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ERISA requires that plan administrators providestoners with understandable
health plan documents. The present study ass#sseeadability and comprehensibility
of medical necessity and claims procedure clauses.Study 1, | collected 40 summary
plan descriptions from a diverse sample of emp®weid ran readability tests on the
medical necessity and claims procedure clausesteSon the Flesch Reading Ease,
Flesch Grade Level, and Fog Index indicated thattauses were, in violation of
ERISA’s disclosure requirement, written at readegels beyond those one might expect
the average plan participant to possess.

In Studies 2 and 3, employees read either originatdrafted versions of the
clauses that received low readability scores il Participants completed a
comprehension test regarding the clauses. Indiathes, participants’ overall
comprehension accuracy scores (.15 in Study 2Xhoh.Study 3) indicated that
participants did not understand the clauses. @onto hypotheses, participants who

received the redrafted versions of the clausesdigerform better on the



comprehension test than participants who receiveatiginal versions of the clauses
did.

In Study 3, employees read the clauses either@ading-to-learn or a reading-to-
do task. Contrary to hypotheses, participantb@réeading-to-do condition did not
perform better on the comprehension test thangpaatits in the reading-to-learn
condition. The strength of the medical necesdaintalso was manipulated in Study 3,
and patrticipants were informed that coverage fireament they sought had been
denied. Consistent with hypotheses, participamiewess likely to appeal a claim the
more they felt the health plan was procedurally &aid the more they were satisfied with
the health planl¥-.22,p<.001). In addition, participants were less likalyappeal a
claim the more they comprehended the health fdan-(24,p < .01), especially when
they had a weak clain®®¢.21,p<.05), R’=.34,F(4, 204)=26.04p<.001. Therefore,
better comprehension led to more appropriate agfeasions. Findings from this study
have implications for enforcing ERISA’s disclosueguirement and for reducing

healthcare expenditures by reducing the numbevaduits over plan coverage.
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Comprehension of Health Plan Language
for Denial of Benefit Claims

The federal government has elected to regulat@mherican healthcare industry
primarily through informing consumers of their rigland obligations regarding
healthcare coverage (Sage, 1999; Sage, 2003)eddyring healthcare insurers and
providers to disclose material information to patse the federal government has
attempted to increase consumer knowledge whileeptiog America’'s commitment to
patient autonomy and self-determination (Sage, L9B%closure requirements,
however, cannot have their intended consequendessuconsumers can understand and
implement the information they receive.

The present study explored consumers’ comprehensithveir rights regarding
denied healthcare benefits, which are governedéylisclosure requirements and civil
enforcement mechanisms of the Employee Retirenmeoite Security Act (ERISA). In
Study 1, health plan documents distributed to eygae of large corporations and
documents received by plaintiffs in recent litigaticoncerning denied benefits were
collected and submitted to readability formulas.Study 2, employees were tested on
their comprehension of their ERISA rights afterdieg either an original or redrafted
version of plan documents. In Study 3, employeasl plan documents either without
any a priori knowledge or knowing they had beenettooverage. Again consumers
were tested on their comprehension of their rigiftesr reading plan documents, and they

assessed the fairness of the appeal process.



ERISA

Approximately 63% of the population receive thezatihcare benefits from
employer-sponsored healthcare plans according@@ ROS. Census data. In recognition
of the growing number and economic impact of emgdolyenefit plans, Congress
enacted ERISA in 1974 to regulate employee persemefit plans and employee welfare
benefit plans, which include employer-sponsoredtheare plans (29 U.S.C. 88 1001-
1461). According to ERISA § 2(b), one of the pusg® of ERISA is to protect the
interests of heathcare plan participants and beiagfs by requiring the disclosure of
information and providing adequate remedies.

ERISA’s Disclosure RequirementSRISA 8§ 102(a) requires that plan
administrators provide plan participants and bereries with a summary plan
description (SPD) of the employee benefit plancakdingly, the SPD “shall be written
in a manner calculated to be understood by theageeplan participant, and shall be
sufficiently accurate and comprehensive to readgregiprise such participants and
beneficiaries of their rights and obligations untter plan” (29 U.S.C. § 1022(a)). Plans
may have a difficult time drafting SPDs becausedbeuments must serve two
conflicting purposes (Eddy, 1996). Because the 8RBt inform plan participants and
beneficiaries of their rights and responsibilitiegarding their healthcare plan, it must be
precise, which implies that it should be a techHracal comprehensive description.
However, the SPD also must be comprehensible togaéticipants and beneficiaries,
which suggests that it should be free of jargonlamds concise as possible. One
problem with SPDs is that it may be difficult fdap administrators to communicate

effectively through a written document alone thi@imation necessary for participants to
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make informed healthcare decisions (Medill, WielBarnstein, & McGorty, 2006; U.S.

Department of Labor, 2005).

The SPD typically explains, in three main sectionsat benefits will be covered
(Eddy, 1996). The first section, often referredsaoverage categoriesdentifies the
broad categories of services that the plan willecde.g., inpatient hospital services and
maternal care). The second sectimyyerage stipulationexplains whether participants
will have to share any of the costs of the servares how long they can utilize the
services. The third section, often referred to@serage criteriaattempts to distinguish
between the particular services that will be codevéhin a coverage category and those
services that will not be covered. Within theivetage criteria, SPDs often inform
participants that the healthcare plan will only €ower reimburse care that is “medically
necessary,” a term of art in health insurance eatgr(Bergthold, 1995; Hall &
Anderson, 1992). To determine whether plan adrmatisrs meet their obligations to
make SPDs understandable to the average planiparicselected clauses from actual
SPDs were submitted to readability formulas in $tud

Medical NecessityMedical necessity provisions are the primary legal
mechanism health plans use to limit the serviceg #ill cover to beneficial and cost-
effective treatments (Eddy, 1996). Although meldneessity provisions inform plan
participants and beneficiaries about what typesaoé will be covered (i.e., treatment
deemed medically necessary), they often fail tingedr describe the process or criteria
used to make the determination (Bergthold, 1998g&i & Bergthold, 2001). According
to Sage (2003), health plans use such broad tesmegdical necessity health

insurance policies “partly from the belief amondibmsurers and regulators that



unsophisticated consumers are incapable of unaelistamore detailed contractual
provisions” (p. 637).

Although no research has examined consumers’iabilib understand medical
necessity clauses, interviews with consumer reptasees and their treating physicians
revealed dissatisfaction with the amount, clautyljty, and accessibility of information
disclosed (Singer & Bergthold, 2001). Medical re=stty disputes are frequently
characterized by inconsistent administration anat gommunication (Sage, 2003;
Singer & Bergthold, 2001). Consumers and policyenakated improving
communication as the most effective and feasilidermenendation for improving medical
necessity practices (Singer & Bergthold, 2001 )oblRems obtaining care that Medicaid
enrollees or their physicians believed was medigadicessary was one of the most
frequent complaints in the Consumer Assessmeneafthl Plans Survey (Venus, Rector,
& Shah, 2003). The three sampled health planswed@oorer scores on the survey
when enrollees reported problems obtaining carethiey believed was medically
necessary. For two of the three plans, enrollepsrted problems obtaining care
believed medically necessary significantly mor@ofivhen they did not find or
understand written information from the plan, asipared to when they did find or
understand the written information.

A few studies have explored the prevalence andackeristics of medical
necessity appeals. In one study, archival anabfssppeals to employer-sponsored
healthcare plans revealed that 11% of retrospeappeals (i.e., appeals concerning
denial of reimbursement for services already ole@irmand 49% of prospective appeals

(i.e., appeals concerning denials of access tacamyvinvolved medical necessity
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disputes (Gresenz, Studdert, Campbell, & Hens@02® In retrospective appeals, plan

participants or beneficiaries sought treatment ghatiilization review already had
determined was medically unnecessary. Prospeapipeals primarily addressed whether
a treatment should be covered at all, whether tennative or more conservative
treatment should be tried first, or whether theation or intensity of the treatment was
clinically sufficient.

In another study, 37% of prospective appeals iresbimedical necessity disputes,
and 52% of those denials were reversed (Studd&tesenz, 2003). Nearly 30% of the
appeals dealt with surgical procedures (mostlyrigalsypass, breast alteration, and
removal of varicose veins), 24% concerned officesettations with specialists (mostly
dermatologists, orthopedic surgeons, and psycsig}yi20% regarded diagnostic tests
(mostly magnetic resonance imaging, bone density séeep studies), and 12% involved
disputes over denied treatment for scars or bdegjons. Therefore, most medical
necessity disputes concerned cosmetic or noneakaaitments. Due to the vague and
ambiguous nature of medical necessity and evidératet leads to disputes (Bergthold,
1995; Sage, 2003; Singer & Bergthold, 2001), tles@nt study focused on
comprehension of this provision in SPDs. In Stsdend 3, a medical necessity dispute
led to the opportunity to exercise ERISA civil erdement rights through a prospective
appeal.

ERISA’s Civil Enforcement Mechanisiifithe plan administrator denies a claim
for benefits, under ERISA § 503 the plan admintstranust provide the plan participant
or beneficiary with adequate notice in writing, ttegg forth the specific reasons for such

denial, written in a manner calculated to be undes by the participant.” Singer and
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Bergthold (2001) examined denial letters and fotlngin lacking information regarding

who made the decision, what reasons they had éodéision, what evidence they
considered for the decision, and what policies tqgylied toward the decision.
Interviewed consumers believed that more inforneatignial letters would increase
public trust in managed care.

ERISA 8§ 503 also requires that healthcare plarebésh a reasonable procedure
to review participants’ and beneficiaries’ appedigenied benefits (29 U.S.C. § 1133).
A plan’s SPD explains these procedures to partitgpand beneficiaries. Research
indicates that employer-sponsored health plangdatijte approximately 250,000 appeals
annually (Gresenz et al., 2002). Most plans regthat a plan participant or beneficiary
must exhaust the plan’s internal appeal procecweése they can seek external review
(Gresenz et al., 2002). It is imperative that garticipants and beneficiaries understand
the internal review process for two reasons. Fostirts may dismiss claims with
prejudice due to failure to exhaust the plan’s amstiative appeal procedurddrrow v.
Prudential Ins. Cq.2002;Diaz v. United Agricultural Employee Welfare BenhBfan &
Trust, 1995). Second, judges are generally limitecetaewing the documents that the
plan administrators had before them at the timb@benefit denialHirestone Tire &
Rubber Co. v. Brughl989). Because internal appeal procedures mapkcations on
later lawsuits, the present study assessed théipdime process at which participants
believe they should seek out legal advice. Stotlé Slain (1997) found that when asked
what they would do if they were harmed as a resfudt contracted for service, 46% of
undergraduate participants would seek legal acanck29% would handle the situation

themselves. SPDs are similar to contracts bedheseoutline the terms of an agreement
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between two parties, the plan administrator angtae participant. As a result, ERISA

statutes and litigation are driven by contract famciples.

In an effort to ensure that health plans are mdlgipsstified in denying benefits,
41 states and the District of Columbia require treslth plans submit their denied claims
to independent external review (Mariner, 2002) c&ese state laws vary on several
dimensions (e.g., what rules the reviewers musaunsevhether the reviewers’ decisions
are binding), they are beyond the scope of thiepamstead, the present study focused
on the federal mechanism for enforcing plan besnefiRISA § 502(a)(1)(B) allows
healthcare plan participants and beneficiariegitgylxivil suits against their plan
administrators to recover benefits due to them utigeeterms of the plan, to enforce their
rights under the terms of the plan, or to clarifgit rights to future benefits under the
terms of the plan.

ERISA litigation, which often favors the health pladministrator over the plan
participant, is premised on the assumption that pkaticipants and beneficiaries
comprehend the information they receive in the @RB), as a result, know their rights
regarding their health plan. The present studyrexad whether this presumption is
valid. Recent ERISA litigation suggests that thé@ten language of many SPDs may be
inadequate to satisfy the legal standard for ppeit understanding established under
ERISA (Aetna Health, Inc. v. Davil&2004;Pegram v. Herdrich2000;Rush Prudential
HMO, Inc. v. Moran2002). One of the underlying policy considerasidor ERISA’s
disclosure requirements is that well-informed emgpls can more effectively protect
their rights to plan benefits. However, if SPDs arritten above the reading ability of

the average plan participant, this objective cameatnet. The present study not only



determined the readability and comprehensibilit$$BDs but also whether the
comprehensibility of SPDs influenced participamistisions to exercise their right to
appeal coverage denials.

Comprehension

Research suggests individuals do not always regd tiocuments, and one of the
self-reported reasons individuals sign legal docuseiithout reading them first is their
perception that the documents are too difficulitnderstand (Wogalter, Howe, Sifuentes,
& Luginbuhl, 1999). A national survey conductedlmuis Harris and Associates (1995)
of 1,081 adults found that half of the insured oestents either did not read or merely
skimmed materials about their health plans (asl Gitelsaacs, 1996). Although getting
consumers to read documents governed by ERISAtisaty the present study focused
on the average person’s ability to comprehend tdosements if he or she did read
them.

According to the text comprehension theory of vajk Bnd Kintsch (1983), there
are three levels of comprehension. The most spievel of comprehension is called
thesurface structurgat this level, individuals encode words and pbasaand the
linguistic relations between them. Comprehensioth@textbasanvolves encoding the
semantic and rhetorical structure of the text. déepest level of comprehension is
called thesituation model At this level, individuals use their prior knadge to
elaborate on information provided by the text, #re&l integrate the new information into
their existing knowledge base. The completenesisen$ituation model determines
whether an individual merely will have memory fbettext or actually will learn from

the text (Kintsch, 1994). Wheretext memoryneans one can reproduce the text in some



form, text learningmeans one can apply the information from the ti@ novel
situation.. In Studies 2 and 3, participants negdlical necessity and claims procedure
clauses extracted from SPDs to form a hypothefiealth plan. They completed a
multiple-choice comprehension test on the clau3éss exercise in comprehension was
designed to assess participants’ text memory ofimétion provided by a health plan.
Because plan participants and beneficiaries may ttegr SPDs only when they
first receive them or after a dispute occurs, ttesent study examined comprehension
under both circumstances. In doing research ahatgbty and comprehension in
general, Duffy and Kabance (1982) distinguishedvbeh two types of reading tasks. In
areading-to-learntask, individuals attempt to store and retain imfation for use in the
future. Thus, when plan participants and benefesaread their SPDs when they first
receive them, they are engaging in a reading-totlesk. On the other hand, in a
reading-to-dotask, individuals read with specific objectivesigman to use their newly-
acquired information immediately. Plan particigaahd beneficiaries engage in reading-
to-do tasks when they revisit their SPDs once puieshas arisen. In the present study,
all participants engaged in a reading-to-learn taglarding portions of a SPD in Study 2.
In Study 3, half the participants engaged in aireptb-learn task and the other half
engaged in a simulated reading-to-do task regamglngons of a SPD. In the reading-to-
do task, participants were instructed that thealtheplan had determined care they had
requested was not medically necessary. Becaudmget-do tasks should prompt
individuals to pay greater attention to relevambimation, process information more
selectively, and engage in deeper integrationfofmation (Duffy & Kabance, 1982), |

expected comprehension would be better when paaitits had a priori knowledge that



10
benefits had been denied. Whereas the readingato-task may only result in text

memory, the reading-to-do task should encouragddarning. Text learning requires
deeper understanding of the subject matter saniatiduals can use newly acquired
information in novel environments (Kintsch, 1994s a result, participants in the
reading-to-do task should be better at using tladtih@lan language to answer the
multiple-choice question comprehension test.

Health Information and Individual Differencesn general, legal documents tend
to be difficult to read due to their length, comqlg, and technical nature (Hartley, 2000;
Wogalter et al., 1999). Documents governed by BRitay be particularly hard to
comprehend due to the technical nature of heakhofomrmation (Sage, 1999). In an
effort to control healthcare spending, the headdurance industry has turned to
consumer-driven healthcare (Robinson, 2004). frfugsement has shifted significantly
more responsibility to plan participants for demns concerning the utilization of
healthcare services. Plan participants may fimaate difficult to navigate consumer-
driven healthcare plans than traditional healthpéaias, and they may find it more
difficult to understand the benefits covered byirtpé&ans and the rights and
responsibilities they have under their plans (Megtial., 2006). Indeed, studies show
that a high percentage of Americans do not undedstaw healthcare plans operate,
which might be a prerequisite for understandingerdetailed processes such as benefit
denials (Edgman-Levitan & Cleary, 1996; Hibbard&nétt, 1997; Hibbard, Jewett,
Englemann, & Tusker, 1998; Isaacs, 1996; LubaliHa&ris-Kojetin, 1999; McCormack
et al., 2002). In addition, consumer-driven heatle presumes that plan participants will

use their health plan documents as a tool for na¢decision making, but only four to
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six percent of health plan participants trust theialthcare plan to provide the kind of

information (e.g., the cost and quality of prove)athey need to make informed decisions
about the utilization of healthcare services (EBRhmonwealth Fund, 2005). Plan
participants may be skeptical of the informatioavpded by their health plans due, in
part, to their inability to comprehend health ptlocuments, such as SPDs (Medill et al.,
2006).

Furthermore, consumers may struggle to comprehealihhinformation due to
their underlying characteristics (Sage, 1999). ebastudies have found that consumers’
knowledge of health insurance varies dependingdividual characteristics. Greater
knowledge of health insurance has been associatedigher education (Cafferata,
1984; Hibbard et al., 1998; Lambert, 1980; Marqu&33; McCall, Rice, & Sangl, 1986;
McCormack et al., 2002), higher income (Hibbardlet1998; Lambert, 1980; Marquis,
1983; McCall et al., 1986; McCormack et al., 20B&;e, McCall, & Boismier, 1991),
younger age (Cafferata, 1984; Lambert, 1980; Mc&dl., 1986), being White
(Marquis, 1983; McCall et al., 1986; McCormack let 2002), and being male (Lambert,
1980; McCormack et al., 2002). As a result, trespnt study asked participants to report
their demographic information. In addition, expee with the healthcare industry may
influence understanding of how health plans operklibbard and Jewett (1996) suggest
that the chronically or severely ill may assesdtheare services differently from healthy
consumers. Consequently, the present study asiseageipants’ experience with the
healthcare industry.

Perhaps more central to issues of comprehensidivjdaals may differ in their

health literacy. Functional health literacy measuronsumer ability to read and
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understand health information (Andrus & Roth, 200@yver 30% of English-speaking

Americans have inadequate or marginal health tiees measured by the Test of
Functional Health Literacy in Adults (TOFHLA) orefShort Test of Functional Health
Literacy in Adults (S-TOFHLA; Gazmararian et al99D; Gazmararian, Williams, Peel,
& Baker, 2003; Parker & Gazmararian, 2003; Williaetsl., 1995). For example, a
study assessing health literacy found that as raar§0% of consumers could not
understand standard consent forms for medical groes (Williams et al., 1995). The
Ad Hoc Committee on Health Literacy for the Courmril Scientific Affairs (1999)
conducted a comprehensive search of the healthdiditerature. Their research
indicates that even when controlling for such fests education level and
socioeconomic status, inadequate health literaagssciated with inferior understanding
of health-related information along with worse hiealess use of preventative health
services, and inflated healthcare costs. The agdertment of available health
information, including SPDs, cannot have its ineshéffect of informing and protecting
consumers if consumers lack the health literacessary to comprehend it (Bernhardt &
Cameron, 2003). The present study assessed thie lteaacy of a population of
employed adults and determined whether their héitdttacy related to their
comprehension of SPDs.

Readability of Healthcare InformatiorOne measure of comprehension is
readability assessments. Readability assessmamtsecused to show that drafters are
overestimating document readability (Hochhause®9).9 Gray, Cooke, and
Tannenbaum (1978) found over 77% of 1526 reseamchent forms, as measured by the

widely-used Flesch readability formula, were writtg the academic or scientific level.
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Several studies have examined the readability alicaéconsent forms. A study of 60

medical consent forms found that the average relfigtads the forms was only slightly
lower than readability scores for scientific medljoairnals, as measured by the Flesch
readability formula, and that 61% of the forms rieeg college-level reading ability, as
measured by the Fry Readability Scale (Morrow, }9&hother study found that the
mean reading level of 88 medical consent formsn@asured by the Fry Readability
Scale, was 13.4 years of schooling (LoVerde, Prodna& Byyny, 1989).

The present study assessed readability scoreg’fors8ctions on medical
necessity and claims procedure. Based on assetssaienedical consent forms and
surveys of plan participants, | expected to finak tiPDs were written above the reading
levels the average plan participant is likely tegess. A search of 61 institutional review
board websites found that specific readability dtads for medical consent forms ranged
from 5™- to 10"-grade reading levels (Paasche-Orlow, Taylor, &Bedi, 2003). A
finding that SPDs require high levels of readindigtcould be problematic given the
National Adult Literacy Survey'’s finding that 20 28% of the 191 million adults
sampled were functionally illiterate and anothe¥@@ad marginal reading skills (Kirsh,
Jungeblut, Jenkins, & Kolstad, 1993). Accordin@@®5 U.S. Census data, 16% of
adults age 25 or older have not graduated from $atjool.

Declarative and Procedural Knowledg&he present study not only assessed the
readability of a sample of medical necessity aathtd procedure clauses but also
directly measured comprehension by assessing heaidumers’ knowledge after
reading those clauses. Little research has exahpagicipants’ comprehension of their

legal rights based on written documents. Mortoth Green (1991) evaluated children’s
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and adolescents’ comprehension of terminologyedl& their rights as inpatients by

having participants define vocabulary words, paraph statements, and determine
whether paraphrased statements were accurate. r€oemsion was related to abstract
reasoning ability, decision-making ability, intgkince, and age. Tymchuk, Ouslander,
and Rader (1986) had elderly residents of a long-teare facility read or listen to
versions of a resident’s bill of rights and evatuathether rights were erroneously denied
or correctly claimed. Participants who receives shmplified language version of the

bill of rights demonstrated better comprehensi@ntparticipants who received the large
print, storybook, or videotape versions. The pmeséudy is the first to research plan
participants’ comprehension of their ERISA righBased on research concerning health
insurance knowledge and comprehension of infornoadent forms, | expected to find
that participants’ comprehension was low.

Because readability scores do not always accurpteljict objective
comprehension (Black, 1981; Duffy & Kabance, 1982¢, present study directly
measured comprehension by assessing health corslkmewledge of their rights after
reading SPDs. Several studies have examined cbems®n of jury instructions and
suggest a methodology for evaluating compreherdiather legal documents (Wiener,
Pritchard, & Weston, 1995; Wiener et al., 1998; Néieet al., 2004). Smith (1994)
examines two types of knowledgeleclarative knowledgevhich is meaning- and
content-based information stored as semantic cesiceghemata, scripts, or prototypes,
andprocedural knowledgevhich operates on the declarative knowledge dtoréong-
and short-term memory. Wiener et al. (1998, 2@34essed these two types of

knowledge in an effort to gain a more complete ustd@ding of comprehension of jury
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instructions. Declarative knowledge was measukeguestioning participants about

legal concepts, terms, definitions, and rules patliin the jury instructions. Procedural
knowledge was measured by asking participantsteraiéne whether a hypothetical
juror followed the jury instructions given the hypetical facts of a case. The present
study assessed patrticipants’ declarative and puvakkinowledge of their benefits and
their rights and responsibilities after readingulnents governed by ERISA. Because
declarative knowledge is memory for meaning- anteat-based information, it is
similar to text memory, which simply involves regduztion of text in some form
(Kintsch, 1994). Procedural knowledge, on the obiand, is similar to text learning
because it involves applying stored informatiom inovel way. Thus, procedural
knowledge may require a deeper level of comprebertbian declarative knowledge.
Improving ComprehensiorDue to complaints that legal documents are diffic
to read and comprehend, several states have teqgnte promote the incorporation of
plain language into legal documents (Black, 198bg4lter et al., 1999). For example,
researchers have demonstrated that the comprehesfgiary instructions can be
improved through redrafting (Charrow & Charrow, @9Elwork, Sales, & Alfini, 1977,
1982). Research focused on insurance informatdnrgormed consent forms may
provide insight into ways to improve the compreligiisy of SPDs. Researchers were
able to improve Medicare beneficiaries’ knowled§éheir healthcare coverage by
supplying beneficiaries with ldedicare & Youhandbook (McCormack et al., 2001;
McCormack et al., 2002). Harris-Kojetin, McCormagdkel, Sangl, and Garfinkel (2001)
interviewed and conducted focus groups with pupliahd privately-insured consumers

to gather suggestions for improving the comprelglityi of several insurance booklets.



16
They found that consumers wanted the insurancerialatéo be shorter, simpler, and

clearer.

Several studies have attempted to improve the cemepisibility of informed
consent forms. Young, Hooker, and Freeberg (1880)d that individuals scored higher
on a multiple-choice comprehension test when aarebeconsent form was written at a
lower reading level as compared to a higher readwel. The high reading level
consent form, which required grade level 16 readinifjty, was reduced to the sixth-
grade level, as measured by the Flesch-Kincaidatebiy formula, by using words with
fewer syllables, less technical jargon, and feveenglex sentences. Participants who
received the low reading level version reported tha consent form was easier to
understand than participants who received the fegting level version. Holding
reading level constant, shortening and removingibigom consent forms also has
improved their comprehension (Mann, 1984). MasawhWaldron (1994) increased
comprehension of several standard legal documergs (nortgages and bank loans) by
removing or replacing archaic words and legal teamd simplifying sentence structure.

In a series of experiments, Wogalter et al. (1%9@mined factors related to the
comprehension of legal documents. Participantlerfirst two studies suggested and
rated highly the following recommendations for ilmyging comprehension of legal
documents: decreasing technicality, giving explanat providing definitions, and
giving examples. Wogalter et al. were able to ionprcomprehension and readability of
a conventional consent form by enlarging the pshgrtening the length, changing the
tone from third to first person, and reducing tbehnical nature of the document.

Participants who received the improved consent fasrcompared to the conventional
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form, reported that they read it more carefullyderstood the form better, and were more

informed about their rights. These participantpptions were correlated with their
objective comprehension

The present study incorporated the mechanisms gexbloy Wogalter et al.
(1999) to improve comprehension of SPD provisioBased on the success of redrafting
other legal documents, | expected to find thatigi@ants would demonstrate greater
comprehension of health plan requirements and ERi§#s when they read a redrafted,
as compared to an original, SPD. Based on Duftykebance’s (1982) reasoning that
redrafting facilitates comprehension only when ezadire required to integrate and
organize the information (i.e., when they must samee the information or when they
must apply a procedure) and because appealingibdaefals is a procedural process, |
expected comprehension to improve more when ppatits engaged in a reading-to-do
task (i.e., when they knew a benefit had been dg¢mie opposed to a reading-to-learn
task.

