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When “more” is sometimes less 
More adults with autism are becoming covered by Medicare, almost always in addition to existing Medicaid and/or private insurance. This paper examines the challenges to accessing autism treatment under Medicare and the additional barriers it sometimes creates to maintaining access to treatments covered by secondary insurance. The paper then identifies a range of possible reforms for remedying gaps in health insurance coverage for autistic adults who have Medicare as their primary insurance. 
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EXECUTIVE SUMMARY 
 
While for many years, diagnosis and treatment of Autism Spectrum Disorder (ASD or autism) focused on children and adolescents, there is now a broad consensus that autism is a lifelong condition that requires treatment throughout the lifespan by qualified health care providers.  Over the past decade, public and private health insurance dramatically expanded coverage for the diagnosis and treatment of autism, resulting in a major systemic change from previous years. Autistic individuals have benefited greatly from this expansion of access to necessary health care.  
 
Once a disabled adult has received Social Security disability benefits for 24 months, they are automatically enrolled in Medicare, which often becomes their primary health insurance.  As autistic individuals transition to Medicare, they are experiencing new barriers to health insurance coverage and, in some cases, the disruption of access to ongoing, beneficial treatments.   
 
Although disabled individuals between the ages of 21 and 64 have been covered by Medicare for many years, the program remains principally focused on the needs of seniors, age 65 and older.  As such, Medicare has not adequately expanded its coverage to meet the needs of its disabled population. This is particularly true with respect to mental/behavioral health treatments, as Medicare is not subject to the requirement of mental health parity that applies to most private insurance and Medicaid.  
 
This paper seeks to understand the challenges faced by autistic adults in obtaining coverage for medically necessary treatments through Medicare and secondary insurance. Our initial research points to significant gaps in Medicare’s coverage of autism treatments and in the categories of health professionals permitted to bill Medicare for medically necessary treatments that meet the needs of adult autistics.  In addition, Medicare’s administrative practices are impeding beneficiaries’ access to their secondary insurance (private insurance or Medicaid).  Autistic adults’ problems with accessing behavioral health and other medical treatments are compounded by a shortage of health care professionals with the training necessary to accommodate their unique needs.  To some extent, these shortages are systemic, but low rates of provider participation can also be attributed to Medicare’s low reimbursement rates, inadequate time constraints, and excessive administrative red tape. 
 
We conclude by identifying various paths to remedying gaps in health insurance coverage for autistic adults who have Medicare as their primary insurance.  To accomplish meaningful change, we anticipate the need to engage directly with state and federal policymakers, as well as key personnel within the Centers for Medicare and Medicaid Services (CMS). 
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INTRODUCTION 
 
In recent decades, Autism Spectrum Disorder (ASD or autism) has gone from being considered a rare condition, estimated in the early 1990s to affect fewer than 10 in 10000 children,[footnoteRef:1] to a condition affecting a significant portion of the population. Using 2020 data, the Centers for Disease Control and Prevention (CDC) estimated the prevalence of autism in 8-year-olds to be 1 in 36.2  As it is most frequently diagnosed in early childhood, the initial focus of autism treatments has been on children, from birth through adolescence. However, there is a broad consensus that many of the functional limitations experienced by children with autism1 continue into adulthood, as does the need for treatment by qualified health care providers.  A summary of autism treatments prepared by the National Institutes of Health-National Institute for Childhood and Human Development states, “Many people with ASD benefit from treatment, no matter how old they are when they are diagnosed. People of all ages, at all levels of ability, can often improve after well-designed interventions.”3  In a similar vein, the CDC notes, “ASD affects each person differently, meaning that people with ASD have unique strengths and challenges and different treatment needs. Treatment plans usually involve multiple professionals and are catered to the individual.”4    [1:  Please note: The use of identity-first language ("an autistic adult" or "an autistic") and person-first language ("an adult with autism") is a personal choice. The authors considered the range of views regarding language use and endeavored to respect all views by alternating a variety of styles.  ] 

 
Over the last decade, public and private insurance dramatically expanded coverage for the diagnosis and treatment of autism, resulting in major systemic change from previous years.  In 
Massachusetts, this change began with the passage of two landmark bills – An Act Relative to 
Insurance Coverage for Autism, known as “ARICA” (2010),5 and the Autism Omnibus Bill (2014).6  Under ARICA, most private health insurers in Massachusetts are required to provide coverage for the diagnosis and treatment of ASD (with no age limit).  The Autism Omnibus Bill extended this requirement to the state’s Medicaid program, MassHealth, through age 21.7  Autistic individuals have benefited greatly from this systemic change, which expanded their access to necessary health care.   
 
