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Neurofeedback for ADHD Preemptive Letter: Out-of-Network
   DATE
Health Plan
ADDRESS
Re: Request for Authorization for EEG Biofeedback/Neurofeedback to Treat ADHD
Dear Health Plan Authorization Dept:  
I am starting to treat Patient’s Name, who is diagnosed with ADHD, by using neurofeedback (NFB).  NFB is a safe and effective treatment that improves the core symptoms for patients diagnosed with ADHD.  Patient’s Name is covered by Health Plan, and he/she or his/her parent/ legal guardian has signed a confidentiality release and authorization form authorizing me to act as the patient’s representative to secure his/her insurance coverage for using NFB to treat the patient’s ADHD.  From past experience, Health Plan has denied coverage when I have billed for NFB to treat ADHD. [Alternatively: I see from your website that you do not provide reimbursement coverage for NFB to treat ADHD.]
INSURANCE’s denial of coverage for NFB ignores the meta-analysis by Arns et al. (2009) of ten well-controlled studies combined with an additional five prospective pre/post design studies.  This meta-analysis concluded that “neurofeedback treatment for ADHD can be considered “Efficacious and Specific” (the highest possible ranking) with a large effect size for inattention and impulsivity and a medium effective size for hyperactivity” [p. 180].  INSURANCE’s denial of coverage also ignores that in October 2012, the company that maintains the Amer​i​can Academy of Pediatrics’ ranking of research support for psychosocial treatments awarded NFB the highest level of evidence-based support for the treatment of ADHD [PracticeWise, 2012].

The International Society for Neurofeedback and Research (ISNR) recently commissioned a comprehensive review of NFB’s evidence-base for the treatment of ADHD.  This review documents that not only has NFB been found to be superior to a variety of experimental control group conditions, but also in three studies NFB was found to be equivalent to stimulant medication in treating the core symptoms of ADHD [Pigott et al., 2013].  Furthermore, the review found five studies that assessed whether or not NFB resulted in sustained benefits after treatment ended, including two studies with two-year follow-up assessments.  In each of these follow-up assessments, the gains from NFB were maintained after treatment had ended and in one study had increased further during the two-year follow-up such that half of the children no longer meet the diagnostic criteria for ADHD.
Furthermore, INSURANCE’s denial of coverage for NFB ignores the findings from the MTA Cooperative Study’s follow-up results, the largest ever treatment effectiveness study for ADHD, documenting that the commonly reimbursed treatments of stimulant medication and behavior therapy fail to result in sustained benefit for the vast majority of ADHD children who receive them.  This multi-centered NIMH-funded study compared systematic medication management (SMM), multi-component behavior therapy (BT), combined SMM/BT, and usual community care (CC) groups to evaluate their effectiveness in treating ADHD [Jensen et al., 2007; Molina et al., 2009].   Despite the initial superiority of SMM and combined SMM/BT treatments, these follow-up analyses found that after 2, 6, and 8 years the four treatment groups did not differ on any outcome measure.  Most discouragingly, the researchers report that “the MTA participants fared worse than the local normative comparison group on 91% of the variables tested.” These researchers conclude by stating that “Innovative treatment approaches targeting specific areas of adolescent impairment are needed” [Molina et al., 2009, p. 484].
In contrast to the positive reports of sustained benefit following termination of NFB treatment, stimulant medications’ beneficial effects commonly cease when the medication is stopped, and as found in the MTA study, the authors concluded that there was no evidence to support the “long-term advantage of medication treatment beyond 2 years for the majority of children” [Molina et al., 2009, p.497].  Finally, the just published follow-up findings from the NIMH-funded Preschool Attention-Deficit/Hyperactivity Disorder Treatment Study (PATS) found results virtually identical to those from the MTA study.  These researchers report that “medication status during follow-up, on versus off, did not predict symptom severity” and despite optimal parent training and systematic medication management at the study’s outset, the authors concluded that “ADHD in preschoolers is a relatively stable diagnosis over a 6-year period. The course is generally chronic, with high symptom severity and impairment, in very young children with moderate-to-severe ADHD, despite treatment with medication. Development of more effective ADHD intervention strategies is needed for this age group” [Riddle et al., 2013, p. 1].
NFB is one such “innovative” and “more effective” treatment for ADHD with proven effectiveness targeting the specific areas of impairment that are essential to its diagnosis:  1) inattention, 2) impulsivity, and 3) hyperactivity.  Unlike the findings in both the MTA Cooperative and PATS studies, NFB has also been found to result in sustained improvement in ADHD’s core symptoms after the end of treatment. 
I request coverage for this new ADHD patient, and all of my future ADHD patients in the light of the findings from 1) the Arns et al. meta-analysis, 2) the Amer​i​can Academy of Pediatrics’ awarding NFB the highest level of evidence-based support for the treatment of ADHD, 3) the Pigott et al. evidence-base review, 4) the dismal follow-up findings from the MTA and PATS studies demonstrating a lack of sustained benefit from the ‘gold standard’ ADHD treatments INSURANCE commonly covers, and 5) this patient’s clinical presentation and treatment history. 
Furthermore, Health Plan’s blanket denial of NFB for ADHD patients may be a violation of the Paul Wellstone and Pete Domenici Mental Health Parity and Addiction Equity Act of 2008 (“the Parity Act”) by applying treatment limitations that are more restrictive than those applied to INSURANCE’s medical and surgical benefits.  For example, while NFB has multiple randomized controlled trials (RCTs) validating its efficacy in treating ADHD including being found to be as effective as stimulant medication [e.g., Duric et al., 2012], there are numerous published articles documenting that many commonly reimbursed medical and surgical treatments have a much lower level of scientific evidence than NFB.  For example, a recent analysis of 2,711 practice recommendations in cardiology found that only 11% were based on evidence from more than one RCT while 48% were based simply on expert opinion, case studies, or standards-of-care [Pierluigi et al., 2009].  Similarly, a 2011 analysis of the levels of evidence behind the Infectious Diseases Society of America’s practice guidelines found that only 14% were based on top tier level I evidence supported by RCTs, whereas more than half (55%) were supported only by expert opinion [Lee & Vielemeyer, 2011].  