One of the policy considerations underlying ERIS&i'sclosure requirement is to
make employers and insurers who sponsor plansrfest accountable for their
compliance with ERISA and the terms of their plagsnployers and plan administrators
may be motivated to improve the comprehension@f BPDs if plan participants and
beneficiaries’ decisions to appeal coverage deai@snfluenced by their knowledge of
their rights according to the terms of their headile plans. Increased comprehension
could lead to fewer appeals because participantdddkamow what to and what not to
expect from their plan administrators. On the otiend, increased comprehension could

lead to more appeals because participants woulbktter equipped to begin the appeal
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process. In Study 3, participants reacted to béerged healthcare benefits they sought

from a hypothetical health plan. | expected corhpnsion to influence participants’
decisions to appeal benefit denials, such thatgpaahts would make sounder appeal
decisions the more they understood the health pldhereas the multiple-choice
comprehension test was designed to assess pantgipaxt memory, the simulated
appeals process was designed to assess particigamisarning of the information
provided by a health plan (Kintsch, 1994). Theesp process required participants to
apply information they read from the health plath® novel situation of challenging the
health plan’s decision. Thus, successful comptediothe appeals process may require a
deeper understanding of the material than sucdessfupletion of the comprehension
test. The strength of the medical necessity claas manipulated. Participants either
had a strong or weak claim for appealing the hgalth’s decision to deny benefits. |
hypothesized that better comprehension would becegsd with an increased propensity
to appeal a strong claim and a decreased propdasagpeal a weak claim.

Plan Satisfaction.The decision to appeal benefit denials may be nhediiaot
only by comprehension of SPDs but also by satigfaatith the plan. According to
Sage (2003), “Public trust in the health care sydtas collective importance, and fair
deliberative procedures reassure individuals aswwoers, patients, and citizens that
health plans, even as private actors, are seekiegsmnable balance between access to
(or quality of) health care and its costs” (p. @22). Procedural justice concerns the
fairness of the process used to come to a deqi$idar, 1989). The present study
focused on participants’ satisfaction with the tealan and with the ERISA appeals

process.
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Because healthcare plans follow a procedure foyidgrbenefits, studies on

procedural fairness may provide insight into petiogs of health plans and the claims
denial process. Lind and Tyler (1988) proposed rimactions to decisions are influenced
by perceptions of procedural fairness, independeatitcomes. Control, neutrality,
social standing, and trust influence perceptionsro€edural justice (Tyler, 1989).
Control indicates that each side had an influemcthe decision, neutrality occurs when
decisions are made in an unbiased manner, trushdspn the relationship between the
individual and the authority figure making the dgen, and social standing reflects an
individual's assessment of their status in the grotyler (1989) suggests that
individuals will perceive decisions as fairer witery have some choice and voice in the
decision-making process.

Hughes and Larson (1991) extended the principfga@tedural fairness to the
healthcare setting. Participants rated the praegdairness of prescription selection
when a physician either asked or failed to askteips preferences regarding several
characteristics of the medication. Hughes anddrafsund that participants rated the
prescription decision as more fair when the patread given the chance to voice his
preferences, independent of the outcome of thesieci

Murphy-Berman, Cross, and Fondacaro (1999) askeltisaehrolled in health
plans to recall a time over the past 12 months whein healthcare administrator made a
decision regarding the care they were able to vecelfter describing this experience,
respondents reported their perceptions of the piioed fairness of the situation.
Respondents who rated the situation as more proakgdtair expected to have a better

relationship with their health plan administratorhave a closer relationship with their
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health plan group, to have more status in theilthgdan group, and to feel better about

themselves.

To improve participant satisfaction with their bgblans, the Ethical
Fundamental Obligations Report Card Evaluationgamm suggests that coverage
decisions ought to be transparent, participatajyjtable and consistent, sensitive to
value, and compassionate (Wynia et al., 2004).e&eb suggests that individuals are
more likely to accept undesirable outcomes whew pleeceive the process that generated
the outcomes as fair (Lind & Tyler, 1988). If indluals perceive a decision-making
process as unfair, they may be more likely to tdteon against the decision. Skarlicki
and Folger (1997) investigated the relationshipvbeh workers’ perceptions of
procedural fairness and organizational retaliatiehavior. They found that perceptions
of procedural fairness did not influence claimirghavior. In a study of workers’
compensation claims, Roberts and Markel (2001)sasskperceptions of fairness shortly
after company physicians reported an injury andyaa later. Again, perceptions of
procedural fairness did not influence claiming heta

The present study determined whether this findixtgreded to the decision to file
ERISA denial of benefit claims. Perhaps, proceldiaieness factors relate to perceptions
of procedural fairness but do not predict behavibine present study measured both
perceptions of procedural fairness and appeal bhehaln spite of Skarlicki and Folger’s
results and Roberts and Markel’s findings, | expegarticipants to appeal denials more
often when they perceived the decision-making p®es procedurally unfair and
reported being less satisfied with the health plemaddition, | expected comprehension

to influence participants’ perceptions of the healian, but it was unclear in which
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direction. Increased comprehension could leadeaatgr plan approval because

participants would know what to and what not toeotdgrom their plan administrators.
On the other hand, increased comprehension coatbttemore dissatisfaction because
participants would realize the limitations of thealth plan coverage and the
administrative obstacles they would have to oveetoget the results they wanted.
Present Study

The present study explored consumers’ comprehenditheir benefits and their
rights and responsibilities regarding denied health benefits and investigated
consumers’ perceptions of fairness and decisiofeprces in hypothetical situations
where coverage had been denied. In Study 1, thikcalenecessity and claims procedure
clauses of SPDs were analyzed using readabilitpditas. Based on assessments of
medical consent forms, | expected to find thatefeBD clauses were written at reading
levels beyond those one might expect the averageparticipant to possess.

In Study 2, employees were tested on their commsabe of their rights after
reading either original or redrafted versions ofimal necessity and claims procedure
clauses. Participants also completed a healttadiyetest and reported their personal
health history and insurance status. | hypothddizat employees with higher health
literacy and more experience with the healthcadestry would demonstrate greater
comprehension than employees with lower healthalitg and less familiarity with the
healthcare industry. More importantly, | expededind that participants who received
the redrafted clauses would demonstrate better pgimepsion than participants who

received the original clauses would.
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In Study 3, employees either read plan documerttsowi any a priori knowledge

(reading-to-learn) or knowing they had been denicerage (reading-to-do). Claim
strength was manipulated as well. Participantewested on their comprehension of
their rights after reading plan documents, and tiepprted their satisfaction with the
health plan and the appeals process. | expectagretension to be better for the
redrafted clauses, as compared to the originakelguand for the reading-to-do task, as
compared to the reading-to-learn task. | also ebggecomprehension, perceptions of
fairness, and the strength of the claim to prettiietdecision to appeal. | hypothesized
that better comprehension would be associatedamitimcreased propensity to appeal a
strong claim and a decreased propensity to app&abk claim. | also expected
participants to appeal the plan administrator'ssien more often when they perceived
the decision-making process as procedurally uafair when they were less satisfied
with the health plan.
Study 1

Method

Materials. As part of a larger project (Medill et al., 2006at examined six types
of clauses in SPDs, | collected and tested the caédecessity and claims procedure
clauses from 40 health plan SPDs. The study samgieded a diverse geographic range
of employers from across the United StatBsth large employers and small employers
representing a variety of industrial sectors wantuded in the study sample. The study
sample included both healthcare plans sponsoredsiiygle employer for its workers and
multiemployer healthcare plans sponsored jointleimployers and labor unions for

collective bargaining unit employees. The studygia also included different types of
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healthcare plans, including traditional indemnigalthcare plans offered through

insurance companies, employer self-insured heakhaans with a third party
administrator and a utilization review manager, ag@d care plans, and one high-
deductible healthcare plan with a correspondindtheavings account feature.

The majority of the SPDs were obtained by condgcéimandom search of the
internet. SPDs also were obtained from employdes participated in plans. A few of
the SPDs were obtained from attorneys who had septed plan participants in recent
federal court litigation where the language of 8D was related to the issue in dispute.

Procedure. Two experts in ERISA coded each SPD. A law sthoafessor with
a combined total of fourteen years of private lggaktice and academic research
experience with ERISA coded all of the SPDs ingample. Three other expert readers,
with 3.5 to 6 years of private legal practice exgrare with ERISA, each coded a portion
of the entire sample set of SPDs. All four codeesconsidered experts on ERISA-
regulated healthcare plans by their peers in tij& lgrofession.

Each expert reader received a detailed codinguictstn book (see Appendix A
for general and specific instructions for the matlieecessity and claims procedure
clauses) that outlined the criteria for the redderse in determining what language in the
SPD should be identified as part of a clause. cdueng instruction book included the
legal definition and function of the clause alonigfvappropriate citations to the relevant
statutory provisions of ERISA. The coding instrantbook gave specific guidance to
the expert readers regarding what language shauidduded as part of the clause. The
coding instruction book also told the expert readenat language should be excluded

from relevant clauses when appropriate.
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| assessed the readability of the medical neceanifyclaims procedure clauses

that were identified by the expert readers. Beealisof the readers are considered
experts on ERISA-regulated healthcare plans, amyulage that was identified by an
expert reader as part of a tested clause was setjera readability assessment. This
procedure guaranteed that the portions of the SF&svere analyzed for readability
were maximally inclusive and did not depend onjtliggments of a single expert reader.

Inter-rater reliability. However, | did calculate inter-rater agreement agnibie
expert coders. The primary coder served as tmelatd for calculating agreement with
each of the three secondary coders. | computezbagmt as the number of paragraphs
that both raters marked off for a given clauseidgigt by the total number of paragraphs
that either coder marked as part of that clauseilldstrate this procedure, assume that
the first expert reader identified 10 paragraphsaastituting a claims procedure clause
and the second expert reader identified 9 paragraphe two expert readers agreed
upon 8 paragraphs (i.e., they both marked off #mees8 paragraphs), but they disagreed
on three others. For this clause, the inter-rageeement would equal 8/11, or 72%. If
the coders agreed that a particular plan lackederyant clause, agreement was
assigned a value of 100% for this analysis.

For medical necessity clauses, inter-rater religbgnoring differences across
SPDs in the number of observed paragraphs was 824 31%) and inter-rater
reliability weighing the number of observed pargipmawas 31%. For claims procedure
clauses, inter-rater reliability ignoring differescin the number of observed paragraphs
was 83% ED = 24%) and inter-rater reliability weighing the nipen of observed

paragraphs was 85%. Although medical necessitiseawere substantially more
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difficult to identify reliably than claims procediclauses, these results indicate that

overall even trained ERISA experts struggle taatdi determine the language in SPDs
that describes the benefits covered by the plarttm@articipant’s rights and
responsibilities under the plan (Medill et al., BDOAs described above, to maximize
inclusiveness, any language that was identifiedrbgxpert reader as part of a tested
clause was included in the readability analysis.

Measures.The medical necessity and claims procedure clauses submitted to
three widely used readability measures: the FI&sdding Ease formula, Flesch Grade
Level formula, and Fog Index. The Flesch ReadiageHormula yields a readability
score between 0 and 100 with lower scores indigatie material is more difficult to
comprehend (Flesch, 1948). The formula for the¢HeReading Ease score takes into
account average sentence length and average nafndgdlables per word. The resulting
scores are associated with grade levels (e.g.,9&0lege graduates; 30-50 = college
years; 50-60 = 112" graders). The related Flesch Grade Level indicgite minimum
education level required for the reader to be ablenderstand the document (Kincaid,
Fishbume, Rogers, & Chissom, 1975). The formutdte Flesch Grade Level is also
based on average sentence length and average nahdyHiables per word. The Flesch
Grade Level formula uses different coefficientarirthe Flesch Reading Ease Formula,
and the output is stated in terms of grade leVéle Fog Index uses different indicators to
measure language complexity. The Fog Index weighs$otal number of words, words
of three or more syllables, and sentences (Gund®§g). Commentary accompanying

the Fog Index recommends that technical mater@lilshscore no higher than 14,
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business material should score no higher thanri®ckerical material should score no

higher than 8 (Thomas, Hartley, & Kincaid, 1975).
Results and Discussion
The results of the readability analyses are séh farTable 1 for the medical

necessity clauses and Table 2 for the claims proeedauses.

Table 1. Average Objective Readability of Medisigicessity Clauses

M SD Range
Flesch Reading Ease 324 7.8 15-50
Flesch Grade Level 13.0 1.8 9.9-17.2
FOG Index 16.0 21 10.9-20.9

Table 2. Average Objective Readability of Clairnededure Clauses

M SD Range
Flesch Reading Ease 47.6 8.3 31-65
Flesch Grade Level 11.3 2.1 7.4-16.4
FOG Index 13.9 2.2 9.7-18.9

Consistent with assessments of medical consentsfdrfaund that both types of
clauses were written at reading levels beyond tbogemight expect the average plan
participant to possess. The Flesch Reading Eaaa ofe82.4 for medical necessity and

47.6 for claims procedure indicates that the laggua the clauses tested is written at a
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college reading level. The related Flesch GradeeLimdicates that the minimum

education level required for the reader to be ablenderstand the language of the
average clause is 13.0 for medical necessity arIftf claims procedure (with 12 being
equivalent to a high school degree). The Fog Inde&n of 16.0 for medical necessity
and 13.9 for claims procedure is at or higher tih@recommended level for technical
material (14) and higher than the recommended levddusiness material (12; Thomas
et al., 1975).

These findings indicate that some SPDs may not bowmigh ERISA § 102(a)’s
requirement that SPDs “shall be written in a mamadeulated to be understood by the
average plan participant” (29 U.S.C. § 1022(aprtlkermore, the federal law’s purpose
of providing participants and beneficiaries withi flisclosure of relevant information
concerning their health plans may be frustratetheyhigh level of reading ability needed
to understand SPDs. Although ERISA does not detaistandards by which
understanding should be measured, it does redwateSPDs be understandable to the
average employee. To date, the reading abilith@faverage employee has not been
determined. However, the National Adult Literagyn&y found that 20 to 23% of adults
are functionally illiterate and another 26% havegnal literary skills (Kirsh et al.,
1993). Furthermore, 16% of adults age 25 or didee not graduated from high school
according to 2005 U.S. Census data.

The finding from the present study that some SRQsire college-age reading
ability, if replicated, could have serious implicets. Because this finding is based on a
small sample of SPDs, these results should bepirgtiexd with caution. Nevertheless,

SPDs are the primary source of information foripgrants in employer-sponsored
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healthcare plans. In this age of consumer-driveaithcare, it is critical that individuals

be able to understand the benefits covered by piens and the rights and
responsibilities they have under their plans. Altmese lines, many institutional review
boards require that medical consent forms be wriited’- to 16"-grade reading levels
(Paasche-Orlow et al., 2003). The present studigates that some SPDs are written
well above this standard and likely fail to meetl&R's requirement that SPDs be
understandable to the average plan participant.
Study 2

In Study 2, employees read either original or riéddaversions of medical
necessity and claims procedure clauses. Partisipeare tested on their comprehension
of the clauses, and they completed a health Iyetest. Participants also reported their
personal health history and insurance status.potingesized that employees with higher
health literacy and more experience with the healindustry would demonstrate
greater comprehension than employees with lowdthk@racy and less familiarity
with the healthcare industry. More importantlgxipected to find that participants who
received the redrafted clauses would demonstraterlm®mprehension than participants
who received the original clauses would.
Method

Participants. Employed adultsN = 400), who had volunteered to participate in
web-based research through www.studyresponse.cers, necruited through an email
which contained a link to the study website. Rgréints who completed the study were

entered into a lottery to receive gift certificatestheir participation. Of the 400
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employed adults recruited to participate in thegt @8 individuals (22%) completed the

study.

Materials. | chose the clauses for Study 2 and 3 basedeorettdability scores
found in Study 1. Reliability analyses on z-scdrem each readability measure (i.e.,
Flesch Reading Ease formula, Flesch Grade Leveidta, and Fog Index) produced
alpha coefficients of .94 for the medical necessi&yses and .98 for the claims
procedure clauses. These results demonstratthtésst three indicators of readability
were measuring the same construct. A single stdrst@re was created by computing
the average of the transformed readability scores.

For each clause, the standard scores were dividedjuartiles. To increase
generalizability, two medical necessity and twarngprocedure clauses that were
representative (e.g., average word count, contaatesctions of the clauses) of each
type of clause were chosen from the 10 medicalgs#tgeand 10 claims procedure
clauses with the poorest readability scores.

To create the redrafted clauses, complex sentemeesbroken up into simpler
sentences, long words were made into shorter wirdgpne was changed from third to
second person, and the technical nature of therdeits was reduced by eliminating
jargon (Wogalter et al., 1999). Although read#&jp#icores are also dependent on word
count, it is difficult to reduce word count withoclianging meaning, so | attempted to
keep the word count similar for the original andredted versions. The redrafted clauses
also were improved in ways, such as enlargingdhg feordering the text, and indenting
subcategories, that would not change the readabdiires. The original and redrafted

clauses are presented side by side in Appendixi®ywgh the redrafted clauses were
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displayed in a larger font than the original claause the website, the redrafted and

original clauses are presented in the same foatisiAppendix B for ease of

comparison. A professor of ERISA law compareddhginal and redrafted documents
to ensure the substantive content had remainesktine. The readability scores for the
original and redrafted clauses are presented iteTafor the medical necessity clauses

and in Table 4 for the claims procedure clauses.

Table 3. Objective Readability of Selected MedMatessity Clauses

Plan 1 Plan 2
Original Redrafted Original Redrafted
Flesch Reading Ease 28 37 21 37
Flesch Grade Level 14.3 12.6 14.4 115
FOG Index 17.2 155 17.0 14.0
Words 859 900 774 776
1 syllable 446 490 395 427
>3 syllables 226 208 241 201
Difficult Words 202 186 202 165
Syllables 1618 1617 1543 1432

Sentences 44 50 47 57
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Table 4. Objective Readability of Selected ClaiPnscedure Clauses

Plan 1 Plan 2
Original Redrafted Original Redrafted
Flesch Reading Ease 31 50 34 47
Flesch Grade Level 16.4 11.5 15.5 12.0
FOG Index 18.9 14.2 18.3 14.7
Words 2635 2656 1772 1834
1 syllable 1566 1721 1075 1171
>3 syllables 525 449 350 313
Difficult Words 458 386 313 280
Syllables 4526 4247 3024 2983
Sentences 88 126 63 85

Procedure.Participants were randomly assigned to one of énsiens of the
clauses (original v. redrafted). They read oneigatecessity and one claims
procedure clause. Participants completed the siudythe internet. After providing
informed consent, participants were instructecetrthe sections of a Health Plan as if
they were members of the Health Plan. They wdognmed they would be questioned
about the Health Plan and the Health Plan woulavadable for them to refer back to.

After reading the medical necessity and claims @dace clauses, participants

answered demographic questions.
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As a manipulation check, participants rated thgreament with the following

statements on 5-point scales, ranging frorsto(igly disagregto 5 Gtrongly agreg (1)
the Health Plan sections on coverage (medical sggesere easy to understand; (2) |
understood the Health Plan sections on coveragdi¢alenecessity); (3) the Health Plan
sections on claims were easy to understand; anduf@erstood the Health Plan sections
on claims.

Then, participants completed a comprehension teti@Health Plan (see
Appendix C), during which they were able to refackto the clauses. The questionnaire
assessed declarative knowledge (e.g., when iscoaedered medically necessary?) and
procedural knowledge (e.g., do participants hawextwaust the plan’s administrative
appeal process?) through multiple-choice questiégithough the questions set out in
Appendix C are grouped by clause and question thgegrder of questions presented to
participants was mixed.

Based on Wiener et al.’s (1998, 2004) methods oresgs to the comprehension
test were coded as follows: correct responses @its incorrect responses (misses) = -1,
andl did not understand the Health Plan material redjag this questioiido not know)
responses = 0. This method of calculation rewahilsg neutralizedlo not know
responses, and penalized misses. Accuracy avecagkksrange from 1.00 (all hits) to -
1.00 (all misses). | calculated an overall compredion accuracy score and subscale
comprehension accuracy scores. Each subscalewsaerealculated by summing up the
scores of the items on that subscale and dividynipé total number of items on that

subscale.
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Following the comprehension test, participants cetegd the reading

comprehension section of the short version of thgt ©f Functional Health Literacy in
Adults (S-TOFHLA; Baker, Williams, Parker, Gazmaaar, & Nurss, 1999; see
Appendix D). The comprehension section of the S~HIOA has internal consistency (
=.97) and is strongly correlated=< .81) with the Rapid Estimate of Adult Literacy in
Medicine (REALM), similar to the full version of hTOFHLA { = .84; Baker et al.,
1999). For this test, participants read proseggesswritten at grade levels of 4.3 and
10.4, as measured by the Gunning-Fox index. Thegages are instructions for
preparation for an upper gastrointestinal tractog@ph procedure and the patient
“Rights and Responsibilities” section of the Mediicapplication, respectively.
Comprehension is measured by a 36-item test usagbdified Cloze procedure; that
is, every fifth to seventh word in the passagesigsing, and participants must choose
from four multiple choice options. Correct respesmseceive one point, and incorrect
responses receive no points. Scores from 0O todi6ate inadequate health literacy, such
that individuals will often misread the simplestteréls, including prescription bottles
and appointment slips. Scores from 17 to 22 india@arginal health literacy, such that
individuals will perform better on the simplestkadut will have difficulty with more
complex material, including insurance informatidioat their rights and responsibilities.
Scores from 23 to 36 indicate adequate healthatitgrsuch that individuals will
successfully complete most tasks necessary toitumict the healthcare setting but may
have difficulty with materials written above the™@rade reading level.

Then participants provided information about thealth history. Participants

were asked to rate their health status as pooygaod, or excellent. Participants were
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asked whether they have at least one chronic disedeether they were hospitalized for

inpatient or outpatient treatment in the last yaad if hospitalized, how many days they
were hospitalized. Participants also were askeethén they have seen a doctor in the
last two years; if so, how many doctors they haangn the last two years; and whether
they have seen a specialist in the last two years.

In addition, participants were asked questions eoning their health insurance
status. Participants indicated whether they haadtih insurance, whether they have
privately-funded health insurance (e.g., HMOs, PR&esfor-service), whether they have
publicly-funded health insurance (e.g., Medicaig&gditare), whether they have health
insurance through their employer or a family merisbemployer, and whether they have
supplemental health insurance. If they had hea#trance, participants reported the
number of years they have had health insurancdicipants also were asked whether
they have sought pre-authorization for coveragensiied a pre-service claim, submitted
a post-service claim, appealed a denial of covet@gigeir health plan, or appealed a
denial of coverage through a lawsuit.

Results and Discussion

Participantsl = 6) who spent less than five minutes answerindystjuestions
were excluded from data analyses, leaving 81 paaiits. There were 36 participants in
the original clause condition, and 45 participantshe redrafted clause condition.
Participants dropped from data analyses were nog tileely to be in the original clause
condition than in the redrafted clause conditig(l, N = 87) = .07p = .79. Participants
included in analyses spent an average of 1040dahds (~17 minuteS§D= 1768.61)

answering questions. The demographic characteisfithe 81 participants included in
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subsequent analyses are presented in Table 5e Waaronly one difference in

comprehension across demographic groups. Oldéacipants had better
comprehensiorm(81) = .37 ,p < .01, which is inconsistent with the finding tlgméater
knowledge of health insurance has been associatedeunger age (Cafferata, 1984,
Lambert, 1980; McCall et al., 1986). Because 96a3%articipants demonstrated
adequate health literacil(= 34.10,SD= 3.66, Range = 13-36) as measured by the S-

TOFHLA, | was not able to use health literacy ibhseguent analyses.

Table 5. Participant Demographic Information

Gender 35.9% men

Race 82.7% Caucasian

Age M = 40.31 years

Education 51.9% some college or more
Household Income 43.8% less than $50,000
Work for pay 97.5%

Work > 30 hrs a week 86.4%

States represented 29

Plan Differences.To determine whether the clauses from Health Plandl2
could be combined for analyses, | compared theesoam the appropriate comprehension
subscales for each Plan. For the medical necedaiges, scores of participants who
received the original version of PlanM € .14,SD= .42;M = -.10,SD = .38) did not

differ on the declarative and procedural questidrssales from scores of participants
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who received the original version of Plan\ € .28,SD= .33;M = -.14,SD = .36),ts(1,

34) = 1.10, .33ps = .28, .74. Scores of participants who recethededrafted version of
Plan 1 M =.23,SD=.36;M = .06,SD=.31) did not differ on the declarative and
procedural question subscales from scores of gaatits who received the redrafted
version of Plan 2Ml = .31,SD=.32;M = .06,SD = .39),ts(1, 43) = .75, .09s = .46,

.93. Because scores on the declarative and proadegliestions did not differ depending
on whether participants read the medical neceskityse from Plan 1 or Plan 2, the Plans
were collapsed for analyses.

For the claims procedure clauses, scores of paatits who received the original
version of Plan 1Nl = .05,SD=.16;M = .39,SD = .25) did not differ on the declarative
and procedural question subscales from scoresro€ipants who received the original
version of Plan 2Ml = .02,SD= .33;M = .35,SD=.26),ts(1, 34) = .31, .54)s = .76,

.61. Scores of participants who received the fezttasersion of Plan 1M = .05,SD =
.31;M =.31,SD=.31) did not differ on the declarative and paha@l question
subscales from scores of participants who receivededrafted version of Plan & &
12,SD=.44;M = .21,SD= .28),ts(1, 43) = .61, 1.1&§s = .54, .25. Because scores on
the declarative and procedural questions did rfteérdilepending on whether participants
read the claims procedure clause from Plan 1 or Bl#he Plans were collapsed for
analyses.

Manipulation ChecksTo test whether participants detected a diffezanche
readability of the original and redrafted claugdssts were used to examine perceptions
of understandability. Participants were askedate how easy it was to understand the

clauses and how well they understood the clausesthe medical necessity clauses,
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participants in the redrafted clause conditibh=3.40,SD = 1.12) did not rate the clause

they read as any easier to understand than ditipartts in the original clause condition
(M =3.36,SD=1.05) did{t(1, 79) = .16p = .87,d = .04. Similarly, participants in the
redrafted clause conditioM(= 3.60,SD = 1.07) did not claim that they understood the
clause they read any better than did participantse original clause conditioM(=
3.64,SD=.87) did t(1, 79) = .18p = .86,d = .04.

For the claims procedure clauses, participantsarrédrafted clause conditiol (
= 3.16,SD=1.15) did not rate the clause they read as asieeto understand than did
participants in the original clause conditiovi € 3.37,SD= 1.06) didt(1, 78) = .86p =
.39,d=.19. Similarly, participants in the redrafteduse conditionN] = 3.38,SD=
1.09) did not claim that they understood the clabsg read any better than did
participants in the original clause conditiovi € 3.58,SD=.94) did,t(1, 79) = .90p =
.37,d=.20.

