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HEARING ON ASSESSING MENTAL HEALTH PARITY: 

IMPLICATIONS FOR PATIENTS AND EMPLOYERS 

____________________

Wednesday, March 13, 2002 

U.S. House of Representatives 

Subcommittee on Employer-Employee Relations 

Committee on Education and the Workforce 

Washington, D.C. 

 The Subcommittee met, pursuant to notice, at 3:48 p.m., in Room 2175, Rayburn House 
Office Building, Hon. Sam Johnson, Chairman of the Subcommittee, presiding. 

 Present:  Representatives Johnson, Roukema, Ballenger, McKeon, Tiberi, Andrews, Kildee, 
Rivers, and Tierney. 

 Staff present:  Kristin Fitzgerald, Professional Staff Member; Dave Thomas, Legislative 
Assistant; Victoria Lipnic, Workforce Policy Counsel; Heather Valentine, Press Secretary; Patrick 
Lyden, Professional Staff Member; Allison Dembeck, Executive Assistant; Deborah L. Samantar, 
Committee Clerk/Intern Coordinator; Michele Varnhagen, Minority Labor Counsel/Coordinator; 
Camille Donald, Minority Counsel/Employer-Employee Relations; and, Dan Rawlins, Minority 
Staff Assistant/Labor. 

Chairman Johnson. A quorum being present, the Subcommittee on Employer-Employee 
Relations will come to order. We're meeting today to hear testimony on assessing mental health 
parity and its implications for patients and employers. 
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 Under Committee Rule 12(b), opening statements are limited to the Chairman and Ranking 
Member of the Subcommittee.  Therefore, if other Members have statements, they will be included 
in the hearing record. With that, I ask unanimous consent for the hearing record to remain open for 
14 days to allow members' statements and other extraneous material referenced during the hearing 
to be submitted in the official hearing record. 

 Hearing no objection, so ordered. 

OPENING STATEMENT OF CHAIRMAN SAM JOHNSON, 
SUBCOMMITTEE ON EMPLOYER-EMPLOYEE RELATIONS, 
COMMITTEE ON EDUCATION AND THE WORKFORCE 

 Good afternoon.  Let me extend a warm welcome to all of you, and especially you, Mr. 
Kennedy, welcome, and to my colleagues Mr. Andrews, Mr. Tiberi, and Mr. Ballenger. 

 Today's hearing will focus on mental health parity and how it will affect patients and 
employees.  Specifically, the hearing is going to investigate current and proposed laws to provide 
mental health care to patients. 

 As you know, in 1996, the Congress enacted the Mental Health Parity Act.  This Act 
prevented employers from establishing annual or lifetime mental health care coverage limits unless 
the limits also applied to medical and surgical benefits. However, the law did not require employers 
to provide mental health care coverage but simply imposed new requirements if they were offered. 

 When the law expired at the end of 2001, the Senate passed legislation significantly 
expanding mental health parity requirements.  The Senate legislation would require that both 
mental health and medical and surgical coverage have identical financial requirements and 
treatment limitations. In English, that means that when you visit the doctor, you'll have the same 
co-pay and number of allowable visits, no matter what the cost. 

 Employers and others expressed concerns about the Senate legislation.  Employers are 
already dealing with yearly average premium increases of 15 percent or more, and they're worried 
that they may have to drop coverage altogether because of parity requirements, and increased costs 
due to several new legislative proposals, including the Patients' Bill of Rights. Because of concerns 
such as these, and because no House committee had fully examined the impact, Congress opted for 
a simple one-year reauthorization in the 1996 law.  

Today, we will look at this issue in detail.  We want to hear the concerns of mental health 
advocates about access to mental health services, and in addition, we want employers and care 
managers to explain how requirements would impact the care they provide today. We also have a 
state law expert who will shed some light on how the states are balancing the concerns of advocates 
and employers. After thoroughly examining mental health parity in today's hearing, the 
Subcommittee may look at specific proposals that would strike the appropriate balance between the 
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concerns of advocates and employers. 

 I look forward to working with my colleagues on both sides of the aisle, as we examine the 
issue.

WRITTEN OPENING STATEMENT OF CHAIRMAN SAM JOHNSON, SUBCOMMITTEE ON 
EMPLOYER-EMPLOYEE RELATIONS, COMMITTEE ON EDUCATION AND THE 
WORKFORCE – SEE APPENDIX A  

Chairman Johnson. Right now, I'd like to welcome all our witnesses. We look forward to your 
testimony and the guidance it will offer us as we address the issue of mental health parity. 

Mr. Andrews, do you have a statement? 

Mr. Andrews. I do.  Thank you, Mr. Chairman. 

OPENING STATEMENT OF RANKING MEMBER ROBERT ANDREWS, 
SUBCOMMITTEE ON EMPLOYER-EMPLOYEE RELATIONS, 
COMMITTEE ON EDUCATION AND THE WORKFORCE 

 I first want to thank you for having this hearing, which I think is an important step along the 
way toward addressing this problem, and I want to commend and congratulate my colleagues, Mrs. 
Roukema and Mr. Kennedy, for taking a leadership role in this. This is more than just a matter of 
legislative priority.  It's a matter of personal commitment for both of you.  I know that, and I 
appreciate it very much. 

 I would be remiss if I didn't add a personal note for Mrs. Roukema, that we are all 
optimistic and hopeful for her complete good health in years to come, and admire her persistence, 
which is entirely characteristic of her career here in the Congress, and we know that she will be an 
important voice in this country for many years to come. 

 I strongly support mental health parity, but I think those of us who advocate the need for it 
need to come up with a more descriptive term to talk about what we're talking about. One of the 
ways that I understand mental health parity is that the lack of it is the barrier between recognizing 
problems and solving them. 

 Three years ago this spring we had probably the worst outbreak of violence in an American 
school in our country's history, Columbine High School in Colorado. I don't know what all the facts 
are of that record, but it's pretty obvious to me as a layperson that two deeply troubled young men 
perpetrated a rage of violence against dozens of their classmates and peers and teachers. I've often 
wondered what would have happened if a guidance counselor who was particularly sensitive to 
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these issues had detected a forewarning of this behavior in the two young men who created such 
pain at Columbine. 

 The answer is probably nothing would have happened, because here's what the facts would 
have unfolded: The guidance counselor may well have said, “I see a pattern here of difficulty for 
this family.” Let's say the counselor had called the parents in and described that pattern of difficulty 
to the parents, and the parents had been duly alarmed and duly concerned, and decided to seek help 
for their sons. 

 I don't know the particulars of their families' insurance policies, but I know they were two 
very affluent families that had achieved quite a bit in their lives. But I'll bet you this. I'll bet the 
blue-chip health insurance coverage that the parents of those two young men had did not have 
many mental health benefits. 

 If the thought would be that the two young men should see a therapist, substance abuse 
counselor, other kind of professional, there wouldn't have been the resources to do that. There no 
doubt would not have been the publicly subsidized resources in the country or city in which they 
lived, and they make too much money to qualify for Medicaid if they live in a state that covers 
mental health services under Medicaid. So what probably would have happened is nothing, unless 
the parents did the extraordinary, and often unattainable thing, of reaching into their own pockets to 
pay for the care. 

 One of the best antidotes to the outbreak of violence in America is better mental health 
services for people, and one of the best ways to provide mental health services for people is to 
expand the scope and reach of private insurance to make sure that it does so. The Chairman is 
correct that there does need to be a balance struck between the very legitimate needs of premium 
payers, usually employers, and the needs of families who need these kinds of services. 

