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Managed Care
	Managed care is a means for health insurers to assist in control costs by managing the healthcare services for individuals. Currently, all health insurance plans include an overlooked care aspect to control expenses. One of the significant components is pre-authorization that is selected members. The members may also need to receive approval from the insurance company before having a necessary procedure or being admitted to a hospital. It is usually a healthcare delivery system organized to manage quality, utilization, and cost. In these plans, employers pay fixed premiums. Thus, they receive the comprehensive package, including hospitalization, preventive care, and office visits. There are different types of managed care plans, such as preferred provider organization (PPO), point service (POS), and health maintenance of organization (HMO).
Preferred Provider Organization
	A preferred provider organization is a health insurance engagement that allows members to choose the doctor who should attend to them and the hospital. Through the PPO, the selected members enjoy higher results and lower fees. This type of health plan aims to allow the patients to regulate the medical costs through oversights rationalization of the entitlement process. Such a process makes doctors bargain the charges in advance and countenance the patients to visit the physicians without a referral from any principal care doctor. The preferred provider planners will adjust fees that will reflect on the charged cost in the medical care market. The organizers will also renew members' contracts annually or bi-annually through the insurance carrier ("Preferred provider organization (PPO) contractual issues," 2019).
 This type of medical plan also provides discounted health services to its members. Since the members can select a physician within the approved list of doctors thus, the network offers different prices to the members. There is still an option for members to choose physicians outside the network. The selection of such providers may force the member to incur the expensive cost for their healthcare services. The preferred provider organization is encompassed of hospitals and doctors that cater only to a specific group of organizations or employees. Their sponsors can come from an insurance company, association, or employer. Some physicians within the particular network will provide discounted rates to the patients they treat, including sponsors, individuals, and policyholders. Unlike health maintenance organizations, users of PPOs must pay for the services at the time rather than on a fixed-rate basis, prepaid, and are compensated later. Since the healthcare provider and sponsor arrange the cost before the healthcare service, patients can know the amount they are expected to pay (Kendall & Castro Alves, 2018).
	All the costs are capped at specific price points for families and individuals. In PPOs, families, and individuals can have a look at their paperwork. Individuals are urged to evaluate and check the network of physicians. When assessing the PPOs network, new members should ask about the organization’s screening process. Also, when signing up any doctor from its team is crucial to consider background checks for any malpractice case. Another critical issue to be considered before signing up is sifting through the policy. In most cases, the care plans consist of insider secrets such as flexibility to choose physicians outside the network. In most cases, it is empirical to obtain care outside the network by setting co-insurance and high deductibles.
Advantages and Disadvantages of PPOs
	In PPOs, members can see any facility or doctor in their network without obtaining a referral. Also, there are out-of-network benefits that enable its members to see a physician out of the network. This is crucial for members who travel outside of the provider area. One of its significant advantages is doctor selection flexibility, which is not permitted in other types of care plans. In addition, HMOs are much smaller than PPO's networks. Besides, PPOs give their members room to choose specialists directly, thus reducing the time wastage when visiting a primary care physician. Furthermore, members can also make their own decisions on a matter regarding healthcare. Lastly, members can be admitted to any facility or hospital of their own choice (LADAPO et al., 2011).
	Some disadvantages of PPOs include the following; members must pay total rates for hospitals and physicians outside the network. In circumstances where the network is not up to the mark, members feel they can go outside the network for healthcare services. However, PPOs make it unreasonable to obtain care outside the network by setting co-insurance and high deductibles. Secondly, it has the responsibility for coordinating and managing personal care without a primary care doctor. Finally, there are higher out-of-pocket and monthly costs than in HMO plans.
