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Introduction
The Mental Health and Addiction Parity Act (MHPAEA) of 2008 was passed in order to fix numerous problems in mental health and addiction treatment that had been unsuccessfully addressed in a variety of acts since 1996.
  It specifically required that if an insurance plan covered mental health and substance abuse treatment, that those diagnosed disorders must be covered with the same benefits and limits as physiological disorders. MHPAEA also stated that lifetime limits, co-payments and deductibles could be no more restrictive than other medical benefits. In addition to addressing equivalence of service, the MHPAEA also sought to address access to care
 and (as a collateral effect) reduce the stigma around mental health and addiction treatment. It was passed by the 110th Congress and signed into law by President George W. Bush as a rider on the Emergency Economic Stabilization Act of 2008.
  

The MHPAEA built on previous acts such as the Mental Health Parity Act (MHPA), the Mental Health Equitable Treatment Act (MHETA) of 2001, and a few state laws that addressed parity issues
. 

The Mental Health Parity Act (MHPA)
 was passed in 1996 by the 104th Congress and signed into law by President William J. Clinton in 1997. It was introduced by Senators Paul Wellstone (D-MN) and Pete Domenici (R-NM).  Even though it passed, Senator Wellstone recognized that it was just “incremental and not full parity.”


This paper will examine three steps of the MHPAEA policy making process, including a particular focus on the long, step-by-step history of the aforementioned acts, the utilization of research that detailed that health plan costs would not increase much, and the strategies
 used by the MHPAEA’s champions that led to the eventual passage in the fall of 2008.  
History
Third-party payers (including insurance companies) began to pay for mental health treatment after World War II
. At that time, people either (a) were treated at in-patient mental health hospitals that were run for and paid for by the state or (b) rarely got treatment. The late 1950’s through the mid-1970’s brought a period of deinstitutionalization, which involved the closing of in-patient mental health hospitals and sending patients to community mental health centers. Deinstitutionalization caused a rise in third-party payments for treatment and a resultant restriction on services.  In 1961, President John F. Kennedy
 forced the Federal Employees Health Benefits Program (FEHBP) to cover mental health treatment with the same level that physical medical care was covered. Federal employees enjoyed this unique benefit until 1975, when it was severely cut back.
 

The first major national law that set aside funds for addiction treatment was the Comprehensive Drug Abuse Prevention and Control Act of 1970. It was championed by Senator Harold Hughes, passed by the 91st Congress and signed into law by President Richard M. Nixon.
 Senator Hughes was an Army veteran and a trucker who had a drinking problem and almost committed suicide in 1952. He joined Alcoholics Anonymous and eventually went into politics. He created a treatment program for people with alcohol dependence while he has Governor of Iowa during the 1960’s. His willingness to talk about his own experiences and his work helping others moved other members of Congress and President Nixon into passing the CDAPCA
. This would be the last major national legislation that addressed substance abuse treatment for a few decades. 

During the 1970’s and 1980’s and early 1990’s, a number of state legislatures made attempts to address parity by creating minimum benefits for mental health (17 states), drug treatment (24 states) and alcoholism (37 states).
 Senator Pete Domenici (R-NM) listed a few of them before the Senate in 1996:

Texas – Full parity and chemical dependency benefits for State and local government employees, including all school districts and university employees (over 230,000 lives)

Maryland – Full parity for all State-regulated plans (over 400,000 covered lives)

Rhode Island – Full parity for severe illnesses and chemical dependency

Massachusetts – Full parity for severe illnesses

In 1992, Senator John Danforth (R-MO) and Senator Domenici introduced the first bill that proposed mental health parity. It did not go anywhere, but their ideas were co-opted by President William J. Clinton into his health care plan in 1993-94
. President Clinton’s health care policy would eventually fail to pass as well. 

While Senator Danforth did not have a known family connection to mental illness, he was a colleague and friend of Senator Tom Eagleton. Senator Eagleton lived with depression and had been hospitalized for it a few times. His history of depression caused a national uproar in 1972 and forced him to withdraw from the Democratic ticket as the Vice-Presidential nominee. Senator Domenici had a daughter with schizophrenia
, so he personally understood the problems this caused families, the difficulty finding adequate treatment and the high costs associated with mental health care
. 

