	Regional Autism Assistance Program
 Expert Panel Meeting
August 22, 2023, 9 AM – 11 AM
Via Zoom

	Name 
	Organization/Role Representing
	Attended

	Alyson Beytien
	Beyond Behavior ABA, Family Member 
	X

	Samantha Cermak
	ChildServe 
	X

	Josh Cobbs
	Family Advisor, Autism Speaks
	X

	Megan Christensen
	Metro West Learning Center
	X

	Allison Drew
	Regional Autism Assistance Program, Family Member
	X

	Connie Fanselow
	Iowa Department of Human Services, Iowa Mental Health and Disability Services Commission
	X

	Kirstin Hanson
	AXIS Therapy Centers
	X

	Erika Hertel
	Regional Autism Assistance Program, Family Member
	X

	Michelle Holst
	Iowa Department of Public Health- 1st Five
	X

	Evelyn Horton
	Balance Autism
	X

	Aaron Kauer
	UI Stead Family Children’s Hospital Child & Adolescent Psychiatry
	

	Andrea Keith
	Iowa Vocational Rehabilitation Services
	X

	Lisa Kemmerer
	Star Autism Support
	

	Vanessa Kimm
	Family Advisor, UI Stead Family Children’s Hospital 
	

	Todd Kopelman
	Meadowlark Psychiatric Services, UI Stead Family Children’s Hospital Child & Adolescent Psychiatry
	

	Amy Chebuhar
	Iowa Department of Public Health
	X

	Monica Kurtz
	Grant Wood Area Education Agency
	X

	Stacie Lane
	Tanager Place
	

	Toni Fuller Merfeld 
	Metro West Learning Center
	X

	Caroline Moniza
	Mercy Family Counseling & EAP
	

	Steve Muller 
	Balance Autism
	

	Kelly Pelzel
	UI Stead Family Children’s Hospital Autism Center
	X

	Mary Roberts
	Family Advisor, UI Stead Family Children’s Hospital Autism Center
	

	Leslie Rogers
	ChildServe
	X

	Thomas Scholz
	Division of Child & Community Health
	X

	Kristine Steinmetz
	Autism Society of Iowa, Family Member
	X

	Wendy Trotter
	Iowa Department of Education
	

	Maria Valdovinos
	Drake University
	X

	Brad Zelinger
	Stride Autism Centers
	X

	
	
	

	
	
	









Welcome and Introductions (Facilitator: Erika Hertel)

Mental Health Parity (Leondra Dodd and Grace Williams, Health Investigations (Mental Health Parity Compliance))


· Mental health parity is the Department of Labor’s current top enforcement initiative.
· Trying to identify barriers in accessing coverage.
· How can the department take a role in assisting those having trouble to make sure that they are able to reach out to the department for help.
· One of first non-quantitative treatment limitations (NQTL)s highlighted to congress was Autism.
· Found that multiple, self-funded plans had a blanket exclusion autism and/or all ABA therapy related benefits.
· Once that was remedied by the department, over a million patients could then access that care
· Because the same policies and procedures go across the books. Therefore, any challenges that you have with the insurance provider should go to the Kansas City Office.
· Leondra is looking for:
· information on what types of services are necessary for Autism treatment
· what types of barriers/hurdles families are facing to have Autism benefits covered

*if you receive a complaint, know that there are many more out there who have not complained
Department of Labor’s 800 number manned in-person, Monday-Friday 8-4:15pm (1-866-444-3272)
or email at: dodd.leondra@dol.gov and williams.grace@dol.gov

· The department also opens investigations on insurance companies, TVAs, and group health plans if they are not compliant. Every call helps.
· High level red flags to note:
· If a plan has a blanket exclusion for ABA therapy
· If there’s an age limit on ABA therapy
· If the patient is told they need to go to a specific specialist to be diagnosed for ABA therapy
· If the patient needs to show “significant improvement”
· If the patient needs to have exhausted all benefits through their school or school district before the group health plan will pay for ABA therapy or Autism care
· If you see Autism diagnosed as a medical/surgical condition

· Started a list of barriers/hurdles/red flags:
· Not enough in-network providers who provide ABA therapy
· If providers are available for in-patient, there’s a 12-13 month wait
· If something just doesn’t seem right
· Insurance requiring scores or requiring certain assessments prior to approving ABA (Erika)
· There are so few practitioners that the wait times for testing are substantial
· Iowa’s CHIP program, Hawk-I, does not cover ABA (gotten preapproval then found out otherwise) 
· This possibly came from an MCO that confused Medicaid and Medicare (Connie)
· Family says they need a reevaluation of Autism to continue services (Kelly & Megan 2nd that from the providers’ perspectives)
· ABA services cannot be paid the same day as other mental health appointments (Samantha)
· MUE limitation on 97151 assessment code, MUE limitation for Medicaid is one measure but for Medicare it’s another, much lower measure and some of the commercial insurance companies will limit care to that lower measure even though we don’t service people that qualify for Medicare. Don’t generally see this for the Medicaid patients. Appeals don’t often go in the patient’s favor but randomly they do (Brad)
· We should involve the Hawk-I family voices (Evelyn)

Member Update (Connie Fanselow, Iowa Department of Health and Human Services (HHS))



· will be retiring at the end of the year so Connie will train someone on the program, but this may not be the person that it stays with
· if you know of a family that has a bill that the MCO is asking for payment on, please contact Connie with specifics such as name, DOB, dates of services, etc.
· looking for ways to cover patients who are still on Hawk-I but have no way to cover the ABA benefits
· working on a new provider list and requests feedback/updates as you have them
· funding appropriation has been down the past few years but they’re still good of funding
· reminder that Medicaid Townhalls are held monthly and are archived
· there are plans to conduct a point-in-time screening on the waiver waiting lists, in part to clear the waitlist of people who don’t qualify
· program is looking to streamline the application process so that the basic information auto-populates and then they can select which waiver instead of having to start over from scratch every time

