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HMO’s-


Harmony Women’s Health

Getting the Most from Your Health Care Benefits

MANAGED CARE CUTS COSTS IN TWO WAYS: 

First: By paying providers limited sums of money.  Most commonly this is done by giving a primary care physician (PCP) (your "regular" doctor) only a certain amount of

money per patient per month.  So, no matter how many times you see him or her in a month, he or she only receives the set amount for you.  This is called "capitation”.  It should be obvious that capitation is the managed care company’s way of telling your doctor not to treat you.

Another way of limiting payments to providers is to have a "provider list", which is a list of providers who have agreed to accept a lower rate for being on the managed care company’s panel.  If a provider isn’t on the panel often you will not be covered for seeing that provider or your will have to pay a deductible and a higher co-payment. 

Second: By limiting services.  You no longer can simply go to see a specialist but must be referred from either the managed care company or your primary care physician.  If your HMO or managed care company denies your seeing a specialist, it saves money. 

Also, many companies have "bonuses" or "withholds" for their primary care physicians.  A bonus is an extra amount of money at the end of the year a managed care company gives a PCP or physician group if a certain number of referrals are not exceeded; a withhold is an amount of money that is in a fund the managed care company holds and that the company gets to keep if your doctor exceeds a certain number of referrals.  It should be obvious how this is

an incentive not to refer. 

Capitation, withholds, and bonuses place the provider in a potentially compromising position.  Now, instead of considering your best interests alone, there are personal financial pressures to be considered in the treatment of patients.  You should speak with your physician about these financial incentives that the HMO or managed care company places on him or her that may compromise your treatment.

Generally, people get the benefits and services they request from their HMOs.  You should remember the following things when applying for your benefits:

1) Make certain you know what benefits you have.  Read your benefits booklet carefully.  For more information call your company.  Of course, if you call you may have to wait a while but it may well be worth the wait.

2) Check to see if you need approval first.  If your plan is set up so that you have a primary care physician (and almost all plans are structured that way), you will have to consult with him or her first.  If you don’t do this you may not be reimbursed.

3) Make certain your provider gets involved, if possible, in attempting to get your benefits.

4) Know your rights to an appeal.  Usually there is a procedure for an "expedited" appeal, an appeal of a denial of benefits where there is an emergency or urgency to the care, or is part of ongoing treatment.  Some states have laws regarding appeals.  New York law is very specific and is explained in the pages on appeals. 

Check your plan booklet to see what rights you have to an appeal.  But since your state may have specific laws regarding appeals, you may have even more rights than your plan describes.  You may need to contact an attorney to understand what rights you have by law.

5) Document everything.  Keep all correspondence.  Make notes of any calls to your company. Get the person’s name with whom you spoke.  Generally, the person you speak with will have to make notes as well. He or she will assign a number to your call.  Get that number as well. If you send anything to your company send it certified mail, return receipt requested.  It is incredible how many letters sent, and calls made, to managed are companies they say they never received!

In order to get the treatment or services your require, your HMO or managed care company will make a determination if they will pay.  Although companies say they are not making medical decisions, their decision about whether to pay for a treatment will very often determine if someone is able to have that treatment.

The decision to pay or not pay is called a "utilization review".  Utilization reviews usually occur prior to getting treatment and are called "prospective”.  It is important to be aware of these prospective reviews since the company usually requires them before it will pay; in other words, if you just get treatment without a utilization review you will probably not be reimbursed by the company because they didn’t first approve it.  It doesn’t matter whether they would have approved it, only that you didn’t ask them first!

Utilization review is almost always required for out-of-network services.  In-network services are usually monitored by your primary care physician who serves as a "gatekeeper", making sure you don’t get "unnecessary" treatments.  However, the primary care physician is really doing his or her own "utilization review" before sending you to a specialist or for a test.

When your HMO or managed care company decides whether they will pay for you to see a doctor or get a test, this is called making a utilization review.  If your managed care company or HMO denies your requests for a visit to a specialist or for you to have a certain procedure or test (called an adverse utilization review or denial of benefit request), you have the right to appeal.  Unfortunately, at this time, you will be appealing to the HMO, the very

company that denied your request in the first place. 