 It's my sense that by failing to strike that balance in the past, that we've imposed a much 
greater cost on the health care system and a much greater cost on the insurance system, because I 
can't think of many mental health problems that don't usually manifest themselves into a serious 
physical health problem at some point along the way:  a violent altercation for a person who is 
bipolar, a failure of an organ or health system for a person who is manic-depressive, certainly many 
physical problems associated with substance abuse. 

 So I think that it's imperative that we strike that balance, and I'm enthusiastically looking 
forward to the legislation that Mrs. Roukema and Mr. Kennedy are supporting so that we can work 
on that as a basis, and go forward. 

 I thank the Chairman and look forward to the testimony. 

Chairman Johnson. Thank you, Mr. Andrews.  I appreciate your comments. I'm glad to welcome 
our colleagues here.

Our first witness is the gentlelady from New Jersey, Congresswoman Marge Roukema. 
Mrs. Roukema is a sponsor of H.R. 162, called the Mental Health and Substance Abuse Parity 
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Amendments of 2001. Our second witness is the gentleman from Rhode Island, Congressman 
Patrick Kennedy. I'd like to thank both of you for testifying before us today, and would remind you 
both that we have a five-minute rule here.  

Congresswoman Roukema, you may begin. 

Mr. Kennedy. I just want to point out, in response to Mr. Andrews' statement, that I don't want it 
to be thought that there is more violence among the mentally ill than there is among the general 
population. I just want to state that for the record, because I do think people have many myths and 
stereotypes about the mentally ill, and I think it's important to clear up that perception at the outset 
before we get into the testimony. I'd like to thankfully turn to my good friend and colleague, Marge 
Roukema. 

Chairman Johnson. Thank you. 

 Mr. Roukema, thank you. 

STATEMENT OF CONGRESSWOMAN MARGE ROUKEMA, 
SUBCOMMITTEE ON EMPLOYER-EMPLOYEE RELATIONS, 
COMMITTEE ON EDUCATION AND THE WORKFORCE 

I thank you.  Chairman Johnson, I apologize for not hearing your opening statement. I know 
what a fine leader you are on this Subcommittee and what an open mind that you have, and the fact 
that you, along with Representative Andrews, my colleague from New Jersey, are developing an 
agenda for this Subcommittee and the Full Committee. I certainly want to say that I'm very proud 
to be a Member of this Subcommittee, and to be working with you. 

 As you know, and I think as you referenced, I have been a part of the House working group 
on mental illness, and for nearly a decade I have been advocating attention to House mental health 
parity bills. I have done what I could, maybe not enough yet. We're going to keep pressing forward, 
to not only bring the direction of this House to the parity issue, but also to help policymakers 
understand and eliminate whatever lack of understanding they have about how we deal with 
psychiatric illnesses. 

 In my opinion, the way I like to explain today's hearing it that it is really about 
discrimination.  For too long, we in the Congress have allowed the health plans to openly and 
legally discriminate against patients by making them pay more out-of-pockets costs for their health 
care and allowing fewer visits to treating mental health clinicians, and arbitrarily limiting hospital 
stays, and in some cases, denying it altogether. 

 I say without reservation that I believe the Members of Congress would be outraged if 
health insurers were restricting diabetics so that they could not see their endocrinologists without 
enormous costs or cancer patients so that they could not see their oncologists on regular visits that 
were medically necessary. But it's acceptable for health plans to openly discriminate against 
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patients with mental illness.  How can we in Congress stand by and let that continue to happen? 

 I am here to dispel, if I can, any remaining uninformed or biased opinions regarding mental 
illness, and I want to point out, aside from my own opinions, some objective data that we have on 
this subject. According to the landmark 1999 Report of the Surgeon General, mental illness affects 
a substantial number of Americans every year. Roughly 20 percent of the U.S. population is 
affected by mental disorders in any given year, 22 percent of our children have mental illnesses 
with at least some mild functional impairment, and 50 million adults suffer from mental illness.  
The nation's elderly are particularly at risk. I won't go into all the statistics there, but we will 
include them in the record. 

 The good news is that mental illness can be treated more effectively than at any other time 
in our history. Properly diagnosed, and with timely treatment interventions, patients, including 
Americans who are working on the job every day, can recover and resume healthy and productive 
lives. The National Institute of Mental Health, for example, has shown that the success rate of 
treatment for disorders such as schizophrenia, depression, and panic disorders surpass the success 
rates for treatment of other medical conditions, even heart disease. 

 As the Surgeon General's Report notes, and I will quote: “Everyday language tends to 
encourage a misperception that mental health or mental illness is unrelated to physical health or 
physical illness.” I continue to quote:  “In fact, the two are inseparable.” The argument over cost 
and the effectiveness of treatment falsifies the essential truth.  Mind and body are inseparable and it 
is time that we started treating them as such for insurance purposes. 

 I appreciate and understand, as a strong business advocate in this Congress, that businesses 
have some concerns about the potential cost of national parity legislation. Certainly, we in 
Congress should not ignore those concerns, but this reality is that the lack of parity and the lack of 
access to effective treatment for mental illness costs American business far more today than parity 
law ever will. 

 The Surgeon General estimates that the direct business cost of lack of parity and lack of 
access to timely treatment is at least $70 billion per year, mostly in the form of absenteeism and 
lost productivity and increased use of sick leave and use of medical services in the absence of 
access to psychiatric care. The New York Times reported just in January of last year that, “The 
Chevron Corporation found that it saved $7 for every dollar it spent on an employee assistance 
program offering mental health resources . . . and research at Johns Hopkins University found that 
insurance plans with the highest financial barriers to mental health treatment experienced a greater 
number of disability claims related to mental illness.” There are other articles that I won't go into in 
popular magazine literature, that talk about the investment and workers' mental health and how it 
pays off for businesses. 

 Some 34 states have enacted some form of state parity law, although there is considerable 
variation in the scope of coverage of state laws, and because state laws do not cover ERISA plans, 
more than 128 million Americans are exempted from state parity requirements. The ERISA statute 
makes it possible for employers to voluntarily provide health care for their employees.  For the past 
27 years, ERISA has provided uniform federal standards. I want to stress this: For the past 27 
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years, ERISA has provided uniform federal standards for all employer-provided health, 
pension, and welfare plans. To ensure that Americans with ERISA health plans receive parity in 
mental health illness coverage, Congress enacted the Mental Health Parity Act of 1996. 

 I want to make the point, that we should follow the lead of our wonderful colleagues in the 
Senate, Senator Pete Domenici, a Republican, and Senator Paul Wellstone, a Democrat, and 
continue to deal with mental health parity needs. 

 I have more information here, which I will submit for the record, but I do want to state that 
there is a lot of misinformation and distortion.  We are not mandating as our opponents have said, 
what businesses should cover, but we are suggesting fairness and parity on this issue. 

 Mr. Chairman, I conclude by saying that I certainly look forward to working with you both 
on the Committee and in the Full House so that we can get this bill passed this year. Mr. Kennedy 
and I are going to be introducing the Domenici-Wellstone bill in the next week or so. 

