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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services

7500 Security Boulevard, Mail Stop 52-01-16
Baltimore, MD 21244-1850

CENTERS FOR MEDICARE & MEDICAID SERVICES
CENTER FOR MEDICAID & CHIP SERVICES

Children and Adults Health Programs Group

DEC 0 6 2018

Stacey L. Shamblin

Acting Executive Director

West Virginia Children’s Health Insurance Program
350 Capitol Street, Room 251

Charleston, WV 25301

Dear Ms. Shamblin:

Your title XXI Children’s Health Insurance Program (CHIP) state plan amendment (SPA) WV-
18-0003, submitted to the Centers for Medicare & Medicaid Services (CMS) on June 29, 2018
with additional information submitted on November 15, 2018, has been approved. Through this
SPA, West Virginia implements mental health parity requirements in section 2103(c)(7) of the
Social Security Act (the Act) and regulation at 42 CFR 457.496 to ensure that financial
requirements and treatment limitations applied to mental health (MH) and substance use disorder
(SUD) benefits are no more restrictive than those applied to medical/surgical (M/S) benefits.
This SPA has an effective date of October 2, 2017.

Section 2103(c)(7)(A) of the Act, as implemented through regulations at 42 CFR 457.496(d)(3)-
(5), require states to ensure that financial requirements and treatment limitations applied to
MH/SUD benefits covered under the state child health plan are consistent with the mental health
parity requirements of 2705(a) of the Public Health Service Act, in the same manner in which
such requirements apply to a group health plan. To the extent that it provides both M/S and
MH/SUD benefits, a state must demonstrate that financial requirements and treatment limitations
applied to MH/SUD benefits covered under the state child health plan comply with these
requirements. West Virginia demonstrated compliance by providing the necessary assurances
and supporting documentation that the state’s application of non-quantitative treatment
limitations and financial requirements to MH/SUD benefits are consistent with section
2103(c)(7)(A) of the Act.

This approval relates only to benefits provided under the CHIP state plan; Medicaid benefits will
be analyzed separately.

Your title XXI project officer is Ms. Joyce Jordan. She is available to answer questions
concerning this amendment and other CHIP-related issues. Ms. Jordan’s contact information is
as follows:



Page 2- Ms. Stacey L. Shamblin

Centers for Medicare & Medicaid Services
Center for Medicaid and CHIP Services
Mail Stop S2-01-16

7500 Security Boulevard

Baltimore, MD 21244-1850

Telephone: (410) 786-3413

E-mail: Joyce.Jordan@cms.hhs.gov

Official communications regarding program matters should be sent simultaneously to Ms. Jordan
and to Mr. Francis McCullough, Associate Regional Administrator (ARA) in our Philadelphia
Regional Office. Mr. McCullough’s address is:

Centers for Medicare & Medicaid Services
Philadelphia Regional Office

Division of Medicaid and Children's Health Operations
The Public Ledger Building, Suite 216

150 South Independence Mall West

Philadelphia, PA 19106

If you have additional questions, please contact Ms. Amy Lutzky, Director, Division of State
Coverage Programs at (410) 786-0721.

We look forward to continuing to work with you and your staff:
& S:inéérely,
/signed Anne Marie Costello/

Anne Marie Costéllo
Director

CCH i L
Mr. Francis McCullough;, ARA, CMS Region III, Philadelphia



Centers (FQHC's) and Rural Health Centers (RHC‘S}

#12 Effective: October 1, 2013 incorporates the MAGI-based eligibility process
Implemented: October 1, 2013 requirements in accordance with the Affordable Care Act.

#13 Effective: January 1, 2014 Coverage for eligible PEIA children.
Implemented: January 1, 2014

1.4-TC

Section 2.

Guidance:

SPA #14 Purpose of SPA: Mental Health Parity
Proposed effective date: October 2. 2017

Proposed implementation date: October 2, 2017

Tribal Consultation (Section 2107(e)(1)(C)) Describe the consultation process that
occurred specifically for the development and submission of this State Plan Amendment,
when it occurred and who was involved.

TN No: Approval Date Effective Date

General Background and Description of Approach to Children’s Health Insurance
Coverage and Coordination

The demographic information requested in 2.1. can be used for State planning and will be

2.1.

used strictly for informational purposes. THESE NUMBERS WILL NOT BE USED AS
A BASIS FOR THE ALLOTMENT.

