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Dear Governors, Speaker and Chairmen,

In accordance with Senate Bill 1731, 80th Regular Legislature, I appointed a technical Advisory Committee on Health Network Adequacy that included representatives from health benefit plan, physician and hospital sectors.  The Committee worked diligently to study and evaluate the complex issues associated with network adequacy and balance billing.  It has been our pleasure to work with the professional and dedicated members of the Committee and I commend them for their work on this important project. 

As required by Senate Bill 1731, a preliminary report was delivered to you in January.  That report included a detailed summary of the work completed by the Advisory Committee, including the results of a hospital survey and preliminary health insurance industry survey.  Since that report was issued, TDI received the results of an industry-wide insurance survey required under rules that TDI drafted and adopted in consultation with the Advisory Committee.  The purpose of this report is to provide the results of that data call, which includes detailed information on claims for services provided by both in-network and out-of-network health care providers as well as administrative processes used by health plans to monitor and oversee provider contracting and network adequacy activities.    
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While this report provides a summary of the aggregated survey results and does not include carrier-specific information, TDI has reviewed each of the individual data submissions and is concerned with data submitted by some health plans.  For example, some plans indicate unusually high occurrences of out-of-network claims, suggesting that those plans may not provide consumers with adequate access to in-network providers.  Consumers who are unable to obtain services from an in-network provider often face higher out-of-pocket costs if the provider chooses to “balance bill” the patient for the difference between what the provider charges and the health plan pays.  While we recognize that consumers may sometimes choose to use out-of-network providers, we are especially concerned with those situations where the consumer makes a conscious effort to choose an in-network hospital but does not have the ability to also choose an in-network provider at that facility.

Although many health plans’ claims data illustrates they are working diligently to ensure their networks include adequate access to all provider types, other plans’ data suggests they have been less successful and have a significantly higher rate of out-of-network claims compared to other health plans.  Within the coming weeks, TDI will be requesting additional information to clarify responses and data provided by health plans to determine whether the plans are in compliance with existing regulatory requirements.  Where warranted, action will be taken to ensure consumers have access to the benefits to which they are entitled.

While the Advisory Committee did not make specific recommendations, the Department is considering several initiatives that will address the issues identified by the Committee.  Several legislative proposals are also under consideration at this time.  Based on any new authority provided by the Legislature, or existing statutory authority, TDI will move forward in addressing the issue of network adequacy, as well as the adjunct issues of balance billing and out-of-network reimbursement.  While the Committee has officially discharged its duties, my plan is to reach out to the affected stakeholders represented by the Committee as we take the next steps.  In the end, our system must work in accordance with the law, though any transition needs to take into account what is best for patients and not cause any harm.
Thank you for the opportunity to provide this information. My staff and I are available to discuss any of the issues contained in this or the preliminary report and will be happy to provide any additional information or technical assistance.  Please contact me or Dianne Longley, Director of Research and Analysis, at 305-7298 if we may be of further assistance.

Sincerely,
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Mike Geeslin

Commissioner of Insurance

C: Members, Senate Committee on State Affairs 

Members, House Committee on Insurance  "begin typing date here and then proceed as usual " 
HEALTH INSURANCE PROVIDER CONTRACTING PRACTICES SURVEY
EXECUTIVE SUMMARY

In response to Senate Bill 1731, enacted in 2007 by the 80th Legislature, the Texas Department of Insurance (TDI) appointed an advisory committee to study issues related to facility-based provider network network adequacy and the occurrence of balance billing.  The Advisory Committee on Health Network Adequacy was directed to work with the Department and held numerous meetings throughout the 2007-2008 interim.  The Committee considered and discussed in detail very complex issues that involve the administrative operations of health benefit plan issuers (insurers and health maintenance organizations), physicians and hospitals and how those activities affect the development of adequate provider networks and consumer access to contracted facility-based providers.  In December 2008, the Advisory Committee issued a report to the Legislature, which is available on the TDI website at http://www.tdi.state.tx.us/reports/life/documents/hlthnetwork09.doc
As part of its work with TDI and as required in SB 1731, the advisory committee worked closely with the Department to develop insurance reporting requirements to collect additional data that the Committee and TDI identified as necessary to more fully evaluate and understand certain administrative practices and procedures used by health benefit plan issuers. After months of deliberation and consultation with the Committee and affected stakeholders, TDI published and adopted rules to require preferred provider benefit plans (PPBPs) and health maintenance organizations (HMOs) to submit the “Health Benefit Plan/Provider Contracting Practices Survey.”  Completed survey responses were due to TDI on February 27, 2009.   
While the survey results show some common practices exist among insurers, the health benefit plans also report considerable variations in contracting, physician reimbursement methodologies, and administrative activities related to the development and oversight of networks.  Following is a summary of findings based on analysis of the responses provided by surveyed health benefit plan issuers.  
· The large majority of claims for services provided by facility-based physicians are in-network within both PPBPs (89 percent in-network) and HMOs (93 percent in-network). 
· Both PPBPs and HMOs reported the average allowed amounts paid for out of-network services were higher for three of the five types of providers. 
· As expected due to the nature of the medical condition, services provided by emergency room (ER) physicians had the highest rate of out-of-network claims among both PPBPs and HMOs, followed by claims for anesthesiology services among PPBs and by neonatologists among HMOs. 
· Most health benefit plan issuers report they work on a continual basis to contract with non-network physicians at in-network facilities.
· Less than half of the surveyed health benefit plan issuers report they have a process for monitoring the extent to which enrollees receive treatment from non-network facility-based physicians at in-network facilities.
· Insurers who contract with Preferred Provider Organizations (PPOs) report they often do not have access to, or do not request, information regarding the PPOs contracting practices, oversight and development of networks, extent to which enrollees receive care from non-network providers, or activities related to reimbursement rate methodologies and practices. 
· Health benefit plan issuers who reported barriers to contracting with facility-based providers indicated the most common reason is an inability to reach agreement on reimbursement rates, particularly in cases where the physician group has an exclusive contract agreement with a hospital.

· A majority of health benefit plan issuers reported they do not separately monitor balance billing complaints and inquiries due to limitations in complaint tracking systems.  Companies that contract with PPOs indicated they refer all complaints to the PPO administrator and do not receive reports of balance billing complaints or inquiries.  

· Surveyed companies provided widely varying descriptions of methodologies used to determine reimbursement rates.  Nearly all companies rely on data provided by outside vendors, and identified Ingenix as the most commonly used vendor.  