In 1995 Senator Domenici partnered with Senator Paul Wellstone (D-MIN) to craft a wide-ranging parity bill and attach it to the Health Insurance Portability and Accountability Act (HIPAA). The Congressional Budget Office reported that the bill would add costs of 4% to private health plans.
  The bill died. 

 Senator Wellstone’s brother had mental health problems while in college and was in and out of hospitals for a period of two years. His condition improved and he completed college, “but it took his immigrant parents 20 years to pay off the bill from those two years.”

 The Mental Health Parity Act (MHPA) of 1996
In 1996, Senator Domenici and Senator Wellstone introduced a more limited bill. This bill became known as The Mental Health Parity Act (MHPA) of 1996. While both senators realized that it was an incremental step, Senator Domenici was unhappy with the limits of his parity bill:

The Senate passed full parity for mental illness – full parity means that mental illnesses are treated as equals to physical illnesses in all respects of health coverage-copay's, deductibles, inpatient hospital days, outpatient visits, out-of-pocket protections, and overall lifetime and annual expenditure limits. The measure I present today, however, covers parity only for lifetime and annual caps. I would very much like the Senate-passed measure provides full parity, or perhaps even something more. But in the interests of time, simplicity, and underlying basic fairness, I believe this measure is a necessary step toward making health coverage equitable for all Americans
, regardless of the nature of their illness.
 

Senator Domenici continued on to what the bill does and does not do. He spent more time and energy on what it did not do: 

This bill does not mandate mental health benefits. It does not include substance abuse or chemical dependency
. It does not dictate what a plan can or must charge for services – whether they be copays, deductibles, out-of-pocket limits, and so forth. It was not set or dictate how many inpatient hospital days or outpatient visits must be provided or covered. It does not, in any way, restrict a health plan’s ability to manage care. It does not apply to employers of 25 or less.
 

In this speech, it is clear that these were all issues that Senator Domenici would have liked to change. Legislation in 2001 and 2003 would attempt to address these issues, but they would not be dealt with in a major way until the MHAPA was proposed, argued and passed in 2008. 

The National Alliance on Mental Illness (NAMI) is a grass-roots, public advocacy organization that seeks to improve access to care, improve the quality of treatment and reduce the stigma of people with mental illness.
 They published an excellent bullet point list of what the MHPA did:
· The law takes effect on January 1, 1998, and expires on September 30, 2001.

· The law equates aggregate lifetime limits and annual limits for mental health benefits with aggregate lifetime limits and annual limits for medical and surgical benefits. (Typical caps for mental illness coverage are $50,000 for lifetime and $5,000 for annual, as compared with $1 million lifetime and no annual cap for other physical disorders.)
· The law covers mental illnesses (i.e., "mental health services," as defined under the terms of individual plans); it does not cover treatment of substance abuse or chemical dependency.

· Existing state parity laws are not preempted by the federal law (i.e., a state law requiring more comprehensive coverage would not be weakened by the federal law, nor does it preclude a state from enacting stronger parity legislation).
· The law applies only to employers that offer mental health benefits; it does not mandate such coverage.

· The law allows for many cost-shifting mechanisms, such as adjusting limits on mental illness inpatient days, prescription drugs, outpatient visits, raising co-insurance and deductibles, and modifying the definition of medical necessity. (Therefore, lower limits for inpatient and outpatient mental illness treatments are expected to continue, and in some cases, actually expand to help keep costs down.) 
· The law applies to both fully insured state-regulated health plans and self-insured plans that are exempt from state laws under the Employee Retirement Income Security Act (ERISA), which are regulated by the Department of Labor.

· The law has a small business exemption which excludes businesses with 50 employees or less.

· The law allows an increased cost exemption; employers that can demonstrate a one percent or more rise in costs due to parity implementation will be allowed to exempt themselves from the law.

And another bullet point list on what the MHPA did not do:
· A mandate for mental health benefits to be offered in health insurance plans;

· Coverage for treatment of substance abuse or chemical dependency;

· Rules for service charges, such as co-payments, deductibles, out-of-pocket payment limits, etc.;

· Designations for the number of inpatient hospital days or outpatient visits that must be covered;

· Coverage in connection with Medicare or Medicaid;

· Restrictions on a health insurance plan’s ability to manage care; or

· Provisions for business with 50 or fewer employees.

