grown inrecent years and is
being covered by 88% of arganizations in 1993.

Chart 528
Home Health Care/Hospice Care Amount of Coverage
Home Health Hospice
Care Care

Coverage No. % No. %
100% of R&C 392 40% 375 41%
Less than 100%

of RRC 5N 58% 424 47%
Not Covered 24 2% 110 12%
Total 987 100% 909 100%
No Response 34 112 -
Total Plans 1021 1021

Of 704 respondents, 21% have no limit on home health care, 55% use a maximum number of days, 20% use the
medical plan maximum, 2% use a maximum dollar amount per day, and 2% use a lifetime maximum.

Ot 313 respondents, 37% have no fmit on hospice care, 11% have an annual fimit, 35% have a lifetime imit, 13%
have a maximum number of days, and 4% use the medical plan maximum.

10. Qutpatient Psychiatric Coverage
a. Prevalence _
Ninety-nine percent of respondents provide some level of outpatient psychiatric coverage.

b. Amount of Coverage

Chart§.29
Percentage of Reasonable and Customary Charges
Pald for Qutpatient Psychiatric Care
Industrial Financial Service Total

Percent No. % No. % No. % Ne. %

50 201 4% 69 42% 150 41% 420 44%
5160 4 1% 3 2% 5 2% 12 1%

61=70 8 2% - - 4 1% 12 1%

71-89 153 35% 56 34% 86 - 26% 305 32%

100 69 16% 36 2% 109 30% 214 22%

Total 435 100% 164  100% 354 100% 963 100%
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d Maximum Number of Visits
Thirty-nine percent of 973 respondents have a maximum nurmber of visits per year for outpatient psychiatric care.
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c. Dollar Maximum Per Visit
Chart 530
Cutpatiemt Psychiatric Core Maximum Banefit Per Visit
(After Application of Coinsurance)
industrial Fmnanecial Service Total
Maximum No. % No. % No. % Neo. %
Less than $20 5 5% 1 3% 2 3% 8 4%
$20-§29 %5 25% 7 19% 18 25% 51 24%
$30-8R39 7 ™% 4 N% 18 2% 7 1T
$40-549 9 9% 11 29% 13 18% as 15%
$50-$59 23 22% L} 24% 12 16% 44 21%
$60-$69 4 4% 1 3% 6 8% 11 5%
$70 or Greater 19 18% 4 11% 6 8% 29 14%
Total 103 100% 37 100% 73 100% 213 100%
Na Response 6 — —_ 6
Total Plans with Dotlar Limit
Per Visit 109 37 73 219

Chart 531
Maximum Number of Visits Per Year for
Outpatient Psychiatric Care
Industrial Fimanclal Service Total

Visits Ne. % No. % No. % Na. %

Fewar than 30 40 27% 24 3% 73 45% 137 36%

30 26 - 18% 9 12% 29 18%- 54 17%

3143 1 8% 7 10% 18 9% 33 %

50 43 2% 20 27% 33 20% 96 25%

51=75 24 16% 11 15% 11 7% 46 12%
. 76 or More 2 % 2 3% 1 1% 5 1%

Total 146 100% 73 100% 162 100% 381 100%

No Response 2 —_ 2 4

Total Plans with Maximum Number

of Visits 148 73 164 385
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e. Dollar Maximmum Per Year or Lifetime

Of 985 respondents, 26% have no dollar maximum other than the overall comprehensive major medical plan maxi-
mum. Of those plans that have a maximum, 39% have an annual maximum only, 20% have a ifetime maximum
only, and the remaining 41% have a combination of both annual and lifetime maximums_ Chart 5.32 represents the
dollar maximums of plans with annual maximums only.

Chart 5.32
Outpatient Psychiatric Care Separate Dollar Maximum Per Year
Industrial Financial Service Total
Maximum Ne. % No. % No. % No. %
Less than $1,000 11 6% 7 9% - 158 10% 3 8%
$1,000 32 17% 23 0% 35 23% 90 21%
$1.001-$1,439 5 3% 2 3% 3 2% 10 2%
$1,500-§1,939 49 25% 9 12% ag 25% 97 23%
$2,000-32,499 M4 18% 14 18% 30 20% 78 19%
$2,500-$2,999 16 8% 6 8% 14 9% 36 9%
$3,000-84,939 16 8% . 8 10% 9 6% 33 8%
$5,000 or Greater 28 15% 8 10% 8 5% 4 10%
Total , 191  100% 77 100% 158  100% 421  100%

For the 76 plans with a separate dollar maximum per [ifetime for outpatient psychiatric coverage, the common
maximums are $10,000 (28%), $25,000 (16%) $50,000 (19%), and less than $10,000 (23%).

Three hundred sixty-two plans have a combination inpatisntoutpatient maximum; of these, 40% are $50,000,
24% are $25,000, and 14% are greater than $50,000.

11. Emergency lilness and Accident Benefits

Of 1012 respondents, 39% (36% of industrial, 38% of Finandal, and 43% of Service organizations) have separate pro-
visions for emergency accident or emergency iliness expenses. Of these participants, 73% do not require a deductible,
and 27% do require a deductible, as shown in Chart 5.33 below.

Chart 5.33
Percantage of Reasonable and Customary Charges
Paid for Emergency Iliness and Accident Benefits

Subject to
No Deductible Deductible Total
Percent No. % No. % No. %
80 10 3% 8 7% . 18 4%
81-99 8 3% 15 14% 23 6%
100 272 94% 84 7%% 356 0%
Totaa 230 100% 107 100% 397 100%

Fifty-seven percent of plans have no maximum for emergency illness and accident benefits, while 39% have a maxi-
mum per occurrence, and 4% have an annual maximum.
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Table 52. ‘Medical care benefits: Percent of full-time participants in plans with mental heaith benefits by extent of
benefits, medium and large private establishments, 1991

- Protossional, technical, Clerical and sales Production
All pacticipants and related panicipants participants and service participants
Coverage limitation -
Hospital Outpatient Haspita! Outpatient Hospitat Outpatient Hospital Outpationt
caro' care® care' care’ carg' care? care' care!
TOMWB e i st e 100 100 100 100 100 100 100 100
WD COVErago vioceermscrnsisnsicranacrns 99 898 89 87 08 87 99 96
Covergd the same as Other
ilinosses .............. g 18 2 18 2 15 2 19 3
Sudject to separate limitations? ... 81 13 81 95 83 9s 80 95
Limit on days ... g4 35 58 35 s7 36 St 35
Per year ..... 45 35 45 33 a9 3s 42 35
Per confinement 9 1 10 1 8 1 9 )
Par ilfetime ...........- - 2 ) 2 O 2 9} 3 “
Limit on number of
treatments ... 1 “ “ “ ) ") 1 “
-Limit on dolfars .... 39 €8 36 66 44 &7 39 70
1 21 1 21 1 8 1 24
9 48 8 a? 9 47 10 a8
Per lifetimo ..., 33 32 32 31 38 6 32 30
Per other period 1 V) 3 " 1 " 1 1
Coinsurance limit ... 10 56 9 50 1 54 10 €1
50 percent .. 3 42 2 36 3 41 4 a6
Other? .......... 7 14 ? 14 8 14 6 14
Celling on cut-of-pocket
expenses does not apply ... 18 39 15 38 20 40 15 40
Separate copayment of
deduyctivle ..... 3 C12 3 14 4 15 2 9
Other limitations .., 1 1 1 9] 1 1 1 2
WHROUt COVEFBGE ....oreeeveceerserserenss 1 2 J 1 3 L 2 l 3 1 2

the sum of the individual items because many plans had more than

' Excludes doctor's charges in the hespital.
one type of limitation on mental health coverage.

! Includes treatment in one or more af the following: Outpatient de-

partment of a hospital, residential treatmant conter, organized out-
patient clinic, day-night treatmant conter, or doctor's offica, If benefits
ditterad by location of treatmant, doctor's office cara was tabulated,

> Separate limitations Indicate that mental heglth care benafits are
more restrictive than benefits for other treatments. For axample, If a
plan limits |npatient mental hoalth care o 30 days per year, but the
llmit on inpatient care for any other type of liiness is greater than 30
days per year, that pian contalns separate limits. The total Is less than

“ Loss than 0.5 petcent.

* Includes plans with reduced coinsurance other than 50 percent
and plans whore tha rate of reimbursemant varied during tha treatment
period.

