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Professional Certificate in Patient Advocacy (Part II)

Navigating Healthcare Systems

Patient advocacy is the cornerstone of the professional certificate, and a firm grasp of the terminology that
defines the modern health-care landscape is essential for any advocate who wishes to navigate complex
systems effectively. The following exposition presents the most frequently encountered terms, organized
thematically to aid memory retention and practical application. Each definition is followed by a brief
illustration that demonstrates how the concept appears in real-world interactions, as well as common
challenges that advocates may encounter when applying the term in practice.

The first cluster of vocabulary centers on the structure of health-care delivery. Health-care system refers to
the network of institutions, providers, payers, and regulators that together deliver medical services to a
population. In the United States, this system includes hospitals, ambulatory clinics, physician groups,
insurance companies, and government programs such as Medicare and Medicaid. A practical example: An
advocate assisting a patient with chronic kidney disease must understand how the patient’s nephrologist,
the dialysis center, the insurance carrier, and the state's Medicaid program each fit into the larger
health-care system. One challenge is that the system’s components often operate under different regulatory
frameworks, making coordination difficult without a clear map of responsibilities.

Provider network describes the collection of physicians, hospitals, and ancillary services that have contracts
with a particular insurer. When a patient’s insurance plan designates a “preferred” or “in-network” provider,
the patient typically pays lower out-of-pocket costs for services rendered by those providers. For instance, a
patient with a PPO plan may be encouraged to seek care at a specific orthopedic surgeon who belongs to
the insurer's network to avoid higher co-payments. A common obstacle for advocates is that network
information can change frequently; a provider may leave a network without notice, leaving the patient
unexpectedly responsible for higher costs.

The concept of care coordination is central to patient advocacy. Care coordination involves the deliberate
organization of patient care activities and the sharing of information among all participants concerned with
a patient’s care to achieve safer, more effective care. An example of care coordination is the transition of a
patient from a hospital stay to a home health service, where the discharge planner, the home health nurse,
and the primary care physician all exchange relevant medical data. However, challenges arise when
electronic health records (EHRs) used by different providers are not interoperable, resulting in gaps in
information that can compromise continuity of care.

Electronic health record (EHR) is a digital version of a patient’s paper chart, containing comprehensive
health information such as medical history, diagnoses, medications, immunizations, and laboratory results.
EHRs facilitate real-time access to patient data across settings, but only when systems are interoperable. For
example, a patient who receives care at a community clinic and later at a tertiary hospital may have two
separate EHRs that do not communicate, forcing the advocate to request manual transfer of records. A
frequent challenge is the “information silos” problem, where disparate EHR platforms hinder the seamless
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flow of data, requiring the advocate to act as a conduit for information exchange.

Health insurance terminology includes a suite of terms that define the financial relationship between
patients and payers. Key concepts include premium, the amount paid (usually monthly) for coverage;
deductible, the amount the patient must pay out-of-pocket before insurance begins to cover services;
co-pay, a fixed fee paid at the time of service; and coinsurance, a percentage of costs shared with the
insurer after the deductible is met. To illustrate, a patient with a $2,000 deductible and 20% coinsurance
may pay the first $2,000 of health-care costs entirely themselves, then 20% of subsequent costs until
reaching the out-of-pocket maximum. A common challenge is that patients often misunderstand how these
components interact, leading to unexpected bills and financial distress. Advocates must be adept at
breaking down these concepts into clear, personalized explanations.

Formulary refers to the list of prescription medications that are covered by a particular insurance plan, often
categorized into tiers based on cost-sharing requirements. Tier 1 typically includes generic drugs with the
lowest co-pay, while Tier3 may contain brand-name or specialty drugs with higher co-pays. An example: A
patient with type 2 diabetes may find that metformin is a Tier 1 drug, whereas a newer GLP-1 agonist falls
into Tier 3, resulting in a substantially higher out-of-pocket expense. The challenge for advocates lies in
navigating prior-authorization requirements and helping patients appeal formulary decisions when a
clinically appropriate medication is not covered.