Factors that the State may consider in the provision of this information are age breakouts,
income brackets, definitions of insurability, and geographic jocation, as well as race and
ethnicity. The State should describe its information sources and the assumptions it uses
for the development of its description.

» Population

Number of uninsured

Race demographics

Age Demographics
Info per region/Geographic information

Describe the extent to which, and manner in which, children in the State (including
targeted low-income children and other groups of children specified) identified, by
income level and other relevant factors, such as race, ethnicity and geographic location,

_currently have creditable health coverage (as defined in 42 CFR 457.10). To the extent

feasible, distinguish between creditable coverage under public health insurance programs
and public-private partnerships (See Section 10 for annual report requirements). (Section
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Section 6.4.2.), pre-existing condition limits are allowed to the extent permitted by
HIPAA/ERISA, If the State is contracting with a group health plan or provides benefits
through group health coverage, describe briefly any limitations on pre-existing
conditions. (Formerly 8.6.)

6.2- MHPAEA Section 2103(c)(6)(A) of the Social Security Act requires that, to the extent that it
provides both medical/surgical benefits and mental health or substance use disorder benefits, a State
child health plan ensures that financial requirements and treatment limitations applicable to mental
health and substance use disorder benefits comply with the mental health parity requirements of section
2705(a) of the Public Health Service Act in the same manner that such requirements apply to a group
health plan. If the state child health plan provides for delivery of services through a managed care
arrangement, this requirement applies to both the state and managed care plans. These requirements are
also applicable to any additional benefits provided voluntarily to the child health plan population by
managed care entities and will be considered as part of CMS’s contract review process at 42 CFR
457.1201(1).

0.2.1- MHPAEA. Before completing a parity analysis, the State must determine whether each covered

benefit is a medical/surgical, mental health, or substance use disorder benefit based on a standard that is

consistent with state and federal law and generally recognized independent standards of medical
practice. (42 CFR 457.496(f)(1)(i)

6.2.1.1- MHPAEA Please choose the standard(s) the state uses to determine whether a covered
benefit is a medical/surgical benefit, mental health benefit, or substance use disorder benefit,

The most current version of the standard elected must be used. If different standards are used for
different benefit types, please specify the benefit type(s) to which each standard is applied. If
“Other” is selected, please provide a description of that standard.

[] Diagnostic and Statistical Manual of Mental Disorders (DSM)
[ State guidelines (Describe: )
] Other (Describe: )

6.2.1.2- MHPAEA Does the State provide mental health and/or substance use disorder
benefits?

P Yes
[INo

Guidance: If the State does not provide any mental health or substance use disorder
benefits, the mental health parity requirements do not apply ((42 CFR 457.496(f)(1)).
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Continue on to Section 6.3.

6.2.2- MHPAEA Section 2103(c)(6)(B) of the Social Security Act (the Act) provides that to the extent
a State child health plan includes coverage of early and periodic screening, diagnostic, and treatment
services (EPSDT) defined in section 1905(r) of the Act and provided in accordance with section
1902(a)(43) of the Act, the plan shall be deemed to satisfy the parity requirements of section
2103(c)(6)(A) of the Act. |

6.2.2.1- MHPAEA Does the State child health plan provide coverage of EPSDT? The State
must provide for coverage of EPSDT benefits, consistent with Medicaid statutory requirements,
as indicated in section 6.2.26 of the State child health plan in order to answer “yes.”

[] Yes
> No !

Guidance: If the State child health plan does not provide EPSDT consistent with
Medicaid statutory requirements at sections 1902(a)(43) and 1905(r) of the Act,
please go to Section 6.2.3- MHPAEA to complete the required parity analysis of
the State child health plan.

If the state does provide EPSDT benefits consistent with Medicaid requirements,
please continue this section to demonstrate compliance with the statutory
requirements of section 2103(c)(6)(B) of the Act and the mental health parity
regulations of 42 CFR 457.496(b) related to deemed compliance. Please provide

supporting documentation, such as contract language, provider manuals, and/or
member handbooks describing the state’s provision of EPSDT.

6.2.2.2- MHPAEA EPSDT benefits are provided to the following:
] All children covered under the State child health plan.
[ 1 A subset of children covered under the State child health plan.

Please describe the different populations (if applicable) covered under the State child
health plan that are provided EPSDT benefits consistent with Medicaid statutory
requirements.

Guidance: If only a subset of children are provided EPSDT benefits under the
State child health plan, 42 CFR 457.496(b}(3) limits deemed compliance to those
children only and Section 6.2.3- MHPAEA must be completed as well as the
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required parity analysis for the other children.

