
One of the Affordable Care Act’s important fea-
tures for health insurance consumers is the estab-
lishment of a package of essential health benefits 
that will help assure that certain plans—including 
all exchange plans—provide adequate benefits to 
their enrollees.  The essential health benefits pack-
age will define the minimum set of benefits that 
new health plans1 must offer for private market 
individual and small group plans as well as for 
Medicaid enrollees in benchmark coverage2 and 
those covered by state Basic Health Programs.  
While many expected the Department of Health 
and Human Services to define those services 
that will comprise the essential health benefits, it 
instead indicated that each state will select an es-
sential health benefit package for 2014 and 2015.  
State advocates may wish to work for the selec-
tion of a package that best serves the needs of 
children and families.   

This guide is intended to inform state advocates 
and link them to useful resources as they seek to 
influence their states’ choice of essential health 
benefits.  For links to even more related resources, 
see CCF’s Essential Health Benefits Resource List. 
Throughout this guide, look for suggested Action 
Steps identified with shaded text.   See the Action 
Steps box for a summary of our recommenda-
tions.

Who will be covered by the essential 
health benefits?
Essential health benefits (EHBs) are the minimum 
benefits that the Affordable Care Act (ACA) re-
quires to be offered by non-grandfathered health 
plans in the individual and small group markets 
both within and outside of the exchanges as well 
as for Medicaid enrollees in benchmark coverage 
and Basic Health Plan enrollees.  Large group 
and self-insured plans are not required to offer 
the EHBs.  See Table 1.
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http://ccf.georgetown.edu/ccf-resources/essential-health-benefits-resources-list/


Action Steps
Given the rapid timeframe outlined in the Bulletin, some states are already moving forward to analyze choices and select their 
essential health benefits.  Child health advocates have been and will continue to be involved as states take action.  We suggest 
the following steps, some of which are already underway in some states, for engaging in advocacy around the EHBs:

1. Build or strengthen coalitions of interested organizations.  Potential candidates for coalition partners around EHBs 
include provider associations representing pediatricians, other physicians, nurses, clinics, and hospitals; disease groups 
who stand up for access to care for children and others with certain conditions like diabetes, autism, leukemia, and others; 
and traditional allies who support better coverage for low and moderate income families. 

2. Push for a detailed comparison of your state’s benchmark choices.  It’s important to know which benefits may 
be at stake in the choice of a benchmark and the areas where potential benchmarks differ are often in benefits important 
to children.  Advocates can ask state insurance departments or other officials to complete summary analyses like those 
done in California, Maine, Virginia, and Washington to see whether benchmark choices have major differences.  However, 
advocates should also press stakeholders to look more closely at what the choices do and do not cover—they should un-
derstand where the plans limit services that may be important for children, rather than only the covered/uncovered distinc-
tion for an entire category of services.  For instance, are there visit limits for occupational, speech, or other therapies?  If 
pediatric vision services are covered, what are the limits to the coverage?  

3. Pay attention to pediatric dental benefits.  Not only are dental benefits important for children, they will be a particular 
cause for concern with regard to the essential health benefits.  They are particularly complicated due to current market 
practices and the provisions of the ACA that require pediatric dental benefits to be offered and allow them to be provided 
by separated plans.  Insurers may wish to replace existing dollar limits with other coverage limits such as a maximum 
number of services.  An important step will be to examine your state’s separate CHIP dental benefit if your state has one 
and assess whether this is an adequate package for kids. The Children’s Dental Health Project can be a good resource for 
information on this set of issues.

4. Review state mandates.  Child advocates should familiarize themselves with their states’ benefit mandates that are im-
portant for children.  For instance, what coverage does your state mandate for children?  To which markets do these man-
dates apply?  Many assume that a small group benchmark would automatically include all relevant mandates, however, a 
Center for Studying Health System Change brief shows that this may not always be the case.3  Are the mandates neces-
sary for the relevant coverage to be provided—i.e., do plans not covered by the mandate offer similar coverage despite the 
lack of a requirement to do so?  These questions can help inform the choice of a benchmark plan. 