NOTE: 8ecausa of rounding, sums of individual ltems may net equal
tolals. Where applicadle, dash indicates no emplayess in (s cate-
pory. )

Table 53. Medical eare benefits: Percent of Qull-tlmo
participants in plans with substance abuge benefits by
uniformity In covarage, medium and large private

establishments, 1991

Protos-
y sional, | Clerical | Produe-
All par- ' techni- and | tion andg
Coverage limigtion tiei ‘: nts cal, ang| sales | service
P | relaled | pantici- | partict-
panicl- | pants pants
.: panis
TOB oo 100 | 100 | 100 | 100
[
With aicohot abusc treatment |
BENBTITS «...coveeerrrrrrneneecrerstsessencccnrenens | 100 ] 100 100 100
. |
Drug sbuse Ireatment covered in :
the Sam@ MANNET .....ccoininneercnees 92 : 93 92 91
Drug abuse rreatment covered i
dittarently ... eeeetsnnricnnenas 7 6 7 7
Drug abuse treaiment beneths
POU PIOVIAR vuveeesccassrissssesnarrens LI 1 2
' Less than 0.5 percent,
- NOTE: Because of rounding, sums af individua! itoms may not equal to-

tals. Where applicable, dash indicales no employecs in this category.

36
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Table 54. Medical care benefits: Percent of full-time participants in plans with alcohol abuse treatrnent benefits by extent of

PP
.. Professional, technical, and Clerical and sales Production anag service
All paricipants related participants participants panticipants
Coverage limitation Inpanent|inpatent| Out- |[Inpatient|inpatient| Out- |Impstientjinpstient) Out- |Inpatlent|inpatent] Out.
Oetorifi- | rehabili- | patiemt | detoxili- | rehabili- | patient | detoxiti- [ rehabili- | patient | detoxifi- | rehabili- | patlent

cation' | wation® | care® |cation' | tation' | car¢’ | caton' | tation? | care® |cation' | tation® | care’

TOW coveererirceecsrrnrtesrensenacriressiniessanes | 100 100 100 100 100 100 100 1060 100 100 100 100

WiLh COVAPAGE ..ovvrveeenrscassnvecsssssmsmssisenereeness| 100 79 79 100 76 80 100 79 [ 79 100 81 78

Cavered the same as other ilinesses K} 9 7 33 9 ] N 9 8 29 8 8

Subject to separate limitations® .........| 69 70 T2 67 14 74 69 69 71 70 73 71

LImit on days ..... 52 sa | 37 51 83 3 82 s2 <H 52 5 37

Per year ......... 3 32 30 33 33 32 33 3 28 28 3Q 29

Per confinament 15 14 1 14 13 2 14 13 1 18 15 1

Por lifatime 7 10 7 ? 10 ? [ 8 [ 8 10 10

Limit on number of treatmenrs 11 14 7 10 1 s 8 12 L} 13 16 8

29 27 " 23 22 39 32 32 | a2 28 2? a2

1 1 10 1 ] 7 1 1 9 3 1 12

7 7 26 6 [ 26 8 8 27 7 7 24

Per lifetime .. 23 22 24 0 18 a3 27 27 26 23 2 23

Per othar period ......ceeceeeeervirne 2 2 2 1 1 1 2 2 2 3 3 2

I

CoinSUrance UMt .veeeeresl 9 10 27 5 10 % | s 5 29 9 10 26
Ceiling on our-of-pocuel exponses ‘ !

does not apply ... 12 13 23 13 13 23 ' 15 18 ’ 25 9 11 22
Sepsrate copayment or [ ‘ .

doductidIB ... ceeresssirerennen rirese 2 3 4 3 3 5 | 3 31 s 2 3 3

Other kmitalons ... eeerseomansees 1 ) 1 1 1 1 ‘ 1 1 j 1 1 1 1

WIIhOUT COVETaZE ....coimmrereccemmsttirimscsercvnen] ) 21 21 (@] 24 20 IL * } *) 19 22

' Deloxtication is the systemnatic use of medication and other methods
under madical supervision to reduce or eliminalo the eicets of sudstance
abuse,

* Rehabilitation is designed 10 aher adbusive behavior in patients onco
they are frec of acule physical and mental compllcations.

? Includes treatment in one or more of the following: Outpatient depart-
men of @ hospital, residential treatmem cenler, organized outpatient clink,
day-night ireatment centar, or doctor's office. If benetits differed by loca-
tion of treatment, doctor's office care was 1abulated.

* Separate limitations indicale that alcoho! abuse treatment benefils are
more restrictive than benefits for other treatments, For example, il a plan

57

limits inpatient renabilitation care 10 IV days per year. byt the limit on inpa-
lient care for any ather type of illness is gregter than 30 days per ycar,
that plan contgins scparate limits. The total is Jess than the sum of the in-
dividual items bacause many plans had more than one type of limitation.

* Less than 0.5 percent.,

‘ Coinsurance rate is lower than that applying to Diher medical serv-
ices. In such cascs, ouipalient rehabilitation care is generally at a coinsur.
ance rate of S0 percent.

NOTE: Because of rounding. sums of individual items may not equal to.
wls. Where applicable, gash indicales no employees In this category.
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Table 55. Medical care benefits: Percent of full-time participants in plans with drug abuse treatment benefits by extent of

benefits, medium and large private establishments, 1991
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L. Protessional, technical, anJ Clericat and sales Praduction gnd service
Alt participanis | _remted panicipams | panticipants participants
Coverage limitation Inpatiant(inpatient| Oute |inpatientinpatlent] Out- |linpatient)inpatien1] Out- |inpatient!Inpatiant] Outs
defoxifl- | rohabili- | patient | detoxifl | rehabili- | patient | dotoxifi- | rehadili- | patlent | detoxith | rehabili- { patieat |
cation' | tation® | care’ | caton' | tavon’ | caure’ |[caton' | taton’ | care’ |cation' | taton’ | care’
Total veoeunrencremetries 100 100 100 100 100 100 100 100 100 100 100 100
!

With COVOIARO ..e..vernreeeceemmrnnesscsstarsnerieness] 100 78 77 100 5 | 79 | 100 78 78 100 60 78
Covered the same as other linesses | 30 ? ] 33 g | 6| 2 7 ? 28 ’ 8
Subject 16 5operate imhatens’ ... 7a 7 7 67 67 31 710 71 72 7 74 70

Urnit on days ... 52 se 36 52 53 | 38 53 53 as 52 55 35
31 N 28 33 N | A 3s 35 28 28 29 26
Per confinement . 18 14 1 14 13 , s 13 12 1 17 18 1
Per Wetime ........... 7 9 7 7 9 s 6 8 4 7 10 8
Limit on number of reatmenrs| 11 14 ? 9 n!los ) 8 12 s 13 18 8
i
Limit on dollars ... 29 28 43 24 23 & 40 33 33 45 29 28 43
1 1 10 1 (I 7 1 1 10 1 1 12
7 7 27 [] 8 : 27 e 8 29 8 7 26
28 23 24 20 0 ! 28 28 26 24 23 23
2 2 2 1 L 1 2 2 2 3 3 2
I
Coinsurance limit® ... 9 10 28 ] 0 27 9 10 3 ] 10 27
Ceiling on out-ot-pocket expenses !
does NOL BPPLY ......eceveesnieennians 12 13 24 13 13 i 2¢ 16 186 - 26 10 1 23
Separate copayment ar i
Geductblo ... s 3 3 4 3 3 5 3 3 6 2 3 4
Othet limitations ........cccoormeenn] () ) ! 9] [ I T Y ¥ ) ) 1 3 1
Without COVBIA0Q ...vv-cceervc et | O 22 23 ¢ 25 | 2 * 22 22 (] 20 2¢
: .

' Detoxificalion is the systematic use of medication 8nd other methoos
under medical supervision to roduce or eliminate the cffects of substance
abugoe.

* Rebhgbilitation Is designed 10 after abusive behavior in patients onca
they are free of acute physical and mental complications.

¥ Inciudes trealment in onc of more of the following: Outpatient depan-
ment of & Nospilal, residential treatment center, orgamzed outpatient chnic,
day-night treatment canter, or doctor's office. If benefits differed by loca-
tion of treatment, doctor's office Care was tabulated.

* Saparate limitalions indicate that drup asbuse treaimant denctits are
more rastrictive than benaflts for other veatments. For exampls, if 8 plan

53

limits inpatient rehabilitation care 1o 30 days per year, but the limit on inpa-
tient care for any other type of illness is greater than 30 days per year, *
that plan conigins separate limits. The 1018l is less than ihe sum of the in-
dividual items decause many plans had mere than one type of limliation,

* Less than 0.5 percent,

‘ Coinsurance rate is lower than Ihat applying 10 olher medical serv-
ices. In such casas, oulpanent rehabilitaton care is generally at 8 coinsur-
ance rate of S0 percent,

NOTE. Because of rounding, sums of individual items may not equal to-
18ls, Where applicable, dash indicates no employees in this category. 1

IR -
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MENTAL HEALTH AND SUBSTANCE ABUSE: DATA ON CURRENT MARKET
COVERAGE

INPATIENT

HAY/HUGGINS 1593

Of 1,008 plans reporting, 84% report a separate maximum
confinement limitation (days or dollars) for psychiatric

inpatient care.