6.2.2.3- MHPAEA To be deemed compliant with the MHPAEA parity requirements, States
must provide EPSDT in accordance with sections 1902(a)(43) and 1905(r) of the Act (42 CFR
457.496(b)). The State assures each of the following for children eligible for EPSDT under the
separate State child health plan:

[ ] All screening services, including screenings for mental health and substance use
disorder conditions, are provided at intervals that align with a periodicity schedule that
meets reasonable standards of medical or dental practice as well as when medically
necessary to determine the existence of suspected illness or conditions. (Section 1905(r))

] All diagnostic services described in 1905(a) of the Act are provided as needed to
diagnose suspected conditions or illnesses discovered through screening services,
whether or not those services are covered under the Medicaid state plan. (Section
1905(r))

[] Al items and services described in section 1905(a) of the Act are provided when
needed to correct or ameliorate a defect or any physical or mental illnesses and conditions
discovered by the screening services, whether or not such services are covered under the
Medicaid State plan. (Section 1905(r)(5))

[] Treatment limitations applied to services provided under the EPSDT benefit are not
limited based on a monetary cap or budgetary constraints and may be exceeded as
medically necessary to correct or ameliorate a medical or physical condition or illness.
(Section 1905(r)(5))

] Non-quantitative treatment limitations, such as definitions of medical necessity or
criteria for medical necessity, are applied in an individualized manner that does not
preclude coverage of any items or services necessary to cotrect or ameliorate any medical
or physical condition or illness. (Section 1905(r)(5))

[_] EPSDT benefits are not excluded on the basis of any condition, disorder, or diagnosis.
(Section 1905(r)(5))
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[_] The provision of all requested EPSDT screening services, as well as any cotrective
treatments needed based on those screening services, are provided or arranged for as
necessary. (Section 1902(a)(43))

[] All families with children eligible for the EPSDT benefit under the separate State
child health plan are provided information and informed about the full range of services
available to them. (Section 1902(a)(43)(A))

Guidance: For states seeking deemed compliance for their entire State child health
plan population, please continue to Section 6.3. If not all of the covered

populations are offered EPSDT, the State must conduct a parity analysis of the

benefit packages provided to those populations. Please continue to 6.2.3-
MHPAEA. ‘

Mental Health Parity Analysis Requirements for States Not Providing EPSDT to All Covered

Populations

Guidance: The State must complete a parity analysis for each population under the State child
health plan that is not provided the EPSDT benefit consistent with the requirements 42 CFR

457.496(b). If the State provides benefits or limitations that vary within the child or pregnant

woman populations, states should perform a parity analysis for each of the benefit packages. For

example, if different financial requirements are applied according to a beneficiary’s income, a

separate parity analysis is needed for the benefit package provided at each income level.

Please ensure that changes made to benefit limitations under the State child health plan as a result

of the parity analysis are also made in Section 6.2.

6.2.3- MHPAEA In order to conduct the parity analysis, the State must place all medical/surgical and
mental health and substance use disorder benefits covered under the State child health plan into one of
four classifications: Inpatient, outpatient, emergency care, and prescription drugs. (42 CFR
457.496(d)(2)(ii); 42 CFR 457.496(d)(3)(i }(B)) »

6.2.3.1 MHPAEA Please describe below the standard(s) used to place covered benefits into one
of the four classifications.

6.2.3.1.1 MHPAEA The State assures that;

X The State has classified all benefits covered under the State plan into one of the
four classifications.
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[ The same reasonable standards are used for determining the classification for a
mental health or substance use disorder benefit as are used for determining the
classification of medical/surgical benefits.

The state sorted all medical/surgical and MH/SUD claims inte one of four classifications
(inpatient, outpatient, emergency. and Rx) to conduct its parity analysis,

1) TInpatient: Facility claims where member was confined to a hospital as evidenced by
room and board record.

2) Qutpatient: Services were further classified into office visits and other outpatient
services.
a) Outpatient-Office Visits: Professional claims regardless of place of service.
by Outpatient-Other: Facility claims for services not performed in the Emergencey

Department and no evidence of an inpatient adnrission,

3) Emergency Care: Facility claim for service performed in an emergency room that did
not have an associated hospital admission,

4}y Prescription Drugs: Claims for drugs that require a prescription billed o the
Pharmacy Benefit Manager (PBM). This does not include drugs provided in
outpatient or inpatient facilities nor physician administered drugs.