· “Usual and customary” charges and “allowable” charges are calculated at various percentile levels ranging from the 50th percentile to the 200th percentile of whatever data source is used. The most commonly cited percentile level is 75th  .
· More than half the health benefit plan issuers report the data used to calculate reimbursement rates is updated annually.
· The frequencies at which reimbursement rates are updated vary and are often determined by the vendor database in use by the health benefit plan issuer.  More than a third (37%) update rates semi-annually and 43 percent update at least annually.  
· More than 75 percent of companies use a percentage of Medicare reimbursement rates to calculate reimbursements for some, but not all, services.
· The large majority of companies (93%) do not calculate reimbursement rates for non-network facility-based physicians based on a percentage of payments for in-network physicians. 

· No health benefit plan issuer reported offering contracts to facility-based physicians for only in-patient services.  However, three small carriers and three governmental programs did not respond to the question and three indicated they do not know if their contracted PPOs engage in this practice. 

It is important to note that the data in this report vary from data reported in the Committee’s preliminary report.  Information in the preliminary report was reported voluntarily by five carriers who offered to provide assistance to the Committee’s effort to understand the prevalence of out-of-network services and what type of information the Committee could reasonably expect the insurance industry to provide under the TDI proposed rules that were under development at that time.  Because the data included only large insurers/HMOs, the preliminary data did not adequately represent activities among medium or smaller companies, which may vary significantly from large companies.  As such, the data in the preliminary report, while useful, should not be directly compared to the data provided in this final report.  

ADVISORY COMMITTEE MEMBERS
The following individuals were appointed by the Commissioner of Insurance to serve as members of the Health Network Adequacy Advisory Committee:

Charles Bailey, Texas Hospital Association

Deborah Creath, M.D.,  East Texas Anesthesiology Association

David Cripe, Seton Health Care Network

Michael Deck, M.D., MD Pathology

Thomas Fletcher, M.D., Austin Radiological Association

Rick Haddock, Blue Cross and Blue Shield

    Replaced by Brad Tucker, Blue Cross and Blue Shield

James Hickey, Wellpoint/Unicare

William Hinchey, M.D., President, Texas Medical Association

Donnie Hromadka, Humana

Clarence King, Aetna

Kathy Lee, Scott and White Memorial Hospital

John Lovelady, United Health Group

John Bruce Moskow, M.D., Emergency Service Partners

Jim Nelson, Attorney

Brittney Powlesson, Hospital Corporation of America

Brian Wallach, Cigna Healthcare

Jared Wolfe, Texas Association of Health Plans

HEALTH INSURANCE MARKET OVERVIEW
Texas is widely recognized as having one of the healthiest commercial insurance markets in the country.  In 2007, more than 500 accident and health insurers and HMOs reported more than $25 billion in fully-insured health insurance premiums written in Texas.  Like other states, however, the health insurance market is dominated by a few companies.  Based on premium information provided in the annual financial statements, the two largest insurers collected 41 percent of total premiums paid in 2007.  The top four insurers collected more than half (55.4 percent) of premiums. The largest ten insurers were responsible for 67 percent of all coverage written. 
The commercial HMO market is much more concentrated with 13 companies offering full service HMO benefit plans (not including single service coverage).  The two largest HMOs issued coverage to 44 percent of Texans enrolled in commercial HMO benefit plans.  The top four accounted for 75 percent of enrolled Texans.  
Many of Texas’ licensed insurers and HMOs also administer self-funded plans.  Self-funded (also called self-insured) plans are exempt from state regulation under the federal Employees Retirement and Income Security Act (ERISA).  While most insurance plans offered to small employers and all individual benefit plans are fully insured and subject to oversight by the Texas Department of Insurance, many large firms provide self-funded plans.  Because the Department has no authority over these plans, they are not subject to TDI’s rules requiring the reporting of data.  Therefore, the claims and contracting practices of self-funded plans, many of which are administered by licensed insurers, are not included in this report (with a few specific exceptions for self-funded governmental plans).

The table on the following page provides an overview of public and private insurance enrollment numbers for 2007.  The data indicate that more than half – 56.4 percent – of Texans with private coverage are insured under self-funded plans.  The claims of enrollees in these plans would generally not be affected by any regulatory or statutory requirements that address network adequacy or provider contracting activities of licensed insurers and HMOs.
Texas’ Insured Population by Type of Coverage 

Calendar Year 2007 Estimates

Prepared by the Texas Department of Insurance 

	Total Texas Population
	23,704,369*

Source: U.S. Census Bureau,

 Current Population Survey
	100% of Texas Population

	Uninsured Citizens
	5,962,004
Source: U.S. Census Bureau

Current Population Survey
	25.2% of Texas Population

	Medicaid Enrollees    


	2,864,349

Source: Texas Health and Human Services Commission, Monthly Enrollment Report
	12.1% of Texas Population



	Medicare Enrollees


	2,814,000

Source: U.S. Census Bureau, 

Current Population Survey 
	11.9% of Texas Population

	CHIP Enrollees
	349,135

Source: Texas Health and Human Services Commission, Monthly Enrollment Report 
	1.5% of Texas Population

	Military-Related Coverage
	1,017,000

Source: U.S. Census Bureau
	4.3% of Texas Population

	HMO Commercial Fully-Insured Members

   (Excludes Medicare, Medicaid

         and CHIP enrollees and single service
          HMOs)
	853,199

Source: TDI Annual HMO Financial Report – 2007
	3.6% of Texas Population

7.2% of Texas Population w/Private Insurance

	Fully-Insured Indemnity/PPO Insurance

   (Includes Group and Individual Plans)

 
	4,340,114

Source: TDI Survey and 

U.S. Census Bureau
	18.3% of Texas Population

36.4% of Texas Population w/Private Insurance

	Self-Insured Employer Groups

   (Includes HMO and Indemnity/PPO Plans)


	6,755,687

Source: No single source for self-insured data; estimate calculated based on known data from sources above
	28.5% of Texas Population

56.4% of Texas Population w/Private Insurance


*Note: the number of uninsured and insured Texans does not exactly total 23,704,369 due to the

  fact that some individuals have more than one type of coverage and are counted more than once.
SURVEY OVERVIEW 

Senate Bill 1731 directs the Health Network Advisory Committee to work with the Department to collect and evaluate data on network adequacy and the use of non-network providers in order to better understand and define the scope of the problem and the extent to which consumers may be adversely affected.  The legislation recognizes that data and information are critical tools for developing objective solutions based on factual rather than anecdotal data. 
The Committee carefully considered the types of data and information that would be helpful in evaluating the problems of network adequacy and balance billing by first identifying a series of questions they would like to be able to answer, including: 

· What is the number and percentage of patients who received treatment from non-network facility based providers at in-network facilities?