WRITTEN STATEMENT OF CONGRESSWOMAN MARGE ROUKEMA, SUBCOMMITTEE 
ON EMPLOYER-EMPLOYEE RELATIONS, COMMITTEE ON EDUCATION AND THE 
WORKFORCE – SEE APPENDIX B 

Chairman Johnson. Thank you, Mrs. Roukema.  Both of you are privileged to submit your extra 
remarks for the record. 

Mr. Kennedy, you may begin. 

STATEMENT OF CONGRESSMAN PATRICK KENNEDY, 1ST DISTRICT 
OF RHODE ISLAND, U.S. HOUSE OF REPRESENTATIVES, 
WASHINGTON, D.C.

Thank you, Mr. Chairman and Ranking Member Andrews.  I appreciate the opportunity to 
address you and Committee Members, along with my good friend and colleague, Congresswoman 
Marge Roukema, who really is a great champion of mental health parity in this country, and with 
whom I'm very honored to share co-sponsorship of this legislation. 

 There would be too much for me to say in this short time.  I do want to join Mrs. Roukema 
in submitting our statements and additional information that's important for you as a Committee to 
digest. But I think that I want to get to the central point that Mrs. Roukema began with in her 
testimony, and that is this is a simple issue of patent discrimination.  It's a simple issue of 
discrimination.   

 The fact of the matter is if it were cancer or diabetes or asthma or anything else, none of us 
would be even considering this hearing in the context of whether we're going to balance the cost. I 
might add that we have plenty of statistics that show that the increase in premiums is negligible. 
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When you actually add the productivity benefit that this can bring to workers that have been 
covered by mental health parity plans, you'll see why businesses, including the Wall Street Journal, 
have reported so favorably about why this is a good thing to do. 

 But leave that aside.  We ought to have a discussion about health insurance and health 
insurance costs, because that is a big issue in this country. I certainly am very cognizant of the 
difficulty that small businesses in my state have in paying premiums, and the difficulty individuals 
have paying premiums and families being covered.  We have nearly 50 million Americans who are 
uninsured.

 That is a problem, but that is not what you're asked to decide.  That's not the issue before us, 
because if it were an issue of cost, then, you know what?  Let's just cut chemotherapy, because 
that's very costly.  Let's just cut diabetes treatment, because you know what?  I don't have diabetes, 
so why do I want to support someone else who has diabetes? Let's cut the cost of treating asthma, 
because you know what? It's climbing every day, and there's an epidemic of asthma out there, so 
you know what?  I think it's best if we don't cover asthma, because you know what?  More and 
more people are going to need that coverage, and it's going to be more costly.  So you know what?  
Let's not cover it. 

 Do you know how foolish all of that sounds?  Well, just as foolish as us not covering 
mental health, because this is a physical illness. We have the Surgeon General.  We have the NIH.  
We have Nobel laureates.  I mean the science on this is just without question. 

 But what continues to pervade in this discussion are myths and stereotypes. Those 
unfortunately are what's keeping us from moving forward the way we need to move forward, 
because the experience tells a different story than those who would frighten us into holding fast to 
our deep-seated prejudices and stereotypes about the mentally ill. 

 So I submit to you as a Committee that you have the opportunity to do what is the most 
American thing in this country, and that is break down the barriers to opportunity for over 54 
million Americans who suffer from some form of mental illness and who are really imprisoned. 
They cannot fulfill their God-given potential as human beings because of a barrier that's erected 
against them because they suffer from a disease that is discriminated against under insurance 
practices.

 So I look forward to answering the questions of the Committee. I know there are a great 
number of folks who have been fighting in the trenches far longer than I have, who have a lot to 
contribute to today's testimony. 

 But I would just want you to consider this as a civil rights issue like every other civil rights 
issue. I can recall talking to a friend of mine not too long ago about Dr. King's speech from a 
Birmingham jail, and how at that time his letter was very simple.  Some like to caution patience, 
“Now is not the time.” I would say that this is always what we're hearing in regard to our efforts to 
enact parity legislation in this country, and those who counsel delay are really those who are 
protecting the injustice of our current system. 
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 I would hope you would join me in seeing the light and recognizing that we are living in the 
year 2002 and that we had better come to grips with the realities of modern science in terms of 
understanding mental illness. 

 Thank you very much, Mr. Chairman. 

WRITTEN STATEMENT OF CONGRESSMAN PATRICK KENNEDY, 1ST DISTRICT OF 
RHODE ISLAND, U.S. HOUSE OF REPRESENTATIVES, WASHINGTON, D.C. – SEE 
APPENDIX C 

Chairman Johnson. Thank you, sir.

I thank both of you, the gentlelady from New Jersey and the gentleman from Rhode Island, 
for testifying before us today.  Your expertise in this area is much appreciated, and you may 
certainly put the rest of your remarks and any other materials you desire into the record. 

Mr. Andrews. If I may, we don't have any questions on our side for the panel, but Ms. Rivers, who 
has a very important interest in this subject, did want to know if she could have five minutes, and 
with your consent, I would ask for that. 

STATEMENT OF CONGRESSWOMAN LYNN RIVERS, COMMITTEE ON 
EDUCATION AND THE WORKFORCE

Thank you very much. In the early 1980s, I was diagnosed with serious mental illness, 
manic-depressive disease, which is an illness characterized by huge mood swings, ranging from 
high productivity to profound depression. During those times of depression, I would sleep up to 22 
hours a day, finding it too difficult to take care of my very small children who needed me at the 
time, and to do even very simple daily activities, to even take a shower or comb my hair. 

 The day of my diagnosis was the best day of my life, and it was the best day of my life 
because this thing that had taken over my life was finally shown to be real, not a figment of my 
imagination. I was not bad.  I was not lazy.  I was not engaged in self-defeating behavior.  I was 
sick.  That began what, for me, was a 10-year odyssey to wellness. Every morning and every night, 
I get up and I take my handful of pills. The pills work because I have a real illness, an illness that is 
physically based, and so physical treatment works for me. 

 During the time that I went through this 10 years of treatment, my family was not covered 
for mental illness, save for a couple of visits to my doctor. But for the most part, we paid the cost of 
my medical care out of our income, and it consumed 50 percent of our take-home income, as a 
young family.  
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Families all over this country are doing that, because of this discriminatory law. The fact 
that we allow this discrimination to persist is a shame upon our nation, because it's very purely and 
simply about money. But every time we talk about the cost of providing parity, we somehow never 
get to thinking about the cost of not providing it. I would like to compare two people for you whose 
life journey takes them to the Capitol of the United States of America.  I'm one of them. 

 You just heard my story, and through my treatment, I was able to go to the University of 
Michigan and graduate with honor and distinction, to go to law school, to serve on my local school 
board, my state legislature, and come here to Washington, D.C. to cast votes on behalf of my 
community.  One journey ended happily. 

 The other journey was that of Rusty Westin, a non-medicated schizophrenic.  His parents 
had tried for years to get him treatment through the system in their state, and were unsuccessful.  
Finally, they became so frightened of him they threw him out.  He got in a car.  He drove to 
Washington.  He entered the Capitol, non-medicated, delusional, and armed and he killed two 
police officers and shot several tourists. 

 That, my friends, is the cost of not having parity. That is the cost of not giving people 
treatment. If we want to continue to play games and dance around this topic and call it anything but 
what it is, we are fooling no one.  It's about money, it's about discrimination, and it's about treating 
everybody fairly, and it's about time we did it. 

 Thank you. 

Chairman Johnson. Thank you, Ms. Rivers. 

