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EXECUTIVE SUMMARY

On October 24, 2016, the California Department of Managed Health Care (Department)
notified UHC of California dba: United HealthCare of California (Plan) that the Focused
Survey for compliance with the Paul Wellstone and Pete Domenici Mental Health Parity
and Addition Equity Act (MHPAEA) and California Health and Safety Code section
1374.76 had commenced, and requested the Plan submit information regarding its
healthcare delivery system.

The survey team conducted the onsite portion of the survey from January 10, 2017 to
January 12, 2017. For the survey review period of January 1, 2016 to October 24, 2016,
the Department identified one finding requiring corrective action summarized below.

The Preliminary Report was issued to the Plan on December 7, 2017. The Plan had 45
days to file a certification document that bears the signature of one of the Plan’s
principal officers to certify the Report’s accuracy.

This Final Report describes the Focused MHPAEA Survey of the Plan.

MHPAEA does not require health plans to offer mental health and substance use
disorder (MH/SUD) benefits, but plans that do so are required to provide covered
MH/SUD benefits in parity with medical/surgical (M/S) benefits. The Knox-Keene Health
Care Service Plan Act of 1975, specifically California Health and Safety Code section
1374.76, directs group and individual plans to provide all covered MH/SUD benefits in
compliance with MHPAEA no later than January 1, 2015, and authorizes the
Department to issue guidance to plans concerning MHPAEA compliance.

The Department’s Focused Surveys evaluated plans’ MHPAEA compliance, for the
survey review period specific to each plan, by reviewing the two general categories of
MHPAEA treatment limitations which are Nonquantitative Treatment Limitations
(NQTLs) and Quantitative Treatment Limitations (QTLs). MHPAEA states that treatment
limitations are applicable to both NQTLs and QTLs.?

e NQTLs are types of treatment limitations that limit the scope or duration of
benefits, but are not quantifiable by a specific number. MHPAEA regulations
provide an illustrative list of eight specific NQTLSs, but explains the list is not
meant to be comprehensive.® Medical management standards, one NQTL, is
listed and is defined as a NQTL that limits or excludes benefits based on medical

1 The Knox-Keene Act is codified at Health and Safety Code section 1340 et seq. All references to
Section are to the Health and Safety Code unless otherwise indicated. The regulations promulgated from
the Knox-Keene Act are codified at Title 28 of the California Code of Regulations section 1000 et seq. All
references to Rule are to Title 28 of the California Code of Regulations unless otherwise indicated.
245 CFR 146.136(a)
3 The illustrative NQTL list at 45 CFR 146.136(c)(4)(ii) includes: (A) medical management standards
limiting or excluding benefits on the basis of medical necessity or medical appropriateness, or on the
basis of whether the treatment is experimental; (B) formulary design for prescription drugs; (C) standards
for provider admission to participate in a network, including reimbursement rates; (D) refusal to pay for
higher-cost therapies until a lower-cost therapy has not been effective; (E) conditioning benefits on
completion of a course of treatment; (F) restrictions based on geographic location, facility type, or
provider specialty; (G) standards for providing access to out-of-network providers.
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necessity, medical appropriateness or whether the treatment is experimental or
investigative. The Department's NQTL review focused on medical management
standards based on the Plan’s utilization management (UM) processes.

For NQTLs, MHPAEA provides a general rule that a health plan may not impose
a NQTL with respect to mental health or substance use disorder benefits in any
classification* unless, under the terms of the plan as written and in operation, any
processes, strategies, evidentiary standards, or other factors used in applying the
NQTL to mental health or substance use disorder benefits in the classification
are comparable to, and applied no more stringently than the processes,
strategies, evidentiary standards, or other factors used in applying the limitation
with respect to M/S benefits in the classification.®

To determine whether UM processes are comparable between M/S and MH/SUD
services, the Department reviewed and compared UM files,® to the extent plans were
able to produce files, within Inpatient, Outpatient, and Other Findings categories.” The
Department also conducted interviews with plan staff to assess implementation of
processes, strategies, evidentiary standards, and/or other factors used in plans’ daily
operations when applying UM criteria to both MH/SUD and M/S services. The
Department evaluated whether plans’ UM processes utilized for MH/SUD services were
being applied in a manner that is no more stringent than the processes applied for M/S
services. Finally, the Department reviewed relevant plan documents such as policies
and procedures, and Evidences of Coverage (EOCSs) to assess application of UM
criteria and other written NQTLSs.

e QTLs are typically numeric based treatment limitations. They may include
financial requirements such as deductibles and copayments/coinsurance, limits
on the total number of hospital days allowed within a year, and other limits or
caps on benefits based on the frequency of treatment, number of visits, days of
coverage or days in a waiting period.

4 Regarding the classification of benefits, the federal rules at 45 CFR 146.136(c)(2)(ii) and 45 CFR
146.136(c)(3)(iii)(C) set forth the following 8 benefits classifications and outpatient subclassifications: 1)
Inpatient, in-network; 2) Inpatient, out-of-network; 3) Outpatient office visits, in-network; 4) Outpatient
other items and services, in-network; 5) Outpatient office visits, out-of-network; 6) Outpatient other items
and services, out-of-network; 7) Emergency care; and 8) Prescription drugs.
545 CFR 146.136(c)(4)(i)
6 With regard to approval files, the Department found the files often lacked documentation that identified
formal UM criteria/guidelines utilized or narrative that explained the full rationale for approval. As a
result, the Department reviewed both approval and denial files and assessed factors evident in file
review together with information presented during interviews and processes described in policies and
procedures.
7 The categories reviewed by the Department are: 1) Inpatient Hospitalization; 2) Skilled Nursing
Facility/Residential; 3) Outpatient Office Visits; 4) Outpatient — Other Items and Services and 5) Other
Findings. Although the Department recognizes that MHPAEA identifies Emergency as a separate
classification, the Department utilized an Other Findings classification because it determined an
Emergency classification, by itself, would not provide meaningful analysis of the Plan’s UM processes
because plans do not conduct prior authorization of emergency services and few plans conduct
retrospective review of emergency services. The Other Findings category allowed the Department to
evaluate each Plan’s unique operations. Finally, the Department did not review the prescription drug
classification in this focused survey.
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MHPAEA prohibits a health plan that provides both M/S and MH/SUD benefits
from applying a financial requirement and/or other QTL to MH/SUD services in
any benefits classification® that is more restrictive than the predominant financial
requirement or QTL of that type applied to substantially all M/S benefits in the
same classification.

The Department assessed plans’ QTL compliance by reviewing financial requirements
such as co-pays and coinsurance, within specific plan products. The Department also
conducted interviews concerning QTL processes and reviewed relevant documents.

FOCUSED SURVEY TABLE OF FINDINGS

NONQUANTITATIVE TREATMENT LIMITATIONS

The Plan does not ensure that the criteria used to apply

utilization management to mental health/substance use disorder
1 benefits are comparable to, and applied no more stringently than

the criteria used to apply utilization management to

medical/surgical benefits in the same classifications.

Health and Safety Code section 1374.76; 45 CFR 146.136(c)(4)(i)

QUANTITATIVE TREATMENT LIMITATIONS

The Department identified no MHPAEA issues with respect to the
Plan’s implementation of financial requirements.

Health & Safety Code section 1374.76; 45 CFR 146.136(c)(2)(i) and
(i); 45 CFR 146.136(c)(3)(i)(A)

PLAN BACKGROUND

The Plan is a full service medical health care plan headquartered in Cypress, California,
and received its Knox-Keene license on May 15, 1978. UHC offers commercial HMO
plans in the small and large group markets and is a delegated model. UHC provided a
list of 106 Medical Groups/Independent Provider Associations (MGs) that conduct UM
for M/S requests on behalf of UHC. The Plan reported that, as of November 8, 2016, the
total number of enrollees in medical groups to which UM is delegated is 486,183 of the
487,267 total enrollees (99.8%).