5. Look for allies in both the executive and legislative branch.  States may select their EHBs in any way that is consis-
tent with state law.  If legislators move to select a benchmark plan or set the essential health benefits, they will still likely rely 
on analysis or recommendations from the insurance department, particularly for how the benchmark must be supplement-
ed to include the ten categories.  On the other hand, if the EHBs will be set by executive action, the legislature may present 
another venue for advocates to make the case for a set of benefits that meets the needs of children and families.

6. Help assure that ACA requirements have force.  While the Secretary of HHS bears responsibility for enforcing the 
ACA’s provisions, as in other areas of ACA implementation, we can expect deference to state decisions on EHBs.  Advo-
cates should remember that selecting a benchmark is only one step in setting the essential health benefits.  They still must 
be supplemented, if necessary, to fulfill the ten categories required by the ACA.  And the benefits may not lead to discrimi-
nation based on age, disability, or expected length of life.  Advocates may need to make the case that adjustments are 
necessary to meet these provisions and provide suggestions for appropriate adjustments.
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EHBs set the minimum coverage standard for:

• Private exchange plan enrollees.  All 
exchanges, regardless of whether they are 
state, federal, or administered as a “partner-
ship,” are required to offer only plans that 
include EHBs.  3.9 million children and 7.7 
million parents are expected to enroll in ex-
change plans.4

• Private non-exchange plan enrollees. 
380,000 children and 590,000 parents are 
expected to enroll in non-exchange individual 
market plans.5  Estimates are not available for 
non-exchange small group market plans, but 
they will enroll additional children and adults.

• Medicaid enrollees with benchmark cov-
erage.  Many parents and other adults with 
incomes under 138 percent of the federal 
poverty level that will be newly eligible for 
Medicaid in 2014 will be provided benchmark 
benefits including the EHBs.

• Basic Health Plan enrollees.  States that 
adopt this option will cover relatively few 
children (only those not eligible for CHIP with 
incomes below 200 percent of the federal 
poverty level) and parents and adults be-
tween 133 and 200 percent of the federal 
poverty level.

The total number of children to be covered by 
private plans offering the EHBs remains small 
compared to the 32.5 million children covered 
by Medicaid and CHIP.  Nonetheless, millions of 
children will rely on the benefits provided through 
EHB plans—the EHB protections will be especial-
ly important for children, parents, and others who 
purchase coverage in today’s individual market, 
where plans are more likely to lack key benefits.  
And as an officially-sanctioned definition of es-
sential coverage, the EHBs could come to serve 
as a model even for those plans not required to 
offer them, such as in the large group employer 
market. 

What benefits must be part of the 
EHBs?
Section 1302 of the ACA sets out the require-
ments for the essential health benefits.  While 
not part of the ACA, an HHS Bulletin published 
in December 2011 advises that states will have 
the responsibility of selecting their own essential 
health benefits based on an existing employer-
based health plan in the state.8  States are 
empowered to choose a “benchmark” plan from 
among several choicess—see Choices for 
States on page 4.

Certain benefits, though, must be part of the 
essential health benefits whether or not they are 
included in the benchmark plan a state chooses.  
The ACA lists ten categories of benefits that 
must be part of the EHB package, among them 
“Pediatric services, including oral and vision 
care.”7 The law itself provides no further defini-
tion of what specific services the categories 
should include.  

The law further requires that the scope of the 
EHBs be “equal to the scope of benefits pro-
vided under a typical employer plan.”  Section 
1302 also establishes some specific guidelines 
in defining the EHBs.  Benefits may not be 
designed “in ways that discriminate against 
individuals because of their age, disability, or 
expected length of life” and are required to “take 
into account the health care needs of diverse 
segments of the population, including women, 
children, persons with disabilities, and other 
groups.”

The HHS Bulletin clarifies that states’ EHB 
packages must include benefit protections 
established in other parts of the ACA, including 
parity for mental health services and preventive 
services offered at no cost to enrollees.  For in-
fants, children, and adolescents, the preventive 
services requirement incorporates the services 
recommended in the American Academy of 
Pediatrics’ Bright Futures initiative.