Because the manipulation check failed when pasdrtip saw only one version of
the clauses, | ran a post-hoc study to establattiie redrafted clauses were more
readable than the original clauses when particgeedd both versions. Undergraduates
(N = 25) and employeedl(= 21) were instructed to compare the readabifithe
original and redrafted clauses. Participants waren one of the versions (original or
redrafted) of either Plan 1 or Plan 2’'s medicalessay clause followed by the other
version; the order of presentation was counterloaidn Then participants were asked to
rate which clause was easier to read on a 7-poakt sranging from 1Glause A was
much easier to regdo 7 Clause B was much easier to r¢aand which clause was

more understandable on a 7-point scale, ranging frdClause A was much more
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understandableto 7 Clause B was much more understandpablarticipants also were

asked to rate which clause they found preferabla @+point scale, ranging from 1
(Strongly prefer Clause)Ao 7 Strongly prefer Clause)B On all the scales, 4 was
labeledNeutral Then, participants repeated the same proceditineone of the versions
(original or redrafted) of either Plan 1 or Plas 2laims procedure clause.

Because the reliability coefficients for the thopeestions was high regarding the
medical necessity clausas=£ .94) and the claims procedure clauses (90), the
measures were combined into one readability indéhe ratings for each of the questions
and the combined readability index are presentddbie 6 and 7. As reported here,
higher scores indicate that the redrafted clausse @asier to read, easier to understand,

and more preferable.

Table 6. Average Subjective Readability of Medidakessity Clauses

Plan 1 N =23) Plan 2N = 23) Totall = 46)
M (SD) M (SD) M (SD)
Readable 6.00 (1.48) 5.22 (1.70) 5.61 (1.63)
Understandable 5.83 (1.83) 4.87 (1.52) 5.35(1.73
Preferable 6.04 (1.58) 5.48 (1.70) 5.76 (1.65)

Readability Index 5.96 (1.54) 5.19 (1.56) 5.558)
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Table 7. Average Subjective Readability of ClafPmecedure Clauses

Plan 1 N =22) Plan 2N = 23) Totall = 45)
M (SD) M (SD) M (SD)
Readable 5.73 (1.61) 5.57 (1.70) 5.64 (1.64)
Understandable 5.41 (1.22) 5.65 (1.47) 5.53 (1.34
Preferable 5.77 (1.41) 5.78 (1.35) 5.78 (1.36)
Readability Index 5.64 (1.32) 5.67 (1.37) 5.638)

The means indicate that participants rated theafesdt clauses on average as
slightly to somewhat more readable, understandable preferable than the original
clauses. There were no significant differences/ben Plan 1 and Plan 2 for the medical
necessity clauses or the claims procedure clausesndependent t-test was run
comparing the readability index score to the népinant (i.e., 4) on the scale of the pilot
guestions. The t-test revealed that participaatesdrthe redrafted clauses as more
readable than the original clauses for both theicaédecessity clausefl, 45) = 6.74p
<.001,d = 2.00, and the claims procedure claugds44) = 8.35p <.001,d = 2.49.
These findings indicate that, despite the manipratheck failure, the redrafting did
affect the clauses’ readability and comprehensbili

Redrafting. In Study 2, participants completed a comprehen@snto
demonstrate their understanding of the medicalssityeand claims procedure clauses.
The mean overall comprehension accuracy scoresalo®st items was .15D=.20),

which indicates that participants made slightly encorrect responses than incorrect
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responses. Although .15 is not very far abovecttance level of zero, an independent t-

test showed that this difference was significgut, 80) = 6.78p < .001,d = 1.52. On
average, 52.98% of participants’ responses wese 3in68% were misses, and 9.34%
weredo not knowanswers. Thus, participants demonstrated poopoeimension of their
benefits and their rights and responsibilities rdoey the Health Plan. This result is
similar to the poor comprehension (.21) found irevér et al.’s (1998) Juror
Comprehension Survey, where 56% of participanspoases were hits, 33.5% were
misses, and 10.5% wede not knowanswers.

| hypothesized that participants who received durafted clauses would
demonstrate better comprehension than participambsreceived the original clauses. A
repeated measures ANOVA was performed with claubgst (i.e., medical necessity
and claims procedure) and knowledge type (i.e ladattive and procedural) as within-
subjects factors and clause (original v. redrafteddhe between-subjects factor. The
ANOVA revealed no main effect for clause(l, 79) = .93p = .34,r]p2 =.01.
Inconsistent with predictions, redrafting did noprove comprehension. This finding is
discussed further with results from Study 3.

There was a significant main effect for clause salpF(1, 79) = 6.48p < .05,n,”
= .08, such that participants had better knowlddgénhe claims procedure clausds (
=.18,SD= .24) than for the medical necessity claus¢s(11,SD=.26). This finding
suggests that the claims procedure questions magylbeen easier than the medical
necessity questions. There was a significant 2iw@yaction between clause subject
and knowledge typds(1, 79) = 64.97p < .OOl,r]p2 = .45; the means for the different

subscales are presented in Table 8.
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Table 8. Scores on Comprehension Test Subscales

M SD Range
Medical Necessity
Declarative .25 .35 -71-71
Procedural -.02 .36 -.71-.86
Claims Procedure
Declarative .06 .33 -.78-1.00
Procedural 31 .28 -.56-.89

Participants were more accurate when medical niégeggestions were directed at
declarative knowledge rather than procedural kndgaet(1, 80) = 4.99p < .001,d =
1.12, and when claims procedure questions weretdteat procedural knowledge rather
than declarative knowleddél, 80) = 5.66p < .001,d = 1.27. This finding makes sense
given the nature of the clauses; medical neceskityses contain content-based
information, and claims procedure clauses contaptieations of concepts. Wiener et al.
(1998) also found differences in participants’ coely@nsion of jury instructions
depending on question type, such that particippetrmed better on declarative
knowledge questions than on procedural knowledgstipns.

In addition, there was a significant 2-way intel@ttetween clause subject and
clauseF(1, 79) = 4.60p < .05,r]|o2 = .06. Redrafting improved comprehension for the

medical necessity clauségl, 79) = 2.01p < .05,d = .45, but not for the claims
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procedure clausef}l, 79) = .40p = .69,d =.09. The average scores for the clause

subjects and the subscales as a function of cknesghown in Table 9.

Table 9. Scores on Comprehension Test Subscakef@sction of Clause

Original N = 36) RedraftedN(= 45)
M (SD) M(SD)
Medical Necessity .05 (.27) .16 (.24)
Declarative .23 (.37) .26 (.34)
Procedural -.13 (.36) .06 (.34)
Claims Procedure .20 (.21) .17 (.26)
Declarative .03 (.28) .08 (.37)
Procedural .36 (.25) .26 (.30)

There also was a significant 3-way interaction leetvclause subject, knowledge type,
and clausef-(1, 79) =5.20p < .05,r]p2 =.06. | hypothesized that participants in the
redrafted clause condition would perform betteabof the comprehension subscales
than participants in the original clause conditravuld. Follow-up t-tests revealed that
participants’ comprehension on the medical necedsitlarative questions subscd(&,
79) = .42p = .67,d =.09, the claims procedure declarative questiobsaalet(1, 79) =
.72,p = .48,d =.16, and the claims procedure procedural questiohscalet(1, 79) =
1.59,p =.12,d =.36, did not differ significantly by clause condit. However, the
means were in the expected directions, except@gléims procedure procedural

guestions subscale. Consistent with hypothesers thas a significant difference
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between participants in the redrafted clause cmmdand participants in the original

clause condition on medical necessity procedurastionst(1, 79) = 2.39p < .05,d
=.54, with participants in the redrafted clausedibon performing better on that
subscale. Because | did not predict that compgbemwould vary depending on
guestion type and the subscale differences fourgtudy 2 may not generalize, these
differences are discussed in relation to resutf6tudy 3.

Health History and Insurance Statukalso expected that employees with more
experience with the healthcare industry would destrate greater comprehension than
employees with less familiarity with the healthcar@ustry. Participants’ health history
is presented in Table 10. Several t-tests weréawaetermine if several measures of
health history were related to overall comprehansiBarticipants reporting poor or fair
health were compared to participants reporting gmoekcellent health, participants with
a chronic disease were compared to participantsowita chronic disease, participants
hospitalized in the last two years were comparguhtticipants who were not
hospitalized in the last two years, participant®whd seen a doctor in the last two years
were compared to participants who had not seercendm the last two years, and
participants who had seen a specialist were cordparparticipants who had not seen a
specialist. The only effect that was significamtsanconsistent with hypotheses.
Participants who had seen a specialist in thevastyears had lower overall
comprehensiony = .10,SD=.18) than participants who had not seen a spsic{ =
.19,SD=.21),t(1, 75) = 2.14p < .05,d =.49. Therefore, the present study did not find
any evidence for the hypothesis that more expegianth the healthcare industry leads

to better comprehension of healthcare documents.
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Table 10. Participant Health History

Status
Poor 1.2%
Fair 21.0%
Good 53.1%
Excellent 24.7%
Chronic disease 23.5%

Hospital (in last year) 24.7%
Days hospitalized 4.94
Doctor (in last 2 years) 84.0%
Doctors seen 2.81

Specialist 54.5%

Participants’ insurance status is presented in€Tabl T-tests were run to
determine if two measures of insurance status hadflmence on comprehension.
Participants with insuranc®!(= .16,SD=.20) were compared to participants without
insurance i = .13,SD= .20), and participants with some claims experegivt= .15,
SD=.21) were compared to participants without amynes experienceM = .15,SD=
.18). There were no significant effects of inswestatus or claims experience on overall
comprehensiorts (1, 79) = .58, .14s = .57, .89ds=.13, .03. Therefore, the present
study did not find any evidence that more experenith the health insurance industry

leads to better comprehension of health insurancardents.
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Table 11. Participant Insurance Status

No insurance 22.2%
Private insurer 33.3%
Public insurer 13.6%
Employer insurer 44.4%
Supplemental insurance 1.2%
Years insured 11.58
Claims experience 61.7%
Pre-authorization 43.2%
Pre-service claim 17.3%
Post-service claim 23.5%
Denied coverage 2.5%
Appealed denial 1.2%

Repeated measure ANOVAs were run to determinesifrance status and claims
experience moderated the 3-way interaction betwarse subject, knowledge type, and
clause. Although the 3-way interaction betweens#asubject, knowledge type, and
clause was not significant for the uninsuref,, 16) = .32p = .58,r]|[,2 =.02, the
interaction was significant for the insurd¢{l, 61) = 6.60p < .05,r],;,2 =.10. The main
effect for clause was not significant for the uwiresl,F(1, 16) = 2.29p = .15,r]p2 =.13,
but it was marginally significant for the insuréf{1, 61) = 3.44p = .07,r]|02 =.05. The

main effect for clause subject was not signifidantthe uninsured;(1, 16) = .00p =
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.96,r]p2 = .00, but it was significant for the insurédl, 61) = 7.46p < .Ol,r]p2 =.11.

The 2-way interaction between clause subject amavietdge type was not significant for
the uninsuredi(1, 16) = 3.27p = .09,r]|02 = .17, but it was significant for the insured,
F(1, 61) = 77.80p < .001,n,” = .56. In contrast, the 2-way interaction betwekauise
subject and clause was significant for the uningf€l, 16) = 5.51p < .05, ,r]p2 = .26,
but not for the insuredi(1, 61) = 1.89p = .17,n,” = .03.

Although the 3-way interaction between clause stibjeowledge type, and
clause was not significant for those without claemperiencel-(1, 29) = .07p =
.79,r],;,2 = .00, the interaction was significant for thoséhwelaims experiencd;(1, 48) =
8.74,p< .Ol,np2 =.15. The main effect for clause was not sigatfit for those without
claims experienced;(1, 29) =.90p = .35,r]|02 = .03, but it was marginally significant for
those with claims experiendé(l, 48) = 3.32p = .08,r]|02 =.07. The main effect for
clause subject was not significant for those withradaims experiencds(1, 29) = .54p =
.47,r],;,2 = .02, but it was significant for those with clamxperience; (1, 48) = 6.71p <
.05,r]p2 =.12. The presence of a 2-way interaction betve@use subject and
knowledge type and the lack of a 2-way interacbetween clause subject and clause
was consistent across claims experience. Theskgssiggest that the positive effect
redrafting had on comprehension of certain subsaatéy existed for participants with
health insurance and/or claims experience. Perlvagigiduals need some experience
with the health insurance industry to benefit freimplified healthcare documents.

Study 3
In Study 3, employees and undergraduates readcthe slauses presented in

Study 2. Participants either read plan documeiitsowt any a priori knowledge



47
(reading-to-learn condition) or knowing they ha@meenied coverage (reading-to-do

condition). In addition to completing the compresien test used in Study 2,
participants were told the Health Plan had derhednt care that they had requested and
they took part in a simulated appeals processticiants assessed the procedural
fairness of the appeal process and their satisfagtith the plan. | expected
comprehension to be better for the redrafted clumecompared to the original clauses,
and for the reading-to-do task, as compared toghding-to-learn task. | also expected
comprehension, plan approval, and the strengtheo€tlaim to predict the decision to
appeal. | hypothesized that better comprehensmridbe associated with an increased
propensity to appeal a strong claim and a decrgasgebnsity to appeal a weak claim. |
also expected participants to appeal the plan adtrator’'s decision more often when
they perceived the decision-making process as guva#ly unfair and when they were
less satisfied with the plan.
Method

Participants. Employed adultsN = 800), who had volunteered to participate in
web-based research through www.studyresponse.cems, necruited through an email
which contained a link to the study website. Engpls were entered into a lottery to
receive qift certificates for their participatio@f the 800 employees recruited to
participate in the study, 126 individuals (16%) @beted the study.

Because an insufficient number of employee paswitip completed the study,
undergraduate students were recruited from Unityeo$iNebraska-Lincoln psychology
courses. StudentdlE 126) received extra credit for their participatio

Materials. Participants read the same clauses used in tudy
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In addition, participants were provided benefitidéletters (see Appendix E)

from the hypothetical Health Plan’s claims admuaiir. The letter was adapted from an
actual benefit denial letter collected along witk titigated SPDs.

Procedure. Participants were randomly assigned to the 2i¢elaoriginal v.
redrafted) x 2 (task: reading-to-learn v. readiogtd) x 2 (claim: weak v. strong)
between-subjects factorial. Participants complétedstudy over the internet and
provided informed consent.

In the reading-to-learn task condition, particifzamere instructed to read the
sections of a Health Plan as if they were membietiseoHealth Plan. They were
informed that they would be questioned about thaltidlan and the Health Plan would
be available for them to refer back. In the regdmdo task condition, participants
received additional instructions: “As you read althe Health Plarkeep in mind that
the claims administrator for the Health Plan hasetktyou coverage for care your
physician believed was medically necessary.”

After reading the medical necessity and claims @dace clauses, participants
answered demographic questions.

Participants completed the same manipulation chasl&udy 2. In addition,
participants were asked whether they were instduittat the claims administrator for the
Health Plan had denied them coverage for care pigsician believed was medically
necessarpefore they read the Health Plan

Then, participants completed the same comprehetssbifirom Study 2.

After completing the comprehension test, participarvere instructed to imagine

that they were members of the Health Plan aboutiwthiey just had read and that they
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had been seeing their doctors about varicose weitheir legs. In the weak claim

condition, participants were told that they, inesggnent with their doctor, thought the
varicose veins should be removed because theywistbdy unattractive and

occasionally painful. In the strong claim conditiparticipants were told that they, in
agreement with their doctor, thought the varicos@y should be removed because they
had made walking and exercise painful. Participardre informed that they had filed a
pre-service claim for surgical removal of varicesins and then read the Health Plan’s
response to their request (see Appendix E).

As a manipulation check, participants rated thgreament with the following
statements on 5-point scales, ranging fromstib(igly disagregto 5 Gtrongly agreg (1)
in this situation, | would have had a strong clémsurgical removal of varicose veins
and (2) in this situation, the Health Plan wastrighdeny my claim for surgical removal
of varicose veins.

Participants were asked how they would respontdalenial. They answered
the following questions on 5-point scales, randmogn 1 (hot at all likely to 5
(extremely likely: (1) in this situation, how likely would you be &ppeal the claim
administrator’s decision through the Health Plappeal process and (2) in this
situation, how likely would you be to seek legalinsel before you appeal the decision
through the Health Plan’s appeal process.

Then, participants rated their agreement with pitaca fairness statements about
the Health Plan on 5-point scales, ranging fromatfio(igly disagregto 5 trongly
agreq (see Appendix F). The questions were drawn fstudies that examined

procedural fairness in the healthcare context,(elipbard & Jewett, 1997; Murphy-
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Berman et al., 1999; Roberts & Markel, 2001; Skérl& Folger, 1997). The questions

addressed several characteristics of procedurakfss: control, neutrality, trust, and
social standing (Tyler, 1989). Participants al&yenasked questions regarding their
satisfaction with the Health Plan (see Appendibh&3jed on previous studies (i.e.,
Edgman-Levitan & Cleary, 1996; Harris-Kojetin et &001;Hibbard & Jewett, 1997).
The procedural fairness and plan satisfaction itee1® combined to create an index of
plan approval.

Then, participants received a second benefit dégtialr (see Appendix E) that
confirmed the Health Plan’s first denial of covexadParticipants answered the following
guestions on 5-point scales, ranging fronmdt @t all likely) to 5 extremely likely (1) in
this situation, how likely would you be to sue thealth Plan under Section 502(a) of
ERISA and (2) in this situation, how likely wouldy be to seek legal counsel in order to
decide whether you should appeal the Health Pldcssion through the legal system.
At this point, participants answered the questi@garding procedural fairness and plan
satisfaction again.

Finally, participants completed the S-TOFHLA anesfions about their health
history and insurance status from Study 2.

Results and Discussion

Participantsl = 21) who spent less than ten minutes answerirdysjuestions
were excluded from data analyses, leaving 210qdatits. Ns across conditions ranged
from 98 to 112. Participants dropped from datdyeses were not more likely to be in the
original clause condition than in the redraftediskaconditiony®(1, N = 231) = 1.00p =

.32. Patrticipants included in analyses spent ana@e of 2101.73 seconds (~35 minutes;
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SD=5817.19) answering questions. The demograplacacteristics of the 210

participants included in subsequent analyses a&®epted in Table 12. There were few
differences in comprehension across demographigpgtoWomenN! = .21,SD=.18)
had better comprehension than meh=.13,SD=.18),t(1, 206) = 2.71p< .01,d =
.38, which is inconsistent with the finding thaegter knowledge of health insurance has
been associated with being male (Lambert, 1980; dfe@ck et al., 2002). Consistent
with results from Study 2, older participants hattér comprehension(201) = .19p <
.01. Inconsisent with other studies, higher edanahigher income, and being White
were not associated with greater knowledge of heafiurance information.

Because 100% of participants demonstrated adebfeatth literacy ¥ = 34.93,
SD= 1.33, Range = 28-36) as measured by the S-TOFHlvas not able to use health

literacy in subsequent analyses.
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Table 12. Participant Demographic Information

EmployeesN = 93) StudentdN = 117)
Gender 28.3% men 26.5% men
Race 80.6% Caucasian 82.9% Caucasian
Age M = 40.52 years M = 21.72 years
Education 48.4% some college or more 100% sorthegeo
Household Income 50.5% less than $50,000 30.8%4dthes $50,000
Work for pay 93.5% 72.6%
Work > 30 hrs a week 76.3% 19%
States represented 33 Nebraska

Participant Type Differenced.compared the scores on the comprehension scale
and subscales for each participant type to determimether the two groups could be
combined for analyses. Table 13 shows employeesstudents’ scores on the

comprehension subscales.
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Table 13. Employee and Student Scores on Compseirefest Subscales

EmployeesN = 93) StudentdN(= 117)
M (SD) M (SD)

Medical Necessity

Declarative .35 (.34) 22 (.32)

Procedural .03 (.35) .02 (.31)
Claims Procedure

Declarative 17 (.29) .09 (.29)

Procedural .31 (.27) .31 (.26)
Overall 22 (.19) 16 (.17)

Employees scored significantly higher than studentthe medical necessity declarative
guestion subscale, claims procedure declarativstiquesubscale, and overall
comprehension scalts(1, 208) = 2.88, 2.03, 2.20s<.05,ds= .40, .28, .31. Employees
and students did not differ from each other onntieglical necessity procedural question
subscale and the claims procedure procedural guestibscales(1, 208) = .10, .23s
=.92, .82ds=.01, .03. Because employees and students det &idm each other on
some of the comprehension measures, participaatwgs included as a separate factor
in subsequent analyses.

Plan Differences.Again, | compared the scores on the appropriate
comprehension subscales for each Health Plan ¢éordigte whether the clauses from

Plan 1 and 2 could be combined for analyses. Hentedical necessity clauses, scores
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of participants who received the original versidiPtan 1 M = .29,SD = .35;M = .03,

SD=.33) did not differ on the declarative and picha@l question subscales from scores
of participants who received the original versidiPtan 2 M = .30,SD= .33;M = .10,
SD=.36),ts(1, 102) = .17, 1.03s = .87, .31. However, scores of participants who
received the redrafted version of PlarML£ .20,SD= .31;M = .06,SD = .29) did differ
on the declarative and procedural question subséam scores of participants who
received the redrafted version of PlarvR% .34,SD= .34;M = -.09,SD = .30),ts(1,

104) = 2.14, 2.5%s < .05ds= .42, .51. Participants who read the redraftedioa of
Plan 1, as compared to Plan 2, performed worseedédclarative question subscale but
performed better on the procedural question subsdaécause the results of the Plans
were mixed in Study 3 and there were no differemsteeen the Plans in Study 2, the
Plans were collapsed for analyses.

For the claims procedure clauses, scores of paatits who received the original
version of Plan 1INl = .13,SD=.27;M = .31,SD = .26) did not differ on the declarative
and procedural question subscales from scoresro€ipants who received the original
version of Plan 2Nl = .05,SD=.30;M = .27,SD = .23),ts(1, 102) = 1.50, .93 = .14,

.36. Scores of participants who received the fezttasrersion of Plan 1M = .19,SD=
29;M = .35,SD = .29) did not differ on the declarative and pha@l question
subscales from scores of participants who receivededrafted version of Plan & &
.14,SD=.31;M = .31,SD=.28),ts(1, 104) = .94, .61y = .35, .54. Because scores on
the declarative and procedural questions did rfteérdilepending on whether participants
read the claims procedure clause from Plan 1 or Bl#he Plans were collapsed for

analyses.
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Manipulation ChecksAgain, t-tests were used to examine perceptiébns o

understandability to test whether participants ctetta difference in the readability of
the original and redrafted clauses. Participargsevasked to rate how easy it was to
understand the clauses and how well they understwmodauses. For the medical
necessity clauses, participants in the redraftedsd condition\] = 3.39,SD = .97) rated
the clause they read as significantly easier teetstdnd than participants in the original
clause conditionN] = 3.10,SD= 1.05) did (1, 208) = 2.09p < .05,d = .29. However,
participants in the redrafted clause conditivh=3.56,SD = .92) did not claim that they
personally understood the clause they read angridétin participants in the original
clause conditionM = 3.51,SD=.99) did,t(1, 206) = .36p =.72,d = .05.

For the claims procedure clauses, participantsarreédrafted clause conditiol (
= 3.29,SD=1.02) rated the clause they read as marginalliee to understand than
participants in the original clause conditiovt £ 3.04,SD= 1.06) didt(1, 207) = 1.72p
=.09,d = .24. However, participants in the redrafted staoondition = 3.42,SD=
.93) did not claim that they personally understtdwclause they read any better than
participants in the original clause conditiovi € 3.30,SD = 1.05) didt(1, 206) = .88p =
.38,d =.12. Therefore, participants rated the redraf@dions of the clauses as easier to
understand, but they did not feel that they perdpnaderstood the redrafted versions
any more than they understood the original versidifeese results suggest that although
the redrafted clauses appeared more readablehtbamiginal clauses, participants did
not feel like they understood them any better. Eiosv, these results were based on
participants reading only one type of clause. Wp@micipants read both the original

and redrafted versions of the clauses in the poststudy reported in Study 2,
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participants rated the redrafted clauses as madabde than the original clauses. Thus,

despite the mixed results of the manipulation chduk redrafting did appear to affect
perceptions of the clauses’ readability and comgmstbility.

As a manipulation check for the task condition tipgrants were asked whether
they were instructedeforethey read the Health Plan that the claims admatist for the
Health Plan had denied them coverage for care pingisician believed was medically
necessary. Seventy percent of participants imahding-to-do taskondition correctly
reported that before they read plan documentswiegg instructed that the claims
administrator had denied them coverage for ca@mreSpondingly, 81% of participants
in thereading-to-learn taskondition correctly reported that before they rpkath
documents they were not instructed that the cladministrator had denied them
coverage for care. Because so many particip&hts50) would be dropped based on the
task manipulation check, analyses were performdia wah (N = 210) and withoutN =
160) participants who failed the manipulation cheGkese analyses yielded highly
comparable findings, so the following sections pregesults for the entire sample.

As a manipulation check for claim condition, paigants were asked to rate the
strength of their claim for surgical removal of icasse veins and the rightness of the
plan’s denial of their claim after the first ana&sed benefit denial letter. Because the
reliability coefficients for the four questions waigih (@ = .86), the measures were
combined into one claim strength index. Partictpam the strong claim conditiot(=
3.46,SD = .86) rated their claim as significantly strongfgan participants in the weak
claim condition Y1 = 2.34,SD = .83),t(1, 207) = 9.57p < .001,d = 1.33. Therefore, the

claim strength manipulation was successful.
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Participant Type.l did not have any a priori hypotheses regar@imgployees’

and students’ comprehension of the clauses. Beauployees scored better than
students on some of the subscales, | includedcgzatt type in my analyses. A repeated
measures ANOVA was performed with clause subjeet, (nedical necessity and claims
procedure) and knowledge type (i.e., declarativde@oncedural) as within-subjects
factors and clause (original v. redrafted), taslading-to-learn v. reading-to-do), and
participant type (employees v. students) as betwsebrects factors. The ANOVA
revealed a main effect for participant typél, 202) = 4.64p < .05,n,” = .02.
Employees’ and students’ scores on the comprehetssts are shown in Table
13 above. There also was a significant 2-way auigon between knowledge type and
participant typeF(1, 202) = 7.40p < .Ol,r]p2 = .04, such that employees demonstrated
greater declarative knowledge than stude(its,208) = 3.06p < .01,d = .42, but the two
groups did not differ in procedural knowledg@,, 208) = .22p = .83,d = .03. As
discussed above, employees’ and students’ compsimedid not differ on the medical
necessity procedural question subscale and theglaiocedure procedural question
subscale, but employees scored significantly higinen students on the medical
necessity declarative question subscale, claimsepdioe declarative question subscale,
and overall comprehension scale. Therefore, enegloyetained more declarative
knowledge regarding the clauses than students@ite explanation for why employees
performed better than students on some measurés ltane been that employees spent
more time on the task. However, employdds=(825.24 second§D= 1208.03) did not
spend more time on the comprehension test thaestsidid M = 846.23 second§D=

590.12),t(1, 208) = .17p = .87; indeed, employees spent slightly less timéhe task
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than students. A more likely reason that employeayg have performed better than

students is that employees had slightly more egpeé with the healthcare system and
the insurance industry than students. This findsndjscussed below in the section on
health history and insurance status (see Tablesid&.9).