Generally, people become eligible for Medicare beginning at age 65. However, for younger disabled adults, the receipt of Social Security benefits triggers Medicare eligibility at a much earlier age. Many autistic adults under age 65 obtain Social Security benefits based on disability. They may obtain Social Security Disability Insurance (SSDI) either on their own work record or, more commonly, through the Disabled Adult Child (DAC) benefit once a parent begins receiving Social Security benefits.8 After a 24-month waiting period, these individuals are automatically enrolled in Medicare, which in most cases becomes their primary medical insurance provider.9 While people with disabilities are a sizeable Medicare cohort (roughly 12% in 2022),10 Medicare’s focus remains on individuals 65 and older, who have long been its core constituency.11  Medicare’s authorized treatments and the associated eligible providers reflect the medical needs of the principal target population and often do not align well with the needs of disabled adults, including individuals with autism.  
 
 
As autistic individuals transition to Medicare, many are discovering new barriers and experiencing disruptions in their coverage for medically necessary health services.  Individuals who have transitioned to Medicare are encountering the following obstacles: 
· There is an acute shortage of Medicare-eligible providers that offer behavioral health treatment for autistic individuals. 
o Many providers of behavioral health services for autistic individuals are licensed professionals not currently eligible to enroll as Medicare providers; 
· Medicare does not specifically include coverage for behavioral health treatments for ASD;  
· Medicare’s administrative practices – in particular, failure to issue denials which trigger secondary payments – are preventing autistic adults from accessing timely benefits from secondary insurers.  
In addition, having Medicare as primary insurance can compound the obstacles faced by autistic adults in accessing medically necessary services, even when it covers a specific service.  As an example, Medicare covers therapeutic treatments such as occupational and speech/language therapy, but Medicare’s complex billing requirements and low reimbursement rates exacerbate the systemic shortages of providers who are qualified to meet the unique needs of the disabled adults with autism.  
This paper examines the challenges faced by autistic adults in obtaining coverage for medically necessary treatments through Medicare and secondary insurance and explores the options for overcoming these obstacles.   
AUTISM AND BEHAVIORAL HEALTH COVERAGE UNDER MEDICARE Medicare and the challenges faced by autistic adults in obtaining behavioral health treatments  
 
 
It is widely acknowledged that necessary treatment for mental and behavioral health conditions is not available to many who are in need.12  The Association of American Medical Colleges reports, using NIH data, that “more than 150 million people live in federally designated mental health professional shortage areas. Within a few years, the country will be short between 14,280 and 31,109 psychiatrists, and psychologists, social workers, and others will be overextended as well.”13  With an overall shortage of traditional mental health professionals, many of them opt not to take any insurance,14 and the problem is particularly acute with respect to Medicare and Medicaid, largely because of low reimbursement rates.15   
 
Those covered by Medicare by virtue of disability have a higher prevalence of cognitive and mental health impairments than the traditional 65+ Medicare beneficiaries.16  For this reason alone, the general shortage of mental health professionals disproportionately burdens this population.  However, autistic adults face additional challenges in finding qualified behavioral health providers. It is well-understood that the functional impairments that result from ASD vary widely among affected individuals.17  A patient may have limited language or complete fluency, average or higher cognitive ability or an intellectual disability, sensory sensitivities, or anxiety – to name just a few.  The unique profile of each autistic individual adds to the complexity of finding a suitable behavioral health provider.  
 