The ACA lists ten cat-
egories of benefits that 
must be part of the 
EHB package, among 
them “Pediatric ser-
vices, including oral 
and vision care.” 
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Note that under the law, the EHBs will define only 
the minimum covered benefits of plans to which 
they apply—not the plans’ cost sharing.  Covered 
benefits and cost sharing together determine 
the value of a health plan, so an adequate set of 
EHBs is only one aspect of creating plans that 
meet the needs of children and families.8 

What’s at stake for children?
Like other health insurance consumers, children 
and their parents stand to gain important protec-
tions through the essential health benefits.  Since 
EHBs apply across the individual and small group 
markets, millions of people will have a minimum 
benefit floor for their health coverage.  While insur-
ers could choose to offer coverage beyond the 
minimum requirements of the EHBs, in exchange 
plans the costs for such extra benefits will not 
be supported by premium tax credits and cost-
sharing reductions for those who qualify.  This will 
create a strong disincentive for insurers to offer 
benefits that are not defined as essential health 
benefits. 

Children’s need for adequate benefits is par-
ticularly acute due to their continuous growth 
and development.  Children require different 
health services than adults, including appropriate 
preventive health screenings depending on their 
age and development stage.  Children’s growing 
bodies may also necessitate new durable medical 
equipment (like wheelchairs) on a more frequent 
schedule than adults.  In its Scope of Health Care 
Benefits for Children policy statement, the Ameri-
can Academy of Pediatrics (AAP) outlines the 
services that are essential for children.9  Among 
others, AAP includes:

•	 Preventive educational and counseling 
services like anticipatory guidance, tobacco 
cessation, and services related to maintaining 
healthy weight;

•	 Corrective audiology and speech therapy 
services, delivered by those trained in the 
care of children;

•	 Special diets, infant formulas, nutritional 
supplements, and delivery (feeding) devices 
for	nutritional	support	and	disease-specific	
metabolic needs; and

•	 Physical, occupational, speech (including 
speech-generating devices), and respiratory 
therapy.

To meet the needs of children, the EHBs should 
include these pediatric services.  See Supple-
menting the Benchmark Plan on page 7 for more 
on ensuring an appropriate definition of pediatric 
services.

Choices for States
As mentioned above, HHS has indicated in a 
bulletin released in December 2011 that it would 
give states the authority to choose EHBs.  The 
Bulletin (and a subsequent Frequently Asked 
Questions document10) outlines an approach in 
which states have the discretion to choose a 
benchmark set of benefits from among as many 
as ten existing health plans.  The benefits cov-
ered by the benchmark plan would serve as the 
base for the state’s essential health benefits.  If 
the benchmark plan lacks coverage for one of the 
ten categories of services required by the ACA, 
the state would have to add coverage for that 
category from one of the remaining benchmark 
choices.  The benchmark plan may also need to 
be altered to comply with the ACA’s non-discrim-
ination provisions.  The ten plans available for 
states to choose as benchmarks are:

• The largest plan in any of the three largest 
small group market insurance products in the 
state11,

• The three largest federal employee health 
plans,

• The three largest state employee health 
plans, and

• The largest non-Medicaid HMO in the state.

In order to allow time for insurers to roll out the 
plans for coverage beginning January 1, 2014, 

JULY 2012  WWW.CCF.GEORGETOWN.EDU  GUIDE TO ESSENTIAL HEALTH BENEFITS   4

Children’s need for 
adequate benefits is 
particularly acute due 
to their continuous 
growth and develop-
ment. 