· What is the total cost of claims for non-network providers compared to in-network providers?

· Does the incidence rate of out-of-network services vary by type of provider?

· Does the incidence rate of out-of-network services vary by health plan?

· What is the difference in claims payments for in-network services compared to out-of-network services, and to what extent do those payments vary by health plans?

· What are the primary reasons why health plans are unable to contract with facility based providers?

· What is the association between health plans’ payment rates and the utilization of non-network services?  

· What role does the hospital play in the decision to contract with some providers and not others?

· To what extent do hospitals attempt to coordinate their contracts to ensure the facility-based providers with whom they contract are also contracted providers with the hospital’s contracted health plans? 

· To what extent do non-network providers balance bill patients when the health plan’s payment and patient’s coinsurance requirements are insufficient to cover the full billed amount?

SB 1731 requires TDI to collect data from health plans on the use of non-network providers and the claims amounts paid to those providers.  While many of the questions above can be at least partially answered using information maintained and provided by health plans, other questions are directed towards providers and cannot be answered by health plan data alone.  The Legislation does not, however, address reporting of data by hospitals or physicians.  This survey data, therefore, provides information only as it relates to the practices of licensed, fully-insured health benefit plans issuers that offer managed care benefit plans, including preferred provider benefit plans (PPBPs) and health maintenance organizations (HMOs).   
Over the course of several meetings, the Committee worked with TDI to develop data reporting requirements that address many of the questions listed above.  The Department subsequently drafted and published a proposed rule requiring HMOs and PPBPs to provide information described in the rule.  Additionally, SB 1731 also required certain governmental plans (such as ERS, TRS, University of Texas, Texas A&M, and some local government plans) to either submit a response or include their data with responses submitted by the insurer that insures or administers their benefit plan.  
At the time of this report, a total of 60 entities had submitted completed surveys.  These health benefit plans represent more than 95 percent of the fully-insured managed care market in Texas.  Several companies indicated that they have no business or a very small number of managed care enrollees and were granted an exemption.  Nine other small health benefit plan issuers have indicated they will be providing information within the next few weeks and are not included in the data summarized in this report. 

In some cases, health plans reported they contract with a third party administrator or another health benefit plan issuer to oversee certain administrative functions, including contracting and claim payment services.  Many health plans contract with one or more Preferred Provider Organizations (PPOs).  In both cases, several companies indicated they do not have access to the information requested in the survey or were able to provide only limited information.   
Health benefit plan issuers were also required to submit a “health benefit plan hospital grid” that required health plans to indicate whether they had in-network facility based physicians available to enrollees who obtain services from in-network facilities.  For each facility listed, health plans indicated the name of contracted physicians and/or physician practice groups that with whom the benefit plan issuer contracted as an in-network physician(s) who also have clinical privileges with the hospital as a facility-based physician.  If none of the hospital based physicians who hold clinical privileges with the hospital are in-network for the health benefit plan issuer, the survey would reflect that no in-network services are available at that facility. 

Due to the complexity of the survey data (which includes data for five provider types for 289 hospitals throughout the state for all 60 survey respondents), TDI is still compiling and analyzing the data and will provide a summary of the hospital grid reporting data at a later date.      
SURVEY REPORTING REQUIREMENTS
Due to the wide variability of industry practices and the general lack of information on most of these topics, the survey questionnaire was intentionally designed to allow health benefit plans flexibility to provide responses that were specific to the operations of their company.  Rather than attempt to limit respondents to several pre-determined answers, the survey includes open-ended questions in order to accommodate the wide variety of responses we anticipated receiving from the insurers.  While this approach ensures the reported information will be specific for each company, the lack of standardized responses also complicates the process of summarizing the survey results.  For many questions, insurers provided similar responses that could be categorized into several standardized descriptions.  However, in some cases, the answers varied significantly and could not reasonably be categorized into a few general descriptions.   As a result, some survey questions include more detailed responses in order to provide the most comprehensive and accurate summary information possible. 

While the Committee identified numerous areas of interest and discussed a wide array of data collection options, the Committee also recognized that surveys take both time and money to complete.  The Committee ultimately decided on a limited number of questions that focus on several specific practices and information that was determined to be of the most value and relevance, including:

· the types of information insurers collect and review to analyze and monitor network adequacy;

· efforts of the insurer to contract with all practicing facility-based providers at contracted facilities;

· barriers insurers have encountered when trying to contract with non-network facility based providers at contracted facilities;

· information collected by the insurer to monitor and evaluate the extent to which enrollees receive care from non-network providers at contracted facilities;

· the methodology and data used to establish non-network payment rates; and
· claims data for in-network and out-of-network services provided by facility-based physicians. 

For purposes of this survey, insurers were instructed to use the following definitions:

· Balance Billing – the practice of charging an insured or enrollee in a health benefit plan that uses a provider network to recover from the insured or enrollee the balance of a non-network health care provider’s fee for service received by the insured or enrollee from the health care provider that is not fully reimbursed by the insured’s or enrollee’s health benefit plan, excluding any co-payment, coinsurance, or deductible amounts owed by the patient.

· Facility-based physician – pursuant to Insurance Code §1456.001, a radiologist, an anesthesiologist, a pathologist, an emergency department physician, or a neonatologist to whom a facility has granted clinical privileges, and who provides services to patients of a facility under those clinical privileges.  

· In-network – having the quality of preferred status for purposes of reimbursement under a health benefit plan as contemplated in Texas Insurance Code §843.101 and §1301.005,
· Non-network – not having the quality of preferred status for purposes of reimbursement under a health benefit plan as contemplated in Texas Insurance Code §843.101 and §1301.005.

· Preferred provider – with regard to a preferred provider carrier, a preferred provider as defined by Texas Insurance Code § 1301.001; with regard to an HMO, (1) a physician as defined by insurance Code §843.002(22), who is a member of that HMO’s delivery network; or (ii) a provider, as defined by Insurance Code §843.002(24), who is a member of that HMO’s deliver network.

· Reimbursement Rate – the total amount that the group health benefit plan issuer allows as reimbursement for health care services corresponding to a specific CPT or DRG code, including reimbursement amounts for which a patient is responsible due to deductibles, co-payments or coinsurance.

Companies also were required to provide detailed information on the number and cost of in-network and non-network visits and/or claims paid for facility based providers.  Financial payment information reported includes the total billed amounts and allowed amounts for both in-network and out-of-network services.  

