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ABSTRACT OF THE THESIS 

Genetic Counselors’ Knowledge, Confidence, and Practices with Insurance and Billing 

for Genetic Testing 

 

By 

 

Molly Kathleen Lehman 

 

Master of Science in Genetic Counseling 

 

University of California, Irvine, 2017 

 

Professor Emeritus Moyra Smith, Chair 

 

 

Clinical genetic testing has incredible promise due to its clinical utility and proven 

cost effectiveness when ordered and performed appropriately. However, the 

relationships amongst healthcare providers, insurance companies, and genetic testing 

laboratories are complicated and evolving quickly. In the field of clinical genetics, the 

responsibility of coordinating billing for genetic testing often falls on the genetic 

counselor—a person who usually does not have formal training in this area. Having a 

person who is not formally trained in insurance and billing coordinating this aspect of the 

process may be reducing productivity or quality of care. With this study, we surveyed 

clinical genetic counselors to evaluate trends in their interactions with insurance 

companies and their confidence in how they manage insurance and billing. We also 

included in the survey questions about training that the participants received. Free-

response questions about health insurance terms were included to determine the level 

of understanding of health insurance. The survey responses were analyzed based on 

demographic factors and data about clinical practice, including subspecialty and other 
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professional and institutional characteristics. The results of the study demonstrated that 

training provided in graduate school and by employers was significantly correlated with 

preparedness and confidence level in the insurance and billing processes. Additionally, 

respondents’ decision making with respect to insurance and billing in clinical scenarios 

was correlated with certain institutional and professional characteristics. This study 

highlights the importance of the relationship between genetic counselors and health 

insurance and underscores the need to educate genetic counselors about insurance 

and billing. 
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I. INTRODUCTION 

 

 

Clinical genetic testing has incredible promise due to its clinical utility and proven 

cost effectiveness when ordered and performed appropriately. However, the 

relationships amongst healthcare providers, insurance companies, and genetic testing 

laboratories are complicated. This complication can lead to frustrations for both patients 

and healthcare providers, especially genetic counselors. In the field of clinical genetics, 

the responsibility of coordinating billing for genetic testing often falls on the genetic 

counselor—a provider who usually does not have formal training in this area. The 

complicated landscape of billing and insurance processes can be confusing for many 

genetic counselors. Often a test that a genetic counselor or physician specializing in 

genetics deems medically necessary is denied by an insurance company, leading to an 

extensive follow-up process by the healthcare professionals involved (including the 

genetic counselor). This complicated process can lead to money and time being 

wasted, which are both crucial components to providing high quality health care. 

Additionally, the confusion can lead to genetic counselors’ experiencing a significant 

amount of frustration regarding directed towards insurance companies. 

 

1.1 The Genetic Testing Industry 

Genetic testing is one of the fastest growing entities of the medical testing 

industry. In fact, the global genetic testing industry was estimated to be valued at $6.2 

billion in 2014 and is expected to be worth $7.4 billion by 2020. North America, and the 

United States specifically, represents the largest genetic testing market in the world, 
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and it is predicted to have the fastest growth. In 2014, the United States alone had an 

estimated revenue of $2.6 billion from the genetic testing industry (Global Industry 

Analysts, Inc. 2015). High prevalence of chronic disease, advanced healthcare 

infrastructure, and strong funding in the United States have driven the fast growth 

(Grand View Research 2016). Additionally, the cost of genetic testing is declining 

rapidly, leading to increased testing being performed which provides further stimulus of 

the industry. When the first human genome was sequenced by the Human Genome 

Project, it cost somewhere between $500 million and $1 billion. That estimate for the 

cost of sequencing does not include the dollars spent overall on the Human Genome 

Project, which altogether cost $2.7 billion. By 2006, the cost to sequence a human 

genome sequence had reduced to about $14 million. Now, whole genome sequencing 

is available for less than $1,000 (National Human Genome Research Institute 2016); 

although this is not the average price of a clinical genomic sequence.  

 

1.1.1 Cost of Genetic Testing  

The cost of genetic testing from a clinical standpoint can be very unpredictable. 

What the patient ends up paying is a result of the complicated relationship between 

laboratory billing and health insurance companies. The finances become more 

complicated because clinical genetic testing is relatively new, so insurance companies 

can have unpredictable and inconsistent policies when it comes to covering tests. Also, 

laboratories can be inconsistent with their prices, possibly due in part to the rapidly 

changing technologies. Unfortunately, the outcome of the inconsistencies of insurance 

companies and laboratories can mean that medically necessary testing is not 
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performed. Sometimes a test is not completed because the patient cannot afford the out 

of pocket cost or not even ordered because the provider predicts that the test will not be 

covered by the patient’s insurance company. 

The overall amount of healthcare dollars spent on genetic testing is likely higher 

than necessary, due to a significant portion of testing being ordered inappropriately. 

With the growth of clinical genetics and the rise of available genetic testing, providers 

across different specialties (without expertise in genetics) are ordering genetic testing. 

This trend results in inappropriate, often not medically necessary, testing being ordered. 

Testing ordered by genetics specialists such as geneticists or genetic counselors has a 

much lower rate of non-indicated testing ordered. One study done at ARUP laboratories 

demonstrated that review of testing by genetic counselors employed by laboratories 

reduced the amount spent by institutions and insurance by $48,000 per month per 

institution. This decrease in dollars spent was due to the cancellation or adjustment of 

an average of 26% of tests by genetic counselors (Miller et. al. 2014).  

 

1.1.2 Financial Barriers to Genetic Testing 

Numerous studies have demonstrated the importance of cost to patients who are 

considering genetic testing. Many of these studies have demonstrated that the financial 

component of genetic testing is one of the most influential factors when a patient is 

choosing whether or not to undergo genetic testing. A study of BRCA1 and BRCA2 

testing (typically performed to determine whether an individual may have an increased 

risk for breast and ovarian cancer) revealed that individuals who were able to pay for 

testing, or had anticipated better insurance coverage, were more likely to undergo 
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testing. The authors of this study concluded that affordability of BRCA testing is 

problematic, and even those with significant high-risk factors rated cost as a significant 

component of testing (Kieran et al. 2007). Bosompra et al. (2010) found that nearly 80% 

of individuals would pursue genetic testing only if it were free of charge, and many were 

unwilling to undergo genetic testing if there was a high associated cost.  Another study 

of children of individuals with Alzheimer’s disease found that 71% would pursue genetic 

testing if it were covered by insurance. However, the same study reported that 60% of 

these individuals would be interested in testing even if it would require an out of pocket 

cost (Kopits et. al. 2011). Although there is evidence that the cost of testing is a 

significant factor for patients, it is clear that the potential promised by genetic testing is 

decently valuable, even under the circumstances of a financial cost to the patient. 

Additionally, the rise of typically less expensive “direct-to-consumer” testing (estimated 

to be worth $230 million by 2018) implies that the public is certainly interested in genetic 

testing if it is available at a cheaper cost. The cost of genetic testing is such an 

important factor to patients that limited insurance coverage of genetic tests is a 

significant barrier to health care. 

 

1.1.3 Clinical Value of Genetic Testing 

Studies have also shown that healthcare providers believe in the value of genetic 

testing. One large study of the United States Department of Veterans’ Affairs Hospitals 

found that the majority of clinical providers across all specialties found the various 

reasons for genetic testing (including to confirm a suspected genetic diagnosis, confirm 

an established clinical diagnosis, inform clinical management or treatment, inform the 
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selection of effective disease prevention, assist patients in making reproductive 

decisions, and assist patients in making life-planning decisions) to be at least 

moderately valuable. Although not all tests had a majority of support from health care 

providers, tests that inform clinical management (rated the most valuable) were deemed 

valuable by 58.6% of providers. Tests that confirm a suspected diagnosis or established 

diagnosis ranked as the least valuable, with 39.9% and 32.3% of providers describing 

them as successful, respectively  (Lerner et. al. 2016). This study of one of the largest 

healthcare systems in the US demonstrates that healthcare providers are generally 

supportive of ordering genetic testing for patients. 

It is important to note that not all studies have demonstrated the value of all types 

of genetic testing. Chromosomal microarray is generally used as a first line genetic test 

in pediatric cases involving developmental delay or autism (Miller et. al. 2010). One 

study found that, despite a significant improvement in sensitivity compared to standard 

karyotype analysis (previously the first line test), chromosomal microarray analysis left 

up to 85% of patients without a genetic diagnosis (Stavropoulos et. al. 2016). If the goal 

of genetic testing is to find a diagnosis, the “first line” test only has about a 15% success 

rate. While this rate of diagnosis is not evidence against using chromosomal microarray 

in the pediatric setting, it may be an indication that additional tests should be considered 

as first-line testing for pediatric cases. On the other hand, this study may be indicating 

that providers should expect to go beyond the first-line genetic test to achieve a 

diagnosis, and that health insurance companies may need to be prepared to pay for this 

additional testing. 
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1.1.4 Cost Effectiveness of Genetic Testing 

Genetic testing has the potential to improve quality of life and decrease 

healthcare costs overall by in fact being cost effective. An analysis of Next-Generation 

Sequencing panels used to diagnose hereditary colorectal cancer syndromes, such as 

Lynch syndrome, found that using genetic testing in the field of colorectal cancer was 

cost effective, saving over $4,000 per patient. Additionally, the study showed that 

genetic testing increased both life years and quality-adjusted life years (a calculation 

that takes into account disease status at the time of measurement) of the patients 

(Gallego et. al. 2015). Without genetic testing for these patients, the cost of their health 

care could have been significantly higher. Gene sequencing for these patients was able 

to identify a high risk for colorectal cancer, and preventative measures (increased 

screening via colonoscopy) ended up both saving money and increasing the life spans 

of the patients. These two factors, dollars spent and years of life, are two of the most 

important components of health care, and so utilizing genetic testing could greatly 

improve health care overall. However, without insurance coverage of genetic testing, it 

is unlikely that many patients will have access to these benefits. An additional study in 

Taiwan analyzed the cost effectiveness of various strategies of testing for Lynch 

syndrome. Interestingly, this study did not find that all testing strategies for Lynch 

syndrome are cost effective when implemented for all patients with colon cancer. Four 

strategies were analyzed, and this study found that using sequencing of the Lynch 

syndrome mismatch repair (MMR) genes as the first test was the least cost-effective 

option. Other strategies involving analysis of immunohistochemistry of the MMR 

proteins in colon or endometrial tumor tissue prior to testing significantly increased the 
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cost effectiveness of the process (Chen et. al. 2016). This study is evidence that having 

an expert in testing for Lynch syndrome, such as a genetic counselor, would be 

significant for streamlining the testing process and ultimately saving money. 

Studies have also demonstrated the cost effectiveness of whole genome 

sequencing. When comparing chromosomal microarray analysis and whole genome 

sequencing in pediatric patients without a diagnosis, one study found that genome 

sequencing as the first-line genetic test saved a significant amount of money when 

considering the total cost of testing required to achieve a diagnosis. The study found 

that the number of genetic tests ordered for an individual patient ranges between three 

and five. The sum of the costs of these genetic tests averaged $3,325 to $5,280 per 

patient, compared to genome sequencing with an average cost of $3,000 at this 

Canadian institution. Additionally, as noted before, the price of whole genome 

sequencing is rapidly declining. This study also found that the diagnostic rate of these 

tests amounted to half of that achieved by whole genome sequencing (Stavropoulos et. 

al. 2016). However, while long-term costs compared between multiple genetic tests and 

genome sequencing may favor genome sequencing, this does not take into account 

short-term costs associated with the process of genome sequencing. Preliminary results 

from a study on the expected healthcare costs associated with genome sequencing 

have suggested that genome sequencing as a part of routine practice would increase 

short-term costs due to increased time spent getting consent and disclosing results 

(Dukhovny et. al. 2016).  
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1.2 Genetic Testing and Health Insurance 

1.2.1 Institutional and Laboratory Billing 

         For the purposes of this study, the processes of utilizing health insurance 

coverage of genetic testing have been defined in two categories, institutional billing and 

laboratory billing. Institutional billing requires the healthcare provider to coordinate 

billing the patient’s insurance (or the patient if insurance is not an available). Laboratory 

billing, which is available through certain genetic testing laboratories, allows the 

ordering provider to include the patient’s insurance information with the test requisition 

form, and the laboratory subsequently handles billing the insurance company. With this 

method of billing, the responsibility of coordinating payment no longer belongs to the 

healthcare organization (or genetic counselor). 