http://pediatrics.aappublications.org/content/129/1/185.full%3Fsid%3Dbfd900ce-d305-4921-a2ab-8ad2781f6c0d
http://pediatrics.aappublications.org/content/129/1/185.full%3Fsid%3Dbfd900ce-d305-4921-a2ab-8ad2781f6c0d
http://pediatrics.aappublications.org/content/129/1/185.full%3Fsid%3Dbfd900ce-d305-4921-a2ab-8ad2781f6c0d
http://cciio.cms.gov/resources/files/Files2/02172012/ehb-faq-508.pdf
http://cciio.cms.gov/resources/files/Files2/02172012/ehb-faq-508.pdf


the Bulletin specifies that states should select a 
benchmark plan by the third quarter of 2012, us-
ing enrollment data from the first quarter of 2012 
to determine which plans qualify as benchmark 
choices.  If a state does not choose a benchmark 
plan by this deadline, the default plan will be the 
largest plan in the largest product in the small 
group market.12 Once chosen in 2012, the bench-
mark would be effective in a state for 2014 and 
2015.  HHS intends to reassess the benchmark 
approach for 2016.  See Figure 1.

Who Decides for a State?

The HHS Bulletin and FAQ provide little direction 
on how states should choose a benchmark plan 
and set the EHBs.  They indicate that state law 
should determine who has the authority to make 
the selection—the legislature or the executive 
branch through the governor or chief insurance 
regulator.  If state law allows the insurance regula-
tor broad authority to set market rules, he or she 
may be able to make the choice. Alternatively, if 
state statutes control health insurance practices in 
the individual and small group markets, legisla-
tion may be necessary.  An important initial task 
in EHB advocacy, then, is to assess how the EHB 
determination will be made in your state.13

What Decisions Must Be Made?

Whoever makes the final decision, policymakers, 
advocates, and other stakeholders will want to 
analyze the state’s options before the EHBs are 
set.  The process can be thought of as having 
three steps:  

1. Identifying benchmark choices,

2. Comparing and choosing a benchmark, and

3. Supplementing the benchmark as neces-
sary to meet the requirements of the ACA. 

Identifying Benchmark Choices

Before a benchmark is chosen, stakehold-
ers need to know which plans are among the 
allowable benchmark choices and what they 
cover.  HHS has released an illustrative list of the 
three largest small group products in each state, 
based on data that plans submitted to Health-
care.gov.14  HHS included the three largest fed-
eral employee plans with this list.  State human 
resources officials should be able to name the 
three largest state employee plans.  The state 
insurance department may have information on 
the largest non-Medicaid HMO; if not, a data 
request to insurers may be needed.

Policymakers, advocates, 
and other stakeholders 
will want to analyze the 
state’s options before the 
EHBs are set.
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Comparing and Choosing a Benchmark

Once the benchmark choices are identified, stake-
holders will want to make sure there is a publicly 
available comparison of their covered benefits and 
limitations.  Research released by HHS indicates 
that, overall, the benefits covered by the bench-
mark choices are broadly similar—they found that 
plans vary more in cost-sharing than in covered 
benefits.15  Note, however, that the HHS study 
found limited coverage by potential benchmark 
plans in some types of coverage that are impor-
tant for children, including behavioral health treat-
ment, habilitative services, and pediatric oral and 
vision services.  It did not examine coverage for 
other pediatric services such as those referenced 
above from the AAP’s Scope of Health Care Ben-
efits statement.  

Stakeholders thus will need detailed information 
about the covered benefits and limitations of each 
of their state’s benchmark choices.  Insurance 

departments in several states have released initial 
comparisons of benchmark choices, completed 
either by the state insurance department or 
contactors:

Benefits provided by potential benchmark major 
medical plans, Maine (January 2012).

Essential Health Benefit Benchmark Plan Options, 
Massachusetts (March 2012).

Washington State Essential Health Benefits Analy-
sis (February 2012).

Milliman - Essential Health Benefits - Plan Benefit 
Comparison, California (February 2012).

Preliminary Essential Benefits Analysis, Virginia 
(February 2012).

Coverage of Essential Health Benefits in Nevada 
(February 2012). 