Health Maintenance Organization
	HMO is a type of health insurance plan that focuses on coordinated and prevention care by a primary care physician. The physicians in PCP coordinate members with an in-network specialist. However, this care plan does not offer out-of-network care except in emergency cases. Health maintenance organization focuses mainly on prevention through providing integrated care by requiring a referral from an in-network physician. In this type of insurance, patients must receive services and care from in-network pharmacies, clinics, hospitals, and specialists unless it is emergency care or out-of-area. There are some points to consider when considering an HMO care plan. First, the majority of services require prior approval or referral. Also, if patients receive care from outside the network, there are high chances the benefits may not be covered. Employers use the care plan to supply a list of healthcare providers for their workers to use at a reduced rate. This is one of the practical care plans that favor individuals seeking proper treatment and financial assistance.HMO focuses on preventive measures to decrease the chances of disease and reduce healthcare expenses. Health maintenance organization provides therapy in collaboration with insurers, healthcare providers, hospitals and doctors. Such a care plan offers its services at a discount for its loyal members. The insurers will provide a list of service providers, and the potential members must look for a company that works with the doctors of their choice. A patient's doctor becomes her first point of contact, and from that point, the physician can make referrals to other specialists (Brown & Jacqueline, 2019).  
The treatment in this care plan is usually prepaid monthly; thus, members who possess a fixed rate will pay the same without considering received care. Members in this care plan are entitled to surgery, hospital stays, and visits to the doctor's office. The HMO takes care of filing paperwork and claims associated with them. Members are also guaranteed unlimited benefits and treatment for the lifetime.HMO is designed to maintain the health of their individual cost-effectively. Primarily this care plan coordinates care provided to the member and the health service. However, such coordination requires collaboration among the parties involved in the care team. The care plan explicitly defines the responsibility of the care providers to improve coordination among members. For example, there are also financial risk-sharing strategies, such as capitated payments and bundled payments shared among its members. Besides, pharmacists have attempted to regulate the cost without compromising care by prescribing protocols and drug formularies. In exchange for the monthly payments, HMO care plans provide members with coverage for health care services. Individuals can pick a primary care doctor and visit several medical facilities in specific areas.
Advantages and disadvantages of HMO
	In the case of a contract with both HMO and a specific network, the policyholder gets exclusive advantages. one of the significant advantages is regulation of healthcare costs. When such fees are not checked, healthcare physicians can charge unreasonable prices for any service or treatment. However, the HMO care plan notifies the healthcare providers in its network of affordable cost. Such a component helps in protecting the member’s pocketbook. Secondly, HMO's plans are focused on wellness, and they also encourage their members to seek medical treatment earlier and have yearly checkups. The care plans usually provide timely and helpful information to the loyal members about a healthy lifestyle. Instead of high deductibles, this care plan has small co-payments and monthly premiums for treatments and medical services regardless of the medical needs. Unlike other care plans, HMO policies lack maximum lifetime payout. Thus, HMO will pay for a member’s medical bills as long as the membership is active. Lastly, the HBO billing system is usually less complicated than other insurance plans; thus, members experience fewer challenges (Casalino & Chenven, 2017).
	However, specialized medical attention can be more challenging to obtain with an HMO care plan; its members cannot visit a doctor visit without a referral from the PCP.unlike PPOs. In addition, health maintenance organization members have no cover for out-of-network services. The same case applies even when there is no network provider in the specific areas.HMO also has strict definitions of the plan, thus limiting their clients. For instance, an emergency doctor visit may only be covered if it meets the HMO’s definition of an emergency. Besides, doctors who participate in HMOs are required to see a minimum number of patients daily. Such a restriction limits the time doctors spend with the patient to address their challenges. Furthermore, the majority of HMOs limit members from changing their physicians. Finally, the care plan strictly requires the diagnostic test to be approved before the payments (Wong et al., 2015).
	Whether an individual decides to sign up for either of the care plans, the plans depend on the personal circumstances and needs. If an individual needs more options for care or flexibility, a PPO might suit the individual market. The insurance agents and the carrier have specific legal duties. Such obligation varies from state to state; care plan insurance companies are obligated to act in good faith in dealing with clients and in its operations. Such commitments include honesty and fairness in abiding by the terms of the policy and handling claims. If the insurance company fails in its obligations, the members can seek compensation through lousy faith lawsuits and breach of contract.
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