 Our colleagues have no further comments, and we appreciate your testimony.  Thank you 
for being with us this afternoon.  We appreciate that. 

 Will the second panel please come forward and take their seats?  

Our first witness on the second panel will be Mrs. Kay Nystul.  She is a Behavioral Health 
Nurse and a Case Management Coordinator for Wausau Benefits. The second witness will be Mr. 
Lee Dixon.  Mr. Dixon is Group Director of the Health Policy Tracking Service for the National 
Conference of State Legislatures. Our third witness will be Dr. Henry Harbin.  He is Chairman of 
the Board at Magellan Health Services, Inc., and is testifying on behalf of the American Managed 
Behavioral Healthcare Association. Our fourth and final witness is Ms. Jane Greenman.  She is 
Vice President and Deputy General Counsel of Human Resources, Labor and Benefits for 
Honeywell International.  Mr. Greenman is testifying on behalf of the ERISA Industry Committee. 

 I would like to remind Members that we will be asking questions of the witnesses after their 
testimony. In addition, Committee Rule 2 imposes a five-minute limit on all questions, and if you 
would try to adhere to our five-minute rule in your testimony, we would appreciate it. I think you 
understand the lights.  They go green, yellow, and red. 

Ms. Nystul, you may begin your testimony. 
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STATEMENT OF KAY NYSTUL, BEHAVIORAL HEALTH NURSE AND 
CASE MANAGEMENT COORDINATOR, WAUSAU BENEFITS, WAUSAU, 
WI

Thank you, Chairman Johnson, for allowing me to speak on the issue of mental health 
coverage. I'm a registered nurse with over 20 years of experience in the field of mental health and 
feel very strongly about doing the right thing for patients who need mental health treatment. 

 I'm also a certified case manager, and today work for Wausau Benefits as a behavioral 
health nurse. As a case manager, I work closely with patients and their treatment providers to 
promote optimum quality of health, as well as help them utilize the resources available to them. 
One of those primary resources is their health plan. Therefore, public policy that encourages health 
plan sponsors to continue offering mental health coverage for those who truly need it is vital. 

 There are limits to health plan funds, and choices have to be made.  Mandates that prescribe 
how plan sponsors must provide for mental health coverage create an incentive for employers not 
to offer the coverage.  I know this is the opposite of what Congress is trying to achieve. 

 In my role as a nurse case manager, my number one job is to be an advocate for the patient. 
People who need mental health treatment need support, and enough information about their illness 
to be able to make informed decisions. 

 When a third-party payer is involved, experience suggests that money is sometimes spent 
differently than it would be spent if it were coming out of a family budget.  When sharing health 
care costs with their employer, patients tend to be more selective about the level and kind of 
treatment sought. It's critical that plans be able to continue using behavioral health management 
techniques and criteria so that mental health dollars can wisely be spent. 

 I think the answer is complex as to what is needed; yet the desired outcome is simple.  
Federal mandated coverage for all conditions listed in the DSM-IV is not the right prescription for 
effective allocation and delivery of mental health benefits. A clear distinction, however, does need 
to be drawn between what is considered a serious mental illness and other conditions that are listed 
in the DSM-IV. 

 Conditions in which there is a biochemical imbalance, such as major depression, and/or 
bipolar disorder are treatable and are precisely the kind of conditions for which health plans 
earmark their mental health dollars. On the other hand, treatments for other conditions listed in the 
DSM, for which there is no chemical imbalance, have few, if any, objective criteria to determine 
when treatment is necessary or when it has succeeded. 

 I like to refer to people with these conditions as the “unhappy well.” They may choose to 
seek treatment, and it certainly is their right to do so.  However, treatment is not likely to impact or 
improve their particular situation. In these cases, a significant amount of dollars can be spent, and 
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to what end? 

 Conditions such as occupational problems, spiritual and religious problems, relationship 
problems, do not stem from chemical imbalance, but rather from life choices and stressors that we 
all face every day. Federal mandates requiring coverage for these conditions could force plans to 
use limited plan dollars unwisely.  The tragedy will occur when individuals who use all the 
available benefit dollars for these low-impact conditions, actually do develop serious mental health 
disorders and need that benefit. 

 When benefit resources dry up, other available resources need to be accessed, such as 
people's own savings. Sometimes when that's the issue conditions go untreated.  Leaving serious 
mental conditions untreated, as we all know, is not in anyone's best interest. 

 In summary, I know and believe that case management works, and that mandating parity 
treatment for every condition listed in the DSM-IV is not the answer. It will make my job as a case 
manager almost impossible. Federal mental health policy must be crafted in such a way that people 
who truly need mental health services and treatment get it, and that funding is not put at risk. 

 When people suffering from serious mental illness receive the care they need when they 
need it, everybody wins. The patient gets better, their employer has their employee back, and 
families have their loved ones back. 

 Thank you very much. 

WRITTEN STATEMENT OF KAY NYSTUL, BEHAVIORAL HEALTH NURSE AND CASE 
MANAGEMENT COORDINATOR, WAUSAU BENEFITS, WAUSAU, WI  
SEE APPENDIX D 

Chairman Johnson. Thank you very much.  I appreciate your testimony. 

Mr. Dixon, you may begin your testimony now. 

STATEMENT OF LEE DIXON, GROUP DIRECTOR, HEALTH POLICY 
TRACKING SERVICE, THE NATIONAL CONFERENCE OF STATE 
LEGISLATURES, WASHINGTON, D.C.

Thank you, Mr. Chairman. My name is Lee Dixon.  I'm Director of the Health Policy 
Tracking Service at the National Conference of State Legislatures. The Conference is a bi-partisan 
organization the serves the legislators, the staffs of the legislators, the commonwealths, territories, 
and the District of Columbia. It's a pleasure to be here today on behalf of NCSL during this historic 
hearing on mental health parity. This afternoon, I will describe the standard NCSL uses to define 
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parity and briefly discuss the current status of parity legislation in the state legislatures. 

 I'm submitting two documents for the record.  One is a chronology of the enactment of state 
parity laws over the past eight years and the second is a table on the current state of statutes on 
parity, mandated benefits, and mandated offerings in the state legislatures.  

Currently, 23 states have laws that require parity benefits for the treatment of mental 
illnesses. Among these states, there is a variation with regard to the extent of coverage for mental 
illness and alcoholism and other drug addiction. Some states require health insurers and managed 
care entities to reimburse for the treatment of all diagnoses of mental illness, while others limit the 
reimbursement to treatment for what are called the biologically based mental illnesses. Other states 
have enacted parity laws for mental illnesses and substance abuse. The map in my testimony 
displays the 23 states that we show as having parity statutes. 

 I think the important thing here is to look at the definitions that we use.  Under the current 
state insurance laws, disability or health care service plans may not discriminate based on race, 
color, religion, national origin, ancestry, or sexual orientation. Parity, as it relates to mental illness 
and chemical dependency, further prohibits insurers or health care service plans from 
discriminating between coverage offered for mental illnesses, biologically based mental illnesses, 
chemical dependency, and other physical disorders and diseases. In short, parity requires insurers to 
provide the same level of benefits for mental illnesses, biologically based mental illness, or 
chemical dependency, as for other illnesses. 