As you may know, applying a higher level of scientific evidence to the use of NFB to treat ADHD than that applied to many commonly reimbursed medical procedures as suggested by the cardiology and infectious disease guidelines is a violation of the Parity Act.  The Parity Act states that:  “The treatment limitations applicable to such mental health or substance use disorder benefits are no more restrictive than the predominant treatment limitations applied to substantially all medical and surgical benefits covered by the plan (or coverage) and there are no separate treatment limitations that are applicable only with respect to mental health or substance use disorder benefits.”

By not paying for NFB which has a greater level of scientific evidence supporting it while paying for many medical/surgical treatments with less evidence, I believe that Health Plan is in violation of the Parity Act.

Section 2.4 of the Parity Act states: “The reason for any denial under the plan (or coverage) of reimbursement or payment for services with respect to mental health or substance use disorder benefits in the case of any participant or beneficiary shall, on request or as otherwise required, be made available by the plan administrator (or the health insurance issuer offering such coverage) to the participant or beneficiary in accordance with regulations.“ And:

“The criteria for medical necessity determinations made under the plan with respect to mental health or substance use disorder benefits (or the health insurance coverage offered in connection with the plan with respect to such benefits) shall be made available by the plan administrator (or the health insurance issuer offering such coverage) in accordance with regulations to any current or potential participant, beneficiary, or contracting provider upon request.”

Furthermore, as made clear in the FAQ’s issued by the Federal regulatory agencies overseeing the Parity Act’s implementation, “documents with information on the medical necessity criteria for both medical/surgical benefits and mental health/substance use disorder benefits are plan documents, and copies of plan documents must be furnished within 30 days of request” (e.g., see http://www.dol.gov/ebsa/faqs/faq-aca5.html).  These FAQ’s also make clear that “if a provider or other individual is acting as a patient’s authorized representative; the provider or other authorized representative may request these documents.”
In accordance with the aforementioned section of the Parity Act and Regulatory FAQ’s, I request the following information be sent to me within 30 days to enable me to evaluate Health Plan’s compliance with the Parity Act:

1. The specific criteria (processes, strategies, evidentiary standards, or other factors) that Health Plan used to deny coverage of NFB including the technology review that Health Plan has done on NFB as well as the policies and criteria that you use to determine whether or not any Mental Health or Substance Use Disorder treatment is experimental; and

2. In that the Parity Act requires that a treatment limitation applied to Mental Health or Substance Use Disorder benefits cannot be more restrictive than what is applied to substantially all medical/surgical benefits, I also need a copy of the criteria (processes, strategies, evidentiary standards, or other factors) that Health Plan uses to decide what medical and surgical procedures are reimbursable and the data which demonstrates how and to what degree these policies are used to reimburse medical and surgical spending by Health Plan.  For example, does this policy apply these criteria to more than 50 % of all medical/surgical procedures?

Sincerely,
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