Of 546 plans reporting day limits, 61% use 30 or fewer days. (It
is not clear what the status of the other 450 plans is.)

BLS MEDIUM AND LARGE FIRMS

81% of participants in plans are subject to separate limitations
(days, dollars, lifetime) that are different from hospital
coverage for other health problems. (13951)

Of plans using day limitations about 52% provided 31 or fewer
days. (1989)

OUTPATIENT - Mental Health
HAY INS 1993

Of 973 respondents 39% use visit limits. 53% of those that use a
visit limitation provide 30 or fewer visits.

Of 985 respondents, 74% use either annual dollar or lifetime
maximums or both. Of those using dollar maximums, 39% use only
annual, 20% use lifetime, and 41% use both. Of those with an
annual dollar maximum 73% are for $2500 or less.

Of 963 plans reporting, 44% use a 50% coinsurance, 32% use 30% or
less, and 22% have on coinsurance.

BLS _MEDTUM AND LARGE FIRMS

95% of participants report limitations (either visits or
dollars). (1991)

1989 BLS analysis found 48% provided 30 or fewer visits.
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SUBSTANCE ABUSE

BLS _Medium and lLarge Firmg 1991 (except where noted)

All plans reported coverage for detoxification.

79% of plans reported coverage for inpatient rehabilitation and
outpatient care (i.e., 21% do not provide coverage).

Inpatient rehabilitation - 10% report lifetime day limits, 14%
report limits on number of treatments, 22% report lifetime dollar
limits.

Analysis of 1989 data found that of those with rehabilitation
limits 70% had 30 days.

Qutpatient - 7% report lifetime day limits, 7% report limits on
numbers of treatments, 24% report lifetime dollar limits.

Approximately 78% of people have inpatient stays 30 days or less.
This compares to approximately 92% at 60 days or less.

Approximately 92% of people have 30 or fewer visits. If we look
at those only seen by mental health or substance abuse
specialists the number is 88%.



EXECUTIVE OFFICE OF THE PRESIDENT

OFFICE OF MANAGEMENT AND BUDGET

%
Washington, D.C. 20503 (SQF\
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November 4, 1993

LEGISLATIVE REFERRAL MEMORANDUM
LRM #D-480
DRAFT #421

TO: Legislative Liaison Officer -

COMMERCE -~ Michael A. Levitt - (202)482-3086 - 324
DEFENSE - Samuel T. Brick, Jr. - (703)697-1305 - 325
JUSTICE - Sheila F. Anthony - (202)514-2141 - 217
LABOR - Robert A. Shapiro - (202)219-8201 - 330
TREASURY - Richard S. Carro - (202)622-1146 - 228
VA - Robert Coy - (202)535-8113 - 229

CEA - Francine Obermiller - (202)395-5036 - 242
g%ﬁa- Sonyia Matthews - (202)456-6722 - 429

FROM: JANET R. FORSGREN (for)«%ﬂn&@t:f?, Ul&i{i{wx____
Leg ence

Assistant Director for islative Refe

OMB CONTACT: Robert PELLICCI (395-4871)
Secretary’s line (for simple responses): 395-7362

SUBJECT: HHS Proposed Testimony on EOP Draft Bill
Health Security Act of 1993

DEADLINE: (10:00 A.M. November 5, 1993

COMMENTS: Hearing is before the Senate Committee on Labor and
Human Resources on Monday, November 8, 1993.

OMB requests the views of your agency on the above subject before
advising on its relationship to the program of the President, in
accordance with OMB Circular A-19.

Please advise us if this item will affect direct spending or
receipts for purposes of the the '"Pay-As-You-Go" provisions of
Title XIII of the Omnibus Budget Reconciliation Act of 1990.

CcC:
Nancy-Ann Min Clarissa Cerda
Bob Boorstin Joe Minarik
Jason Solomon Bob Anderson
Jack Lew Randy Lyon
Chris Jennings Bob Damus
Melanne Verveer Bill Dorotinsky
(Greqg ‘Lawler Jill Blickstein
Ira Magaziner Shannah Koss
Carolyn Gatz Janet Forsgren

Howard Paster



LRM #D-480
RESPONSE TO LEGISLATIVE REFERRAL MEMORANDUM

If your response to this request for views is simple (e.qg.,
concur/no comment) we prefer that you respond by faxing us this
response sheet. If the response is simple and you prefer to
call, please call the branch-wide line shown below (NOT the
analyst’s line) to leave a message with a secretary.

You may also respond by (1) calling the analyst/attorney’s direct
line (you will be connected to voice mail if the analyst does not
answer); (2) sending us a memo or letter; or (3) if you are an
OASIS user in the Executive Office of the President, sending an
E-mail message. Please include the LRM number shown above, and
the subject shown below.

TO: Robert PELLICCI
Office of Management and Budget
Fax Number: (202) 395-6148
Analyst/Attorney’s Direct Number: (202) 395-4871
Branch-Wide Line (to reach secretary): (202) 395-7362

FROM: (Date)

(Name)

(Agency)

(Telephone)

SUBJECT: HHS Proposed Testimony on EOP Draft Bill
Health Security Act of 1993

The following is the response of our agency to your request for
views on the above-captioned subject:

Concur
No objection
No comment

See proposed edits on pages

Other:

FAX RETURN of pages, attached to this
response sheet
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DRAFT

Testimony

for

Dr. Bernard Arons
Directer, Center for Mental Health Services
Substance Abuse and Mental Health Services Adnministration
: Public Health Service
Department of Health and Human Services
before
Senate Committee on labor and Human Resocurcas

novenber 8, 1993
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Draft Testimony DRAFT
Dr. Bernard Arons
Senate Comnittes on Labor and Human Resources
Monday, November 8, 1993

Good afterncon, My. Chairman, end Membars of the tommittee. I am
Dr. Bernard Arons, a psychiatrist and the Acting Director vf the
Center for Méntal Health Services, a part of the Substance Abusa
and Mental Health Bervices Administzation in the Public Health
Service. Recently, it was my privilege te serve a8 the Chair of
the Mental Heslth and Substance Abuse Working Cluster of the

President’'s Task Force on National Health Care Refoxm.

am pleased to be here today toe diescuss one of the most

important aspects of the Preaident g Health Becurity Plan -~ the
availability of coversge for all Americans for mental health and
substance sbuse treatment services. Mental illness and oubatanae
abuse disorders ars common problems, affecting more than 50
million Americans this year. ZEstimates put tha 1968. annual
economic cest to society of mental illness and substance abuse at
$273 billion, including direct cars, lost productivity, social

walfare and the criminal justice system.

Daspite the obviocus imporxtance of including mantal health and

substance abuse services in health cares reform, we muset

v #:8910 GBE 200 - $OWYZG:0L! E6-¥ -LL! 1Z0L 437d0d2)8L X0J4aX:AB LN3S
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DRAFT

scknowledge that some have questioned this, believing that we
cannot afford such covarage. There are several strong arguments
for providing these services. Fivst, we novw have cost-effective
treatments for mentsl health and substance abuse (MH/BA)
disorders, and high rates of efficacy are being achieved across
the spectyum of MH/SBA diagnoses. For example, over 80 percent of
individuals with depression respond to treatment. BSecond, mental
illness and substance abuse often result in physical illness,
inability to werk, impaired relationships, and at times, crime
and homelessness. Persons receiving MH/SA use less medical care
and work more effectively. Thus, much of the gavings thought to
reault from excluding MH/SA services are false, since additicnal,
inappropriate medical care could result. Finally, MH/SA services
already are part of hea}th care delivery in the United States.
Nearly all medium and lurge firms include some MH/SA coverage in
their health insurance plans, and insurance coverage for MH/SA
disordexs is seen as an essential component of health insurance,
Benefits for MH/SA disorders, as an integral part of & health

insurance package, are a wise investment in America‘e future.

Xxeblema with Exigting Coverage

Although many health insurance plans provide coverage for mental
iliness and substance abuse, they often have serious flaws.
Private insurance coverage of mental health and substance abuse
care differs substantially in structure from general medical

care, They discriminate between MH/8A care and genaral madical
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care by limiting the number of visits or days of treatment, by
establishing lifetime limits for MH/SA benefits, mnd by excluding
preexisting conditione. Thus, even when plans cover such
servicas, individuals may be effectively barred frem needed

treatment.