Prior authorization is a utilization management process used by insurers to determine whether a prescribed
service or medication is medically necessary before it is provided. The process often requires the prescribing
clinician to submit detailed documentation justifying the need for the service. For instance, a psychiatrist
may need to obtain prior authorization for a long-acting injectable antipsychotic. A frequent barrier is the
time-consuming nature of the paperwork and the potential for delays, which can jeopardize patient health if
treatment is postponed. Advocates can assist by preparing concise, evidence-based letters and tracking
submission status.

Beneficiary is the term used to describe the individual who receives health-care benefits under a
government program such as Medicare or Medicaid. The distinction between “beneficiary” and “insured” is
important because policies governing eligibility, coverage limits, and cost-sharing differ. For example, a
Medicare beneficiary who is also enrolled in a Medicare Advantage plan may have different drug coverage
than a beneficiary who remains in traditional Medicare with a separate PartD plan. A challenge arises when
beneficiaries are unaware of the specific benefits they are entitled to, leading to underutilization of services
such as preventive screenings.

Medicare PartA covers inpatient hospital services, skilled nursing facility care, hospice, and some home
health services. In contrast, Medicare PartB provides coverage for outpatient services, physician visits,
preventive care, and medical supplies. Understanding the division between Parts A and B is essential when
advising patients about coverage limits. For instance, a patient scheduled for an elective joint replacement
surgery will incur Part A hospital costs, while the pre-operative evaluation and post-operative follow-up
visits fall under PartB. A common confusion occurs when patients assume that all services are covered
under a single “Medicare” umbrella, leading to unexpected out-of-pocket expenses.
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Medicare PartD is the prescription drug benefit, which operates through private plans that contract with
Medicare. Beneficiaries enroll in a PartD plan that includes a formulary and tiered cost-sharing structure. A
practical scenario: An elderly patient with hypertension may find that their preferred ACE inhibitor is
covered under Tier 2, while a newer ARB falls under Tier 3, resulting in a higher co-pay. Challenges include
“donut hole” coverage gaps where patients temporarily pay the full price for medications before
catastrophic coverage resumes. Advocates must help patients anticipate these gaps and consider alternative
therapies or patient assistance programs.

Medicaid is a joint federal-state program that provides health coverage to low-income individuals and
families. Eligibility criteria and covered services vary by state, making navigation particularly complex. For
example, one state may cover long-term nursing home care for Medicaid recipients, while another may not,
requiring the advocate to explore alternative funding sources. A frequent obstacle is the frequent renewal
process, where beneficiaries must re-prove eligibility each year, often leading to service interruptions if
documentation is incomplete.

Health-maintenance organization (HMO) is a type of managed care plan that requires members to receive
most of their health services from a network of designated providers and typically requires a primary care
physician (PCP) referral for specialist care. An example: A patient with an HMO plan must see their PCP
before being referred to a cardiologist for an echocardiogram. Challenges include limited provider choice
and the need for referrals, which can delay access to specialist services if the PCP’'s appointment schedule is
full.

Preferred provider organization (PPO) offers greater flexibility by allowing members to receive care from
both in-network and out-of-network providers, though out-of-network services incur higher cost-sharing.
For instance, a patient may choose to see a specialist outside the network because of a personal
relationship, accepting the higher co-pay. A challenge for advocates is helping patients weigh the clinical
benefits of a preferred out-of-network provider against the financial implications, especially when the
patient’'s budget is limited.

Accountable care organization (ACO) is a group of health-care providers who voluntarily come together to
provide coordinated, high-quality care to a defined patient population, with shared financial incentives tied
to achieving cost savings while meeting quality benchmarks. An example of an ACO in action is when a
primary care clinic partners with a regional hospital to reduce readmission rates for heart-failure patients.
The challenge for patient advocates is that ACO performance metrics are often complex, and patients may
not be aware that their care is being managed under an ACO framework, which can affect how services are
delivered and reimbursed.

