
POLICY 10
Cost-Benefit Analysis in Health Care

Cost-Benefit Analysis in health care is the analysis of health care resource expenditures relative to possible medical 
benefit. This analysis may be helpful and necessary in setting priorities when choices must be made in the face of limited 
resources. This analysis is used in determining the degree of access to, or benefits of, health care to be provided.

Clarity of the medical decision-making process demands that cost-benefit analysis be separated and differentiated 
from risk-benefit analysis as well as from determinations of efficient and cost-effective medical care during medical 
decision-making.

Risk-Benefit Analysis weighs the potential for undesirable outcomes and side effects against the potential for 
positive outcomes of a treatment and is an integral part of the process of determining medical necessity in the delivery of 
quality medical care.

Efficient Medical Care is correlated to the timeliness of delivered medically necessary services and supplies that are 
delivered at the least cost and are consistent with the applicable standard of care.

Cost-Effective Medical Care is a method for comparing several intervention strategies using common units of cost 
and benefit. 
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POLICY 11
Limiting Health Care Benefits

The decision to limit reimbursements for, or certification of, medically necessary services and supplies by benefit 
determinations may be made on a contractual basis between a self-insured employer, insurance company, health service 
plan or managed care system and their employees, insureds, or subscribers. Benefit restrictions may also be made by 
governmental agencies and the beneficiaries they serve. Benefit determinations must not be confused with determinations 
of medical necessity. Limiting certification or reimbursements for health care through benefit restrictions of a health plan 
may result in the denial of, and denial of access to, medically necessary care. Services and supplies may be medically 
necessary, but may not necessarily be benefits covered by the applicable private or governmental health care plan.

Access to medical care should not be limited by a self-insured employer, insurance company, health service plan 
or a managed care system through the use of a medical decision-making process which operates to deny contractually 
covered, medically necessary standard of care treatment.

Any exclusions or limits of services or supplies must be documented clearly and unambiguously in a written 
health care plan. This allows the subscriber the right to make an informed decision either to seek out additional coverage 
or to pay for medically necessary treatment not contractually covered.
     All contractually covered benefits must be certified and paid for fairly and promptly.
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