Limits on access to care have resulted in shifting both the
:euponaihiiiiy and cost of eare onto the public MH/SA system.
For children and adolgscants, the burdan and cost of care alec
have bsen shifted to the child welfare, sducation, and juvenile
justice systems. Even worse, gomatimes these overburdened
systams are not able to provide needed services, and ths
individual goes without treatment. Eventually, we all bear the

cost of delays or gaps in service provision.

Another consequence of the current benefit structure has been the
creation of excess 1npatiaﬁt capacity in many areas of the
country, despite the fact that eflective technologies exist for
tfeating mental illness and substance abuse in community based
settings. A comprehensive array of services, along with the
flexibility to provide such services to individuals based upon
medical necessity, produces better outcomes than those
expariencved with traditional benefits. There is also evidence
thit capitated approaches result in less costly provision of
haalth care services. Increasingly, both the public and private
eectors have baen developing systems of care that emphasize thase

elements.

g #
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DRAFT

Ihe Haalth Secuxity Plan

The President’s Haalth Security Plan will emphasize these
desirable elaments and make mental haealth and substance abuse
services an integral part of a national syetem of health care,
The Presidenc’s proposal repressnts a meaningful improvement over
today’'s typical insurance policy that covers oanly & narrow range
of services, and that encourages expensive inpatient care over

more cost-effective alternatives.

The mental health and substance abuse benefit proposed by the

President meete the following goals:

o It ensures thét all persons of all ages with mantal and
substance abuse disorders and their families have

" acceas to specialized services,

o It ensures that health plans have the flexibility to
provide the appropriate types, mix, level, and duration

of servicea for each individual consumer.

° Ic.cncouragel the development and use of alternatives
to hospitalizntion, to ensure that services are
delivered in the least restrictive environment
appropriate to the needs of the individual,

° It reduces the ghifting of costs and responsibilities

L #0019 S6E 202 -

+ WYES:O0LY B6-9 ~L1! 1204 Jo1dodals) X048X: A8 {N3S
.




NDU-84-1993 11134 FROM T0 52226928425  P.@7

DRAFT

to tha public sector and encoursges the integration of

the public and private delivery systems.

MH/SA Ranefite Undar the Plan

Thea President’s benefit proposal cdvers eervices that are
important both to reforming the system and to caring for
Americans with mantal or substance abuse disorders. Distinctly
different from typical inmurance policies of teday, the proposal
does not limit intensive treatment to inpatient coverage in
hospitals, but broadens it te other residential settings and
intensive nonresidential care, such as partisl hospitalirzation

- and intensive day trestment programs. These services will
discourage expensive inpatient hoapital care and encourage
comnunity-based cura. The benefit design also provides
incentives for health plans to move to a mansged benefit, and in
fact requires all plams to have s comprehensivs array of

benefits.

Inicially, for mental illness, up to 30 days per episode of
hospitalization are covered pbr calendax year., An additional 30
days are available if they are determined to be xequired by a
ho;lth care provider, for an annual aggregate limit of 60 days.
For substance abuse, hospitaligation is limited to medical
detoxification associated with withdrawal from alcchol or drugs.

B #igy . )
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DRAFT

To encourage cost-affective care, residential treatment may be
substituted for hospitalisation. These services include
residential treatment centers, residential detoxification
centers, crisis residential programs, mental health residential
treatment programs, therapeutic family or group treatment homes,
community residential treatme..t, Or recovery centers for
substance abuse. . |

Intensive nonresidential treatment will be offered as an
alternative to inpatient or residential care. These services
include partial hespitalization, day treatment, psychiatric
rehabilitation, home-based services, ambulatory detoxification,
and behavioral alde services. Intensive nonresidential treatment
i8 covered as & sukstitution for inpatient care at the rate of
two intensive nonresidential daye for one inpatient day. This
substitution option 48 available at the discrstion of the hsalth

plan.

These treatmants are provided only for the'purpole of averting
the need for, or as an alternative to, tresatment in hospitals or
residential inpatient settings, to fmcilitate the earlier
discharge ¢f an individual receiving inpatient or residential
care; to restore the funetioning of an individual receiving
inpatient or residential care, to restore the functioning of an
individual with & diagnoaable mentkl or substance abuse disorder;
or to assist the individual to develop the ekill and gain access
to the support services the individual needs to achieve the

6 #10v18 C6E 202 - ¢ WYPS:0L: EB-% -L1! |Z0L 487002813 X04aX:AQ INIS
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DRAFT

maximum level of functioning of the individual within the

community.

Qutpatient services are also available. These include screening
and assesement, diagnosis, medical management, Case management,
crisis sarvices and somatic treatment services. Initially, 30
visits each for both psychotherapy sessions and collateral
eervices are covered annuali&. For psychotherapy sessions, there
sre 50% co-payments ir the higher cost gharing plans and $25 per
visit for the lower cost sharing plans. These co-payments and
other expenses dc not count toward annual out-of-pocket limit on
cost sharing. Additlonal outpatient peychotherapy visits may be
available, by exchanging, at a 1 to 4 rate, inpatient days for
-outpatient paychotheiapy.visits following the same copayment
schedule as the first 30 visits. |

For substance abuse, outpatient services include screening and
assessment, dlagncels, medical managemant, gubstance abuse
counseling and relapse prevention, crisis services, somatie
treatment services, case management and cellateral gervices. An
individual may receive these cutpatient substance abuse
treatments by exchanging inpatient days for outpatient vigits on
& 1 to 4 basis.

Within 12 monthe after an individual receives residential or
intensive nonralihdntial treatment, 30 vieite in group therapy

shall be covered for substance abuse counseling and relapse

i1 H
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prevention. For individuals who do not initially roceivei:>EE‘ﬁ%!:1r
residential or intensive nonresidential treatment, group visits
will ba covered based on an exchange of one dasy of inpatient

treatment for four vigits.

Outpatient detoxification may be provided in conjunoction with a
treatment progrem. If the fiyrst detoxification treatmenc.ll
unaﬁcccsn!ul, subgequent treatments are covered if the health

Plan determines thare is a substantial chance of guccess,

KRealth plans may offer case managemant services if they determine
an individual should receive such services. These sarvices
include those that assist individuals in gaining access to needed

medical, social and educational mervices.

. Copayments and limits on services are to be eliminated by January
1, 2001, at which time individuals may receive all medically
hecessary oare, regardless of its type, ecope or duratien. At
this time, expenses for intensive nonresidential and outpatient
services will apply toward annual cute-of-pocket limits, The
proposal for comprehensive coverage in 2001 represents a dramatic
step toward eliminating the historic discrirmination against

mental illness and substance abuse.
Sumnary

This Administration is committed to making mental health and

IL#18Y10 68E 202 . © WYSS:0LY EB-Y -Llt 1204 J87002915) X04dX:AE IN3IS
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ORAFT
eubltlncolabusa services an integral part of a national system of
health care. The President’s benefit proposal represents a
meaningful improvement frem today’'s typical insurance policy that
covers only & narrow range of gervices. And the 2001 benefit
takes the essential step of eliminating the historic
discrimination against mental illness and substance abuse, To
rmeet this goal we¢ musL create & Quality delivery system grﬁunded
in care management and collaboration batween States and health
plans to integrate public and private delivery and financing

structures. We wigh to work with you to make eure that we can

meet this objective.

Thank you.

4% H
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MENTAL HEALTH AND SUBSTANCE ABUSE BENEFIT

MI/ 30 inpatient 60 intensive 30 psycho. & collat
SA or residentl.* non-residential*
(at 50% coinsurance)

30 group therapy (SA)
(if w/in 12 mos.
inpatient, res.,
intensive nonres.)

A\
[ TRADES ]
(life threatening only- we're trying
relax the language to make less onerous)
Inpatient 30 + 30 = " 60
(2 Substitute
Intensive
non-res. 60 + 60 = 120
(w/add'l
2oy )
(4 Substitute
Outpatient 120 + 30 = 150

*  —

= Discretionary by plan who receives the service
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covered services.