Redrafting. Participants completed a comprehension test to dstraie their
understanding of the medical necessity and clamsgalure clauses. Across employee
and student participants, the mean overall comm®be accuracy score across all test
items was .193D= .18), which indicates that participants madehgligmore correct
responses than incorrect responses. This resligigly higher than the mean overall
comprehension accuracy score found in Studyl 2 (15). Although .19 is not very far
above the chance level of zero, an independerst stewed that this difference was
significant,t(1, 209) = 14.99 < .001,d= 2.07. On average, 52.57% of participants’
responses were hits, 33.66% were misses, and 13véréeo not knowanswers.
Therefore, participants demonstrated poor compberof their benefits and their
rights and responsibilities regarding the HealdnPIThese percentages are similar to
those found in Study 2. Table 14 shows the congirglbn rates broken out by

participant type.
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Table 14. Comprehension Rates as a Function atiant Type

EmployeesN = 93) StudentdN = 117)
Overall 22 .16
Hits .54 51
Misses .33 .35
Do Not Know 13 14
T-test from zero (1, 92) = 10.88, t(1, 116) = 10.50,
p<.001,d=2.27 p<.001,d=1.95

Again, | hypothesized that comprehension would &téeb for the redrafted clause
as compared to the original clause. The repeatabures ANOVA revealed no main
effect for clauseF(1, 202) = .01p = .91,n,° = .00. Both Study 2 and 3 found that
redrafting did not improve comprehension of mediedessity and claims procedure
clauses. Although the post-hoc study reportedundys2 and the manipulation check on
redrafting in Study 3 indicated that there wasfetBnce between the readability of the
clauses, the comprehension test demonstratedeitia@ifting was not effective in
improving understanding. Participants detectedgestive improvement in readability
that did not materialize into an objective diffecenn comprehension.

There are several possible reasons why redrafadditile effect on participants’
understanding in both Study 2 and 3. Perhaps;ahgrehension test was not sensitive
enough to detect slight improvement in understajpdiinother possible reason that

redrafting may not have had more of an effect atiggpants in the present study is that
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participants had such high health literacy as destnated by their average score of 34.10

in Study 2 and 34.93 in Study 3 out of a possibtae of 36 on the S-TOFHLA. Due to
their high levels of health literacy, participamay not have struggled to understand the
original version of the clauses. However, the maasrall comprehension accuracy
score of .15 in Study 2 and .19 in Study 3 suggastsprehension was relatively poor
regardless of which version of the clauses paditip read. Perhaps, medical necessity
and claims procedure clauses are too complex teratahd even when they are
simplified. On the other hand, participants maymave had enough incentive to expend
the cognitive effort required to understand suamgiex material. However, participants
who spent more time on the task did not demonsgyaater comprehension in Study 2,
r(81) =-.04p=.74, or Study 3,(210) = .07p = .32.

One of the most plausible reasons for the lackrefaafting effect is that the
redrafted document was not different enough froenathiginal document. Although
participants who viewed the clauses side by sidepost-hoc study rated the redrafted
clauses as more readable than the original clapaés;ipants in Study 2 and 3 did not
report that strong a difference (i.e., only oné¢hef two manipulation check measures was
significant in Study 3) and their comprehensionresaid not vary by clause condition.
Because it is difficult to reduce word count withehanging meaning, | decided to keep
word count similar for the original and redraftdduses. Perhaps redrafting would have
had more of an effect if the redrafted clause heghtshorter than the original clause.
Other researchers have found that shortening textrgorove comprehension of medical

consent forms (Mann, 1984; Wogalter et al., 1999).
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There was a significant main effect for clause sathFF(1, 202) = 8.40p < .01,

r]p2 = .04, such that participants had better knowlddgéhe claims procedure clausés (
=.22,SD=.22) than for the medical necessity clausés(.15,SD=.25). Consistent
with results from Study 2, this finding suggesisttthe claims procedure questions may
have been easier than the medical necessity gnsstithere also was a significant main
effect for knowledgek-(1, 202) = 4.86p < .05,r],;,2 = .02, such that participants had
better declarative knowledg®(=.19,SD = .25) than procedural knowledgd € .18,SD
=.22). Consistent with results from Study 2, éheas a significant 2-way interaction
between clause subject and knowledge tiig, 202) = 163.4Qp < .001,r]p2 = .45; the

means for the different subscales are present&dbte 15.

Table 15. Average Scores on Comprehension Tesicalds

M SD Range
Medical Necessity
Declarative .28 .34 -.71-1.00
Procedural .02 .33 -.71-.86
Claims Procedure
Declarative A3 .30 -.78-1.00
Procedural 31 .26 -.44-1.00

Again, participants were more accurate when medieaéssity questions were directed
at declarative knowledge rather than procedurahkedge,t(1, 209) = 8.83p <.001,d

=1.22, and when claims procedure questions weeetdid at procedural knowledge
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rather than declarative knowledtf#, 209) = 7.70p < .001,d = 1.07. It appears that

medical necessity clauses lend themselves to @dielaknowledge and claims procedure
clauses lend themselves to procedural knowledge.

As in Study 2, there was a significant 2-way intéin between clause subject
and clausek-(1, 202) = 6.57p < .05,r]p2 = .03. However, whereas redrafting improved
comprehension for the medical necessity clauseadiubr the claims procedure clauses
in Study 2, redrafting improved comprehension Far ¢laims procedure clausé¢4,

208) = 1.96p = .05,d =.27, but not for the medical necessity clausestudy 3,t(1, 208)
=1.46,p=.15,d=.20. The average scores for the clause subjadtth@ subscales as a

function of clause are shown in Table 16.

Table 16. Scores on Comprehension Test Subscabkeganction of Clause

Original (N = 104) Redrafted\(= 106)
M (SD) M(SD)
Medical Necessity .18 (.26) 13 (.24)
Declarative 29 (.34) .27 (.33)
Procedural .07 (.34) -.02 (.30)
Claims Procedure 19 (.21) .25 (.22)
Declarative .09 (.29) .16 (.30)
Procedural 29 (.24) .33 (.28)

In contrast to Study 2, there was not a 3-way auion between clause subject,

knowledge type, and claudg(1, 202) = .09p = .77,r]|o2 =.00. | hypothesized that
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participants in the redrafted clause condition wiqueérform better on all of the

comprehension subscales than participants in iganat clause condition would. This
prediction received mixed results in Study 2 attéelsupport in Study 3.

It is difficult to explain the differences in quest type as a function of clause for
two reasons: (1) I did not predict that comprehemsvould vary depending on question
type, and (2) the subscale differences found inlys8iare not consistent with the
subscale differences found in Study 2. In Studyp@ans were in the expected direction
for all the subscales except for the claims prooeg@uocedural questions subscale. In
Study 3, means on the claims procedure subscalesimthe expected directions, but
means on the medical necessity subscales wereThetonly result that was consistent
with hypotheses was that participants’ performamtéhe medical necessity procedural
guestions subscale in Study 2 was significantlyeloén the redrafted clause condition
than the original clause condition. In generalyafting medical necessity and claims
procedure clauses did not improve participants’ m@hension in either study.

Task. | also expected that comprehension would be ibiette¢he reading-to-do
task as compared to the reading-to-learn task lsedée former task promotes deeper
integration of material than the latter. The ageracores for the comprehension

subscales as a function of task are shown in Thhle



64

Table 17. Scores on Comprehension Test Subscake§anction of Task

Reading-to-learnN=98) Reading-to-doN = 112)

M (SD) M(SD)
Medical Necessity
Declarative .26 (.33) .30 (.34)
Procedural .05 (.32) .00 (.33)
Claims Procedure
Declarative .09 (.31) .15 (.28)
Procedural .31 (.27) .31 (.26)

The same repeated measures ANOVA as above rewvbalethsk produced no main
effect,F(1, 202) = .32p = .57,r]|02 = .00, or any interactionk(1, 202) < 3.47p > .06,

r]p2 <.02. Therefore, the present study found no sugpr the hypotheses that the
reading-to-do task would improve comprehensiorhat tedrafting would interact with
the reading-to-do task to improve comprehensicerh&ps Duffy and Kabance’s (1982)
broad-based research on readability and compredredsies not generalize to
comprehension of healthcare documents. Healtltarements may be too complicated
for consumers to understand even when they havier knowledge of what
information will be relevant to them. Furthermotensumers may not realize what
health plan information is important in the faceaafimpending benefit denial because
they are unfamiliar with the appeals process. rAdgavely, the manipulation of task

condition in the present study may have been takw@®efore they read the Health
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Plan, participants either received no instructionseceived instructions that their Health

Plan had determined that care they had requestedhetanedically necessary and that
they would be questioned about the Health Plans ifistruction may not have been
sufficient to motivate participants to engage ieer integration of the materials.
Participants in the reading-to-do task conditibh=1833.70 second§D= 2258.80) did
not spend more time completing the study than @pents in the reading-to-learn task
did (M = 2408.05 second§D= 8179.00)f(1, 208) = .71p = .48,d = .10; indeed,
participants in the reading-to-do condition spéydid 10 minutes less time on the task
than participants in the reading-to-learn task.

Health History and Insurance Statukalso expected that participants with more
experience with the healthcare industry would destrate greater comprehension than
participants with less familiarity with the healére industry. Participants’ health history

is presented in Table 18.
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Table 18. Participant Health History

Employees Students Overall
(N=93) N=117) (N =210)
Status
Poor 3.2% 0% 1.4%
Fair 16.1% 6.0% 10.5%
Good 61.3% 46.6% 53.1%
Excellent 19.4% 47.4% 34.9%
Chronic disease 30.4% 12.2% 20.3%
Hospital (in last year) 16.1% 16.2% 16.2%
Days hospitalized 5.08 2.75 3.79
Doctor (in last 2 years) 85.9% 91.5% 89.0%
Doctors seen 3.21 2.83 2.99
Specialist 53.3% 52.6% 52.9%

More employees reported being in poor or fair Hretdan students did and more students
reported being in good or excellent health thanlegges didy*(1, N = 209) = 8.70p <

.01. In addition, employees were more likely todna chronic illness than students
were,y’(1,N = 207) = 10.54p < .01. Employees and students reported similasrat
visiting a hospital in the last yea/(1, N = 210) =.00p = .98), visiting a doctor in the

last two years)f(1, N = 209) = 1.64p = .20), and visiting a specialisf(1, N = 204) =

.01,p=.92). Similarly, employees and students werghakzed for a similar amount
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of days {(1, 27) = 1.06p = .31) and visited a similar number of doctd(4,(185) = 1.18,

p =.24). Overall, employees appeared to havetjighore experience with the
healthcare industry than students, which mightarplivhy employees performed better
than students on the medical necessity declargtiestion subscale, claims procedure
declarative question subscale, and overall compsabe scale.

Several t-tests were run to determine if severasuees of health history were
related to overall comprehension. Participantentapg poor or fair health were
compared to participants reporting good or excelealth, participants with a chronic
disease were compared to participants without anctiidisease, participants hospitalized
in the last two years were compared to participeutts were not hospitalized in the last
two years, participants who had seen a doctoranast two years were compared to
participants who had not seen a doctor in thetvastyears, and participants who had
seen a specialist were compared to participantshadaot seen a specialist. The only
effect that was significant was consistent withdtjxeses: participants who had seen a
doctor in the last two years had better overall peghensionNl = .20,SD= .18) than
participants who had not seen a doctr<.12,SD= .20),t(1, 207) = 2.03p < .05,d =
.28. Therefore, the present study found vereligidence for the hypothesis that more
experience with the healthcare industry leads ttebeomprehension of healthcare
documents.

Participants’ insurance status is presented in€l 49l
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Table 19. Participant Insurance Status

Employees Students Overall
(N=93) N=117) (N =210)
No insurance 16.1% 4.3% 9.5%
Private insurer 40.9% 29.9% 34.8%
Public insurer 20.4% 7.7% 13.3%
Employer insurer 47.3% 68.4% 59.0%
Supplemental insurance 5.4% 4.3% 4.8%
Years insured 14.12 15.15 14.7
Claims experience 61.3% 53.0% 56.7%
Pre-authorization 40.9% 33.3% 36.7%
Pre-service claim 22.6% 25.6% 24.3%
Post-service claim  28.0% 23.9% 25.7%
Denied coverage 10.8% 6.8% 8.6%
Appealed denial 3.2% 0.9% 1.9%

Employees reported being without insurance more sadentsy(1, N = 210) = 8.45p
<.01. Employees were covered by public insuresgenthan studentg?(1, N = 210) =

7.28,p < .01, but students were covered by employer imsurere than employeeg(1,
N=210) =9.51p<.01. A similar percentage of employees and stisde&ere covered
by private insurersyf(1, N = 210) = 2.74p = .10) and had supplemental insurandél(

N =210) =.14p=.71). Employees and students had insurance agedor a similar
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amount of yearg(1, 208) = .66p = .51. Employees and students had a similar amount

of claims experience: pre-authorizatigA({, N = 210) = 1.26p = .26), pre-service claim
(¥*(1,N = 210) = .26p = .61), post-service claimi(1, N = 210) = .44p = .51), denied
coverage?(1,N = 210) = 1.01p = .31), and appealed denigf(L, N = 210) = 1.56p =
.21). Although employees and students may havesimaitar insurance coverage, if most
students had coverage through their parents, emetomay have had more actual
experience with the insurance industry. This eigmee might explain why employees
performed better than students on the medical saggekeclarative question subscale,
claims procedure declarative question subscalepaedill comprehension scale.

T-tests were run to determine if two measures siiiance status had an influence
on comprehension: participants with insuraride=(.19,SD= .19) were compared to
participants without insuranc#1(= .14,SD= .15), and participants with some claims
experienceNl = .20,SD= .20) were compared to participants without ayne
experienceNl = .18,SD=.16). There were no significant effects of irzswre status or
claims experience on overall comprehenstsrfl, 208) = 1.37, .74¢s = .17, .46¢ds =
.19, .10. Therefore, the present study did nat éiny evidence that more experience
with the health insurance industry leads to bettenprehension of health insurance
documents.

Repeated measure ANOVAs were run to determinesurance status and claims
experience moderated the 2-way interaction betwtsmrse subject and clause. Although
the 2-way interaction between clause subject aaagsel was not significant for the

uninsuredfF(1, 13) = .85p = .38,r]p2 = .06, the interaction was significant for the

insured,F(1, 182) = 7.12p < .Ol,r],;,2 =.04. The main effect for clause subject was not
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significant for the uninsuredt(1, 13) = .53p = .48,r]p2 = .04, but it was significant for

the insuredi(1, 182) = 10.19 < .Ol,r]p2 =.05. The main effect for knowledge type
was not significant for the uninsurde(1, 13) = .32p = .58,r]|02 =.02, but it was
significant for the insured;(1, 182) = 4.96p < .05,r],;,2 =.03. The 2-way interaction
between knowledge type and participant type wasigoificant for the uninsured,(1,
13)=2.72p= .12,r]p2 = .17, but it was significant for the insuréql, 182) = 6.24p <
.05,r],;,2 =.03. The 2-way interaction between clause stilgjed knowledge type was not
significant for the uninsuredr(1, 13) = 3.75p = .08,r]p2 = .22, but it was significant for
the insuredi(1, 182) = 161.34p < .001,r]|02 =.47. The lack of a main effect for clause
and the presence of a main effect for participgoe twvas consistent across insurance
status.

Although the 2-way interaction between clause stitgad clause was not
significant for those without claims experienE€l, 83) = .90p = .35,r]|o2 =.01, the
interaction was significant for those with claimgeriencefF(1, 111) = 7.32p < .Ol,r],;,2
=.06. The main effect for clause subject wassmgrtificant for those without claims
experiencel(1, 83) =1.22p = .27,r]p2 = .02, but it was significant for those with clam
experiencefF(1, 111) = 9.62p < .Ol,r],;,2 =.08. The main effect for knowledge type was
not significant for those without claims experienegl, 83) = .49p = .49,r]p2 = .01, but
it was significant for those with claims experiefig€l, 111) = 4.83p < .05,r],;,2 =.04.

The 2-way interaction between knowledge type antigg@ant type was not significant
for those without claims experiendg1, 83) = 2.45p = .12,r]p2 = .03, but it was

significant for those with claims experienég1, 111) = 5.18p < .05,n,° = .05. The
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lack of a main effect for clause and participametyand the presence of an interaction

between clause subject and knowledge type wasstensiacross claims experience.
Similar to results in Study 2, these findings sgjdleat the positive effect redrafting had
on comprehension of the claims procedure subsoalgsxisted for participants with
health insurance and/or claims experience. Peykdpn consumers have some
experience with the health insurance industrythgention is drawn to certain clauses,
such as claims procedure clauses, but not to altthplan information. Once attention is
focused on a clause, redrafting of that clause img@yove comprehension slightly.

Appeal Decisions, Procedural Fairness, and Plans$attion. After the first
benefit denial letter, participants rated how likley would be to appeal the claim
administrator’s decision through the Health Plappeal process. After the second
benefit denial letter, participants rated how ljkeHey would be to sue the Health Plan
under Section 502(a) of ERISA. Because these te@sores were highly correlated,
r(206) = .66p < .001, the measures were combined into a siragipeal’ measure,
ranging from 1 ¢trongly disagregto 5 Gtrongly agreg

| expected more appeals in the strong claim candéind fewer appeals in the
weak claim condition when participants read theafttdd clause, as opposed to the
original clause, and completed the reading-to-d&,tas opposed to the reading-to-learn
task. A 4-way ANOVA was performed with clause ktadaim, and participant type as
between-subjects factors and denial as the depewdeable. There was a main effect
for claim,F(1, 193) = 74.11p < .001,r]|02 = .28, such that participants in the strong claim
condition M = 3.82,SD= 1.02) were more likely to appeal the denial tparticipants in

the weak claim conditiorM = 2.56,SD= 1.04). However, there were no other
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significant main effects or interactions. Therefahe hypothesis that readability and

reading task would interact with claim strengtiptedict appeals was not supported.
Perhaps, the claim manipulation was so strongitisanply overpowered the relatively
weaker clause and task manipulations.

Similarly, | hypothesized that better comprehensu@uld be associated with an
increased propensity to appeal a strong claim ateteeased propensity to appeal a
weak claim. The correlation between participant&rall scores on the comprehension
test and their likelihood of appealing their densdmim depended on the strength of their
claim. There was no correlation between compraberand propensity to appeal for
participants in the strong claim conditiai100) = .09p = .39. However, in the weak
claim condition, the more participants understdormedical necessity and claims
procedure clauses, the less likely they were t@alp@ denied benefit(109) = -.21p <
.05. Therefore, the hypothesis that better congarelon would lead to more appropriate
appeal decisions was partially supported.

After the first benefit denial letter, participaméged how likely they would be to
seek legal counsel before appealing the decisimugih the Health Plan’s appeal
process. After the second benefit denial lettertigipants rated how likely they would
be to seek legal counsel in order to decide whetier should appeal the Health Plan’s
decision through the legal system. Because theseteasures were highly correlated,
r(208) = .48p < .001, the measures were combined. A 4-way ANQWAS performed
with clause, task, claim, and participant type etsvieen-subjects factors and legal
assistance as the dependent variable. There mameeffect for claimF(1, 193) =

36.67,p< .001,r]|02 = .16, such that participants in the strong claandition M = 3.36,
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SD=.98) were more likely to seek legal assistanee tharticipants in the weak claim

condition M = 2.53,SD=1.07). It makes sense that participants whodhothey had a
more serious claim would seek out legal adviceer&lwas a marginally significant
interaction between clause and clai(l, 193) = 3.49p = .06,r]p2 =.02,and a
significant 3-way interaction between clause, tasid claimfF(1, 193) = 4.73p <

.05,r],;,2 =.02. Although the 2-way interaction betweerusiaand claim was not
significant when participants completed the readowparn taskK(1, 89) = .04p =
.84,r]p2 = .00; Figure 1), the interaction was significauten participants completed the
reading-to-do taskH(1, 104) = 9.17p < .Ol,r]p2 = .08; Figure 2). Participants in the
strong claim condition were more likely to seekdegssistance when they read the
original clausel = 3.83,SD=.79) than when they read the redrafted clalvke 8.02,

SD= 1.09).
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Figure 1. Interaction between Clause and ClainReading-To-Learn Task
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Figure 2. Interaction between Clause and ClainReading-To-Do Task
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In the weak claim condition, participants’ likeliw of seeking legal counsel did not vary

by clause condition (originall = 2.22,SD= .72; redraftedM = 2.50,SD= 1.16).
Perhaps, participants in the strong claim conditéinthat they had a viable claim and
were more likely to realize they needed a lawyekpertise to understand their claim in
the original clause condition, as compared to dueafted clause condition. Participants
in the weak claim condition probably did not thithley needed to seek legal counsel,
regardless of their ability to understand the agusNo other interactions for seeking
legal counsel were significant.

| also expected participants to appeal the planimdirator’'s decision more often
when they perceived the decision-making procegsa=durally unfair and when they
were less satisfied with the plan. After the fastd second benefit denial letters,
participants rated their agreement with procediaiahess statements concerning control
(o =.82), neutralityq = .80), trust ¢ = .83), and social standing € .92) and with plan
satisfaction statements € .74). Because the reliability coefficient faetprocedural
fairness statements and the plan satisfactionnséatts made after the first and second
benefit denial letters was high € .95), the measures were combined into one plan
approval index. The ratings for each of the qoestiand the combined plan approval
index are presented in Table 20. As reported lmegbger scores indicate that participants

had a more positive perception of the Health Plan.
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Table 20. Average Procedural Fairness and Plasf&zton Ratings

First Denial Letter Second Denial Letter
M (SD M (SD)
Control 3.04 (.78) 3.00 (.86)
Neutrality 2.98 (.70) 2.94 (.81)
Trust 3.11 (.84) 3.01 (.89)
Social Standing 2.80 (.80) 2.69 (.88)
Plan Satisfaction 3.10 (.53) 3.06 (.67)
Plan Approval Index 3.01 (.62) 3.00 (.71)

Because agreement with the statements was measuge8-point scale, the means
indicate that, on average, participants felt néatibaut the Health Plan. As predicted, the
more participants felt the Health Plan was procaltjufair and the more participants
were satisfied with the Health Plan, the less likakey were to appeal the denied claim,
r(209) = -.27p < .001. This result suggests that plan admintsecan reduce the
number of appeals filed against them by improviltag gharacteristics indicative of
procedural fairness, such as control, neutralitistt and social standing.

Several t-tests were run to determine whether héagdtory and insurance status
affected plan approval or the propensity to app€al:. health history, participants
reporting poor or fair health were compared toipgrants reporting good or excellent
health, participants with a chronic disease werapared to participants without a

chronic disease, participants hospitalized in #s¢ two years were compared to
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participants who were not hospitalized in the tagt years, participants who had seen a

doctor in the last two years were compared to @pents who had not seen a doctor in
the last two years, and participants who had sespeeialist were compared to
participants who had not seen a specialist. Tvere no significant effects of health
history on plan approval or the propensity to app&aests were run to determine if two
measures of insurance status had an influenceaomngplproval or the propensity to
appeal. Participants with insurance were compgr@articipants without insurance, and
participants with some claims experience were coatht participants without any
claims experience. There were no significant éffe€ insurance status or claims
experience on plan approval or the propensity freap

Predictors of Decision to Appeal Denied Benefltexpected claim strength,
comprehension, and plan approval to predict thesoecto appeal. A path analysis was
created to determine whether (1) the drafting efdlause, the type of task, and the type
of participant predicted comprehension, (2) thersith of the claim, comprehension, and
the interaction between comprehension and claiemgth influenced plan approval, and
(3) plan approval predicted the decision to app@alalyses were performed with
procedural fairness and plan satisfaction as septaetors and with procedural fairness
and plan satisfaction combined as one plan appfactr. These analyses yielded
highly comparable findings, so the following sentfresents results using the plan
approval factor. The results are presented inrEi§uin which solid arrows indicate

significant relationships and dashed arrows inéicaarginally significant relationships.
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Figure 3. Path Model for Decision to Appeal DenBahefits
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First, | tested whether clause, task, and patitipype predicted comprehension.
Employees§ = .15,p < .05) had greater comprehension than studentsdng of the
other independent variables predicted comprehen®&fon .03,F(3, 206) = 1.84p = .14.
This finding is consistent with the results of tepeated measures ANOVA performed
above. | next used clause, task, participant tgiaém strength, comprehension, and the
interaction between comprehension and claim sthetogpredict plan approval. When
all variables were included in the equation, pgrénts reported greater plan approval
when they had a weak claifd£€ -.12,p = .08) and less comprehensi&—-.20,p =
.05),R? = .05,F(3, 206) = 3.61p < .05. Participants with a weak claim were propabl
less disappointed that the Health Plan denied thaiim because the denial seemed more
reasonable. Perhaps, the less participants unddrdte Health Plan, the more satisfied
they were with it because they did not realizergsdrictions the Health Plan placed on its

coverage and appeal process.



79
Finally, | tested whether the decision to appkalied benefits was predicted by

clause, task, participant type, claim strength, mahension, the interaction between
comprehension and claim strength, and plan apprddsilpredicted, participants were
more likely to appeal a denied benefit when thay &aatrong claim{= .50,p < .001).
They were less likely to appeal a claim the mosy tlpproved of the Health Plag< -
.22,p<.001). It appears that participants were ldsd\tito challenge denied benefits
when they were satisfied with the Health Plan’sesgbprocess. In addition, participants
were less likely to appeal a claim the more thaypmeehended the Health Pldh< -.24,
p < .01), especially when they had a weak claim (21,p < .05),R? = .34,F(4, 204) =
26.04,p<.001. Thus, improved comprehension reduced iihyeemsity to appeal denied
claims. This effect was more pronounced in thelkweam condition where participants
realized the futility of pursuing a weak claim. €rbfore, the hypothesis that better
comprehension would lead to more appropriate appeasions was partially supported.
General Discussion

The present study attempted to systematically etalthe readability and
comprehensibility of the language used in SPD&é&althcare plans in an effort to
determine if SPDs are understandable to the avgrageparticipant. ERISA requires
that plan administrators provide consumers witheusihndable documents regarding
their healthcare plans. ERISA § 102(a) requiras 8PDs "shall be written in a manner
calculated to be understood by the average plarcipant, and shall be sufficiently
accurate and comprehensive to reasonably apprbepsuticipants and beneficiaries of
their rights and obligations under the plan” (28\C. § 1022(a)). ERISA’s disclosure

requirement recognizes that plan participants ceetffiectively protect their rights to
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plan benefits unless they are well-informed. Tdbgective is frustrated if SPDs are

written above the reading ability of the averagengparticipant.
Comprehension

Readability. The present study examined understanding indiréatbugh
readability tests and directly through multiple-i®ocomprehension tests. The present
study focused on two portions of the SPD that l@esed particularly litigious—
medical necessity provisions and claims procediareappealing denied coverage. First
of all, the low inter-rater agreement between etgp@ho pulled out medical necessity
and claims procedure clauses from SPDs for Stutlynionstrates the difficulty even
trained ERISA experts have identifying the languafhese clauses in SPDs (Medill et
al., 2006).