 

1.2.2 ICD and CPT Coding 

         Billing and reimbursement of healthcare costs involves two set of coding: 

International Classification of Diseases (ICD) coding and Current Procedural 

Terminology (CPT) coding. ICD coding is the system of medical coding that allows 

healthcare providers to track patients’ diagnoses. This highly specific mechanism allows 

providers to assign a patient a diagnosis that can be easily tracked through a medical 

record system. ICD-10 codes are used by health insurance companies to determine if a 

patient meets their criteria to qualify for medical procedures or tests to be covered. CPT 

codes are specific to medical procedures and tests and are used by health insurance 

companies to determine payment for procedures.  
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1.2.3 Public Policy and Health Insurance 

Many health insurance companies look to Medicare for guidance in the realm of 

policy writing, meaning that the policies laid out by Medicare are very influential in 

determining overall trends in coverage. The Social Security Act, which laid out the 

foundations for Medicare, determines that “no Medicare payment may be made for 

expenses incurred for items or services that are not reasonable and necessary for the 

diagnosis or treatment of illness or injury or to improve the functioning of a malformed 

body member” (Social Security Act). This is the basic principle by which many insurance 

companies determine what they will and will not cover. The Center for Medicare and 

Medicaid Services historically interpreted this rule to mean that preventative measures 

are not covered by Medicare. However, this interpretation has evolved over time. 

Current Medicare Part B guidelines include coverage of preventative measures 

including: abdominal aortic aneurysm screening, alcohol misuse screenings, bone mass 

measurements, cardiovascular disease screenings, cervical and vaginal cancer 

screening, colorectal cancer screenings, depression screenings, diabetes screenings, 

diabetes self-management training, glaucoma tests, hepatitis C screening, HIV 

screening, lung cancer screening, mammograms, nutrition therapy services, obesity 

screenings, one-time preventive visit, prostate cancer screenings, sexually transmitted 

infections screening, immunizations, tobacco use cessation counseling, and yearly 

"wellness" visits (CMS.gov). Not all of these services are available to all Medicare 

members; many services (such as bone mass measurements and glaucoma tests) are 

available to those in populations that are deemed to be of increased risk. Importantly, 

many genetic tests are considered preventative; however, in the presence of signs or 
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symptoms of disease, the test can be considered diagnostic. Although there are 

additional measures that determine the coverage of specific tests, this principle is still 

an overarching ideal that often defines what tests will and will not be covered, and it is 

open to a fair amount of interpretation. 

Synchronously with the expanded reinterpretation of Medicare’s guidelines, 

health insurance companies have expanded coverage of preventative medicine in the 

past few decades.  According to the Kaiser Family Foundation, trends have emerged to 

exclude preventative care from having any out-of-pocket costs. In fact, in the year 2006, 

nearly half of individuals enrolled covered by an employer-sponsored health insurance 

plan had no out-of-pocket cost associated with preventative care. As of 2016, employer-

sponsored health insurance plans are mandated by the Affordable Care Act to provide 

full coverage for certain preventive services (Cabral and Cullen 2017). Genetic testing, 

in many cases, is deemed to be a type of preventive care, because often genetic testing 

is indicated in the absence of any symptoms (for example, in testing unaffected 

individuals for hereditary cancer syndromes or presymptomatic testing for neurological 

disorders). According to the Center for Medicare and Medicaid Services, the Affordable 

Care Act covers all preventative care services that have a rating of “A” or “B” in the 

recommendations by the United States Preventive Services Task Force (USPSTF). The 

only form of genetic testing acknowledged by the USPSTF is BRCA testing for women 

in the case of a personal or family history of breast, ovarian, fallopian tube, or peritoneal 

cancer, which was added to the recommendations in June 2016 (CMS.gov; United 

States Preventive Services Task Force 2017). Of note, the policies of the USPSTF may 

not be the most up-to-date list of recommendations, given that the most recently added 
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provision is to recommend folic acid supplementation for non-pregnant women of 

childbearing age. While this recommendation was added to the list in January 2017, it 

has been known to be beneficial for quite some time; the US Public Health Service and 

Centers for Disease Control formally recommended consumption of folic acid in non-

pregnant women in 1992 (Centers for Disease Control). However, not all health 

insurance companies may follow guidelines set forth by agencies such as the USPSTF, 

and so coverage of services in reality may not be consistent. 

 

1.2.4 Health Insurance Companies’ Genetic Testing Policies 

 Medical policy regarding genetic testing varies between different private health 

insurance companies. According to the National Association of Insurance 

Commissioners, the top five largest health insurance providers (by market share) are: 

UnitedHealth Group, Kaiser Foundation Group, Anthem Inc., Aetna Group, and Humana 

Group. A comparison across the medical policies reveals that there are inconsistencies 

among insurance companies, as well as out-of-date policies. However, many policies do 

follow practice guidelines produced by professional medical societies such as the 

American College of Medical Genetics and Genomics and the National Comprehensive 

Cancer Network (NCCN). For example, Blue Shield of California’s medical policy on 

genetic testing for cancer susceptibility for breast and/or ovarian cancer syndrome more 

or less follows the NCCN guidelines for genetic testing (blueshieldca.com). Anthem’s 

policy follows NCCN guidelines as well, and even expands the criteria for testing to 

include women diagnosed with breast cancer under 50 years old (NCCN recommends 

testing for women diagnosed under 45 years old). 
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1.2.5 Genetic Testing Policies in Practice 

The practices of insurance companies when it comes to covering genetic testing 

are varied. One study of health insurance companies in Illinois demonstrated the 

extreme variation among different policies that often is not consistent with medical 

recommendations. This study showed that genetic testing with a long history of 

widespread agreement in the medical field, such as cystic fibrosis carrier testing, is 

more consistently covered across insurance companies. Newer genetic tests, on the 

other hand, such as tests looking for mutations in high risk cancer genes, had more 

inconsistencies across the different policies, including coverage trends that did not 

correlate with well-established medical guidelines (Latchaw et. al. 2010). However, 

another study of genetic testing coverage trends in the US found exactly the opposite. 

This study determined that 20% of insurance companies specifically excluded carrier 

testing for any recessive condition, despite the fact that there is widespread support for 

this testing in the medical field. Additionally, this study found that 14 of the 16 most 

commonly addressed genetic tests in insurance policies were related to oncology and 

cancer genetic testing. In fact, this study claimed that all insurers that had defined 

policies regarding genetic testing provided coverage for BRCA testing for individuals 

who met criteria (Graf et. al. 2013). The inconsistencies of coverage of genetic testing 

between insurance companies are problematic for health care providers who are 

responsible for communicating with patients about insurance coverage. However, more 

significant is the effect that these policies can have on patients. When genetic tests that 

are well-supported by medical professionals are not consistently covered, the outcome 
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is that patients will not be able to undergo testing that may be medically necessary and 

proven to improve overall health care. 

 

1.3 Genetic Counseling and Health Insurance 

1.3.1 “Genesurance” Counseling 

The health care providers that often end up managing insurance coverage of 

genetic testing are genetic counselors. In fact, one study demonstrated that 99% of 

clinical genetic counselors find that they do “genesurance” counseling, meaning that 

they often spend time with patients discussing insurance policies and coverage. This 

study also found that genetic counselors on average spend 12% of a genetic counseling 

session discussing insurance with a patient. This finding is significant because it 

demonstrates not only time used in a session, but it also touches on the idea that 

patients are concerned about the uncertainty surrounding insurance and genetic testing. 

Additionally, the study discovered that 32% of genetic counselors reported that they 

believed the time spent discussing insurance damaged their rapport with the patient 

(Brown 2016). The interaction of insurance and genetic counseling is certainly having 

an impact on both the genetic counselors and the patient experience. 

The NSGC-sponsored professional status survey (which assesses various 

aspects of the roles and salaries of genetic counselors) provides additional insight into 

genetic counselors’ experiences with billing and insurance. In 2016, only 45% of genetic 

counselors reported having support staff to help in obtaining insurance authorizations. 

Additionally, the report demonstrated that 31% of genetic counselors felt that they had 

too many administrative responsibilities, and satisfaction with administrative 
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responsibilities was on average “less than satisfied” for genetic counselors that see 

patients. Satisfaction with administrative responsibilities was higher on average for 

those counselors who do not see patients compared with counselors who do see 

patients (National Society of Genetic Counselors 2016). 

  

1.3.2 Training of Genetic Counselors about Health Insurance 

Just like the field of genetics, the world of health insurance is complex and fast-

changing. However, although genetic counseling training programs are held to specific 

standards to be able to educate their students adequately about genetics, there is no 

set standard for how to educate genetic counselors about health insurance. There are 

no existing studies that evaluate the standards of education about insurance and billing 

for genetic counselors. Genetic counselors who have either had no education or are 

under-educated about insurance may be providing patients with wrong or inadequate 

information, or may be struggling to order tests appropriately. This system is not 

providing the best possible health care and is limiting the power of the genetic 

counselor. 

 

1.4 Hypothesis 

         This study aims to determine how varied the current practices of genetic 

counselors are in the realm of health insurance. More specifically, the goals of the study 

are to quantify the comfort level of genetic counselors in managing health insurance, to 

characterize the education provided to genetic counselors about health insurance, to 

identify the most appropriate way to educate genetic counselors about health insurance, 



15 
 

and to gauge the average level of a genetic counselor’s understanding of health 

insurance policies and practices. Currently, there are limited studies available that 

describe how a genetic counselor interacts with insurance or demonstrate whether or 

not the current system of billing is effective, but none that address all of the current 

issues. 
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II. METHODS 

 

This study was reviewed and classified as exempt research by the Institutional 

Review Board of the University of California, Irvine (HS# 2016-3334). 

 

2.1 Recruitment 

         Participants were recruited through the National Society of Genetic Counselors’ 

(NSGC) email listserv using the NSGC Student Research Survey Program. Two emails 

were sent to all members of the Student Research Survey Program listserv, which 

sends out email messages to all members of NSGC (about 3,500 members) containing 

study information and the link to the survey. 

 

2.2 Participants 

The survey was targeted to clinical genetic counselors (defined as genetic 

counselors who see patients on a regular basis). Being a clinical genetic counselor was 

an inclusion criterion for participation. Clinical genetic counselors of any subspecialty 

were able to participate. The survey was only available in English, so participation 

required the ability to read and understand the English language. There was no 

exclusion based on gender, race/ethnicity, age, or education level. 

 

2.3 Protection of Participant Privacy   

         Privacy of the participants was protected throughout the study.  No personal 

identifiers were collected during this study. There was no direct contact between the 

researchers and the participants for the purpose of the survey. There were no known 
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harms or discomforts identified to be associated with participation in the study.  

Research data was collected electronically and stored using a password protected 

account on SurveyMonkey.com and on a password protected computer. 