Health plans are encouraged to utilize the wide array of
treatment options to provide individuals with a continuum of care
-- that is appropriate for each individual's needs and cost
effective for the plan -- by allowing substitution of inpatient
and residential days for treatment in other settings. Thirty
days of inpatient and residential treatment may be reduced by one
day for every two days of intensive nonresidential treatment or
by one day for every four outpatient visits for psychotherapy or
substance abuse counseling and relapse prevention. _ [

’:0/ P4’+‘MM‘7 \/M)’\WVW |v,d|VIM4//f/ WCIF{

Beyond the services covered through substitution,Aadééeéena@
treatments/are covered to provide ongoing and appropriate
support. /A maximum of thirty additional inpatient or residential
days are covered if a health professional designated by the
health plan determines that the individual poses a threat to his
own life or the life of another or if the individual's medical
condition requires inpatient treatment in order to begin or
adjust pharmacological or somatic therapy. There is considerable
consensus around the need for inpatient or residential care in
these circumstances. BERNIE A maximum of 60 additional days of
intensive nonresidential treatment are available. In addition,
30 addtttonal visits of psychotherapy and collateral services are
covered each year, and 30 visits in group therapy are covered for
substance abuse counseling and relapse prevention for individuals
who have received inpatient, residential or intensive
nonresidential treatment within 12 months.

Answers to Specific Questions Raised. In your letter, you asked
for clarification on the following issues:

1. There are no deductibles in the lower cost sharing
option.
2. The Act includes no provisions regarding means-testing

for mental illness and substance abuse benefits.

3. Lower cost sharing plans do not require a copayment for
the first 60 days of intensive nonresidential treatment
for mental illness and substance abuse and do not
require the payment of a one-day deductible. Higher
cost sha ' plans require the payment of 20%

—coinsurance forzthe first 60 days and the payment of a

treapmnik one-day deductible. Expenses for the first 60 days of

0u~nnj intensive nonresidential mental illness treatment that

an individual incurs prior to satisfying an applicable
deductible and copayments and coinsurance may be

applied toward the out-of-pocket limit on cost sharing.

4. The Act does not define the terms "somatic treatment
services" or "somatic therapies", which are used in
section 1115(c) and (e). These terms are not defined
in the Act in order to accomodate changes in future
technology and treatment patterns. BERNIE???
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SUBSTANCE ABUSE COVERAGE AND THE HEALTH SECURITY ACT

Today's insurance market creates a number of barriers to substance abuse
treatment and addiction recovery, and excludes many Americans with a history of
substance abuse from buying fairly priced insurance.

¢ Fewer than one in five Americans have no insurance coverage for substance
abuse inpatient rehabilitation or outpatient care.'

¢ The few who do have some coverage for substance abuse treatment face
severe restrictions and limitations-- limits on how long and how often they
can seek treatment, and how much that treatment can cost:

- 1 in 10 have policies that limit the total number of days treatment is
covered; so-called "lifetime limits"

- 14% have limits on the number of treatments covered by insurance

- 22% have lifetime dollar limitations, after which their insurance pays
nothing for treatment.?

¢ And millions of Americans with a history of abuse find themselves locked
out of the health insurance market; excluded due to "pre-existing
conditions", dropped from coverage when they lose a job, or denied
insurance altogether.

The Health Security Act-- Comprehensive Coverage for All,
Unprecedented Coverage of Substance Abuse Services

The Health Security Act provides comprehensive coverage for all Americans,
ending the discrimination and exclusion that exists today. It provides broad-
based coverage of substance abuse and mental health services, and broadens that
coverage by the year 2001. At that time, when the benefit is fully-phased in,
treatment of mental health and substance abuse with be parallel to coverage of
other illnesses, with no day limits.

¢ The Health Security Act guarantees all Americans a comprehensive set of
health benefits that can never be taken away, regardless of history of
illness.

'Bureau of Labor Statistics, 1991. Based on sampling of participants in large
and medium health plans.

? Ibid.



The comprehensive benefits package has no "lifetime limit" —- assuring that
needed care will be covered throughout each person's lifetime, regardless of
total cost.

The mental health and substance abuse benefit is designed to promote
individual tailoring based on need, and to cover a wide variety of settings
for needed substance abuse services. The benefit covers:

- 30 group therapy sessions for substance abuse treatment to
build upon previous inpatient or residential care; AND

- 30 days inpatient or residential treatment for mental illness or
substance abuse treatment; OR

- 60 days intensive non-residential treatment, such as care and
counseling in home or community-based settings, including
day hospital treatment programs; OR

- 120 days of outpatient substance abuse services, such as
counseling programs and relapse prevention programs.

- Services designed to help remove barriers to treatment for
substance abusers, including community outreach,
transportation and translation services.

Additional coverage for non-residential treatment is also covered, up to 60
additional days, with higher co-payments.

Within this set of options, there is built-in flexibility to tailor a combination
of treatment settings, for example drawing from each category listed above,
so that care is as appropriate and responsive as possible for each episode,
illness, or individual circumstance.

In addition to substance abuse coverage through the comprehensive benefits
package, the Health Security Act includes new school-based initiatives
aimed at educating school children about substance abuse prevention,
including tobacco and alcohol, and increased support for existing school-

based programs such as the Prevention, Treatment, and Rehabilitation
Model Projects for High-Risk Youth.

The National Institutes of Health will be provided increased funding for
medical and behavioral research projects, giving priority to substance abuse
as a target for new research dollars.



Note to Jennifer Klein

From: Sharman Stephens

In response to your request I have given some thought to how the
benefit package for mental illness and substance abuse might be
simplified. From my perspective the simpliest approach would be
to move to a straight 45 day inpatient, with a 2 for 1 trade on
the intensive non-residential. I would also continue to allow
the outpatient services to trade away only 30 days of inpatient,
thus leaving a 15 day cushion for emergencies. I picked the 45
day interval because the actuaries priced the inpatient at
halfway between 30 and 60.

I recognize that moving to a 45 day benefit can be criticized as
cutting the 60 day benefit. However, I believe that the
uncertainty around the 30/60 structure as now set up creates the
potential for a lot of abuse on the part of health plans as well
as the creation of an environment in which there will be
considerable jockeying/fighting between health plans and state
public mental health and substance abuse authorities -- with
considerable time and effort wasted and not to the benefit of
patients.

I frankly believe that in real implementation the 45 day, 2 for 1
approach creates a basic benefit that is better than under the
current drafting.

cc. Ken Thorpe
Judy Feder
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Basic change is to use a straight 45 day inpatient benefit.

For intensive non-residential two possible approaches: (1)
leave as currently drafted (60/60); or (2) do straight 2 for
1 trade so could get up to 90 days. Alternative (1) keeps
15 days of inpatient always available, but only has 60 days
at parity cost sharing. Alternative (2) has larger number
of days at parity cost sharing, but runs the risk of using
up inpatient benefit.

Outpatient services leave as drafted so can trade up to 30
inpatient days, thus always leaving 15 days of inpatient

available.

SERVICE

COVERAGE
ALTERNATIVE 1

COVERAGE
ALTERNATIVE 2

Inpatient hospital
and residential

straight 45 days
annual maximum

straight 45 days
annual maximum

services

Intensive no change (so 60 straight 2 for 1

Nonresidential through trade (i.e., up to

treatment substitution, with a 90 day maximum)
additional 60)

Psychotherapy no change (keep 30 same as

visits with 4 for 1
trade up to 30 days
of inpatient)

Alternative 1

Substance abuse
counseling

no change (keep 30
visits after care
in other settings
and current trade
up to 30 inpatient
days)

same as
Alternative 1

Other outpatient

no change

no change
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(G) CLINICIAN ViISIT.—For purposes of this section,

the term “clinician visit”’ includes the following health pro-

fessional services (as defined in section 1112(e)):

(1) A complete medical history.

(2) An appropriate physical examination.

(3) Risk assessment.

(4) Targeted health advice and counseling, in-
cluding nutrition eounseling.