After the passage of the bill, Senator Wellstone continued to refute the claims of employers that parity would greatly add to the cost of insurance plans and he voiced his displeasure with the CBO’s estimations: “The MIT Sloan School of Management reported in 1995 that clinical depression costs American business $28.8 billion in lost productivity and worker absenteeism.
” A couple of Senator Domenici’s Republican colleagues later told him off the record that fact was impressive and that both Senators should continue to come up with numbers about how parity could actually save businesses money. 
Implementation of MHPA

In 2000, the General Accounting Office (GAO) reported that “65 percent of plans restrict the number of covered outpatient office visits and hospital days for mental health treatment further than those of other health treatment.”
 The GAO continued to list details about how insurance plans sought to circumvent the intent of MHPA and how “at least 2/3 of employers changed at least one other mental health benefit design to feature a more restrictive one.”


Other policy analysts saw the flaws in MHPA. Employers that self-insured were exempt from insurance mandates because of the 1974 Employee Retirement Income Security Act (ERISA), and the Kaiser Foundation “estimated that between 33 and 50 percent of US employees were in self-insured plans and not covered by state parity laws.”
 


There were other significant loopholes as well, including the problem of illness classification. Numerous diagnoses from the Diagnostic and Statistical Manual of Mental Disorders (DSM)
 were not covered including Post-Traumatic Stress Disorder (PTSD), Autism, and Adjustment Disorder
.  Many people did not get treatment because their diagnoses were not covered. Additionally, the same paper independently agreed with the GAO’s conclusion that insurance plans were limiting the number of in-patient days or out-patient visits in most plans, thus restricting treatment.
 These limitations and restrictions further “exacerbate the struggle individuals with mental illnesses face when attempting to receive mental help treatment.”
 
The Mental Health Equitable Treatment Act (MHETA) of 2001

In March of 2001, Senators Domenici and Wellstone introduced The Mental Health Equitable Treatment Act of 2001.  There was a sense of urgency on the part of the Senators because the MHPA, passed in 1996, had a September 30, 2001 sunset date.
 The MHETA included full parity, moved the small business exemption from 50 to 25,
 covered all diagnoses in the DSM-IV, eliminated caps on inpatient days and outpatient visits, and forbid insurance plans for charging higher co-payments and deductibles for mental health treatment
. There was some new language in the bill
 regarding mental illness: the bill “firmly states that severe mental illnesses are biologically-based illnesses of the brain and should be treated like any other medical illness.”
 The use of the term “biologically-based” was the Senators’ staff’s attempt to reduce the criticism, disbelief and stigma associated with mental illness. 

The National Alliance on Mental Illness expressed their support: “This bill will finish the work that Congress began in 1996 – and that 32 states have followed up on with their own parity laws…(it) would also provide to all insured Americans similar parity coverage to that in the Federal Employees Health Benefit Plan (FEHBP) – the program covering 9.5 million federal workers and their families.”


In October of 2001
, the bill failed to pass in Congress but the existing law was extended until December of 2002.
 MHETA was reintroduced in 2002. One of the most passionate and eloquent supporters of it was Representative Patrick Kennedy
 (D-RI):

The issue is not complicated. Our bill is a civil rights bill. It recognizes that prejudice distorts the markets and requires intervention…Discrimination in any form is a stain on the equality that makes this nation great. And make no mistake, discrimination is at the heart of this issue. The question for Congress to decide is whether we continue to indulge in our old, deep-seated prejudice against the mentally ill or whether policy catches up with science…If we would not tell asthma or cancer patients that their coverage is too expensive, why would we say that to the mentally ill? Essentially, we are asking our constituents with mental illness to sacrifice potentially life-saving treatment in order to keep health care costs down for everybody else…We will hear that if we pass parity, mental health will be abused. This argument is a red herring…We have a strong science base and the authority of the Surgeon General, NIH, AMA and Nobel Laureates saying mental illnesses are a disease on par with physical ailments. We have experience in dozens of states and the federal employees’ health program showing that parity results in a more efficient use of mental health resources.