Value-based care shifts the focus from volume of services rendered to the quality and outcomes of care.
Payment models such as bundled payments, shared savings, and pay-for-performance are components of
this approach. For example, a bundled payment for a total knee replacement includes all services from
pre-operative assessment through post-operative rehabilitation, incentivizing providers to coordinate care
efficiently. A challenge is that patients may experience variations in care pathways that are not immediately
apparent, and advocates must ensure that cost-containment does not compromise necessary services.
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Social determinants of health (SDOH) are the non-clinical factors that influence health outcomes, including
socioeconomic status, education, housing stability, and access to nutritious food. Recognizing SDOH is vital
for advocates because they often shape a patient’s ability to follow medical advice. An illustrative case: A
patient with asthma who lives in a high-pollution neighborhood may require additional environmental
interventions, such as air filters, that are not covered by insurance. A common barrier is that health-care
providers may not routinely screen for SDOH, leaving advocates to fill the gap by conducting
comprehensive assessments and linking patients to community resources.

Patient-centered medical home (PCMH) is a model of primary care that emphasizes comprehensive,
continuous, and coordinated care delivered by a multidisciplinary team. The PCMH model promotes
enhanced access through extended hours, electronic communication, and care management. A practical
example: A patient with multiple chronic conditions benefits from a PCMH that integrates a nurse care
manager, social worker, and pharmacist into the care team. Challenges include ensuring that all team
members have shared access to the patient’s EHR and that communication remains consistent across
disciplines.

Health literacy is the capacity to obtain, process, and understand basic health information needed to make
appropriate health decisions. Low health literacy can lead to medication errors, missed appointments, and
poor disease management. For instance, a patient who cannot read prescription labels may inadvertently
take the wrong dose of a medication. An advocate’s role includes simplifying complex medical terminology,
using teach-back techniques, and providing culturally appropriate educational materials. A persistent
challenge is that health-literacy assessments are rarely performed in routine clinical encounters, requiring
advocates to proactively gauge understanding.

Informed consent is the process by which a patient voluntarily agrees to a medical intervention after
receiving comprehensive information about the benefits, risks, alternatives, and potential outcomes.
Informed consent is both an ethical and legal requirement. An example is when a patient elects to undergo
a colonoscopy; the clinician must explain the procedure, possible complications such as perforation, and
alternative screening methods. A challenge arises when language barriers or cognitive impairments impede
the patient’s ability to fully comprehend the information, necessitating the use of interpreters or surrogate
decision-makers.

Advance directive encompasses legal documents such as a living will and health care proxy that express a
patient’s preferences for medical treatment in the event they become unable to communicate. A practical
scenario: An elderly patient with advanced COPD may complete an advance directive stating they do not
wish to be placed on mechanical ventilation. The challenge is that advance directives are often not readily
accessible in the EHR, leading to uncertainty among clinicians during emergencies. Advocates can facilitate
the storage of these documents in a central location and ensure that family members are aware of the
patient’s wishes.

Do-not-resuscitate order (DNR) is a medical order that indicates a patient’'s wish to forego cardiopulmonary
resuscitation (CPR) in the event of cardiac or respiratory arrest. For example, a terminally ill patient with
metastatic cancer may have a DNR placed in their chart to avoid aggressive resuscitation attempts. A
common difficulty is that DNR orders may be misunderstood by staff or family members, leading to
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inadvertent attempts at resuscitation. Clear documentation and communication of the DNR status are
essential, and advocates often serve as intermediaries to reinforce the patient’s preferences.

Medical necessity is the criterion used by insurers to determine whether a service, procedure, or medication
is reasonable and appropriate for the diagnosis or treatment of a patient’s condition. For instance, an MR
may be deemed medically necessary for a patient with unexplained neurological symptoms but not for
routine back pain without red-flag findings. A frequent challenge is that insurers may apply stringent criteria
that differ from clinical guidelines, resulting in denials that require appeal processes. Advocates must be
skilled at aligning clinical documentation with insurer policies to achieve coverage approval.

Utilization review (UR) is the systematic assessment of the appropriateness, medical need, and efficiency of
the use of health-care services. UR can be prospective (before service delivery), concurrent (during service),
or retrospective (after service). An example of prospective UR is the pre-authorization of an inpatient
psychiatric admission. Challenges include the potential for UR to delay necessary care, especially when the
reviewing entity is understaffed or lacks clinical expertise. Advocates can mitigate delays by providing
thorough clinical justifications and following up promptly on review outcomes.