(5) The administration of age-appropriate im-
munizations and tests specified in subsections (b)
through (h). |
(k) IMMUNIZATIONS AND TESTS NOT ADMINISTERED

DURING CLINICIAN VISIT.—Notwithstanding subsection
(1)(5), the clinical preventive services described in this sec-
tion include an immunization or test described in this sec-
tion that is administered to an individual consistent with
any periodicity schedule for the immunization or test dur-
ing the age range specified for the immunization or test,
and any administration fee for such immunization or test,
even if the immunization or test is not administered dur-
ing a clinician visit.
SEC. 1115. MENTAL ILLNESS AND SUBSTANCE ABUSE SERV-
ICES.
(a) COVERAGE.—The mental illness and substance

abuse services that are described in this section are the
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tion, 1 following items and services for eligible individuals, as de-
pro- 2 fined in section 1001(c), who satisfy the eligibility require-
3 ments in subsection (b):
4 (1) Inpatient and residential mental illness and
5 substance abuse treatment (described in subsection
6 (e)).
= in- 7 (2) Intensive nonresidential mental illness and
8 substance abuse treatment (described in subsection
e im- 9 (d)).
s (b) 10 (3) Outpatient mental illness and substance
11 abuse treatment (described in subsection (e)), in-
ERED 12 cluding case management, screening and assessment,
ection 13 crisis services, and collateral services.
s sec- 14 (b) EvLIGIBILITY.—The eligibility requirements re-
S sec- 15 ferred to in subsection (a) are as follows:
C with 16 (1) INPATIENT, RESIDENTIAL,
¢ dur- 17 NONRESIDENTIAL, AND OUTPATIENT TREATMENT.—
- test, 18 An eligible individual is eligible to receive coverage
- test, 19 for inpatient and residential mental illness and sub-
' dur- 20 stance abuse treatment, intensive nonresidential
21 mental illness and substance abuse treatment, or
SERV.- 22 outpatient mental illness and substance abuse treat-
23 ment (except case management and collateral serv-
tance 24 ices) if the individual—
e the

*HR 3600 IH / «S 1757 1S
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(A) has, or has had during the 1-year pe- L

riod preceding the date of such treatment, a

diagnosable mental disorder or a diagnosable
substance abuse disorder; and
(B) 1s experiencing, or is at significant risk
of experiencing, functional impairment in fam-
ily, work, school, or community activities.
For purposes of this paragraph, an individual who
has a diagnosable mental disorder or a diagnosable
substance abuse disorder, is receiving treatment for
such disorder, but does not satisfy the functional im-
pairment criterion in subparagraph (B) shall be
treated as satisfying such criterion if the individual
would satisfy such eriterion without such treatment.

(2) CASE MANAGEMENT.—An eligible individual
is eligible to receive coverage for case management
if—

(A) a health professional designated by the
health plan in which the individual is enrolled
determines that the individual should receive
such serviees; and

(B) the individual is eligible to receive cov-
erage for, and is receiving, outpatient mental

illness and substance abuse treatment with re-

«HR 3600 IH / «S 1757 IS
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spect to a diagnosablé mental disorder or a

diagnosable substance abuse disorder.

(3) SCREENING AND ASSESSMENT AND CRISIS
SERVICES.—All eligible individuals enrolled under a
health plan are eligible to receive coverage for out-
patient mental illness and substance abuse treat-
ment consisting of sereening and assessment and
crisis services.

(4) COLLATERAL SERVICES.—An eligible indi-
vidual is eligible to receive coverage for outpatient
mental illness and substance abuse treatment con-
sisting of collateral services if the individual is a
family member (described in section 1011(b)) of an
individual who is receiving inpatient and residential
mental illness and substance abuse treatment, inten-
sive nonresidential mental illness and substance
abuse treatment, or outpatient mental illness and
substance abuse treatment.

(e¢) INPATIENT AND RESIDENTIAL TREATMENT.—

(1) DEFINITION.—For purposes of this subtitle,
the term ‘“‘inpatient and residential mental illness
and substance abuse treatment” means the items
and services described in paragraphs (1) through (3)
of section 1861(b) of the Social Security Act when

*HR 3600 IZI / «S 1757 IS
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provided with respect to a diagnosable mental dis-
order or a diagnosable substance abuse disorder to—

(A) an inpatient of a hospital, psychiatric

~ hospital, residential treatment center, residen-
tial detoxification center, crisis residential pro-
gram, or mental illness residential treatment
program; or

(B) a resident of a therapeutic family or
group treatment home or community residential
treatment and recovery center for substance
abuse.

The National Health Board shall specify those
health professional services described in section 1112
that shall be treated as inpatient and residential
mental illness and substance abuse treatment when
provided to such an inpatient or resident.

(2) LiMrTATIONS.—Coverage for inpatient and
residential mental illness and substance abuse treat-
ment is subject to the following limitations:

(A) RESIDENTIAL MENTAL ILLNESS
TREATMENT.—Such treatment, when provided
with respect to a diagnosable mental disorder in
a setting that is not a hospital or a psychiatric
hospital, 1s covered only to avert the need for,

or as an alternative to, treatment in a hospital

HR 3600 IH / «S 1757 IS
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dis- 1 or a psychiatric hospital, as determined by a
to— 2 health professional designated by the health
latric 3 plan in which the individual receiving such
iden- 4 treatment is enrolled.
pro- 5 (B) RESIDENTIAL SUBSTANCE ABUSE
ment 6 TREATMENT.—Such treatment, when provided
7 with respect to a diagnosable substance abuse
ly or 8 disorder in a setting that is not a hospital or
ential 9 a psychiatric hospital, is covered only if a
stance 10 health professional designated by the health
11 plan in which the individual receiving such \
those 12 treatment is enrolled determines (based on 2%?9‘50;\ & : ‘f&*f As
A oF mediad
1112 13 teria that the plan may choose to employ) that Pm‘;ﬁ &
ential 14 the individual should receive such treatment.
when 15 (C) LEAST RESTRICTIVE SETTING.—Such
16 treatment is covered only when—
L and 17 (i) provided to an individual in the
treat- 18 least restrictive inpatient or residential set-
19 ting that is effective and appropriate for
NESS 20 the individual; and
vided 21 (i) less restrictive intensive
ler in 22 nonresidential or outpatient treatment
latric 23 would be ineffective or inappropriate.
| for, 24 (D) ANNUAL LIMIT.—Prior to January 1,
pital 25 2001, such treatment is subject to an aggregate
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annual limit of 40 days. A—maximunrof-36 . :

—for-ap—individual~if—a—health—professiphal—des-
—igmated-by~-the-health-plan-in-whiclyfhe-individ- i
<nal-is-enroliéd-determines-in-advy 'ce't‘h'at'——-—( -
—(h)=the-tdividual=poges-a~threat=to~his
—or-her~own-~life~-or-the=life=of=another=indi-
~vidual;-or=—
—(ii)=the-medical condition~of-the=indi-

das squdres—inpatient—tréqtment —in—a :., ‘
hospitajfor-a—psychiatrie-hespitalin—order &
bo—ifritiate;—change;—or—adjust—phyrma-

—gblogical-orsomatic-therapy.—

P R e

(E) INPATIENT HOSPITAL TREATMENT f'

FOR SUBSTANCE ABUSE.—Such treatment, |

I

NN A -t

when provided in a hospital or a psychiatric
hospital with respeect to a diagnosable substance
abuse disorder, is covered under this section

only for detoxification requiring the manage-

B T

ment of psychiatric conditions associated with
withdrawal from alcohol or drugs. The items
and services described in this section do not in-
clude medical detoxification as required for the

management of medical conditions associated 3
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with withdrawal from aleohol or drugs (which is
covered under section 1111).
(d) INTENSIVE NONRESIDENTIAL TREATMENT.—

(1) DEFINITION.—For purposes of this subtitle,
the term ‘‘intensive nonresidential mental illness and
substance abuse treatment” means diagnostic or
therapeutic items or services provided with respect
to a diagnosable mental disorder or a diagnosable
substance abuse disorder to an individual—

(A) participating in a partial hospitaliza-
tion program, a day treatment program, a psy-
chiatric rehabilitation program, or an ambula-
tory detoxification program; or

(B) receiving home-based mental illness
services or behavioral aide mental illness serv-
ices.

The National Health Board shall specify those
health professional services described in section 1112
that shall be treated as intensive nonresidential men-
tal illness and substance abuse treatment when pro-
vided to such an individual.

(2) Limrrations.—Coverage for intensive
nonresidential mental illness and substance abuse

treatment is subject to the following limitations:
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(A) DISCRETION OF PLAN.—An individual -
shall receive coverage for such treatment if a
health professional designated by_ the health
plan in w%__xéch the' leg({i\uz:\ rollgd eter-
mines (based onAcnterla that the plan may
choose to employ) that the individual should re-
ceive such treatment. o

(B) TREATMENT PURPOSES.—Such treat-
ment is covered only when pi'ovided—

(1) to avert the need for, or as an al-
ternative to, treatment in residential or in-
patient settings;

(1) to facilitate the earher discharge
of an individual receiving inpatient or resi-
dential care;

(i1) to restore the functioning of an
individual with a diagnosable mental dis-
order or a diagnosable substance abuse
disorder; or

(iv) to assist such an individual to de-
velop the skills and gain access to the sup-
port services the individual needs to
achieve the maximum level of functioning
of the individual within the community.