Member Updates (Kris Steinmetz, Autism Society of Iowa)
· Fall Conference on October 27th, 2023, at Sheraton Hotel in West Des Moines 7:30am-3pm
· Topics include challenging behavior, autism, panel of adults with Autism who will share their stories, ideas for parents and child care providers, panel of parents talking about caring for persons with profound autism that requires 24hour care, developing executive functioning skills for high school and beyond, sensory issues, and ask the doctor- accommodations for the waiting rooms/preparing for appointments
· Tables for people to meet and a resource fair
· Networking time in the afternoon
· Family scholarships are available
· speech, social work and pathology CEUs available
· registration is on the website

Member Update (Kelly Pelzel, UIHC)
· Family medicine provider, Meghan Connett who will be in the CDD for two, half-day clinics per month (2nd and 4th Thursdays) caring for the adult medicine patients
· Dr. Lea Boldt will be leaving child psych. at UIHC and entering private practice in Iowa City
· Kelly is doing an in-person Impact training at the end of September


Member Update (Erika Hertel, Iowa Regional Autism Assistance Program)
· RAP has increased social media presence through the new coordinator, Allison Drew
· Allison will take over the Autism Basics trainings in English and Spanish this fall and spring
· CHSC received an additional year of funding through the HRSA grant
· Erika’s son started a Socially Anxious Hangout Group for ages 18-40 and this is now connected with the Cedar Rapids’ library, so the reach, as of September, is Iowa City, Cedar Rapids, and Davenport for events

Member Update (Josh Cobbs)
· Resource fair for Autism Speaks at Iowa Cubs stadium
· Looking for great employment stories to share- let Josh know

Meeting adjourned at 10:22 AM.




HCBS Transformation Plan Brief.pdf


•	Implement streamlined screening and improved 
processes to better align services with people’s 
needs.


•	Align community-based services (CBS), including 
Medicaid home and community-based services 
(HCBS) waivers, to the needs of Iowans.


•	Maximize access to Medicaid HCBS and other 
CBS supports for people who need long-term 
services and support.


 COMMUNITY-BASED  
 SERVICES PROJECT 


 TRANSFORMATION  
 PLAN BRIEF 


Last year, we conducted a systemwide assessment of 
community-based behavioral health, disability and aging 
services across the state. This resulted in finding the next 
steps to improve service delivery throughout the state.


This year, we begin with the Transformation Plan for 
transforming the system statewide.


Feedback Results


2022 2023


Transformation Plan


Follow 
CBSE guiding 
principles


Build  
new goals  
and activities


Create strategies 
for community 
engagement


Present  
Iowa HHS’s 2023 
partnered events


OUR WORK STREAMS


Waiver Redesign


Wait l ist management


Case management


Better identify needs and 
re-prioritize how people 
wait for CBS.


Three work streams teams will support implementation plan with the CBSE guiding principles.


Re-imagines Medicaid 
HCBS waivers so that 
people can stay in the 
community.


Support Iowa HHS by 
improving how people 
find and learn about CBS.







FIND OUT MORE


EXPLORATION


FULL
IMPLEMENTATION


INSTALLATION


INITIAL
IMPLEMENTATION


Get involved! 
Review details about our upcoming 
feedback sessions and submit an  
interest form.


Follow us for progress 
updates, upcoming 
activities and more! 
https://hhs.iowa.gov/CBSE


Exploration
Collect feedback, gather ideas and co-create 
solutions through participation groups and 
other engagement activities.


Insta l lation
Make decisions based on findings from the 
exploration phase. Publicly announce next 
steps.


Init ia l  Implementation
Collect feedback on initial implementation 
to seek perpectives on oportunities for 
improvement or changes.


Full  Implementation
Communicate about implementation 
progress to date and impact of the activity.


facebook.com/iamedicaid


twitter.com/iamedicaid


Contact us
Mathematica-Harkin team 
iowahcbs@mathematica-mpr.com 


TIMELINE


OUR PROGRESS METHOD 
The team will continue to gather feedback about implementation and address as needed in a continuous feedback loop.
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HHS (Behavioral Health Services, Aging and Disability Services)        


July-August 2023 Update 


Consultant for analysis of Iowa Crisis services  


• A Request for Proposals (RFP) - MHDS-23-033 Consultant Services for 
Iowa’s Behavioral Health Crisis System – was posted on June 12th with the 
notice of award scheduled for August 29, 2023.  


o Goal is to shift crisis system from a mental health crisis system to a 
behavioral health crisis system that incorporates substance use and 
seamlessly connects individuals to the services they need when they 
need them. 


 
Service Delivery Alignment 


• HHS will be working with Health Management Associates to study the 
delivery of HHS programs 


• Currently programs often work in silos which are cumbersome, confusing, 
and inefficient for those we serve and community partners. 


