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As you learn about health care delivery in the United States, it is necessary to understand the various models of health insurance to develop important foundational knowledge as you progress through the course and for your role as a future health care employee. The following matrix is designed to help you develop that knowledge and assist you in understanding how health care is financed and how health insurance influences patients and providers. 
Complete the matrix. Each box must contain responses between 50 and 100 words and use complete sentences.

	Model
	Describe the model
	How is the care paid or financed when this model is used?
	What is the structure behind this model? Is it a gatekeeper, open-access, or combination of both?
	What are the benefits for providers who use this model?
	What are the challenges for providers who use this model?

	Health Maintenance Organization (HMO)
	A health maintenance organization refers to an organization that provides health coverage for a monthly or yearly fee. The insurance providers who have entered into contract with the doctors normally limits coverage to medical aid that is provided from the doctors.
	When this model is used, that is, HMO, there will be subscribers who will subscribe into the system and remit the payments. The medical entities that enter into contracts with the HMO are paid an agreed fee to offer a range of services to the people who have subscribed into HMO.
	A health maintenance organization is combination of a gatekeeper and open access (Cleverley, 1989). It is an organized public or private entity that provides basic and supplemental healthcare services to its members or subscribers. 
	The providers who use this model enters into contract with only those doctors who agree to accept the payments that are stated or offered. This makes the providers to be in a position of ensuring that they have enough money to pay the doctors. In some cases, the HMOs pay the doctors a fixed amount each month for each patient that they see.
	The premiums that are remitted to the organizations or the service providers are just enough to cover the costs of doctors who are within the network.
The providers can only get into contract with the doctors who are willing to get paid the stated amounts. This may make the providers to lack doctors or have limited access to doctors.

	Preferred Provider Model
	Preferred providers models entails a health plan that contracts medical providers, such as doctors, physicians, clinics, and hospitals among others to create a network of participating providers. However, a person can use doctors, providers, clinics, hospitals, and physicians who are outside of the networks for an additional cost.
	Providers and insurers negotiate fees for the services that their subscribers will be offered by the health providers. The PPO subscribers normally pay a co-payment per provider visit, or must meet a deductible before insurance covers or pays the claims.
	The structure behind the preferred provider organization model is a gatekeeper. The subscribers have a primary physician; the system determines whom a patient can see without a referral from this primary physicians. They can also be categorized as non-gatekeeper PPOs. Participation in a PPO network is one option typically available.
	Some of the benefits for the providers of the PPOs are health promotion programs; assists in maintaining and increasing market share, facilitating prompt claims payments. The hospitals or the doctors among other service providers not only because of prompt payment but because the fee for service system is retained. In addition, there is proper coordination of services among those within the network. 
	Some of the challenges that the PPOs face are the initial and operating costs are significant; to run such requires a lot of money to start and to keep it operating as required. Also, it requires advanced administration skills that are different from those required by the traditional health care systems. Besides, a PPO requires all the participating providers to genuinely accept the PPO. 

	Point-of-Service Model
	A point of service model combines the characteristics of both the health maintenance organization and preferred provider organization. A subscriber might be required to designate a primary care physician who will then be making referrals to other specialist within the network whenever necessary. The point of service is based on a managed care foundation (Monagle, 2005).
	In point of service plan there are no deductibles for in-network services. Out-of-network deductibles tend to be high for the point of service plans, and so the subscribers who will make use of the out-of-network services will be required to pay the full cost of the services that are provided to them out of pocket until they attain the deductible amount stated in the plan.
	A point of service plan is a type of managed-care health insurance plan than provides various benefits depending whether a subscriber uses in-network or out-of-network health care providers. It is a hybrid of both HMO and PPO plans. Like in the HMO, the subscribers designate an in-network physician to be their primary care provider (Naylor, 1992). 
	Some of the benefits for the providers who use point of service are, the doctor’s fees may have to be paid upfront, and it might also be paid in full. The providers do not have to fill the claim forms; the patients will have to file their own insurance claims.
	Like PPOs, POS plans involve high quantities of paperwork, this is simply because there are those subscribers who will have gone for the out-of-network care. When the subscribers or the participants in the point of service plan use the out-of-network providers, a high yearly deductible may have to be satisfied first. 

	Provider-Sponsored Organization
	This is a plan that is run by a group of doctors and hospitals that form a network of healthcare providers and the subscribers must stay to receive coverage for their healthcare needs. This is an organization that accepts full risk for beneficiary lives.  The organization gets a fixed monthly payment to provide care for healthcare beneficiaries.
	Provider-sponsored organization develops and own assets and infrastructure of the company. They generate funds from the said assets and infrastructure which is used in paying for the healthcare services offered. They control all aspects of healthcare delivery. 
	The structure behind the provider-sponsored organization model is a gatekeeper. The subscribers have a primary physician; the system determines whom a patient can see without a referral from this primary physicians. Participation in a PPO network is one option typically available.
	In addition to benefiting from lower utilization, provider sponsored health plans also allow the provider organization to plan benefits that are customized specifically for the community. The providers also let health systems have a role in financing the healthcare provided (Morrison, 2009). Since they are less utilized, the y can capitalize on what otherwise could be a revenue loss.
	The healthcare provider faces payer reaction; this is due to the different competitors in the market who are charging different amounts. 
The doctors have knowledge on how to run a hospital but do lack knowledge or have little experience in running an insurance firm; this acts as a barrier to creating a health plan. 

	High Deductible Health Plans and Savings Options
	This is a plan that is characterized with a higher deductible than a tradition health insurance plan. It usually involves a lower monthly premium, but the insured usually pays more health care cost before their insurer starts to pay its share (Naylor, 1992). Savings options are financed by the contributions from the employer and the employee.
	Care in the high deductible health plans are first paid by the insured until the insured reaches the maximum amount that he or she is supposed to pay-out-of pocket. It is after that point that the insurer starts to pay for the health care expenses. Savings options are financed by the contributions from the employer and the employee
	The structure behind the high deductible health plan model is a gatekeeper. The subscribers have a primary physician; the system determines whom a patient can see without a referral from this primary physicians. The structure of the savings options is not different from that of the high deductible health plans.
	The benefits are that the health care providers will be paid since the policyholders open health savings account that never expires so that they can sort out out-of-pocket expenses. Also, the network availability is not narrowed and the provider can negotiate with the insurer (insurance company).
	The healthcare providers have the concern that their patients might not seek medical attention due to the fear of expenses; they usually incur high deductibles. This leads to extensive issues later on since there might be treatment that did not get administered at the right time.


Cite your sources below. For additional information on how to properly cite your sources, log on to the Reference and Citation Generator resource in the Center for Writing Excellence.
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