More importantly, Study 1 found that both medicatessity clauses and claims
procedure clauses were written at reading levelsrimthose one might expect the
average plan participant to possess. Accordinfgd-lesch Reading Ease test, Flesch
Grade Level test, and Fog Index, medical neceskityses were written at the college
reading level and above the recommended leveldsmless material (Thomas et al,
1975). Claims procedure clauses received bett@eson these measures but still
required a college reading level according to tles¢h Reading Ease test and were
above the recommended level for technical matagebrding to the Fog Index (Thomas
et al, 1975). Therefore, similar to medical congerms, some SPDs clauses appear to
require high levels of reading ability, which masgnsumers do not possess.

ComprehensionFew studies have explored comprehension of leghtgifrom

written documents, and the present study is tisé tiirexamine comprehension of ERISA
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rights from SPD clauses. Studies 2 and 3 confirthatlactual consumers struggled to

understand these clauses. In both studies, geatits’ overall comprehension accuracy
scores (.15 in Study 2 and .19 in Study 3) indtdtat respondents made slightly more
correct responses than incorrect responses. Ingbatlies, participants’ performance
was significantly better than chance, but they ed incorrect answers to multiple-
choice questions nearly half of the time. Thesdifigs are consistent with research that
suggests a high percentage of Americans do notrstiaghel how their healthcare plans
operate and, consequently, are not equipped towdtbah complicated appeals process
that often favors plan administrators over plartipgants (Edgman-Levitan & Cleary,
1996; Hibbard & Jewett, 1997; Hibbard et al., 1988acs, 1996; Lubalin & Harris-
Kojetin, 1999; McCormack et al., 2002). Even thiogige vast majority of participants in
Studies 2 and 3 had adequate functional healttadiye most participants did not
demonstrate good comprehension of their benefitser rights and responsibilities
regarding the health plan.

These findings indicate that some SPDs may not bowmith ERISA § 102(a)’s
requirement that SPDs “shall be written in a mamadeulated to be understood by the
average plan participant” (29 U.S.C. § 1022(a)gcdse results from the present study
are based on a small sample of SPDs and a smallerush participants, these results
should be interpreted with caution. Nevertheldss National Adult Literacy Survey
suggests that 20 to 23% of adults are functionbiigrate and another 26% have
marginal literary skills (Kirsh et al., 1993). Agesult, the majority of surveyed
institutional review boards require that medicatsent forms be written at’sto 13"

grade reading levels (Paasche-Orlow et al., 2008gontrast, many SPDs appear to be
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written at the college reading level, and, moreongmtly, many consumers do not

understand their content. Because many SPDs eeguh a high level of reading
ability, they defeat the federal law’s purpose hpding participants and beneficiaries
with full disclosure of important information comoeng their health plans. In this age of
consumer-driven healthcare, SPDs are meant toeoerttmary source of information for
participants in employer-sponsored healthcare pl&®ISA litigation is premised on the
assumption that plan participants are able to lusénformation in their SPDs to protect
their rights regarding their health plans. Findifiggm the present study suggest that the
written language of many SPDs may be inadequatattsfy the legal standard for
participant understanding established under ERIBWeed, the Advisory Council on
Employee Welfare and Pension Plans has adviseSdbetary of Labor to provide
additional regulatory guidance to help plan adntiatsrs prepare understandable and
user-friendly SPDs and to enhance regulatory mesimnto enforce the requirement
that SPDs be understandable (U.S. Department airl2005).

Improving Comprehensionn an effort to improve the readability of medica
necessity and claims procedure clauses, | redréfed by breaking up complex
sentences into simpler sentences, making long wotdshorter words, changing the
tone from third to second person, and reducingdbkenical nature of the documents by
eliminating jargon (Wogalter et al., 1999). Inth&tudies 2 and 3, these efforts failed to
improve consumers’ comprehension of their healmgl Although participants reported
a subjective difference in the readability of thigimal and redrafted versions of the
clauses, an objective difference was not founchercomprehension tests. There are

several reasons why redrafting might not have imgdacomprehension in the present
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study. On the one hand, the highly literate sampg have understood all of the

information in the original version that was “cfed” in the redrafted version. More
likely, the material was too complex to understanagn when redrafted, creating a floor
effect in comprehension scores. Given the lenftheostudy in general and the
difficulty of the comprehension test in particuliatigue may have been responsible for
poor comprehension of the medical necessity andhslprocedure clauses. In addition,
participants may not have invested enough cognénexrgy into trying to understand
either version of the clauses. Participants mayawe had enough motivation to read
the clauses closely due to the simulated natutkeeoéxperiment. The possibility that the
redrafted clauses may not have been different énfrogn the original clauses is
discussed further in the section below on limitasiof the present study.

Even though redrafting did not improve comprehemsicthe present study, the
low comprehension rates found in Study 2 and 3 sthaivthere is plenty of room to
improve the understandability of SPDs. Other sisidiave demonstrated that it is
possible to improve comprehension by redraftinglleipcuments (Mann, 1984; Masson
& Waldron, 1994; Wogalter et al, 1999; Young ef 4890). Plan administrators should
strive to make SPDs as understandable as possibdeibe the law requires that SPDs be
understandable to the average plan participaniSERNd contract law in general is
premised on the assumption that both parties utadetshe terms of their agreement.
Theoretically, both parties benefit when they eagpreciate their responsibilities under
the contract and realize the limitations of thepscof the contract. One policy
consideration underlying ERISA’s disclosure requeat is that plan administrators

should be held accountable for their compliancé ERISA and the terms of their plans.
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This purpose cannot be realized if plan participatt not understand their benefits or

their rights under their health plans.
The Appeals Process

The purpose of making SPDs more understandabla isimply to decrease the
number of appeals brought, though that would castdde one benefit, but rather to
increase the number of “appropriate” decisiongpigeal. Consumers should accept plan
administrators’ decisions when they have weak daamd appeal denials when they have
strong claims. Thus, in addition to being in coiapte with ERISA’s disclosure
requirement, plan administrators may find that morderstandable materials result in
more appropriate appeal decisions. The presedy stithe first to have participants
engage in a simulated health plan appeals prodeganted to determine if claim
strength, comprehension, and plan approval wodldance the propensity to appeal
denied benefits. Appropriately, participants warare likely to appeal a strong claim
than a weak claim and were more likely to seekllegansel when they had a strong, as
opposed to weak, claim. Participants also repagtedter plan approval when they had a
weak claim, probably because it seemed more rebbotiat the health plan would deny
their claim. Interestingly, in the reading-to-@sk condition, participants with a strong
claim were more likely to seek legal advice whesytread the original version of the
clauses. One explanation for this finding is tivathe face of strong claims and poorly
drafted documents, consumers are more likely toaféewvyer’s services are worth
pursuing.

A big concern in ERISA litigation is that plan panpants will hire lawyers too

late in the appeals process. A lawyer can ensateatplan participant exhausts the
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plan’s administrative appeal procedure before lmiga lawsuit and that plan

administrators have the participant’s strongesi@we before them at the time of the
benefit denial. Findings from the present studyggst that consumers want to hire
attorneys early in the appeal process when theg hatrong claim. However,
consumers may be less likely to seek out attoriretfse real world where they have to
find them and pay for their services.

More importantly, the present study found thatipgrants who understood the
health plan were more likely to make the approprascision of not pursing weak claims
for denied benefits. The path analysis showeddtesdter comprehension was associated
with fewer appeals, especially of weak claims. nfr@business perspective, this finding
provides a convincing argument for investing momy redrafting SPDs. This finding
has important policy implications because it shaulativate employers and plan
administrators to improve the readability of th@#Ds. By improving the readability of
plan documents, plan administrators could redueatimber of frivolous lawsuits over
plan coverage and, therefore, decrease the adrmiiustcosts of sponsoring plans.

Consistent with hypotheses, the present studyfalsad that participants were
less likely to appeal denied claims when they vgttee plan as more procedurally fair
and were more satisfied with the plan. Therefpagticipants’ feelings about the health
plan influenced their claiming behavior. Skarliekid Folger (1997) and Roberts and
Markel (2001) did not find that procedural fairn@stuenced claiming behavior, but
their research was set in the business contexteabéhe present study was set in the
healthcare context. Research has found that patea more likely to file medical

malpractice suits against providers with poor patgrovider communication (Levinson,
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Roter, Mullooly, Dull, & Frankel, 1997; Moore, Adle& Robertson, 2000). Results

from the present study suggest that plan parti¢gpare more likely to sue their
healthcare insurers when they are dissatisfied @athmunication from those insurers.
Perhaps, consumers are using their feelings tothaidhealth plan as a substitute
heuristic for putting forth the effort necessaratthieve actual comprehension of the
plan and to assess whether their claim has be@egyadenied under the terms of the
plan. The present study suggests that plan admatoss might be able to reduce the
number of appeals filed against them by improviagipipants’ perceptions of their
plans. Plan administrators should be highly magéigtdo reduce the number of appeals
filed against them not only because appeals cosegnbut because as many as 50% of
plan denials are reversed (Studdert & Gresenz,)2003

The present study also found that perceptionsadfqutural fairness and plan
satisfaction were highly correlated. This ressitonsistent with Murphy-Berman et al.’s
(1999) finding that participants felt better abthgir health plan when they felt the plan
was procedurally fair. According to the EthicalhBamental Obligations Report Card
Evaluations program, unfair coverage decisions leag not only to dissatisfaction with
a health plan but also to withdrawal from that tiealan, which can be costly to plan
administrators (Wynia et al., 2004). | was unsalveut how comprehension would
influence participants’ perceptions of the healdmp In the present study, increased
comprehension did not lead to greater plan appyewath would have provided plan
administrators with another incentive to redraétitiplan documents. Instead, the more
participants understood the health plan, the lasscpants felt the health plan was

procedurally fair and the less participants wetesad with the health plan. Although
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speculative, increased comprehension perhaps lewte dissatisfaction because

participants realized the limitations of the hegltan’s benefits and the administrative
roadblocks to appealing denied benefits. Thisltésinconsistent with the Consumer
Assessment of Health Plans Survey, which foundpgbater comprehension was
associated with less plan satisfaction (Venus.eP8@03). Perhaps, the more participants
understood the health plan in the face of a pendpmpals process, the more they
realized the health plan did not provide all of itf@rmation they felt was necessary to
make informed decisions (EBRI/Commonwealth Fun@520
Other Findings

The present study also attempted to improve congmiebn by manipulating
task. Consumers engage in reading-to-learn takks whey attempt to store and retain
information for use in the future, such as wheryttgad their SPDs when they first
receive them. Consumers engage in reading-tosks tahen they read with specific
objectives and plan to use their newly-acquirednmiation immediately, such as when
they revisit their SPDs once a dispute has arisethe present study, some participants
were told, before they read health plan documénds,they would be denied coverage.
This reading-to-do instruction was meant to propgticipants to pay greater attention
to relevant information, process information magestively, and engage in deeper
integration of information. The reading-to-do tagks supposed to encourage text
learning, which promotes deeper understandingestltbject matter and allows
application of newly acquired information to nogéaliations (Kintsch, 1994). As a
result, I hypothesized that participants in thelneg-to-do condition would demonstrate

greater comprehension of the health plan thangpaatits in the reading-to-learn
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condition. The present study found no supporthie hypothesis. Based on Duffy and

Kabance’s (1982) reasoning, participants’ comprsioenshould have improved in the
reading-to-do task because they would have intedrahd organized the health plan
information in anticipation of their upcoming appe#&he readability levels required to
understand health plan documents suggest that doesenents may by too complicated
for consumers to understand even when they knoadhbktime what information will

be important to them. In addition, consumers mayffamiliar with the appeals process
and not realize what information will be criticalthat process. On the other hand, the
present study may not have adequately manipulaséddondition, as discussed below in
the section on limitations of the present studyredrafting facilitates comprehension
only when readers are required to integrate th@mmétion, failure of the reading-to-do
manipulation could be partially responsible for kaek of a redrafting effect.

The present study did find differences in comprsl@nacross the different types
of knowledge measured. Declarative knowledge iammg- and content-based
information stored as semantic concepts, schermsatgis, or prototypes, and procedural
knowledge operates on the declarative knowledgedtio long- and short-term memory
(Smith, 1994). Participants had better declardtiv@vledge of medical necessity
clauses and better procedural knowledge of clamsgaure clauses. This finding
makes sense given that medical necessity clausg¢gic@ontent-based information and
claims procedure clauses contain application otepts. It does not appear that
declarative questions were associated with text ongior that procedural questions were
associated with deeper text learning (Kintsch, J9%Redrafting medical necessity

clauses to include scenarios and hypothetical problmay improve procedural
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knowledge of this clause, and redrafting claimpdure clauses to highlight and define

critical content areas may improve declarative kieoge of this clause.

| hypothesized that consumers’ health literacy thed experience with the
healthcare industry would influence their abilibinderstand health plan documents.
Because nearly all of the participants in Studies@ 3 had adequate health literacy, |
was not able to determine if higher health litera@s associated with better
comprehension of SPD clauses. The sample in #rsept study did not represent the 90
million American adults that are functionally i#litate (Kirsh et al., 1993). The study
sample’s health history and insurance status wifisisatly varied to examine the
influence of these factors. Nevertheless, acrofis $tudies, more experience with the
healthcare industry did not lead to better compmsiom of plan documents. Experience
with the healthcare industry also did not affeetnphpproval or the propensity to appeal
denied claims. One explanation for these findisghat the measures of healthcare
industry experience in the present study (e.gltinegatus, doctor visits, insurance
provider, claims experience) were not relevanhtype of knowledge being tested by
the comprehension test or to the skills necessaappeal denied benefits. In addition,
very few participants in Study 2 (1.2%) and StudiL.3%) could reflect on the
experience of appealing an actual claim. Perhthps;lauses were too complicated for
individuals, regardless of previous experience watthnical healthcare documents.
Interestingly, the positive effects that redrafthrd on certain types of knowledge only
existed for participants with health insurancelaimas experience. These results suggest

that individuals’ understanding of simplified héalare documents improves somewhat
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from experience with the health insurance indus8tudy 3 sampled both employees and

students.

In general, employees had more experience thaemstsivith the healthcare
industry and the insurance industry. This expesemay be why employees
demonstrated better comprehension of plan docuntieswsstudents, especially on the
declarative knowledge subscales. Due to the @iffez between students and employees’
experience with the healthcare and insurance ingasd the difference between
students and employees’ levels of education, it naybe appropriate to generalize
results from student samples to the working popriatvhen studying health plan
decision making.

Limitations and Future Studies

One of the biggest weaknesses of the present stndytherefore an area to
improve upon in future studies, was the methodedfafting the SPD clauses. For many
of the same reasons that legal documents areudiffwread (e.g., their length,
complexity, and technical nature; Hartley, 2000;dalter et al., 1999), they also are
difficult to redraft. In the present study, SPRudes were redrafted by breaking up
complex sentences into simpler sentences, makimggumrds into shorter words,
changing the tone from third to second person,ceduthe technical nature of the
documents by eliminating jargon, enlarging the foabrdering the text, and indenting
subcategories (Wogalter et al., 1999). These tquaks were used because they improve
scores on the Flesch Reading Ease test, Flescle Geal test, and Fog Index. A
significant limitation of these measures is thatytdo not capture some of the commonly

accepted psycholinguistic principles of redraftsugh as improving sentence structure
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(English & Sales, 1997; Lieberman & Sales, 1995¢veral researchers have been able

to improve comprehension of jury instructions bglaging uncommon words with
common ones, replacing abstract words with conaneés, avoiding homonyms and
nominalizations, removing prepositional phrasesmrgplaced phrases, eliminating
negatively modified sentences, and using activeevgCharrow & Charrow, 1979;
Elwork et al., 1977, 1982). One of the most prangsedrafting techniques that was not
used in the present study is logical organizatioinformation. For example, two ways
of improving the logical organization of informati@re using a hierarchical structure,
where high-level concepts are broken down into leleeel components and then
integrated, or an algorithmic structure, where @néation order requires understanding
of one concept for understanding of the next con(€lvork et al., 1982). Other studies
have successfully improved comprehension for pracddasks through visual aids such
as flowcharts (Kammann, 1975; Phillips & Quinn, 29Wiener et al., 2004).

Although six people made suggestions for improvimgreadability of each
clause used in the present study, more time awodt efbuld have been spent on redrafting
the clauses. Future studies should have cogritigaists and educational specialists
involved in the redrafting efforts. Although re&ildy scores are heavily dependent on
word count, | attempted to keep the word countlsinior the original and redrafted
versions in order to avoid changing the meaninthefclauses. Future studies should
examine whether shortening the text of SPD clauski$+s possible to do so without
significantly altering their meaning—improves theamprehension. Shortening text has

been shown to improve comprehension of medicaladrferms (Mann, 1984; Wogalter
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et al., 1999). Future studies may want to deteemihether shortening texts, improving

readability level, or a combination of both stragsgmproves comprehension the most.

The task manipulation in the present study alsddcbe improved upon. Duffy
and Kabance (1982) describe reading-to-léasks as tasks where individuals attempt to
store and retain information for use in the futanel reading-to-do tasks as tasks where
individuals read with specific objectives and plaruse their newly-acquired information
immediately. The only difference between the regdo-learn and reading-to-do tasks
in the present study was that participants in #aeling-to-do task were forewarned that
their claim for benefits would be denied. Evepafticipants remembered this
instruction, it was probably not sufficient to matie participants to engage in deeper
integration of the upcoming material. Participantthe present study were asked to take
on the daunting task of reading five to seven typéten pages of a SPD and completing
a 32-question comprehension test. The task matipanlmay have produced greater
differences if the study was shorter (e.g., byiegtout the second denial letter and the
second set of plan approval measures) or partitspaceived more compensation for
completing the study.

Future studies should employ more drastic meansamifipulating the task, such
as providing a more detailed description of théhfmoming problem, tying compensation
to performance, or increasing accountability. ddew to hone in on relevant plan
language, participants might need to be informetth@f ailment, the specific actions the
health plan is going to take against them, and #dality to appeal those actions.
Participants could receive this information in fben of a benefit denial letter before

they read the SPD language. Participants alsadmtold their compensation for
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participating in the study will depend on whethsyt successfully complete the

comprehension test or win their appeal. To in@gasticipants’ accountability for their
decision to appeal, participants could have toargheir reasoning to a third-party,
such as a health plan administrator or anothetthe&n participant. In the present
study, participants in the reading-to-do condititich not actually “do” anything.
Consumers probably are more motivated to underdtaalth plan language when they
are reading their own health plan and facing anadienefit denial, rather than reading a
hypothetical plan and engaging in a simulated dpgfedenied benefits. Although the
present study benefited from a controlled desiga simulated appeal may lack the
external validity necessary to generalize its fngdi to a real-world appeals process with
real consequences (Bornstein & McCabe, 2005). Nlesless, the present study was a
first attempt at identifying factors, such as piahg@l fairness and plan satisfaction, that
should be examined when studying appeal decisiotigi real world.

The participant sample and the method of survepartjcipants are also
limitations of the present study. Employee papteits in the present study were
recruited through the internet, and all particisacampleted the study over the internet.
This methodology provided a larger and more geducafly diverse sample population.
However, it may have attracted a sample of the jadipn that is disproportionately
health literate. Whereas over 30% of English-spgpRmericans have inadequate or
marginal health literacy (Gazmararian et al., 1998zmararian et al., 2003; Parker &
Gazmararian, 2003; Williams et al., 1995), only?8.@f participants in Study 2 and none
of the participants in Study 3 had inadequate aigmal health literacy. Similarly, more

participants in Study 2 (98.5%) and Study 3 (98.5%g a high school diploma than the
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national average (84%) according to 2005 U.S. Cedata. To give a more accurate

measure of comprehension, future studies shoulek gty recruit more participants with
inadequate and marginal health literacy and wik Education. Future research also
may consider using a different measure of heakhdcy than the S-TOFHLA.

Although running the study over the internet wadistic because many SPDs are
available to employees on-line, future studies magmsider providing participants with
hard copies of health plan documents. Plan ppéits may receive or print out hard
copies of their SPDs, and plan administrators aft@r participants claim denial letters.
Yet, the results would probably be similar to thesgent study because web-based and
paper-pencil studies generally yield comparablalte$Gosling, Vazire, & Srivastava,
2004). Future research also should assess wimh@ipants actually read the study
documents because a national survey conducted lng Harris and Associates (1996)
found that half of insureds do not read or merg&lgnamaterials about their health plans
(as cited by Isaacs, 1996). Future studies shemkdoarticipants how carefully they read
the study documents as Wogalter et al. (1999) nleassk participants if they referred
back to the health plan documents when they wargtziing the comprehension test.

There are several opportunities to determine whétha@ngs from the present
study generalize. The present study assesseddtability of 40 SPDs obtained from
the internet, employees, and attorneys. Althohgis¢ SPDs represented employers from
across the United States and several types of ddasger sample of SPDs would more
accurately reflect the readability of SPDs andvaltmmparison across different plan
types. A larger sample of SPDs also would haveawgd the likelihood that the clauses

chosen for Studies 2 and 3 were representative. cleluses selected for redrafting were
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chosen based on their representativeness of thélgud clauses with poor readability,

two versions of each type of clause were presetited;lauses were all from different
SPDs, and participants read both medical necessdyclaims procedure clauses.
Nevertheless, there is a risk that the presenystdichdings are idiosyncratic to the
clauses pulled out of the limited number of SPOkcted. Future studies should
evaluate comprehension of more than two versionlseofame clause. In addition, the
present study only examined the readability andgrelrension of medical necessity and
claims procedure clauses. Future research shoolkdimto other clauses. In addition to
examining medical necessity and claims procedunesels, Medill et al. (2006) collected
Firestoneclauses, mental health and substance abuse Iserlatises, pre-existing
condition coverage exclusion clauses, and reimingsé or subrogation clauses. There
was great variability in inter-rater agreement asrthe different types of clauses, but
there were only small differences in readabilityoas the six topic areas—all clauses
were written at reading levels beyond those onéhtregpect the average plan participant
to possess.

Participants in the present study engaged in alatediappeals process based on
denial of prospective appeals (i.e., appeals comogidenials of access to services).
Future studies should examine whether perceptibpsooedural fairness and plan
satisfaction differ when participants engage inogtective appeals (i.e., appeals
concerning denial of reimbursement for servicesaaly obtained). Results may depend
on whether participants can afford to pay for thecpdure if the health plan continues to
deny coverage. The appeal in the present studsecoed denial of surgery to remove

varicose veins. Future research should determivether findings from this study
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generalize to other services that are commonlyatdkeand appealed, such as gastric

bypass, office consultations with psychiatrists] amagnetic resonance imaging tests
(Studdert & Gresenz, 2003). Results may differetheling on whether participants view
the sought after treatment as clinically indicate@s elective or cosmetic.

The present study asked participants whaywould do in the event that a health
plan denied them coverage because this line otignésy tapped into the reading-to-do
task manipulation and this study focused on whatidividual decision makers would
themselves pursue a claim. Future studies mighgider asking participants what a
generic other should do in the same situation.e®e& has found that perceptions of
fairness depend on whether participants are viewiagvorld from their own or
another’s perspective (Bégue & Bastounis, 200308 Douglas, 2005). Future
studies also should parse apart the relationshipdas plan approval and comprehension
to determine if positive plan approval influencles tlecision to appeal more than high
comprehension levels. Instead of using a simulapgabals process, future research
could target individuals who actually have beeniel@icoverage and assess their
perceptions of their health plans. Studies thatrere consumers’ actual interactions
with health plans should consider using the He@hhe Justice Inventory — Health Plan
(HCJI — HP), which assesses the trust, impartiadityl participation dimensions of
procedural justice (Fondacaro, Frogner, & Moos,5300
Conclusion

The present study found that medical necessitychnohs procedure clauses in
SPDs are written at the college reading level #mas, above the reading ability one

would expect the average plan participant to passbkgleed, poor performance on
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comprehension tests of plan documents confirmetdctirasumers do not understand

these clauses well. These findings indicate thatesSPDs may not comply with ERISA
8 102(a)’s disclosure requirement. Improving coamgnsion of SPDs will not be easy,
as demonstrated by the lack of a redrafting effetite present study. Nevertheless, plan
administrators should be motivated to make theinpimore readable based on the
finding that more informed consumers are lessYikelpursue futile claims. By reducing
the number of frivolous lawsuits over plan coverggan administrators can decrease the

administrative costs of sponsoring plans.
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Appendix A: Selections from Coding Instruction Book

AN EMPIRICAL STUDY OF SUMMARY PLAN DESCRIPTION LANG UAGE
CODING INSTRUCTION BOOK
Introduction
The purpose of this research study is to measerestidability of the language

used in summary plan descriptions (SPDs) for engrlgponsored health care plans that
are subject to the Employee Retirement Income 8gd\et of 1974 (ERISA). In
addition to measuring the overall readability ofle&PD in the study, the study also
measures the readability of the following selediedises that atgpically found in
health care plan SPDs:

1. Medical necessity clauses.

2. Claim filing and appeal procedure clauses.

w

. Firestoneclauses.

4. Mental health and substance abuse clauses.

5. Pre-existing condition coverage exclusion agus

6. Reimbursement clauses.

Your task is to identify or “code” these clausesha SPD documents. An
explanation of each clause, and the criteria tbatshould use to identify each clause,
are described below in the Definitions and Codimige@a section for each clause.

Coding Methodology

Each SPD document is accompanied by a coding &eeiAppendix A). As you
identify the relevant clauses in the SPD documeni,should:

1. Circle the relevant clause language on the miecd and indicate the number
of the clause that corresponds to the language ‘(L'efor language that relates to a
medical necessity clause, “3" for Firestone cldasguage, etc.).

2. Each time you identify language in the SPD doent as part of a coded
clause, write the page number(s) where the langisageind under the appropriate
clause heading on the coding sheet.
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This methodology ensures that the research asisighamis responsible for
inputting the coded language into the computeresydias two ways to verify the
language to be coded as part of each clause.

