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By bringing scientific evidence forward and applying it to specific cases in healthcare, independent review organizations (IROs) are helping to shape standards of care for plans nationwide. Susan Prest, co-founder of Prest & Associates and president of the National Association of Independent Review Organizations, was one of the first pioneers of this growing industry. 
Prest says that in 1991, the term "independent review organization" was unheard of, but today IROs have helped hundreds of plans and patients avoid costly legal battles and reach evidence-based solutions to difficult questions about medical necessity and the adoption of new treatments into a plan's standard of care. 
Member complaints about their health plans most often focus on administrative hassles, which frequently can be solved through customer service. When a disagreement revolves around whether a certain prescribed treatment should be covered by the plan, however, the answer requires a scientific determination of medical necessity and treatment efficacy. Chief medical officers take the responsibility of reviewing individual cases to determine if the care disputed falls under the plan's definition of medical necessity or if it warrants coverage because of evidenced improved outcomes. Independent review organizations are increasingly being brought into the review process to ensure the process is fair to both parties. 
	


"In the early '90s, a big day around the office was three or four requests for review," Prest says. The company received its first payment in March 1992 for $400. "We were used most often when a payer didn't have enough psychiatrists to review disputed coverage or if an enrollee would want an appeal process but not with a provider contracted by the plan," she says. "By comparison, three years ago, we completed nearly 30,000 cases in our specialty of psychiatry and addiction medicine." 
Q. Where does the IRO fit into the appeals process? 
A. Independent review comes in at the state level, after the plans' internal grievance process is exhausted. Plan enrollees often don't know they have the option of going to the state. Most of the states, as part of legislation, require that the plans explain the appeal process in their benefit booklets. However, most people-including myself-have not read everything in their health benefits handbook, and it's often explained in the back in very small print. 
By the time a case goes to the level of review legislated by the state, we found that about half of those cases are found in favor of the patient, and about half are found in favor of the health plan, which indicates a non-biased system. And for the patients, it also indicates that they have a pretty good probability of having a fair independent review and about a 50% chance that they'll receive the denied care that they're disputing. 
Q. Is the IRO opinion the final ruling on whether the disputed care should be covered? 
A. Yes, in most states that have these laws that becomes the binding decision. Most of the states hold the IRO and the reviewing physicians harmless from any legal liability. From there, the patient's only option is to proceed with a civil action. That's very rare and very costly. By that time, the patient has received two denials at an internal grievance level and one independent review denial with perhaps three different physicians looking at it. 
Q. So the independent review is the last step in solving a dispute? 
A. Lately, health plans have been referring their disputed cases to IROs before they leave the internal grievance process and before they come to the attention of the state. They're being proactive. If the opinion is that care should be medically necessary, they'll go ahead and pay rather than let the enrollee continue on with the process. That's true for two reasons. One is that plans are genuine in wanting to provide the best healthcare, and the second thing is they really don't want the publicity. The states are doing a lot of monitoring, and plans sure don't want to hit that list. There's a sentinel effect just by IROs being there. 
Q. Are IROs industry accredited? 
A. In 1998, I was contacted by URAC and NCQA when they were looking at developing standards for IROs. There was a conflict on how we differed from a utilization review company. There still is, actually. IROs are organized in such a way that there's no pressure on the individual physicians to make a decision one way or the other; they're completely independent from the payer. The first accreditations were certified in June 2000 through URAC, and that's when this little cottage industry took off. Today there are 18 accredited IROs. It's quite a rigorous certification. We were becoming a very critical part of the infrastructure of integrating the best scientific evidence and current practice of healthcare. 
The states have continued with efforts to individually regulate the role of the IROs, which gives us a difficult problem in that we're working with 50 different states and the District of Columbia. They all agree that it's useful work, but there is no standardization across the states at this point.
Q. Is the independent review process cost-prohibitive? 
A. Medicare studied their independent review costs and found that it costs enrollees 4 cents a month. And they have the most rigorous program. 
Medicare+Choice requires an automatic independent review after the first internal review upholds a denial to a Medicare-covered patient. And because of the mandate, they're averaging 2,700 independent reviews per 1 million lives. California has about one-seventh of the U.S. population, and they average only about 100 reviews a month across all medical specialties. 
The use of independent review reduces the risk of litigation greatly. The reduced litigation offsets a lot of the costs of the independent review. 
Q. What are some of the disputes IROs might investigate? 
A. The primary issue is the disagreement about medical necessity. The second-most-common issue is whether a plan should cover a new treatment option, particularly a newly popularized kind of treatment. Other appeals usually address cosmetic surgery-whether it was medically necessary or just a preference on the part of the patient. 
For Medicare cases in 2000, the primary appeal case was the use of particular practitioners-whether a practitioner was in the Medicare PPO or not. And also whether the treatment was a Medicare covered benefit or not. Durable medical equipment was the third-most-common reason for appeal. Those are the kinds of cases that split evenly in favor of the patient or the health plans. 
Q. Independent review seems beneficial in a lot of ways. Is anyone raising public awareness of this niche? 
A. When I've talked to people who are not in healthcare, not one knows that they have the ability to go to the state with a denied claim. And I think that's a function of the state legislation regarding how consumers are notified of the appeals process and the lack of public education in general. The Kaiser Family Foundation, however, has done a wonderful job with consumer education on their Web site. 
Q. What can plans do? 
A. I would like to see the health plans voluntarily get involved in the education of their enrollees, whether it's with separate mailings notifying them in a very clear way that they do have this right. Educate them at an early level. Some plans offer appeals options, but it's after the treatment's been denied and has gone through whatever number of appeals that the particular health plan offers, which is most often two. At that point, a lot of time has gone by. There's angst over the denied treatment before they know that they can go to the state level. If they know at the very beginning, before they even have to use it, that if they ever have payment of care denied, they have the independent review option available to them-which studies have shown is fair to both them and to the health plans-I think that it will really impact the practice of medicine and the payment for services on a national level. 
Q. You were named president of the National Association of Independent Review Organizations (NAIRO) and assumed presidency this month. What are some of the past and present issues for NAIRO? 
A. We've done a lot of work as a professional organization. We pulled together a white paper in 2001, which we distributed widely to the federal and state regulators, about preserving the integrity and liability of independent medical review. Since we started working in this area, 41 states have put independent review laws on the books. 
But NAIRO is becoming involved with consumer protection groups in regard to healthcare. The organization is getting involved in educating plan members, and I'm also just as concerned about educating the state legislators and regulators. 
One of the requirements for membership in NAIRO is URAC certification. So we're concerned about quality and accountability. There are independent review organizations that do operate but are not accredited. We are urging them to become accredited and accountable. 