However, it is important to remember that often HMOs will deny an initial request but approve the request on appeal.  So don’t give up!  This practice by the HMO of denying initial requests and approving the request on appeal will save the company money since they know that some people will not appeal and just accept the denial.  Additionally, the company gets to keep its money for a longer period of time since it doesn’t have to pay for the specialist or the test right away.  So, a managed care company may have little to lose by initially denying someone’s request for benefits.

But managed care companies and HMOs do approve many denied benefits upon appeal.  All plans have an appeals procedure and it is important that you follow it.  It is also important to remember that the appeal may be the only avenue you have to contest the decision.  You should consider having an attorney involved in your appeal to protect your rights.

There are two types of appeals:  expedited and standard.  An expedited appeal is available in an emergency or urgent situation where a patient's health is at risk.  Expedited appeals are also allowed in cases of requests for on-going care.

If you are denied benefits from an expedited appeal, you can go through a lengthier appeals process with a standard appeal.  Standard appeals are available additionally for all non-urgent requests for services and for all consideration of money a patient paid out-of-pocket for services. 

It is important to try to go through an expedited appeal, if possible, because standard appeals can take a long time.  You should contact an attorney to determine what your rights are before you go through your appeal.  Having an attorney available will increase the chances you will win your appeal.  Remember that if you lose your appeal, you may have no other rights available.

Certain conditions or diseases present managed care with greater expenses than they would like to incur.  As a result, the companies attempt to deny benefits and use a variety of reasons.  In some states HMOs are mandated to give reasons for their denials of benefits, while in others the patient only has the managed care contract to rely upon.  You must speak with an attorney or consult your state law to determine if you have the right to be given an explanation for any denials of benefits.

In their attempts to save money, managed care companies use the following excuses for not approving treatments:

1. The treatment is not medically necessary.  Although managed care companies claim that they do not make medical determinations the will indicate that a particular treatment is not medically necessary.  How can this be possible?  The loopholes in the law allow this (see HMO Liability) and if you want reform you must be active with your legislators and Congressmen.  But at the present time companies can get away with denying benefits because they are not medically necessary but are not responsible for any medical decision-making.

     
If you are denied benefits because the company says they are not medically necessary, this position may be difficult for the company to defend if the treating provider indicates that such treatment is necessary.  But the managed care company counts on the person who is denied services to give up and not appeal, thus saving money.  This is true even if the company will approve sessions on appeal since it gains because people have either given up or it has been able to keep its money for longer.  Always appeal any denied treatment -- do not accept the managed care company's denial as having anything to do with you needed medical care.

      
This is the approach companies often take when considering renewals of mental health benefits.  Psychotherapy costs too much for the company and they would rather try to deny psychotherapy benefits despite the therapist indicating how necessary it is.

      
It is important to remember that most managed care contracts are not written in such a manner as to rule out specific treatments as medically necessary.  Thus, when an attorney becomes involved, the company will often reconsider its decision because it knows that it cannot defend a denial as not medically necessary when the provider indicates it is.  However, by the time of a new appeal the patient may be injured or the need for treatment may have passed.  

      
Because calling something not medically necessary without having specifics in the contract may be difficult for the company to defend, it uses other ways to avoid paying for treatments.

2. The treatment is experimental.  This is the approach that companies take whenever some treatment may not be commonplace.  This is specifically the case in relation to approving treatment for bone marrow transplants for a variety of cancers.  Often the managed care contract will have specific exclusions for specific types of treatments.  This is more easily done than calling a treatment not medically necessary and presents more of a problem for the patient.  Generally, the terms of the contract will determine what benefits are available and if the contract lists specific treatments that are unavailable there may be little to be done even if an attorney is helping.

      
3. The treatment is the "lowest level of care" available for this type of treatment.  What this strange phrase means is that if the company can find any way to say that there is another treatment that costs less and that some professional can defend, the company will use this to deny the benefits the provider indicates are necessary.  And they take this position no matter how vehemently the provider and other providers might disagree, so long as they can hire someone or find some piece of research who will take this position despite the majority of medical opinion to the contrary.  