Definitions and Coding Criteria
General Instructions

The language that you select and code as parefaclause may be used in
subsequent studies to test the comprehensiondévuadiividual readers. To make these
subsequent studies as realistic as possible, yauldimcludeas part of the coded
languageany relevant topic headings or subheadingsd in the documeittat
correspond to the coded language. In addiasra general rule you should include the
entire paragraph in which the coded language appsarthat a human reader will have
the context necessary to comprehend the signifecahthe clause language.

Medical necessity clauses represent the one erceatithis general rule.
Specific detailed criteria for coding medical nesigsclauses are described in the next
section.

1. Medical Necessity Clauses
a. Definition

Medical necessity clausesstrict the type of medical treatment that plams a
obligated to covet. A medical necessity clause is an optional plasigiefeature that is
used to reduce the cost of the health care pldimityng the scope of coverage to
treatment that is deemed to be medically necessatlye plan administrator.

In general, medical necessity clauses function:

(1) as a general prerequisite for coverage (ehgrges are considered covered
expenses to the extent that the services and ssppiovided are recommended
by a physician and are necessary for the careraatitent of an injury or a
sickness);

(2) as a criterion for providing specific covereahaces (e.g., hearing aids are
covered only when medically necessary); or

! David M. Eddy,Benefit Language: Criteria that Will Improve QugliVhile Reducing Costs
275 JAMA650 (1996).
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(3) as a general exclusion from coverage (e.gvices and supplies to the extent
that they are not medically necessary are excluded)

b. Coding Criteria for Medical Necessity Clauses

Medical necessity clauses require the most detaibeihg criteria because SPDs
vary in how medical necessity clauses are presertedoding a medical necessity
clause, you should determine if the relevant lagguaonveyprimary informationor
tertiary information. Primary information should be coded as part oftfeglical
necessity clause. Tertiary information shouldb®toded as part of the medical
necessity clause.

i) Primary Information

References to medical necessity in the SPD docuarertb be coded as primary
information if:

(1) the reference is part of an explanation ofpterequisites for coverage;
(2) the reference is part of an explanation of cegeservices or benefits;

(3) the reference is part of an explanation ofseices or benefits that are
excluded from coverage; or

(4) the language is part of a definition or a gwgdescription of the term
“medical necessity,” “medically necessary,” or danterminology.

Some SPD documents may contain a general prowssadimg that all covered
services or benefits must be medically necessalipwied by a detailed list of the types
of services and benefits that are covered by the. pIn this situation, you should code
only the general provision as part of the mediesassity clause amibt code the
detailed list of services and benetitsit follows the general provision as part of the
medical necessity clause.

Other SPD documents may describe the types ofcemrand benefits that are
covered by the plan, and selectively qualify certated services and benefits by
indicating that the particular service or benefit e covered only if it is medically
necessary. In this situation, you shoctdle these particular services and benefgpart
of the medical necessity clause.

Some SPD documents may describe several opti@islale under the plan
(e.g., PPO, POS, HMO options), with each optiort@iomg a medical necessity clause.
In this situation, you shoulcbde the medical necessity clause language for pkch

2 CLARK C.HAVIGHURST, HEALTHCARECHOICES PRIVATECONTRACTS ASNSTRUMENTS OFEALTH
RerFORM125-26(American Enterprise Institute for Public Policy Basch 1995).
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option even if the SPD document language used to desttrdomedical necessity clause
for each plan option is identical.

i) Tertiary Information

References in the SPD document to medical necemstiertiary and should not
be coded as part of the medical necessity claubke rfeference is:

(1) part of an explanation of the requirementshefplan for the pre-authorization
of medical treatment, utilization review procedym@®cedures for reviewing the
appropriate length or continuation of a hospital/sprocedures for the
coordination of benefits paid by multiple planscase management review
procedures;

(2) included as part @ separate description prescription drug benefits,
disability plan benefits, dental plan benefitsjatisplan benefits, or other welfare
plan benefits that are not medical benefits;

(3) included as part of a description of mentalltiieand substance abuse
benefits®

(4) included as part of a description of the praged for claims filing and
appeals of denied clainfs;

(5) ad hoc references to medical necessity, osareferences to other provisions
of the SPD document, already coded as primary eidded as part of the
document’s medical necessity clause; or

(6) a cross-reference to medical necessity thatladed as part of an
explanation of other federal laws that impact ttenmistration of the plan, such
as the Family and Medical Leave Act (FMLA), the Hednsurance Portability
and Accountability Act (HIPAA), and the Consoliddt®mnibus Budget
Reconciliation Act (COBRA).

% In this situation, references to medical necessiéycoded as part of the mental health and
substance abuse clause.

* In this situation, references to medical necessigycoded as part of the claims filing and appeal
procedure clause.
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3. Claim Filing and Appeal Procedure Clauses

a. Definition

Claim filing and appeal procedu@ausesnform plan participants of the
procedure the participant must follow to submitaano for health care plan benefits and
to appeal a claim for health care plan benefitsltha been denied by the plan
administrator. The legal source for claim filingdeappeal procedure clauses is ERISA
Section 503,which provides in relevant part that every plarstiafford a reasonable
opportunity to any participant whose claim for bieisenas been denied for a full and fair
review.”® Department of Labor regulations implementing Bec503 set forth specific
and detailed requirements for the claims proceduses by group health plahs.

b. Coding Criteria for Claim Filing and Appeal Procedure Clauses

Subject to the exceptions listed below, you shaolde as part of the claim filing
and appeal procedure clause any language in thed88Ubnent that describes the
procedure the participant must follow to submitaaro for health care benefits and to
appeal a claim for health care benefits that has loenied by the plan administrator.
The following information in the SPD document shiboibt be coded as part of the claim
filing and procedure clause:

(1) a description of the requirements of the planttie pre-authorization of
medical treatment, utilization review procedurescedures for reviewing the
appropriate length or continuation of a hospital/sprocedures for the
coordination of benefits paid by multiple planscase management review
procedures;

(2) claim filing and appeal procedures that are@ioed ina separate description
of prescription drug benefits, disability plan berefdental plan benefits, vision
plan benefits, or other welfare plan benefits #ratnot medical benefits;

(3) claim filing and appeal procedures that ar@uaito mental health and
substance abuse benefitsr

(4) references to claims and appeals that are io@utan the model statement of
ERISA rights that is required by ERISA Section I)4(nd described in
Department of Labor Regulation 2520.102-3(tf(2).

®29 U.S.C. § 1133(2).
® The complete text of ERISA Section 503 is contimmeAppendix B.
" See 29 C.F.R. § 2560.503-1.

8 In this situation, claim filing and appeal proceskithat are unique to mental health and
substance abuse benefits are coded as part ofdhinhealth and substance abuse clause.
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Some SPDs may describe the procedure for filinmiéial claim for plan benefits
separately from the procedure for appealing a ctaahhas been denied. Other SPDs
may describe claim filing and claim appeal procedun one section. You should code
all of the language in the SPD document that reledehe filing of claims and the appeal
of denied claims as part of the claim filing anghe@gl procedure clause, whether those
provisions are contained in a single section @eparate sections.

Some SPDs may include a sample form for submittiotaim or appealing a
claim for benefits that has been denied by the ptiministrator. You should code any
sample claim forms as part of the claim filing ampbeal procedure clause.

929 C.F.R. §2520.102-3(1)(2). The text of the D&ipant of Labor’'s model statement of ERISA
rights is contained in Appendix C.
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Appendix B: Original and Redrafted Versions of Gles

Medical Necess

ity Clause, Plan 1

Original

Redrafted

COVERED BENEFITS

A Member shall be entitled to the Covered
Benefits as specified below, in accordance
with the terms and conditions of this
Certificate. Unless specifically stated
otherwise, in order for benefits to be
covered, they must be Medically Necessa
For the purpose of coverage, HMO may
determine whether any benefit provided
under the Certificate is Medically Necessa
and HMO has the option to only authorize
coverage for a Covered Benefit performed
by a particular Provider. Preventive care, ¢
described below, will be considered
Medically Necessary.

To be Medically Necessary, the service or
supply must:

* be care or treatment as likely to
produce a significant positive outcome
as, and no more likely to produce a
negative outcome than, any alternative
service or supply, both as to the diseas
or injury involved and the Member’s
overall health condition;

* be care or services related to diagnos
or treatment of an existing illness or
injury, except for covered periodic heal
evaluations and preventive and well bg
care, as determined by HMO;

* be a diagnostic procedure, indicated
the health status of the Member and bg
likely to result in information that could
affect the course of treatment as, and 1
more likely to produce a negative
outcome than, any alternative service (
supply, both as to the disease or injury|
involved and the Member’s overall
health condition;

* include only those services and supp

th

COVERED BENEFITS

A member of this Health Plan is entitled tg
 the covered benefits as described below.
order for benefits to be paid for, or coveret
they must be considered “medically
necessary.” The Health Maintenance
ryOrganization (HMO) that runs this Plan
decides whether benefits are medically
necessary. If the HMO determines that on
rof the benefits listed below is medically
necessary, the benefit will be covered by t
company. In addition, the HMO may only
a@uthorize a particular provider to perform 3
covered benefit. Preventive care, as
described below, is always considered
medically necessary.

To be medically necessary, services and
supplies must meet all the standards
described below.

or supply must be as likely to have a
significantpositiveimpact on the
member’s illness and the member’s
overall health as any other option. The
service or supply cannot have more of

e

S

and the member’s overall health than g

by other option.

or supply must be care or services to
diagnose or treat agxistingillness or
injury. The HMO provides an exceptior
to this rule for care or services related
periodic health evaluations, preventive
care, or well baby care.

Py
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DI
or supply must be a procedure needed

diagnose the member’s health status.

ies This procedure must be as likely to

» To be medically necessary, the servic

negativeimpact on the member’s illness

» To be medically necessary, the servi¢

» To be medically necessary, the servic
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115

that cannot be safely and satisfactorily
provided at home, in a Physician’s
office, on an outpatient basis, or in any
facility other than a Hospital, when use
in relation to inpatient Hospital Service
and

* as to diagnosis, care and treatment b
no more costly (taking into account all
health expenses incurred in connectior
with the service or supply) than any
equally effective service or supply in
meeting the above tests.

In determining if a service or supply is
Medically Necessary, HMQO'’s Patient
Management Medical Director or its
Physician designee will consider:

« information provided on the Member’s

health status;

* reports in peer reviewed medical
literature;

* reports and guidelines published by
nationally recognized health care
organizations that include supporting
scientific data;

* professional standards of safety and
effectiveness which are generally
recognized in the United States for
diagnosis, care or treatment;

* the opinion of Health Professionals in
the generally recognized health specia
involved,

» the opinion of the attending Physiciar
which have credence but do not overry
contrary opinions; and

* any other relevant information brough
to HMQO's attention.

Inpatient Hospital & Skilled
Nursing Facility Benefits
As an exception to the Medically Necessa

requirements of this Certificate, the
following coverage is provided for a mothe

course of treatment as any other optiof
The procedure cannot have more of a
negative impact on the member’s illneg

care that cannot be received as safely
satisfactorily as outpatient care or care
received at home, a physician’s office,
a facility other than a hospital. Inpatien
care requires an overnight stay, where
outpatient care does not.

or supply must be no more costly than
any equally effective service or supply.
The cost must take into accouatl
medical expenses resulting from the
service or supply.

7

In determining if a service or supply is
medically necessary, the HMO will consids

status;

* reports in peer reviewed medical
journals;

« reports and guidelines that are
published by nationally recognized
health care groups and use scientific d
to support their claims;

—

* professional standards of safety and
effectiveness that are generally applied
diagnosis, care and treatment in the
United States;

* the opinions of health professionals
who specialize in the health problem at
ISsue;

y

S,
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« the opinions of the member’s
physicians, whose opinions carry weig
but do not overrule differing opinions;
and

r
Yo any other relevant information brough

to the HMQ'’s attention.

=

and newly born child:

d and the member’s overall health than &
s5;  other option.

» To be medically necessary, the servic
e or supply must include only inpatient

t

» To be medically necessary, the servic

* information about the member’s health
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1. a minimum of 48 hours of
inpatient care in a Participating
Hospital following a vaginal
delivery;

2. a minimum of 96 hours of
inpatient care in a Participating
Hospital following a cesarean
section; or

3. a shorter Hospital stay, if
requested by a mother, and if
determined to be medically
appropriate by the Participating
Providers in consultation with the
mother.

Benefits for Temporomandibular
Joint Disorders (TMJ)

Benefits for TMJ will be provided when
preauthorized by HMO. This includes
diagnostic and surgical treatment of TMJ
that is Medically Necessary as a result of
accident, a trauma, a congenital defect, a
develop-mental defect, or a pathology.

EXCLUSIONS AND
LIMITATIONS

Exclusions

The following are not Covered Benefits
except as de-scribed in the Covered Bene
section of this Certificate or by a rider
attached to this Certificate:

» Cosmetic Surgery, or treatment relati
to the consequences of, or as a result
Cosmetic Surgery, other than Medicall
Necessary Services. This exclusion
includes, but is not limited to, surgery t
correct gynecomastia and breast
augmentation procedures, and
otoplasties. Reduction mammoplasty,
except when deter-mined to be Medica

Inpatient Hospital & Skilled
Nursing Facility Benefits

As an exception to the medically necessa
requirements described above, the followi
coverage is provided for a mother and neV
born child:

1. a minimum of 48 hours of
inpatient care, in a hospital approve
by the HMO, following a vaginal
delivery;

2. a minimum of 96 hours of
inpatient care, in a hospital approve
by the HMO, following a cesarean
section (C-section); or

3. a shorter hospital stay, if request|
by a mother, and if judged medicall
appropriate by the health care
provider.

Benefits for Temporomandibular
Woint Disorders (TMJ)

Benefits for TMJ must be authorized by th
HMO before they are received. This is the
case even if the TMJ is medically necessa
due to an accident, a birth defect, a
developmental defect, or a disease.

EXCLUSIONS AND
, LIMITATIONS

fits

Exclusions

Except as described above in the Covered
'8enefits section or in supplemental
Dhaterials, the following aneot covered
Y benefits:

* Non-medically necessary cosmetic
surgery or non-medically necessary
treatment to address the consequence
an earlier cosmetic surgery. This
includes, but is not limited to, surgery f
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Necessary by an HMO Medical Directq

r, breast enlargement or reduction,
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is not covered.

* Non-medically necessary services,
including but not limited to, those
services and supplies:

1. which are not Medically
Necessary, as determined by HMO|
for the diagnosis and treatment of
illness, in-jury, restoration of
physiological functions, or covered
preventive services;

2. that do not require the technical

skills of a medical, mental health or|a

dental professional;

3. furnished mainly for the personal
comfort or convenience of the

Member, or any person who cares for

the Member, or any person who is
part of the Member’s family, or any
Provider;

4. furnished solely because the

Member is an inpatient on any day In
which the Member’s disease or injury

could safely and adequately be
diagnosed or treated while not
confined;

5. furnished solely because of the
setting if the service or supply could
safely and adequately be furnished
a Physician’s or a dentist’s office or
other less costly setting.

DEFINITIONS

» Medically Necessary, Medically Necessary
Services, or Medical Necessity. Services that < Medically necessary, medically
necessary services, or medical necess

are appropriate and consistent with the
diagnosis in accordance with accepted
medical standards as described in the
Covered Benefits section of this Certificate.
Medical Necessity, when used in relation to
services, shall have the same meaning as
Medically Necessary Services. This
definition applies only to the determination

by HMO of whether health care services a‘re

abnormal growth of breasts in males, gnd

large ears.
* Non-medically necessary services,

including but not limited to, the service

described below.

n

1. Services that are not medically
necessary, as determined by the
HMO, for the diagnosis and
treatment of illness or injury, for the
restoration of body functions, or for
covered preventive services.

2. Services that do not require the
technical skills of a medical, mental
health or dental professional.

3. Services that are delivered mainl
for the personal comfort or
convenience of the member, any
person who cares for the member,
any person who is part of the
member’s family, or any provider.

4. Services that are delivered solely

because the member is an inpatient

when the member’s disease or inju
could safely and adequately be
diagnosed or treated as an outpatie

5. Services that are delivered solely
because of the setting when the
service or supply could be safely ar
adequately provided in a physician’
office, a dentist’s office, or another
less costly setting.

DEFINITIONS

These are services that are considg
appropriate and consistent with the
diagnosis according to accepted

medical standards as described in {
Covered Benefits section. Medical
necessity, when used in relation to
services, has the same meaning as

"2
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medically necessary services. This
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Covered Benefits under this Certificate.

definition applies only to the
determination by the HMO of
whether health care services are
covered benefits under this policy.
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Medical Necessity Clause, Plan 2

Original Redrafted
SOME TERMS AND TERMS AND
EXPLANATIONS EXPLANATIONS

What is ‘Medically Necessary’?

The medical plan options pay benefits for
eligible expenses that are considered
medically necessary by the claims
administrator. The claims administrator
considers a treatment, service, or supply @
medically necessary if it is:

* Ordered and approved by a licensed
physician

* Reasonably required for the diagnosi
or treatment of a medical symptom or
condition

* A treatment that is economical, safe,
and provided in a manner and setting
consistent with generally accepted
United States medical standards

* Not primarily for the convenience of
the patient or the health care provider

» The most appropriate level of
treatment, service, or supply that can b
safely provided. (With respect to

hospitalization, acute care as an inpati
is judged to be necessary based on thg
type of services the patient is receiving

or the severity of the patient's condition.

It also means that safe and adequate ¢
cannot be received as an outpatient or
a less intense medical setting.)

* Not educational, vocational,
experimental, or investigational in natu
except for individuals with diabetes. Th
plan provides for education about
diabetes.

* Not specifically excluded by the plan.

When you are hospitalized, your provider
and the claims administrator determine ho

Medically Necessary
The Health Plan will pay for medical

considers “medically necessary.” A
treatment, service, or supply is medically
\necessary if it is:

« ordered and approved by a licensed
physician;

* reasonably required to diagnose or tr
a medical symptom or condition;

« cost-effective and safe;

* generally accepted according to
national medical standards;

« the most appropriate level of treatme
service, or supply that can be safely
provided,;

* Inpatient care requires an overnig
stay, whereas outpatient care does
not. Inpatient care is only medically
necessary if the same care cannot
received as an outpatient or in a leg
intense medical setting than a
hospital. This judgment will be base
on the type of services the patient i
receiving or the severity of the
patient's condition.
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* not for the purpose of education or ar
experiment (except for educating patie

le about their diabetes);

e ¢ not mainly for the convenience of the

patient or the health care provider; and

* not specifically listed in this Plan undé
the section Medical Expenses that are
Not Covered.

w

long your hospital stay is medically

expenses that the Plan’s claims administrator

nt,

ht

be
S

d

U

nts

14

r

L




120

necessary. Even though your physician or

recommends, or approves a service or
supply, it is not automatically considered
medically necessary. This rule applies eve
if the service or supply is not listed in this
guide as an ineligible expense.
Consequently, pre-certification of expense
is essential to determine eligibility for
benefits.

Hospital inpatient services are medically
necessary if they cannot be safely provide
to you as an outpatient.

Adult physicals, newborn baby care and
childhood immunizations that you receive
from a network provider are considered
medically necessary. Maternity hospital
stays for mothers and newborn children af
considered medically necessary for at leag
48 hours following a normal vaginal delive
or 96 hours following a cesarean birth.

Out-of-network services and supplies
provided to a newborn child are considere
medically necessary if they:

* Meet all the requirements listed in the
Eligible Medical Expenses section.

* Are provided to treat a diagnosed
sickness or injury (including a congenit
defect or birth abnormality).

EMERGENCY CARE AND
HOSPITALIZATION
Eligible Medical Expenses

» Ambulance service to a local facility
for a life-threatening condition or a

condition that could cause serious harn

to your body

(The medical plan options also cover aimedically necessary if they:

ambulance service to the nearest
appropriate facility when this service is
medically necessary. There is no

D

other health care provider prescribes, orde

Hospitalization
rs

Hbspital inpatient services are medically
necessary if they cannot be safely provide
rfO you as an outpatient.

When you are in the hospital, your health
care provider and the claims administrator
Sdecide how long your hospital stay is
medically necessary. Even though your
health care provider prescribes or
recommends a service or supply, it is not
gautomatically considered medically
necessary. This rule applies even if the
service or supply is not specifically listed if
this Plan under the section Medical Expen
that are Not Covered. The best way to ma|

will be covered is to ask the claims
‘?administratorbeforeyou receive them.
ry’reventative Care

From Network Providers

Network providers are those doctors that

Ohave an agreement to provide care to pati
with this Plan and be paid by this Plan for
“medically necessary” services.

Adult physicals that you receive from a
network provider are considered medically
anecessary.

Newborn baby care and childhood

considered medically necessary. Hospital
stays for mothers and newborns are

48 hours following a normal vaginal delive

section).
From Out-of-Network Providers

n . .
Out-of-network services and supplies
provided to a newborn child are considere

» Meet all the criteria listed in the sectic
on Covered Medical Expenses.

coverage under any of the medical pla

N« Are provided to treat a diagnosed

D

sure the services and supplies you receive

immunizations from a network provider are

considered medically necessary for at leas

or 96 hours following a cesarean section (C
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options for ambulance use when there
no emergency.)

» Medically necessary surgery that
results from a previous cosmetic surge
(Cosmetic surgery performed mainly tg
change a person's appearance is not d
eligible expense.)

» Educational expenses related to
diabetes, when medically necessary af
prescribed by a physician and approve
by the claims administrator

* Infertility services, including diagnosti
services to determine the cause of
infertility, and medical procedures
required to correct a physical condition
causing infertility

* Further, administrative fees relate
to non-medically necessary infertilit
services, such as egg and sperm
donor search fees and travel
expenses, also anet eligible.

» Temporomandibular joint (TMJ)
syndrome, including medically necessa
initial surgical consultation and surgical
treatment of dysfunction of the
temporomandibular joint. (The medical
plan options do not cover therapy [befa
or after surgery], appliances or the
shortening or lengthening of the maxill
or mandible for cosmetic purposes or f
correction of malocclusion.)

Ineligible Medical Expenses

» Charges for services or supplies that
not medically necessary

* Expenses related to court-ordered
treatment, unless certified as medically
or psychologically necessary

» Expenses related to infertility
administration fees that are not medica
necessary, such as egg and sperm cog
and donor search fees
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Covered Medical Expenses

sickness or injury, including a birth
defect.

EMERGENCY CARE AND
HOSPITALIZATION

« Ambulance service to a local hospital
for a life-threatening condition or a
condition that could cause serious harr
to the patient’s body.

* Helicopter ambulance service to the
nearest hospital that is equipped to
handle the patient’s condition when thi
service is medically necessary.

U)

* There is no coverage for any ambula
service when there is no emergency.

nce

» Medically necessary surgery that

results from a previous cosmetic surgery

» Cosmetic surgery performed mainly
to change the way a person looks i

not covered.

U7

» Educational expenses for patients with
diabetes, when prescribed by a doctor
and approved by the claims administrator

« Infertility services

* When a couple cannot get pregnant,
the Plan will cover tests to determine
the cause of infertility and medical
procedures to fix it

» Expenses related to non-medicall
necessary infertility services, such §
egg and sperm donor search fees 3
travel expenses, anotcovered.

/
AS

\nd

* Temporomandibular joint (TMJ)
syndrome, including medically necesseé
surgery.

Ary

» The Plan does not cover therapy
before or after surgery, devices or
procedures to shorten or lengthen t
jaw bones for cosmetic or
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GLOSSARY

Medically necessary In general, services or
supplies that meet the following criteria:

* Are appropriate and necessary for th¢
symptoms, diagnosis or treatment of th
medical condition, disease, injury or
illness.

* Are provided for the diagnosis or dire
care and treatment of the medical
condition, disease, injury or illness.

» Meet the standards of sound medical
practice in the medical community in th
service area and that, if omitted, would
adversely affect the patient's medical
condition.

* Are not primarily for the convenience
of the patient or health care provider.

* Are the most appropriate level or
amount that can safely be provided.

The medical and dental plans pay benefitg
for services and supplies that are considet
medically necessary, as determined by the
plan administrator. The fact that a physicia
or other health care provider prescribes or
orders the service or supply does not mak
a medically necessary, eligible expense.

orthodontic purposes.

Medical Expenses that are Not
Covered

» Charges for services or supplies that
not medically necessary

\14

e
* Expenses related to court-ordered
treatment, unless the claims

administrator decides the expenses ar¢
medically or psychologically necessary

» Expenses related to infertility expensé
that are not medically necessary, such
egg and sperm costs and donor search

e
fees

GLOSSARY
Medically Necessary

In general, services or supplies are medic
necessary if they:

« are appropriate and necessary and a
ed provided to diagnose or treat the injury

> orillness;
N« meet the standards of medical practid
o it in the local medical community;

» would negatively affect the patient's
medical condition if not provided,;

« are not provided mainly for the
convenience of the patient or health ca
provider; and

« are provided at the most appropriate
level that is safe.

The Plan pays for services and supplies th
the claims administrator deems medically
necessary. The fact that a health care

provider prescribes or orders the service @
supply does not, by itself, make it medical
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123
Clause, Plan 1

Original

Redrafted

CLAIMS INFORMATION
AND APPEAL PROCEDURES

How to Obtain Benefits

When you receive Covered Services, a cla
must be filed for you to obtain benefits.
Network Providers will file claims for you. Ii
you need to submit the claim yourself for
Covered Services (such as claims for
treatment by an Out-of-Network Provider),
you should use a claim form.

These claim forms are available in your
human resources department or on the hut
resources page of the Intranet. You can als
obtain forms by calling the Customer Servi
Center at the number on the back of your
insurance card. The claim form, as well as
your insurance card, provides the correct
address to where claims should be sent.

Medical Claim Submission

A claim form must be submitted to the Plarn
Claims Administrator at the address that is
indicated on the back of your insurance ca
Claims must be submitted within 90 days 0
receiving Covered Services and must inclu
sufficient data to determine what benefits 3
covered by the Plan.

Failure to submit a claim within 90 days wil
not reduce a benefit if you or your Provider
can show that the claim was submitted as
soon as reasonably possible. However, cla
first submitted more than 180 days after th
date of the Covered Service may be denie(
for lack of timely filing.

Payment Determinations on Initial
Claims

man
s¥ Ou can get claim forms from your

cemployer’'s human resources department

CLAIMS AND APPEALS

Getting Services Paid for by the

Plan
rMvhen you receive services that are cover
by the Plan, a claim must be filed for the
Plan to pay for the services. Health care
providers who have network agreements
work with the Plan will file claims for you.
When you receive services from an out-o}
network provider, you need to submit the
claim form yourself. The Plan provides a
claim form.

website. You can also obtain forms by
calling the Customer Service Center at th
number on the back of your insurance ca
The claim form and your insurance card
both provide the address where claims
should be sent.