In an effort to get it passed, there were some changes from the 2001 version of the bill. Rep. Kennedy admitted (advertised) such: “this new legislation makes a major concession in dropping substance abuse.
” The 2002 version also ensured that insurance plans could manage the benefits. Less than two weeks before the November 2002 elections, Senator Wellstone died in a plane crash. His wife and daughter were also on the plane. Despite the sadness surrounding his early death, the invocation of his name on the Senate floor, and the changes from the 2001 version, when MHETA came up again for a vote in December of 2002, it still failed to pass. As a consolation, MHPA was extended for another year.


In 2004, the merits of MHETA were discussed again but it never even made it to a floor vote. Senator Tim Johnson (D-SD) spoke in a committee hearing about the history of the MHPA and the loopholes in it: 

It allowed companies to set much higher deductibles and co-payments for mental health coverage. It allowed insurers to set lower limits for outpatient visits and or the number of days of inpatient treatment for mental illness…The GAO estimates that 90% of the nation’s health plans engage in legal discrimination based on mental health diagnoses. The results can be devastating: unemployment, broken homes, shattered lives, poverty, poor school performance – even suicide.

Even though MHETA  was not passed, there were two positive developments between 1999 and 2006 that were brought about by two very different Presidents. In 1999, President Clinton ordered the implementation of mental health and substance abuse parity for “8.5 million federal employees, retirees and their dependents
” that took part in the Federal Employee Health Benefit Plan (FEHBP). This parity for federal employees also covered all diagnoses listed in the DSM-IV. This would take effect on January 1, 2001.

In 2002, President Bush vocalized his support for “more equivalent health coverage” when he announced his New Freedom Commission on Health.
 That commission’s 2003 report made parity one of its official recommendations. 
The Effects of Research

In anticipation of introducing his first (failed) attempt at a mental health parity bill, Senator Domenici directed the National Institute of Mental Health (NIMH) to conduct research on the effects of different state’s parity laws on insurance costs in 1991.
 Early evidence suggested that “managed care reduced mental health costs by around 25 percent,”
 and most of the savings were attributed to less spending on inpatient care.
 


NIMH outsourced a further study to the Hay Group to examine the methodology that the CBO used in determining the 4% increase in expected costs that they reported that helped kill the 1995 Mental Health Parity Bill (which was stronger and more wide-ranging). The Hay Group reported that the CBO and accounting firms hired by the business and insurance community “did not take into account the effects of managed care” when they predicted that parity would increase costs. 
 When the CBO updated their methodology, their new estimations were that health insurance costs would rise by 0.9 percent.  


The Department of Health and Human Services (DHHS) conducted a study on the results of parity in the Federal Employee Health Benefit Plan (FEHBP), which had been ordered by President Clinton and began on January 1, 2001. In most plans, the studies showed that parity lowered out-of-pocket costs and had a little effect on the costs of managed care plans.


This research and the new recommendations from the CBO regarding parity had a positive impact on employers and Congress. Additionally, Congress and other federal employees had enjoyed the benefits of parity with their own plan in the FHEBP. All of this made for a friendlier landscape for parity in the mid-2000’s than existed in the early to mid-90’s. 
The Politics of Passing the Mental Health and Addiction Parity Act


Congressional proponents of parity utilized two methods in order to pass the Mental Health and Addiction Parity Act in 2008:
 (a) the sharing of personal or family experiences by the sponsors of the bills in order to sway skeptical and recalcitrant members of Congress and (b) the formulation of separate bills in each chamber of Congress in order to ensure passage (they would reconcile them later).  

Rep. Patrick Kennedy had a well-publicized drunk driving crash into a barricade on Capitol Hill in 2006. The next day, he publicly spoke about his struggles with addiction and checked himself into the Mayo Clinic in Minnesota for one month. He continued with outpatient therapy and attendance at Alcoholics Anonymous (AA) meetings after his discharge from the Mayo Clinic. He eventually began sharing his experiences, humiliations and struggles with his colleagues in the House of Representatives.
 Representative Jim Ramstad (R-MN) woke up in a jail cell in 1981 after another night of binge drinking and promptly quit and joined AA.  Like Rep. Kennedy, he was open about his experiences and it helped humanize the issue. 