Autistic individuals who have the ability to self-report about their experiences have provided key insights into the barriers in accessing behavioral health care, including: 
 
· provider-level characteristics, like the limited availability of providers trained in autism, 
· patient-level characteristics, like challenges with expressive and/or receptive language, and 
· system-level characteristics, like environments that are not accommodating to sensory needs. 18 
 
At the other end of the spectrum, autistic individuals with an intellectual disability and significant language impairment are unable to access mental health treatments that rely primarily on verbal interactions.  These individuals rely on behavioral treatments such as Applied Behavior Analysis (ABA), modified Cognitive Behavior Therapy (MCBT), and Dialectical Behavior Therapy (DBT), as alternatives to traditional talk-based therapies. Training in these alternative approaches is uncommon among the professional provider groups authorized to bill Medicare.  Moreover, autistic individuals with an intellectual disability and/or significant language impairment are not likely to be good candidates for integrating treatment of behavioral health into primary health care.  Even if the primary care doctor has experience treating individuals with intellectual disability and limited language (which is often not the case), the time allocated for a standard office visit is likely insufficient to permit the addition of effective behavioral health treatment.19 
 
Qualified providers of behavioral health treatments outside current Medicare-authorized categories 
 
With a growing autistic population in need of behavioral health treatments, these services are often provided by licensed professionals that are not eligible to become Medicare providers.  By focusing on the behavioral health needs of autistic individuals, these professional providers have developed expertise that is often lacking in the general practice of traditional mental health professionals. Innovative approaches are often required to meet the complex behavioral health needs of adult autistics. Even when a service is nominally covered by Medicare, the practice of specifically delineating which types of providers can bill for each covered service inhibits non-traditional pairings of treatments and providers.   
 
	Prior to becoming eligible for Medicare, Caitlin, a young autistic adult who uses an Assistive Communication Device, was receiving Cognitive Behavior Therapy (CBT) from a Licensed Mental Health Provider who accepted MassHealth.  Once on Medicare, Caitlin could no longer access her MassHealth coverage for this ongoing, effective treatment.  First, the Licensed Mental Health Provider was not eligible to be a Medicare provider and so could not submit a claim to Medicare that would trigger a denial. Moreover, MassHealth indicated that since Medicare did cover CBT, Caitlin should seek treatment with a provider eligible to bill Medicare for this treatment. Caitlin’s family caretaker explained that it had been extremely difficult to find a provider who could work effectively with her daughter and that she had not been able to identify any Social Workers (the Medicare-approved providers for CBT) whose practice encompassed the needed treatment.  In this case, Medicare’s lack of flexibility with respect to eligible providers, exacerbated by MassHealth’s rigid adherence to its third-party liability rules with respect to treatments nominally but not effectively covered by Medicare, resulted in Caitlin being cut off from a necessary and proven behavioral health treatment. 


Until recently, Medicare has permitted mental health services to be provided only by psychiatrists or other doctors, clinical psychologists, clinical social workers,  clinical nurse specialists, nurse practitioners, and physician assistants.20 The Consolidated Appropriations Act of 2023 broadens provider eligibility in the behavioral health field to include services provided by a credentialed (master’s or doctoral degree) state-licensed mental health counselor.21 Medicare’s inclusion of mental health counselors will enable some autistic individuals to continue receiving behavioral health treatment from providers they relied upon prior to their transition to Medicare.  However, the expansion does not include certain providers (e.g., licensed applied behavior analysts (LABAs), board-certified behavioral analysts (BCBAs)) that specialize in behavioral health treatments that have been shown to benefit individuals with autism.  As such, adults covered by Medicare are likely to continue to suffer from the shortage of qualified clinicians. 	 
Medicare’s authorized billing codes fail to encompass behavioral health treatment specific to ASD 
The Healthcare Common Procedure Coding System or “HCPCS” is “a collection of standardized codes that represent medical procedures, supplies, products and services. The codes are used to facilitate the processing of health insurance claims by Medicare and other insurers.”22 Within HCPCS, the Current Procedural Terminology (CPT-4) is a numeric coding system maintained by the American Medical Association (AMA) that consists of descriptive terms and identifying codes primarily used to identify medical services and procedures furnished by physicians and other health care professionals.”23  
As a defined benefit program, Medicare delineates the specific treatments it covers by reference to specific CPT codes. Medicare’s billing codes for mental and behavioral health focus largely on the treatment of conditions that occur within the general population. Some of these conditions are common, as well, in autistic adults. If, for example, an adult autistic seeks treatment for a comorbid condition, such as anxiety or depression, and assuming that the treatment can be effectively administered by an enrolled provider, there will be a billing code that permits the provider to be reimbursed by Medicare. However, ABA and other commonly prescribed behavioral health treatments for autism that are covered in Massachusetts by private insurance and, up to age 21, by MassHealth, are not among Medicare’s current billing codes.  The omission of billing codes specific to autism treatments is yet another obstacle to ensuring appropriate behavioral health coverage for autistic adults. 
Medicare’s administrative practices obstruct access to benefits from secondary insurers 
 