‘Medical Claim Submission

A claim form must be mailed to the Plan’s
fClaims Administrator at the address on yq
dasurance card. Claims must be submittec
revithin 90 days of receiving services and
must include enough information for the
administrator to determine which of the
services you received are covered by the
Plan.

ikhdét takes you longer than 90 days to subn
ra claim, you can still get benefits. For this
jhappen, you or your health care provider
must show that the claim was submitted &
soon as it was reasonably possible. If it
takes you longer than 180 days to submit
your claim, your benefits may be denied f
not filing in a timely manner.
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The Plan endeavors to provide quick
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processing of all health insurance Claims.
There are two types of Claims that may be
filed under the Plan: Pre-service Claims an
Post-service Claims. A Pre-service Claim i
request for benefits prior to receipt of
treatment or a Pre-authorization request as
required under the Plan (see the
Preauthorization section of the Plan for
benefits requiring Pre-authorization). A Pog
service Claim is a Claim for benefits after t
treatment has already been rendered. As
illustrated below, Pre-service Claims and
Post-service Claims are treated differently
the Plan. Moreover, the Plan will treat Pre-
service Claims differently based upon
whether the Claim is an Urgent Care Claim
For purposes of this Claims Information an
Appeal Procedures section of this Summar
Plan Description, an Urgent Care Pre-serv
Claim is any Claim for medical care or
treatment with respect to which the
application of the time periods for making
non-urgent care determinations could
seriously jeopardize the life or health of the
claimant or the ability of the claimant to
regain maximum function or, in the opinion
of a physician with knowledge of the
claimant’s medical condition, would subjec
the claimant to severe pain that cannot be
adequately managed without the care or
treatment that is the subject of the Claim.

Determinations of Urgent Care Pre-service
Claims will be made by the Claims
Administrator as soon as possible, taking if
account the medical necessity, and
notification of such determination shall be
given to the Member not later than 72 hour
from the time the Urgent Care Pre-service

Claim is received unless the Member faileg o
provide sufficient information in order for the

Claims Administrator to determine whether
or to what extent, benefits are covered or
payable under the Plan. In the case of suct
failure, the Claims Administrator shall notify
the claimant as soon as possible, but not |z
than 24 hours after receipt of the Claim, of
the specific information necessary to

Decisions about Claims

dglrhe Plan tries to process all claims quickl

filed under the Plan.

A Pre-service Claim is a request for
benefitsprior to receiving treatment, such
tas a pre-authorization request.

>1e * A pre-authorization request is a requ
that the Plan determine whether a
proposed service is covered and is
medically necessary. For some types
services, a pre-authorization request i

required.

by

.» A Post-service Claim is a claim for
dbenefitsafter the treatment has been
Yreceived.

C-eAs described below, Pre-service Claims
and Post-service Claims are treated
differently by the Plan. The Plan treats Pr
service Claims differently depending on
whether the claim is for care that is neede
urgently or not.

Urgent Care Pre-service Claims

An Urgent Care Pre-service Claim is any
claim for medical care that is needed
immediately. Urgent Care Pre-service
Claims are processed more quickly than
claims for non-urgent care for several
reasons. In a doctor’s opinion, a delay
might endanger the health of the patient,
nteduce the patient’s chance of a full

recovery, or subject the patient to severe

pain that cannot be managed without the
srequested services.

t

Urgent Care Pre-service Claim decisions
Il be made by the Claims Administrator
as soon as possible. The Claims

* Administrator will consider the medical
necessity of the service. You will learn of
fhe Claims Administrator’s decision within
/ 72 hours from the time the claim was
Ul ceived. If you did not give the Claims

Administrator enough information to

N

s Bhere are two types of claims that may be
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complete the Claim. The claimant will be
given 48 hours after receipt of the notice to
provide the requested information. Within 4
hours of its receipt of the requested

information, the Claims Administrator shall

notify the claimant of its determination. If the

claimant fails to timely provide the requestg
information, the Claims Administrator will
notify the claimant of its determination
within 48 hours after the expiration of the
time to provide the information.

If a claimant files an Urgent Care Pre-servi
Claim improperly, the Claims Administrator
will notify the claimant of the improper filing
and how to correct it as soon as possible (i
not later than 24 hours) after the failure is
discovered. This notice may be oral, unless
written notification is requested by the
claimant.

Non-urgent care Pre-service Claims will be
determined by the Claims Administrator
within a reasonable period of time
appropriate to the medical circumstances,
notification of such determination shall be
given to the Member not later than 15 days
from the time the non-urgent care Pre-sery,
Claim is received. This 15-day period may
extended if the Claims Administrator
determines that the extension is necessary
due to matters beyond the control of the PI
and properly notifies the Member of such
extension prior to the expiration of the initig
15-day period. The extension notice shall
include the circumstances requiring the
extension and the expected date of the
determination. If the extension is requestec
because of the need for additional
information, the Claims Administrator will
notify the claimant of the needed informatig
within the initial 15-day period and pend th
Claim until the information is received. The

claimant will be given 45 days after receipt|gf

the notice to provide the requested
information. Within 15 days of its receipt of
the requested information, the Claims
Administrator shall notify the claimant of itg

determine which of the benefits you want
are covered by the Plan, it might take
l18onger.

If you did not provide enough information

nY

rafter receiving the claim. The Claims

is needed to complete the claim. You will
have 48 hours to provide the requested
information. After you provide the

of the Claims Administrator’s decision
within 48 hours. If you do not provide the
buequested information in time, you will be
notified of the Claims Administrator’s
5 decision within 48 hours after the request
information was due.

If you do not file an Urgent Care Pre-
service Claim correctly, the Claims
Administrator will notify you of the
problem and tell you how to fix it. The
afidhims Administrator will contact you as
soon as possible, but no later than 24 hot
after the problem is discovered. Notice of
ithe problem may only be given to you

Non-urgent Care Pre-service Claims

BRon-urgent Care Pre-service Claim
decisions will be made by the Claims

| Administrator within a reasonable period
time depending on the medical
circumstances. You will learn of the Clain
Administrator’s decision no later than 15
i days from the time the claim was receivec
This 15-day period may be extended if the
Claims Administrator determines that it is
"hecessary due to matters beyond the Pla
Econtrol. If an extension is needed, you wil
be notified before the initial 15-day period
Q% over. The notice will inform you of the
reasons for the extension and the date th
Claims Administrator expects to make a
decision about your claim. If the Claims

the Claims Administrator will notify you ag
oon as possible, but no later than 24 hou

Administrator will tell you what informatior,

ceequested information, you will be notified

beerbally, unless you request written notice.
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determination. If the claimant fails to timely
provide the requested information, the Clai
Administrator will notify the claimant of its
determination within 15 days after the
expiration of the time to provide the
information.

If the claimant files a non-urgent care Pre-
service Claim improperly, the Claims

Administrator will notify the claimant of the
improper filing and how to correct it as soo
as possible (but not later than 5 days) after

the failure is discovered. This notice may be

oral, unless written notification is requested
by the claimant.

If a Member has already received approva

a specified number of treatments or a
specified period of time, any cutback in that
course of treatment is considered under th
rules as an adverse benefit determination
entitling the Member to utilize the Plan’s

appeals procedures outlined below. Any sU
denial will be done sufficiently in advance ¢
the cutback to allow the Member to appeal
and obtain a determination on review befor
the benefit is reduced.

If a Member has already received approva
for a course of treatment and the Member
desires to extend the treatment beyond the

treatment already approved, such extension

will be treated as a new Claim, but the Plan
shall notify the Member of its determinatior
regarding Urgent Care benefits as soon as
possible, taking into account the medical

necessity, not later than 24 hours after recg
of the request. However, if a request for

extended treatment involving Urgent Care
not made at least 24 hours prior to the end

will instead be treated as an Urgent Care
Claim, as discussed above.

Post-service Claims will be determined by
the Claims Administrator within a reasonah
period of time, and notification of such

determination shall be given to the Membe

-

el notify you within the initial 15-day

n

for a course of treatment to be provided ovelf you do notfile a Non-urgent Care Pre-

a)
-

ne problem may only be given to you

df you already have received approval to

L YQu to appeal the decision and hear back
before the reduction takes place.

df you already have gotten permission to
akceive a certain number of treatments or|
the already approved treatment, the requestreceive treatment for a certain length of i

he Claims Administrator will take into

make a decision, the Claims Administrato

=

j -

period. The Claims Administrator will hol
the claim until the requested information i
received. After the Claims Administrator
tells you what information is missing, you
have 45 days to provide the requested
information. After you provide the
requested information, you will be notified
of the Claims Administrator’s decision
within 15 days. If you do not provide the
requested information in time, you will be

[92)

notified of the Claims Administrator’s
decision within 15 days after the requeste
information was due.

service Claim properly, the Claims
Administrator will notify you of the
%%oblem and tell you how to fix it. The
aims Administrator will contact you as
soon as possible, but no later than 5 daysg
ter the problem is discovered. Notice of

verbally, unless you request written notice.

receive a certain number of treatments or
receive treatment for a certain length of

time, any reduction in your treatment is

considered a benefit decision against you.
the Plan makes a benefit decision agains
you, you are entitled to appeal the Plan’s
decision, as described below. If the Plan
decides to reduce your treatment, the Plan
will inform you of its decision in time for

and you request more treatment, your

request will be treated as a new claim. Th

Plan will notify you of its decision about
rgent Care Claims as soon as possible.

e

account the medical necessity of the
services, and will notify you no later than

ne
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not later than 30 days after receipt of the
Claim. The Plan may extend this 30-day
period by 15 days if the Claims Administrat
determines that the extension is necessary
due to matters beyond the control of the PI
and properly notifies the Member of the
extension prior to the expiration of the initig
30-day period. The extension notice shall
include the circumstances requiring the
extension and the expected date of the
determination. If the extension is requestec
because of the need for additional
information, the Claims Administrator will
notify the claimant of the needed informatig
within the initial 30-day period and pend th
Claim until the information is received. The

claimant will be given 45 days after receipt|qf

the notice to provide the requested
information. Within 15 days of its receipt of
the requested information, the Claims
Administrator shall notify the claimant of itg
determination. If the claimant fails to timely
provide the requested information, the Clai
Administrator will notify the claimant of its
determination within 15 days after the
expiration of the time to provide the
information.

If your Claim is denied by the Claims

Administrator, the denial notice will provide:

» the specific reason(s) for the denial, a
if applicable, either the specific internal
rule, guideline, protocol or other similar
criterion (if any) relied upon in making
the denial, or a statement that the rule,
guideline, protocol or other similar
criterion that was relied upon in making
the denial and that a copy of such rule,
guideline, protocol or other similar
criterion will be provided free of charge
upon request

* references to the part of the Plan on
which the denial is based

» a description of any additional materig
or information necessary for you to

hours after receiving your request. If you
want more treatment involving urgent car¢
oyou have to make your request at least 24
hours before the already approved treatm
ais finished. Otherwise, your request will b
treated as an Urgent Care Claim, as
\ldescribed above.

Post-service Claims

Post-service Claims will be decided by thg
I Claims Administrator within a reasonable
period of time, but no later than 30 days
after your claim is received. This 30-day
"beriod may be extended by 15 days if the
°Claims Administrator determines that it is
necessary due to matters beyond the Pla
ontrol. If an extension is needed, you wil
be notified before the initial 30-day period
is over. The notice will tell you the reason
for the extension and the date the Claims
Administrator expects to make a decision
about your claim. If the Claims
MXdministrator needs more information to
make a decision, the Claims Administrato
will notify you within the initial 30-day
period. The Claims Administrator will hold
the claim until the requested information i
received. After the Claims Administrator
tells you what information is missing, you
ave 45 days to provide the requested
fhformation. After you provide the
requested information, you will be notified
of the Claims Administrator’s decision
within 15 days. If you do not provide the
requested information in time, you will be
notified of the Claims Administrator’s
decision within 15 days after the requeste
information was due.

If your claim is denied by the Claims
Administrator, the denial notice will provid
you with the information described below.

» The denial notice will inform you of
the specific reasons for the denial. If
applicable, the denial notice will either
include the rule or protocol on which th

=
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perfect your Claim and an explanation

denial is based, or it will state that the
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why such material or information is
necessary

* appropriate information as to the step:s
to be taken if you desire to appeal the
denial, including notice of applicable tin
limits, and a statement regarding your
right to bring suit under Section

502(a) of ERISA following an adverse
benefit determination on review

« if the denial is based on a medical
necessity or experimental treatment or
similar exclusion or limit, an explanatior
of the scientific or clinical judgment for
such denial that applies the terms of thé
Plan to your medical circumstances, or
statement that such explanation will be
provided free of charge upon request

* a description of the expedited review
process for Urgent Care Pre-service
Claims.

The Claims Administrator may orally provid
you the above information if your Urgent
Care Pre-service Claim is denied if written
notification is subsequently furnished to yo
not later than 3 days after the oral
notification.

Appeals of Plan Determinations,
Including Time Limits

If you have a question about benefits, you
may contact the Customer Service Center
the number listed on the back of your
insurance card. Most issues can be resolvg
by the Customer Service Center and do no
require a formal appeal.

If you (or, a Provider) disagree with a bene|
determination made by the Plan about
coverage, payment or a Preauthorization
request for services, you may request a
formal Plan Review (“Plan Review”) within
180 days after you receive notification of a
adverse benefit determination. Requests
received after 180 days will not be

Ur
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rule or protocol used to make the
decision will be provided free of charg
if requested.

D

 The denial notice will refer you to the
part of the Plan on which the denial is
based.

» The denial notice will describe any
additional information that is necessar
for your claim to be complete. It will
explain why such information is
necessary.

<

» The denial notice will tell you the steps
to take if you want to appeal the denial
and the applicable time limits. The
denial notice also will include a
statement of your right to sue under
Section 502(a) of the Employee
Retirement Income Securities Act
(ERISA) if the Claims Administrator
reviews your appeal of denied benefits
and again denies your claim.

» The denial notice will tell you if the
denial is based on a determination that
the treatment is not medically necessa
is experimental or falls under a similar
exclusion or limitation. The denial
notice will either explain the scientific
or clinical reasons for the denial,
applying the terms of the Plan to your
circumstances, or it will state that an
explanation will be provided free of
charge if requested.

=

Y

» The denial notice will describe the
appeal process for Urgent Care Pre-
service Claims. If your Urgent Care Pre-
service Claim is denied, the Claims
Administrator may notify you of the
above information verbally, as long as
you are given written notification no
more than 3 days later.
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considered. All requests should be made ir
writing to the Claims Administrator;
provided, however, that requests regarding
Urgent Care Claims may be made orally tg
the Claims Administrator. Plan Reviews of
Pre-service Claims are decided by the Plar
Appeals Committee. Plan Reviews of Post
service Claims are decided by the Medical
Director (or, his designee).

If a Plan Review is requested, the claimant
shall have the following rights:

* to submit written comments, documen
records and other information relating t¢
the Claim for benefits and for the Plan
Review to take into account all submitte
materials regardless of whether such

materials have already been submitted o

considered during the initial benefit
determination

» upon request and free of charge, acce
to and copies of all documents, records
and other information relevant to the
Claim for benefits

« for a Plan Review that does not take i
account the initial adverse benefit
determination, and that is conducted by
an appropriate named fiduciary who is
neither the individual who made the
initial benefit determination nor the
subordinate of such individual

« if the Claim is based in whole or in pat
on a medical judgment, including
determinations with regard to whether &
particular treatment, drug or other item
experimental, investigational or not
medically necessary or appropriate, a
health care professional who has the
appropriate training and experience in t
field of medicine will be consulted (and
that the consulted health care professiq
will not be an individual who was
consulted during the initial benefit
determination nor a subordinate of such
individual)

'Appealing Plan Decisions

If you have a question about benefits, you
may contact the Customer Service Cente
the number listed on the back of your
V'isurance card. Most questions can be ta
+ care of by Customer Service and do not
require a formal appeal.

If you (or your health care provider)
disagree with a benefit decision made by
Plan about coverage or pre-authorization
t%ou may request a formal “Plan Review.”
) You need to request a Plan Review withir]
180 days after you receive notice that the
,dDIan has made a benefit decision against
you. Requests for Plan Review that are
ceived after 180 days will not be
considered. All requests should be made
writing to the Claims Administrator, excep
Urgent Care Claim requests. Urgent Care
SSlaim requests may be made verbally to {
Claims Administrator. Plan Reviews of Pr
service Claims are decided by the Plan’s
Appeals Committee. Plan Reviews of Pog
hggervice Claims are decided by the Medice
Director or his designee.

If you request a Plan Review, you have th
rights described below.

* You have the right to submit written
comments, documents and other
information relating to your claim. The
Plan Review must take into account a
submitted materials, even if the
materials have already been submitte
or considered during the initial benefit
decision.

~—+
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* You have access to and can get cop
of all documents and other informatior
regarding your claim free of charge if

nal requested.

* The Plan Review must not take into
account the initial benefit decision. Th
Plan Review must be conducted by arn
appropriate named fiduciary who cann
be the individual who made the initial

I

« to obtain the identification of the
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medical or vocational experts whose
advice was obtained on behalf of the PI
in connection with a claimant’s adverse
benefit determination, without regard to
whether the advice was relied upon in
making the benefit determination.

The determination regarding the appeal of
non-urgent care Pre-service Claim or a Po
service Claim shall be communicated to th
claimant (and/or relevant Providers, if
applicable) within a reasonable period of tir
appropriate to the medical circumstances,
not later than 30 days after the appeal was
received. The determination regarding the
appeal of a Urgent Care Pre-service Claim
shall be communicated to the claimant
(and/or relevant Providers, if applicable) as
soon as possible, taking into account the
medical necessity, but not later than 72 ho
after the appeal was received.

In regard to Post-service Claims only, if a
claimant disagrees with the Plan Review

determination made by the Medical Directgr

he may appeal that decision to the Plan’s
Appeals Committee within 180 days after
receipt of the denial. Requests received aft
180 days will not be considered. All reques
should be in writing to the Claims
Administrator, who will deliver the
claimant’s request to the Plan’s Appeals

benefit decision or that person’s

an assistant.

« If the claim is based on a medical
judgment that the treatment was
experimental, investigational or not
medically necessary or appropriate, a
health care professional who has the

"2

(D

The health care professional that is
consulted cannot be an individual whqg
was consulted during the initial benefit
decision or that person’s assistant.

me
but

* You have the right to obtain the nam
of the medical or vocational experts
whose advice was obtained by the Pla
in connection with your benefit
decision. You have this right whether
not the advice was actually used in

irs making the decision.

You (and/or the relevant health care
providers) will be notified of the Plan’s
decision regarding the appeal of a Non-
urgent Care Pre-service Claim or a Post-
service Claim within a reasonable period
etr&]me. A “reasonable period” depends on tl
30 days after the appeal was received. Y
(and/or the relevant health care providers

will be notified of the Plan’s decision

Committee. While a Claim is on appeal to
Plan’s Appeals Committee, a claimant is

entitled to the same rights as during the first

appeal. This includes the right to have a
person who was not the person who revie

hregarding the appeal of an Urgent Care P|
Service Claim as soon as possible. The

amount of time depends on the medical

g&an 72 hours after the appeal was receiv

(or who was a subordinate of the person whti regard to Post-service Claims only, if y
reviewed) the initial Claim or the first appealdisagree with the Plan Review decision
make a determination on the claimant’s latestade by the Medical Director, you may

appeal, and to a review by the Plan’s Appeaipeal that decision to the Plan’s Appeals

Committee that provides no deference to
earlier determinations. Additionally, if a
claimant’s request involves a medical
judgment, health care professionals who w
not previously consulted and who are not t
subordinates of any previously consulted

nGommittee within 180 days after you
receive notice that your request has been
denied. Requests received after 180 days

evdll not be considered. All requests shoulc

hee made in writing to the Claims
Administrator. The Claims Administrator

appropriate training must be consulted.

edical circumstances, but is no later than

of
ne

DU

necessity of the services, but will be no later

ed.
U

health care professional will be consulted &

ywill deliver your request to the Plan’s
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the Plan’s Appeals Committee. The Plan’s
Appeals Committee’s determination shall b
communicated to the claimant within a
reasonable period of time not to exceed 30
days after the appeal was received.

If your Claim is denied, the denial notice w
provide:

» the specific reason(s) for the denial, a
if applicable, either the specific internal
rule, guideline, protocol or other similar
criterion (if any) relied upon in making
the denial, or a statement that the rule,
guideline, protocol or other similar
criterion that was relied upon in making
the denial and that a copy of such rule,
guideline, protocol or other similar
criterion will be provided free of charge
upon request

* references to the part of the Plan on
which the denial is based

* a statement that you are entitled to
receive, upon request and free of charg
reasonable access to, and copies of, al
documents, records, and other
information relevant to your Claim for
benefits;

* a statement of your right to bring an
action under Section 502(a) of ERISA
after the exhaustion of the Plan’s appea
procedures

« if the denial is based on a medical
necessity or experimental treatment or
similar exclusion or limit, an explanatior
of the scientific or clinical judgment for

such denial that applies the terms of the

Plan to your medical circumstances, or
statement that such explanation will be
provided free of charge upon request

« for the initial appeal of Post-service
Claims only, appropriate information as
to the steps to be taken if you desire to
appeal the Plan Review’s determinatior
to the Plan’s Appeals Committee,

Appeals Committee. While your claim is @

eappeal to the Plan’s Appeals Committee,
you have the same rights you had during
first appeal.

* This includes the right to have a
person, other than the person (or that
person’s assistant) who reviewed the
initial claim or the first appeal, make a
determination on your latest appeal.

* You have a right to a review by the
Plan’s Appeals Committee that does n
defer to any earlier determinations.

« If your request involves a medical
judgment, the Plan’s Appeals

Committee will consult health care
professionals who were not previously
consulted.

You will be notified of the Plan’s Appeals
Committee’s decision within a reasonable
period of time, but no later than 30 days
after the appeal was received.

St your claim is denied, the denial notice
will provide you with the information
described below.

» The denial notice will inform you of
the specific reasons for the denial. If
applicable, the denial notice will either
include the rule or protocol on which th
denial is based, or it will state that the
rule or protocol used to make the
decision will be provided free of charg
if requested.

|« The denial notice will refer you to the

part of the Plan on which the denial is

based.
a

» The denial notice will state that you
have the right to reasonable access tg
and copies of all documents and other
information regarding your claim free ¢
charge if requested.

* The denial notice will include a
statement of your right to sue under

including notice of applicable time limits.

the
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Section 502(a) of ERISA after you hay
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The Claims Administrator, the Medical

Director, the Plan’s Appeals Committee,
and/or their respective delegates shall hav
absolute discretion in determining Claims f

benefits under the Plan.

(D

done everything you can under the
Plan’s appeal procedures.

» The denial notice will tell you if the

denial is based on a determination tha
the treatment is not medically necessz

is experimental or falls under a similar,
exclusion or limitation. The denial
notice will either explain the scientific
or clinical reasons for the denial,
applying the terms of the Plan to your
medical circumstances, or it will state

that an explanation will be provided fre

of charge if requested.

* For initial appeals of Post-service
Claims only, the denial notice will tell
you the steps to take if you want to

t
1y,

pe

appeal the Plan Review’s decision to the

Plan’s Appeals Committee and the
applicable time limits.

The Claims Administrator, the Medical
Director, the Plan’s Appeals Committee,
and/or their agents shall have absolute
discretion in determining claims for benef

under the Plan.

ts
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Claims Procedure Clause, Plan 2

Original

Redrafted

CLAIMS PROCEDURE

The following are the claims procedures fq
the Plans. Absent a showing of irreparable
harm, you cannot bring a court action for
benefits under the plans until the claim
review process described below, including
all appeals, has been completed.

Claims Procedures for Medical,
Dental and Vision Plans

If you believe that you are entitled to
benefits under the Medical, Dental or Visiq
Plans, then you should submit your claim
writing to the Claims Administrator for the
appropriate Plan, as identified on the page
with the heading "Claims Administrators".

For purposes of these claims procedures,
following definitions will apply:

* A "post-service claim" is any claim fol

a benefit that is not a pre-service claim,.

* A "pre-service claim” is a claim for a
benefit with respect to which the terms
the Plan condition receipt of the benefi
in whole or in part, on approval of the
benefit in advance of obtaining medical
care.

* An "urgent care claim" is a claim
which, unless the special urgent care
deadlines are followed either (1) could
seriously jeopardize the patient's healt
or ability to regain maximum function, ¢
(2) in the opinion of a physician with
knowledge of the patient's medical
condition, would subject the patient to
severe pain that cannot be adequately
managed without the care or treatment
requested in the claim. An individual
acting on behalf of the plan, applying tf
judgment of a prudent layperson, can

» claim so that the Plan covers, or pays for,

CLAIMS PROCEDURE

rThe following sections describe how to file

care you receive. If your claim is denied, tl
sections below will tell you how to appeal
the denial. Unless you can show that you
will suffer irreparable harm, you cannot filg
a lawsuit against the Plan for benefits unti
you have completed all the appeal
procedures described below.

nClaims Procedures

nf you think that you are entitled to benefits
under the Plan, then you should submit yo
claim in writing to the Claims Administrato

tHde following definitions apply to claims
procedures.

* A "pre-service claim” is a claim for a
benefit that is filedeforeyou receive
the benefit. The Plan will not pay for th
benefit unless the Plan has approved t

of benefit before you receive it.

L,
* A "post-service claim" is a claim for a
benefit that is filedafter you have
received the benefit.

* An "urgent care claim" is a claim whig
asks the Plan to treat the claim as an
emergency. There are two situations i
which a person should file an urgent c4
claim. First, if the claim is not processt
more quickly than other types of claimsg
the patient’s health or ability to make a
full recovery could be seriously
endangered. Second, a doctor believe
that if the claim is not processed more
quickly than other types of claims, the
patient would be subjected to severe p
that cannot be managed without the

-
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determine whether the claim is an urge

nt requested services. An individual who
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care claim. However, if a physician witl makes decisions on behalf of the Plan

—

knowledge of the patient's medical can determine whether the claim is an
condition determines that the claim urgent care claim by determining what|a
involves urgent care, it must be reasonable person would decide.
considered an urgent care claim. However, if a doctor with knowledge of

the patient's medical condition decides
the patient needs urgent care, the Plan
must treat the claim as an urgent care
claim.

For urgent care claims and pre-service
claims, the appropriate Claims Administrator
will provide written or electronic notice to
you of its benefit determination (whether
adverse or not) within the following time | Initial Claims Decisions

frames: For urgent care claims and pre-service

» 72 hours after receipt of an urgent cayelaims, a Claims Administrator will provide
claim (a decision can be provided to ygwou with written or electronic (i.e., through
verbally, as long as written or electronice-mail) notice of its benefit decision within
notification is provided to you within the time frames described below.

three days after the verbal notification) « If you file an urgent care claim, the

« 15 days after receipt of a pre-service Claims Administrator can notify you
claim. verbally of the Plan’s decision within 72
hours after the claim was received, as
long as you receive written or electronic
notification no more than three days
later.