Senator Ted Kennedy (D-MA) took the place of the late Senator Wellstone as the co-sponsor of the bill along with Senator Domenici. Senator Kennedy swayed other Senators by talking about his son’s struggles and the fears he had as a father.

In the fall of 2006, the Democrats gained control of the House of Representatives for the first time since the Gingrich Contract with America in 1994. Before the 2006 election, the Speaker of the House was Dennis Hastert (R-IL) and “he had refused to bring up the parity bill for a floor vote in deference to objections of conservative members and employer groups,” despite the fact that proponents of parity had enough votes to pass it.
 Seeing their opportunity (and viewing the 2006 election as a mandate), Representatives Kennedy and Ramstad introduced a bill that covered all DSM diagnoses, had a low threshold for group coverage, parity on annual and lifetime caps,  and demanded parity for both in-network and out-of-network benefits.

The Senate bill was less aggressive and it left out the coverage of all DSM diagnoses and the parity for in-network and out-of-network benefits.
 The bill passed the Senate in the fall of 2007. The House bill was called the Paul Wellstone Mental Health and Addiction Equity Act and passed in March of 2008. The bills went into negotiations between the chambers soon after. The House wanted the Senate to accept their version and vice versa. Negotiations broke down and House Democrats said they would wait until after the fall election in which they believed they would win handily and could push a more aggressive bill through.
 

Senator Kennedy convinced the Senate to extend parity for out of network services in exchange for the House dropping the requirement to cover all DSM diagnoses. The compromise bill was forged in June of 2008, but its supporters failed in their attempt to “attach it as a rider to a tax breaks” extension.
 Congress adjourned for its break and then was occupied with the party conventions at the end of the summer. Senator Kennedy continued to argue the bill with his colleagues. He was able to get the full support of both Senate Majority Leader Harry Reid (D-NV) and House Speaker Nancy Pelosi (D-CA). 

In mid-September, the American economy began a free fall brought on the failure of a few Wall Street banks and the near collapse of AIG. With the guidance of Treasury Secretary Hank Paulson, President Bush asked for a $700 billion bailout. Despite the dire situation, the House of Representatives rejected it. Senator Reid convinced party leaders to attach the parity bill to the rescue package. “Parity advocates lobbied fifty-one members of the House who had cosponsored the bill but had voted against the financial bailout package to reconsider their vote.”
 Instead of being a rider on the Emergency Economic Stabilization Act of 2008, it actually helped get the rescue bill passed. 
Final Bill and Conclusion
The Mental Health and Addiction Parity Act was passed by the 110th Congress and signed into law by President George W. Bush on October 3, 2008. It went into effect on October 3, 2009.  As it headed into the rule-making phase, it contained the following aspects
:
Equal benefits: Deductibles, co-pays, and in-patient and out-patient treatment limits must be the same as those for other medical benefits.
Annual and lifetime dollar limits: There cannot be annual or lifetime dollar limits on mental health or substance abuse treatment that are lower than other medical conditions.
Coverage not mandated: Employers are not required to provide mental health or substance abuse benefits.


Group coverage: The law applies only to companies with 50+ employees and does not apply to the individual market.

Conditions covered: The health plan has the right to define what mental health and substance use disorders are covered.

Protections for state parity laws: States have the right to pass stricter parity laws than the federal law.
Out-of-network coverage: Health plans that pay for out-of-network benefits must also provide the same level of benefits for mental health and substance abuse.
Monitoring: The US GAO will study the exclusion of particular mental health and substance abuse diagnoses in all plans.
Compliance and enforcement:  The Labor Department must submit a compliance report to Congress every 2 years starting in 2012. The departments of Labor, Treasury and Health and Human Services must publish information about the law and collaborate on enforcing it. 
Cost exemption: If a health plan’s costs increase by more than 1 percent as a result of parity, the plan is exempt for one-year.