Credentialing and routine UM functions are delegated to the Plan’s contracted medical
groups/IPAs. UHC has a Plan-to-Plan Agreement with U.S. Behavioral Health Plan,
California dba: OptumHealth Behavioral Solutions of California (Optum) to provide
behavioral health services. Optum performs UM for MH/SUD services requested for
Plan enrollees.

8 The six classifications provided in 45 CFR 146.136(c)(2)(ii).
933-0126 4
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UM Responsibility Chart
Entity UM Responsibility

Resolution of appeals;

Plan UM for bariatric surgeries, transplants,
and continuity of care

106 Medical Groups/IPAs Almost all M/S services

U.S. Behavioral Health Plan, California

dba: OptumHealth Behavioral Solutions MH/SUD

of California
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MHPAEA IMPLEMENTATION OVERVIEW

MHPAEA was enacted by Congress in 2008.° Originally applicable only to large group
coverage, MHPAEA was amended by the Affordable Care Act to also apply to individual
and small group coverage.® The U.S. Departments of Treasury, Labor, and Health and
Human Services issued final rules for MHPAEA on November 13, 2013.%! The federal
government authorized states to ensure compliance with MHPAEA and the final rules
within health plan and insurer coverage.

California law mandates that commercial health plans cover specified mental and
substance use disorders as well as certain services to treat those disorders.!?
MHPAEA requires health plans to provide covered benefits for MH/SUD in parity with
M/S benefits.

The Department’s Oversight

To ensure health plan compliance with MHPAEA, the Department has undertaken a
two-phased approach.

Phase One began in September 2014 when the Department required 26 licensed full
service health plans to submit up to 15 benefit plan designs (BPDs) that were reviewed
for MHPAEA compliance.'® The Department’s Office of Plan Licensing, Office of
Financial Review, and clinical consultants reviewed each of the health plans’
submissions. After extensive discussions with the Department, each plan was required
to make corrections and implement changes by January 1, 2016.

Phase Two is the Focused Survey. The purpose of the Focused Survey is to review the
Plan’s implementation of the required changes made in Phase One, and to further
evaluate NQTL and QTL to determine MHPAEA compliance.

The Department’s findings for Phase One and Two with respect to UHC of California
dba: United Healthcare of California are described in this Report.

9 Public Law 110-343, 42 U.S.C. § 300gg-26.
1042 U.S.C. § 300gg-26(a)(1)-(a)(3), as amended by ACA, Title X, subtitle A, § 10107(b)(1); 78 Fed. Reg.
68240-68241, 68251 (Nov. 13, 2013); 45 C.F.R. § 156.115(a)(2).
1145 CFR § 146.136 (2013).
12 Health and Safety Code section 1374.72 requires plans to cover inpatient, outpatient, and psychiatric
hospitalization treatment for nine severe mental ilinesses for a person of any age and children with
serious emational disturbances. In addition, Health and Safety Code section 1367.005 applies the
Affordable Care Act’s essential health benefits to nongrandfathered commercial individual and small
group coverage while Rule 1300.67.005 requires plans to cover substance use disorders and almost all
mental disorders with a range of medically necessary treatments such as intensive outpatient programs,
outpatient counseling, and residential care.
13 Depending on each plan’s participation in the individual, small group and large group commercial
markets, plans were required to submit up to a maximum of 15 BPDs for review (5 products for each
market served).
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SECTION I: PHASE ONE OVERVIEW

For the Phase One review, the Plan submitted 15 BPDs for the Department’s review.
The Department assessed the BPDs for compliance with parity requirements in the
Knox-Keene Act and with MHPAEA requirements. Upon completion of its review, the
Department issued the Plan a closing letter (the Phase One Closing Letter) that
described cost-sharing changes required for eight of the 15 BPDs submitted in addition
to other changes. A copy of the Phase One Closing Letter is attached to this report (see
Appendix A.)

933-0126 7
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SECTION II: DISCUSSION OF FOCUSED SURVEY — PHASE TWO

The Department verified whether the Plan met the conditions set forth in the
Department’'s Phase One Closing Letter. The Department also reviewed Plan
documents (Evidences of Coverage, Summaries of Benefits and Coverage, and other
disclosure documents), conducted interviews with Plan representatives and delegated
entities, and reviewed and compared the UM practices for M/S and MH/SUD in each
classification as described in the Plan and delegates’ (if applicable) M/S and MH/SUD
files.

The Department also reviewed two BPDs'# that were not previously submitted for the
Department’s review, and assessed whether these BPDs demonstrated appropriate
cost-sharing and financial requirements.

FINDINGS

A. NONQUANTITATIVE TREATMENT LIMITATIONS

#1 The Plan does not ensure that the criteria used to apply utilization
management to mental health/substance use disorder benefits are
comparable to, and applied no more stringently than the criteria used to apply
utilization management to medical/surgical benefits in the same
classifications.

Health and Safety Code section 1374.76; 45 CFR 146.136(c)(4)(i).

Statutory/Regulatory Reference: Health and Safety Code section 1374.76 requires
that plan contracts for individual, small and large group shall provide all covered mental
health and substance use disorder benefits in compliance with the Paul Wellstone and
Pete Domenici Mental Health Parity and Addiction Equity Act of 2008 (Public Law 110-
343) and all rules, regulations, and guidance issued pursuant to Section 2726 of the
federal Public Health Service Act (42 U.S.C. Sec. 300gg-26). Plans offering benefits to
individuals and small groups must also comply with Section 1367.005.

45 CFR 146.136(c)(4)(i) requires that the processes, strategies, evidentiary standards,
or other factors used by a health plan in applying a nonquantitative treatment limitation
to mental health or substance use disorder benefits within a classification be
comparable to, and applied no more stringently than the processes, strategies,
evidentiary standards, or other factors used in applying the limitation with respect to
medical/surgical benefits in the same classification.

Supporting Documentation or Evidence:
e Review of 140 UM files total in the following categories: Inpatient, Skilled
Nursing Facility (SNF)/Residential, Outpatient Office Visit, Other Outpatient,
Other Findings (Retrospective Review) (see Table 1)
e Plan policies and procedures
e Interviews with plan staff conducted January 10, 2017 through January 12, 2017

14 Except for Plans that only offer IHSS coverage.
933-0126 8
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Assessment:
File Review

In order to assess MHPAEA parity between the Plan’s MH/SUD and M/S benefits, the
Department requested the Plan and delegates submit UM files. The Department
reviewed the Plan’s approval files and found the files often lacked documentation that
identified the formal UM criteria/guidelines utilized or narrative that explained the full
rationale for approval. However, the Department’s purpose in reviewing these files was
not to ensure the Plan documented the basis for approval.

MHPAEA and the Knox-Keene Act do not require plans to document criteria/guidelines
in approval files. Rather, the Department reviewed UM files to gather information about
the Plan’s processes for approving requested services. In reviewing the files, the
Department assessed the following within each classification of benefits:

e the nature, frequency of use and application of UM factors, criteria
and processes utilized for M/S and MH/SUD services;

e application of clinical rationales and;

e file documentation of the UM processes and/or clinical rationale, and
variation in application of UM processes by the Plan and/or its
delegated entities.

The Department randomly selected 30 M/S delegates for inclusion in the file logs.
Twenty delegates were ultimately represented in the selected files. The chart below lists
the total number of files reviewed by the Department:

Table 1- Total Number of Files Reviewed

Number of
Category of Number Of. Huheleetr o1 Mental Substance use
. Medical/Surgical Health Files : .
Benefits . : . Disorder Files
Files Reviewed Reviewed Reviewed
Inpatient 10 10 10
SNF/ Residential 16 10 10
Office Visit 14 6 0
Other Outpatient 10 10 10
Other
(Retrospective) 10 13 1
Total 60 49 31
1. Inpatient
A. File Review
() Inpatient Hospitalization

Medical/Surqical:

933-0126
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The Department reviewed 10 M/S files involving inpatient hospitalization. The delegates
approved all of the requested services. Six of the 10 files involved ER admissions for
various issues such as pneumonia, anasarca, chest pain, unsteady gait, and altered
mental status. All of the 10 files involved requests for in-network services. Nine of the
files demonstrated application of formal criteria. Four files demonstrated application of
Milliman Care Guidelines (MCG). Five files demonstrated application of InterQual*®
criteria. One file demonstrated application of clinical reasoning. Concurrent review was
conducted on four files.