A high proportion of those who obtain Medicare retain Medicaid coverage; such individuals are referred to as “dual-eligibles,” because they meet eligibility for both Medicare and Medicaid.  In addition, some autistic adults who obtain Medicare continue to be covered under a parent’s private insurance.  For dual-eligibles or those covered by an employer-sponsored plan of an employer with fewer than 100 employees, Medicare becomes the primary insurer.24  Secondary insurers commonly require a denial of coverage by the primary insurer before paying a claim.  However, under Medicare’s current administrative procedures, there is no efficient mechanism for non-covered providers to obtain a denial, as they cannot bill Medicare in the first place.  Similarly, Medicare does not issue a denial when an enrolled provider submits a claim using a non-recognized billing code.  In both cases, the autistic adult (or a caretaker acting on their behalf) is blocked from accessing insurance coverage that they relied upon prior to receiving Medicare.   
 
	For several years, Carlos has been benefitting from 
Applied Behavioral Analysis therapy, provided by a 
Board-Certified Behavior Analyst. Pursuant to Massachusetts law, this therapy is covered by his parent’s employer-sponsored private insurance, without age limitation. Upon obtaining Medicare coverage, Carlos’s private insurer refused to pay for this therapy pending a denial from Medicare. The BCBA was not eligible to enroll as a Medicare provider; moreover, there was no Medicare billing code associated with this treatment. Accordingly, the provider was unable to submit a bill to Medicare for this treatment and receive a denial. This resulted in a months-long stalemate, during which Carlos was faced with mounting bills and the provider went unpaid. After an extensive delay, the private insurer agreed to pay if the provider transmitted each claim with a cover letter stating that “[provider] does not participate with Medicare for the time period of the claim (itemizing each day of service) and that [provider] has never had a relationship with Medicare.”   


Key informants25 identified possible “work-arounds” to  obtain a denial: 
 
· CMS Form 1490, “Patient’s Request for Medical  
Payment” o This form is available for initiating requests for payment when 1) the provider or supplier has refused to file a claim for Medicare Covered Services; 2) the provider or supplier is unable to file a claim for the Medicare Covered Services; or 3) the provider or supplier is not enrolled with Medicare. If Medicare does not cover the service or the provider is not qualified to bill Medicare, the submission of CMS Form 
1490 will trigger a denial (a prerequisite to accessing coverage from secondary insurers).   
· There are serious drawbacks to this approach that make it burdensome to use, particularly for ongoing treatments: 1) completing this form and assembling the supporting paperwork is time-consuming (there is no electronic submission alternative); 2) using this approach injects a significant time lag for reimbursement (CMS processing on the order of 60 days on top of subsequent processing by secondary insurance); 3) the denial only applies to a specific occurrence of the treatment and does not carry over to subsequent, similar treatments; 4) in Massachusetts, submissions (via Form 1490S)  are processed by a third-party contractor who is inaccessible to consumers and their advocates.26 
 
· CMS Form 855I,” Medicare Enrollment Application - Physicians and Non-Physician 
Practitioners” o The form is used “to enroll in the Medicare program and receive a Medicare billing number.” It is over twenty pages long (not including instructions) and requires comprehensive information about the practitioner’s qualifications, business model, etc.  Ostensibly, a provider could submit this form for the purpose of getting a letter from Medicare that confirms the provider’s ineligibility to enroll (effectively, a blanket denial).  
· It is neither in Medicare’s interest nor that of providers and their patients to employ such a time-consuming and complex process to confirm a known lack of eligibility. 
 