 

2.4 Informed Consent 

Informed unwritten consent was obtained through an IRB-approved study 

information sheet. The survey participant gave consent as a research participant by 

choosing the “Next” button at the bottom of the study information page. The study 

information page described the purpose of the study, the eligibility requirements (being 

a clinical genetic counselor), and the lead researcher's contact information. The 

participants also had the opportunity to exit the survey at any time as well as to choose 

to skip any question. 

 

2.5 Survey 

The survey consisted of an electronic questionnaire (Appendix A) consisting of 

34 questions, including multiple choice, sliding scale, and three open-ended free 

response questions. The survey required about 10-15 minutes to complete.  

The questions were categorized into five main themes: 1) demographic factors; 

2) institutional factors and characteristics of current practice; 3) insurance training 

received and desired, as well as overall confidence in insurance and billing; 4) decision 

making (scenario-based questions); and 5) knowledge basis and competencies.  

 

2.5.1 Survey Scoring and Coding 
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 Multiple choice answers were coded as categorical variables. Some multiple 

choice questions had “Other (please specify)” as an option; free-response answers 

included with this choice were coded into variables, as appropriate.  

 Question 4, which asked respondents to select their current subspecialty, 

included the following answer choices: prenatal, pediatric, cancer, infertility, cardiology, 

neurology, and other, which allowed for a free-response answer. This question allowed 

participants to select more than one answer choice, if applicable. Due to sample size 

and for the purposes of analysis, the answers were grouped into “Prenatal, pediatric, or 

cancer,” (the most common specialties) and “More than one subspecialty.” Any 

respondent that chose both “Prenatal” and “Infertility” was considered a prenatal 

counselor and grouped into either “Prenatal, pediatric, or cancer” rather than “More than 

one subspecialty.” For additional analyses, respondents were grouped on a “Yes” or 

“No” basis given whether or not they selected one of the three most common specialties 

(prenatal, cancer, and pediatric). 

 Question 5 asked respondents to describe their current practice as either working 

independently or working alongside a physician. A number of respondents chose “Other 

(please specify)” and wrote that both options apply to them or that they work as part of a 

team. These answers were coded as “I work both independently and alongside a 

physician.” 

 Question 6 asked respondents to describe their current institution as either an 

academic institution, a private hospital, or a smaller or private practice. A number of 

respondents chose “Other (please specify)” and input that they work at a public hospital 

or community clinic. These responses were coded as “Public hospital.” Question 14 



19 
 

asked respondents what percent of their patients are new patients. Respondents were 

able to input any number between 0 and 100. Due to sample size these responses were 

grouped into the following categories based on their distribution: “Less than 80,” “80-

89,” and “90-100.” 

 Question 16 asked participants what percent of every genetic counseling session 

they spend discussing insurance or billing. Respondents were able to input any number 

between zero and 100. Due to sample size these responses were grouped into the 

following categories based on their distribution: “1-9,” “10-19,” and “20 and higher.” 

 Question 21 asked respondents if their genetic counseling graduate program 

provided any training about billing and insurance. Respondents were able to select as 

many answer choices as applicable. If a respondent chose “No” and an additional 

answer that indicated that they had received training, which happened four times, their 

“No” answer was ignored. Responses were then grouped into the following categories: 

“No,” “Yes, lecture only,” “Yes, through clinic experience only,” and “Yes, clinic 

experience and lecture.” Participants who selected “Yes, other” as an answer choice 

were grouped as appropriate based on their free-response answer. Responses were 

also grouped into categories “Yes” and “No” for some analyses.  

 Question 22 asked respondents if any of their employers had ever provided 

formal training in billing or insurance. Respondents were able to select as many answer 

choices as applicable. If a respondent chose “No” and an additional answer that 

indicated that they had received training which happened six times, their “No” answer 

was ignored. Participants who selected “Yes, other” as an answer choice were grouped 
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as appropriate based on their free-response answer.  Due to small sample size, all 

responses were grouped into “Yes” and “No.”  

 Question 23 asked respondents to select what they believed the most effective 

method of training would be. Respondents were given several choices to select from 

and were able to select “Other” and input a free response answer. Free response 

answers were grouped into the following additional categories: “Lecture and clinical 

rotations in graduate school,” “Webinars/continuing education,” and “All of the above.” 

 Questions 24 and 25 with scaled responses were coded on a 5-point Likert scale 

(for Question 24, 1=not prepared at all, 3=neutral, 5=extremely prepared; for Question 

25, 1=not confident at all, 3=neutral, 5=extremely confident). For analysis, values 3, 4 

and 5 for question 24 were grouped into a single value (“Neutral and greater”). Values 1 

and 2 for question 25 were grouped into a single value (“Not confident at all or not very 

confident”). 

 Responses to scenario based questions (questions 27-29) were grouped due to 

sample size. The overwhelming majority of respondents selected one of the following 

answers: “Appeal the insurance company’s decision,” “Contact the insurance company 

for more information about why the test was denied,” and “Contact the laboratory for 

more information about why the test was denied” (for the microarray scenario: n=189, 

85.4%; for the carrier screening scenario: n=162, 74.1%; for the cancer panel scenario: 

n=175, 80.7%). The other responses were excluded from analysis. 

 Question 33 asked respondents to describe the difference between an HMO and 

a PPO. A number of the responses had answers such as “I don’t know” and “Not sure.” 
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Answers were grouped into a category “I don’t know/not sure” as appropriate, and the 

remaining answers were grouped as “Other” for analysis. 

 All free-response answers that were coded for analysis are listed in the 

Appendix. 
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III. RESULTS 

 

3.1 Survey Respondents’ Characteristics and Demographics 

 Table 1 summarizes the participants’ demographics and characteristics. Of the 

approximately 3,500 individuals who were offered to take the survey, there were 260 

participants who started the survey. Of those respondents that started the survey, 249 

characterized themselves as clinical genetic counselors and were thus eligible to 

continue the survey and comprised the survey population. There were 204 respondents 

who completed the entire survey.  

 Sixty percent of the respondents were between age 25-34 (n=149), with ages 35-

44 being the next largest group at 20.7% (n=51). Nine respondents were male (3.7%), 

and 223 were female (96.3%). These characteristics are consistent with the 

demographics of the general population of genetic counselors (National Society of 

Genetic Counselors 2016).  

 The most frequently selected subspecialty was cancer, with 48.8% (n=119) of 

respondents choosing cancer as one of their specialties. Prenatal and pediatric were 

the next most common specialty, with 35.7% and 28.7% of respondents selecting these 

answers, respectively. Twenty-seven participants (11.1%) selected “Other” as an 

answer choice; their answers included general adult genetics, ophthalmology, metabolic 

genetics, internal medicine, hematology, and teratology. Ninety-two of the respondents 

(35.4%) define their practice as working independently, while 134 (51.5%) primarily 

work alongside a physician. Eighteen participants (6.9%) reported spending time both 

independently seeing patients and seeing patients alongside a physician. The majority 

of respondents, 126 (51.6%), answered that their current place of work is an academic 
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institution. Twenty-one respondents (8.6%) work at a public hospital, and 67 (27.5%) 

work at a private hospital. Nineteen participants (7.8%) work in a smaller private 

institution, and 11 (4.5%) work for an institution not specified, including laboratories and 

telegenetics providers. 

 Eighty participants (32.8%) live in the Midwest region of the US (North Dakota, 

South Dakota, Nebraska, Kansas, Minnesota, Iowa, Missouri, Wisconsin, Illinois, 

Indiana, Ohio, Michigan), 60 participants (24.6%) live in the Northeast (Maine, New 

Hampshire, Vermont, Massachusetts, Rhode Island, Connecticut, New Jersey, 

Delaware, Maryland, Pennsylvania, New York), 40 participants (16.4%) live in the 

Southeast (Arkansas, Louisiana, Mississippi, Alabama, Georgia, Tennessee, Kentucky, 

West Virginia, Virginia, North Carolina, South Carolina, Florida), 33 participants (13.5%) 

live in the Pacific (California, Oregon, Washington, Alaska, Hawaii), and 10 participants 

(4.1%) live in the Rocky Mountain region (Nevada, Idaho, Wyoming, Utah, Colorado, 

Montana). Only one respondent (0.4%) specified an international residence of Canada. 

When asked to characterize the region in which they work, 152 (67.8%) described the 

area as urban. Seventy-four respondents described the area as suburban (74%) and 16 

described the area as rural (6.6%). 

 Sixty-four of the respondents (26.3%) have been practicing as a clinical genetic 

counselor for less than two years. Seventy-one respondents (29.2%) have been 

practicing for between two and five years total, and 38 (15.6%) have been practicing for 

between five and 10 years total. Seventy of the respondents (28.8%) have over 10 

years of experience practicing as a clinical genetic counselor. 
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 Thirty-two different graduate programs in genetic counseling were input from the 

participants. Forty-nine respondents (21.6%) had experience in the medical field prior to 

becoming a genetic counselor. Their experience included various types of work in 

hospital or clinical settings and experience in the research field. The majority of 

respondents, 178 (78.4%), did not have prior experience in the medical field. 
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Table 1: Participant Characteristics Total 

n % 

Age (n=247) 
18-24 
25-34 
35-44 
45-54 
55-64 
65 or older 

 
12 

149 
51 
18 
16 
1 

 
4.9 

60.2 
20.7 

7.3 
6.5 
0.4 

Gender (n=242) 
Male 
Female 

 
9 

223 

 
3.7 

96.3 

Clinical Specialty (n=244)* 
Prenatal 
Pediatric 
Cancer 
Infertility 
Cardiology 
Neurology 
Other 

 
87 
70 

119 
15 
34 
23 
27 

 
35.7 
28.7 
48.8 

6.2 
13.9 

9.4 
11.1 

Current Practice (n=244) 
Work independently 
Work alongside physician 
Work both independently and alongside a physician 

 
92 

134 
18 

 
35.4 
51.5 

6.9 

Current Institution (n=244) 
Academic institution 
Public hospital 
Private hospital 
Private practice/smaller institution 
Other 

 
126 

21 
67 
19 
11 

 
51.6 

8.6 
27.5 

7.8 
4.5 

Geographic Area (n=244) 
Pacific 
Southwest 
Rocky Mountain 
Midwest 
Southeast 
Northeast 
International 

 
33 
20 
10 
80 
40 
60 
1 

 
13.5 

8.2 
4.1 

32.8 
16.4 
24.6 

0.4 
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Table 1, Continued n % 

Geographic Characterization (n=242) 
Urban 
Suburban 
Rural 

 
152 

74 
16 

 
62.8 
30.6 

6.6 

Years Practicing (n=243) 
Under 2 
2-5 
5-10 
Over 10 

 
64 
71 
38 
70 

 
26.3 
29.2 
15.6 
28.8 

Graduate Program (n=211) 
Arcadia 
Boston University 
Brandeis 
Case Western Reserve University 
Emory 
Howard University 
Indiana University 
Johns Hopkins 
McGill 
Mount Sinai 
Northwestern 
Ohio State University 
Pittsburgh 
Sarah Lawrence 
Stanford University 
UC Berkeley 
UC Irvine 
University of Alabama 
University of Arkansas 
University of Cincinnati 
University of Colorado 
University of Maryland 
University of Michigan 
University of Minnesota 
University of North Carolina 
University of Oklahoma 
University of South Carolina 
University of Texas 
University of Utah 
University of Wisconsin 
Virginia Commonwealth University 
Wayne State University 

 
16 
6 
3 
8 
1 
2 
8 
4 
1 
7 

12 
2 
8 

17 
3 
1 

12 
3 
3 

13 
8 
6 
6 
8 
5 
3 
9 

10 
2 

12 
5 
7 

 
7.6 
2.8 
1.4 
3.8 
0.5 
0.9 
3.8 
1.9 
0.5 
3.3 
5.7 
0.9 
3.8 
8.1 
1.4 
0.5 
5.7 
1.4 
1.4 
6.2 
3.8 
2.8 
2.8 
3.8 
2.4 
1.4 
4.3 
4.7 
0.9 
5.7 
2.4 
3.3 



27 
 

Table 1, Continued n % 

Previous Experience in the Medical Field 
No 
Yes 

 
178 

49 

 
78.4 
21.6 

*Clinical specialty response numbers do not total 100% because respondents were able 
to select more than one answer choice. 