• Vision: 
o To create consistency in access to HHS 
o Use the expertise and passion of HHS workforce and local partners 
o Make better use of funding 
o Improve how HHS works with local partners 
o Better reflect the evolution of our state’s resources and population 


 
Assessment will identify: 


o Current system structures and historical context 
o Existing operational capabilities and gaps 
o Funding and resources available in the current system 
o Linkages between service areas in the current delivery system and 


Medicaid programs 
o Target and priority populations, including number of individuals 


currently being served 
o Decision makers and partners involved in service delivery systems 


• 19 statewide programs are included in the study: 
o Local government public health 
o Local public health delivered Medicaid Services 
o Environmental Health 
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o Mental Health Delivery Regions 
o Certified Community Behavioral Health Centers 
o Emergency Preparedness Regions 
o Integrated Provider Network (gambling and substance use 


assistance) 
o Tobacco Community Partnerships 
o Early Childhood Iowa 
o Maternal and Child Health 
o Family Planning Program  
o I-SMILE (Dental Program) 
o WIC (Supplemental Nutrition Program for Women, Infants, and 


Children) 
o Family Developmental and Self Sufficiency Program 


o Community Partnership for Protecting Children 


o Decat (the decategorization of child welfare and juvenile justice 


funding) 


o Aging and Disability Regional Centers 


o Area Agencies on Aging 


o Community Action Agencies 


Iowa Medicaid Town Halls 


• Iowa Medicaid holds monthly virtual town hall meetings with providers and 
members to gather feedback on the current state of the program and how 
to improve, as well as to share information on current and future program 
projects and improvements  


• A separate town hall meeting is held for providers and members on the 
fourth Thursday of each month 


• Advance registration is encouraged, but not required 


• Login information for the virtual meetings will be shared on the day of the 
event to ensure the Department has enough virtual spots to accommodate 
all guests 


• Email specific questions to: IMETownHall@dhs.state.ia.us 


• Access info and register at:  Iowa Medicaid Town Halls | Iowa Department 
of Health and Human Services 


• Members who need assistance with registration, may contact Iowa 
Medicaid Member Services at 1-800-338-8366 


 



mailto:IMETownHall@dhs.state.ia.us

https://hhs.iowa.gov/ime/about/advisory-groups/townhall

https://hhs.iowa.gov/ime/about/advisory-groups/townhall
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Iowa Medicaid Town Hall Archive  


• To view recordings and materials from past town hall meetings and other 
public events such as listening sessions, go to:  Iowa Medicaid Virtual 
Meeting Archive | Iowa Department of Health and Human Services 


 
New Iowa Medicaid Dashboard  


• https://hhs.iowa.gov/Iowa-Medicaid-dashboard  
 
Recommendations for Strengthening Iowa’s Community-Based Services System 
Summary of Final Evaluation Report 
 


Read the full report here:  Recommendations for Strengthening Iowa’s 


Community-Based Services System. Final Evaluation Report 


Summary of findings and recommendations: 


Finding:  Iowa’s process for managing Medicaid waiver waiting lists does not 


support timely, efficient, or needs-based access to appropriate services. Waiting 


lists for Medicaid waiver services have the potential to be an important entry 


point into the CBS system and can serve as a source of information about CBS 


needs throughout the state. Yet Iowa’s first-come, first-served approach to 


managing waiver waiting lists and assigning waiver slots does not capture 


information about, nor does it prioritize, services based on need. Iowans who 


need intensive supports, as well as those who are not eligible for Medicaid 


services, can remain on Medicaid HCBS waiver waiting lists for years. Moreover, 


the waiting lists do not collect information that could help HHS plan for future 


system demands. While on the waiting list, consumers often have difficulty 


connecting to CBS offered outside Medicaid, and the current process does not 


offer referral to other sources of support.  


Recommendation:  Iowa should implement streamlined screening and improved 


processes to better align services with people’s needs. 


• Conduct a point-in-time screening for all individuals currently on an HCBS 


waiver waiting list. 


• Implement new processes to prioritize services using a single Medicaid 


HCBS waiver waiting list. 



https://hhs.iowa.gov/ime/about/advisory-groups/townhall/archive

https://hhs.iowa.gov/ime/about/advisory-groups/townhall/archive

https://hhs.iowa.gov/Iowa-Medicaid-dashboard

https://hhs.iowa.gov/Iowa-Medicaid-dashboard

https://hhs.iowa.gov/sites/default/files/Iowa-CBSE-Final-Evaluation-Report.pdf

https://hhs.iowa.gov/sites/default/files/Iowa-CBSE-Final-Evaluation-Report.pdf
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• Develop infrastructure to share waiting list status with members and 


other key agencies providing services, such as Mental Health and 


Disability Services (now Behavioral Health Services and Aging and 


Disability Services), Area Agencies on Aging, and ADRCs. 


Finding:  Medicaid HCBS waiver services often do not align with member needs, 


resulting in inequity and inefficiency in accessing needed services. Although 


Iowa’s Medicaid waivers are the primary avenue for consumers to access CBS to 


support community living, the current waiver structure aligns eligibility to 


diagnosis, which means that Iowans’ support needs may not fit with the services 


available under the waiver they are using. This disconnect creates an inequitable 


and inefficient allocation of services. Some diagnoses are covered by multiple 


waivers, meaning that consumers can be eligible for more than one waiver and 


can move across waivers to obtain a different service package. Others are not 


covered by any waiver on the basis of their diagnosis, even though their support 


needs require CBS to remain in the community. In addition, it is difficult to assess 


members’ needs comprehensively because there is no single assessment used 


across all available waivers.  


Recommendation:  Iowa should take steps to align community-based services, 


including Medicaid HCBS waivers, to the needs of Iowans. 


• Develop a standardized, uniform assessment tool across Medicaid HCBS 


waivers and manage data so that information on consumers’ needs can 


be shared with key partners. 


• Evaluate options for redesigning Iowa’s HCBS waivers to be aligned with 


members’ documented needs. 