Claims were further categorized by the member’s enrollment group (Gold, Blue, and
Premium) indicating different cost-sharing levels based on family income.

6.2,3.1.2- MHPAEA Does the State use sub-classifications to distinguish between office
visits and other outpatient services?

Yes
[No

6.2.3.1.2.1- MHPAEA If the State uses sub-classifications to distinguish
between outpatient office visits and other outpatient services, the State assures the
following:

[<] The sub-classifications are only used to distinguish office visits from other
cutpatient items and services, and are not used to distinguish between similar
services on other bases (ex: generalist vs. specialist visits).

Guidance: For purposes of this section, any reference to
“classification(s)” includes sub-classification(s) in states using sub-
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classifications to distinguish between outpatient office visits from other
outpatient services.

6.2.3.2 MHPAEA The State assures that:

[X] Mental health/ substance use disorder benefits are provided in all classifications in
which medical/surgical benefits are provided under the State child health plan.

Guidance: States are not required to cover mental health or substance use
disorder benefits (42 CFR 457.496(f)(2)). However if a state does provide any
mental health or substance use disorder benefits, those mental health or
substance use disorder benefits must be provided in all the same classifications
in which medical/surgical benefits are covered under the State child health plan
(42 CFR 457.496(d)(2)(ii).

Annual and Aggregate Lifetime Dollar Limits

6.2.4- MHPAEA A State that provides both medical/surgical benefits and mental health and/or |
substance use disorder benefits must comply with parity requirements related to annual and aggregate
lifetime dollar limits for benefits covered under the State child health plan. (42 CFR 457.496(c))

6.2.4.1- MHPAEA Please indicate whether the State applies an aggregate lifetime dollar limit
and/or an annual dollar limit on any mental health or substance abuse disorder benefits covered
under the State child health plan.

[ Aggregate lifetime dollar limit is applied
[] Aggregate annual dollar limit is applied
No dollar limit is applied

Guidance: A monetary coverage limit that applies to ali CHIP services provided
under the State child health plan is not subject to parity requirements.

If there are no aggregate lifetime or annual dolar limits on any mental health or
substance use disorder benefits, please go to section 6.2.5- MHPAEA.

6.2.4.2- MHPAEA Are there any medical/surgical benefits covered under the State child
health plan that have cither an aggregate lifetime dollar limit or an annual dollar limit? If yes,
please specify what type of limits apply.

[ Yes (Type(s) of limit: )
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X No

Guidance: If no aggregate lifetime dollar limit is applied to medical/ surgical
benefits, the State may not impose an aggregate lifetime dollar limit on any mental
health or substance use disorder benefits. If no aggregate annual dollar limit is
applied to medical/surgical benefits, the State may not impose an aggregate annual
dollar limit on any mental health or substance use disorder benefits. (42 CFR

457.496(c)(1))

6.2.4.3 - MHPAEA. States applying an aggregate lifetime or annual dollar limit on
medical/surgical benefits and mental health or substance use disorder benefits must determine
whether the portion of the medical/surgical benefits to which the limit applies is less than one-
third, at least one-third but less than two-thirds, or at least two-thirds of all medical/surgical
benefits covered under the State plan (42 CFR 457.496(c)). The portion of medical/surgical
benefits subject to the limit is based on the dollar amount expected to be paid for all
medical/surgical benefits under the State ptan for the State plan year or portion of the plan year
after a change in benefits that affects the applicability of the aggregate lifetime or annual dollar
limits. (42 CFR 457.496(c)(3))

[] The State assures that it has developed a reasonable methodology to calculate the
portion of covered medical/surgical benefits which are subject to the aggregate lifetime
and/or annual dollar limit, as applicable.

Guidance: Please include the state’s methodology to calculate the portion of
covered medical/surgical benefits which are subject to the aggregate lifetime and/or
annual dollar limit and the results as an attachment to the State child health plan.

6.2.4.3.1- MHPAEA Please indicate the portion of the total costs for medical and
surgical benefits covered under the State plan which are subject to a lifetime dollar limit:

[] Less than 1/3
[ ] At least 1/3 and less than 2/3
[] At least 2/3

6.2.4.3.2- MHPAEA Please indicate the portion of the total costs for medical and
surgical benefits covered under the State plan which are subject to an annual doliar limit;

[ ] Less than 1/3

[] At least 1/3 and less than 2/3
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[] At least 2/3

Guidance: If an aggregate lifetime limit is applied to less than one-third of all

medical/surgical benefits, the State may not impose an aggregate lifetime
limit on any mental health or substance use disorder benefits. If an annual
dollar limit is applied to less than one-third of all medical surgical benefits,
the State may not impose an annual dollar limit on any mental health or
substance use disorder benefits (42 CFR 457.496(c)(1)). Skip to section 6.2.5-
MHPAEA.