 

3.2 Survey Respondents’ Professional Characteristics 

 Table 2 summarizes the participants’ current institutional and professional 

practices. One hundred forty-four respondents (63.4%) work between 40 and 50 hours 

per week. Fifty-eight respondents (25.6%) work between 30 and 40 hours per week. 

Nine respondents (4.0%) work between 20 and 30 hours per week, and three (1.3%) 

work less than 20 hours per week. Ten participants (4.4%) work between 50 and 60 

hours per week and three (1.3%) work over 60 hours per week. Eighty-one participants 

(35.7%) reported seeing between 5 and 10 patients per week, and 69 participants 

(30.4%) reported seeing between 10 and 15 patients per week. The overall average 

percentage of new patients seen by respondents was 81%, with 119 participants 

(52.9%) seeing over 90% new patients. The majority of respondents, 140 or 62.2%, 

reported spending between one and five hours per week outside of counseling sessions 

managing insurance or billing. Twenty-six participants (9.9%) reported spending 

between six and ten hours per week outside of counseling sessions managing 

insurance or billing, and 46 participants (20.4%) reported spending less than one hour. 

Across all respondents (n=223), the average percent of a session spent discussing 

billing or insurance was 14%. One hundred twenty participants (53.8%) reported 

spending between 10 and 19 percent of the average session discussing insurance or 

billing. 
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 Respondents were asked to describe which methods were used to perform billing 

for genetic testing. The following answers were responses to individual questions; 

therefore, the responses indicating the type of billing used do not depend on one 

another. One hundred participants (44.2%) responded that they use institutional billing, 

with 37 (16.4%) obtaining authorization themselves and 51 (22.6%) having a separate 

individual who obtains authorization. One hundred twenty-six participants (55.8%) do 

not use institutional billing. One hundred eighty-nine participants (83.6%) reported using 

laboratory billing, and 37 participants (16.4%) reported not using laboratory billing. 

Thirty-one respondents (14.2%) reported using a system other than institutional or 

laboratory billing, and most responded that the alternate method was patient self-pay or 

direct patient billing. 
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Table 2: Professional Characteristics Total 

n % 

Work Hours Per Week (n=227) 
0-20 
20-30 
30-40 
40-50 
50-60 
60+ 

 
3 
9 

58 
144 

10 
3 

 
1.3 
4.0 

25.6 
63.4 

4.4 
1.3 

Patients Per Week (n=227) 
Less than 5 
5-10 
10-15 
15-20 
20-25 
25-30 
More than 30 

 
21 
81 
69 
39 
10 
5 
2 

 
9.3 

35.7 
30.4 
17.2 

4.4 
2.2 
0.9 

Percent New Patients (n=225) 
Less than 20 
20-29 
30-39 
40-49 
50-59 
60-69 
70-79 
80-89 
90-100 

 
1 
4 
1 
2 

21 
15 
36 
26 

119 

 
0.4 
1.8 
0.4 
0.9 
9.3 
6.7 

16.0 
11.6 
52.9 

Average Hours Spent Managing Insurance 
Per Week (n=225) 
Less than 1 
1-5 
6-10 
10-15 
More than 15 

 
 

46 
140 

26 
9 
4 

 
 

20.4 
62.2 
11.6 

4.0 
1.8 

Average Percent of Session Discussing 
Insurance (n=223) 
1-9 
10-19 
20-29 
30 or greater 

 
 

56 
120 

34 
13 

 
 

25.1 
53.8 
15.2 

5.8 
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Table 2, Continued n % 

Institutional Billing (n=226) 
No 
Yes, I obtain authorization 
Yes, someone else obtains authorization 
Yes, authorization is not required 

 
126 

37 
51 
12 

 
55.8 
16.4 
22.6 

5.3 

Laboratory Billing (n=226) 
No 
Yes 

 
37 

189 

 
16.4 
83.6 

Other System of Billing (n=218) 
Yes (please describe)* 
No 

 
31 

187 

 
14.2 
85.8 

*“Please describe” free-response answers are listed in Appendix F. 

 

3.3 Survey Respondents’ Training Experience, Preparedness, and Confidence 

Table 3 summarizes the training received by the respondents in the areas of 

billing and insurance, what kind of training they reported as being optimal, how prepared 

respondents felt to deal with insurance directly after graduate school, and how confident 

they feel in these processes now. Eighty of the participants (35.9%) reported not having 

received any training with respect to insurance and billing in graduate school. Of those 

participants who did receive training in graduate school, 37 (16.6%) reported receiving 

training through lecture only, 48 (21.5%) reported receiving training through clinic 

experience only, and 58 (26.0%) reported receiving training through both lectures and 

experience in clinic. One hundred ten respondents (50.7%) reported receiving no 

training from employers (past or present), and 96 respondents (44.2%) reported only 

having learned about insurance or billing from coworkers and/or supervisors. Eleven 

participants reported receiving some sort of formal training from an employer, with 10 
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(1.8%) having only one formal session of training and only 1 (0.5%) having been offered 

routine training by an employer. 

 One hundred fifteen participants (51.6%) responded that they believed the most 

effective way to be trained about the processes of insurance and billing would be 

through an employer. Fifty-six participants (25.1%) responded that clinical rotations in 

graduate school would be the most effective method of training, and 16 (7.2%) reported 

that lectures in graduate school would be the best method of training. Nineteen 

participants (8.5%) selected the “Other” option and responded that all of the suggested 

methods would be effective and/or necessary training. Six respondents (2.2%) selected 

“Other” and responded that webinars would be the ideal method of training. 
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Table 3: Insurance and Billing Training and 
Confidence 

Total 

n % 

Graduate School Training (n=223) 
No 
Yes, lecture only 
Yes, through clinic experience only 
Yes, clinic experience and lecture 

 
80 
37 
48 
58 

 
35.9 
16.6 
21.5 
26.0 

Employer Training (n=217) 
No 
Yes, I learned from coworkers and/or supervisors 
Yes, I had one session of formal training 
Yes, my employer offered/offers routine training 
Yes, I learned from coworkers and/or supervisors 

and had one session of formal training 

 
110 

96 
4 
1 
6 

 
50.7 
44.2 

1.8 
0.5 
2.8 

Most Effective Training (n=223) 
Lecture style in graduate school 
Clinical rotations in graduate school 
Lecture and clinical rotations in graduate school 
Training through employer 
Webinar/continuing education 
All of the mentioned approaches 
Other* 

 
16 
56 
5 

115 
6 

19 
6 

 
7.2 

25.1 
2.2 

51.6 
2.7 
8.5 
2.7 

Preparedness After Graduate School (n=224) 
Not prepared at all 
Not very prepared 
Neutral 
Somewhat prepared 
Extremely prepared 

 
97 
69 
43 
12 
3 

 
43.3 
30.8 
19.2 

5.4 
1.3 

Current Confidence Level (n=224) 
Not confident at all 
Not very confident 
Neutral 
Somewhat confident 
Extremely confident 

 
8 

17 
49 

122 
28 

 
3.6 
7.6 

21.9 
54.5 
12.5 

*”Other” free-response answers are listed in Appendix I. 
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3.4 Survey Respondents’ Professional Preferences and Practices 

Table 4 summarizes responses about what characteristics are most important 

when choosing a laboratory and responses to scenario-based questions about the next 

step taken after an insurance denial. When asked to determine which characteristic is 

most important when choosing a laboratory, 105 participants (47.1%) responded that 

the quality of the laboratory is most important. Sixty-five participants (29.1%) reported 

that the type of testing available is the most important factor. Only nine respondents 

(4%) selected that price was most important, four (1.8%) chose accessibility of 

personnel, and two (0.9%) selected turnaround time. Twenty-three respondents (10.3%) 

reported an “Other” response, including many reporting that all of the given choices 

were important in deciding. 

In a scenario-based question in which a chromosomal microarray was denied by 

an insurance company (see Appendix A), 75 participants (33.9%) reported that they 

would appeal the insurance company’s decision. Fifty-four respondents (24.4%) 

reported that they would contact the insurance company for more information about why 

the test was denied, and sixty respondents (27.1%) would contact the laboratory for 

more information about why the test was denied. Six participants (2.7%) would ask the 

patient to contact their insurance company for more information about why the test was 

denied, and two (0.9%) would ask the patient to contact the laboratory for more 

information. Five participants (2.3%) reported that they would look for alternative testing 

options.  

A second scenario-based question asked about what the response would be to a 

denial of carrier screening (see Appendix A). Sixty-one respondents (27.9%) selected 



34 
 

that they would contact the laboratory for more information about why the test was 

denied, while 54 (24.7%) would contact the insurance company for more information 

about why the test was denied. Forty-seven (21.5%) responded that they would appeal 

the insurance company’s decision. Eighteen participants (8.2%) responded that they 

would ask the patient to contact the insurance company for more information about why 

the test was denied, and seven (3.2%) would ask the patient to contact the laboratory. 

Ten (4.6%) would look for alternative testing options. 

A third scenario-based question asked about the response to a denial of a 

multigene cancer panel (see Appendix A). Sixty-five respondents (30.0%) reported that 

they would contact the laboratory to find out why the test was denied, while 48 (22.1%) 

would contact the insurance company. Sixty-two respondents (28.6%) selected that 

they would appeal the insurance company’s decision. Seven participants (3.2%) would 

ask the patient to contact their insurance company, and four participants (1.8%) would 

ask the patient to contact the laboratory for more information. Nine (4.1%) would look 

for alternative testing options. 