SURVEY RESULTS
Following is summary of the survey responses provided by the 60 health benefit plan issuers that submitted information.  The text of the survey question is provided, followed by a summary of the responses received.   

Question 1.  What information does the health benefit plan issuer use internally to monitor the extent to which facility-based physicians provide non-network services to the health benefit plan’s insureds or enrollees who obtain care from an in-network facility?
	Q.1  Description of Responses
	Number of Responses

	Claim payment data is monitored to identify non-participating providers
	18

	Do not monitor any information
	22

	Review claims data and target high volume non-participating providers for recruitment in each major market
	7

	No answer
	7

	Company contracts with PPO networks and doesn’t monitor use of non-network providers
	5

	Maintain database with affiliate providers that is updated quarterly
	1


Question 2.  At the time the health benefit plan issuer negotiates contracts with health care facilities, please describe the activities, if any, that the health benefit plan issuer undertakes to identify those facility-based physicians who are also contracted in-network providers with the health benefit plan issuer’s network.

	Q.2  Description of Responses
	Number of Responses

	Facility’s provider list is reconciled with carrier’s internal database
	43

	Carrier contracts with PPO networks; PPO process is unknown
	6

	No answer provided
	5

	Carrier does not contract with facilities
	3

	The carrier does not take any action to identify in-network facility-based physicians when contracting with facilities
	3


Question 3. What steps does the health benefit plan issuer take to contact facility-based physicians at in-network facilities?  What steps does the health benefit plan issuer take to contract with facility-based physicians at in-network facilities?
	Q.3  Description of Responses
	Number of Responses

	Insurer uses facility roster list and/or claims data and attempts to contract with physicians who have privileges at facility; requests assistance from facility to encourage physicians to contract with insurer
	31

	Insurer contracts with PPO networks – information is unknown
	13

	Based on volume of claims, insurer prioritizes need for additional contracted physicians; attempts to contract with those physicians and asks facility to assist with the process
	7

	No answer provided
	4

	Usually the physician initiates contact with the insurer; if insurer is not contacted by physician, they will reach out to physician with a contract offer
	3

	No action taken by insurer
	2


Question 4.  Do contracts with facilities used by the health benefit plan issuer have a process to encourage the facilities to contract with in-network facility-based physicians?  If so, please describe the process.
	Q.4  Description of Responses
	Number of Responses

	Yes, the contract language requires hospitals to use their “best effort” to contract with insurer’s in-network physicians
	14

	No, contracts do not address this issue
	10

	Yes, several different contract variations may be used, depending upon the extent to which non-network providers are a concern
	9

	Insurer contracts with PPO networks; information is unknown
	8

	No contract process is currently in place, but standard practice is to informally encourage facilities to contract with in-network physicians
	8

	No answer provided
	5

	Contract language does not include a requirement, but states that the insurer expects the facility to use physicians and/or physician groups that also contract with the insurer
	3

	Contract doesn’t have a requirement – insurer believes only those facilities who bill for their facility-based physicians have any incentive to work proactively to contract with the insurer’s in-network physicians
	3


Question 5. To the extent, if at all, the health benefit plan issuer has experienced barriers in attempts to contract with certain types of facility-based physicians, please describe those barriers.
	Q.5  Description of Responses
	Number of Responses

	When insurers encounter barriers, most out-of-network facility-based providers refuse to contract when offered the opportunity; those who are willing propose unacceptable reimbursement levels
	29

	Insurer has been unable to convince providers with exclusive contract arrangements with hospitals to contract with health plan; insurer has no leverage and physicians have little incentive to negotiate
	16

	Insurer contracts with PPO networks; information is unknown
	5

	No answer provided
	5

	Insurer has not encountered any barriers
	5


Question 6.  Please provide a description of any information the health benefit plan issuer collects regarding balance billing complaints or inquiries filed by the health benefit plan’s insureds or enrollees.
	Q.6  Description of Responses
	Number of Responses

	Each complaint is reviewed and resolved on a case-by-case basis
	25

	All inquiries and complaints are tracked, but the company does not maintain a specific “balance billing” code for identifying complaints of this specific type
	20

	Inquiries/complaints are forwarded to the PPO network administrator for resolution
	10

	No answer provided
	4

	Complaints re. balance billing are not an issue
	1


Question 7. Generally describe the methodology (ies) used by the health benefit plan issuer to determine reimbursement rates for non-network physicians provider, including facility-based providers.
	Q.7  Description of Responses
	Number of Responses

	Usual and customary rates are provided by Captiva (private vendor)
	8

	Contracted vendor uses variety of methodologies.  For non-network providers, payment is typically calculated using the usual and customary charges at the 75th percentile.  Some contracts specify a maximum reimbursement level.  Quantitative analysis is used to obtain the deepest overall discounts available while maintaining the most comprehensive panel possible.  Most outpatient/ASC contracts are contracted at a % discount.   Captiva data base was used for this survey period.
	6

	Payments based on usual and customary amounts based on Medical Data Research (MDR) and Ingenix.  Updated semi-annually.
	6

	Variety of practices are used: 1) insurer contracts with vendors who provide wrap networks that allow the insurer to access discounted rates with non-network providers, so that when a customer uses one of these provider the insurer pays claims at the reduced rate.  These non-network providers have agreed to not balance bill. 2) vendors will attempt to negotiate fee reduction to prevent balance billing. 3) Rates are paid as a percentage of CMS payment schedules
	5

	Claims paid based on usual and customary rates 


	5

	Plan uses vendor data to calculate non-network payment rates.  Plan usually applies the UCR allowable amount at the 75th percentile, and calculates payment at the in-network coinsurance level.  Captiva UCR data base is used.
	3

	Variety of methodologies are used, including fee negotiation, application of the usual and customary standard, and, in some cases, billed charges are paid.  ER physician costs are paid at the preferred provider level if an in-network physician cannot be reasonably accessed.
	3

	Payments established based on consideration of numerous factors and vendor-supplied data that is routinely updated.  Payments based on a percentile basis that reflects the range of charges, the medical services, complexity, amounts the provider usually accepts as full payment after good faith collection efforts.  Charges not considered usual and reasonable include drug prices that exceed 200% of the avg. wholesale price or cost, unbundled charges, and charges which industry standards recognizes as included in the primary charge.  When it is determined that a charge is above the usual and reasonable amount, the charge is not a covered charge.
	3

	Usual and customary expense is defined as the 70the percentile of the prevailing charges by all providers in the same geographic area, based on one of the current prevailing health care charges information systems used in the insurance industry
	2

	No network, no non-network rates.  Rates are based per policy provisions
	2

	Variety of practices are used: 1) insurer contracts with vendors who provide wrap networks that allow the insurer to access discounted rates with non-network providers, so that when a customer uses one of these provider the insurer pays claims at the reduced rate.  2) Insurer will pay billed charges in certain cases (usually emergencies). 3) Payment is based on a percentage of billed charges (typically in the 70th to 80th percentile) based on data provided by Ingenix.  