Comparison of Benefits in Existing Arkansas Plans 
(undated).
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State Mandates
An additional consideration for states in choosing a benchmark plan is coverage of state insurance mandates.  The ACA 
requires that when a state mandates coverage of services beyond the essential health benefits, the state must “defray the 
cost” of such mandates by making payments to insurers or to individuals.  The Bulletin, though, provides a mechanism for 
states to avoid paying for many mandates.  By selecting a benchmark plan that already complies with existing state man-
dates, those existing mandated benefits are automatically included in the state’s EHB.  Thus, the mandated benefits do 
not go beyond the EHB and are not subject to payment by the state.  The Bulletin also clarifies that a state may not add a 
benefit mandate after December 31, 2011 and have it included in its EHBs.  

States, then, have a strong incentive to choose a benchmark plan that is subject to state mandates.  Notably, though, not all 
state mandates may be covered by one of the benchmark choices—mandates that apply in the individual market but not the 
small group market would not be included by any of the benchmark choices.  Further, mandated benefits may be included in 
benchmark choices even if they are not subject to the state mandates.  For instance, federal employee plans cover many of 
the benefits states most commonly mandate, even though they are not required to by law. So determining which mandates 
are included by the benchmark choices may require close analysis.

A brief prepared by the Center for Studying Health System Change provides useful information on state mandates and the es-
sential health benefits.  It analyzed the potential costs that one state—Maryland—would need to defray due to benefit man-
dates under different EHB benchmark choices.  It found potential costs for the state in 2016 would range from $10 million to 
$80 million.  Because Maryland has several mandates that apply in the individual market but not in the small group market, it 
found that the highest cost was associated with choosing a small group benchmark plan while the lowest was with the HMO 
benchmark.  Other states would have different results based on the application of their benefit mandates—stakeholders 
should examine state mandates carefully as they consider a benchmark plan.

http://aspe.hhs.gov/health/reports/2011/MarketComparison/rb.shtml
http://www.maine.gov/pfr/insurance/legislative/Essential%20Health%20Benefits%20comparison%282%29%20%282%29.xls
http://www.maine.gov/pfr/insurance/legislative/Essential%20Health%20Benefits%20comparison%282%29%20%282%29.xls
http://www.mass.gov/ocabr/docs/doi/consumer/marerials3092012.pdf
http://www.hca.wa.gov/hbe/documents/essential_benefits_milliman_analysis.pdf
http://www.hca.wa.gov/hbe/documents/essential_benefits_milliman_analysis.pdf
http://www.healthexchange.ca.gov/FederalGuidance/Documents/Milliman-Essential_Health_Benefits-Plan_Benefit_Comparison2-21-2012.pdf
http://www.healthexchange.ca.gov/FederalGuidance/Documents/Milliman-Essential_Health_Benefits-Plan_Benefit_Comparison2-21-2012.pdf
http://www.hhr.virginia.gov/Initiatives/HealthReform/docs/VA-Essential-Benefits-Analysis.pdf
http://www.exchange.nv.gov/mtngs/pcm3912/04_essentialhealthbenefits-PCM.pdf
http://www.arkleg.state.ar.us/healthcare/Insurance/Documents/final%2520final%2520ehb%2520comparison%2520chart.xls
http://www.nihcr.org/State_Benefit_Mandates.html


Comparisons like these are helpful starting points, 
but they typically label an entire coverage cat-
egory as either covered or uncovered without 
detailing specific coverage limits (although the 
Washington document does include a section 
on limits).  Advocates should press for as much 
detail as possible--they should work to make 
sure insurance regulators make public a detailed 
comparison of each benchmark choice’s coverage 
and limitations.  The public should also have op-
portunities to comment on the comparison before 
a benchmark selection is made.

State officials are expected to choose a bench-
mark plan by the third quarter of 2012.  Several 
factors are likely to push states toward choosing 
a small group plan as the benchmark and, in fact, 
California and Washington have already passed 
legislation identifying a small group plan as their 
benchmark choices.  Because EHBs apply to the 
individual and small group markets, insurers make 
the case that an existing small group benchmark 
may minimize “disruption” in a state’s insurance 
markets.  Small group plans may have more af-
fordable premium costs than other choices.  And 
choosing a small group benchmark automatically 
includes in the EHBs any benefits that the state 
mandates insurers provide in that market—see 
the State Mandates box on page 6.  Finally, states 
that do not select a benchmark by the third quar-
ter of 2012 will default to the largest plan in the 
largest small group product in the state.  Advo-
cates, therefore, should focus their attention on 
the small group options available in their states.   