If the State applies an aggregate lifetime or annual dollar limit to at least

one-third of all medical/surgical benefits, please continue below to provide

the assurances related to the determination of the portion of total costs for
medical/surgical benefits that are subject to either an annual or lifetime limit.

6.2.4.3.2.1- MHPAEA If the State applies an aggregate lifetime or annual
dollar limit to at least 1/3 and less than 2/3 of all medical/surgical benefits,

the State assures the following (42 CFR 457.496(c)(4)(i)}B)); (42 CFR
457.496(c)(4)(it)):

[] The State applies an aggregate lifetime or annual dollar limit on
mental health or substance use disorder benefits that is no more
restrictive than an average limit calculated for medical/surgical
benefits.

Guidance: The state’s methodology for calculating the average
limit for medical/surgical benefits must be consistent with 42
CFR 457.496(c){4)(1)(B) and 42 CFR 457.496(c)(4)(ii). Please
include the state’s methodology and results as an attachment to
the State child health plan.

6.2.4.3.2.2- MHPAEA [f at least 2/3 of all medical/surgical benefits are
subject to an annual or lifetime limit, the State assures either of the
following (42 CFR 457.496(c)(2)()); (42 CFR 457.496(c)(2)(ii)):

[] The aggregate lifetime or annual doliar limit is applied to both
medical/surgical benefits and mental health and substance use
disorder benefits in a manner that does not distinguish between
medical/surgical benefits and mental health and substance use
disorder benefits; or
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[] The aggregate lifetime or annual dollar limit placed on mental
health and substance use disorder benefits is no more restrictive
than the aggregate lifetime or annual dollar limit on
medical/surgical benefits.

Quantitative Treatment Limitations

6.2.5- MHPAEA Does the State apply quantitative treatment limitations (QTLs) on any mental health
or substance use disorder benefits in any classification of benefits? If yes, specify the classification(s) of
benefits in which the State applies one or more QTLs on any mental health or substance use disorder
benefits.

(] Yes (Specify:
X No

Guidance: If the state does not apply any type of QTLs on any mental health or substance use

disorder benefits in any classification, the state meets parity requirements for QTLs and should

continue to Section 6.2.6 - MHPAEA. If the state does apply QTLs to any mental health or

substance use disorder benefits, the state must conduct a parity analysis. Please continue.

6.2.5.1- MHPAEA Does the State apply any type of QTL on any medical/surgical benefits?

[] Yes
[No

Guidance: If the State does not apply QTLs on any medical/surgical benefits, the
State may not impose guantitative treatment limitations on mental health or

substance use disorder benefits, please go to Section 6.2.6- MHPAEA related to non-
quantitative treatment limitations.

6.2.5.2- MHPAEA Within each classification of benefits in which the State applies a type of
QTL on any mental health or substance use disorder benefits, the State must determine the
portion of medical and surgical benefits in the classification which are subject to the limitation.
More specifically, the State must determine the ratio of (a) the dollar amount of all payments
expected to be paid under the State plan for medical and surgical benefits within a classification
which are subject to the type of quantitative treatment limitation for the plan year (or portion of
the plan year after a mid-year change affecting the applicability of a type of quantitative
treatment limitation to any medical/surgical benefits in the class) to (b) the dollar amount
expected to be paid for all medical and surgical benefits within the classification for the plan
year. For purposes of this paragraph, all payments expected to be paid under the State plan
includes payments expected to be made directly by the State and payments which are expected to
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be made by MCEs contracting with the State. (42 CFR 457.496(d)(3)()(C))

[_] The State assures it has applied a reasonable methodology to determine the doilar
amounts used in the ratio described above for each classification within which the State
applies QTLs to mental health or substance use disorder benefits. (42 CFR
457.496(d)(3)()(E))

Guidance: Please include the state’s methodology and results as an attachment to
the State child health plan.