Insurer attempts to negotiate acceptable payment.  
	2

	Physician payment based on an average of billed charges.   Facility payment based on a percentage of Medicare reimbursement rate.
	2

	Insurer attempts to access a discounted rate through a secondary network affiliation or tries to negotiate an acceptable payment with the physician.  To determine acceptable payment, Ingenix data base is used to determine allowable charges.  
	2

	Variety of methodologies used, including UCR, reasonable charge, recognized amount and “other” (including reimbursement at the in-network rate). Reimbursement payment rates may vary from 50% to 200% of the RBRVS; or provider charge data from the Ingenix Incorporated Prevailing HealthCare Charges system, paid at the 50th-200th percentile.  Payments vary according to services provided, complexity, type of specialty, geographic area.  Data is updated semi-annually. 
	2

	Claims are paid at either 70th or 85th percentile of HIAA allowances
	1

	Methodology is described in plan documents
	1

	Non-network claims are sent to a wrap network for repricing.  If no repricing is available, claims paid at 100% of billed charges
	1

	Payment rates are based on CMS payment rates or Ingenix data
	1

	Payments calculated at the 60th percentile of Ingenix’s Prevailing Healthcare Charges System to determine the maximum allowed amount for that service within a geographic area.  If PCHS value is not available, insurer may use Relative Value for Physicians and conversion factors.    
	1

	Subscribes to a vendor data based to obtain UCR charges.    Data is updated periodically to reflect negotiated fee schedules with providers not included in the database.  Payments calculated based on a percentage of UCR.  Exceptions for non-network anesthesiologists, assistant surgeon, pathologist and radiologist when services provided at in-network facility; in those cases, benefit paid at the in-network provider level.


	1

	For non-network claims, insurer uses Eligible Medical Expense, which is paid at 100% of Medicare allowable rate based on RBRVS for physician charges.  Facilities paid at 100% of Medicare allowable for Medicare Prospective Payment System Diagnosis Related Group.  Services for ER physician, radiologist, pathologist, anesthesiologist provided at in-network facility is paid at in-network level.
	1

	Claims paid according to a fee schedule that is based on 100% of RBRVS (2007).   In some cases, insurer will directly negotiate with the provider.
	1

	Non-network providers are paid based on an adjustment to contracted rates, based on a predetermined factor that is updated periodically.  The factor is not less than 75% and is updated at least once every two years.
	1


Question 8.  Please indicate whether the health benefit plan issuer (1) uses its own claims data to establish in-network and non-network reimbursement rates, (2) uses data provided by an outside vendor, or (3) uses a combination of both practices.
	Description of Responses
	Number of Responses

	Uses a combination of both practices
	23

	Uses an outside vendor 
	31

	Not applicable 
	3

	Uses internal data
	2

	Uses HIAA data (TDI Note: Ingenix replaced HIAA data)
	1



Number of carriers using data provided by Ingenix: 26

Number of carriers using other vendors: 29 

Question 9.   At the time in-network and non-network reimbursement rates are established, what is the age of the payment data used to set payment amounts?

	Q. 9 Description of Responses
	Number of Responses

	Data is updated every 12 months
	31

	Data is updated at least once every 6 months 
	15

	Data is updated quarterly
	6

	Data is updated every 9 months 
	5

	Not applicable
	2

	Data is updated monthly
	1


Question 10.  How frequently does the health benefit plan issuer review and update reimbursement rates?  If rates for different geographic areas are updated at different frequency intervals, please specify.  Also indicate whether the updates include increases, decreases, or both increases and decreases.  If in-network reimbursement rates are not updated at the same frequency as non-network reimbursement rates, please answer the questions separately with respect to both in-network and non-network reimbursement rates. 
	Q.10 Description of Responses
	Number of Responses

	Semi-annually; includes increases and decreases
	16

	In-network is updated annually.  Out of network: based on Ingenix or other vendor schedule.  Includes increases and decreases
	18

	Updated annually  
	8

	Depends on contract; includes increases and decreases
	7

	Updates based on Captiva data, which is updated semi-annually; includes increases and decreases
	5

	Not applicable
	3

	Updates quarterly with Medicare updates: includes increases and decreases
	1

	Use the most current information available
	1

	Use Ingenix data, which is updated semi-annually; Medicare updates available annually.  Includes increases and decreases.
	1


Question 11. Are any of the health benefit plan issuer’s reimbursement rates based on a percentage of what Medicare pays?  If yes, please provide a general description of the types of claims for which this methodology is used or, alternatively, an estimate of the percentage of total claims for which this methodology is used.  Also indicate whether reimbursement rates are automatically increases when Medicare payment rates increase and whether reimbursement rates automatically decrease when Medicare rates decrease. 

	Q.11  Description of Responses
	Number of Responses

	No rates are based on Medicare payments
	13

	Unspecified percentage of claims are based on Medicare payments; information is not automatically updated
	10

	130% of Medicare with 20% guaranteed savings is the standard reimbursement; some provider groups paid at higher level
	7

	In network payments based on RBRVS; includes automatic increases and decreases.   Some non-network claims are based on Medicare payments
	7

	Claims are based on a percentage of RBRVS
	6

	Less than 10 percent of claims are based on Medicare payments; information is automatically updated
	5

	Unspecified percentage of provider contracts are paid based on Medicare payments; rates updated at an unspecified time period
	4

	Only claims for Medicare-eligible insureds are paid using Medicare rates 
	3

	Only claims for non-network anesthesia services are paid based on a percentage of Medicare rates
	2

	Less than 1% of claims are based on Medicare rates; updated regularly
	2

	Less than 5% of claims are based on Medicare rates; updated regularly
	1


Question 12.  Are any of the health benefit plan issuer’s non-network reimbursement rates based on a percentage of the health benefit plan’s in-network rate?  Please provide a general description of what types of claims for which this methodology is used for or, alternatively, an estimate of the percentage of total claims for which this methodology is used.  Also indicate whether non-network reimbursement rates are automatically increased when in-network rates increase and whether non-network reimbursement rates are automatically decreased when 
in-network rates decrease.