Clearly, all parties involved would benefit from a less burdensome administrative solution.  
 
MEDICARE PRACTICES THAT EXACERBATE CHALLENGES FOR ACCESSING THERAPIES AND 
PRIMARY CARE  Medical care from Speech/Language Pathologists (S/LPs) and Occupational Therapists (OTs) 
 
 
 In addition to behavioral health treatments, autistic adults may rely on therapies provided by speech and language pathologists (S/LPs) and occupational therapists (OTs).  Professionals in these fields often have more experience than physicians in working with autistic individuals and adapting therapies to their needs. Although professionals in these provider groups also work with seniors, the skills and approaches required for effective treatment are not the same in these two populations.  Moreover, younger adults with disabilities are likely to seek out community or home-based services, whereas speech, occupational, and physical therapies for older adults frequently occur in a hospital or rehabilitation setting.27   
 
Because they are in high demand and short supply, SL/Ps28 and OTs29 in private practice (as opposed to institutional settings) have the option to take only private-pay clients and not those who rely on insurance.  While the overall shortage of SL/Ps and OTs cannot be directly attributed to Medicare, this is another area in which higher reimbursement rates and greater flexibility with respect to coverage for autism-related services could significantly increase access.   
 
Medical care from Primary Care Physicians 
 
Although the primary care physician has a crucial role in adult patient care, many primary care physicians are not well-prepared to serve their autistic patients.  A literature review on this topic identifies several key barriers in primary health care for adults with an Intellectual or Developmental Disability (I/DD) and/or autism, including a lack of specialized training, poor attitudes toward this population, ineffective patient-doctor communication, emotional discomfort or fear on the part of the autistic adult (of medical procedures, of negative judgment, etc.), the autistic individuals’ lack of involvement in decision-making, and failure to provide adequate time for the office visit.30  Failure to address these barriers within primary care leads to poorer overall health outcomes in this population.31 Medicare cannot singlehandedly address these systemic challenges, but it can address the time limitation problem by ensuring that PCPs are permitted to bill for longer office visits when treating an autistic patient. 
 
In order to fulfill its obligations as the primary insurer of the many autistic adults, CMS must take a proactive role in expanding access to providers, by ensuring that reimbursement rates are sufficient to attract qualified practitioners and that providers can take additional time, if necessary, to meet patients’ needs.  CMS should also lend support to initiatives that help expand training of health care professionals to work effectively with autistic adults. 
 
MEDICARE AND BARRIERS TO HEALTH CARE EQUITY  Health care equity for disabled adults 
 
 
In reflecting on the current state of coverage for people with disabilities, the Kaiser Family Foundation has observed that: 
 
despite broader access to public and private coverage and improvements in Medicare benefits brought about by the ACA, people with disabilities are likely to face ongoing challenges if their coverage, including Medicare, does not provide the services and supports they need to live as independently and productively as possible. Evidence points to a consistent pattern of differences in the health care experiences of younger beneficiaries with disabilities and those of older Medicare beneficiaries, with younger beneficiaries encountering significantly more cost-related barriers to care than older beneficiaries. Given high rates of health problems and relatively low incomes among Medicare’s beneficiaries under age 65 with disabilities, the needs of this relatively vulnerable population require careful attention in ongoing Medicare policy discussions.32 
 
A literature review on health care outcomes for individuals with I/DD attributes markedly poorer health outcomes in this population to “a cascade of disparities” in the health care system.33  
 
The Centers for Medicare & Medicaid Services (CMS) has recently intensified its focus on the disparities in health care that affect persons with disabilities, among other groups.   In its "Framework for Health Equity 2022–2032,” CMS states: 
 
We strive to identify and remedy systemic barriers to equity so that every one of the people we serve has a fair and just opportunity to attain their optimal health regardless of race, ethnicity, disability, sexual orientation, gender identity, socioeconomic status, geography, preferred language, or other factors that affect access to care and health outcomes. 
 