(C) ANNUAL LIMIT.—

*HR 8600 IH / «S 1757 IS
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] 1 (i) IN GENERAL.—Prior to January 1, (A |leenclide
1 Z-
2 / 2 2001, the number of covered days of inpa- -
Ith . . . \
'_ 3 tient and residential mental illness and (X 1 Xe.r.\a%w
r- . l
. 4 substance abuse treatment that are avail- el A ynare
Y § 5 able to an individual under the J-day W&
re- - - CWV\ONgEo
6 limit described in the first sentence of sub-
7 section (c)(2)(D) shall be reduced by 1 day
at- 8 for each 2 covered days of intensive
9 nonresidential mental illness and substance
al- 10 abuse treatment that are provided to the
o 11 individual, until such number is reduced to
12 zZero.
rge : , V4
13 N  ADDITIONAL) DAYS.—After the
oS 14 number overed .L referpgd’ to in
15 clause (1) has Qeen reduced tgZero with re-
%
an -

—
(@)

\ spect to an individyal, [tg€/individual shall
dis- \/

receive coverage for asfgximum of 60 days

p—
~]

use

p—
oo

ental 1illness

and substance/gbuse trgatmen®Nf a health
de- / \
professiongd Mesignated \iy the he plan

of intensive nonpgsideftia

N
o O

up- 21 (he individualis enrolled ONter-
to 22 that the individqhl should receiN
ing 7
24 (D) DETOXIFICATION.—Intensive
25 nonresidential mental illness and substance

*HR 3600 IH / 8 1737 IS




O 00 N & W o bsh WD -

N
W N = O

14

\\\L-‘*\\(\[,\\}e; 15
NG AR

L cosy 16
TLoON {7
18
19
20
21
22
23
24

25

Title I, Subtitle B
56

abuse treatment consisting of detoxification i i

covered only if it is provided in the context ol

a treatment program.

) OUT-OF-POCKET MAXIMUM.—Prior

Janua 1, 2001, [{ expenses for
den

nonresiderRyal menth] illness an '

abuse treatniant th .an indivigs

\ & 7

to satisfying &\ dediictible 74

treatment, and & |'~ w/

WA

(e) OUTPATIENT TREATMENT.— ’

(1) DEFINITION.—For purposes of this subtitle,
the term “outpatient mental illness and substance '
abuse treatment” means the following services pro-

vided with respect to a diagnosable mental disorder §

or a diagnosable substance abuse disorder in an out-

patient setting:

(A) Sereening and assessment. 3 |
i
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s | (B) Diagnosis.
of 2 (C) Medical management.
; 3 (D) Substance abuse counseling and re-
' to 4 lapse prevention.
sive 5 (E) Crisis services.
mnce , 6 (F') Somatic treatment services.
rior -' 7 (G) Psychotherapy.
such i 8 (H) Case management.
ince , i 9 (I) Collateral services.
such ;lr 10 (2) LmMrtTaTioNs.—Coverage for outpatient
an- E 1] mental illness and substance abuse treatment is sub- '? Z e \
nder ,‘_i 12 ject to the following limitations: and V\w
3 of i | 13 (A) HeEAaLTH PROFESSIONAL‘QRWCES.——
14 Such treatment is covered only when it con-
sub- I} 15 stitutes health professional services (as defined
16 in section 1112(c)(2))y 0¥ when P“W"A‘ex hf "’;
) (i1). 17 (B) DISCRETION OF PLAN.—An individual $af‘2""i_»%
18 shall receive coverage for outpatient mental ill- -ﬁ\al{- LY
itle, 19 ness and substance abuse treatment consisting \&g&\\\
inee 20 of substance abuse counseling and relapse pre- *QU\W(‘Z 4
o pPrevV &sr
pro- 21 vention if a health professional designated by T\'\\ﬂ\
rder 22 the health plan in which the individual is en- $'@CVices
Feasonableslandands o Medica| Precchice |y Y
out- 23 rolled determines (based onAentena that the S{r(.\‘h?w\ W\
24 plan may choose to employ) that the individual \A}'\f\.' <\
25 should receive such treatment. This subpara- P:[‘\Z*\e;: ;;:g@
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1 graph does not apply to group therapy coveré_ﬁ' f :
2 pursuant to subparagraph (C)(ii)(II). _ ; 2
3 (C) ANNUAL LIMITS.— 3
4 (1) PSYCHOTHERAPY AND COLLAT ' 4
5 ERAL SERVICES.—Prior to January _1 . ’
6 2001, psychotherapy and collateral serviceé °
/ 7 are subject to an aggregate annual limit of =
8 30 visits per individual. Additional visits; - °
9 may be covered, at the discretion of the{ ?
10 health plan in which the individual receiv.; . 0
11 ing treatment is enrolled, to prevent hos-. ; '
12 pitalization or to facilitate earlier hospitali- : 2
13 release, for which the number of covered N
14 days of inpatient and residential mental ill- ' 1:
15 ness and substance abuse treatment thati ' p

16 are available to an individual under the %E ] |
17 day limit described in the first sentence of- , ]1;
18 subsection (¢)(2)(D) shall be reduced by 1; 9
19 day for each 4 visitg. After such number § 20
20 has been reduced to.sere, no additional vis-?% i .
21 its under the preceding sentence may be ?. ),
22 covered. | 53
23 (i1)) SUBSTANCE ABUSE COUNSELING;, ' ”
24 AND RELAPSE PREVENTION.— 55
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(I) IN GENERAL.—Execept as pro-

C‘/(LGM\}S?——-

Sxeeptas pro- o Lo

vided in subclause (II),;the number of
covered days of inpatient and residen-
tial mental illness and substance
abuse treatment that are available to
an individual under the 38-day limit
described in the first sentence of sub-
section (¢)(2)(D) shall be reduced by
1 day for each 4 wvisits for substance
abuse counseling and relapse preven-
tion that are covered for the individ-
ual under subparagraph (B). After
such number has been reduced to
‘Bgé), no visits for substance abuse
counseling and relapse prevention may
be covered, except as provided in
subclause (II).

(II) GROUP THERAPY.—Perior to
January 1, 2001, substance abuse
counseling and relapse prevention con-
sisting of group therapy is subject to
a separate aggregate annual limit of
30 visits, if such therapy occurs with-
in 12 months after the individual has

received, with respect to a diagnosable
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1 substance abuse disorder, inpatieri‘

2 and residential mental illness and sué

3 stance abuse treatment or int,ensiv'(;

4 nonresidential mental illness and sub-?"

5 stance abuse treatment. The provi:f . _

6 sions of clause (i) and subclause _-','; '

7 do not apply to therapy that is de1

8 scribed in the preceding sentence. 4

9 (D) DETOXIFICATION.—Outpatient me_ntali;-
10~ illness and substance abuse treatment consist- § 1
11 ing of detoxification is covered only if it is pro- ff |
12 vided in the context of a treatment program. 1
13 (E) OUT-OF-POCKET MAXIMUM.—Prior to ' 1
14 January 1, 2001, expenses for outpatient men- ]
15 tal illness and substance abuse treatment that '} |
16 an individual incurs prior to satisfying a de- | ]
17 ductible applicable to such treatment, and

18 copayments and coinsurance paid by or on be-

19 half of the individual for such treatment, may
20 not be applied toward any annual out-of-pocket
21 limit on cost sharing under any cost sharing
22 schedule described in part 3 of this subtitle.
23 (f) OTHER DEFINITIONS.—For purposes of this sub-
24 title:
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'npatieﬂt%'- " 1 (1) CASE MANAGEMENT.—The term ‘“‘case man-
and sub- 1 2 agement”’ means services that assist individuals in
intensive -' ‘ 3 gaining access to needed medical, social, educational,
and sub'-. ] 4 and other services.
€ provi- , 5 (2) DIAGNOSABLE MENTAL DISORDER AND
ause (I) 3 ¢ DIAGNOSABLE SUBSTANCE ABUSE DISORDER.—The
t is de- * : 7 terms  “diagnosable = mental disorder”  and
Ce. .? ‘; 8 “diagnosable substance abuse disorder” mean a dis-
t mental | 9 order that—
consist- 10 (A) is listed in the Diagnostic and Statis- ]
it is pro- 11 tical Manual of Mental Disorders, Third Edi- ‘l
am. i 12 tion, Revised or a revised version of such man- ﬁ
Prior to 13 ual (except V Codes for Conditions Not Attrib-
nt men- 14 utable to a Mental Disorder That Are a Focus j
ent that 15 of Attention or Treatment);
g a de- 16 (B) is the equivalent of a disorder de-
nt, and 17 seribed in subparagraph (A), but is listed in the
)r on be- 18 International Classification of Diseases, 9th Re-
ent, may 19 vision, Clinical Modification, Third Edition or a
of-pocket 20 revised version of such text; or
sharing 21 (C) is listed in any authoritative text speci-
itle. 22 fying diagnostic criteria for mental disorders or
this sub- substance abuse disorders that is identified by