	Q.12  Description of Responses
	Number of Responses

	No rates for non-network services are based on a percentage on in-network rates
	56

	Yes, some non-network payment rates are based on a percentage of in-network rates.  Rates are not automatically adjusted.
	2

	Yes, this is the primary method used.  Rates are not automatically adjusted.
	2


Question 13.  Does the health benefit plan issuer pay for professional component services for any facility-based physician through a methodology that is not paid on an individual claim basis, such as a lump sum or adjustments made on prior year activity?  If yes, describe the methodology (ies) utilized.

	Q.13  Description of Responses
	Number of Responses

	No
	53

	Payment methodology is based on activity in the prior quarter 
	2

	Methodology is used only for medical groups that have accepted full professional capitation
	2

	No answer provided
	2

	Methodology is used only for agreements with labs under HMO contract
	1


Question 14.  Does the health benefit plan issuer offer contracts to some facility-based physicians for only in-patient services?  If yes, specify those provider types that receive such offers.

	Q.14  Description of  Responses
	Number of Responses

	No contracts are offered for only in-patient services
	51

	No response provided
	6

	Insurer contracts with PPO networks; information is unknown
	3


Question 15.  When determining with which preferred provider organization the health plan will contract, what activities, if any, does the health benefit plan issuer undertake to investigate or evaluate the contracting practices utilized in negotiations between those preferred provider organizations and facility-based physicians?
	Q.15  Description of  Responses
	Number of Responses

	No standard evaluation criteria or process is in place.
	11

	Company reviews contracting practices and regulatory requirements to ensure standards are appropriate.
	7

	Evaluate standard contract provisions to ensure health benefit plan is entitled to agreements and applicable rates.
	7

	Company exercises due diligence in reviewing all PPO contracts and relationships, but there is no specific review of requirements related to the availability of contracted facility-based physician services
	2

	Health plan does not have access to the PPO contracting practices due to confidentiality provisions
	11

	Health plan uses only large PPO networks and does not get involved with contracting practices between PPO and physicians.
	5

	Health plan reviews the PPO’s penetration base to assure network is adequate; evaluates discounts, and reviews contractual provisions and how such provisions affect claims adjudication processes
	5

	Not applicable; health plan uses its own network
	5

	Health plan evaluates various PPO networks to identify those with the best discounts and highest number of providers
	3

	No answer provided
	3

	In-depth review of PPO contacting policies and procedures is conducted to ensure adequate network, satisfactory financial performance and compliance with state regulatory requirements
	1


Question 16.  If the benefit plan issuer has any additional information or data to share, please feel free to provide comments below or provide attachments.
The following comments are exact quotations received from health benefit plans in response to question 16:

· “A member receiving out-of-network services does not necessarily infer that the member will exposed to balance billing.  Contracting and non-contracting is a better indicator to determine potential balance billing issues as opposed to in-network and out-of-network.”
· “During negotiations with hospital-based providers, they cite a deteriorating payer mix as the primary basis for the minimal discounts they are willing to accept when contracting with us. They cite an increased number of uncompensated care patients, lower reimbursements for publicly funded programs, and increasing bad debt as the primary drivers.  These groups are required to service all patients—regardless of payment method, and in communities where commercial membership penetration is low, these facility-based groups must often look to the sponsoring system to offset operational losses. This, in turn, has the effect of dampening the hospitals’ enthusiasm for encouraging these providers to contract with us.”
· “The majority of physicians/physician groups that do not have contracts are the Emergency Room physicians.”
· “The vast majority of claims are paid according to in-network reimbursement rates.  For the small percentage of claims where a non-network physician is utilized, the company has procedures in place to pay facility based physicians at the in-network benefit levels when the facility is in-network or services were the result of an emergency.”    
· “The variance in which providers are able to negotiate terms with health plans and networks appear inherently unfair to the ultimate consumer, and horribly unfair to the uninsured paying cash. Providers should be required to disclose their charges prior to services and restricted to negotiate discount within a narrow, reasonable band.”
HEALTH BENEFIT PLAN CLAIMS DATA
Health benefit plan issuers also were required to provide detailed information on the number of in-network and out-of-network visits and/or claims paid for facility-based physicians as defined in SB 1731 (anesthesiologists, pathologists, radiologists, neonatologists, and emergency room physicians).  The data provided is for calendar year 2007.  Information reported includes the number of claims/visits, the total billed amount, and the total allowed amount for each category of provider.  Separate data are provided for HMOs and PPBPs. 
Several companies were unable to provide all requested claims data in time to be included in this report.   Based on the absence of these data, the claims information provided in this report represents approximately 92 percent of the fully-insured managed care insurance market.  

As provided in the tables that follow, the data show significant variations both among the types of providers and between in-network and out-of-network services.   In addition, while this report provides only aggregated data for all carriers, significant differences are apparent among the different carriers.  

Following are several observations of both PPBP and HMO data results.
· Of all services provided by facility-based physicians, 89 percent of visits/claims reported by PPBPs were provided by in-network providers, with 11 percent provided by out-of-network providers.  Among HMOs, 93 percent of all visits/claims were in-network, with seven percent provided out-of-network.  Out of-network visits/claims totaled 221,058 within PPBPs and 38,257 in HMOs. 

· As would be expected due to the nature of the services provided, emergency room physicians had the highest volume of claims for out-of-network services among PPBPs (28 percent), and were second highest among HMOs (21 percent).  Insureds who experience an emergency medical condition may have little or no control over which facility they obtain care from and are, therefore, more likely to use facilities where the participating physicians are out-of-network.  In non-emergency situations,  a patient is able to plan their medical services in advance and may be more likely to seek services from a hospital where they have access to in-network physicians. 

· A comparison of the difference between the billed amounts and allowed amounts for in-network and non-network services shows that in-network providers generally experience higher reductions than out-of-network providers.  In-network providers for PPBPs saw a 51 percent difference between billed amounts and allowed amounts, compared to a 47 percent difference for out-of-network providers. Within HMOs, the overall percentage difference was virtually the same (49 percent) for both in-network and out-of-network providers.  However, percentages by provider type varied widely;   the difference between billed and allowed amounts for in-network neonatologists was 41 percent compared to 72 percent for out-of-network neonatologists.  
· Out-of-network costs as a percentage of total billed amounts and allowed amounts were nearly the same for PPBPs.  Out-of-network services represented 14 percent of total billed charges and 15 percent of allowed charges.  