When asked what had been done in the past in response to an insurance denial, 

one hundred ninety participants (88.4%) reported appealing an insurance company’s 

decision. One hundred sixty-six (77.2%) reported an experience of contacting the 

insurance company for more information about why the test was denied, and 121 

(56.3%) had previously contacted a laboratory for more information about why a test 

was denied. One hundred fifty-one (70.2%) answered that they had previously looked 

for alternative testing options when faced with an insurance denial. While 89 

participants (41.4%) had previously asked a patient to contact an insurance company 
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for more information about a denial, only 40 (18.6%) had asked a patient to contact a 

laboratory for more information. Eighty-three respondents (38.6%) had at least one 

previous experience where no action was taken in response to an insurance denial. 
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Table 4: Professional Preferences and Practices Total 

n % 

Most Important Factor in Choosing a Laboratory 
(n=223) 
Type of testing available 
Quality of the laboratory 
Accessibility of the laboratory personnel 
Turnaround time 
Price 
Contracted laboratory 
Other 

 
 

65 
105 

4 
2 
9 

15 
23 

 
 

29.1 
47.1 

1.8 
0.9 
4.0 
6.7 

10.3 

Microarray Scenario (n=221) 
Do nothing 
Appeal the insurance company’s decision 
Contact the insurance company for more information about 

why the test was denied 
Contact the laboratory for more information about why the 

test was denied 
Ask the patient to contact the insurance company for more 

information about why the test was denied 
Ask the patient to contact the laboratory for more 

information about why the test was denied 
Look for alternative testing options 
Other 

 
1 

75 
54 

 
60 

 
6 

 
2 

 
5 

18 

 
0.2 

33.9 
24.4 

 
27.1 

 
2.7 

 
0.9 

 
2.3 
8.1 

Carrier Screening Scenario (n=219) 
Do nothing 
Appeal the insurance company’s decision 
Contact the insurance company for more information about 

why the test was denied 
Contact the laboratory for more information about why the 

test was denied 
Ask the patient to contact the insurance company for more 

information about why the test was denied 
Ask the patient to contact the laboratory for more 

information about why the test was denied 
Look for alternative testing options 
Other 

 
2 

47 
54 

 
61 

 
18 

 
7 

 
10 
20 

 
0.9 

21.5 
24.7 

 
27.9 

 
8.2 

 
3.2 

 
4.6 
9.1 
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Table 4, Continued n % 

Cancer Panel Scenario (n=217) 
Do nothing 
Appeal the insurance company’s decision 
Contact the insurance company for more information about 

why the test was denied 
Contact the laboratory for more information about why the 

test was denied 
Ask the patient to contact the insurance company for more 

information about why the test was denied 
Ask the patient to contact the laboratory for more 

information about why the test was denied 
Look for alternative testing options 
Other 

 
1 

62 
48 

 
65 

 
7 

 
4 

 
9 

21 

 
0.5 

28.6 
22.1 

 
30.0 

 
3.2 

 
1.8 

 
4.1 
9.7 

Previous Responses to An Insurance Denial (n=215)* 
Do nothing 
Appeal the insurance company’s decision 
Contact the insurance company for more information about 

why the test was denied 
Contact the laboratory for more information about why the 

test was denied 
Ask the patient to contact the insurance company for more 

information about why the test was denied 
Ask the patient to contact the laboratory for more 

information about why the test was denied 
Look for alternative testing options 
Other 

 
83 

190 
166 

 
121 

 
89 

 
40 

 
151 

30 

 
38.6 
88.4 
77.2 

 
56.3 

 
41.4 

 
18.6 

 
70.2 
14.0 

*Previous responses to an insurance denial numbers do not total 100% because 
respondents were able to select more than one answer choice. 
 
 
3.5 Training, Preparedness, and Confidence 
 
 We examined whether level of preparedness for managing insurance and billing 

was associated with whether or not the respondent received training in graduate school 

(Table 5, Figure 1). There was a significantly significant observed difference between 

those who had received training in graduate school and those who had not and how 

prepared the participant felt to deal with insurance and billing (p<0.001). Of those 

respondents who had not received any training in graduate school, the majority (n=56, 
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70.0%) felt not prepared at all to deal with insurance and billing, whereas the 

participants who had received training were most likely to have felt not very prepared 

(n=60, 42.0%). Additionally, of those participants that reported receiving training for 

insurance and billing in graduate school, there was an observed difference in 

preparedness based on the type of training that was received (Table 6, Figure 2, 

p<0.001). The majority of participants who received training only through lecture 

reported feeling not prepared at all (n=20, 54.1%), while individuals who reported having 

training through both lecture and clinic experience were most likely to feel not very 

prepared (n=30, 51.7%).  
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Table 5: Training in Graduate School and Preparedness for Insurance 
and Billing 

 

Did your genetic 
counseling Master’s 
program provide any 
training specifically 
about billing or 
insurance? 

When you first started practicing as a 
genetic counselor, how prepared did you 
feel for managing the processes of 
insurance and billing? 

Not prepared 
at all 

Not very 
prepared 

Neutral and 
greater 

n % n % n % 

No 
Yes 

56 
40 

70.0 
28.0 

9 
60 

11.3 
42.0 

15 
43 

18.8 
30.1 

p<0.001 

 

 

 Figure 1 depicts the preparedness level of the participants based on whether or 
not the participant received training in graduate school. 
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Table 6: Type of Graduate School Training and Preparedness for 
Insurance and Billing 

 

Did your genetic 
counseling Master’s 
program provide any 
training specifically 
about billing or 
insurance? 

When you first started practicing as a 
genetic counselor, how prepared did you 
feel for managing the processes of 
insurance and billing? 

Not prepared 
at all 

Not very 
prepared 

Neutral and 
greater 

n % n % n % 

Yes, lecture only 
Yes, through clinic 

experience only 
Yes, clinic experience and 

lecture 

20 
13 

 
7 

54.1 
27.1 

 
12.1 

12 
18 

 
30 

32.4 
37.5 

 
51.7 

 

5 
17 

 
21 

13.5 
35.4 

 
36.2 

p<0.001 

 

 

Figure 2 depicts the preparedness level of the participants who did receive 
training in graduate school based on the type of training they reported receiving. 
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We evaluated whether there was an association between the current level of 

reported confidence in insurance and billing and if the respondent had received any 

training in this area from an employer (Table 7, Figure 3). There was an observed 

difference in confidence level between those who had previously received training from 

an employer and those who had not (p=0.005). Those participants who had received 

training from an employer were more likely to report feeling extremely confident in the 

processes of insurance and billing (n=19, 17.8%) compared to those who had not 

received training from an employer (n=9, 8.2%). 
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Table 7: Training Provided by Employers and Confidence in Insurance 
and Billing 

 

Have any of your 
employers (past or 
present) provided any 
training or professional 
development 
specifically about 
billing or insurance? 

Currently, how confident overall do you feel 
with the processes of insurance and billing? 

Not 
confident at 

all or not 
very 

confident 

Neutral 
Somewhat 
confident 

Extremely 
confident 

n % n % n % n % 

No 
Yes 

20 
5 

18.2 
4.7 

25 
22 

22.7 
20.6 

56 
61 

50.9 
57.0 

9 
19 

8.2 
17.8 

p=0.005 

 

 

 Figure 3 depicts the confidence level of the respondents based on whether or not 
the participant reported receiving training from an employer. 
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We compared responses in order to evaluate whether there was an association 

between a respondent having previous experience in the medical field and their 

preparedness for insurance and billing when first starting as a genetic counselor (Table 

8, Figure 4). There was no observed statistically significant difference between those 

who had previous experience and those who did not (p=0.2). However, those 

respondents who had no previous experience in the medical field most frequently 

reported feeling not prepared at all (n=81, 46.3%) and were least likely to report feeling 

neutrally prepared or higher (n=42, 24.0%).  
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Table 8: Previous Experience in the Medical Field and Preparedness for 
Insurance and Billing 

 

Did you have previous 
experience working in the 
medical field before 
becoming a genetic 
counselor? 

When you first started practicing as a genetic 
counselor, how prepared did you feel for 
managing the processes of insurance and 
billing? 

Not prepared 
at all 

Not very 
prepared 

Neutral and 
greater 

n % n % n %  

Yes 
No 

16 
81 

32.7 
46.3 

17 
52 

34.7 
29.7 

16 
42 

32.7 
24.0 

p=0.2 

 

 

 Figure 4 depicts the preparedness level of the participants based on whether or 
not the participant had previous experience in the medical field. 
 

We examined the current confidence levels of the participants based on years of 

practice as a genetic counselor in order to determine if there was an association 

between experience in the field and confidence level (Table 9). These responses 



45 
 

demonstrated that there was a statistically significant observed difference in confidence 

level based on number of years practicing as a genetic counselor (p=0.04). Higher rates 

of confidence were observed in individuals who had been practicing for longer. For 

example, the participants who had been practicing for 5-10 years had a higher rate of 

feeling extremely confident in the processes of insurance and billing (n=7, 20.0%) 

compared to those who had been working for between 2 and 5 years (n=4, 6.3%). 

 

Table 9: Years of Practice as a Genetic Counselor and Confidence in 
Insurance and Billing 

 

How many years total have 
you been a practicing 
clinical genetic counselor? 

Currently, how confident overall do you feel 
with the processes of insurance and billing? 

Neutral or 
less 

Somewhat 
confident 

Extremely 
confident 

n % n % n % 

Under 2 
2-5 
5-10 
Over 10 

23 
28 
6 

17 

39.7 
43.8 
17.1 
25.4 

30 
32 
22 
38 

51.7 
50.0 
62.9 
56.7 

5 
4 
7 

12 

8.6 
6.3 

20.0 
17.9 

p=0.04 

 

We evaluated whether or not having received training in graduate school was 

associated with years of practice as a genetic counselor, and presumably how long ago 

that participant had attended graduate school (Table 10, Figure 5). This comparison 

showed that there was a significant difference across these variables (p<0.001), with 

the overwhelming majority of participants who had been practicing for less than two 

years having received training (n=57, 98.3%). Also, the majority of participants who had 

been practicing for over ten years did not report receiving training in graduate school 

(n=51, 76.1%). Additionally, the level of preparedness for insurance and billing was 
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analyzed to determine if there was an association with how long the participant had 

been practicing (Table 11). These results demonstrated that an observable difference 

existed based on number of years practicing as a genetic counselor and preparedness 

for insurance and billing (p<0.001). Participants who had been practicing for over ten 

years were most likely to report feeling not prepared at all (n=46, 68.7%), but 

participants who had graduated less than 2 years ago reported feeling not very 

prepared most often (n=29, 50.0%) 
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Table 10: Years of Practice as a Genetic Counselor and Graduate 
School Training 

 

How many years total have 
you been a practicing 
clinical genetic counselor? 

Did your genetic counseling Master’s 
program provide any training specifically 
about billing or insurance? 

Yes No 

n % n % 

< 2 
2-5 
5-10 
Over 10 

57 
51 
19 
16 

98.3 
79.7 
55.9 
23.9 

1 
13 
15 
51 

1.7 
20.3 
44.1 
76.1 

p<0.001 

 

 

 Figure 5 depicts the percent of participants who received training based on the 
years of practice of the participant. 
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Table 11: Years of Practice as a Genetic Counselor and Preparedness 
for Insurance and Billing 

 

How many years total 
have you been a 
practicing clinical 
genetic counselor? 

When you first started practicing as a genetic 
counselor, how prepared did you feel for 
managing the processes of insurance and 
billing? 

Not prepared at 
all 

Not very 
prepared 

Neutral and 
greater 

n % n % n % 

Under 2 
2-5 
5-10 
Over 10 

10 
25 
16 
46 

17.2 
39.1 
45.7 
68.7 

29 
24 
12 
4 

50.0 
37.5 
34.3 

6.0 

19 
15 
7 

17 

32.8 
23.4 
20.0 
25.4 

p<0.001 

 

3.6 Competencies and Professional Practices 

We compared participants’ reported confidence levels in the processes of 

insurance and billing with the average percent of a session spent discussing insurance 

to evaluate if there was an association between these answers (Table 12). The results 

demonstrated that there was no statistically significant difference in the amount of a 

session spent discussing insurance based on how confident the participant felt in this 

area (p=0.7).  
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Table 12: Confidence in Insurance and Billing and Percent of Session 
Discussing Insurance 

 

Currently, how confident 
overall do you feel with the 
processes of insurance and 
billing? 

On average, what percent of each session 
do you spend discussing billing or 
insurance? 

1-9 10-19 20 or higher 

n % n % n %  

Not confident at all or not very 
confident 

Neutral 
Somewhat confident 
Extremely confident 

7 
 

12 
32 
5 

31.8 
 

24.5 
26.4 
17.9 

8 
 

28 
64 
17 

36.4 
 

57.1 
52.9 
60.7 

7 
 

9 
25 
6 

31.8 
 

18.4 
20.7 
21.4 

p=0.7 

 

We determined if a difference existed in the amount of time spent discussing 

insurance based on whether or not the respondent reported understanding the 

difference between a PPO and an HMO (Table 13). The results found no observed 

difference in the reported percent of each session spent discussing insurance and the 

answers given for this question (p=0.9). 