Claim is a request for payment submitted by a health-care provider to an insurer for services rendered to an
insured patient. Claims must include accurate coding, documentation, and billing information to be
processed. For example, a hospital submits a claim for an inpatient stay using Diagnosis-Related Group
(DRG) codes that reflect the primary diagnosis and procedures performed. A common obstacle is claim
denials due to coding errors, missing information, or mismatched payer policies. Advocates may assist
patients in understanding denial letters and coordinating with providers to correct and resubmit claims.

Explanation of benefits (EOB) is a statement provided by an insurer that details what portion of a claim was
paid, what portion is the patient’s responsibility, and any reasons for denial or adjustment. An EOB helps
patients track their financial responsibility. For instance, an EOB may show that a lab test was covered at
80% with a $20 co-pay. A challenge is that EOBs can be confusing due to medical jargon and complex
billing codes, leading patients to overlook errors. Advocates can review EOBs with patients, identify
discrepancies, and initiate appeals when necessary.

Out-of-pocket maximum is the highest amount a patient will pay in a given plan year for covered services,
after which the insurer pays 100% of covered costs. For example, a patient with a $5,000 out-of-pocket
maximum who incurs $7,000 in covered expenses will only be responsible for $5,000, with the insurer
covering the remaining $2,000. A challenge arises when patients are unaware that certain services, such as
out-of-network care or non-covered items, do not count toward the out-of-pocket maximum, potentially
leading to unexpected financial burden.

Balance billing occurs when a provider bills a patient for the difference between the provider's charge and
the amount covered by the insurer, often when the patient receives out-of-network care. For instance, an
emergency department that is not in the patient’s network may bill the patient for the balance after the
insurer pays its allowed amount. A significant challenge is that balance billing can result in large, surprise
medical bills. Patient advocates must be familiar with state and federal protections against surprise billing
and know how to negotiate on the patient’s behalf.
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Copayment (or co-pay) is a fixed amount the patient pays at the point of service for a covered health-care
service, such as $20 for a primary-care visit. Copayments are separate from deductibles and coinsurance. An
example: A patient with a $10 copayment for generic medication will pay $10 at the pharmacy, regardless of
the drug's total cost. Challenges include patients misunderstanding that copayments apply even after the
deductible is met, leading to confusion about total out-of-pocket expenses.

Coinsurance is the percentage of costs a patient shares with the insurer after the deductible has been
satisfied. For example, a 20% coinsurance on a $1,000 procedure means the patient pays $200 while the
insurer pays $800. A challenge is that coinsurance can become substantial for high-cost services, and
patients may not anticipate the cumulative financial impact. Advocates should help patients estimate
potential coinsurance liabilities based on projected care needs.

Formulary tier is a classification within a prescription drug plan that determines the patient’s cost-share for
a medication. Tier 1 usually includes generics with the lowest co-pay, Tier2 includes preferred brand-name
drugs, and Tier 3 includes non-preferred or specialty drugs with higher co-pays. For instance, a patient’s
insulin may be placed in Tier 3, resulting in a significant out-of-pocket expense. A frequent barrier is that tier
placement can change annually, requiring advocates to stay current on formulary updates and assist
patients in seeking therapeutic alternatives or prior-authorization exceptions when needed.

Specialty pharmacy refers to a pharmacy that dispenses high-cost, high-complexity medications that often
require special handling, administration, or monitoring. Examples include biologic agents for rheumatoid
arthritis or oral chemotherapy agents. Patients may need additional services such as enrollment assistance,
side-effect counseling, and adherence monitoring. A challenge is that specialty drugs often have strict
prior-authorization and step-therapy requirements, leading to delays in therapy initiation. Advocates must
be prepared to navigate these processes and coordinate with specialty pharmacy staff.

Step therapy (or “fail-first”) is an insurance policy that requires patients to try a lower-cost medication
before progressing to a more expensive alternative. For example, an insurer may require a patient to trial a
generic antihypertensive before approving a brand-name ARB. While step therapy can reduce costs, it may
also lead to suboptimal clinical outcomes if the first-line medication is ineffective or causes adverse effects.
Advocates need to document clinical justification for bypassing step therapy when appropriate and manage
appeals effectively.

