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SUMMARY RECOMMENDATION

Add ActCoverageReason abstract value set and representative coded concepts to specify reasons or criteria relating coverage provided under a policy or program.  May be used to convey reasons that apply to coverage limitation or financial participation provisions under the policy or program.  Subsumes current EligibilityActReasonCode.
	POSITION OF CONCERNED ORGANIZATIONS:



	ORG
	RECOMMENDATION APPROVAL STATUS
	AFFECTED ELEMENTS OF INTEREST TO ORG

	FM TC
	Approved
	FICO


ISSUE:

FICO requires additional act reasons related to coverage limitations and financial participations, e.g., preexisting condition, plan waiting period, restricted to primary care provider, exceeds unit or cost limits per period.  FM considers these code sets representative of the codes needed for insurance in all realms.
CURRENT STATE:
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M AGE (age eligibity)

M CRIME (crime victim)

M DIS (disabilty)

M EMPLOY (employment benefit)

M FINAN (financial eligibity)

M HEALTH (health status)

M MULTI (multple criteria eligibity)

M PNC (property and casualty condition)
STATUTORY (statutory eligibilty)

M VEHIC (motor vehicle accident victim)
M WORK (work related)

W (NonPerformanceReasonCode)

ABSTRACT VALUE SET->
EligibiltyActReasonCode

<p>Identifies the reason or rational for
hwhy a person is eligibile for benefits
under aninsurance policy or progam
<Jp><p><i>Examples: <> A personis a
claimant under an automobile insurance
policy are dlient deceased & adopted
client has been given anew policy
identifier. A new employee is eligible for
health insurance as an employment
benefit. A person meets a government
program eligibility criteria for financial.
age or health status </p>





OPTIONS CONSIDERED:

RATIONALE:

RECOMMENDATION DETAILS:

	Lvl
	Type: Domain Name
	Print Name
	Definition/Description

	0
	ActReason
	
	

	1
	A: ActCoverageReason
	New parent abstract value set
	Codes used to specify reasons or criteria relating to coverage provided under a policy or program.  May be used to convey reasons pertaining to coverage contractual provisions, including criteria for eligibility coverage limitations, maximum amounts payable, exclusions, or financial participation required of covered parties.

	2
	A:  EligibilityActReasonCode
	Existing
	Identifies the reason or rational for why a person is eligible for benefits under an insurance policy or program. Examples: A new employee is eligible for health insurance as an employment benefit.  A person meets eligibility criteria for government program coverage based on financial, age or health status.

	3
	A: CoverageEligibilityReason
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	Definition: Identifies the reason or rational for why a covered party is eligible for benefits under an insurance policy or program.  Examples:  A new employee is eligible for health insurance as an employment benefit.  A person meets eligibility criteria for government program coverage based on financial, age or health status.
.

	2
	A:CoverageExclusionReason
	
	Identifies the reason or rationale for coverage of a service or product based on coverage exclusions related the risk of adverse selection by covered parties. Examples include exclusions related to specific services, late enrollment, and preexisting conditions.

	3
	L: AFLPRD
	Affiliation period
	Coverage reason relating to an affiliation period, which is the period of time an HMO may require an enrollee to wait before he or she may receive benefits and during which time no premiums may be charged. HMOs that have such a waiting period may not disallow coverage for preexisting conditions.

	3
	L: EXCLUS
	Exclusion
	Coverage reason relating to an exclusion or limitation due to a specific condition or circumstance for which coverage will not be provided or paid.

	3
	L: LTENRL
	Late enrollment
	Coverage reason relating to late enrollment, which is when a covered party joins a health plan at a time other than the regular enrollment or a special enrollment period. Late enrollees may be subject to a longer preexisting condition exclusion period.

	3
	L: PORTAB
	Portability
	Coverage reason relating to portability, which is a consumer protection requiring that a person receives credit for health coverage when changing a policy or program. If the person was covered for a specified period of time under the previous policy or program, benefits for a pre-existing condition must continue under the new policy or program.

	3
	L: PREXCND
	Pre-existing condition
	Coverage reason excluding coverage for services related to a pre-existing condition during a period of time after enrollment known as a “waiting period”. 

A pre-existing condition may be excluded from coverage by a payor if the condition is reasonably  believed to have existed prior to the individual obtaining coverage. 

	3
	L: WAIT
	Waiting period
	Coverage reason excluding coverage for services related to conditions or diseases covered by disease specific policies regardless of whether the condition or disease pre-exists the tolling of the waiting period, e.g., a cancer policy.

	2
	A: CoverageFinancialParticipationReason
	
	Identifies the reason or rationale for coverage of a service or product based on financial participation responsibilities of the covered party. Examples include out-ot-pocket maximums,  and spend-down or deductible requirements.