 The typical parity provision found in state legislation amends the current insurance laws for 
that state by adding a new section. The amendment usually adds the language that “Insurers shall 
provide benefits for the treatment of mental illness, biologically based illnesses, and/or alcoholism 
and drug addiction under the same terms and conditions as provided for other illnesses and 
diseases.” The typical provision also provides definitions or related terms, including health insurer, 
serious mental illness, mental illness, and medical coverage. All policies issued are renewed after 
the date are to be in accordance with this statute, and then the benefits include lifetime and annual 
limits, co-payments, deductibles, visit limits, or in-patients.  All of these are referenced in the 
definitions section. 

 State parity laws, as I think we've heard today, may contain several variables that affect the 
level of coverage required under the law. Some parity laws, such as in Arkansas, provide broad 
coverage for mental illnesses listed in the diagnostic and statistical manual of the American 
Psychiatric Association. Other state parity laws limit coverage to a specific list of biologically 
based, sometimes referred to as serious mental illnesses. 

 “Biologically based brain diseases” is a term used in the debate for parity and includes, but 
is not limited to, the following diagnoses:  schizophrenia, schizo-affective disorder, delusional 
disorder, bipolar affective disorders, major depression, panic disorder, paranoia, autism, and 
obsessive-compulsive disorders. At the state level, deciding whether parity should apply to all 
mental illnesses or only to serious mental illnesses that are considered related to the biological 
functioning of the brain has created some debate on occasion. 
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 Many other types of laws can mandate coverage for the treatment of mental illness and 
substance abuse.  Many states require that some minimum level of coverage be provided for mental 
illness, biologically based mental illness, substance abuse, or the combination thereof. The National 
Conference of State Legislatures does not consider these laws to be full parity, because they allow 
discrepancies in the level of benefits being provided between mental illnesses and physical 
illnesses. These discrepancies can be in the form of different outpatient and inpatient limits, co-
payments, deductibles, and annual lifetime limits. 

 The one other thing I would, in summation, just talk about is the fact that NCSL defines this 
legislation as mandated benefits.  The other type of legislation out there is a mandated offering, 
where the insurer is required to offer, but there may be discrepancies within the plans and the 
products that an insurer provides. 

 I would be glad to answer any questions. 

WRITTEN STATEMENT, WITH ATTACHMENTS, OF LEE DIXON, GROUP DIRECTOR, 
HEALTH POLICY TRACKING SERVICE, NATIONAL CONFERENCE OF STATE 
LEGISLATURES, WASHINGTON, D.C.  – SEE APPENDIX E 

Chairman Johnson. Thank you for your testimony. 

Dr. Harbin, you may begin your testimony. 

STATEMENT OF HENRY HARBIN, M.D., CHAIRMAN OF THE BOARD, 
MAGELLAN HEALTH SERVICES, INC., COLUMBIA, MD, ALSO 
TESTIFYING ON BEHALF OF THE AMERICAN MANAGED BEHAVIORAL 
HEALTHCARE ASSOCIATION 

Thank you, Mr. Chairman.  I'm Henry Harbin, Chairman of the Board of Magellan Health 
Services, and I appreciate having the opportunity to speak to you today about the importance of and 
the need for a comprehensive mental health parity bill. Today, I am representing my own company, 
Magellan Health Services, as well as the American Managed Behavioral Healthcare Association, or 
AMBHA.

 AMBHA is an association of the nation's leading managed mental care companies, of which 
Magellan is one.  We are collectively responsible for managing mental health and substance abuse 
benefits for over 110 million individuals in America. In addition, AMBHA is a member of the 
Coalition for Fairness in Mental Illness Coverage, and that includes a number of members, and I 
will list them: The National Alliance for the Mentally Ill, the National Mental Health Association, 
the American Hospital Association, the American Medical Association, the American Psychiatric 
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Association, the American Psychological Association, the Federation of American Hospitals, and 
the National Association of Psychiatric Health Systems. 

 We are all united in our support for a comprehensive mental health parity bill, and these 
organizations represent not only a managed care company such as ours, but also many providers, 
consumers, and citizens. Let me speak a little bit about Magellan.

We are the largest of the managed mental health care companies, so you understand my 
experience base today.  We manage about 70 million Americans for their mental health and 
substance abuse benefits. We subcontract with many employers, Fortune 500 companies, as well as 
health plans such as Blue Cross plans, commercial carriers like Aetna, and so on. 

 I'm here today to support this parity bill, a comprehensive bill, and I would like to make 
three main points. First, comprehensive parity legislation addresses a significant public health issue 
that has far-reaching social and economic consequences for this country. Second, I believe that now 
is the right time to address this issue. Thirdly, mental health parity has been shown to be cost-
effective. Let me say a couple of comments about each one of these. 

 As was already referenced in the Surgeon General's Report, almost 20 percent of the U.S. 
population, one in five, is affected by a mental disorder. Additional data from the World Health 
Organization shows that mental illness was the second leading cause of disability and premature 
deaths worldwide, second only to heart disease, and outstripping the disease burden caused by 
cancer.

 Mental illness costs society billions of dollars in health care, medical expenditures, lost 
wages, absenteeism, and lower productivity, to say nothing of the intangible costs of otherwise 
preventable human suffering. This issue is further exacerbated by the stigma associated with 
seeking help for these problems, as well as the financial disincentives created by limited mental 
health benefits. As a psychiatrist, I have seen firsthand the detrimental effect that financial and 
other barriers can cause on an individual's ability to access care. 

 By offering comprehensive mental health benefits, we send the message that mental health 
is a disease, just like diabetes, heart disease, or cancer, and it's already been pointed out there is 
ample evidence that the treatments for many common but serious mental disorders surpasses those 
for many common medical problems. We believe that comprehensive benefits will facilitate early 
access to treatment, which will lessen burden and suffering and lower the costs across the board. 

 In addition, many studies have shown that early, effective treatment of mental illness leads 
to lower morbidity, lower medical costs generally, lower disability costs, and less absenteeism in 
the workplace. In a recent article in the Wall Street Journal they quote an experience with Bank 
One employees where they found that their employees lost a total of 10,000 workdays over a two-
year period due to depressive illness alone, more than 10 times the workdays lost to either high 
blood pressure or diabetes. 
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 The second point I'd like to make is that this is now the time to pass this.  The scientific 
evidence is here. It has shown that there are cost-effective, effective treatments for these illnesses. 

 As you've already heard from Mr. Dixon, legislators in 34 states have recognized the 
importance of this issue and have passed some form of mental health parity, but a significant 
percentage of individuals with health insurance are covered under plans governed not by the states, 
but you ERISA. 

 The Mental Health Parity Act of 1996 passed by Congress was an important step in 
addressing the problem of discrimination in health benefit coverage, but access to mental health 
services remains limited.  Inequity is still allowed and exists in the areas of treatment limitations 
and financial requirements. Passing mental health parity legislation in a more comprehensive form 
will eliminate such inequitable treatment access without mandating that coverage be offered. 

 Finally, I would like to share some of the cost data that our company and others have 
gathered here with the impact of parity. In our experience at Magellan, the implementation of parity 
legislation results in only a very modest increase in the total health care premium.  At Magellan, we 
have yet to see an increase of greater than 1 percent of the total health care premium as a result of 
state parity legislation.  Our experience is in the range of .2 to .8 percent. I would also like to point 
to the study presented by the Office of Personnel Management on the federal employees' program 
that implemented full parity for all federal employees January 1, 2001.  Their estimate of cost 
increase was about 1.3 percent, and that did include substance abuse. 