For post-service claims, the Claims
Administrator will provide you with written
or electronic notice of any denial of your
claim within 30 days after receipt of the
claim. Regardless of the type of claim, yo « If you file a pre-service claim, the
will receive written or electronic notification  Claims Administrator will notify you of
of any claim denial that includes: the Plan’s decision within 15 days afte
the claim was received.

|

* The specific reason(s) for the denial.
For post-service claims, a Claims
Administrator will provide you with written
or electronic notice of any denial of your
claim within 30 days after the claim was

* A description of any additional materiateceived.

or information needed to support your
claim and an explanation of why such
material or information is necessary.

» References to the pertinent Plan
provisions on which the decision is
based.

For all types of claims, you will receive

written or electronic notification of any

claim denial. The claim denial letter will:
* A description of the Plan's claim revigw
procedure and the time limits applicable
to such procedure (including informatign
about your right to bring a civil action « refer you to the specific Plan sections
under section 502(a) of ERISA following on which the denial is based;
an adverse benefit determination review).

« inform you of the specific reasons for
the denial;

« describe any additional information that
* Reference to any internal rule, is needed to support your claim and will
guideline or protocol relied upon in explain why the information is needed;

making the decision. * describe the Plan's claim review

« If the claim denial is based on a procedure and the applicable time limits.

7]
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medical necessity or experimental
treatment or similar exclusion or limit,
either an explanation of the scientific o
clinical judgment for the adverse
determination, applying the terms of th
plan to your medical circumstances, or|
statement that such explanation will be
provided free of charge upon request.

* If the claim denial concerns an urgen
care claim, a description of the expedit
review process applicable to the claim.

For urgent care and pre-service claims, if
you fail to provide the Claims Administratg
with sufficient information to determine
whether, or to what extent, benefits are
covered or payable under the plan, or if ya
fail to follow the Plan's procedures for filing
such claims, the Claims Administrator mug
notify you within 24 hours of receiving you
urgent care claim or within 5 days of
receiving your pre-service claim of the
specific information needed to complete th
claim. Notification may be verbal, unless
you request written notification. In the cast
of an urgent care claim, you then have 48
hours to provide the information needed tg
process the claim. You will be notified of a
determination on your urgent care claim n
later than 48 hours after the earlier of:

» The Claims Administrator's receipt of
the requested information; or

» The end of the 48-hour period within
which you were to provide the addition
information.

For pre- and post-service claims, a I15-day
extension of the time period for deciding
claims may be allowed, provided that the
Claims Administrator determines that the
extension is necessary due to matters bey
its control. If such an extension is necessa
the Claims Administrator must notify you
before the end of the 15- or 30-day period
the reason(s) requiring the extension and
date it expects to provide a decision on yo

r explain the scientific or clinical reasons fof
the denial, applying the terms of the Plan to

* include information about your right tc
sue under Section 502(a) of the

Employee Retirement Income Securitig
Act (ERISA) if the Claims Administrato
reviews your appeal of denied benefits

a4 and again denies your claim;
« refer you to any internal rule or
protocol used in making the decision;
and

ed

« describe the fastest appeal process
available if the claim denial is for an

' urgent care claim.

In some cases the denial is based on a
determination that the treatment is not
unedically necessary, is experimental or fa|
yunder a similar exclusion or limitation. In
stsuch cases, the denial letter will either

your circumstances, or it will state that an
eexplanation will be provided free of charge
requested.

®For urgent care and pre-service claims, if
you do not give the Claims Administrator
enough information to determine which of
the services you received are covered by {
PPlan or if you do not correctly follow the
Plan’s procedures for filing such claims, th
Claims Administrator must tell you what
information is needed to complete your
claim. The Claims Administrator must noti
Kou within 24 hours after receiving an urge
are claim or within 5 days after receiving
pre-service claim. The Claims
Administrator may only notify you verbally

D

case of an urgent care claim, you then ha
48 hours to provide the information neede
aidorocess the claim. If you provide the

rggequested information, you will be notified

tihe Claims Administrator received the
urequested information. If you do not provid

claim. If such an extension is necessary d
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if

he

e

y
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unless you request written notification. In the

e
d

of the Claims Administrator’s decision about
ofour urgent care claim within 48 hours afte

D

r

e

uthe requested information in time, you will
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to your failure to submit the information
necessary to decide the claim, the notice ¢
extension must also specifically describe t
required information. You then have 45 da
to provide the information needed to proce
your claim. For pre-service claims, the
Claims Administrator must notify you
regardless of whether the claim is denied
approved. For post-service claims, the
Claims Administrator must notify you only
if the claim is denied. If you do not provide
the required information within the 45-day
period, your claim may be denied.

If an extension is necessary for pre- and
post-service claims due to your failure to
submit necessary information, the Plan's
time frame for making a benefit
determination is stopped from the date the
Claims Administrator sends you an
extension notification until the date you
respond to the request for additional

information. If your claim is denied, you or

your representative may appeal the decisi
Your written request for review or recon-
sideration must be made in writing to the
address indicated in the claim denial letter,
within 180 days after you receive notice of
claim denial. As part of your appeal, you
have the right to:

* Submit written comments, documents
records and other information relating t
your claim for benefits that you wish to
have considered.

* Request, free of charge, reasonable

access to, and copies of, all document
records and other information relevant
your claim for benefits.

A review that takes into account all
comments, documents, records and ot
information submitted by you related tg
the claim, regardless of whether the
information was submitted or considereg
in the initial benefit determination.

* A review that does not defer to the

be notified of the Claims Administrator’'s
pfdecision within 48 hours after the 48-hour
hperiod you had to provide the requested
ysformation.

For pre- and post-service claims, the Clairn
Administrator may determine that a 15-day
Drextension of the time period for deciding

claims is necessary due to matters beyonc
the Claims Administrator’s control. If an
extension is needed, the Claims
Administrator must notify you before the
end of the 15- or 30-day period. The notic¢
will inform you of the reasons for the
extension and the date the Claims
Administrator expects to provide a decisio
about your claim. If the Claims
Administrator needs more information fron
you in order to make a decision, the notice
extension must also specifically describe t
required information. After the Claims
Administrator tells you what information is
missing, you have 45 days to provide the
orequested information. For pre-service
claims, the Claims Administrator must noti
you regardless of whether the claim is den
or approved. For post-service claims, the
&laims Administrator must notify you only
if the claim is denied. If you do not provide
the required information within the 45-day
, period, your claim may be denied.

df an extension is needed for pre- and post
service claims because you did not submi
the necessary information, the Plan’s time
frame for making a benefit decision is
3stopped from the date the Claims
t’@dministrator sends you an extension
notification until the date you respond to th
request for additional information. If your
claim is denied, you may appeal the
N@ecision. Your written request for
reconsideration must be made in writing tc
the address in the claim denial letter withir,
2d 80 days after you receive notice of the
claim denial.

initial claim determination and that is

ify
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conducted by someone other than the
individual who made the adverse
determination, and who is not such
person's subordinate.

* In cases where the claim denial was
based in whole or in part on medical
judgment, require the individual
reviewing the appeal to consult with a
health care professional who has
appropriate training and experience in
the field of medicine involved in the
medical judgment, who was not
consulted in connection with the initial
claim determination, and who is not su
person's subordinate.

* The identification of medical or
vocational experts whose advice was
obtained in connection with benefit
determination, regardless of whether tk
advice was relied upon in making the
decision.

* In the case of a claim for urgent care,
an expedited review process in which
you may submit a request (verbally or
writing) for an expedited appeal of a
denied urgent care claim and where al
necessary information, including the
plan's benefit determination on review,
will be transmitted between the Plan ar
you by telephone, facsimile or other
available similarly prompt method.

Ordinarily, a decision on an appeal will be
reached within:

» 72 hours after receipt of your appeal
an urgent care claim

* 30 days after receipt of your appeal 0
pre-service claim

* 60 days after receipt of your appeal 0
post-service claim

You will be provided with written or
electronic notification if your appeal is
denied. Such notification will include:

Appealing Claims Decisions

If you request that the Plan review its
decision, you have the rights described
below.

* You have the right to submit written
comments, documents and other
information relating to your claim that
you wish the Plan to consider.

* You have the right to reasonable accs
to copies of all documents and other

charge if requested.

» The Plan’s review must take into
account all the materials relating to yol
claim that you submitted, even if the
materials have already been submitted
considered during the initial benefit

1€ decision.

* The Plan’s review must not defer to tt
initial benefit decision. The Plan’s

other than the individual who made the
initial benefit decision or that person’s
assistant.

« If the claim is based on a medical
judgment, the individual reviewing the
appeal must consult a health care
professional who has the appropriate
training in the field of medicine
involved. The health care professional
that is consulted cannot be an individu
who was consulted during the initial
benefit decision or that person’s
assistant.

nd

* You have the right to the identificatior
of the medical or vocational experts
whose advice was obtained by the Pla
in connection with your benefit decisiof
You have this right whether or not the
advice was actually used in making the
decision.

« In the case of an urgent care claim, y

» The specific reason(s) for the denial.

information regarding your claim free of

review must be conducted by someone
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have the right to a faster review proces
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» References to the pertinent Plan

provisions on which the denial is basec

* Reference to any internal rule,
guideline or protocol relied upon in
making the decision.

* If the claim denial is based on a
medical necessity or experimental
treatment or similar exclusion or limit,
either an explanation of the scientific o
clinical judgment for the adverse
determination, applying the terms of th

Plan to your medical circumstances, of
statement that such explanation will be

provided free of charge upon request.
* Information concerning your right to

receive, upon request and free of charg

reasonable access to, and copies of, a
documents, records and other
information relevant to your claim.

* Information concerning your right to
bring a civil action for benefits under
section 502(a) of ERISA with respect t
your claim.

Claims Procedures Regarding
Coverage Eligibility

If you are told that you are not eligible for
coverage under any of the welfare plans o
programs listed above, but you believe tha
you should be eligible, then you should
request an eligibility claim initiation form
from the Benefits Service Center. The clai
must be submitted in writing to the addres
shown on the claim initiation form.

Concurrent Care Claims

If the plan has approved an ongoing cours
of treatment to be provided over a period ¢
time or a number of treatments, any

reduction or termination by the Plan of sug
course of treatment (other than by the Pla
amendment or termination) before the end

You may submit a verbal or written
request for a faster appeal of a denied
urgent care claim. In this case, all
necessary information will be
communicated between you and the P
by telephone, fax machine or another f
method. This includes information
regarding the benefit decision under
review.

1.

I Ordinarily, a decision on an appeal will be
reached within:

()

» 72 hours after receipt of your appeal

a .
an urgent care claim

« 30 days after receipt of your appeal o
pre-service claim

je, < 60 days after receipt of your appeal o

post-service claim

If your appeal is denied, you will receive
written or electronic notification. The appe
denial letter will:

« inform you of the specific reasons for
the denial;

O

« refer you to the specific Plan sections
on which the denial is based,;

« refer you to any internal rule or
protocol used in making the decision;

« state that you have the right to
reasonable access to and copies of all
documents and other information
regarding your claim free of charge if
requested; and

=

1t

m . . . .
« include information concerning your

right to sue under Section 502(a) of
ERISA with respect to your claim.

In some cases, the denial is based on a
determination that the treatment is not
emedically necessary, is experimental or fa
nder a similar exclusion or limitation. In
such cases, the appeal denial letter will eit
explain the scientific or clinical reasons for

—d

n

he denial, applying the terms of the Plan to
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gPur circumstances, or it will state that an
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such period of time or number of treatment&xplanation will be provided free of charge

shall be treated as a claim denial. The ClI
Administrator shall notify you of the claim
denial sufficiently in advance of the
reduction or termination to allow you to
appeal the denial and obtain a determinati
on review of that denial before the benefit
reduced or terminated. Any request by yol
to extend the course of treatment beyond
period of time or number of treatments
previously approved that is an urgent care
claim shall be decided as soon as possiblé
but not later than 24 hours after receipt of

claim by the Claims Administrator, provideoo|

that such claim is made at least 24 hours
prior to the expiration of the prescribed
period of time or number of treatments.

This provision only applies to a failure that
(1) is a communication by you or an

authorized representative that is received
a person or organizational unit customarily

imexuested.

Requests for More Treatment

ioé? you have already received approval to

| receive a certain number of treatments or
iHgceive treatment for a certain length of tin
any reduction in your treatment (other thar
by Plan amendment or termination) is

L considered a claim denial. The Claims
tieé:iministrator will notify you of the claim
enial in time for you to appeal the decisio
and hear back before the reduction takes
place. For an urgent care claim, if you
request more treatment than the amount @
treatment already approved, your claim wi
be decided as soon as possible. The decis
will be made no later than 24 hours after ti
b¥laim was received, as long as you made
claim at least 24 hours before the approve

T

responsible for handling benefit matters, angleatment expired.

(2) is a communication that names you, a
specific medical condition or symptom, an
a specific treatment, service or product for
which approval is requested.

4 This only applies if (1) the person or divisi
customarily responsible for handling benet
matters receives a communication from yg
or your agent, and (2) the communication
names you, your specific medical conditio

approved.

Claims Procedures for Plan
Eligibility
If you are told that you are not eligible to

you are eligible, you should request an

“Eligibility Claim Initiation Form” from the
Benefits Service Center. The claim must b
submitted in writing to the address shown

the claim initiation form.

and the specific service or product you want

participate in the Plan, but you believe that

f
Il
5ion
ne
the
d

DN
it
u

=)

e
on




140
Appendix C: Comprehension Test

The following questions concern the Health Plan jystiread. Please select thestanswer
from the available choices.

Medical Necessity Clause, Declarative Questions

Will the Health Plan cover benefits it does notsider medically necessary?
A. Yes
B. No
C. I did not understand the Health Plan material réiggrthis question

Do benefits for Temporomandibular Joint Disordev() have to be medically necessary to
be covered?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

If two different treatments are expected to hawesiime outcome, will the treatment that is
more convenient to the patient be provided?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

Is a treatment that will positively impact a patisrmedical condition considered medically
necessary?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

If the same care cannot be provided as safely mugpatient setting as in an inpatient
setting, is the inpatient care considered medicalyessary?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question

Is treatment that is ordered and approved by adieg physician covered by the Health
Plan?

A. Yes

B. No

C. 1 did not understand the Health Plan material réigarthis question

Does the physician treating the patient have arsagat treatment is considered medically
necessary?

A. Yes

B. No

C. 1 did not understand the Health Plan material réigarthis question



141
Medical Necessity Clause, Procedural Questions

A patient complains to her doctor that she hasaal&ehe. The doctor orders a battery of
tests. Is the Health Plan likely to cover the scan?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

An expectant mother needs a cesarean section (Brge€an the Health Plan determine a
96-hour hospital stay is not medically necessadytherefore is not covered?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question

If a doctor botches a patient’s nose job, can Hteept's treatment to fix her nose be covered
by the Health Plan?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question

If a patient’s doctor believes a kidney transplannedically necessary to address his kidney
failure, will the Health Plan cover the treatment?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question

If a patient has a terminal cancer and has exhdaditéhe traditional treatments that are
available, will the Health Plan cover an experinaétreatment?

A. Yes

B. No

C. 1 did not understand the Health Plan material réigarthis question

A young child is hit by a car and taken to the egeacy room. Will the hospital care be
covered if the same care could have been providadiediatrician’s office?

A. Yes

B. No

C. 1did not understand the Health Plan mateeaghrding this question

Bypass surgery is a standard treatment for cloggeedlies. If a patient has clogged arteries,
can the Health Plan refuse to cover bypass surgery?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question



142
Claims Procedure Clause, Declarative Questions

Is a pre-service claim filed after the Health Ptas denied coverage but beftneatment
has been received?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

When reviewing a benefit denial, can the HealtmPRdke the initial decision to deny
coverage into account?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question

Is an urgent care claim only appropriate when titeept’s health could be seriously
endangered unless treated quickly?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question

Does Section 502(a) of ERISA give you a right te the Health Plan for denied coverage?
A. Yes
B. No
C. 1 did not understand the Health Plan material réigarthis question

If the Health Plan denies coverage for a requeséadment based on a determination that
the treatment is not medically necessary, doesidath Plan choose which medical
professionals review the Plan’s decision?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

Can the individual who reviews a denial of coveragehe same individual who made the
initial benefit decision?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

Do patients have the right to know who gave profesd advice to the Plan in regard to
their claim?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question
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If a patient does not include all the necessamyrimétion in his/her claim, will the
Health Plan first deny the claim and then givepghBent a chance to reverse this decision?
A. Yes
B. No
C. 1 did not understand the Health Plan material réiggrthis question

If a patient does not include all the necessamyrimftion for a post-service claim, can the
Health Plan wait 45 days to notify the patienttefdecision?

A. Yes

B. No

C. 1 did not understand the Health Plan material réigarthis question

Claims Procedure Clause, Procedural Questions

A patient files a post-service claim for X-rays.elpost-service claim is denied. If the
patient decides to appeal the denial, can she $w@bnate from the doctor who treated her
that says the doctor thought the care was medinaftgssary?

A. Yes

B. No

C. 1 did not understand the Health Plan material réigarthis question

A patient finds a suspicious mole on his arm tleahéas the doctor check. The doctor tells
him that the mole is dangerous and should be rechdve files a claim with the Health Plan
for coverage but his claim is denied. He wantuu®the Health Plan for coverage. Should
his first step be filing a request with the Hedhan to review its decision?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

A Plan member’s son needs surgery. The Plan mefid®an urgent care claim. The
Claims Administrator calls the Plan member latet #ame day and tells her that she forgot
to include her son’s social security number inghperwork, which is necessary for the
claim to be approved. Does the Plan member hapeotade the requested information
within 48 hours for the Health Plan to make a deni®

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

A patient requests that the Health Plan reviewléisision to deny coverage for back
surgery. In the claim denial letter, the Plan staéibat the coverage was denied based on a
lack of medical necessity. Can the Plan membemgeé specific information about the
reason for the denial?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question
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While exercising two months ago, a patient damagede tendons in his ankle. He filed
a pre-service claim for physical therapy treatnasmd was approved to attend 24 physical
therapy sessions to treat the injury. He has ajrefténded 12 sessions and his ankle is
starting to feel better. He receives notificatibattthe Health Plan has decided to reduce his
approved treatment to 15 sessions. Is he mosy likejjet coverage for all 24 sessions if he
keeps going to the remaining 12 sessions he wgmally approved for and then files a
post-service claim?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question

The Health Plan denies coverage for a Plan memkee€s surgery. The Plan member is not
satisfied with the Health Plan’s decision. DoesBhan member have to appeal the decision
to the Health Plan before filing a lawsuit agathet Health Plan?

A. Yes

B. No

C. 1 did not understand the Health Plan material réigarthis question

A patient needs a kidney transplant. The transplastscheduled for 3 days from now, but
the date has been set back to 10 days from nowpaient needs kidney dialysis in the
meantime to stay alive. The patient has been apprander an urgent care claim to receive
dialysis for 3 days. Now, the patient needs dialysr 7 additional days so she files an
urgent care claim request for more treatment.dfghtient calls the Claims Administrator,
does the Claims Administrator have to notify hethaf Health Plan’s decision immediately?

A. Yes

B. No

C. I did not understand the Health Plan material réiggrthis question

A patient needs a skin graft. Can the Claims Adstiator extend the deadline for making a
claims decision if the patient did not provide bector’'s name on the pre-service claim
form?

A. Yes

B. No

C. 1 did not understand the Health Plan material réiggrthis question

A patient snores loudly at night. His doctor télisn a tonsillectomy will reduce his snoring.
He files a pre-service claim for treatment andaridd. He calls the Claims Administrator,
requesting an appeal of the decision. If he tbksG@laims Administrator all the information
the Health Plan needs to process his appeal, hiadldveed the proper appeal procedure?

A. Yes

B. No

C. 1 did not understand the Health Plan material réigarthis question
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Appendix D: Short Test of Functional Health Liteyas Adults

Here are some medical instructions that you or adylmight see around a
hospital. These instructions are in sentencedand some of the words
missing. Where a word is missing, a blank lindreswn, and 4 possible
words that could go in the blank appear just batow want you to figure
out which of those 4 words should go in the blamkich word makes the
sentence make sense. When you think you know wdmeht is, pick that
choice and go on to the next blank.

PASSAGE A: X-RAY PREPARATION

Your doctor has sent you to have a ayXx-r
stomach
diabetes
stitches
germs
You must have an stomach when you come f
asthma IS.
empty am.
incest if.
anemia It.
The X-ray will from1lto3 to do.
take beds
view brains
talk hours

look diets



THE DAY BEFORE THE X-RAY.
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For supper have only a snack of fruit, and
jelly, with coffee or tea. little toes
broth throat
attack toast
nausea thigh
After , You must not mkcanything at
minute, easy
midnight, ate
during, drank
before, eat
until aftgrou have the X-ray.

il are
all has
each had
any was
THE DAY OF THE X-RAY.
Do not eat
appointment
walk-in
breakfast
clinic
Do not , even
drive, heart.
drink, breath.
dress, water.

dose, cancer.
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If you have any , call the X-ray at 616-4500.
answers, Department
exercises, Sprain
tracts, Pharmacy
guestions, Toothache

PASSAGE B: MEDICAID RIGHTS AND RESPONSIBILITIES

| agree to give correct information to f | can receive Medicaid.
hair
salt
see
ache
I to provide the county information to any
agree hide
probe risk
send discharge
gain prove
statements given in this and herelgymggrmission to the
emphysema
application
gallbladder
relationship
to get such proof. | t ftnaedicaid | must
report
inflammation investigate
religion entertain
iron understand
county establish
any In my circumstances within (10) days of
changes three
hormones one
antacids five

charges ten
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becoming of the change. | understand if | DO NOT
award thus
aware this
away that
await than
like the made on my case, | have the to a fair
matrital bright
occupation left
adult wrong
decision right
hearing. | can a hearing by writing or the county
request counting
refuse reading
fail calling
mend smelling
where | applied. If you TANF for anynfly , you
wash member,
want history,
cover weight,
tape seatbelt,
will have to a different application form. , we will
relax Since,
break Whether,
inhale However,
sign Because,
use the on this form to determine your :
lung hypoglycemia.
date eligibility.
meal osteoporosis.

pelvic schizophrenia.
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Appendix E: Benefit Denial Letters

Now imagine that you are a member of the Healtin Rtau read. You have been seeing
your doctor about varicose veins that you haveour yegs. Varicose veins are enlarged
veins commonly found close to the skin's surfacau #nd your doctor think you should
have the veins removed because they have madengahkd exercise painful (strong
claim)/they are visibly unattractive and occasignpainful (weak claim). You filed a
pre-service claim. The following letter is the HbdPlan’s response to your request.

First Benefit Denial Letter
Dear Plan Member:

Your request for coverage for the surgical remaMalaricose veins that have made
walking and exercise painful (strong claim)/that arsibly unattractive and occasionally
painful (weak claim) has been reviewed by our Cl&dministrator and denied by the
Health Plan for the following reasoRequest for surgery has been denied due to lack of
medical necessity for the procedure requested.

You have the right to appeal our decision. The appwist be in writing and it should
include the complete medical record and identifyés you wish us to consider.

We have advised your doctor that financial liapilibr the above service is currently
entirely your responsibility.

If you have questions regarding the appeal proeedptease contact the Claims
Department.

Sincerely,
Diane Smith, R.N.
Claims Administrator
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The following letter is the Health Plan's respottsgour appeal.

Second Benefit Denial Letter
Dear Plan Member:

You have requested that the Health Plan reconsisletenial of your request for pre-
certification for the surgical removal of varicoseins that have made walking and
exercise painful (strong claim)/that are visiblyattractive and occasionally painful
(weak claim). The Health Plan affirms its decistondeny coverage for the treatment
proposed.

In investigating your request, the Health Plan (iasconducted a search of Medline (an
online database of journal articles about medici(®) reviewed the medical literature,
and (3) obtained opinions from two local board iGied surgeons, Dr. William Tanner

and Dr. Carrie Johnson.

After obtaining this information, the Health Plaenies your claim for the following
reason:Request for surgery has been denied due to lagkeafical necessity for the
procedure requested.

You have the right to challenge the Health Plareésislon through a lawsuit, under
Section 502(a) of ERISA.

Sincerely,
Dan Munroe, M.D.
Medical Director
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Appendix F: Procedural Fairness and Plan Satisfac@uestions

Procedural Fairness
Based on how you feel at this point in the claimspss, rate your agreement with the
following statements regarding the Health Plan sead about.

Control

Health Plan members get the information and edocathey need to participate
effectively in their care and treatment.

1 2 3 4 5
Strongly Strongly
Disagree Agree

The Health Plan has procedures that give membershiince to have their say regarding
the Health Plan.

1 2 3 4 5
Strongly Strongly
Disagree Agree

The Health Plan makes sure that members’ concemnseard before claims decisions
are made.

1 2 3 4 5
Strongly Strongly
Disagree Agree

Neutrality

The procedures followed in the claims process favembers over the Health Plan.

1 2 3 4 5
Strongly Strongly
Disagree Agree

The procedures followed by the Health Plan in tlaéncs process ensure that everyone is
treated fairly.

1 2 3 4 5
Strongly Strongly
Disagree Agree
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The Health Plan collects accurate and completernmdtion in order to make claims
decisions.

1 2 3 4 5
Strongly Strongly
Disagree Agree

Trust

The claims procedures used by the Health Plangirotembers from unfair treatment.

1 2 3 4 5
Strongly Strongly
Disagree Agree

Overall, the Health Plan tries to handle membeatsations fairly.

1 2 3 4 5
Strongly Strongly
Disagree Agree

Social Standing

The Health Plan is respectful of its members.

1 2 3 4 5
Strongly Strongly
Disagree Agree

The Health Plan is caring to its members.

1 2 3 4 5
Strongly Strongly
Disagree Agree

The Health Plan values what is best for each member

1 2 3 4 5
Strongly Strongly
Disagree Agree
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Plan Satisfaction

The procedures used to handle this claim were fair.

1 2 3 4 5
Strongly Strongly
Disagree Agree

The Health Plan provides adequate coverage torRémbers.

1 2 3 4 5
Strongly Strongly
Disagree Agree

The Health Plan gives too high a priority to hofgiolown the cost of medical care instead
of providing the best medical care.

1 2 3 4 5
Strongly Strongly
Disagree Agree

The Health Plan takes appeals seriously.

1 2 3 4 5
Strongly Strongly
Disagree Agree

If | were a member of this Health Plan, | woulddagisfied with it.

1 2 3 4 5
Strongly Strongly
Disagree Agree
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