Supplementing the Benchmark Plan – Pediatric 
Services

Choosing a benchmark plan is not the last step 
in defining a state’s essential health benefits.  A 
state’s benchmark plan must be adjusted, if nec-
essary, to include the ten statutory categories and 
to prevent discrimination.  The Bulletin indicates 
that when coverage for a certain category is 
missing, states must look to another benchmark 

option and “import” the coverage for the missing 
category.

While “Pediatric services, including oral and 
vision care,” is one of the required categories, 
both the Bulletin and FAQ from HHS seem to 
interpret this provision to include oral and vision 
care only.  If this interpretation stays in place, the 
pediatric services category will not guarantee 
coverage for other services that some children 
need, like corrective audiology, speech therapy, 
special diets, and others mentioned in the AAP 
Scope of Benefits statement cited above.

In order to assure the inclusion of these kinds 
of services, more explicit and comprehensive 
definitions of pediatric services and the other 
nine categories are needed.  Without these defi-
nitions, it will be difficult to determine whether 
the benchmark plan covers the ten categories.  
For example, does a plan that provides hearing 
screenings, but not indicated follow-up cor-
rective treatments, adequately cover pediatric 
services?  Must eyeglasses be covered in order 
to meet the pediatric vision care requirement?  
Without a definition from HHS in regulation or 
guidance, states will have difficulty determin-
ing whether the benchmark plan needs to be 
supplemented.  It also remains unclear how 
a state is to proceed if none of the available 
benchmark options include adequate coverage 
of a certain category.

Despite this need for further guidance, it is 
uncertain whether more detailed standards will 
be provided by HHS before states choose their 
EHBs.  State EHB decision-makers may need 
to make these determinations for themselves.  
If this is the case, state advocates have an op-
portunity to shape the definitions so that they are 
beneficial to children and families.  They should 
seek a definition of pediatric services that gives 
children access to medically necessary care, not 
only oral and vision services.
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Many services that are medically necessary for 
children, such as ambulatory patient services, 
newborn care, prescription drugs, and chronic 
disease management are part of the other nine 
required categories.  The inclusion of an additional 
“pediatric services” category, though, shows that 
Congress intended children to receive additional 
services—and these may need to be added to the 
benchmark plan.  Once a benchmark plan is se-
lected, stakeholders should push state officials to 
continue the EHB selection process by determin-
ing whether the benchmark plan’s benefits must 
be supplemented.  For pediatric services, advo-
cates should ask for an examination of the benefits 
in each of the other nine categories to determine 
whether children need a benefit that is different or 
greater than those defined for adults (again, see 
the AAP’s Scope of Benefits).  Advocates should 
ask the state to explain how this analysis was 
completed and show how the “pediatric services” 
category has been fulfilled. 

Pediatric	Dental	Benefits

The oral health services component of pediatric 
services may be a particular concern for child ad-
vocates.  Coverage of pediatric dental benefits is 
uneven among potential benchmark plans, since 
most dental coverage today is offered separately 
from medical insurance.  The Bulletin suggests 
that when a benchmark plan does not include 
coverage for pediatric dental benefits, a state will 
have the option of supplementing its benchmark 
with either the largest federal employee dental 
plan or the state’s separate CHIP dental benefit.  
(The eleven states and the District of Columbia 
without a separate CHIP program may establish 
a benchmark benefit that is consistent with CHIP 
standards.)  Advocates should check their state’s 
CHIP dental benefit to determine whether it is a 
good choice for use in the EHBs.  It should be 
compared to the alternate choice, the Federal 
Employees Dental and Vision Insurance Program 
(FEDVIP) MetLife High option.