Finding:  Services and supports in Medicaid and the broader CBS system are 


difficult to navigate and access. A shortage of providers and gaps in the service 


continuum create barriers to receiving appropriate care in the community. 


Furthermore, across Iowa’s CBS system, consumers and case managers have 


difficulty accessing information about available services and providers. This 


situation is exacerbated by high case manager caseloads. Collectively, these 


challenges leave consumers and their natural supports to navigate a limited and 


complex system, resulting in delays or inability to access needed supports. These 
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challenges also create barriers for consumers residing in institutions who are 


seeking to transition to the community.  


Recommendation:  Iowa should maximize access to Medicaid HCBS and other 


community-based services and supports for people with long-term services and 


support needs. 


• Improve the public’s understanding of the community-based services 


system, available supports, and ways to access services. 


• Clarify and strengthen expectations for MCOs to support individuals with 


long-term care needs by connecting them to available services and 


supports. 


• Evaluate options for redesigning the way HCBS case management is 


provided. 


• Support families involved in receiving or providing HCBS by encouraging 


self-direction and paying caregivers. 


• Consider expanding Money Follows the Person (MFP) eligibility criteria 


beyond certain diagnoses to allow more transitions out of facilities for 


those who wish to reside in the community. 


Critical to the implementation of these recommendations is the interplay between 


Medicaid and MHDS. Aligning MHDS and Medicaid services to better leverage 


public funding will create a more streamlined system and allow for maximal use of 


state dollars to reach the most people. As HHS makes decisions, it will be 


imperative to consider the implementation of these recommendations across 


MHDS and Medicaid. To successfully make change that improves the system, HHS 


will need to engage Iowans who use services, caregivers, providers, 


administrators, and many others to identify solutions, support implementation, 


and communicate about changes being made to the system. 


 


Iowa HCBS Waiver Transition Plan (May 2023) - PowerPoint Presentation 


(iowa.gov)  


 



https://hhs.iowa.gov/sites/default/files/HCBS%20Waiver%20Transition%20Plan.pdf

https://hhs.iowa.gov/sites/default/files/HCBS%20Waiver%20Transition%20Plan.pdf
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FAQS ABOUT MENTAL HEALTH AND SUBSTANCE 
USE DISORDER PARITY IMPLEMENTATION AND THE 
CONSOLIDATED APPROPRIATIONS ACT, 2021 PART 45  
 
April 2, 2021 
 
The Consolidated Appropriations Act, 2021 (the Appropriations Act) amended the Mental Health Parity 
and Addiction Equity Act of 2008 (MHPAEA) to provide important new protections.  The Departments of 
Labor (DOL), Health and Human Services (HHS), and the Treasury (collectively, “the Departments”) have 
jointly prepared this document to help stakeholders understand these amendments.  Previously issued 
Frequently Asked Questions (FAQs) related to MHPAEA are available at 
https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/mental-health-and-substance-use-disorder-
parity and https://www.cms.gov/cciio/resources/fact-sheets-and-faqs#Mental_Health_Parity.      


Mental Health Parity and Addiction Equity Act of 2008  


MHPAEA generally provides that financial requirements (such as coinsurance and copays) and treatment 
limitations (such as visit limits) imposed on mental health or substance use disorder (MH/SUD) benefits 
cannot be more restrictive than the predominant financial requirements and treatment limitations that apply 
to substantially all medical/surgical benefits in a classification.1 In addition, MHPAEA prohibits separate 
treatment limitations that apply only to MH/SUD benefits.  MHPAEA also imposes several important 
disclosure requirements on group health plans and health insurance issuers. 


The MHPAEA final regulations require that a group health plan or health insurance issuer may not impose a 
non-quantitative treatment limitation (NQTL) with respect to MH/SUD benefits in any classification unless, 
under the terms of the plan (or health insurance coverage) as written and in operation, any processes, 
strategies, evidentiary standards, or other factors used in applying the NQTL to MH/SUD benefits in the 
classification are comparable to, and are applied no more stringently than, the processes, strategies, 
evidentiary standards, or other factors used in applying the limitation to medical/surgical benefits in the 
same classification.2   Under this analysis, the focus is not on whether the final result is the same for 
MH/SUD benefits as for medical/surgical benefits, but rather on whether the underlying processes, 
strategies, evidentiary standards, and other factors are in parity.  These processes, strategies, evidentiary 
standards, and other factors must be comparable and applied no more stringently for MH/SUD benefits than 
for medical/surgical benefits.   


Since the enactment of MHPAEA, the Departments have issued guidance and compliance assistance 
materials to help stakeholders understand the law and its implementing regulations, including the 
requirements for NQTLs.  Most recently, in September 2019, the Departments issued Final FAQs part 39.3


In an effort to promote compliance, the FAQs provided additional examples regarding how the NQTL 
requirements in the MHPAEA final regulations apply to different fact patterns. 