 

Table 13: Knowledge of Insurance Types and Percent of Session 
Discussing Insurance 

 

In your own words, what is 
the difference between a 
PPO and an HMO? 

On average, what percent of each session do 
you spend discussing billing or insurance? 

1-9 10-19 20 or greater 

n % n % n % 

I don’t know/Not sure 
Other 

12 
36 

24.0 
25.0 

26 
78 

52.0 
54.2 

12 
30 

24.0 
20.8 

p=0.9 

 

3.7 Professional Practices and Clinical Decision Making 
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We examined whether there was an observed association between the percent 

of each session spent discussing insurance or billing and the three following variables: 

clinical subspecialty, average percent of new patients, and total years of practice (Table 

14). This comparison showed that there was no significant difference in time spent 

discussing insurance between genetic counselors who identified with only one of the 

three most common subspecialties (prenatal, cancer, and pediatrics) and genetic 

counselors who worked in more than one subspecialty (p=0.7), and there was also no 

significant observed difference based on the total years of experience of the respondent 

(p=0.3). There was, however, a statistically significant difference in the percent of each 

session spent discussing insurance based on the percent of new patients the 

respondent reported seeing (p=0.05), with the participants who had a lower percentage 

of new patients (<80%) reporting spending a greater percentage of each session 

discussion insurance. 
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Table 14: Percent of Session Discussing Insurance by Clinical Specialty, Percent 
New Patients, and Years of Practice 

 On average, what percent of each 
session do you spend discussing 
billing or insurance? 

 

1-9 10-19 
20 or 
higher 

n % n % n 
% 

As a clinical 
genetic counselor, 
what specialty (or 
specialties) of 
genetic 
counseling are 
you currently 
practicing? 

Prenatal, 
cancer, or 
pediatric 

More than one 
specialty 

36 
 

12 

25.4 
 

20.3 

77 
 

34 

54.2 
 

57.6 

29 
 

13 

20.4 

22.0 
p=0.7 

On average, what 
percentage of 
your patients are 
new patients? 

<80 
80-89 
90-100 

12 
8 

35 

15.4 
30.8 
29.9 

42 
13 
64 

53.8 
50.0 
54.7 

24 
5 

18 

30.8 
19.2 
15.4 

p=0.05 

How many years 
total have you 
been a practicing 
clinical genetic 
counselor? 

<2 
2-5 
5-10 
Over 10 

11 
14 
8 

23 

19.6 
21.5 
22.9 
34.3 

30 
35 
22 
33 

 

53.6 
53.8 
62.9 
49.3 

15 
16 
5 

11 

26.8 
24.6 
14.3 
16.4 

p=0.3 

 

We evaluated responses to see if there was an association between the type of 

billing used and the following two categories: years of practice as a clinical genetic 

counselor and the amount of time spent outside of a session managing insurance and 

billing (Table 15). These results showed that there was no statistically significant trend 

based on the respondents’ years of practice for whether respondents used institutional 

billing (p=0.4), but a statistically significant difference did exist for which participants 

used laboratory billing based on years of practice (p=0.04). Participants who had been 
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practicing for fewer years were more likely to use laboratory billing than those who had 

been practicing for over ten years. The results also showed that there was no observed 

difference in amount of time spent managing insurance outside of a session based on 

whether or not the respondent used laboratory billing (p=0.4); however, there was an 

observed difference based on whether or not the respondent used institutional billing 

(p=0.04). The majority of participants who reported using institutional billing reported 

spending more than five hours outside of session managing insurance or billing (n=23, 

59.0%). 

 

Table 15: Type of Billing Used by Years of Practice and Time Spent Managing 
Insurance and Billing Outside of Session 

How many years total have you 
been a practicing clinical 
genetic counselor? 

Do you use 
institutional billing? 

Do you bill through 
laboratories? 

No Yes No Yes 

n % n % n % n % 

<2 
2-5 
5-10 
Over 10 

27 
39 
32 
39 

46.6 
59.1 
71.1 
57.4 

31 
27 
13 
29 

53.4 
40.9 
28.9 
42.6 

9 
6 
4 

18 

 15.5 
9.1 

11.4 
26.9 

49 
60 
31 
49 

84.5 
90.9 
88.6 
73.1 

 p=0.4 p=0.04 

About how many hours per 
week would you say you spend 
managing insurance or billing 
(outside of a session)? 

Do you use 
institutional billing? 

Do you bill through 
laboratories? 

No Yes No Yes 

n % n % n % n % 

5 or less 
More than 5 

109 
16 

58.9 
41.0 

76 
23 

41.1 
59.0 

28 
8 

15.1 
20.5 

157 
31 

84.9 
79.5 

 p=0.04 p=0.4 
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The responses were evaluated to determine if there was an association between 

the clinical specialty of the participant and the type of billing used (Table 16). There was 

no observed difference in type of billing preferred by those participants who selected 

prenatal as one of their subspecialties (p=0.06 for institutional billing, p=0.5 for 

laboratory billing). There were observed differences in type of billing for those 

participants who selected cancer as one of their subspecialties and for those who 

selected pediatric as one of their subspecialties (p=<0.001). Of those participants who 

selected cancer as one of their specialties, a large majority reported using laboratory 

billing (n=101, 94.4%). Additionally, those participants who reported pediatric as a 

specialty were more likely to report using institutional billing (n=48, 76.2%). 

 

Table 16: Type of Billing Used by Clinical Specialty 

As a clinical genetic counselor, 
what specialty (or specialties) of 
genetic counseling are you 
currently practicing? 

Do you use 
institutional billing? 

Do you bill through 
laboratories? 

No Yes No Yes 

 n % n % n % n % 

Prenatal 
Not prenatal 

39 
87 

47.6 
60.4 

43 
57 

52.4 
39.6 

15 
22 

18.5 
15.2 

66 
123 

81.5 
84.8 

 p=0.06 p=0.5 

Cancer 
Not cancer 

81 
45 

75.7 
37.8 

26 
74 

24.3 
62.2 

6 
31 

5.6 
26.1 

101 
88 

94.4 
73.9 

 p<0.001 p<0.001 

Pediatric 
Not pediatric 

15 
107 

23.8 
69.0 

48 
48 

76.2 
31.0 

21 
15 

32.8 
9.7 

43 
139 

67.2 
90.3 

 p<0.001 p<0.001 
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We analyzed the results to determine if an association existed between the type 

of billing used and the answer to each of the three clinical scenario questions (Tables 

17-19). These results demonstrated that there was a statistically significant difference in 

decision-making based on the type of billing used in two out of the three scenarios. 

There were observed differences in response based on type of billing used to the 

microarray scenario (p=0.02, p=0.03) and the cancer panel scenario (p<0.001, 

p=0.002); however, there was no observed difference in response to the scenario 

questions in the carrier screening scenario (p=0.08, p=0.4). 

 

Table 17: Microarray Scenario Decision Making by Type of Billing Used 

 
 
 

Microarray Scenario  
 
 
 
 
 
 

 

Appeal the 
insurance 
company’s 
decision 

Contact the 
insurance 

company for more 
information about 
why the test was 

denied 

Contact the 
laboratory for 

more information 
about why the 

test was denied 

n % n % n % 

Do you use 
institutional 
billing? 

No 
Yes 

35 
39 

32.1 
49.4 

31 
23 

28.4 
29.1 

43 
17 

39.4 
21.5 
 

p=0.02 

Do you bill 
through 
laboratories? 

No 
Yes 

14 
61 

50.0 
37.9 

11 
43 

39.3 
26.7 

3 
57 

10.7 
35.4 p=0.03 
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Table 18: Carrier Screening Scenario Decision Making by Type of Billing Used 

 
 
 

Carrier Screening Scenario  
 
 
 
 
 
 

 

Appeal the 
insurance 
company’s 
decision 

Contact the 
insurance 

company for more 
information about 
why the test was 

denied 

Contact the 
laboratory for 

more information 
about why the 

test was denied 

n % n % n % 

Do you use 
institutional 
billing? 

No 
Yes 

25 
22 

25.3 
34.9 

30 
24 

30.3 
38.1 

44 
17 

44.4 
27.0 p=0.08 

Do you bill 
through 
laboratories? 

No 
Yes 

6 
41 

27.3 
29.3 

10 
44 

45.5 
31.4 

6 
55 

27.3 
39.3 p=0.4 

 

Table 19: Cancer Panel Scenario Decision Making by Type of Billing Used 

 
 
 

Cancer Panel Scenario  
 
 
 
 
 
 

 

Appeal the 
insurance 
company’s 

decision 

Contact the 
insurance 

company for more 
information about 
why the test was 

denied 

Contact the 
laboratory for 

more information 
about why the 

test was denied 

n % n % n % 

Do you use 
institutional 
billing? 

No 
Yes 

30 
31 

29.7 
42.5 

21 
27 

20.8 
37.0 

50 
15 

49.5 
20.5 
 

p<0.001 

Do you bill 
through 
laboratories? 

No 
Yes 

12 
50 

38.7 
34.7 

15 
33 

48.4 
22.9 

4 
61 

12.9 
42.4 p=0.002 
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 The results were compared to determine if there was a significant association 

between the clinical specialty of the participants and their responses to the scenario-

based questions (Tables 20-22, Figures 6-8). These results demonstrated an observed 

difference in responses to the microarray scenario based on whether or not the 

participant specialized in pediatrics (p<0.001), and an observed difference in responses 

for the cancer panel scenario based on whether or not the participant specialized in 

cancer (p<0.001). The majority of respondents who selected pediatric as a specialty 

reported that the next best step in the scenario would be to appeal the insurance 

company’s decision in the microarray scenario (n=28, 56.0%), while respondents who 

did not specialize in pediatric most often reported that the next step would be to contact 

the laboratory for more information (n=55, 41.7%). For the cancer panel scenario, the 

majority of participants who specialized in cancer reported that the next best step would 

be to contact the laboratory for more information (n=48, 57.1%), but of the participants 

who did not specialize in cancer, the most common answer was to appeal the insurance 

company’s decision (n=40, 44.0%) However, there was no observed difference in 

response to the carrier screening scenario based on whether or not the participant 

specialized in prenatal (p=0.1). 
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Table 20: Microarray Scenario Decision Making by Clinical Specialty  

As a clinical genetic 
counselor, what 
specialty (or 
specialties) of 
genetic counseling 
are you currently 
practicing? 

Microarray Scenario 

Appeal the 
insurance 
company’s 

decision 

Contact the 
insurance 

company for more 
information about 
why the test was 

denied 

Contact the 
laboratory for 

more information 
about why the 

test was denied 

n % n % n % 

Pediatric 
Not pediatric 

28 
44 

56.0 
33.3 

17 
33 

34.0 
25.0 

5 
55 

10.0 
41.7 

p<0.001 

 

 

Figure 6 depicts the participants’ responses to the microarray scenario question 
based on whether or not the participant specialized in pediatric. 
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Table 21: Carrier Screening Scenario Decision Making by Clinical 
Specialty 

 

As a clinical genetic 
counselor, what 
specialty (or 
specialties) of genetic 
counseling are you 
currently practicing? 

Carrier Screening Scenario 

Appeal the 
insurance 
company’s 

decision 

Contact the 
insurance 

company for more 
information about 
why the test was 

denied 

Contact the 
laboratory for 

more information 
about why the 

test was denied 

n % n % n % 

Prenatal 
Not prenatal 

20 
27 

26.7 
31.0 

13 
41 

17.3 
47.1 

42 
19 

56.0 
21.8 

p=0.1 

 

 

Figure 7 depicts the participants’ responses to the carrier screening scenario 
question based on whether or not the participant specialized in prenatal. 
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Table 22: Cancer Panel Scenario Decision Making by Clinical Specialty  

As a clinical genetic 
counselor, what 
specialty (or 
specialties) of 
genetic counseling 
are you currently 
practicing? 