Mental Health:

The Department reviewed 10 MH files for services such as involuntary admissions,
schizoaffective disorder, eating disorder, and recurrent episode of major depression.
Nine of the ten files demonstrated application of the Optum Level of Care Guidelines.
One of the files demonstrated application of the American Society of Addiction Medicine
(ASAM) Guidelines. All services requiring prior authorization were approved. Concurrent
review was performed on eight of the files, leading to one modification.

Substance Use Disorder:

The Department reviewed 10 SUD files that predominantly involved inpatient
detoxification services. Eight of the files demonstrated application of the Optum Level of
Care Substance Abuse Inpatient Detoxification Guidelines. Two files demonstrated
application of the Optum Level of Care Guidelines. The requests for prior authorization
resulted in five approvals, two modifications, and one denial. Concurrent review was
performed on five of the files with all services approved.

(i) SNF/Residential

Medical/Surgical SNF:

The Department reviewed 16 files involving approvals for skilled nursing facility (SNF)
services. One delegate file demonstrated application of its own medical group criteria.
Eleven of the files demonstrated application of clinical information and/or clinical
judgment in making the approval decision; four used MCG, and one used medical group
guidelines. While preparing files for this survey, the Plan found that two medical groups
had discovered “inconsistent application and use of the MCG Guidelines” and the
medical groups began “rigorous correction with training, new job aids and tools with
decision tree matrix.” This was reflected in four of the files.

File review demonstrated that the medical groups deferred to inpatient hospitalists’
decisions concerning the members need for SNF services. Where the inpatient
hospitalist recommended SNF services, the medical group performed no additional UM,
and SNF benefits were approved. Eleven of the 16 files reviewed showed the final
decision to authorize the SNF admission occurred after the members were discharged.
The authorizations were for the entire length of stay, which ranged from three to 59
days.

15 InterQual is a standardized medical review tool to establish level of care.
933-0126 10
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Mental Health Residential:

The Department reviewed 10 MH residential treatment files. All 10 files reviewed
demonstrated application of Optum Level of Care Guidelines. Eight of the ten
admissions to MH residential treatment centers reviewed underwent initial review by
Optum UM staff for authorization on the day of admission. One file was reviewed the
day after admission and another was reviewed within a week of admission. The initial
authorizations placed limitations on number of days authorized, ranging from two to six
days. All 10 files reviewed documented concurrent reviews by UM staff for the purpose
of authorizing additional days of residential treatment, which ranged from one to eight
days. Five files showed physician peer-to-peer reviews that led to denial of continued
stay.

Substance Use Disorder Residential:

The Department reviewed 10 SUD files. All 10 files demonstrated application of the
Optum Level of Care guidelines used to make the determinations. Nine out of 10
admissions to substance use disorder residential treatment centers reviewed underwent
initial review by UM staff for authorization the day of admission. One request was
reviewed within two days of admission. The initial authorizations placed limitations on
number of days authorized, ranging from three to seven days. All 10 files reviewed
documented concurrent reviews by UM staff for the purpose of authorizing additional
days of residential treatment, which ranged from two to seven days.

Table 2 — Inpatient Hospitalization and SNF/Residential Summary

File Type Nuan”beeSr & Basis for UM Determination
. MCG (4)
::r”% ‘:t'ent M/S 10 InterQual (5)
Clinical Reasoning (1)
. . Optum LOC Guidelines (9);
Inpatient MH Files 10 ASAM (1)
Inpatient SUD 10 Optum LOC SA Inpatient Detoxification (8);
Files Optum LOC Guidelines (2)
MG Guidelines (1);
M/S SNF 16 Clinical Factors (11);
MCG (4)
MH Residential 10 Optum LOC Guidelines Residential
Treatment (10)
SUD Residential 10 8;())‘[)um LOC SA Guidelines Residential
B. Inpatient Interviews

933-0126 11
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The Department conducted interviews with Plan staff to understand the Plan’s
operational processes when applying UM criteria in the Inpatient classification. The Plan
delegates almost all of the UM review for M/S services to the various medical groups.
Plan staff stated that when approving M/S services, each of the medical groups utilized
differing UM processes and varied UM criteria including national guidelines as well as
specific medical group criteria.

The Plan was asked what M/S services require prior authorization. The Plan’s Sr.
Medical Director for Clinical Services responded that there are “thousands of codes”
that are auto-approved. The Plan’s Chief Medical Officer stated that 95% of utilization
management is conducted by the delegated medical groups. The medical groups may
develop their own list of services requiring prior authorization as well as their own
evidence-based criteria. Therefore, some services will require prior authorization by
some medical groups but not by other medical groups. The Plan stated it does not
monitor the prior authorization lists produced by each medical group or the level of
scrutiny used by each medical group in the UM decision-making process.

The Regional Medical Director for Optum stated that facility-based care (e.g., inpatient,
residential treatment, partial hospitalization, and intensive outpatient services) requires
prior authorization. Further, Optum’s Level of Care (LOC) Guidelines and the medical
judgement of physician reviewers are used to review requests that require prior
authorization. Optum staff detailed the process for authorization of mental health and
substance use disorder, which involved a Treatment Milestone Authorization (TMA)
“Quick-Cert” process for the most frequent requests. The Quick-Cert process involves a
brief review of Age, Diagnosis, Level of Care Guidelines, and three or fewer prior
admissions to provide an automatic authorization. If the service is not a TMA, more
information is collected and undergoes an initial review for authorization using Optum
Level of Care Guidelines. In some instances, the request goes through peer review by
the Medical Director or other medical professionals to provide authorization and/or
suggest an alternate level of care. The Optum Level of Care Guidelines are used at
every step of the authorization process. If authorized, the members all go to facility
based care where concurrent review is performed. The Department’s file review did not
find any files that utilized the Quick-Cert process. All files demonstrated application of
Optum Level of Care Guidelines.

Inpatient Conclusion:

In the Inpatient classification, while the Department found evidence enrollees had
obtained necessary M/S and MH/SUD services, 6 the file review results and the
information obtained during interviews demonstrated that the processes and evidentiary
standards used in applying UM to MH/SUD services were not comparable to those used
when applying UM to M/S services. Furthermore, the results from the file review in this
classification established the Plan applied UM criteria more stringently to MH/SUD
services than for M/S services.

16 The NQTL analysis does not focus on whether the final result in terms of obtaining services is the
same. Rather, MHPAEA compliance depends on parity in application of the underlying processes and
strategies. See FAQ #3 from the October 27, 2016 Departments of Labor (DOL), Health and Human
Services (HHS) and the Treasury.

933-0126 12
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The Department found that the strict use of Optum Level of Care Guidelines by Optum
to authorize MH/SUD services is not comparable to the range of criteria such as MCG,
InterQual, medical group specific criteria, and/or clinical rationale used by the numerous
medical groups to authorize M/S services. MH/SUD files documented that only Optum
Level of Care Guidelines were applied. However, M/S files documented that a range of
UM criteria were applied, including InterQual and MCG evidence-based criteria used by
health care plans, insurers, hospitals, and companies nationally, as well as criteria
developed by the Plan itself, and/or criteria developed by the Plan’s contracted medical
groups. While the Department did not thoroughly compare the Optum Level of Care
Guidelines to the varied criteria utilized by the various medical groups, the Department
nevertheless has concerns that the criteria may not be comparable. For instance, the
criteria developed by companies such as InterQual and/or MCG, which are used by
health care organizations nationally, were developed and implemented based on clinical
evidence and peer-reviewed literature without consideration to a specific plan or
medical group’s day to day operations. Thus, the use of a single set of criteria by Optum
for authorizing MH/SUD services does not appear comparable to the various criteria
developed by the Plan and/or its medical groups for authorizing M/S services.
Interviews with the Plan confirmed there is no uniformity in the development and/or
application of UM criteria when reviewing and approving M/S services.