[\
F S

the National Health Board.

a7 AT S~ b DA 90 M LA 3T A YR BT Gl
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1 (3) PSYCHIATRIC HOSPITAL.—The term “psy-

2 chiatric hospital”’ has the meaning given such term: l
3 in section 1861(f) of the Social Security Act, except | ”
4 that such term shall include— . j
5 (A) in the case of an item or service pro-z' ' s
6 vided to an individual whose applicable health :5 p
7 plan is specified pursuant to section 1004(b)(1), ‘; : .
8 a facility of the uniformed services under title 8
9 10, United States Code, that is engaged in pro- o
10 viding services to inpatients that are equivalent “_f 10
11 to the services provided by a psychiatric hos- .
12 pital; 12
13 (B) in the case of an item or service pro- 2 13
14 vided to an individual whose applicable health 14
15 plan is specified pursuant to section 1004(b)(2), -‘a ‘ s
16 a facility operated by the Department of Veter- § 16
17 ans Affairs that is engaged in providing services 17
18 to inpatients that are equivalent to the services j 18
19 provided by a psychiatric hospital; and l 19
20 (C) in the case of an item or service pro- I 20
21 vided to an individual whose applicable health 21
22 plan 1s specified pursuant to section 1004(b)(3), .‘ , 22
23 a facility operated by the Indian Health Service ;‘ | 23
24 that 1s engaged in providing services to inpa- ,

| «HR 3600 IH / «S 1767 IS
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rm- “psy- 1 tients that are equivalent to the services pro-

such term : 2 vided by a psychiatrie hospital.

ct, except : 3 SEC. 1116. FAMILY PLANNING SERVICES AND SERVICES
‘. 4 FOR PREGNANT WOMEN.

Tvice pro- ; 5 The services described in this section are the follow-

ble health | 6 ing items and services:

004(b)(1), ; 7 (1) Voluntary family planning services.

inder title 8 (2) Contraceptive devices that—

ed in pro- 9 (A) may only be dispensed upon preserip-

equivalent Y@ 10 tion; and

atric hos- 3§ 11 (B) are subject to approval by the Sec-
4 12 retary of Health and Human Services under the

rvice pro- 13 Federal Food, Drug, and Cosmetic Act.

ble health 14 (3) Services for pregnant women.

004(b)(2), _ 15 SEC. 1117. HOSPICE CARE.

- of Veter- 16 The hospice care described in this section is the items

g services g 17 and services described in paragraph (1) of section

e services % 18 1861(dd) of the Social Security Aect, as defined in para-
: 19 graphs (2), (3), and (4)(A) of such section (with the ex-

rvice pro- g 20 ception of paragraph (2)(A)(iii)), except that all references

ole health zg 21 to the Secretary of Health and Human Services in such

104(b)(3), § 22 paragraphs shall be treated as references to the National

h Service 3} 23 Health Board.

to inpa- f
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1 SEC. 1133. HIGHER COST SHARING. ‘

2 (a) IN GENERAL.—The higher cost sharing schedule ;
3 referred to in section 1131 that is offered by a health 3
4 plan— E 3 .
5 (1) shall have an annual individual general dé f s
6 ductible of $200 and an annual family general 6
7 ductible of $400 that apply with respect to expense% 7
8 incurred for all items and services in the comprehen% " 8
9 sive benefit package except— | 9
10 (A) an item or service with respect 'j 10
11 which a separate individual deductible applie'é 1
12 under paragraph (2), (3), or (4); or *v : 12
13 (B) an item or service described in para 1 ' 13
14 graph (5), (6), or (7) with respect to which a: 14
w L peet s
~ 16 (22\shall require an mdmdual to incur e‘(penses 16
17 during each episode of inpatient and res1dent1al 17
\\ 18 mental illness and substance abuse treatment (de- 18
\\\19 seribed in section 1115(c¢)) equal to the cost of one\ | 19
Zb ~_ day of such treatment before the plan provides bene- f"‘ 20
21 fits for such treatment to the mdmdual 21

Priof o Tanuary |, 200l bl
22 (3}‘shall require an mdmdua? to incur e\'penses' ’ 27
23 during each episode of intensive nonresidential men- {| 23
24 tal illness and substance abuse trecatment (deser 1bed 24

25 in section 1115(d)) equal to the cost of one day of,
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1 such treatment before the plan provides benefits for
ing schedule 9 such treatment to the individual;
by a health ! 3 (4) shall require an individual to incur expenses
4 in a year for outpatient prescription drugs and
| general de 5 biologicals (described in section 1122) equal to $250
6 before the plan provides benefits for such items to
7 the individual;
» comprehen-| 8 (5) shall require an individual to incur expenses
9 in a year for dental care described in section 1126,
1 respect to;; f 10 except the items and services for prevention and di-
tible applies‘jj : 11 agnosis of dental disease described in section
é 12 1126(a)(2), equal to $50 before the plan provides
bed in para-% 13 benefits for such care to the individual;
t to which ay 14 (6) may not require any deductible for clinical
% 15 preventive services (described in section 1114);-
cur e\'penses‘z 16 (7) may not require any deductible for clinician
1 residential g 17 visits and associated services related to prenatal care
2atment  (de- g 18 or 1 post-partum visit under section 1116;
> cost of oneg 19 (8) may not require any deductible for the
rovides bene- ’% 20 items and services for prevention and diagnosis of
% 21 dental disease described in section 1126(a)(2);
cur expenses *{ 22 (9) shall have—
dential men- é 23 (A) an annual individual out-of-pocket
t (described % 24 limit on cost sharing of $1500; and

f one day of §
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Title 1, Subtitle DR '
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Copayments and Coinsurance for Items and Services—Continued

Title I, Subtitle B

Lower Cost Sharing

Benefit Section Schedule Higher Cost Sharing Schedule
Hospital  emergency  room - :
SOPVICES varereressirnsrissiessnsssnens 1111  $25 per visit (un- 20 percent of applicable
) * less patient has payvment rate
an emergency '
medical condition
as defined in sec-
tion 1867(e)(1)
of the Social Se-
curity Act)
Services of health profes-
SionAlS ..ieereeriirenne erreeeerenens 1112  $10 per visit 20 percent of applicable
payment rate
Emergency services other
than hospital emergency
FOOM SEIVICES .iiivveiiererrennens 1113 $25 per visit (un- 20 percent of applicable
s less patient has payment rate
s benefits for ik an emergency
s medical eondition
. as defined in sec-
ce with the; i tion 1867(e)(1)
I of the Social Se-
ring schedule;; JiE curity Act)
B Ambulatory medical and sur-
- A gical Services .......oivermnne 1113  $10 per visit 20 percent of applicable
' L{, | payment rate
¥
y copaynf]ent; % : Clinical preventive ser?'ices 1114 No copayment No coinsurance
b1 Inpatient and residential men-
1} , tal illness and substance
*j abuse treatment. ................. 1115 No copayment 20 percent of applicable
o
urance in ac-: g payment rate
‘ i Intensive nonresidential men-
_ f g tal illness and substance
= abuse treatment (except
' ‘ ; treatment provided pursu-
SURANCE. i3 ant to section
A ] ITI5(@EHO)G)) .o, 1115 No copayment 20 percent of applicable
. o :
specifies, for. ;' payment rate

9‘ Intensive nonresidential men- / T
- li- 4 ]
‘ . tal illness and substance TN
 and coinsur { ; abuse treatment provided .Y
'i i pursuant to section C. \. \
<N TL5(d)E@HC)G) v 1115 $25 per visit > 111150 percent of applicabl k Tinoar |
A Fanoary_ |00l pamentrate N mAN0AVTY
| . ) Vis+ V00l epdg
% Outpatient mental illness and an e ! d Y- N f'!i;\ o
vices B substance abuse treatment ’\\)&\Q < ‘v@@'@N h’@‘f@“ - "l@b‘r.

'Cost Sharing Schedule

management) ..................... 1115 $10 per visit 20 percent of applicable
? [ payment rate
cent of applicable 2
ment rate Outpatient psychotherapy and
collateral services ............... 1115 $25 per visit until 50 percent of applicable

cent of applicable
ment rate

A

(except psychotherapy, col-
lateral services, and case

January 1, 2001,
and $10 per visit
thereafter

payment rate until Jan-
uary 1, 2001, and 20
percent thereafter
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