Cancer Panel Scenario 

Appeal the 
insurance 
company’s 

decision 

Contact the 
insurance 

company for more 
information about 
why the test was 

denied 

Contact the 
laboratory for 

more information 
about why the 

test was denied 

n % n % n % 

Cancer 
Not cancer 

22 
40 

26.2 
44.0 

14 
34 

16.7 
37.4 

48 
17 

57.1 
18.7 

p<0.001 

 

 

Figure 8 depicts the participants’ responses to the cancer panel scenario 
question based on whether or not the participant specialized in cancer. 
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We evaluated the answers to all clinical scenario questions to determine if there 

was an association across the responses to each question (Tables 23-25). For 

example, if a respondent answered that they would appeal the insurance company’s 

decision in the microarray scenario, were they likely to select the same answer for the 

other scenarios as well. Respondents were most likely to choose the same answer 

choice across all scenarios (p<0.001). 

 

Table 23: Decision Making Across Microarray Scenario and Carrier 
Screening Scenario 

 

Microarray 
Scenario 

Carrier Screening Scenario 

Appeal the 
insurance 
company’s 
decision 

Contact the 
insurance 

company for more 
information about 
why the test was 

denied 

Contact the 
laboratory for 

more information 
about why the test 

was denied 

n % n % n % 

Appeal the 
insurance 
company’s 
decision 

41 70.7 12 20.7 
 

5 8.6 

p<0.001 

Contact the 
insurance 
company for 
more information 
about why the 
test was denied 

2 4.2 41 85.4 5 10.4 

Contact the 
laboratory for 
more information 
about why the 
test was denied 

2 3.8 1 1.9 49 94.2 
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Table 24: Decision Making Across Microarray Scenario and Cancer 
Panel Scenario 

 

Microarray 
Scenario 

Cancer Panel Scenario 

Appeal the 
insurance 
company’s 
decision 

Contact the 
insurance 

company for more 
information about 
why the test was 

denied 

Contact the 
laboratory for 

more information 
about why the test 

was denied 

n % n % n % 

Appeal the 
insurance 
company’s 
decision 

57 87.7 2 3.1 6 9.2 

p<0.001 

Contact the 
insurance 
company for 
more information 
about why the 
test was denied 

2 4.3 41 89.1 3 6.5 

Contact the 
laboratory for 
more information 
about why the 
test was denied 

2 3.5 2 3.5 53 93.0 
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Table 25: Decision Making Across Carrier Screening Scenario and 
Cancer Panel Scenario 

 

Carrier Screening 
Scenario 

Cancer Panel Scenario 

Appeal the 
insurance 
company’s 
decision 

Contact the 
insurance company 

for more 
information about 
why the test was 

denied 

Contact the 
laboratory for 

more information 
about why the test 

was denied 

n % n % n % 

Appeal the 
insurance 
company’s 
decision 

38 88.4 1 2.3 4 9.3 

p<0.001 

Contact the 
insurance 
company for 
more information 
about why the 
test was denied 

10 20.0 38 76.0 2 4.0 

Contact the 
laboratory for 
more information 
about why the 
test was denied 

2 3.3 4 6.7 54 90.0 
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IV. DISCUSSION 

 

Healthcare providers’ decision making and interactions with health insurance 

undoubtedly have an effect on patient outcomes and quality of care. Numerous studies 

have demonstrated the importance of cost when considering potential barriers to care in 

all areas of healthcare, including medical genetics. In the field of clinical genetics, it is 

often the responsibility of a genetic counselor to coordinate billing and health insurance 

coverage. There are limited studies available which analyze trends in insurance 

coverage of genetic testing, and few that evaluate the interactions of genetic counselors 

with health insurance. The purpose of this study was to understand trends in genetic 

counselors’ interactions with health insurance and billing. Specifically, this study aimed 

to investigate whether or not there are any observable trends in genetic counselors’ 

billing and insurance decision making based on demographic or professional 

characteristics. Additionally, this study aimed to understand how effective the current 

methods of training of genetic counselors in insurance and billing are. 

  

4.1 Success of Training of Genetic Counselors 

The results of the study demonstrated a low level of self-reported preparedness 

of genetic counselors in insurance and billing practices when first starting clinical 

practice. Only three participants reported feeling extremely prepared to deal with the 

processes of insurance and billing when they first started working as a clinical genetic 

counselor, and in fact the majority of respondents identified as being not prepared at all. 

However, when asked about their current confidence level in this area, most genetic 



64 
 

counselors reported feeling somewhat confident, with only eight answering that they 

have no confidence at all. 

When compared based on years of practice, genetic counselors who had been 

practicing for fewer years were more likely to feel prepared to deal with insurance and 

billing when first starting practice than genetic counselors who had started practicing 

more than ten years ago. This is possibly an indication that training in this area has 

improved over time. Indeed, the results indicate that training has at least increased over 

time, with genetic counselors who graduated more than ten years ago being less likely 

to have received graduate school training in this area. Additionally, only one respondent 

who had been practicing for less than two years had not received any graduate school 

training in this area (Of note, this respondent reported attending the University of 

Minnesota for their graduate school training, and other respondents who attended the 

same school reported having received training in insurance and billing, so this result 

may be inaccurate). These combined results suggest that training in graduate school 

has both increased and improved. However, the fact that most genetic counselors 

across all years of experience felt a low level of preparedness at the beginning of their 

career is still significant when considering the success of the current training. 

Given that most genetic counselors reported feeling somewhat confident in billing 

and insurance practices, compared to feeling unprepared at the beginning of their 

career, it is important to understand what it is that has improved their skills. 

Interestingly, most genetic counselors reported not having received any formal training 

in this area from an employer. Only eleven respondents received at least one session of 

formal training from an employer, and of those, only one had been offered routine 
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training. The majority reported receiving no training from an employer whatsoever. This 

indicates that most practicing genetic counselors are semi-successfully self-taught in 

the area of insurance, given that confidence improves with years of practice but training 

has not been consistently offered by workplaces. Hopefully, this result speaks to the fact 

that if a graduate program does not educate specifically about a subject, it instead may 

be preparing students to self-teach by thinking critically. However, this particular 

analysis does not take into consideration the proficiency in insurance and billing 

practices of the respondents, and increased confidence does not necessarily mean 

increased competency. This is especially significant considering that 50 of the 

respondents (26%) reported not having an understanding of the difference between a 

PPO and an HMO. 

As far as desired training in the area of billing and insurance, there was no single 

definitive answer as to what would be the best way to train genetic counselors. The 

highest proportion of respondents to the survey believed that training through an 

employer would be the most effective method of training; however, receiving training 

was not the only indicator of preparedness and the type of training received was also 

significant. The results of this study do indicate that training in this area is both desired 

and effective, and perhaps the varied answers for what the best way to execute the 

training indicates that training from both graduate schools and employers is necessary 

for optimal results. Many free-response answers included suggestions to have multiple 

modalities of training. One respondent wrote: “Need both baseline lecture and 

experience in clinic. However, billing varies state to state and institution to institution so 

you cannot teach everything in graduate school. Some must be learned on the job.” 
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This sentiment was expressed by multiple respondents. However, a few respondents 

also expressed that training would not be successful, including one participant who 

wrote: “No training prepares you for the amount we have to deal with it on the job so I 

would say just having to do it is the best training.” Nevertheless, the majority of 

respondents did agree that training in this area would be useful, and the results of the 

study indicate that it those counselors who received training felt more prepared and 

more confident. 

  

4.1.1 Competency and Professional Practices 

Beyond preparedness and confidence, it is important to consider genetic 

counselors’ competency in this area. When asked to explain the difference between an 

HMO and a PPO, 50 participants (26% of those who answered the question) in the 

study gave an answer along the lines of “I don’t know.” Additionally, there was no 

observed difference in the amount of time spent in a session based on whether or not 

the participant responded with an “I don’t know” answer or not. This finding is significant 

given that genetic counselors who are not confident in their knowledge of insurance are 

still expected to spend 14% of each session on average discussing insurance. Although 

the topics discussed in these genetic counseling sessions may or may not have 

anything to do with the difference between HMO and PPO, it is possible that this is still 

indicative of what kind of information is being received by patients. It is also important to 

note that for this analysis, any answer other than “I don’t know” was not evaluated for 

accuracy (due to extreme variation in responses, see Appendix J), so it is not safe to 

assume that any respondent understood the difference between an HMO and a PPO. 
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4.2 Genetic Counselors and Professional Experiences with Insurance and Billing 

This study found that the majority of genetic counselors spend between one and 

five hours per week managing insurance and billing outside of a session, and that on 

average about 14% of each session is spent discussing insurance across all specialties. 

This result is consistent with a previous study which found that about 12% of the 

average session is spent discussing insurance (Brown 2016). Given this significant 

amount of time devoted to discussing and managing insurance and billing, it is 

important to consider what factors influence the amount of a session devoted to this 

topic. Analysis of our results demonstrated that there was no observed difference based 

on whether the respondent had more than one subspecialty or based on how many 

years the respondent had been practicing. However, there was an observed difference 

based on the percent of new patients the participant reported seeing (p=0.05). 

Surprisingly, the results demonstrated that genetic counselors who see more than 90% 

new patients spend a smaller percent of each session discussing insurance. This result 

may be due to patient preferences rather than the characteristics of the genetic 

counselors themselves, but it is important to consider this difference when thinking 

about professional issues in genetic counseling. It is possible that genetic counselors 

who see more return patients should be prepared to discuss insurance or billing with 

their patients more frequently or more in depth, but the basis for this is unclear.  The 

finding that genetic counselors who see more return patients appear to spend more time 

within a session discussing insurance is significant because new patients almost 

undoubtedly undergo genetic testing more frequently than return patients. The higher 

rate of testing ordered would indicate that more time should be spent discussing 
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insurance implications of testing with new patients; however, the results of the survey 

indicate that genetic counselors who see more new patients are in fact spending less 

time discussing insurance in a session. This discrepancy could be due to the fact that 

sessions with new patients may take longer from a medical standpoint than sessions 

with return patients, and there simply isn’t enough time left over to dedicate a 

substantial portion to insurance. Unfortunately, the need to discuss insurance or billing 

may be getting brushed aside due to the limited time allowed for each session. 

We also examined if the type of billing used was observably different based on 

the characteristics of the respondents. Interestingly, there was an observed difference 

based on years of practice for whether or not the respondent used laboratory billing. 

The trend in numbers suggests that those who have been working for fewer years were 

more likely to use laboratory billing. This may be an indication of a current trend in 

newer genetic counselors choosing to bill through laboratories, which is a relatively 

newer method of billing. Additionally, the comparisons demonstrated an observed 

difference in the amount of time spent managing insurance or billing outside of a 

session based on whether or not the respondent used institutional billing. The analysis 

indicated that genetic counselors who use institutional billing were more likely to spend 

more time managing insurance or billing outside of a session. This is another statistic 

that is important to consider when thinking about professional issues in genetic 

counseling. 

Results were analyzed based on clinical specialty and type of billing used in 

order to determine if any trends exist for how genetic counselors choose to coordinate 

their billing. This analysis demonstrated no observable differences based on whether or 
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not the genetic counselor identified as specializing in prenatal, but statistically significant 

differences occurred based on whether or not the genetic counselor selected cancer or 

pediatric as one of their specialties. The results suggested that if a genetic counselor 

specialized in cancer, they were more likely to use billing through laboratories.  This is 

not surprising given the recent and substantial increase in number of labs offering 

cancer-based genetic testing, along with, in some cases, aggressive offerings to 

facilitate billing directly through the lab (including in many cases a guaranteed low or no 

out of pocket cost to patients regardless of insurance coverage) in order for labs to gain 

market share. Additionally, those who chose pediatric as one of their specialties had a 

higher rate of using of institutional billing than the other two specialties. Given that the 

previous analysis demonstrated more time spent outside of a session managing 

insurance and billing for those who use institutional billing, this difference based on 

specialty is significant for the genetic counseling profession. Genetic counselors may 

need to be prepared to have a stronger proficiency in insurance and billing based on 

their clinical specialty. 