This Framework challenges us to incorporate health equity and efforts to address health disparities as a foundational element across all our work, in every program, across every community. We are designing, implementing, and operationalizing policies and programs that support health for all the people served by our programs, eliminating avoidable differences in health outcomes experienced by people who are disadvantaged or underserved, and providing the care and support that our enrollees need to thrive.34 
 
It would be within the scope of this initiative for CMS to examine and address policies and programs that have resulted in gaps in provider access and treatment coverage for autistic individuals who obtain Medicare coverage as young adults.   
  
Medicare and Mental Health Parity    
 
The Mental Health Parity and Addiction Equity Act (MPHAEA) passed Congress in 2008. Mental health parity refers to requirements for health insurers to cover mental health and substance use disorder services on terms that are equal to those offered for medical and surgical services.  The mandate for mental health parity applies both to quantitative (e.g., number of visits covered) and non-quantitative (e.g., requirements for pre-authorization; progress requirements) treatment limits.35  These requirements apply to most private health insurance plans and most Medicaid plans.36 Unfortunately, fifteen years later, requirements for mental health parity have not yet been applied to Medicare.  
 
In their recent detailed and thoughtful analysis of gaps in Medicare’s coverage of Substance 
Use Disorder (SUD) treatments, authors from the Legal Action Center conclude that 
“[a]pplication of the Parity Act to Medicare would ensure that beneficiaries with SUDs do not experience discrimination in their health care coverage and would promote greater access to SUD prevention and treatment.”37 The authors identify multiple structural barriers to care that would be eliminated by applying the Parity Act to Medicare, including, among other things, authorizing care delivery and reimbursement for licensed counselors, requiring adequate networks of providers and facilities that furnish specialized treatment to Medicare beneficiaries, and supporting the establishment of reimbursement rates and policies comparable to those for medical services.38  The application of mental/behavioral health parity to Medicare would similarly eliminate these and other barriers to accessing coverage of necessary autism treatments.  
 
As there is no logical basis to assume that the policy objectives of a parity requirement do not apply equally to Medicare as to other forms of insurance, it seems likely that assumptions about cost form the principal barrier to extending parity to Medicare. The Legal Action Center has challenged the assumption that incorporating parity requirement into Medicare would substantially increase costs, with a detailed study conducted by health economists at RTI International. The study showed that the cost of covering unmet needs for SUD coverage 
(residential programs, intensive outpatient programs, and licensed and certified counselors) would largely be offset by reduced costs from treating medical conditions caused by SUD and from fewer SUD-related hospitalizations and emergency department visits.39   
 
Advocacy in support of extending parity to Medicare continues, and there has been some progress on the legislative front.  For example, under the 2023 Consolidated Tax Act, Congress directed the Government Accountability Office to study and report on mental health coverage relative to medical/surgical coverage under Medicare Advantage plans (relative to private insurance and Medicare fee-for-services plans).40  Legislation has also been introduced to require parity under Medicare Part C (Medicare Advantage plans) and Part D (prescription drug coverage).41 
 
ONE CARE AND DUAL-ELIGIBLES WITH AUTISM (AGES 21-64) 
 
Many autistic adults enrolled in Medicare are also covered by Medicaid (in Massachusetts, MassHealth).  Dual-eligibles may choose to receive these two coverages separately – in which case MassHealth is secondary to Medicare – or they may enroll in One Care.42   One Care is a managed care plan, available to dual-eligibles in Massachusetts that qualify for Medicare by virtue of disability (ages 21 to 64).  One Care is legally required to cover all of the benefits included in both Medicare and MassHealth and may include additional coverages. Those additional benefits are specified in a 3-way contract between MassHealth, CMS, and the private insurers that were competitively chosen as Medicare-Medicaid Providers (MMPs). Periodic review of program performance has resulted in amendments to program coverage.  For example, amendments have included the expansion of behavioral health diversionary services to offer support in community settings as a means of preventing the need for hospitalization.43 One Care could ensure better health care outcomes for autistic adults by expanding coverage to include medically necessary autism treatments.   
 