Patient portal is an online platform that allows patients to access their health information, schedule
appointments, view test results, and communicate securely with providers. A patient portal can empower
individuals to monitor their health and engage in shared decision-making. For instance, a patient can view a
lab result indicating elevated HbA1c and discuss management options with their clinician through the
portal messaging system. Challenges include limited digital literacy among some patient populations and
concerns about privacy and data security. Advocates may provide training and reassurance to increase
portal utilization.

Telehealth encompasses the delivery of health-care services via electronic communication technologies,
including video visits, remote monitoring, and mobile health applications. Telehealth expands access,
especially for patients in rural areas or with mobility constraints. An example: A patient with chronic
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obstructive pulmonary disease uses a home pulse-oximeter that transmits data to the care team, prompting
a telehealth visit when oxygen saturation drops. However, barriers such as broadband access,
reimbursement variability, and licensure restrictions can limit telehealth effectiveness. Advocates must be
knowledgeable about state regulations and payer policies to facilitate seamless virtual care.

Health-care proxy is an individual designated by a patient to make health-care decisions on the patient’s
behalf if the patient becomes incapacitated. The proxy’'s authority is typically outlined in a durable
power-of-attorney for health care. For example, an adult child may be appointed as the health-care proxy
for an elderly parent with Alzheimer's disease. Challenges arise when family members dispute the proxy’s
decisions or when the proxy is unaware of the patient's preferences. Advocates can assist by ensuring that
the proxy receives copies of advance directives and is included in care discussions.

Caregiver is an individual, often a family member or friend, who provides assistance with activities of daily
living, medication management, and coordination of health-care services for a patient. Caregivers play a
critical role in chronic disease management, yet they frequently experience burnout and lack of support. For
instance, a spouse caring for a partner with congestive heart failure may need education on daily weight
monitoring, dietary restrictions, and medication titration. A major challenge is that health-care systems
often overlook caregiver needs, so advocates must identify resources such as respite care, support groups,
and caregiver training programs.

Health-care disparity describes differences in health outcomes and access to care that are closely linked to
social, economic, or environmental disadvantages. Racial and ethnic minorities, low-income groups, and
rural populations are commonly affected. An example is that patients living in medically underserved areas
may have longer travel times to specialty care, leading to delayed diagnoses. Challenges include addressing
systemic biases, improving cultural competence among providers, and advocating for policy changes that
promote equity.

Quality measure is a standardized metric used to assess the performance of health-care providers, facilities,
or health plans in delivering safe, effective, patient-centered, timely, efficient, and equitable care. Common
quality measures include the rate of hospital readmissions for heart failure or the percentage of diabetic
patients achieving target HbA1c levels. Understanding quality measures helps advocates assess whether a
provider's performance aligns with best practices. A challenge is that quality data may be reported in
aggregate, making it difficult for patients to compare individual providers or understand how the data
translates to personal care.

Patient satisfaction survey captures the patient’s perspective on their health-care experience, covering
domains such as communication, access, and overall care quality. The Consumer Assessment of Healthcare
Providers and Systems (CAHPS) is a widely used survey instrument. For example, a patient may rate their
provider's ability to listen as “excellent” but indicate dissatisfaction with appointment wait times. While
surveys drive quality improvement, they can also be influenced by factors unrelated to clinical care, such as
facility amenities. Advocates should interpret survey results in context and use them to inform shared
decision-making.

Clinical pathway is a multidisciplinary plan that outlines the optimal sequence and timing of interventions
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for a specific diagnosis or procedure, based on evidence-based guidelines. Clinical pathways aim to reduce
variability and improve outcomes. For instance, a pathway for total joint arthroplasty may specify
pre-operative optimization, standardized anesthesia protocols, and post-operative rehabilitation milestones.
A challenge is that rigid adherence to pathways may not accommodate patient-specific circumstances,
requiring advocates to negotiate modifications when necessary.