6.2.5.3- MHPAEA For each type of QTL applied to any mental health or substance use disorder
benefits within a given classification, does the State apply the same type of QTL to “substantially
all” (defined as at least two-thirds) of the medical/surgical benefits within the same
classification? (42 CFR 457.496(d)(3)(i)}(A))

[]Yes
[JNo

Guidance: If the State does not apply a tvpe of QTL to substantially all
medical/surgical benefits in a given classification of benefits, the State may not
impose that type of QTL on mental health or substance use disorder benefits in that
classification. (42 CFR 457.496(d)(3)(i)(A))

6.2.5.3.1- MHPAEA For each type of QTL applied to mental health or substance use
disorder benefits, the State must determine the predominant level of that type which is
applied to medical/surgical benefits in the classification. The “predominant level” of a
type of QTL in a classification is the level (or least restrictive of a combination of levels)
that applies to more than one-half of the medical/surgical benefits in that classification, as
described in 42 CFR 457.496(d)(3)(1X(B). The portion of medical/surgical benefits in a
classification to which a given level of a QTL type is applied is based on the dollar
amount of payments expected to be paid for medical/surgical benefits subject to that level
as compared to all medical/surgical benefits in the classification, as described in 42 CFR
457.496(d)3)(1)(C). For each type of quantitative treatment limitation applied to mental
health or substance use disorder benefits, the State assures:

[ ] The same reasonable methodology applied in determining the dollar amounts
used to determine whether substantially all medical/surgical benefits within a
classification are subject to a type of quantitative treatment fimitation also is
applied in determining the dollar amounts used to determine the predominant
level of a type of quantitative treatment limitation applied to medical/surgical
benefits within a classification. (42 CFR 457.496(d)(3)(iXE))
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[_] The level of each type of quantitative treatment limitation applied by the State
to mental health or substance use disorder benefits in any classification is no more
restrictive than the predominant level of that type which is applied by the State to
medical/surgical benefits within the same classification, (42 CFR
457.496(d)(2)(0))

Guidance: If there is no single level of a type of QTL that exceeds the one-

half threshold, the State may combine levels within a type of QTL such that
the combined levels are applied to at least half of all medical/surgical benefits

within a classification; the predominant level is the least restrictive level of
the levels combined to meet the one-half threshold. (42 CFR

457.496(d)(3)(i)(B)2))

Non-Quantitative Treatment Limitations

6.2.6- MHPAEA The State may utilize non-quantitative treatment limitations (NQTLs) for mental
health or substance use disorder benefits, but the State must ensure that those NQTLs comply with all
the mental health parity requirements. (42 CFR 457.496(d)(4)); (42 CFR 457.496(d)(5))
6.2.6.1 - MHPAEA If the State imposes any NQTLs, complete this subsection. If the State does
not impose NQTLs, please go to Section 6.2.7-MHPAEA.

DXl The State assures that the processes, strategies, evidentiary standards or other factors
used in the application of any NQTL to mental health or substance use disorder benefits
are no more stringent than the processes, strategies, evidentiary standards or other factors
used in the application of NQTLs to medical/surgical benefits within the same
classification, -

Guidance: Examples of NOQTLs include medical management standards to limit or
exclude benefits based on medical necessity, restrictions based on geographic
location, provider specialty, or other criteria to limit the scope or duration of
benefits and provider network design (ex: preferred providers vs. participating
providers). Additional examples of possible NQTLs are provided in 42 CFR
457.496(d)(4)(ii). States will need to provide a summary of its NOTL analysis, as
well as supporting documentation as requested.

6.2.6.2 - MHPAEA The State or MCE contracting with the State must comply with parity if
they provide coverage of medical or surgical benefits furnished by out-of-network providers.

6.2.6.2.1- MHPAEA Does the State or MCE contracting with the State provide
coverage of medical or surgical benefits provided by out-of-network providers?

[ ] Yes
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X No

Guidance: The State can answer no if the State or MCE only provides out of
network services in specific circumstances, such as emergency care, or when the

network is unable to provide a necessary service covered under the contract,

6.2.6.2.2- MHPAEA If yes, the State must provide access to out-of-network providers
for mental health or substance use disorder benefits. Please assure the following:

[] The State attests that when determining access to out-of-network providers
within a benefit classification, the processes, strategies, evidentiary standards, or
other factors used to determine access to those providers for mental health/
substance use disorder benefits are comparable to and applied no more stringently
than the processes, strategies, evidentiary standards or other factors used to
determine access for out- of-network providers for medical/surgical benefits.