 My final comments are to say that we would like to support a comprehensive bill that would 
include all DSM-IV diagnoses, and we think this is the time to do it in order to affect this 
discriminatory situation. I know we'll have time for questions, and I'm available to answer them.  

 Thank you. 

WRITTEN STATEMENT OF HENRY HARBIN, M.D., CHAIRMAN OF THE BOARD, 
MAGELLAN HEALTH SERVICES, INC., COLUMBIA, MD, ALSO TESTIFYING ON 
BEHALF OF THE AMERICAN MANAGED BEHAVIORAL HEALTHCARE ASSOCIATION 
SEE APPENDIX F 

Chairman Johnson. Thank you, sir. 

Ms. Greenman, you may begin your testimony. 
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STATEMENT OF JANE GREENMAN, VICE PRESIDENT AND DEPUTY 
GENERAL COUNSEL, HUMAN RESOURCES AND COMMUNICATIONS, 
HONEYWELL INTERNATIONAL, MORRISTOWN, NJ, TESTIFYING ON 
BEHALF OF THE ERISA INDUSTRY COMMITTEE

Mr. Chairman, Members of the Subcommittee, good afternoon, and thank you for the 
opportunity to speak with you today. There are several key points in my written statement on 
behalf of the ERISA Industry Committee, also known to you as ERIC that I would like to highlight. 

 First of all, employers have a strong interest in providing voluntary employment-based 
health care coverage to employees and their families. Employers' health care coverage 
arrangements are tailored to the specific resources and needs of each employer and its workforce.  
Voluntary employee benefit plans have tailored needed health, retirement, and other benefits to tens 
of millions of employees and their families. 

 We are concerned that mandating broad mental health parity will do more harm than good 
in seeking to assure adequate access to appropriate care for people who suffer from mental illness. 
The relevant cost analysis, which studies of the cost of parity do not adequately address, is how 
increased cost will be distributed among employers and employees 

 Under our existing, voluntary, private health benefit system, employers offer differing 
levels of mental health care coverage.  The impact a broad parity mandate will have on employers 
and their employees cannot be determined based on average national cost. In fact, the cost of such 
mandates will vary dramatically from one employer to another, depending on a wide range of 
factors:  location, workforce composition, available mental health service provider networks, and 
current levels of employer coverage. 

 In the current economic environment, employers can ill-afford to increase spending on 
health care coverage. Therefore, the cost of parity will primarily take the form of increased 
employee cost-sharing, reductions in other health care and retirement benefit coverage, and/or the 
elimination of mental health coverage entirely. 

 Mandating broad parity would restrict employers' benefit design options at the worst 
possible time.  Currently confronted with 15 to 25 percent annual cost increases, employers are 
already being forced to make tough decisions about levels of employee cost-sharing and reducing 
coverage. Enacting a broad parity mandate further limits employers' available options, making 
those decisions even tougher, and increasing the likelihood that some employers will simply cease 
offering mental health coverage. 

 While employees and dependents who now have comprehensive mental health coverage 
might experience modest improvements to such coverage as a result of a broad parity mandate, 
employees and dependents with less mental health coverage would be at high risk of losing it 
entirely should a broad parity mandate be enacted. In short, policymakers should not enact a 
mandate that primarily helps employees and dependents that already have comprehensive coverage, 
but potentially hurts employees and dependents with the least coverage. 
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 As employers struggle with health care costs, any mental health parity mandates would 
seriously impair employers' bargaining leverage with mental health providers. Mandating broad 
parity forces employers to make major concessions to health care providers without getting any 
concessions as to cost or levels of coverage from such providers. All of these and other concerns 
raised in my written statement will become even more acute if expanded ERISA liability is 
enacted.  Litigation expenses are already rising and class action lawsuits are multiplying. 

 In the face of added liability exposure, many employers will retreat from offering mental 
health coverage, since it is not in their business interest to enter into arrangements that are likely to 
result in expensive litigation. In conclusion, ERIC's fundamental concern is that mandating a broad 
mental health parity requirement creates potentially serious problems and may, indeed, harm at 
least as many people as it helps. 

 Employers of all sizes have limited resources to spend on employee benefits.  Within their 
varying budgets they allocate resources among pension, health, vision, dental, mental health, 
disability, life insurance, and other employee benefits, according to available resources and 
according to what employees tell us that they want. Congress should not override these resource 
allocation decisions by mandating broad mental health parity, because the result is more likely to 
be reduced health coverage than it is increased health coverage. 

 Thank you very much. 

WRITTEN STATEMENT OF JANE GREENMAN, VICE PRESIDENT AND DEPUTY 
GENERAL COUNSEL, HUMAN RESOURCES AND COMMUNICATIONS, HONEYWELL 
INTERNATIONAL, MORRISTOWN, NJ, TESTIFYING ON BEHALF OF THE ERISA 
INDUSTRY COMMITTEE – SEE APPENDIX G  

Chairman Johnson. Thank you, ma'am.   

I'd like to ask you a question, if I might, Ms. Greenman. You testified that many employers 
are concerned about their employees' mental health and offer generous mental health benefits. If 
they're already offering health benefits, why are employers opposed to expanding the parity 
requirement? 

Ms. Greenman. I think the key issue for employers that already offer generous benefits is the 
limitation on design flexibility. Many employers will address mental health issues for their 
employees, including the kind of productivity concerns that have been mentioned today, by a 
variety of strategies. 

 For example, there are employee assistance programs. There are disability management 
programs that are designed to, if necessary, on a gradual basis get employees who are absent, who 
are ill, back to work, regardless of the cause of their illness.  Sometimes they need to get back to 
work over a period of time, or phase-in, sometimes it can be done, but it's a managed disability 
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program. 

 Imposing a mental health parity requirement would essentially eliminate the flexibility that 
employers now have to structure programs that are designed for the kinds of conditions and the 
kinds of concerns that are represented by mental health conditions. Very often these may differ 
somewhat from the kinds of concerns that arise in other types of physical illnesses. 

Chairman Johnson. Well, are you also trying to say that it depends on the business the company 
is in? Should the business determine to some extent the kind of coverage they're looking at? 

Ms. Greenman. Well, it certainly depends on the resources of the business involved. 

Chairman Johnson. Thank you. 

Mr. Dixon, your chart reflects that more than half the states have required mental health 
parity only for serious mental illness. Could you tell us more about how laws like this, such as the 
Texas law, are structured, and are they doing the job? 

Mr. Dixon. Mr. Chairman, you're correct.  Of the 23 states that have enacted parity legislation, the 
vast majority of them do have it for the biologically based mental illnesses. We have not conducted 
any studies as to how those laws and how the insurance market is working within any of those 
states, though we have not seen any legislation to repeal the parity laws in Texas or in any of those 
states, also. 

Chairman Johnson. Thank you, sir. 

Mr. Andrews, do you care to question? 

Mr. Andrews. I do.  I want to thank the entire panel for excellent, thought-provoking testimony.  
We appreciate everyone's contribution. 

Ms. Greenman, welcome back.  I know that you testified very ably on earlier issues, and I 
wanted to begin with you and ask you a couple of questions. You make the assertion that 
employers will likely abandon some mental health coverage if there is a federal mandate. In 
particular those that offer fairly minimal plans will just offer nothing. 

Mr. Dixon tells us that there are 24 states that have adopted some health care mental health 
parity law.  Since these statutes cover non-ERISA plans by definition, it is more likely they cover 
smaller employers, those that are least able to bear this burden. Do you have any evidence of 
abandonment of mental health coverage by employers in those 23 states? 