Case manager is a health-care professional, often a nurse or social worker, who coordinates patient care
across settings, monitors progress, and ensures that services are delivered efficiently. Case managers help
patients navigate insurance authorizations, arrange home health services, and connect to community
resources. For example, a case manager may arrange for a patient with stroke to receive physical therapy,
speech therapy, and transportation assistance. Challenges include high caseloads that limit time for
individualized attention, and the need for clear communication between the case manager and the patient's
broader care team.

Health-care accreditation is a formal recognition that a health-care organization meets established
standards of quality and safety, typically conferred by bodies such as The Joint Commission or the National
Committee for Quality Assurance. Accreditation can affect reimbursement eligibility and public perception.
For instance, a hospital that achieves accreditation for its stroke center demonstrates adherence to best
practices in acute stroke care. A challenge for patients is that accreditation status is not always transparent,
so advocates may need to locate and interpret accreditation information when advising patients on facility
selection.

Clinical trial is a research study that evaluates the safety and efficacy of new medical interventions, including
drugs, devices, or behavioral therapies. Participation in a clinical trial can provide patients with access to
cutting-edge treatments before they become widely available. An example: A patient with metastatic
melanoma may enroll in a trial testing a novel immunotherapy agent. Challenges include complex eligibility
criteria, the need for informed consent, and potential logistical burdens such as frequent travel to the trial
site. Advocates can assist by reviewing trial protocols, evaluating suitability, and facilitating enrollment
processes.

Institutional Review Board (IRB) is a committee that reviews research protocols to protect the rights and
welfare of human subjects. The IRB ensures that studies meet ethical standards, including risk-benefit
analysis and informed consent procedures. For example, an IRB may approve a study that investigates a
new diabetes management app, ensuring participants are fully aware of data privacy considerations. A
challenge is that IRB review timelines can delay study initiation, potentially limiting patient access to novel
therapies. Advocates may help patients understand the implications of IRB approval and the safeguards it
provides.

Health-care proxy (repeated for emphasis) is the designated decision-maker who can act on behalf of a
patient when they lack capacity. This role is distinct from a legal guardian, who may have broader authority.
The proxy's duties include interpreting the patient’s wishes, consulting with clinicians, and making treatment
decisions consistent with the patient’s values. A frequent difficulty is that proxies may experience emotional
distress when faced with life-changing decisions, underscoring the need for supportive counseling and clear
documentation of the patient’s preferences.
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Beneficiary identification number (BIN) is a numeric code used on health-care cards that identifies the payer
or insurance carrier for electronic claim processing. For example, a Medicare Advantage card may display a
BIN that directs claims to the appropriate clearinghouse. Errors in BIN entry can result in claim rejections,
causing delays in reimbursement. A practical challenge is that patients often misplace or misread their
insurance cards, requiring advocates to verify and correct BIN information before claim submission.

National Provider Identifier (NPI) is a unique 10-digit identification number assigned to health-care
providers in the United States, required for billing and electronic transactions. An NPI is used on claim
forms, eligibility inquiries, and provider directories. For instance, a primary-care physician's NPI appears on
every claim submitted for services rendered. A common issue arises when providers change practice
locations or specialties without updating their NPI records, leading to claim processing errors. Advocates
can help patients confirm that their provider's NPI is current and correctly associated with their insurance
plan.

Revenue cycle management (RCM) encompasses the financial processes that health-care organizations use
to track patient care episodes from registration and appointment scheduling through final payment.
Effective RCM ensures that services are billed correctly, denials are minimized, and cash flow remains stable.
An example of RCM in action is the coordination of insurance verification, coding, claim submission, and
patient billing for an outpatient surgical procedure. Challenges include the complexity of coding systems
(ICD-10, CPT), frequent payer policy updates, and the need for robust data analytics. Advocates may assist
patients by clarifying billing statements and advocating for accurate charge capture.

