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Why Parity? 

> In any given year:

Å About six percent of adults have a serious mental disorder 

Å A similar percentage of children have a serious emotional disturbance 

Å More than nine percent have substance abuse/dependence.

> Mental disorders are the leading cause of disability in the U.S. for 

individuals ages 15 to 44 (World Health Organization, 2004).

> The most often reported reasons for not receiving treatment were no 

health coverage and could not afford cost.

> Forgoing mental health/substance abuse benefits can adversely impact 

medical costs by 25 to 50 percent. And, one third of sick days 

associated with chronic conditions have been attributed to mh/su

disorders.  



www.TheNationalCouncil.org

Mental Health Parity and Addiction 

Equity Act of 2008

ÁIncluded in the Emergency Economic 

Stabilization Act of 2008

ÁSigned into law on October 3, 2008

ÁGoes into effect January 1, 2010

ÁPlans maintained under collective bargaining agreements 

ratified before the enactment date are not subject to the Act 

until they terminate. 

ÁRequires the Depts. Of Labor, Health & Human 

Services and Treasury to write regulations. 
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Building on the 1996 Parity Law

ÁThe Mental Health Parity and Addiction Equity 

Act of 2008 builds upon the 1996 Parity Act.

ÁApplicable plans must provide comparable annual 

or lifetime dollar limits for mental health and 

physical health services.

ÁIt amends the 1996 Parity Act to include 

substance use disorders (SUDs).

ÁThe 1996 Parity Law remains in effect through 

2009. 
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Covered Entities

ÁGroup plans sponsored by private-sector 

employers and unions

ÁChurch-sponsored plans (can assess tax 

penalties on employers that donôt comply)

ÁMedicaid managed care

ÁSome SCHIP plans

ÁSome state and local health plans
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Mental Health Parity and Addiction Equity 

Act of 2008

Á Equity Coverage for both mental health and 
addictions treatment services

Á Financial Limitations: including, deductibles, 
copayments, coinsurance, and out-of-pocket expenses.

Á Treatment Limitations: Prohibits ñlimitations on the 
frequency of treatment, number of visits or days of 
coverage, or other similar limits on the duration or scope 
of treatmentò under the plan that are more restrictive than 
the ñpredominant limitations applied to substantially all 

the medical-surgical benefitsòé

ÁOut-Of-Network Benefits

Á Group health plans (or coverage) that provides out-of-
network coverage for medical/surgical must also provide 
out-of-network coverage, at parity, for MH/substance use 
disorder benefits
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Mental Health Parity and Addiction 

Equity Act of 2008

Á Preservation of State Law

ÁThe current HIPAA preemption standard applies.  This standard is 

extremely protective of State law.  Only a State law that ñprevents 

the applicationò of this Act will be preempted which means that 

stronger State parity and other consumer protection laws 

remain in place.

Á Small Employer Exemption

ÁAs w/ 1996 law, small employers of 50 or fewer employees are 

exempt from the Act requirements.  State parity laws continue to 

apply to these employers, as well as to individual plans
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This Law Does Noté

Á This law does not apply to Medicare

Á There is parity in Medicare through the Medicare Improvements for 

Patients and Providers Act (MIPPA)

Á This law does not mandate in-network MH/SUD coverage

Á Instead, if a plan provides MH/SUD in-network coverage, the costs 

and limits must be at parity to those of physical health coverage

Á Does not mandate coverage of all mental health and SUD conditions.

Á Only those conditions as defined under the terms of each plan. 
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Whatôs Next? 

ÁRFI Issued April 28th; Comments in by May 28th

ÁRegulations Soon After

ÁParity is just the beginningé

ÁKey areas: 

ÁOutreach to purchasers and consumers

ÁScope of Treatment/Services ïwhatôs covered?  EBP/VBSôs 

ÁMedical Necessity ïhow is it defined?  How implemented?

ÁAccess for high-risk or special needs clients/patients. 
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Examples from Providers & Patients 

Limitations on MH/SU Care 
Á Annual and lifetime caps

Á Deductibles; Coinsurance 

Á Out-of-pocket expenses 

Á Limits on frequency of treatment (Tx), # of 
visits, days of coverage

Á Utilization review (UR)

Á Coverage based on completing review 
assessment with very short timeline

Á Pre-authorization practices 

Á Utilization review by professionals without 
training in MH or addiction

Á Medical necessity criteria: unclear 
definitions for levels of care; changing

Á ñFail firstò policies : e.g. must fail 1 ï2 
times at outpatient to be eligible for ñxyzò

Á Coverage based on patient completing an 

entire course of Tx 

Á Exclusions: examples: 

Levels of care e.g.  partial hospital

Experimental

Not evidence-based or cost-effective

Conditions: eating disorders, autism

Court-ordered treatment

Á Fee schedules that do not enlist enough 

providers to assure access 

Á Limits on specific provider-types or 

licensure requirements

Á Preferred provider networks that eliminate 

providers if they allow self pay for care 

deemed ñnot medically necessaryò 
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National Council Parity Work Group 

Recommendations: In-Network Access

> Include guidance to health plans on how to ensure in-

network access to mental health and addiction 

services

> Require that applicable health plans enroll ñessential 

community providersò in their network 

> Provide guidance to plans on how to conduct ample 

outreach and education to consumers/patients and 

their families

> Ensure that there are standards that require networks 

to have sufficient enrolled, participating providers
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National Council Parity Work Group 

Recommendationsé

> Treatment Limitations: Articulate that limitations of services have to 

meet the ñrequirements of the Actò i.e., should prohibit restrictive 

limitations on scope of treatment that have the effect of shifting risk to 

the consumer or to secondary coverage.  

> Scope of Treatment (SoT): provide guidance and clarification on the 

types of covered treatment and how other services whether new or long 

established become accepted

> SoT: The regulations should articulate that the covered services and 

level of care should be appropriate to the covered diagnoses. Services 

recognized as community standards or evidenced-based practices for a 

given condition should be covered.

> SoT: Recognize that the scope of treatment for mental illness and 

addiction disorders should be no more restrictive than what is available 

substantially for other chronic health conditions 