After the passage of the law, interim rules were released on February 2, 2010. Policy battles that were seemingly won with the passage of the law were re-fought during the rule making process. Without clear guidance, insurance companies shrugged their shoulders and waited to see what the final rules would be. The final rules were not released until over 5 years after the passage of the law on November 13, 2013. Further complicating matters was the debate around President Barak H. Obama’s Affordable Care Act, which was signed into law on March 23, 2010 and upheld by a Supreme Court ruling on June 28, 2012. The Affordable Care Act adopted a number of the features of the Mental Health and Addiction Parity Act, and added a number of aspects that its sponsors were never able to get through Congress. Most significant was the mandate that all insurance plans must cover mental health and addiction treatment. While access to mental health and addiction treatment have improved in 2015, insurance companies have found new loopholes to limit or deny coverage altogether, and it appears that the final word on parity has yet to be written. 
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	� The Mental Health and Addiction Parity Act of 2008, Public Law 110-342, 122 U.S. Statutes at Large (2008).


��
	� Mental health professionals tend to concentrate in high-income areas.


��
	� This is the emergency act that included TARP. More on this will be discussed later in this paper. 


��
	� Initially, it was the hope of its sponsors that it would be final legislation on parity. This paper will briefly touch upon some of the flaws of the MHPAEA and a subsequent paper will explore how the Affordable Care Act has taken up the torch to address some parity issues as well. 


��
	� Particular attention will be given to the MHPA in this paper because it involves a number of the same players and issues that eventually result in the 2008 passage of the MHPAEA. 


��
	� Senate Hearing 1994, 104-2. A few years later, Senator Wellstone would say, “We didn’t even get half a loaf. We just got crumbs…but it’s a start.”


��
	� Two key aspects: the personal stories of the sponsors swayed other members of Congress and the creation of a bill in each house so that the process moved forward at the same time. Those bills would be reconciled later. 


��
	� Barry, Huskamp & Goldman, 2010. 


��
	� President Kennedy’s stance on this is significant, both for 1961 and how it influenced his family. The 2008 MHPAEA included Senator Ted Kennedy and Representative Patrick Kennedy among its co-sponsors. 
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	� Barry, Huskamp & Goldman, 2010.


��
	� In addition to allocating money for prevention and treatment, it also created the DEA and the Schedule of Controlled Drugs.


��
	� This theme of political champions with a connection to mental health and/or addiction disorders pushing forward legislation will appear several more times in this paper. 
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	� Laudicina, Loseleben, and Pardo, 2000.


��
	� Senate Hearing 1996, 104-2. 
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	� Barry, Huskamp & Goldman, 2010. 


��
	� Senator Domenici often spoke about constituents who went bankrupt paying for out-of-pocket costs  for the mental health treatment of family members. 


��
	� I understand that the focus on the personal backgrounds of the politicians who are proposing and sponsoring legislation is unorthodox for a public policy paper or brief, but this writer believes that those backgrounds are extremely relevant. The politicians listed throughout this paper were not only trying to pass legislation, but they were engaged in public advocacy work and stigma reduction. Furthermore, research has found that having a personal experience with substance abuse or mental illness is strongly linked to support of public policy that addressed those issues. Those politicians’ methods have been modeled by the National Alliance on Mental Illness (NAMI) and Faces & Voices of Recovery, both of which are national non-profits that seek to influence legislation and public opinion by having advocates with mental health and/or addiction disorders speak in public. Not coincidentally, Rep. Patrick Kennedy has served on the board of both of those organizations. 
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	� CBO 1996.
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	� Congressional Record. 2004. Keeping Alive the Work and Spirit of Paul Wellstone. Senate, February 5, 2004. P.S599.


��
	� This was one of the features of parity that scared off employers – that parity would lead to mandated coverage. This debate would be renewed more vigorously leading up to the passage of the Affordable Care Act.
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	� Senate Hearing 1996, 104-2. 


��
	� Neither Senator Wellstone nor Domenici had a connection to substance abuse. It would take new co-sponsors to get those diagnoses covered in 2008.  


��
	� Senate Hearing 1996, 104-2. 


��
	� It was created in 1979 by the mothers of kids with mental illness who were tired of having their kids be blamed and stigmatized for their mental health disorders.