The DOL also maintains on its website a MHPAEA Self-Compliance Tool that is intended to help group 
health plan sponsors and administrators, health insurance issuers, State regulators, and other stakeholders 
determine whether a group health plan or health insurance issuer complies with MHPAEA.4 The MHPAEA 
                                                           
1 The six classifications of benefits defined in final regulations implementing the requirements of MHPAEA are: (1) inpatient, in-
network; (2) inpatient, out-of-network; (3) outpatient, in-network; (4) outpatient, out-of-network; (5) emergency care; and (6) 
prescription drugs. 26 CFR 54.9812-1(c)(2)(ii); 29 CFR 2590.712(c)(2)(ii); and 45 CFR 146.136(c)(2)(ii). 
2 26 CFR 54.9812-1(c)(4)(i); 29 CFR 2590.712(c)(4)(i); and 45 CFR 146.136(c)(4)(i) and 147.160. 
3 FAQs about Mental Health and Substance Use Disorder Parity Implementation and the 21st Century Cures Act Part 39 (Sept. 5, 
2019), available at https://www.dol.gov/sites/dolgov/files/EBSA/about-ebsa/our-activities/resource-center/faqs/aca-part-39-final.pdf
and https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQs-Part-39.pdf. 
4 2020 MHPAEA Self-Compliance Tool, available at https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-
regulations/laws/mental-health-parity/self-compliance-tool.pdf. 



https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/mental-health-and-substance-use-disorder-parity

https://www.dol.gov/agencies/ebsa/laws-and-regulations/laws/mental-health-and-substance-use-disorder-parity

https://www.cms.gov/cciio/resources/fact-sheets-and-faqs#Mental_Health_Parity

https://www.dol.gov/sites/dolgov/files/EBSA/about-ebsa/our-activities/resource-center/faqs/aca-part-39-final.pdf

https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQs-Part-39.pdf

https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-regulations/laws/mental-health-parity/self-compliance-tool.pdf

https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-regulations/laws/mental-health-parity/self-compliance-tool.pdf





Self-Compliance Tool includes a section on NQTLs that outlines a process for conducting comparative 
analyses of NQTLs.  The MHPAEA Self-Compliance Tool is updated every two years and was most 
recently updated in 2020 by the DOL (in coordination with the Department of the Treasury and HHS).   


The Consolidated Appropriations Act, 2021  


The Consolidated Appropriations Act, 2021 was enacted on December 27, 2020.5 Section 203 of Title II of 
Division BB of the Appropriations Act amended MHPAEA, in part, by expressly requiring group health 
plans and health insurance issuers offering group or individual health insurance coverage that offer both 
medical/surgical benefits and MH/SUD benefits and that impose NQTLs on MH/SUD benefits to perform 
and document their comparative analyses of the design and application of NQTLs.  Further, beginning 45 
days after the date of enactment of the Appropriations Act, these plans and issuers must make their 
comparative analyses available to the Departments or applicable State authorities, upon request, including 
the following information: 


1. The specific plan or coverage terms or other relevant terms regarding the NQTLs and a description 
of all MH/SUD and medical or surgical benefits to which each such term applies in each respective 
benefits classification; 


2. The factors used to determine that the NQTLs will apply to MH/SUD benefits and medical or 
surgical benefits; 


3. The evidentiary standards used for the factors identified, when applicable, provided that every 
factor shall be defined, and any other source or evidence relied upon to design and apply the 
NQTLs to MH/SUD benefits and medical or surgical benefits; 


4. The comparative analyses demonstrating that the processes, strategies, evidentiary standards, and 
other factors used to apply the NQTLs to MH/SUD benefits, as written and in operation, are 
comparable to, and are applied no more stringently than, the processes, strategies, evidentiary 
standards, and other factors used to apply the NQTLs to medical/surgical benefits in the benefits 
classification; and 


5. The specific findings and conclusions reached by the plan or issuer, including any results of the 
analyses that indicate that the plan or coverage is or is not in compliance with the MHPAEA 
requirements.6


The Appropriations Act also provides that the Departments shall request that a group health plan or issuer 
submit the comparative analyses for plans that involve potential MHPAEA violations or complaints 
regarding noncompliance with MHPAEA that concern NQTLs, and any other instances in which the 
Departments determine appropriate.7


The Appropriations Act further requires the Departments, after review of the comparative analyses, to share 
information on findings of compliance and noncompliance with the State where the plan is located or the 
State where the issuer is licensed to do business.  Additionally, not later than one year after enactment of the 
Appropriations Act and annually by October 1 thereafter, the Departments must submit to Congress and 
make publicly available a report that sets forth: 


1. A summary of the comparative analyses requested, including the identity of each plan or issuer that 
is determined not to be in compliance after a final determination; 


                                                           
5 Pub. L. 116-260 (Dec. 27, 2020). 
6 Internal Revenue Code (Code) section 9812(a)(8)(A)(i)-(iv), ERISA Section 712(a)(8)(A)(i)-(iv) and Public Health Service (PHS) 
Act section 2726(a)(8)(A)(i)-(iv). 
7 Code section 9812(a)(8)(B)(i), ERISA section 712(a)(8)(B)(i), and PHS Act section 2726(a)(8)(B)(i). 
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2. The Departments’ conclusions as to whether each plan or issuer submitted sufficient information 
for the Departments to review the comparative analyses requested; 


3. For each plan or issuer that submitted sufficient information for the Departments to review the 
comparative analyses requested, the Departments’ conclusion as to whether and why the plan or 
issuer is in compliance with the disclosure requirements of MHPAEA; 


4. The Departments’ specifications for each plan or issuer that did not submit sufficient information 
for the Departments to review the comparative analyses for compliance; and 


5. The Departments’ specifications of the actions each plan or issuer that the Departments determined 
is not in compliance must take to be in compliance with MHPAEA, including the reason the 
Departments determined the plan or issuer was not in compliance. 


Q1: When must plans and issuers make available their NQTL comparative analyses, as 
required by the Appropriations Act?  


Plans and issuers that offer both medical/surgical benefits and MH/SUD benefits and impose NQTLs must 
make their comparative analyses of the design and application of NQTLs available to the Departments or 
applicable State authorities upon request, beginning 45 days after the date of enactment of the 
Appropriations Act. Because the Appropriations Act was enacted on December 27, 2020, the requirement 
applies beginning February 10, 2021.  Accordingly, plans and issuers should now be prepared to make their 
comparative analyses available upon request. 