· PPBPs reported the average allowed amount per claim was higher for out-of-network services provided by anesthesiologists, radiologists and ER physicians, but lower for pathologists and ER physicians.  However, the percentage differences varied significantly among the types of providers.  The difference between in-network and out-of-network average allowed amounts was 10 percent for pathologists and radiologists, 11 percent for neonatologists, 22 percent for anesthesiologists, and 25 percent for ER physicians. 
· HMOs reported the average allowed amount per claim was higher for out of network services provided by anesthesiologists, pathologists and radiologists, but lower for services provided by neonatologists and ER physicians.  The difference between HMO in-network and out-of-network average allowed amounts was more substantial than those reported by PPBPs: 16 percent for radiologists, 24 percent for anesthesiologists, 29 percent for ER physicians, 37 percent for pathologists and 65 percent for neonatologists.     
Preferred Provider Benefit Plan Data

Table 1 – Utilization and Claims Data Summary
	Type of Physician
	Total Claim Units
	Total In/Out-of-Network Claims
	% of Claims Out-of-Network

	
	In-Network
	Out-of-Network
	
	

	Anesthesiologist
	206,244
	27,204
	233,448
	11.65%

	Pathologist
	624,113
	35,559
	659,672
	5.39%

	Radiologist
	729,307
	73,046
	802,353
	9.10%

	Neonatologist
	46,785
	5,541
	52,326
	10.59%

	ER Physician
	205,899
	79,708
	285,607
	27.91%

	Total:
	1,812,348
	221,058
	2,033,406
	10.87%

	Type of Physician
	Total Billed Amount
	Total Billed Amount for In and Out-of-Network  Billed Amount
	% of Total Billed Amount That Is Out-of- Network

	
	In-Network
	Out-of-Network
	
	

	Anesthesiologist
	$230,428,582
	$36,629,017
	$267,057,599
	13.72%

	Pathologist
	$100,696,901
	$5,498,320
	$106,195,221
	5.18%

	Radiologist
	$148,002,855
	$14,926,805
	$162,929,660
	9.16%

	Neonatologist
	$34,383,063
	$3,607,230
	$37,990,293
	9.50%

	ER Physician
	$83,616,067
	$34,250,421
	$117,866,488
	29.06%

	Total:
	$597,127,468
	$94,911,793
	$692,039,261
	13.71%

	Type of Physician
	Total Allowed Amount
	Total Allowed Amount for In and Out-of- Network Claims
	% of Total Allowed Amount That Is Out- of-Network

	
	In-Network
	Out-of-Network
	
	

	Anesthesiologist
	$108,425,670
	$18,303,951
	$126,729,621
	14.44%

	Pathologist
	$55,256,990
	$2,847,706
	$58,104,696
	4.90%

	Radiologist
	$64,170,593
	$7,082,850
	$71,253,443
	9.94%

	Neonatologist
	$20,617,540
	$2,208,810
	$22,826,350
	9.68%

	ER Physician
	$41,274,871
	$20,052,695
	$61,327,566
	32.70%

	Total:
	$289,745,664
	$50,496,012
	$340,241,676
	14.84%


Table 2 – Difference Between Total Billed Amount and
 Total Allowed Amount

	Type of Physician
	Difference Between Total Billed Amount and Allowed Amount
	% Difference Between Billed and Allowed Amounts For In- Network Claims 
	% Difference Between Billed and Allowed Amounts for Out-of-Network Claims

	
	In-Network
	Out-of-Network
	
	

	Anesthesiologist
	$122,002,912
	$18,325,066
	52.9%
	50.02%

	Pathologist
	$45,439,911
	$2,650,614
	45.12%
	48.20%

	Radiologist
	$83,832,262
	$7,843,955
	56.64%
	52.55%

	Neonatologist
	$13,765,523
	$1,398,420
	40.03%
	38.77%

	ER Physician
	$42,341,196
	$14,197,726
	50.63%
	41.45%

	Total:
	$307,381,804
	$44,415,781
	51.47%
	46.80%


Table 3:  In-Network and Out-Of-Network Cost per Claim

	In-Network

	Type of Physician
	Total Claims Units
	Total Billed Amount
	Avg. Billed Amount per Claim
	Total Allowed Amount
	Avg. Allowed Amount per Claim

	Anesthesiologist
	206,244
	$230,428,582
	$1,117.26
	$108,425,670
	$525.72

	Pathologist
	624,113
	$100,696,901
	$161.34
	$55,256,990
	$88.54

	Radiologist
	729,307
	$148,002,855
	$202.94
	$64,170,593
	$87.99

	Neonatologist
	46,785
	$34,383,063
	$734.92
	$20,617,540
	$440.69

	ER Physician
	205,899
	$83,616,067
	$406.10
	$41,274,871
	$200.46

	Out-of-Network

	Type of Physician
	Total Claims Units
	Total Billed Amount
	Avg. Billed Amount per Claim
	Total Allowed Amount
	Avg. Allowed Amount per Claim

	Anesthesiologist
	27,204
	$36,629,017
	$1,346.46
	$18,303,951
	$672.84

	Pathologist
	35,559
	$5,498,320
	$154.63
	$2,847,706
	$80.08

	Radiologist
	73,046
	$14,926,805
	$204.35
	$7,082,850
	$96.96

	Neonatologist
	5,541
	$3,607,230
	$651.01
	$2,208,810
	$398.63

	ER Physician
	79,708
	$34,250,421
	$429.70
	$20,052,695
	$251.58


Table 4: Differences Between In-Network and Out-Of-Network Average Allowed Amount Per Claim

	Type of Physician
	Average Allowed Amount per Claim
	$ Difference Between In-Network/Out-of-Network Avg. Allowed Amount
	% Difference Between In-Network/Out-of-Network  Avg. Allowed Amount

	
	In- Network
	Out of Network
	
	

	Anesthesiologist
	$525.72
	$672.84
	$147.12
	21.86%

	Pathologist
	$88.54
	$80.08
	$8.46
	9.55%

	Radiologist
	$87.99
	$96.96
	$8.97
	10.19%

	Neonatologist
	$440.69
	$398.63
	$42.06
	10.55%

	ER Physician
	$200.46
	$251.58
	$51.12
	25.20%


Table 5:  Differences Between Average Billed Amount Per Claim and Average Allowed Amount Per Claim
	Type of Physician
	$ Difference Between Avg. Billed Amount and Avg. Allowed Amount per Claim
	% Difference Between Avg.  Billed Amount and Avg. Allowed Amount Per Claim  