Securing adequate coverage for children’s oral 
health services may require special attention from 

advocates.  Many existing dental benefit plans 
rely on relatively low annual dollar limits on cover-
age.  The ACA prohibits dollar limits for exchange 
plans, so these plans will have to be restructured 
to comply.  Advocates should push for benefits 
that meet children’s needs and oppose those that 
establish strict limits on coverage that could serve 
as a dollar limit by another name. One promising 
model that assures children can access the care 
they need while limiting expenditures for unnec-
essary care is known as a risk-based pediatric 
dental benefit.  For more on this type of benefit, 
see this memo from the Children’s Dental Health 
Project.16

Advocates should also note that while pediatric 
dental benefits are required to be part of the 
EHBs, in exchanges they may be offered through 
stand-alone plans separate from the plans that 
provide medical benefits.  When stand-alone 
pediatric dental plans are offered in an exchange, 
the medical plans need not provide the pediatric 
dental EHBs.  While beyond the scope of this 
guide, this provision raises important questions 
around how benefits and cost-sharing will be 
coordinated across separate plans each provid-
ing part of the EHBs.

Georgetown CCF and the Children’s Dental 
Health Project have jointly authored an issue brief 
that further examines the choices for states on 
pediatric dental benefits.

Insurer Flexibility

An important consideration for state advocates 
and other stakeholders is that HHS has indicated 
insurers will have the flexibility to substitute the 
coverage of some services within a benefit cat-
egory, adjust benefit limits, and even potentially 
remove some of the services under the EHBs and 
add different ones, as long as the plan remains 
“substantially equal.”  This will greatly complicate 
the choice of plans for families and may create 
opportunities for insurers to create plans that 
discourage those who need certain services from 
enrolling.  If benefits differ by insurer, families will 

JULY 2012  WWW.CCF.GEORGETOWN.EDU  GUIDE TO ESSENTIAL HEALTH BENEFITS   8

Securing adequate 
coverage for children’s 
oral health services may 
require special atten-
tion from advocates.

http://pediatrics.aappublications.org/content/129/1/185.full%25253Fsid%25253Dbfd900ce-d305-4921-a2ab-8ad2781f6c0d
http://www.opm.gov/insure/health/planinfo/2012/brochures/MetLife.pdf
http://www.cdhp.org/system/files/Essential%2520Health%2520Benefits%2520Memo%2520to%2520Advocates%252012-21-11_0.pdf
http://www.cdhp.org/system/files/Essential%2520Health%2520Benefits%2520Memo%2520to%2520Advocates%252012-21-11_0.pdf
http://ccf.georgetown.edu/ccf-resources/pediatric-dental-benefits-the-aca-issues-state-advocates/


have to not only judge plans on premium price, 
cost-sharing, provider network, and any available 
quality rating, but also compare benefits across 
plans.  Because individuals cannot predict with 
certainty their own or their children’s health needs, 
this will be a near impossible choice.  Parents 
could choose a plan that excludes a benefit that 
they only later learn their child needs. 

If the option for insurer flexibility remains available 
under federal regulations, state advocates may 
still have the opportunity to work to limit it in their 
states.  Through legislation that establishes the es-
sential health benefits or regulation from the insur-
ance department or the exchange board, advo-
cates should work for state rules that limit insurers’ 
flexibility to alter the essential health benefits.  For 
instance, substitutions could be prohibited outright 
or subject to approval by the insurance regula-
tor.  This would give families more confidence that 
the plan they choose includes the same essential 
benefits as other plans and that insurers are oper-
ating on a level playing field.

Looking Ahead
State advocates have an important opportunity to 
shape their states’ essential health benefits defini-
tion.  Because of the deadline HHS established in 
its Bulletin, many states are already studying their 
benchmark choices and moving to make their 
EHB selections, so advocates should look to en-
gage right away.  At the same time, HHS has not 
yet proposed formal rules on the essential health 
benefits, so stakeholders across the country are 
expecting more direction, both through additional 
informal guidance and formal rulemaking. 
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