For M/S SNF files, the hospitalists who were the attending physicians for members
while in the hospital made the decisions to transfer without needing to undergo
additional reviews for authorizations from UM staff. The delegated medical groups
deemed the attending physicians’ medical judgments/decisions as equivalent to
authorizations. However, the MH and SUD residential files showed that the treating
psychiatrists’ clinical judgments/decisions were not deemed as equivalent to
authorizations. In addition, no concurrent review was performed on the M/S SNF files
reviewed. The file review demonstrated that both an initial review and concurrent review
were performed on 10 out of 10 MH files and nine out of 10 SUD files. The Department
therefore determined the UM review and approval processes were not comparable
between M/S and MH/SUD services and that UM review was being applied more
stringently to MH/SUD services.

2. Outpatient
A. File Review

() Outpatient Office Visits

Medical/Surqical:

The Department reviewed 14 M/S outpatient office visit files. Three of the files
demonstrated application of UHC Guidelines. One file demonstrated application of
medical group guidelines. One file demonstrated application of clinical reasoning to
make the UM determination. Eight of the files involved services that were auto-
authorized by several different medical groups. One demonstrated application of MCG.

Mental Health:

933-0126 13
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The Department reviewed six MH outpatient office visit files. All six files demonstrated
application of the Optum Level of Care Guidelines. In addition, five files demonstrated
use of Optum’s ALERT algorithm (see discussion of ALERT system below.)

Substance Use Disorder: No Substance use Disorder files were available to be
reviewed by the Department.

(i)  Outpatient — Other Items and Services

Medical/Surqical:

The Department reviewed 10 files involving requests for outpatient, non-office visit M/S
services from the Plan and various delegates. Six of the files demonstrated application
of MCG criteria in making the UM decision. Three files demonstrated application of
clinical information and reasoning to make the determination. One file was an auto-
authorization for an extremity study to rule out deep vein thrombosis. There was no
concurrent review in any of the 10 files.

Mental Health:

The Department reviewed 10 MH outpatient - other items and services files. The Plan
utilized Optum Level of Care Guidelines in eight of the 10 files. The Plan utilized Optum
Psychological/Neurological Testing Guidelines in two of the files. Concurrent review was
performed in two of the 10 files.

Substance Use Disorder:

The Department reviewed 10 SUD files in the outpatient-other items and services
classification. All 10 files utilized Optum’s Level of Care Guidelines. Concurrent review
was performed on five of the 10 files.

933-0126 14
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Table 3 — Outpatient Office Visit and Outpatient Other Summary

File Type Nurlgif)eir el Basis for UM Determination
UHC Guidelines (3);
Clinical Reasoning (1);
M/S Office Visits 14 Medical Group Guidelines (1);
Auto-Authorization (8);
MCG (1)
MH Office Visits 6 Optum Level of Care Guidelines (6)
SUD Office Visits 0 N/A
. MCG (6);
g/l{ﬁe(r)utpatlent i 10 Clinical Reasoning (3);
Auto-Authorization (1)
N Optum Level of Care Guidelines (8);
MH Outpatient 10 Optum Psychological/Neurological Testing
Other -
Guideline (2)
SUD Outpatient - 10 Optum Level of Care Guidelines (10)

Other

B. Outpatient Interviews

The Department’s review of policies, procedures, and files found that Optum uses the
Algorithms for Effective Reporting and Treatment (ALERT) system for outpatient office-
based visits. Optum staff described ALERT as a “patient advocacy system that identifies
members’ risks. When a risk is identified, Optum reaches out to the member’s clinician
to discuss the case.”

Optum staff explained that ALERT uses clinical data and algorithms to trigger outreach
to providers for clinical updates based on the results of the enrollee’s completed
Wellness Assessments and history of claims data. For both outpatient and extended
outpatient services, enrollees are asked to complete a Wellness Assessment at the first
visit, which are returned to Optum for review. Enrollees are asked to complete a second
Wellness Assessment, usually at the time of the third visit, which is also reviewed by
Optum.

Optum uses claims data to identify the frequency of enrollee visits and in turn identifies
risk. Plan staff provided the following example: If an enrollee is seen once per week for
six months, the need for a Wellness Assessment would be triggered and the
Assessment reviewed. Enrollees may opt out of completing the Wellness Assessment,
but a review of claims for that enrollee would still occur. If the Wellness Assessment
indicates the enrollee is progressing in treatment, the enrollee’s clinician would be
contacted by Optum for a clinical update. Optum staff stated ALERT does not issue
denials; however, if criteria is not met, the case would be referred for peer review and
which could result in a denial of services. Further, concurrent clinical review is triggered
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by the high frequency algorithm to determine whether criteria is being met. Plan staff
admitted that the ALERT system is effectively using claims to conduct UM.

The Plan was asked if a similar program is used for M/S reviews. Plan staff responded
that claims data is used to identify gaps in care (e.g., an overdue preventive service)
and to identify enrollees that could benefit from case management. However, Plan staff
stated that the Plan does not review enrollees’ claims as part of the UM review process.
In addition, members utilizing M/S services are not burdened with having to fill out a
Wellness Assessment at the initial visit and a second Wellness Assessment at a third
visit.

Outpatient Conclusion:

A review of UM files confirmed Optum’s use of the ALERT system in the UM process.
The file review further revealed that Optum places limitations on the frequency of MH
office visits due to information obtained through the ALERT system. The ALERT
system, via established algorithms, utilizes claims in addition to clinical information in
the UM decision process for MH/SUD services. Interviews with Optum staff revealed
that the ALERT system may trigger the initiation of a peer review, which could result in
denials of requested services. The Department’s file review verified the Plan
implemented this process, which resulted in limitations being placed upon ongoing MH
treatment. However, the Department found no such comparable system or process
existed when the Plan reviewed and approved M/S services, and that there was no
comparable process for conducting concurrent review for M/S services. Therefore, the
Department finds that the UM approval process for outpatient MH/SUD services is not
comparable and that UM review is being applied in a more stringent manner for
outpatient MH/SUD services.

Finally, file review demonstrated, and interviews confirmed, that a number of M/S
services were reviewed and approved by auto-authorization. However, no auto-
authorizations were present in the MH and SUD files reviewed.

3. Other Findings

A. Retrospective File Review

Medical/Surgical:

The Department reviewed 10 files involving retrospective authorization for previously
rendered services. Three files demonstrated application of nationally recognized
guidelines. One file demonstrated application of UHC Guidelines. Five files
demonstrated application of clinical judgment in making the UM decision. One file was
an auto-authorization.

Mental Health:

The Department reviewed 13 MH files. Eleven of the files were approvals, one was an
administrative denial, and one was a partial denial. Nine of the requests were for in-
network services. Seven files demonstrated application of Optum Level of Care
Guidelines. Four files demonstrated application of clinical information/factors in making
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the UM decision. One file was an administrative approval and one file was an
administrative denial.

Substance Use Disorder:

The Department reviewed one post service approval for residential treatment for
substance use detoxification. The file demonstrated application of Optum Level of Care
Guidelines.