Diagnosis-Related Group (DRG) is a classification system that groups hospital inpatient stays into categories
based on diagnosis, procedures performed, age, sex, discharge status, and comorbidities. DRGs are used for
prospective payment systems, where hospitals receive a fixed amount for each group, regardless of actual
costs incurred. For example, a patient admitted for uncomplicated pneumonia may be assigned to a specific
DRG, determining the hospital's reimbursement. A challenge for patient advocates is that DRG-based
payments can incentivize early discharge, potentially impacting post-acute care needs. Understanding DRGs
helps advocates anticipate possible gaps in care transition planning.

International Classification of Diseases (ICD) is a standardized coding system used to describe diagnoses
and health conditions. The current version, ICD-10-CM, provides detailed codes that facilitate accurate
billing and epidemiological tracking. For instance, type 2 diabetes mellitus without complications is coded as
E11.9. Errors in ICD coding can lead to claim denials or inaccurate health data. A frequent challenge is that
clinicians may select codes that are too generic, resulting in under-reimbursement or insufficient detail for
quality reporting. Advocates can review medical records to confirm that appropriate ICD codes are
documented.

Current Procedural Terminology (CPT) codes are numeric identifiers used to describe medical, surgical, and
diagnostic services. CPT codes are essential for claim submission and reimbursement. For example, a
standard office visit is coded as 99213. Misuse of CPT codes, such as upcoding (using a higher-paid code
than warranted) or downcoding (using a lower-paid code), can lead to compliance issues and financial loss.
A practical challenge is that providers may be uncertain about which CPT code best reflects the level of
service provided, necessitating clarification and education that advocates can facilitate.

Read online: https://learnuni.com/guides/13802727/navigating- LearnUNI - 17 Jul 2026
healthcare-systems



LearnUNI GUIDE

LEARNING SHOULD BE FREE

Medical necessity review is an evaluation performed by an insurer or a third-party reviewer to determine
whether a proposed service meets the criteria for coverage based on clinical evidence and policy guidelines.
The review may result in approval, denial, or request for additional documentation. For instance, a request
for an outpatient MRI may be subject to medical necessity review if the insurer deems the imaging
unnecessary for the presenting symptoms. A common obstacle is the time lag associated with reviews,
which can postpone critical diagnostic testing. Advocates often prepare concise clinical narratives and
supporting evidence to expedite the review process.

Utilization management (UM) is a set of strategies employed by payers to evaluate the appropriateness,
medical necessity, and efficiency of health-care services. UM tools include prior authorization, case review,
and step therapy. For example, a UM program may require prior authorization for a high-cost biologic used
to treat rheumatoid arthritis. While UM aims to control costs and ensure quality, it can also create barriers
to timely care. Advocates must balance cost-containment considerations with the patient’s clinical needs,
often engaging in appeals when UM decisions appear overly restrictive.

Health-care fraud involves intentional deception for financial gain, such as billing for services not rendered
or upcoding. Fraudulent activities undermine the integrity of the health-care system and can result in
increased premiums for all patients. An example is a provider submitting claims for unnecessary procedures.
While patient advocates are not responsible for detecting fraud, they should be aware of patterns that may
indicate abuse, such as repeated denials without clear explanations. Reporting suspected fraud to
appropriate authorities safeguards the system and protects patients from exploitation.

Health-care compliance refers to adherence to laws, regulations, and ethical standards governing the
delivery and financing of health-care services. Compliance areas include privacy (HIPAA), billing practices,
and clinical guidelines. For instance, a clinic must ensure that patient records are stored securely and that
staff receive regular privacy training. Challenges arise when organizations have complex operations, making
it difficult to maintain consistent compliance across all departments. Advocates can support compliance by
encouraging transparent communication and documenting patient interactions accurately.

Health Insurance Portability and Accountability Act (HIPAA) establishes national standards for protecting the
privacy and security of individually identifiable health information. HIPAA's Privacy Rule governs how health
information may be used and disclosed, while the Security Rule sets standards for safeguarding electronic
protected health information (ePHI). For example, a patient’s lab results transmitted via a patient portal
must be encrypted to meet HIPAA security requirements. A common challenge is that patients may not
understand their rights under HIPAA, such as the ability to request an amendment to their medical record.
Advocates can educate patients about these rights and assist in filing requests when needed.