      
A good example is when someone is in therapy and the therapist, who has worked with the person for a significant period of time, believes that weekly therapy is definitely necessary.  The company will have a reviewer who believes that "brief" is the right kind of therapy.  This type of therapy may be appropriate for some small number of individuals and, therefore, is a legitimate therapy.  However, although it is not appropriate for all individuals, the reviewer, who has never met or talked with the patient, will indicate that only brief therapy is the appropriate therapy.  The company will then use that reviewer's opinion despite the view of the provider and the fact that the reviewer has not even spoken with the patient.

      
These denials may be easier to fight than when there is a specific exclusion.  However, because this language is in the contract, there may be some difficulty getting denied benefits; this will depend on the specifics of the situation.  Again, the services of an attorney may be helpful in getting benefits approved.

Getting through the appeals process:

1) Express your concerns to your provider. Your provider can reassure you that he or she shares your concerns.  And by making your provider aware of your concerns you will be communicating that you will not be willing to accept from the managed care company anything less than all the services you are entitled to and the care you need.

2) Go through the entire appeals process with your provider.  It is important that neither of you gives up.  Every time someone gives up, the managed care company makes money.  Speak to your provider and formulate a plan.  If you have an attorney, have your attorney speak with your provider so that they can find the best way to get you your benefits.

3) Make certain your provider is documenting everything he can about your treatment and how necessary it is for you.  A managed care company can more easily deny benefits if the need for them is not well documented.  Make certain your provider and his or her staff record every contact with the managed care company or HMO; have them get the name of the person they spoke with and the confirmation number of the call.  Then, if in the future, you should have to file a lawsuit, everything will be recorded.

Here are some things to remember in your fight to get what is rightfully yours:

1. You are entitled to the best possible health care.  Do not begin to believe that the HMO is correct.  Remember that HMOs are in the business of making money and not necessarily able to provide the best possible care to you.

2. Don't give up!  Just because the HMO says it will not pay doesn't mean it won't.  Appeal, fight in court, contact your legislator, representative, Senator, Governor, newspaper, local television station, and anyone who will listen.

3. Get your benefits booklet and read it!  It is crucial that you know what you are entitled to.  And it is better to discover what your benefits are before you need them.

4. Get your contract and read it!  Yes, there is a difference between your benefits booklet and your contract.  This will be the case when you have health insurance through your employer.  The benefits booklet is a description of the services the managed care company says it is offering you.  But the contract is between your managed care company and your employer and often provides for more benefits than is in your benefits booklet!

5. Get the medical care you need.  This may mean initially paying out of pocket for your care.  But it is always better to be healthy and fight.  And often, with the assistance of an attorney, you can recover the money you spent.  Also, if your care is expensive, there are many physicians who will understand your plight and offer their services at a lower rate.

6. Contact an attorney.  Remember that you are fighting for your rights.  The appeals process may be the only right to re-consideration of the initial denial that you have.  Having an attorney makes the company take you more seriously and becomes more concerned about making the correct decision.

7. If this is an emergency or an urgent situation, you may be entitled to an expedited appeal.  An expedited, or speedy appeal, is available if you need urgent care.  Check your benefits booklet or ask your HMO representative.  If you are told you have no such right, immediately contact an attorney.

8. Even if you have exhausted the appeals process, you still may be able to appeal.  If you did not have an attorney through the appeals process, retaining one after the process is completed may lead to the company granting another appeal.  Your attorney may be able to identify other necessary information regarding your appeal and indicate to the company that not all the necessary information was available on which to base a decision.

9. Speak to your provider.  Always express your concerns.  Have your provider and attorney speak and plan the best possible route to take.  Also, remember to ask your provider if he or she is bound by a gag clause.

10. Document everything.  Keep a diary.  Get everyone's name that you speak with.  Get a confirmation number of your call with any managed care representative.

11. If you or a family member is injured, contact an attorney.  Don't simply say that it's over and there's nothing to do.  Even though money won't make the injury go away, it can help you if your injury affects your employment or you need medical care in the future?

Other Resources

www.truemanlaw.com
www.familiesusa.org/managedcare/index.html
www.harp.org/
www.hmohardball.com/