Table 4 — Other Findings (Retrospective Review)

File Type Number Basis for UM Determination
of Files

National Guidelines (3- Apollo and CareWeb);

M/S 10 UHC Guidelines (1);

Retrospective Clinical Judgment (5);
Auto-Authorization (1)
Optum Level of Care Guidelines (7);

MH 13 Clinical Judgment (4);

Retrospective Administrative approval (1);
Administrative Denial (1)

SUD L

. 1 Optum Level of Care Guidelines (1)
Retrospective

The Department’s file review found that retrospective UM review for M/S and MH/SUD
service requests was conducted using nationally recognized clinical guidelines or
clinical judgment. There was no indication that criteria or clinical judgment was applied
more stringently for MH or SUD services as compared to M/S services. In interviews,
Optum representatives stated that, for retrospective review of mental health services, if
any part of a requested service cannot be authorized under the applicable guidelines,
the case is forwarded to a peer reviewer to review the episode of care and make a
determination. Additionally, the Optum UM Program Description states that requests for
outpatient benefits previously delivered may be administratively authorized up to the
number of visits available under the enrollee’s specific contract, provided there are
extenuating circumstances that prevented the physician/clinician from obtaining
authorization prior to or within the dates the service was delivered. The Department
found no similar approval for extenuating circumstances provision with respect to M/S
services.

Other Findings Conclusion:

In analyzing files and documents, together with information obtained during interviews,
the Department found that the criteria and processes applied in performing retrospective
UM review for MH and SUD benefit requests were comparable to, and applied no more
stringently than, the UM standards and factors used by the Plan and its delegates to
retrospectively reviewed M/S benefits.
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Conclusion:

Health and Safety Code section 1374.76 requires the Plan to comply with MHPAEA
requirements. MHPAEA, at 45 CFR 146.136(c)(4)(i), requires processes, strategies and
factors used to apply NQTLs to MH/SUD benefits to be comparable and no more
stringent than the processes, strategies and factors used in applying the NQTLs to M/S
benefits. Based on file review, interviews, and document review, the Department found
that the Plan’s processes, strategies and other factors used to conduct UM review were
not MHPAEA compliant in the Inpatient and Outpatient classifications.

In the inpatient classification, the Department found that the Plan’s reliance on its M/S
delegates and the various criteria and processes used for M/S determinations is not
comparable to the single set of criteria utilized by Optum for authorizing MH/SUD
services. Additionally, the UM processes applied to MH/SUD benefits were more
stringent than those applied to M/S benefits because for SNF decisions the delegated
medical groups deemed the attending physicians’ medical judgments/decisions as
equivalent to authorizations with no concurrent review while MH/SUD residential
decisions were subjected to initial and concurrent review. The Department also
determined that the processes and factors used in making outpatient M/S UM
determinations were not comparable to the processes, factors and strategies
predominantly used in making inpatient MH/SUD UM determinations because there is
nothing comparable to the MH/SUD ALERT system on the M/S side. Additionally, the
UM processes applied to MH/SUD benefits were more stringent than those applied to
M/S benefits because the UM approval process for outpatient MH/SUD services is more
restrictive than the outpatient UM process for M/S UM reviews. Accordingly, the
Department finds that the above processes result in a MH/SUD UM process that is not
comparable and more stringent than the process utilized to authorize MS services.

Plan Response:
Inpatient:

The Plan asserted that its UM review process for an enrollee’s inpatient admission is
comparable between MH/SUD and M/S services, but that the files reviewed by the
Department during the survey did not contain sufficient documentation to establish the
review processes were comparable. The Plan explained that the decision to admit an
enrollee for inpatient services is not the sole decision of the hospitalist/attending
physician for both MH/SUD and M/S services. In support, the Plan provided four
examples of policies and procedures from its delegated medical groups to establish
that the decision to admit an enrollee for inpatient services occurs after the medical
group’s UM staff performs clinical review, which includes a discussion with the
admitting physician.

The Plan reviewed the same files as the Department and determined these files
lacked adequate documentation of the elements necessary to show: (a) the delegated
medical group followed the inpatient admission review process documented in the
policies and (b) the actions taken by the Plan during its review process was
comparable to the process applied to MH/SUD inpatient admissions.
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To address the Department’s finding that the Plan’s files lacked adequate
documentation of its processes, the Plan proposed a corrective action plan (CAP) that
included the following:

1. The Plan will conduct a review of documentation standards for inpatient
admissions for each medical group and emphasize the need to document
the request, the criteria applied by the delegate, the parties making the
request (the hospitalist/attending physician) and the delegated staff
reviewing the request (e.g., case manager, medical director, and/or delegate
medical management staff, etc.); and

2. The Plan will request that delegate policies and procedures are updated for
inpatient utilization review that will emphasize the need to document the
elements above in the records maintained by the delegate; and

3. The Plan will update its delegate oversight, audit processes, procedures and
tools to ensure that its review of each delegate’s inpatient utilization
management comply with the documentation standards discussed in 1 and 2
above.

In addition, the Plan also proposed a CAP to address the Department’s finding that
the Plan’s files demonstrated a lack of documented oversight/audit review of the
delegated medical groups’ processes in order to demonstrate comparability of the
UM processes with the Plan. To address this finding, the Plan proposed the following
CAP:

1. To ensure Plan and delegate compliance with MHPAEA, the Plan will update
the Plan’s delegate oversight, audit tools, and processes and procedures to
specifically require review and documentation of such review in applicable Plan
records demonstrating MHPAEA compliance for each delegated Plan process
and procedure; and

2. Update the Plan’s contracts with delegates and delegation agreements to
stipulate the following elements:

(@) The Plan will:
i. Confer with delegates, through its delegation oversight and audit
process and review the delegate’s process to select medical
necessity criteria for the conduct[ing] of UM;

ii. ldentify and review with the delegate the process that the Plan
uses to select the medical necessity criteria for the conduct[ing]
of UM for Plan benefits in the applicable MHPAEA benefits
classifications; and

ii. Ensure, through the delegation oversight and audit process, that
the delegate uses a comparable process for the selection of
medical necessity criteria to conduct UM for Plan benefits in the
applicable MHPAEA benefits classifications and within the scope
of the delegate’s delegation; and
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(b) Delegate covenants that it shall use a process for the selection of
medical necessity criteria to conduct UM for Plan benefits in the
applicable MHPAEA benefits classifications, and within the scope of the
delegation, when the delegate applies UM to Plan benefits in applicable
benefits classifications. The delegate will provide the Plan
documentation of that process and criteria as necessary through the
Plan’s delegation oversight and audit process.’

Outpatient:

In response to the Department’s finding regarding the use of auto-authorizations by
delegated medical groups for outpatient services with no corresponding auto-
authorizations for MH/SUD, the Plan states there are no prior authorization
requirements at all for routine MH/SUD outpatient benefits such as psychotherapy and
counseling services, which is a less stringent UM review process than auto-
authorization applied to M/S services. In addition, the Plan stated that for the few non-
routine outpatient MH/SUD services that are subject to prior authorization, such as
partial hospitalization and intensive outpatient program services, the Plan uses an auto-
authorization process known as the Treatment Milestone Approach.

Concerning the ALERT system finding, the Plan proposed the following CAP:

1. The Plan will direct its behavioral delegate to cease and desist from applying the
ALERT process to medical necessity criteria for outpatient MH/SUD services in
the absence of any comparable process for the delegated medical/groups.

2. To ensure Plan and delegate compliance with MHPAEA, the Plan will update its
delegate oversight, audit tools, and processes and procedures to specifically
require review and documentation of the MHPAEA compliance elements for each
Plan process and procedure delegated for both M/S and MH/SUD benefits.

Status:

In items #2(a) and (b) above, the Plan proposed updates to its contracts with delegates
to ensure “a comparable process for the selection of” various described criteria. The
Plan submitted the same text to the Department’s Office of Plan Licensing (OPL) in
eFile number 20180114 to update several template capitation agreements currently
under review. The Department finds the proposed text misstates the legal requirements
for nonquantitative treatment limitations set forth in General Rule 45 CFR
146.136(c)(4)(i). Therefore, the Plan’s proposed response is inadequate, and OPL will
be requiring revisions to this text from the Plan through the eFiling review.