��
	� This is a change from what Senator Domenici said it was in his speech. Small businesses were able to lobby the threshold from 25 to 50 during the rules writing of the implantation phase. 
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	� NAMI, 2014. 
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	� NAMI, 2014. 
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	� Senate Hearing 1996, 104-2.
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	� GAO, 2000. 
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	� GAO, 2000.
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	� Barry, Huskamp, and Goldman, 2010.


��
	� The DSM is used by the following licensed professionals: psychiatrists, psychologists, social workers, alcohol & drug counselors, family counselors and professional counselors. In 1996, DSM-IV was used. In 2000, DSM-IV-TR was used. In 2013, DSM-V was published. 


��
	� Adjustment Disorder is caused by someone having difficulty handling an outside stressor or a major life event. It can combine the symptomatic features of depression, anxiety and trauma. 
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	� Noel, Sara, 2002. 
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	� Kjorstad, MC, 2003. 


��
	� The changing of the MHPA from 50 to 25 during the final rules irritated Senator Domenici to no end. He thrust this number back into the mix in this 2001 bill. 
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	� NAMI, 2015.
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	� And it would appear again in the 2008 MHPAEA
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	� NAMI, 2015. 
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��
	� With the nation still fresh from the wounds of 9/11 and on the verge of invading Afghanistan, hindsight tells us that it was a terrible time to bring parity to the table for a vote.
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	� Kjorstad, MC, 2003. 


��
	� More on Rep. Kennedy’s background later. Full disclosure: we were the keynote speakers at a Hazelton conference in Minnesota in the fall of 2013. We have appeared at a number of the same conferences and both work with Kevin Sabet against marijuana legalization. 
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	� US Congress. House of Respresentatives, 2002. Extension on the Remarks on the Mental Health Equitable Treatment Act, 107-2.
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	� Kjorstad, MC, 2003. 


��
	� Senate Hearing 2004. 108-2
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	� Barry, Huskamp, and Goldman, 2010. 


��
	� Despite many members restricting the MHPA or outright voting against it, by 2001 all members of Congress and their families would enjoy the benefits of parity. 
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	� Barry, Huskamp, and Goldman, 2010. 
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	� Barry, Huskamp, and Goldman, 2010.
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	� Barry, Huskamp, and Goldman, 2010.


��
	� People getting treated on an ongoing outpatient basis after leaving in-patient hospitalization are less likely to return to in-patient treatment than those who get little or no out-patient treatment. The research on this over the last 20 years in the substance abuse field is quite strong and well-known within the industry. 


��
	� Barry, Huskamp, and Goldman, 2010. 
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	� Azrin, S.T., Huskamp, H.A., Azzone, V., Goldman, H.H., et al, 2007. 


��
	� And even with those about to mentioned strategies, it still required a bit of good luck out of bad luck in order to pass the bill.


��
	� Rep. Kennedy would eventually relapse on Oxycotin and seek treatment again in 2009. He decided not to run for re-election in 2010. He moved to Brigantine, NJ and has become a very strong public advocate for parity, as well as mental health and addiction treatment. I first met him at an event at Rutgers in 2012, where he said that he had to quit Congress “because I couldn’t stay sober if I remained there.”


��
	� Senator Kennedy’s diagnosis of brain cancer had been publicly announced in May of 2008 and probably also helped influence his peers into voting in the bill’s favor that fall. 


��
	� Barry, Huskamp, and Goldman, 2010.


��
	� Employer and insurance groups spent a lot of time attacking DSM diagnoses, and argued that they shouldn’t have to cover religious problems, jet-lag, sleep disorders or phase-of-life issues. It worked and the Senate kept it out of their bill. 


��
	� Barry, Huskamp, and Goldman, 2010.


��
	� Barry, Huskamp, and Goldman, 2010.


��
	� Barry, Huskamp, and Goldman, 2010.


��
	� Summary of the aspects of the bill taken from Barry, Huskamp, and Goldman, 2010.


��
	� This lack of a requirement was a defeat for the co-sponsors of the bill, and it would be revisited in the fights around the Affordable Care Act. 


��
	� Once again, Senator Domenici had pushed for 25 and had to settle for 50. 


��
	� And they, consequently, have the right to say what they don’t cover. So this is clearly still a weak parity act.


��
	� The opponents of parity that believed it would lead to a higher cost insisted on this provision. It also weakened the act. 