	
	In-Network
	Out-of-Network
	In-Network
	Out-of-Network

	Anesthesiologist
	$408.46
	$673.62
	36.56%
	50.02%

	Pathologist
	$72.80
	$74.55
	45.12%
	48.21%

	Radiologist
	$114.95
	$107.39
	56.64%
	52.55%

	Neonatologist
	$294.23
	$252.38
	40.03%
	38.76%

	ER Physician
	$205.64
	$178.12
	50.63%
	41.45%


Health Maintenance Organization Data
Table 6 – Utilization and Claims Data Summary

	Type of Physician
	Total Claim Units
	Total In/Out-of-Network Claims
	% of Claims Out-of-Network

	
	In-Network
	Out-of-Network
	
	

	Anesthesiologist
	51,295
	2,652
	53,947
	4.92%

	Pathologist
	192,949
	6,978
	199,927
	3.49%

	Radiologist
	212,916
	11,407
	224,323
	5.09%

	Neonatologist
	3,874
	2,071
	5,945
	34.84%

	ER Physician
	58,737
	15,149
	73,886
	20.50%

	Total:
	519,771
	38,257
	558,028
	6.86%

	Type of Physician
	Total Billed Amount
	Total Billed Amount for In and Out-of-Network  Services
	% of Total Billed Amount That is Out-of-Network

	
	In-Network
	Out-of-Network
	
	

	Anesthesiologist
	$39,431,831
	$3,134,174
	$42,566,005
	7.36%

	Pathologist
	$26,400,362
	$925,068
	$27,325,430
	3.38%

	Radiologist
	$58,063,080
	$2,720,313
	$60,783,393
	4.47%

	Neonatologist
	$9,975,319
	$4,007,871
	$13,983,190
	28.66%

	ER Physician
	$42,823,683
	$7,402,286
	$50,225,969
	14.74%

	Total:
	$176,694,275
	$18,189,712
	$194,883,987
	9.33%

	Type of Physician
	Total Allowed Amount
	Total Allowed Amount for In and Out-of- Network Claims
	% of Total  Allowed Amount That is Out- of-Network

	
	In-Network
	Out-of-Network
	
	

	Anesthesiologist
	$24,393,854
	$1,668,948
	$26,062,802
	6.40%

	Pathologist
	$11,949,573
	$689,801
	$12,639,374
	5.46%

	Radiologist
	$24,340,532
	$1,560,688
	$25,901,220
	6.03%

	Neonatologist
	$5,880,729
	$1,115,855
	$6,996,584
	15.95%

	ER Physician
	$22,321,302
	$4,074,315
	$26,395,617
	15.44%

	Total:
	$88,885,990
	$9,109,607
	$97,995,597
	9.29%


Table 7 – Difference Between Total Billed Amount and 
Total Allowed Amount

	Type of Physician
	$ Difference Between Total Billed Amount and Allowed Amount
	% Difference Between Billed and Allowed Amounts For In- Network Claims 
	% Difference Between Billed and Allowed Amounts for Out-of-Network Claims

	
	In-Network
	Out-of-Network
	
	

	Anesthesiologist
	$15,037,977
	$1,465,226
	38.13%
	46.75%

	Pathologist
	$14,450,789
	$235,267
	54.74%
	25.43%

	Radiologist
	$33,722,548
	$1,159,625
	58.08%
	42.63%

	Neonatologist
	$4,094,590
	$2,892,016
	41.05%
	72.16%

	ER Physician
	$20,502,381
	$3,327,971
	47.88%
	44.96%

	Total:
	$87,808,285
	$9,080,105
	49.70%
	49.92%


Table 8:  In-Network and Out-Of-Network Costs per Claim

	In-Network

	Type of Physician
	Total Claims Units
	Total Billed Amount
	Avg. Billed Amount per Claim
	Total Allowed Amount
	Avg. Allowed Amount per Claim

	Anesthesiologist
	51,295
	$39,431,831
	$768.73
	$24,393,854
	$475.56

	Pathologist
	192,949
	$26,400,362
	$136.83
	$11,949,573
	$61.93

	Radiologist
	212,916
	$58,063,080
	$272.70
	$24,340,532
	$114.32

	Neonatologist
	3,874
	$9,975,319
	$2,574.94
	$5,880,729
	$1,518.00

	ER Physician
	58,737
	$42,823,683
	$729.08
	$22,321,302
	$380.02

	Out-of-Network

	Type of Physician
	Total Claims Units
	Total Billed Amount
	Avg. Billed Amount per Claim
	Total Allowed Amount
	Avg. Allowed Amount per Claim

	Anesthesiologist
	2,652
	$3,134,174
	$1,181.82
	$1,668,948
	$629.32

	Pathologist
	6,978
	$925,068
	$132.57
	$689,801
	$98.85

	Radiologist
	11,407
	$2,720,313
	$238.48
	$1,560,688
	$136.82

	Neonatologist
	2,071
	$4,007,871
	$1,935.23
	$1,115,855
	$538.80

	ER Physician
	15,149
	$7,402,286
	$488.63
	$4,074,315
	$268.95


Table 9: Differences Between In-Network and Out-Of-Network Average Allowed Amount Per Claim

	Type of Physician
	Average Allowed Amount per Claim
	$ Difference Between In-Network/Out-of-Network Avg. Allowed Amount
	% Difference Between In-Network/Out-of-Network  Avg. Allowed Amount

	
	In- Network
	Out of Network
	
	

	Anesthesiologist
	$475.56
	$629.32
	$153.76
	24.43%

	Pathologist
	$61.93
	$98.85
	$36.92
	37.35%

	Radiologist
	$114.32
	$136.82
	$22.50
	16.44%

	Neonatologist
	$1,518.00
	$538.80
	$979.20
	64.51%

	ER Physician
	$380.02
	$268.95
	$111.07
	29.23%


Table 10:  Differences Between Average Billed Amount Per Claim and Average Allowed Amount Per Claim

	Type of Physician
	$ Difference Between Avg. Billed Amount and Avg. Allowed Amount per Claim
	% Difference Between Avg.  Billed Amount and Avg. Allowed Amount Per Claim  

	
	In-Network
	Out-of-Network
	In-Network
	Out-of-Network

	Anesthesiologist
	$293.17
	$552.50
	38.14%
	46.75%

	Pathologist
	$74.90
	$33.72
	54.74%
	25.44%

	Radiologist
	$158.38
	$101.66
	58.08%
	42.63%

	Neonatologist
	$1056.94
	$1396.43
	41.05%
	72.16%

	ER Physician
	$349.06
	$219.68
	47.88%
	44.96%
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