The Plan provided four examples of delegated medical group policies and procedures to
demonstrate that with regard to inpatient admissions, the delegated medical groups do
not allow the hospitalist to make a unilateral admission decision without further
utilization review. However, the Department’s interviews with Plan staff and file review
contradicted this assertion. The Plan has failed to provide evidence that the inpatient

17 The proposed language in this CAP is inadequate and currently under review by the Office of Plan
Licensing, Filing No. 20180114.
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admission process with regard to all M/S delegates’ involves a review by the medical
group’s UM staff and/or someone other than the admitting physician. The Plan has also
concurred with the Department’s finding that the Plan’s files lacked documentation of its
UM processes sufficient to establish MHPAEA compliance.

To address these findings, the Plan has proposed a CAP to provide sufficient
documentation in its files of UM processes to demonstrate MHPAEA compliance and
has directed its behavioral health delegate to cease using the ALERT system. In
addition, the Plan will update the Plan’s delegate oversight and audit tools. However, as
of the date of the Plan’s response, the Plan has not yet fully implemented its CAPs, and
has not presented sufficient evidence to establish it has made policy and process
changes to ensure that processes, strategies and factors used to apply NQTLs to
MH/SUD benefits are comparable and no more stringent than the processes, strategies
and factors used in applying the NQTLs to M/S benefits. The Department will assess
the Plan’s CAP efforts during the Plan’s next routine survey, no later than 15t Quarter
2020.

B. QUANTITATIVE TREATMENT LIMITATIONS

#2 The Department identified no MHPAEA issues with respect to the Plan’s
implementation of financial requirements.
Health & Safety Code section 1374.76; 45 CFR 146.136(c)(2)(i) and (ii); 45 CFR
146.136(c)(3)())(A).

Statutory/Regulatory Reference: Health and Safety Code section 1374.76 requires
that plan contracts for individual, small and large group shall provide all covered mental
health and substance use disorder benefits in compliance with the Paul Wellstone and
Pete Domenici Mental Health Parity and Addiction Equity Act of 2008 (Public Law 110-
343) and all rules, regulations, and guidance issued pursuant to Section 2726 of the
federal Public Health Service Act (42 U.S.C. Sec. 300gg-26) and Section 1367.005.

45 CFR 146.136(c)(2)(i) requires that plans providing both medical/surgical benefits and
mental health or substance use disorder benefits may not apply any financial
requirement or treatment limitation to mental health or substance use disorder benefits
in any classification that is more restrictive than the predominant financial requirement
or treatment limitation of that type applied to substantially all medical/surgical benefits in
the same classification.

45 CFR 146.136(c)(2)(ii) provides that if a plan provides mental health or substance use
disorder benefits in any classification of benefits described in paragraph (c)(2)(ii),*8
mental health or substance use disorder benefits must be provided in every
classification in which medical/surgical benefits are provided. In determining the
classification in which a particular benefit belongs, a plan (or health insurance issuer)
must apply the same standards to medical/surgical benefits and to mental health or
substance use disorder benefits.

18 See footnote 4 for a description of the classifications.
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45 CFR 146.136(c)(3)(i))(A) provides that a financial requirement or quantitative
treatment limitation is considered to apply to substantially all medical/surgical benefits in
a classification of benefits if it applies to at least two-thirds of all medical/surgical
benefits in that classification. If a type of financial requirement or quantitative treatment
limitation does not apply to at least two-thirds of all medical/surgical benefits in a
classification, then that type cannot be applied to mental health or substance use
disorder benefits in that classification.

Supporting Documentation or Evidence:
e The Plan’s Exhibit J-11-A and Exhibit J-12 worksheets*®

e 2016 Evidence of Coverage and Summary of Benefits

Assessment: The Department reviewed and analyzed two Plan BPDs not previously
submitted to the Department to assess whether Plan methodologies for determining
cost-sharing amounts are MHPAEA compliant. The Department reviewed BPD #2: UHC
Small Group Gold Plan J47 and BPD #3: UHC Large group Plan Z5K. The
Department’s review of these BPDs determined whether the Plan’s financial
requirements, as applied to MH/SUD benefits, are in parity with the financial
requirements applied to its M/S benefits.

In furtherance of this review, the Plan filed an Exhibit J-11-A worksheet for the two
BPDs that included the services identified by the Plan as belonging in each
classification of benefits, for M/S and MH/SUD benefits, along with the applicable cost-
sharing requirements for each classification as calculated by the Plan. The Department
reviewed the Plan’s Exhibit J-11-A for MHPAEA compliance and found that the Plan
appropriately covers all required benefits in the two BPDs reviewed.

The Plan submitted its Exhibit J-12 worksheet that included calculations demonstrating
its predominant financial requirement in each classification of benefits that applies to
substantially all benefits within the classification. The Department’s Office of Financial
Review reviewed the Plan’s calculations and determined that the Plan correctly
calculated the financial requirements for the two BPDs.

The results of the Department’s review of United Healthcare of California’s BPD #2 and
BPD #3 showed that the Plan appropriately determined cost-sharing for MH/SUD
benefits in each category, as compared with M/S benefits in the same category. The
Department determined the Plan correctly calculated the financial requirements and
properly applied the federal rules concerning cost-sharing to ensure that it is acting
within parity in what it charges enrollees receiving MH/SUD benefits.

Conclusion:

19 Exhibit J-11-A and J-12 are worksheets developed by the Department to guide the plans (use is
optional) in demonstrating compliance with MHPAEA. Exhibit J-11-A addresses the classification of
benefits requirement of MHPAEA. Exhibit J-12 is utilized to demonstrate compliance with the financial
requirements of MHPAEA.
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Based on the Department’s review of the Plan’s Exhibit J-11-A worksheet and Exhibit J-
12, as well as review of the EOC and information from staff interviews, the Department
identified no MHPAEA issues for the BPDs reviewed in the Focused Survey.

Plan Response: The Plan responded timely to the Preliminary Report. The Plan’s
response offered no comment with respect to the Department’s findings in this section.

Status: No MHPAEA QTL issues were identified during this Focused Survey.
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SECTION Ill: PLAN EXPERIENCE IN IMPLEMENTING MHPAEA

The Department’s Focused Survey also included inquiry into the Plan’s experience
implementing MHPAEA and maintaining parity.

1. Delegation Oversight

The Department determined that the Plan must improve the oversight of its delegated
medical groups. As described in the Inpatient classification file review section above,
Plan staff could not specify the UM criteria used by each delegate.

The Plan must improve its annual delegate audit. When asked how the Plan ensures
that the UM processes used by the medical groups are not more restrictive than UM
processes used on the MH/SUD side, the Plan pointed to its annual delegation
oversight audit which ensures that UM plans are compliant with regulatory requirements
and that delegates are using evidence-based criteria. The Plan stated that the contracts
with the medical groups require the groups to use nationally reviewed medical
guidelines. However, the file review showed that guidelines developed by the medical
groups were being used in some instances. Moreover, the medical groups may also
develop their own lists of services that require prior authorization and there is no
consistency between medical groups regarding services that are auto-approved. The
Plan stated that as part of its annual review, it only determines if the medical groups are
using guidelines. Medical groups may develop their own guidelines and criteria, but the
Plan does not validate the comparability of guidelines developed by medical groups
against nationally developed guidelines such as MCG and does not have a process in
place to determine whether guidelines developed by medical groups are comparable to
national guidelines.

Plan staff described the Plan’s annual delegation oversight audit process as a
mechanism used to ensure parity, utilizing performance and quality standards to
measure the medical groups. The Plan stated that it conducts annual delegation
oversight audits using the same process for M/S delegates and the MH/SUD delegate.
The Plan created a performance dashboard to monitor delegates, but Plan staff
admitted it was not currently being used in its audit process. The Plan stated its file pull
of delegate’s files uses NCQA'’s 8/30 methodology. If the first eight files have no issues,
no additional files are reviewed. Plan staff stated that the medical groups send reports
to the Plan that are presented to the Quality Improvement Committee. A review of the
QIC minutes from March 24, 2016, included only a report from Optum regarding
complaints, grievances, and appeals. The report did not contain any UM information
from Optum, and no other UM reports from medical groups were in the QIC minutes.
The Plan contract with medical groups requires the medical groups to establish
measures, monitor and analyze relevant data and correct patterns of potential or actual
inappropriate under- or over-utilization, using quantitative and qualitative data analysis.
Accordingly, the medical groups are required to self-report under- and/or over-utilization
data and implement corrective actions when indicated.