	2
	S: OUTPCKT
	Out-of-pocket maximum requirement
	Coverage reason relating to meeting out-of-pocket maximum amount required by the financial participation under a health policy or program, including co-pays, coinsurance, and deductible for a contract period.  Once met, the payor covers 100% of all health care costs for the remainder of the period.

	3
	L: FOUTPCKT
	Family out-of-pocket maximum requirement
	Coverage reason relating to meeting out-of-pocket maximum amount required by the financial participation under a health policy or program, including co-pays, coinsurance, and deductible for a family.  Once met, the payor covers 100% of the family’s health care costs for the remainder of the period.

	3
	L: IOUTPCKT
	Individual out-of-pocket maximum requirement
	Coverage reason relating to meeting out-of-pocket maximum amount required by the financial participation under a health policy or program, including co-pays, coinsurance, and deductible for an individual.  Once met, the payor covers 100% of the individual’s health care costs for the remainder of the period. An individual in a family may meet this threshold, but other family members will continue to be responsible for financial participation until the family out-of-pocket maximum is reached.

	2
	S: DEDUCT
	Deductible requirement
	Coverage reason relating to meeting the total deductible amount required by the financial participation terms of a health policy or program.  Once met, the payor covers some percentage of the health care costs for the remainder of the period.

	
	L: FDEDUCT
	Family deductible requirement
	Coverage reason relating to meeting the total family deductible amount required by the financial participation terms of a health policy or program.  Once met, the payor covers some percentage of the family’s health care costs for the remainder of the period.

	
	L: IDEDUCT
	Individual deductible requirement
	Coverage reason relating to meeting the total individual deductible amount required by the financial participation terms of a health policy or program.  Once met, the payor covers some percentage of the family’s health care costs for the remainder of the period.

	2
	L: SPNDWN
	Spend-down requirement
	Coverage reason relating to meeting the total spend-down amount required by the financial participation terms of a program.  Once met, the payor covers some percentage of the family’s health care costs for the remainder of the period.

	1
	A: CoverageLimitationReason
	
	Identifies the reason or rationale for  limitations on the coverage of a service or product based on coverage contract provisions, e.g,. the maximum cost per units; or the maximum number of units per period, which is typically the policy or program effective time.

	2
	L: MAXRFL
	Maximum refills 
	Coverage limitations on the number of refill during a period of time, which is typically the policy or program effective time.

	2
	L: MAXUNIT
	Maximum units 
	Coverage limitations on the number of service or product units during a period of time, which is typically the policy or program effective time.

	2
	L: MAXCOST
	Maximum total cost 
	Coverage limitations on the total cost for a type of service or product during a period of time, which is typically the policy or program effective time.

	2
	L: MXUTCST
	Maximum unit cost
	Coverage limitations on the per-unit cost.

	1
	ActCoverageProviderReason
	
	Identifies the reason or rationale for coverage of a service or product based on characteristics of the provider, e.g., contractual relationship to payor, such as in or out-of-network; relationship of the covered party to the provider, e.g., in closed managed care plan, a covered party is assigned a primary care provider who provides primary care services and authorizes referrals and ancillary and non-primary care services.

	2
	L: ALTPROV
	Alternative care provider
	Coverage reasons related to services provided by non-allopathic providers, e.g., massage therapists, acupuncturist, naturopath, etc.

	2
	L: RSTRPCP
	Restricted to primary care provider
	Coverage restricted to services provided by or referred to by a primary care provider.

	2
	L: RSTRPRV
	Restricted to named provider
	Coverage restricted to services provided by named provider(s).

	2
	L: OUTNWRK
	Out-of-network provider
	Coverage reasons related to out-of-network provider.

	2
	L: INTWRK
	In network provider
	Coverage reasons related to in network provider.

	1
	ActCoverageServiceReason
	
	Identifies the reason or rationale for coverage of a service or product based on clinical efficacy criteria or practices prescribed by the payor.  Examples include coverage limitations restrictions related to brand name drugs, formulary, or payor medical appropriateness criteria.

	2
	L: BRAND
	Brand name drug
	Coverage reason relating to brand name drugs

	2
	L: ERINP
	Emergency room services without admission
	Coverage reason relating to emergency room services that did not require an inpatient admission

	2
	L: FORMU
	Payor formulary
	Coverage reason relating to drugs or products on payor prescribed formulary

	2
	L: GENERIC
	Generic drug
	Coverage reason relating to generic drugs.

	2
	L: MEDAPPR
	Payor medical appropriateness criteria
	Coverage reason relating to services or products meeting payor medical appropriateness of evidence based medicine criteria.

	2
	L: PMEDN
	Payor medical necessity criteria
	Coverage reason relating to payor medical necessity criteria.

	2
	L: PROTO
	Payor clinical protocol
	Coverage reason relating to payor prescribed clinical protocol.

	2
	L: SECNDOP
	Second opinion required
	Coverage requires affirming second opinion from another provider.


DISCUSSION:
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