While expanding One Care to cover autism treatments could offer a useful option to some autistic adults, there are some significant limitations to this approach.  The plan currently specifies that “[b]eneficiaries who have any other comprehensive private or public insurance, receive home and community-based service (HCBS) waiver services, or reside in an intermediate care facility for individuals with intellectual disabilities are not eligible to enroll in One Care.”44  This group includes many autistic adults, including those with intensive behavioral health support needs. In addition, the choice of One Care providers is quite limited: statewide, there are only three insurance companies that offer One Care, and in many counties coverage is only available from one of these carriers. Consequently, in choosing to enroll in One Care, an individual must be willing to accept the limitations of that company’s provider network.  While this trade-off may work well for some individuals, it remains a non-solution for others.  
 
SUMMARY AND RECOMMENDATIONS 
 
The foregoing analysis suggests several possible paths for remedying the existing gaps in health insurance coverage for autistic adults who have Medicare as their primary insurance.  The following list identifies a range of possible reforms, the potential impact of each reform, and the challenges associated with implementation.  Discussions with state and federal policymakers, as well as key personnel within CMS, may reveal additional options.  
 
· Remove the age cap on MassHealth (Medicaid) coverage of autism treatments o Would prevent disabled autistic adults from losing access to many behavioral health treatments at age 21 
· Recognizes that therapies considered “medically necessary” for children and adolescents autism continue to be medically necessary for adults 
· In Massachusetts, likely requires state legislation and federal approvals o Because Medicaid remains payer of last resort for dual-eligibles, resolution of issues and administrative barriers pertaining to Medicare’s coverage (or lack of coverage) of autism treatments and providers would still be necessary  
 
· Reform Medicare administrative mechanisms to facilitate access to secondary insurance  o Create a mechanism for denial of claims relating to treatments not covered by Medicare or by providers not eligible for enrollment, so that beneficiaries can access their secondary insurance 
· In tandem with removing the cap on MassHealth (Medicaid) coverage, this would go a long way toward providing equivalent coverage to what currently exists in Massachusetts for autistic children and adolescents 
· No state or federal legislation necessary o Ask CMS Medicare-Medicaid Coordination Office to study and address obstacles faced by dual-eligible autistic adults.  
 
· Expand One Care coverage to include autism treatments as defined in ARICA/Omnibus 
Autism bill o Consideration of additional benefits for target populations are within One Care’s mandate (and are often promoted as a key feature of One Care) 
· Limitations include: 
· Individuals on HCBS waivers or covered by other comprehensive public or private insurance are currently not eligible to enroll in One Care 
· Managed care offerings may have more restrictive networks, which could offset the benefits of expanded coverage 
 
· Medicare coverage expansion  o Broaden Medicare benefits to cover diagnosis and treatment of autism 
§ Establish additional billing codes for autism treatments o Expand provider eligibility to include licensed professionals with expertise in autism treatments (e.g., LABAs, BCBAs) 
· Extend behavioral/mental health parity to Medicare  o As an intermediate step, CMS Center for Innovation45 could: 
· Authorize a demonstration that expands coverage of autism treatments; 
· Study ways to expand health care equity for individuals with ASD, for example, by permitting greater flexibility in the types of providers eligible to offer covered autism treatments  
 
· Initiatives to expand access to health care professionals with expertise regarding autism o Increase reimbursement rates to encourage additional participation by providers 
§ CMS controls rate-setting for authorized services; however, CMS budget must be authorized by Congress 
· Authorize payment for longer appointments, as necessary, to accommodate the special needs of disabled adults 
· CMS-sponsored research and demonstration projects should support training (in medical schools, nursing programs, etc., as well as through continuing education initiatives) 
· Address network adequacy with respect to providers of autism treatments 
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