One example of delegation oversight problems was brought to the Department’s
attention during file review. Several files contained an e-mail to the Plan from two
medical groups that informed the Plan that the medical groups had identified
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inconsistent application of MCG criteria and had implemented a corrective action plan in
September of 2016. The Plan confirmed that this email was their first indication that
these medical groups were not applying MCG criteria consistently, and the issue was
only discovered upon preparing the delegates’ files for this survey. Plan staff stated that
as a result of the email, the Plan was going to perform an ad hoc follow-up review. Plan
staff explained that the delegates should have notified the Plan when the issue was first
discovered. However, the Plan completed the annual delegation oversight review of the
medical groups in November of 2016 and did not identify any issues in the medical
records that were reviewed. When asked if this issue raised any concerns that the
inconsistent application of criteria could have impacted parity, the Plan responded that it
had no concerns.
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SECTION IV: SURVEY CONCLUSION

The Plan’s operations were not found to be compliant with the Paul Wellstone and Pete
Domenici Mental Health Parity and Addition Equity Act (MHPAEA) and California Health
and Safety Code section 1374.76. The Plan’s compliance will be further assessed at the
Plan’s next Routine Medical Survey, scheduled for the third quarter of 2018.

In the event the Plan would like to append a brief statement to the Final Report as set
forth in Section 1380(h)(5), please submit the response via the Department’'s Web
portal, eFiling application. Click on the Department’'s Web Portal, DMHC Web Portal.

Once logged in, follow the steps shown below to submit the Plan’s response to the
Preliminary Report:

= Click the eFiling link.

= Locate the MHPAEA Filing.

= Submit the Plan’s response to the Final Report as an Amendment to the
MHPAEA filing, as an Exhibit J-12-D MHPAEA Survey, Plan Response to the
Final Report.

Plan Response to the Final Report
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APPENDIX A PHASE ONE CLOSING LETTER

Edmund G. Brown Jr.,
Governor State of California
Health and Human Services Agency

DEPARTMENT OF

Managed |

Health *

Department of Managed Health Care
980 9t Street, Suite 500
Sacramento, CA 95814-2725

May 20, 2016
VIA EL ECTRONIC MAIL

UHC of California
5701 Katella Avenue, MS CA120-0368
Cypress, California 90630

The Department of Managed Health Care (Department) has reviewed the information
submitted in the above-referenced filing (Amendment) filed by UHC of California (Plan)
for compliance with the Knox-Keene Health Care Service Plan Act of 1975, as
amended,! and with The Paul Wellstone and Pete Domenici Mental Health Parity and
Addiction Equity Act? and federal final rules.?

The Department has completed review of the Amendment, and at this time has no
further objection to implementation of the changes as described in the Amendment, as
amended, subject to the following conditions:

1. The Plan shall implement the revisions and disclosures to the cost-sharing for
mental health and substance use disorder benefits (MH/SUD) that have been
reviewed and not objected to by the Department within the Amendment. Those
revisions and disclosures are summarized in the chart below. Cost-sharing for
MH/SUD benefits within nongrandfathered or grandfathered on- or off-
Exchange individual and small group coverage shall first comply with MHPAEA
for 2016 coverage and secondly comply with the regulations of Covered
California for 2016 coverage.* Hence, the Plan may need to further modify the
revised MH/SUD cost-sharing summarized below within standard benefit plan
design coverage for 2016.

1 California Health and Safety Code sections 1340 et seq. (Act). References herein to “Section” are to
sections of the Act. References to “Rule” refer to California Code of Regulations, title 28.
2 Public law 110-343, 42 U.S.C. § 300gg-26.
345 CFR § 146.136 (2013).
4 Government Code sections 100503 and 100504(c), Health and Safety Code section 1366.6(e), and 10
CCR section 6460.
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Benefit Plan Type of Service and Current (2015) | Cost-Sharing
Design Specific Benefits Impacted| Cost-Sharing 1/1/2016°
QHP Platinum Mental Health and $250 per day $0
Plan Signature Substance Use Disorder Copayment
Value Alliance Services: All Other applies to a
20-40/10%, Outpatient Treatment maximum of 5
Benefit Plan (Partial Hospitalization/ days per stay
Design #8 Day Treatment and
Intensive Outpatient
Treatment)
QHP Gold Plan - | Mental Health and $600 per day $0
Signature Value | Substance Use Disorder Copayment
Alliance 35- Services: All Other applies to a
55/20%, Benefit | Outpatient Treatment maximum of 5
Plan Design #9 (Partial Hospitalization/ days per stay
Day Treatment and
Intensive Outpatient
Treatment)
Silver HMO Plan | Mental Health and 25% $0
- Signature 45- Substance Use Disorder Copayment
65/40%/2000 Services: All Other after Deductible
ded, Benefit Plan | Outpatient Treatment
Design (Partial Hospitalization/
#10 Day Treatment and
Intensive Outpatient
Treatment)
Bronze HMO Plan | Mental Health and 30% $0
- Signature 55- Substance Use Disorder Copayment
85/0%/6600 ded, | Services: All Other after Deductible
Benefit Plan Outpatient Treatment
Design (Partial Hospitalization/
#11 Day Treatment and
Intensive Outpatient
Treatment)
Platinum HMO Mental Health and $250 $0
Plan - Signature | Substance Use Disorder Copayment per
20-40/30%, Services: All Other day. Copayment
Benefit Plan Outpatient Treatment applies to a
Design (Partial Hospitalization/ maximum of 4
#12 Day Treatment and days per stay
Intensive Outpatient
Treatment)

5 Cost-sharing within individual and small group nongrandfathered standard benefit plan design
coverage may need to be further revised to comply with Covered California regulations for 2016
coverage.

933-0126



UHC of California dba: United Healthcare of California
Final Report of the Focused MHPAEA Survey

40/10%, Benefit
Plan Design #8

Outpatient Treatment
(Partial Hospitalization/
Day Treatment and
Intensive Outpatient
Treatment)

maximum of 5
days per stay

July 18, 2018
Benefit Plan Type of Service and Current (2015) | Cost-Sharing
Design Specific Benefits Impacted| Cost-Sharing 1/1/2016°
QHP Platinum Mental Health and $250 per day $20 Office Visit
Plan Signature Substance Use Disorder Copayment Copayment
Value Alliance 20- | Services: All Other applies to a

QHP Gold Plan -
Signature Value
Alliance 35-
55/20%, Benefit
Plan Design #9

Mental Health and
Substance Use Disorder
Services: All Other
Outpatient Treatment
(Partial Hospitalization/
Day Treatment and
Intensive Outpatient
Treatment)

$600 per day
Copayment
applies to a
maximum of 5
days per stay

$30 Office Visit
Copayment

Silver HMO Plan -
Signature 45-
65/40%/2000ded,
Benefit Plan
Design #10

Mental Health and
Substance Use Disorder
Services: All Other
Outpatient Treatment
(Partial Hospitalization/
Day Treatment and
Intensive Outpatient
Treatment)

25%
Copayment
after Deductible

$30 Office Visit
Copayment

Bronze HMO Plan
- Signature 55-
85/0%/6600 ded,
Benefit Plan
Design #11

Mental Health and
Substance Use Disorder
Services: All Other
Outpatient Treatment
(Partial Hospitalization/
Day Treatment and
Intensive Outpatient
Treatment)