Availability of Plan Information

6.2.7- MHPAEA The State must provide beneficiaries, potential enrollees, and providers with
information related to medical necessity criteria and denials of payment or reimbursement for mental
health or substance use disorder services (42 CFR 457.496(e)) in addition to existing notice
requirements at 42 CFR 457.1180.

6.2.7.1- MHPAEA Medical necessity criteria determinations must be made available to any
current or potential enrollee or contracting provider, upon request, The state attests that the
following entities provide this information:

State

[] Managed Care entities

] Both
[] Other

Guidance: If other is selected, please specify the entity.

6.2.7.2- MHPAEA Reason for any denial for reimbursement or payment for
mental health or substance use disorder benefits must be made available to the
enrollee by the health plan or the State. The state attests that the following
entities provide denial information:

State
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[[] Managed Care entities

[ ] Both
[ ] Other

Guidance: If other is selected, please specify the entity.

6.3. The State assures that, with respect to pre-existing medical conditions, one of the
following two statements applies to its plan: (42 CFR 457.480)
6.3.1. X The State shall not permit the imposition of any pre-existing medical condition
exclusion for covered services (Section 2102(b)(1)(B)(ii)); OR
6.3.2.[] The State contracts with a group heaith plan or group health insurance coverage,
or contracts with a group health plan to provide family coverage under a waiver
(see Section 6.6.2. (formerly 6.4.2) of the template). Pre-existing medical
conditions are permitted to the extent allowed by HIPAA/ERISA. (Formerly 8.6.)
(Section 2103(f)) Describe:
Guidance;: States may request two additional purchase options in Title XXI: cost effective coverage
through a community-based health delivery system and for the purchase of family
coverage. (Section 2105(c)(2) and (3)) (42 CFR 457.1005 and 457.1010)
6.4. Additional Purchase Options- If the State wishes to provide services under the plan

through cost effective alternatives or the purchase of family coverage, it must request the
appropriate option. To be approved, the State must address the following: (Section
2105(c)(2) and (3)) (42 CFR 457.1005 and 457.1010)

6.4.1.[ ]

Cost Effective Coverage- Payment may be made to a State in excess of the 10
percent limitation on use of funds for payments for: 1) other child health
assistance for targeted low-income children; 2) expenditures for health services
initiatives under the plan for improving the health of children (including targeted
low-income children and other low-income children); 3) expenditures for
outreach activities as provided in Section 2102(c)(1) under the plan; and 4) other
reasonable costs incurred by the State to administer the plan, if it demonstrates the
following (42CFR 457.1005(a)):

6.4.1.1. Coverage provided to targeted low-income children through such

expenditures must meet the coverage requirements above; Describe the
coverage provided by the alternative delivery system. The State may cross
reference Section 6.2.1 - 6.2.28. (Section 2105(c)(2)(BXi)) (42 CFR
457.1005(b))
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8.2.2-DS[] Deductibles:

8.2.3-DS ] Coinsurance or copayments:

8.2.4-DS[] Other:

8.3.

Guidance:

Describe how the public will be notified, including the public schedule, of this cost
sharing (including the cumulative maximum) and changes to these amounts and any
differences based on income. (Section 2103(e)(1)(A)) (42 CFR 457.505(b))

The State informs the public and individuals of cost sharing amounts and any changes to
these amounts, including cumulative maximums, through its application form, printed
posters available in clinics and other outreach sites, on its website at www.chip.wv.gov,
and to individual participants who receive a Summary Plan Description (SPD) on
enrolling and at the time of re-enrollment. Plan participants are notified at least 30 days
in advance of proposed changes to cost sharing and asked for comments. Comments are
reviewed by the Children’s Health Insurance Board prior to approving proposed changes.
The State should be able to demonstrate upon request its rationale and justification

8.4.

regarding these assurances. This section also addresses limitations on payments for
certain expenditures and requirements for maintenance of effort.