Health-care interoperability is the ability of different information technology systems and software
applications to exchange, interpret, and use health data securely. Interoperability enables seamless sharing
of patient records across hospitals, clinics, and specialty providers. An illustration is a patient’s medication
list automatically updating in the EHR of a new primary-care physician after a hospital discharge. Barriers to
interoperability include proprietary system architectures, lack of standardized data formats, and concerns
about data privacy. Advocates often act as liaisons to facilitate data exchange, ensuring that critical
information is not lost during care transitions.
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Patient-reported outcome (PRO) is a measurement of a patient’s health status that comes directly from the
patient, without interpretation by clinicians or others. PROs capture symptoms, functional status, and
quality-of-life metrics. For example, a cancer patient may complete a questionnaire rating pain intensity on
a scale of 0-10. Incorporating PROs into clinical practice can improve symptom management and shared
decision-making. A challenge is integrating PRO data into existing EHR workflows and ensuring that
clinicians act on the information in a timely manner. Advocates can encourage patients to complete PRO
instruments and relay the results to the care team.

Care pathway adherence measures the extent to which clinical care follows established pathways or
guidelines. High adherence is associated with improved outcomes and reduced variability. For instance, an
institution may track the percentage of patients with acute myocardial infarction who receive
guideline-directed therapy within the recommended time frame. Challenges include patient-specific factors
that necessitate deviation from the pathway, such as comorbidities or contraindications. Advocates must
recognize when pathway deviations are clinically justified and communicate these nuances to the care team
and quality-improvement staff.

Health-care utilization refers to the consumption of health-care services, including hospital admissions,
emergency department visits, and outpatient appointments. Utilization metrics help identify patterns such
as overuse, underuse, or inappropriate use of services. For example, high readmission rates for heart failure
may indicate gaps in discharge planning. A common challenge is that utilization data may be fragmented
across multiple payers, making comprehensive analysis difficult. Advocates can assist by aggregating
utilization information from various sources to provide a holistic view of the patient’s health-care
interactions.

Patient navigation is a service that assists patients in overcoming barriers to care, such as scheduling
appointments, understanding insurance coverage, and accessing community resources. Patient navigators
often work with vulnerable populations to improve health outcomes. For instance, a navigator may help a
newly diagnosed breast cancer patient coordinate surgery, radiation therapy, and financial assistance
programs. Challenges include limited navigator staffing and the need for cultural competency to address
diverse patient needs. Advocates often function as informal navigators, guiding patients through complex
systems and ensuring continuity of care.

Health-care disparity index is a composite metric used to quantify the extent of health inequities within a
population, often incorporating variables such as race, income, and geographic location. An example is an
index that reveals higher rates of uncontrolled hypertension in low-income neighborhoods. The challenge
lies in translating index findings into actionable interventions that reduce disparities. Advocates can use
disparity data to prioritize outreach efforts, tailor educational materials, and lobby for policy changes that
address root causes.

Clinical decision support (CDS) is a health-IT tool that provides clinicians with knowledge and
patient-specific information, such as alerts, reminders, and order sets, to enhance decision-making. For
example, a CDS alert may notify a prescriber that a patient’s estimated glomerular filtration rate is low,
prompting a dosage adjustment for a renally cleared medication. While CDS can improve safety, excessive
alerts may lead to alert fatigue, causing clinicians to override or ignore important warnings. Advocates can
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collaborate with informatics teams to refine CDS rules and ensure relevance to patient care.

Electronic prescribing (e-prescribing) allows clinicians to transmit medication orders directly to a pharmacy
using secure electronic systems, reducing errors associated with handwritten prescriptions. An e-prescribing
system may automatically check for drug—drug interactions and dosage appropriateness. A practical benefit
is that patients receive their prescriptions faster, especially when the pharmacy is in the same health-care
network. Challenges include compatibility issues between prescriber and pharmacy systems, and the need
for patients to have reliable internet access to receive electronic confirmations. Advocates can verify that
e-prescriptions have been transmitted correctly and follow up on any issues.

Read online: https://learnuni.com/guides/13802727/navigating- LearnUNI - 17 Jul 2026
healthcare-systems