30%
Copayment
after Deductible

$40 Office Visit
Copayment

6 Cost-sharing within individual and small group nongrandfathered standard benefit plan design
coverage may need to be further revised to comply with Covered California regulations for 2016
coverage.
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Benefit Plan Type of Service and Current (2015) | Cost-Sharing
Design Specific Benefits Impacted| Cost-Sharing 1/1/20167
Platinum HMO Mental Health and $250 $40 Office Visit
Plan - Signature | Substance Use Disorder Copayment per Copayment
20-40/30%, Services: All Other day. Copayment
Benefit Plan Outpatient Treatment applies to a
Design #12 (Partial Hospitalization/ maximum of 4
Day Treatment and days per stay
Intensive Outpatient
Treatment)
Large Group Mental Health: All Other $0 $10
Commercial, SV | Outpatient Treatment
10/100%, (Partial Hospitalization/
Benefit Plan Day Treatment and
Design #13 Intensive Outpatient
Treatment)
Large Group Substance Use Disorder: $0 $0
Commercial, SV | All Other Outpatient
10/100%, Treatment (Partial
Benefit Plan Hospitalization/ Day
Design #13 Treatment and Intensive
Outpatient Treatment)
Large Group Mental Health: All Other $500 per admit $40
Commercial, Outpatient Treatment after deductible
SV20- (Partial Hospitalization/
40/500A/100DED, | Day Treatment and
Benefit Plan Intensive Outpatient
Design #14 Treatment)
Large Group Substance Use Disorder: | $0 $0
Commercial, All Other Outpatient
SV20- Treatment (Partial
40/500A/100DED, | Hospitalization/ Day
Benefit Plan Treatment and Intensive
Design #14 Outpatient Treatment)
Large Group Mental Health: All Other $0 $10
Commercial, Outpatient Treatment
10/100% (Partial Hospitalization/
SCSVEBA, Day Treatment and
Benefit Plan Intensive Outpatient
Design #15 Treatment)

7 Cost-sharing within individual and small group nongrandfathered standard benefit plan design
coverage may need to be further revised to comply with Covered California regulations for 2016
coverage.
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Benefit Plan Type of Service and Current (2015) | Cost-Sharing
Design Specific Benefits Impacted| Cost-Sharing 1/1/20168
Large Group Substance Use Disorder: $0 $0

Commercial, All Other Outpatient
10/100% Treatment (Partial
SCSVEBA, Hospitalization/ Day
Benefit Plan Treatment and Intensive
Design #15 Outpatient Treatment)

2. The Plan shall utilize nonquantitative treatment limits that have been reviewed

and not objected to by the Department in the Amendment, including but not
limited to the following revised policies and procedures: Concurrent Review,
Insufficient Information for Benefit Determination, and Psychological and
Neuropsychological Testing Criteria and Authorization Process. Plan will submit
revisions to its Table 5 and policies and procedures regarding Concurrent
Review for the Department’s review under a new Amendment filing within thirty
(30) days of the closing of filing #20142162 as described in Department’'s May
16, 2016, comment letter and affirmed in Plan’s Exhibit E-1 in filing #20142162-
34.

. The Plan shall revise its EOCs, cost-sharing summaries, Summaries of Benefits
and Coverage (SBCs), and other disclosure documents for enrollees to disclose
MHPAEA-compliant cost- sharing, quantitative treatment limits, and non-
guantitative treatment limits, and other revisions to disclosure text that have
been reviewed and not objected to by the Department in the Amendment.
These revisions include, but are not limited to:

a. United HealthCare of California EOC revisions:

I. Revisions to the benefit descriptions of Inpatient Hospital Mental Health
Services.

ii. Revisions to the benefit descriptions of Inpatient Substance-Related and
Addictive Disorder Services including Transitional Recovery Services
Rendered at a Treatment Center.

iii. Revisions to the benefit descriptions of Mental Health Services
(Outpatient Benefits).

iv. Revisions to the benefit descriptions of Substance-Related and Addictive
Disorder Services (Outpatient Benefits) and clarification pertaining to the
requirement of prior authorization.

v. Language added to clarify the mental health and substance use disorder
benefits that require prior authorization.

vi. Revisions to the benefit descriptions of Other Behavioral Health Services.

8 Cost-sharing within individual and small group nongrandfathered standard benefit plan design
coverage may need to be further revised to comply with Covered California regulations for 2016
coverage.
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Vii.

vii.

Revisions to the exclusion list under Exclusions and Limitations of
Benefits to clarify the inpatient and outpatient mental health and
substance use disorder benefits covered by Plan.

Revisions to the Overseeing Your Healthcare Decisions section
regarding submitting a complaint related to Mental Health and
Substance-Related and Addictive Disorder.

. Definitions section: Additions or revisions to the definition of Behavioral
Health Treatment for PDD or Autism, Day Treatment Center, Inpatient
Treatment Center, Mental Disorder, Mental Health Services, Medical
Detoxification, Partial Hospitalization/Day Treatment Program and
Intensive Outpatient Treatment, Participating Qualified Autism Service
Provider, Participating Qualified Autism Service Professional,
Participating Qualified Autism Service Paraprofessional, Psychological
and Neuropsychological Testing, Serious Emotional Disturbances of a
Child, Severe Mental lliness, Substance-Related and Addictive Disorder,
Substance-Related and Addictive Disorder Inpatient Treatment Program,
and Substance-Related and Addictive Disorder Services.

b. U.S. Behavioral Health Plan, California EOC:

i.
i.

i.
iv.

V.

Vi.

Revisions to the description of Mental Disorder.

Revisions to the description of accessing Behavioral Health Services.
Revisions to the description of “What is an Emergency?”

Revisions to the benefit descriptions of Covered Behavioral Health
Services, including language clarifying the Exclusions and Limitations.
Revisions to the description of Authorization, Modification and Denial of
Behavioral Health Services including language pertaining to concurrent
and retrospective review pertaining to mental health and substance-related
and addictive disorder.

Definitions section: Additions or revisions to the definition of Behavioral
Health Treatment for PDD or Autism, Medical Detoxification, Mental
Disorder, Mental Health Services, Outpatient Treatment Center, Partial
Hospitalization/Day Treatment Program and Intensive Outpatient
Treatment, Participating Facility, Psychiatric Emergency Medical
Condition, Psychological and Neuropsychological Testing, Serious
Emotional Disturbances of a Child, Substance-Related and Addictive
Disorder, and Transitional Residential Recovery Services.

c. Changes to Cost-Sharing in the Schedule of Benefits: the revisions in cost-
sharing for the plans listed in the chart above.

4. The Plan shall use the classification of benefits standards, the methodology for
calculating financial requirements and quantitative treatment limits, and the
factors used to apply nonquantitative treatment limits that have been reviewed
and not objected to by the Department within the Amendment to provide all
covered mental health and substance use disorder benefits in compliance with
MHPAEA within the Plan’s individual and group commercial plan coverage.®

9 California Health and Safety Code § 1374.76.
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5. The Plan shall implement the changes to comply with MHPAEA delineated
above according to the Department’s guidance in the July 17, 2015, All Plan
Letter concerning January 1, 2016, final implementation of MHPAEA
compliance and the August 7, 2015, email update to the July 17 All Plan
Letter.0

This letter does not constitute a waiver of any compliance issues that may be identified
on subsequent review and analysis of the Amendment, whether or not highlighted to
reflect a change, or of any other Plan documents or operations, whether or not
disclosed in the Amendment.

The revisions necessary to correct the compliance concerns identified by the
Department in this Amendment apply to all Plan documents that contain similar
language or provisions, whether previously filed or not. Plan documents and operations
that do not reflect compliance with the Act, Rules, and MHPAEA in accordance with the
Department’s determinations regarding this Amendment are not approved. Accordingly,
please review and revise all Plan documents as necessary to identify and correct similar
compliance concerns where they may exist. If language approved in the context of this
Amendment is the only change made by the Plan to its existing variations of the same
forms of documents as submitted in this Amendment, the Plan need not file those
revised documents. The Department reserves the right to require additional revisions to
the Plan’s operations and documents, including but not limited to subscriber and
provider documents, and written policies and procedures, as further review may indicate
is necessary for compliance with the Act.

Please contact the Department if there are any questions regarding the above.

10 |bid
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