Ms. Greenman. I don't have specific evidence.  I do know, however, that the state legislation that 
is somewhat liberally referred to as mental health parity legislation really is not the same as the 
legislation that's being considered in this regard. 
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Mr. Andrews. But do you have any data or any research that would show an abandonment of 
mental health coverage by employers in those 23 states? 

Ms. Greenman. What I'm suggesting is that the legislation in those states would not be comparable 
to the legislation that's being considered here. 

Mr. Andrews. Whatever it is, ERISA imposes some obligation on employers.  It may not be an 
obligation as dramatic as this one. Do you have any evidence that shows abandonment of 
coverage?

Ms. Greenman. I don't have data one way or the other. 

Mr. Andrews. You make an assertion that costs will explode as a result of this mandate, and that 
they'll go up considerably for employers. But Dr. Harbin tells us that Magellan has not seen an 
increase in premiums of greater than 1 percent, they haven't seen that yet, they've seen a typical 
range of .2 to .8 percent; and the CBO has done an analysis of the Senate bill and they estimate an 
increase in premiums for group health plans by an average of .9 percent.  

Do you have studies or data that would contradict either of those conclusions? 

Ms. Greenman. Yes, I do.  There was a study done in '96 when the initial mental health parity 
legislation was enacted.  The Health Policy Economics Group of Price Waterhouse sponsored it. 
Their estimates were that there would be a total compounded cost increase of mental health benefits 
that would range from 60 to 190 percent of the cost of the benefits, and that the premium increase 
would be as high as 10 percent. 

Mr. Andrews. Okay.  My understanding is, though, that five years later Price Waterhouse looked 
at the bill that was before the Senate, and in a report called “An Actuarial Analysis of S. 543” done 
in July-August 2001, they indicated an increase in premiums of 1 percent, which is about the same 
as the CBO did. 

 So do you have anything more recent than 1996 that would contradict these findings? 

Ms. Greenman. The latest data that I have, although I can't cite the authority for you at this point, 
is that the estimates range somewhere between 8.7 to 11.4 percent.  If you wish, we can get back to 
you with a specific date. 

Mr. Andrews. Sure.  I'm sure the Chairman would welcome the record to be supplemented with 
that.

 Let me conclude by saying that the last statement that you make in your written statement is 
that employers make decisions as to what to cover according to their business needs and employee 
preferences, which is obviously the case. 

We have this voluntary system. Is there any evidence that under this voluntary system 
mental health benefits are increasing for employees? Are there more things being covered for more 
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people, is it going the other way, or is it standing still?  What do you have on that? 

Ms. Greenman. I don't have comprehensive data that cuts across the employer population.  I know 
that our benefits at Honeywell have increased. 

Mr. Andrews. Let me say the reason I raised that question is that your statement frames the issue 
before us. My assumption is that benefits are not increasing under this voluntary system.  As a 
matter of fact, they're probably eroding. 

Chairman Johnson. Can I interrupt you? 

Mr. Andrews. Sure. 

Chairman Johnson. Maybe Mr. Dixon can answer that question.  Can you? 

Mr. Andrews. If anyone on the panel can, I'd be eager to hear their answer. 

Dr. Harbin. I think I could add that in-as-much-as our group manages mental benefits for the 
majority of people that are under a managed care program, we've not seen much evidence there's 
any increasing in benefits. 

 There are employers who, over time, have added some additional things like employee 
assistance programs, which are primarily geared for people with less severe problems. I mean, 
they're helpful, and they're very important, but they're not really aimed at people with more serious 
problems.  We've seen some evidence of people reducing their benefits. 

 Our experience in talking with a number of insurers and employers with the passage of the 
1996 parity bill is that many of them told us that the way they handled that was just to further limit 
sessions and benefits or increase co-pays. It was legal, and it was allowed, but I don't have a 
comprehensive study.  That's our anecdotal experience. 

Mr. Andrews. Before I conclude, the questions the Committee really has to deal with are these: 

 The first question is whether you believe we should encourage the expansion of mental 
health benefits.  If you believe that we shouldn't, then that's a credible position. It's one with which 
I disagree, but it's a credible position. If you believe that we should encourage the expansion of 
mental health benefits, then it frames the question as to how we do it, and there are three options, I 
suppose.

 We could permit the present voluntary system to go on as it is.  We could try to create a set 
of incentives or subsidies that would add to the present system.  Or, we could follow the strategy 
that's in the bill before us. 

 I frankly support the third of those options, but I'm not foreclosed to the other possibilities. 
But I think you can't say that you're for expansion of mental health benefits and not come to terms 
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with following one of those three options. 

Ms. Greenman. I would add, Mr. Andrews, that we obviously are prepared to work with you to try 
and find some kind of acceptable solution to this problem, but do want to recognize that cost 
implications and design flexibility are really very important to the voluntary employer health 
system. 

Mr. Andrews. They are important, which is why I would eagerly await any data you have to back 
up the assertions that you make. 

Chairman Johnson. Mrs. Roukema, do you care to question? 

Mrs. Roukema. Yes, I do. 

 I'm not quite sure what we've just heard.  Dr. Harbin, I'm not quite sure what your reaction 
was, what your response was. It is my understanding from your testimony, that you were totally 
supportive of mental health parity.  Is that not correct? 

Dr. Harbin. Absolutely. 

Mrs. Roukema. Well, then I misunderstood your response to the previous question. 

Dr. Harbin. I think I was answering a question about have benefits expanded under the current 
voluntary system.  I was saying we don't see evidence that they have. And I would add, in terms of 
the three choices outlined, we support the last. 

Mrs. Roukema. I wanted to get that, again, on the record, because I wasn't quite sure of what you 
had said. 

Ms. Greenman, and also Ms. Nystul, I believe that parity is the answer to the need here. But 
Ms. Greenman, it has been noted that some 34 states, I believe the current number is 34 states not 
23, have enacted legislation and have implemented parity at the state level. 

 Now, Ms. Greenman, I just want you to know that every documented scientific as well as 
statistical body of evidence has shown that it's working in these states. The states have not 
demonstrated either that the costs have gone through the roof or that people are backing away from 
it and that's contradictory to everything that you implied in your statement. 

The point is that the contradictions at the state level that you have laid out as the worst 
possible case have not happened at the state level.  Both the cost factors as well as the coverage 
have been implemented, and more and more states are adopting it. So it's working at the state level. 

Ms. Greenman. If I may make an observation. The state legislation, the state so-called parity 
legislation, really isn't parity in the pure sense of the word, because most of those statutes are 
limited to requiring coverage for biological-type mental illnesses. 
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Mrs. Roukema. That is not my understanding of it, and I think that's contradictory to the data. 

Dr. Harbin. Could I speak to that? 

Mrs. Roukema. Yes, Dr. Harbin. 

Dr. Harbin. The data that we presented that found a .2 to .8 percent increase included states with a 
comprehensive parity bill, such as Maryland, for instance, which passed a bill similar to either 
H.R.162 or 543. We saw the costs go up less than 1 percent; so we feel that there are several states 
where the data is applicable. 

Mrs. Roukema. It is my understanding that most of those states have comprehensive coverage. 

Dr. Harbin. Off the top of my head I don't know how many.  There's quite a range of what 
illnesses they covered. 