Q2:  What information must plans and issuers make available in response to the 
Departments’ requests for documentation of their comparative analyses?   


Plans and issuers should ensure that comparative analyses are sufficiently specific, detailed, and reasoned to 
demonstrate whether the processes, strategies, evidentiary standards, or other factors used in developing and 
applying an NQTL are comparable and applied no more stringently to MH/SUD benefits than to 
medical/surgical benefits, as described further below.  To that end, a general statement of compliance, 
coupled with a conclusory reference to broadly stated processes, strategies, evidentiary standards, or other 
factors is insufficient to meet this statutory requirement. 


As explained above, the DOL’s MHPAEA Self-Compliance Tool includes robust guidance related to 
requirements for NQTLs and outlines a process for analyzing whether a particular NQTL meets those 
requirements.  It also includes numerous examples and compliance tips that may be helpful to plans and 
issuers regarding how to conduct comparative analyses of NQTLs, along with potential warning signs that 
may be indicative of noncompliance and warrant further review.  In particular, the Self-Compliance Tool 
outlines four steps that plans and issuers should take to assess their compliance with MHPAEA for NQTLs.  
For each step, the Self-Compliance Tool also identifies certain information to support the analysis and the 
conclusions reached about whether the plan or coverage complies with MHPAEA.  This information closely 
aligns with the information, outlined in the next paragraph, that plans and issuers must include as part of 
their comparative analyses.  Therefore, plans and issuers that have carefully applied the guidance in the 
Self-Compliance Tool should be in a strong position to comply with the Appropriation Act’s requirement to 
submit comparative analyses upon request.  The MHPAEA Self-Compliance Tool was last updated in 2020, 
before the enactment of the Appropriations Act, and it recommends that plans and issuers analyze NQTLs 
and document those analyses as a best practice.  However, the Appropriations Act expressly requires that 
plans and issuers now conduct and document comparative analyses of the design and application of NQTLs.  
Therefore, this process is no longer a “best practice;” it is required.   
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Under the Appropriations Act, plans and issuers must now be prepared to submit their comparative analysis 
with respect to each NQTL imposed when requested by any of the Departments or by an applicable State 
authority.  For an analysis to be treated as sufficient under the Appropriations Act, it must contain a 
detailed, written, and reasoned explanation of the specific plan terms and practices at issue, and include the 
bases for the plan’s or issuer’s conclusion that the NQTLs comply with MHPAEA. At a minimum, 
sufficient analyses must include a robust discussion of all of the elements listed below.    


1. A clear description of the specific NQTL, plan terms, and policies at issue. 


2. Identification of the specific MH/SUD and medical/surgical benefits to which the NQTL applies 
within each benefit classification, and a clear statement as to which benefits identified are treated as 
MH/SUD and which are treated as medical/surgical. 


3. Identification of any factors, evidentiary standards or sources, or strategies or processes considered 
in the design or application of the NQTL and in determining which benefits, including both 
MH/SUD benefits and medical/surgical benefits, are subject to the NQTL.  Analyses should explain 
whether any factors were given more weight than others and the reason(s) for doing so, including 
an evaluation of any specific data used in the determination. 


4. To the extent the plan or issuer defines any of the factors, evidentiary standards, strategies, or 
processes in a quantitative manner, it must include the precise definitions used and any supporting 
sources.   


5. The analyses, as documented, should explain whether there is any variation in the application of a 
guideline or standard used by the plan or issuer between MH/SUD and medical/surgical benefits 
and, if so, describe the process and factors used for establishing that variation. 


6. If the application of the NQTL turns on specific decisions in administration of the benefits, the plan 
or issuer should identify the nature of the decisions, the decision maker(s), the timing of the 
decisions, and the qualifications of the decision maker(s). 


7. If the plan’s or issuer’s analyses rely upon any experts, the analyses, as documented, should include 
an assessment of each expert’s qualifications and the extent to which the plan or issuer ultimately 
relied upon each expert’s evaluations in setting recommendations regarding both MH/SUD and 
medical/surgical benefits. 


8. A reasoned discussion of the plan’s or issuer’s findings and conclusions as to the comparability of 
the processes, strategies, evidentiary standards, factors, and sources identified above within each 
affected classification, and their relative stringency, both as applied and as written.  This discussion 
should include citations to any specific evidence considered and any results of analyses indicating 
that the plan or coverage is or is not in compliance with MHPAEA. 


9. The date of the analyses and the name, title, and position of the person or persons who performed or 
participated in the comparative analyses.8


                                                           
8 Code section 9812(a)(8)(B)(ii), ERISA section 712(a)(8)(B)(ii), and PHS Act section 2726(a)(8)(B)(ii); see also the 2020 
MHPAEA Self-Compliance Tool, available at https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-regulations/laws/mental-
health-parity/self-compliance-tool.pdf, at pg. 34 (discussing the types of information a group health plan might be asked to provide 
if audited by DOL investigators for MHPAEA compliance). 
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Q3:  What are examples of reasons why the Departments might conclude that documentation 
of comparative analyses of NQTLs is insufficiently specific and detailed? 


As noted above, a general statement of compliance, coupled with a conclusory reference to broadly stated 
processes, strategies, standards, or other factors is not sufficient.  Accordingly, comparative analyses that 
consist of conclusory or generalized statements without specific supporting evidence and detailed 
explanations or a mere production of a large volume of documents without a clear explanation of how and 
why each document is relevant to the comparative analyses are insufficient.  Analyses that are sufficient 
include all the elements set forth in the response to Q2.  


