Medical Aid Q&A

By Melissa Appel, Scheme Head of Business Services at Spectramed

In the previous issue of Tourism Tattler, we spoke to Melissa Appel, Scheme Head of Business Services at Spectramed, about how to start choosing a medical scheme. In this issue, we will be asking Melissa about aspects concerning claims and pre-authorisation requirements.

Q: What happens if I do not claim from my medical scheme? 

A. A Traditional Plan has defined and/or limited benefits per annum. If you belong to a Traditional Plan, you would lose these benefits if you do not claim. A New Generation Plan includes a savings account that is used to fund a member’s day-to-day, out-of-hospital expenses. If you belong to a New Generation plan, you will have one of three options available to you in respect of the balance of funds in your savings account:

· Any funds available in your savings account are only accessible for claims

· The balance of funds in your savings account is only payable should you resign 
as a member of your chosen medical scheme 

· If you are joining another medical scheme where there is a savings account facility, you can have the balance transferred to the new medical scheme

· If you are joining another medical scheme where there is no savings account facility, you will have the balance reimbursed to you after four months

· If you are not joining another medical scheme, you will have the balance reimbursed to you after four months

Q: Why are my claims not always paid in full?
A. There are a number of reasons why your claims may not be paid in full, namely:
1.
Cost of service
· Most medical schemes will reimburse their members in accordance with a recommended guideline tariff that has been published by the Council for Medical Schemes*. This guideline tariff is called the National Health Reference Price List (NHRPL) and cannot be used absolutely by a medical scheme as it is merely a recommendation

· Providers who charge their members a fee that is in line with this recommended tariff, will be reimbursed in full by a medical scheme

· Many providers do not follow this guideline and they charge a fee well in 
excess of the recommended tariff. The medical scheme will reimburse a provider or member in line with the recommended tariff and the difference in cost will be 
for the member’s account

2.
Provider Administration fees
· Many providers charge an administration fee over and above the recommended tariff and this fee is not covered by a medical scheme

· This is particularly evident with certain hospitals as well as many pharmacies who have charged an administration fee in excess of the one that has been recommended 

3.
Co-payments 

· Co-payments are primarily introduced to reduce costs

· Certain medical expenses, especially those that are costly, are sometimes “abused” or “overused” by certain providers. Co-payments are introduced to pass some of the ownership of medical expenses on to the members to ensure that they are aware of the cost of service, relating to these specific expenses, at the time of treatment. 

* The Council for Medical Schemes is the governing and regulatory body for all medical schemes in South Africa
Q: What happens to my claim when I send it to the medical scheme?
A. I am not sure what the process is with other medical schemes but at Spectramed, the process is as follows:
· The claim is scanned into the scanning system
· The system will index the claim and send it to the Claims Assessing Department for processing 

· The Claims Assessors, through appropriate quality assurance methods, will ensure that that the claim has all the correct details:

· Member details

· Membership number

· Provider’s details

· Provider practice number

· GP referral details and practice number where required

· Correct ICD10* treatment codes

· If any incorrect information appears on a claim, the member will be notified via their monthly remittance statement. It is always the member’s responsibility to 
ensure that the claim is 100% correct

· An accurate claim will be assessed, processed and providing the required benefits are available, the payment will be made to either the member or the supplier via EFT or by cheque.

· At Spectramed, claims are typically paid within five (5) days.

* ICD10 code is the code required for the International Classification of Disease and related health problems. It is required by law in South Africa and is aimed at establishing a uniform manner in which providers of health care services can document a patient’s diagnosis.
Q: Why do I have to get pre-authorisation for operations and other procedures?
A. Pre-authorisation is a risk management tool that is there for the benefit of both the member and the medical scheme. It is always important to remember that a medical scheme is “owned” by the members and any cost saving has a direct impact on the members:

· A medical scheme must ensure that all new members joining the risk pool have 
been honest about their medical history, namely the risk that they and/or their family brings to the risk pool

· Pre-authorisation is a process of confirming that a member has the necessary benefits specific to their plan option and benefits available on that option

· Pre-authorisation allows a medical scheme to monitor the member’s care whilst in hospital to ensure that they receive the appropriate medical treatment

· Coupled with the member and patient care, pre-authorisation also allows a medical scheme to monitor that a member is not kept in hospital for an unnecessary length of time as this would warrant an investigation into “abuse” and fraud.

· Pre-authorisation allows a medical scheme to monitor appropriate medical treatment based on clinical protocols, guidelines and case severity indexing. 

Q: How do I resign from a scheme? And until when can I still claim from the scheme?
A. A member must inform a medical scheme in writing of their intent to terminate membership. A medical scheme can apply anywhere between a 1 - 3 months’ notice period, depending on the rules of the scheme. You are able to submit claims up to the last date of membership provided that the treatment date falls into the period of membership. Claims will be reimbursed according to benefits available.
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