The State assures that it has made the following findings with respect to the cost sharing
in its plan: (Section 2103(e))

8.4.1. Cost-sharing does not favor children from higher income families over lower

income families. (Section 2103(e)(1)(B)) (42 CFR 457.530)

8.4.2. No cost-sharing applies to well-baby and well-child care, including age-

appropriate immunizations. (Section 2103(e)(2)) (42 CFR 457.520)

8.4.3 X No additional cost-sharing applies to the costs of emergency medical services

delivered outside the network. (Section 2103(e)(1)(A)) (42 CFR 457.515(f)

!
8.4.1- MHPAEA There is no separate accumulation of cumulative financial requitements,
as defined in 42 CFR 457.496(a), for mental health and substance abuse disorder benefits
compared to medical/surgical benefits. (42 CFR 457.496(d)(3)(iii))

8.4.2- MHPAEA If applicable, any different levels of financial requirements that are
applied to different tiers of prescription drugs are determined based on reasonable factors,

regardless of whether a drug is generally prescribed for medical/surgical benefits or mental
health/substance use disorder benefits. (42 CFR 457.496(d)(3)(ii)(A))

8.4.3- MHPAEA [ Cost sharing applied to benefits provided under the State child health plan
will remain capped at five percent of the beneficiary’s income as required by 42 CFR 457.560
(42 CFR 457.496(d)3)(i)(D)).
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8.4.4- MHPAEA Does the State apply financial requirements to any mental health or substance
use disorder benefits? If yes, specify the classification(s) of benefits in which the State applies
financial requirements on any mental health or substance use disorder benefits.

B4 Yes (Specify: Copayments arc requited for brand drugs, mulli-source drugs, non-
medical home visits, inpatient visits, outpatient surgeries, ER services, and some dental

services.)

[(INo

Guidance: For the purposes of parity, financial requirements include deductibles,

copayments, coinsurance, and out of pocket maximums; premiumns are excluded
from the definition. If the state does not apply financial requirements on any

mental health or substance use disorder benefits, the state meets parity
requirements for financial requirements. If the state does apply financial
requirements to mental health or substance use disorder benefits, the state must

conduct a parity analysis. Please continue below.

Please ensure that changes made to financial requirements under the State child

health plan as a result of the parity analysis are also made in Section 8.2.

8.4.5- MHPAEA Does the State apply any type of financial requirements on émy
medical/surgical benefits?

Yes
CINo
Guidance: If the State does not apply financial requirements on any

medical/surgical benefits, the State may not impose financial requirements on
mental health or substance use disorder benefits.

8.4.6- MHPAEA Within each classification of benefits in which the State applies a type of
financial requirement on any mental health or substance use disorder benefits, the State must
determine the portion of medical and surgical benefits in the class which are subject to the
limitation.

B<] The State assures it has applied a reasonable methodology to determine the dollar
amounts used in the ratio described above (Section 6.2.5.2-MHPAEA) for each
classification or within which the State applies financial requirements to mental health or
substance use disorder benefits, (42 CFR 457.496(d)(3)(iXE))
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Guidance: Please include the state’s methodology and results of the parity analysis
as an attachment to the State child health plan.

8.4.7- MHPAEA For each type of financial requirement applied to any mental health or
substance use disorder benefits within a given classification, does the State apply the same type
of financial requirement to at least two-thirds (“substantially all”) of all the medical/surgical
benefits within the same classification? (42 CFR 457.496(d)(3)(i)(A))

X Yes
[INo

Guidance! If the State does not apply a type of financial requirement to
substantially all medical/surgical benefits in a given classification of benefits, the
State may nof impose financial requirements on mental health or substance use

disorder benefits in that classification. (42 CFR 437.496(d)(3)(i}{A))

8.4.8- MHPAEA For each type of financial requirement applied to substantially all
medical/surgical benefits in a classification, the State must determine the predominant level (as
defined in 42 CFR 457.496(d)(3)(1)(B)) of that type which is applied to medical/surgical benefits
in the classification. For each type of financial requirement applicd to substantially all
medical/surgical benefits in a classification, the State assures:

The same reasonable methodology applied in determining the dollar amounts used in
determining whether substantially all medical/surgical benefits within a classification are
subject to a type of financial requirement also is applied in determining the dollar
amounts used to determine the predominant level of a type of financial requirement
applied to medical/surgical benefits within a classification. (42 CFR 457.496(d)(3)(i))E))

] The level of each type of financial requirement applied by the State to mental health
or substance use disorder benefits in any classification is no more restrictive than the
predominant level of that type which is applied by the State to medical/surgical benefits
within the same classification. (42 CFR 457.496(d)}2)(i))

Guidance: If there is no single level of a type of financial requirement that exceeds
the one-half threshold, the State may combine levels within a type of financial
requirement such that the combined levels are applied to at least half of all
medical/surgical benefits within a classification; the predominant level is the least
restrictive level of the levels combined to meet the one-half threshold. (42 CFR
457.496((H(INBI2N

Describe how the State will ensure that the annual aggregate cost-sharing for a family
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