In past investigations relating to NQTLs, the Departments have observed the following practices and 
procedures, which plans and issuers should avoid in responding to requests for comparative analyses 
because they are insufficient:  


1. Production of a large volume of documents without a clear explanation of how and why each 
document is relevant to the comparative analysis; 


2. Conclusory or generalized statements, including mere recitations of the legal standard, without 
specific supporting evidence and detailed explanations; 


3. Identification of processes, strategies, sources, and factors without the required or clear and detailed 
comparative analysis; 


4. Identification of factors, evidentiary standards, and strategies without a clear explanation of how 
they were defined and applied in practice; 


5. Reference to factors and evidentiary standards that were defined or applied in a quantitative 
manner, without the precise definitions, data, and information necessary to assess their development 
or application; or 


6. Analysis that is outdated due to the passage of time, a change in plan structure, or for any other 
reason. 


Q4: In addition to documentation of the comparative analyses, what types of documents 
should plans and issuers be prepared to make available to the Departments to support 
the analysis and conclusions reached in their comparative analyses of NQTLs? 


As specified by the Appropriations Act, plans and issuers should be prepared to make available documents 
that support the analysis and conclusions of their NQTL comparative analyses, including any documents 
and other information relevant to the factors used to determine the application of an NQTL and the 
evidentiary standards used to define the factors identified.  In its most recent update of the MHPAEA Self-
Compliance Tool, DOL highlighted the following types of documents and relevant information that a plan 
or issuer should have available to support its NQTL comparative analyses.  


1. Records documenting NQTL processes and detailing how the NQTLs are being applied to both 
medical/surgical and MH/SUD benefits to ensure the plan or issuer can demonstrate compliance 
with the law, including any materials that may have been prepared for compliance with any 
applicable reporting requirements under State law. 


2. Any documentation, including any guidelines, claims processing policies and procedures, or other 
standards that the plan or issuer has relied upon to determine that the NQTLs apply no more 
stringently to MH/SUD benefits than to medical/surgical benefits.  Plans and issuers should include 
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any available details as to how the standards were applied, and any internal testing, review, or 
analysis done by the plan or issuer to support its rationale. 


3. Samples of covered and denied MH/SUD and medical/surgical benefit claims.  


4. Documents related to MHPAEA compliance with respect to service providers (if a plan delegates 
management of some or all MH/SUD benefits to another entity).  


For example, if comparative analyses reference studies, testing, claims data, reports, or other considerations 
in defining or applying factors (such as meeting minutes or reports showing how those considerations were 
applied), then the plan or issuer should be prepared to provide copies of all those items.  The precise 
information needed to support an NQTL analysis will vary depending on the type of NQTL and the 
processes, strategies, evidentiary standards, and other factors used by the plan or issuer.   


Q5: What actions will the Departments take if they determine that a plan or issuer has not 
submitted sufficient information to review comparative analyses of the design and 
application of NQTLs, or if the Departments conduct a review and determine that a 
plan or issuer is not in compliance with MHPAEA? 


If the Departments conclude a plan or issuer has not provided sufficient information to review the 
comparative analyses, the Appropriations Act provides that the Departments shall specify to the plan or 
issuer the information the plan or issuer must submit to be responsive to the request. 


In instances where the Departments have reviewed the comparative analyses and any other materials 
submitted upon request from a plan or issuer and determined that the plan or issuer is not in compliance 
with MHPAEA, the Appropriations Act requires the plan or issuer to specify to the Departments the actions 
the plan or issuer will take to come into compliance.  Specifically, the plan or issuer must submit additional 
comparative analyses that demonstrate compliance not later than 45 days after the initial determination of 
noncompliance.  Following the 45-day corrective action period, if the Departments make a final 
determination that the plan or issuer is still not in compliance, not later than 7 days after such determination, 
the plan or issuer must notify all individuals enrolled in the plan or coverage that the coverage is determined 
to be noncompliant with MHPAEA.  The Departments will also share findings of compliance and 
noncompliance with the State where the group health plan is located or where the issuer is licensed to do 
business.  In addition, the Departments will comply with other laws applicable to their particular review 
processes.  


Q6: May a participant, beneficiary, or enrollee (or their authorized representative), or state 
regulator request an NQTL analysis? 


Yes.  Under the Appropriations Act, plans and issuers must make available their respective comparative 
analyses of NQTLs and other applicable information to the applicable State authority upon request. The 
term “applicable State authority” means, with respect to a health insurance issuer in a State, the State 
insurance commissioner or an official or officials designated by the State to enforce the requirements of title 
XXVII of the Public Health Service (PHS) Act for the State involved with respect to the issuer.   


Furthermore, as stated in previous guidance, participants and beneficiaries (or their authorized 
representatives) in ERISA-covered plans are entitled to comparative information on medical necessity 
criteria for both medical/surgical benefits and MH/SUD benefits, as well as the processes, strategies, 
evidentiary standards, and other factors used to apply an NQTL with respect to medical/surgical benefits 
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and MH/SUD benefits under the plan.9 The types of documents contemplated in previous guidance would 
include any analyses performed by the plan as to how the NQTL complies with MHPAEA.  Therefore, for 
plans subject to ERISA, plans and issuers must make the comparative analyses and other applicable 
information required by the Appropriations Act available to participants, beneficiaries, and enrollees upon 
request.  If a provider or other individual is acting as a patient’s authorized representative, the provider or 
other authorized representative may request these documents.10


In addition, as stated in previous guidance, with respect to non-grandfathered group health plans and non-
grandfathered group or individual health insurance coverage, claimants (or their authorized representative)
have a right upon appeal of an adverse benefit determination (or a final internal adverse benefit
determination) to be provided, upon request and free of charge, reasonable access to and copies of all 
documents, records, and other information relevant to the claimant’s claim for benefits.11 This right 
includes access to documents with information on medical necessity criteria for both medical/surgical 
benefits and MH/SUD benefits, as well as documents reflecting the processes, strategies, evidentiary 
standards, and other factors used to apply an NQTL with respect to medical/surgical benefits and MH/SUD 
benefits under the plan.12 These documents would include any analyses performed by the plan or issuer as 
to how the NQTL complies with MHPAEA. 