 But I'd like to further add, there was a study done by SAMSA, I believe in ‘99 that did look 
at the impact of passage of a serious mental illness bill and what it represented, as opposed to all 
DSM-IV. And their estimate was in the 90 percent range of the cost; the 80 to 90 percent range of 
the cost would be represented by the severely mentally ill diagnoses by themselves, which I think 
says two things. 

 One of the concerns raised by my colleague from Wausau is that some of the more less-
severe illnesses, still important in our mind for coverage, don't represent a big part of the cost 
burden; and two, that these serious mental illness state parity bills are applicable in trying to 
estimate the costs of parity, if it's a managed benefit. 

Ms. Greenman. I would like to make the observation if I may, that the Maryland legislation, while 
it is very broad, still permits, for example, a sliding scale co-payment system, whereas the 
legislation that's currently under consideration would not permit any differential. 

 And the kind of legislation that is that broad could even make the mental health carve out 
kinds of programs unworkable. This is because the very premises on which they're based, that you 
have a managed care system within your health program for mental health conditions, if they could 
not have any differentiation in the structure of coverage, they would not be workable. 

Mrs. Roukema. Well, in the first place, I don't think the way you have described the result of it is 
exactly correct. But let me just say that we are talking about 128 million Americans or more, under 
ERISA plans, that are not covered. 

 So these are real world cases.  We're not talking in the abstract. We're talking about real 
people with real problems and real cost factors. I haven't looked at those Wall Street Journal 
articles but I certainly shall. I believe that all the objective data that I have seen indicates that there 
are saving factors here in terms of the other kinds of limitations that mental illness causes in terms 
of productivity, et cetera. 
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In conclusion I just want to say that I think the statistics are in favor of expanding the 
coverage.

Chairman Johnson. Mr. Dixon, do you care to comment?  You haven't made any comments, and 
you're the state expert, theoretically.  Is she right on the number of states? 

Mr. Dixon. The discrepancy between 34 and 23 rests, with regards to the definition of mandated 
offerings, on the fact that some states have passed parity legislation much like 543, which would 
require an insurer, if they offer the mental health benefit, to offer it with parity. But that does not 
require all insurers to provide parity, and from that standpoint, we do not score that state as a parity 
state. That's the discrepancy. 

Mrs. Roukema. I see the distinction there, but you are correct, and that refutes the way I would 
like to have refuted the whole idea that this is a mandate, making everyone know there is a lot of 
discretion here.

We are not requiring everybody. But I'm glad you made that point. 

Mr. Dixon. Mr. Chairman, to get back to the question about the states, what we have seen with 
regard to state legislation over the past three years is that the legislation that is being introduced 
and being enacted is to expand the mental health benefit. In fact, in three or four of the states where 
they had only biologically based mental health benefits previously, they are expanding it to all 
mental illnesses, and even to alcohol and other drug addictions. 

Chairman Johnson. Thank you very much, sir.  I appreciate your testimony. 

Ms. Rivers? 

Ms. Rivers. Thank you.

Ms. Greenman, you were talking about mental illness being excluded, but not for many of 
the reasons that people are asserting. One of the things I would like to know is what other illnesses 
do the members of The ERISA Industry Committee routinely exclude from coverage, and why; 
illnesses or conditions that are not a part of their coverage, other than mental illnesses? 

Ms. Greenman. I'd like to correct a misunderstanding, because I did not state that most companies 
exclude mental illnesses. What I posited was that small and mid-size employers, if forced to ratchet 
up the cost, might eliminate some mental illnesses. 

Ms. Rivers. Actually I'm going to ask you about that too, but first I want to know what other 
illnesses or conditions, do your members exclude from coverage under their insurance policies, and 
why? 

Ms. Greenman. The ERISA Industry Committee represents large employers, and typically those 
employers, including my own, do not exclude any significant condition that would include mental 
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illness. 

Ms. Rivers. You also said that there was the potential of abandoning mental illness coverage under 
these bills if costs rose too much. What other illnesses have your members dropped because costs 
have risen too high? 

Ms. Greenman. As I said, I think that the larger companies tend to provide comprehensive 
benefits.

Ms. Rivers. So that would be none, to both of my questions?  You don't know of any other 
illnesses that your membership excludes and you don't know of any other illnesses that have been 
dropped because the costs have gone too high; is that correct? 

Ms. Greenman. That's correct, but it doesn't really go to the issue of managing costs. 

Ms. Rivers. The other issue that you raised is that you want to provide what employees want. But 
given the intense stigma that is associated with mental illness in this country, and I'm certainly 
aware of it firsthand, is it reasonable to expect that employees in the workforce are going to come 
to the human resource person, or if they work on a factory floor, like my ex-husband did, to his 
union rep and say:  “My wife has manic-depressive disease.” “My son is a schizophrenic.” “My 
daughter has panic attacks, and we need coverage for that”? How likely is it that those individuals 
are going to come forward in the workplace and share that information in the hopes of getting 
better coverage? 

Ms. Greenman. Particularly for the employers that ERIC represents, that scenario would not 
happen, because, for example with an employee assistance program there is an arrangement 
completely separate from the supervisor or from an HR manager where an employee who has a 
mental health problem himself or herself, or for whom a family member has a mental health 
problem, can call without having any disclosure whatsoever to their supervisor or their HR 
manager. 

Ms. Rivers. Is that to get help or is that to get coverage?  I'm talking about the idea that employees 
would have to lobby for coverage. 

 I mean, the argument that certainly gets put forward in Michigan is that the big three auto 
manufacturers say that they're going to give the employees what they want. But there is a reticence 
on the part of employees to come forward in the workplace with very private information on 
illnesses that still have tremendous stigma attached to them. So I'm trying to understand how the 
big company can determine what the need is. 

Ms. Greenman. Virtually every year, sometimes more often, with respect to particular issues we 
will have global employee surveys, at some significant cost and effort, that will solicit employees' 
views on a wide range of issues, including their benefits coverage, and that would be without 
attribution.  Employees do not have to disclose their identities. 
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Ms. Rivers. My last question is why, whether it's actually happening to the employers that you 
represent, do you distinguish between mental illness and any other kind of illness in your 
arguments? I can understand distinguishing between certain kinds of illnesses and elective 
treatment. If I want to have cosmetic surgery, a tubal ligation, or choose contraception I could, but 
why do you make a distinction between one kind of illness versus another? 

Ms. Greenman. That's where, as I mentioned to Mr. Andrews, I think there may be some room for 
creative discussion about covering all conditions that are listed in the DSM, given that there is 
significant elasticity of usage. 

Ms. Rivers. Could you show me where it says that in the bill? I imagine it mentions case 
management and not covering everything under DSM-IV. 

Chairman Johnson. Ms. Rivers, we're going to have to call it off.  We've got to go vote. But I 
would like to add that all Members may submit questions for the record, and other testimony. 

Make a final comment, if you wish. 

Mr. Andrews. Very quickly, with unanimous consent, I have some statements for the record from 
groups with an interest in this issue, and I would ask they be submitted for the record. 

Chairman Johnson. Is there any objection? Without objection, so ordered. 

 I wish to thank the witnesses for your valuable time and testimony, and thank you for 
waiting for us during our votes.  I thank the Members for their participation. If there's no further 
business, the Subcommittee stands adjourned.  Thank you all. 

Whereupon, at 5:04 p.m., the Subcommittee was adjourned. 
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