Q7:  Will the Departments issue additional guidance on requirements that were added to 
MHPAEA by the Appropriations Act? 


In light of the expeditious timeframes established under the Appropriations Act regarding comparative 
analyses of NQTLs, the Departments are issuing these FAQs to address several discrete issues.  The 
Departments will engage with stakeholders to determine what additional guidance might be needed.  


Q8:  Are there specific NQTLs that the Departments intend to focus on when requesting 
comparative analyses from plans and issuers for purposes of review in accordance with 
the requirements of the Appropriations Act? 


To the extent that the Departments become aware of potential MHPAEA violations or complaints regarding 
noncompliance with MHPAEA that concern NQTLs, the Departments may request comparative analyses on 
the NQTLs that are the subject of the complaint or potential violation.  For example, in the event that a 
complaint is received regarding prior authorization requirements for coverage of buprenorphine for the 
treatment of opioid use disorder, the Departments may request an NQTL comparative analysis for prior 
authorization requirements placed on prescription drugs.   Additionally, the Appropriations Act provides 
that the Departments may also request NQTL comparative analyses in any other instance deemed 
appropriate. 


                                                           
9 ERISA section 104(b) and 29 CFR §§ 2590.712(d)(3), 2520.104b-1, 2560.503-1, and 2590.715-2719. See also FAQs about 
Affordable Care Act Implementation Part 31, Mental Health Parity Implementation, and Women’s Health and Cancer Rights Act 
Implementation (Apr. 20, 2016), available at https://www.dol.gov/sites/dolgov/files/EBSA/about-ebsa/our-activities/resource-
center/faqs/aca-part-31.pdf and https://www.cms.gov/CCIIO/Resources/Fact-Sheets-and-FAQs/Downloads/FAQs-31_Final-4-20-
16.pdf.  See also MHPAEA Disclosure Template, available at https://www.dol.gov/sites/dolgov/files/EBSA/laws-and-
regulations/laws/mental-health-parity/mhpaea-disclosure-template.pdf and https://www.cms.gov/CCIIO/Resources/Fact-Sheets-
and-FAQs/Downloads/MHPAEA-Disclosure-Template-1.pdf.   
10 See 29 CFR 2560.503-1, which is also incorporated by reference in 26 CFR 54.9815-2719(b)(2)(i), 29 CFR 2590.715-
2719(b)(2)(i), and 45 CFR 147.136(b)(2)(i). 
11 A document, record, or other information is considered “relevant” for a group health plan under 29 CFR 2560.503-1(m)(8) if it (i) 
was relied upon in making the benefit determination; (ii) was submitted, considered, or generated in the course of making the 
benefit determination, without regard to whether such document, record, or other information was relied upon in making the benefit 
determination; (iii) demonstrates compliance with the administrative processes and safeguards required to ensure and verify that 
claims are decided in accordance with governing plan documents and consistently with similar claims; or (iv) constitutes a 
statement of plan policy or guidance concerning the denied treatment option or benefit for the claimant’s diagnosis, without regard 
to whether such advice or statement was relied upon in making the benefit determination. 
12 29 CFR 2560.503-1, 26 CFR 54.9815-2719, 29 CFR 2590.715-2719, and 45 CFR 147.136. 
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In the near term, DOL expects to focus on the following NQTLs in its enforcement efforts:   


1. Prior authorization requirements for in-network and out-of-network inpatient services; 


2. Concurrent review for in-network and out-of-network inpatient and outpatient services; 


3. Standards for provider admission to participate in a network, including reimbursement rates; and 


4. Out-of-network reimbursement rates (plan methods for determining usual, customary, and 
reasonable charges). 


Plans and issuers should also be prepared to make available a list of all other NQTLs for which they have 
prepared a comparative analysis and a general description of any documentation that exists regarding each 
analysis.  In the context of these reviews, plans and issuers may be required to submit analyses for these 
additional NQTLs.  Furthermore, an initial focus on the above four NQTLs by DOL does not in any way 
limit the Departments’ or an applicable State authority’s ability to request or review different or additional 
NQTL analyses for MHPAEA compliance.  The Appropriations Act requires plans and issuers to perform 
and document comparative analyses for all NQTLs imposed. 


Q9:  Who can I contact if I have additional questions about the MHPAEA amendments 
included in the Appropriations Act that apply to group health plans and health 
insurance issuers? 


If you have questions about the requirements of the Appropriations Act, or about MHPAEA in general, you 
may contact DOL for help at www.askebsa.dol.gov or 1-866-444-3272. You may also contact the HHS at 
marketconduct@cms.hhs.gov. 


Paperwork Reduction Act of 1995 


In accordance with the Paperwork Reduction Act of 1995 (44 U.S.C. 3501-3520) and concurrently with this issuance, 
DOL and HHS are submitting an emergency request to the Office of Management and Budget (OMB) concerning the 
collections of information in this document.  
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