 It is also important to note how the types of billing genetic counselors use may 

affect their practice and how much time is required to spend working with health 

insurance. The results suggest that genetic counselors who use institutional billing most 

often spend over five hours per week outside of sessions managing insurance and 

billing, and typically spend more time outside of sessions dealing with insurance than 

those who do not use institutional billing. This distinction is important for genetic 

counselors to understand so time can be utilized most efficiently. However, given that 

the number of years of practice was associated with the type of billing used by the 
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respondent (with participants who have less years of experience being more likely to 

use laboratory billing), there may be a trend of genetic counselors straying away from 

institutional billing.  

 

4.3 Trends in Genetic Counselors’ Insurance and Billing Decision Making 

The study demonstrated that decision making regarding insurance differs based 

on professional and institutional characteristics. Specifically, we analyzed decision 

making based on type of billing used, clinical specialty, and response to other 

scenarios. 

For both the microarray scenario and the cancer panel scenario, there was an 

observed difference based on the type of billing used. This difference indicates that 

professional characteristics and institutional practices may have an effect on clinical 

decision making. Based on this study, it is not possible to say with certainty if there 

would be differences in outcome based on the responses to these scenarios, but it is 

probable that outcomes may differ in real clinical practice based on genetic counselors’ 

responses to insurance denials. Therefore, the type of billing used by genetic 

counselors may influence responses to denials and thus may influence clinical and 

financial outcomes for patients. If a particular response to a denial is less likely to result 

in a test being paid for, patients may not be getting genetic testing covered simply 

based on the practices of their genetic counselor. 

Responses to two of the three clinical scenario questions showed a difference 

when compared based on the clinical specialty most relevant to the scenario. For 

example, in the microarray scenario, pediatric genetic counselors chose that they would 
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appeal the insurance company’s decision rather than contact either the insurance 

company or the laboratory. However, genetic counselors who did not select pediatric as 

one of their specialties most often reported in the microarray scenario that they would 

contact the laboratory for more information about why the test was denied. Alternatively, 

for the cancer panel scenario, genetic counselors who identified as specializing in 

cancer most commonly responded that they would contact the laboratory for more 

information, while counselors who did not choose cancer as a specialty were most likely 

to appeal the insurance company’s decision. This difference is likely attributed to a 

previous finding of this study, that genetic counselors who specialize in cancer most 

often utilize billing through a laboratory. It is therefore unsurprising that most cancer 

genetic counselors would be interested in contacting the laboratory to obtain information 

about a billing or insurance issue. 

There was strong consistency in which answers were chosen across all three 

insurance denial scenarios, meaning that an individual who chose a particular answer in 

one scenario was most likely to select the same answer for all three. This is an 

unsurprising finding, and most likely indicates that habits form over time in clinical 

practice. The fact that answers don’t change based on the type of test ordered may 

simply be due to the respondents’ years of practice in one particular specialty. 

  

4.4 Limitations of the Study 

This study was limited by sample size. Certain answer choices for a number of 

questions were selected very infrequently, so the ability to use this data for analysis was 

limited. In addition, the survey asked genetic counselors to describe certain 
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characteristics, such as average percent of each session spent discussing insurance, 

that are not necessarily easily quantifiable. The study was also limited based on the fact 

that all collected data was self-reported, so it is not possible to assess the accuracy of 

the responses. 

  

4.5 Future Studies 

This study focused on insurance and billing issues from the perspective of clinical 

genetic counselors only. Future studies may explore the realm of insurance coverage 

for genetic testing from the perspective of the insurance company, the laboratory, or the 

patient to provide further insight into how genetic counselors’ practices affect clinical 

care. Studies across health insurance companies about how policies on genetic testing 

are constructed and updated would also be beneficial for understanding the complicated 

processes of insurance coverage of genetic testing. Because clinical genetics is such a 

fast-growing and changing field, knowing how these policies are updated and who is 

responsible for updating them would likely streamline the process for genetic 

counselors. 

Additional studies may also focus on the outcomes of genetic counselors’ 

responses to insurance denials, and specifically which actions result in a test being 

appropriately covered most often. While this study attempted to characterize what 

responses would be to certain scenarios, knowing which of these response(s) result in 

the best clinical outcome could not be determined by this study. 
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4.6 Conclusion 

The results of this study demonstrate that genetic counselors are often given 

responsibility to handle billing and insurance and spent a significant amount of their time 

in this area. Clinical genetic counselors should be made aware of how certain 

professional characteristics, such as how many new patients are seen what and type of 

billing is used, may affect the time they spend managing insurance. Additionally, this is 

the first study that has characterized the training offered to genetic counselors, and the 

results show the training is limited. 

The results of this study suggest that if genetic counselors are going to continue 

having responsibility with insurance and billing, increased and standardized training 

would benefit both the genetic counselors and the patients. At this time, there is not a 

standardized method of training genetic counselors in this area that is used across all 

genetic counseling schools. This survey indicates that training for genetic counselors in 

graduate school should at a minimum include exposure during clinical rotations. 

Lecture-based training in conjunction with clinical rotation training may improve 

preparedness, but lectures alone would not likely result in a well-prepared workforce. 

Additionally, training by employers could potentially increase genetic counselors’ 

confidence in this area. The majority of survey respondents indicated that they believed 

this would be the most effective training method, and the higher confidence levels of 

those who received training supports this idea. Finally, exposure for genetic counselors 

to the research proving the cost-effectiveness of genetic testing may ease some of the 

frustration of unpredictable insurance denials. Giving genetic counselors this knowledge 
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with which to argue in favor of genetic testing may help to increase the success of 

insurance appeals. 

In addition to increased training of genetic counselors, the results of this study 

suggest that involving genetic counselors more directly in the insurance industry would 

likely benefit the field of clinical genetics. A better understanding of genetics by 

insurance companies, along with a better understanding of insurance by genetic 

counselors, could help to ease the frustration of genetic counselors with insurance and 

improve clinical outcomes. This could be accomplished most efficiently by employing 

genetic counselors within insurance companies in order to keep genetic testing policies 

up to date with standard medical management guidelines.  
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APPENDIX A: Survey 
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APPENDIX B: IRB Confirmation of Exempt Research Registration 
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APPENDIX C: Recruitment Email 

 

Dear Genetic Counselor, 

  

Lead Researcher Molly Lehman and researchers from the Genetic and Genomic 

Medicine Department at the University of California, Irvine are recruiting participants for 

a research study about genetic counselors' experiences with and understanding of 

insurance and billing for genetic testing. This study may help us to better understand 

how to improve genetic counselors' understanding of insurance and billing. 

 

You are eligible to participate in this study if you are at least 18 years of age or older 

and are a clinical genetic counselor (a genetic counselor who sees patients on a regular 

basis). 

 

The study will take place online. Your participation will last up to 15 minutes. 

 

As part of participating, you will be asked to take a brief online survey. Your responses 

will be kept completely confidential and your participation is voluntary. You may exit the 

survey at any time. 

 

If you participate, there is no anticipated direct benefit. 

 

If you are interested in participating in this study, please follow this 

link:https://www.surveymonkey.com/r/MDWLXL3. 

  

If you have any questions, please contact Molly Lehman at mklehman@uci.edu or (714) 

234-6930 or the Faculty Sponsor Professor Singh at kesingh@uci.edu 

 

Thank you very much for your time. 
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APPENDIX D: List of “Other” Responses to Question 5 “Current Practice” 

 

Categorized as 
“Both” 

“Both independently and alongside a physician, depending on which clinic” 
“Both independently and with a physician” 
“both independently and with a physician equally” 
“Both scenarios, depending on specialty” 
“Both.  Some patients I see independently, others I worked alongside a MFM or 
geneticist.” 
“For cancer I work independently, with prenatal I work with a physician” 
“I equally work independently and with a physician” 
“I work both idependently and with a physician (approx 50/50 split)” 
“I work both independently and alongside a physician.” 
“in CF clinic, I work with pulmonologists, in prenatal, I work with MFMs, and in 
cancer, I work independently” 
“Independently during some clinics, alongside a physician at others.  Mostly 
independent.” 
“Part of a multidisciplinary team” 
“Primarily independently, but work with physicians regularly” 
“See some patients independently and some with an outreach physician” 
“some of both depending on indication/insurance” 
“Some of each” 
“Some times with physician, mostly independant” 
“When in cardiology and peds with a physician, cancer independently” 

Categorized as “I 
work 
independently” 

“Attending physician is not present at counseling sessions, but signs off on 
notes” 
“I see patients independently but have supervising physicians.” 
“I work collaboratively as needed with a team of physicians but am largely 
autonomous” 
“I work independently but closely with several physicians” 
“I work with a group of physicians and also see patients independently” 
“Independent but in a hospital/clinic setting” 
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APPENDIX E: List of “Other” Responses to Question 6 “Current Institution” 

 

“1 year, inpatient unit secretary.” 
“2 years as a Molecular Technologist at a Molecular Diagnostics lab 
case management/social work, and LPN care for brain injury patients” 
“Clinical research” 
“Clinical Research Coordinator and previously as a Patient Care Assoicate” 
“Considered studying nursing or kinesiology” 
“Dark Room Tech for imaging company” 
“Data analyst, genetic counseling assistant” 
“database review” 
“Emergency Medical Technician” 
“EMS” 
“EMT” 
“EMT, healthcare clinic administration” 
“Genetic counseling assistant” 
“Genetic Counsellor Assistant” 
“Health Education” 
“Hematology/ Oncology ambulatory education/ infusion” 
“hospital volunteer” 
“I worked as a genetic counselor admin.” 
“I worked in a hospital laboratory processing specimens” 
“I worked in a medical research lab prior to graduate school.” 
“I wrote medical technology assessment reports.” 
“In India” 
“Lab technologist and clinical genetics associate” 
“Laboratory research technologist” 
“laboratroy technologists at a genetics laboratory” 
“Medical Administration” 
“Medical Assistant” 
“Medical assistant at Planned Parenthood” 
“medical receptionist” 
“Medical social worker” 
“Mental Health Technician at a children's psychiatric hospital” 
“Mental health worker” 
“More on the administrative side but I helped oversee residency programs (physicians) at a hospital” 
“Office asst in optometric practice” 
“oncology nursing” 
“phlebotomy, clerical” 
“Psychiatric Therapist” 
“pulmonary function tech, Eye Bank coordinator” 
“Reception staff in ophthalmology practice” 
“research assistant in clinic” 
“Research assistant in neurology department at a children's hospital” 
“research coordinator” 
“Research coordinator” 
“Research student at SickKids Hospital in Toronto” 
“Secretary at Hospital” 
“unit coordinator on an inpatient hospital floor” 
“Worked in an ICU” 
“Worked in Infectious Disease, Planned Parenthood, and as a social worker before becoming a genetic 
counselor” 
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APPENDIX F: List of “Other” Responses to Question 20 “Other Billing” 

 

“Direct patient billing” 
“Directly bill insurance.” 
“Genetic counseling visits are billed by the medical center, authorizations obtained internally by 
someone else; genetic testing billed by various laboratories, authorizations obtained either by the 
laboratory or our office by someone else” 
“I really don't understand these questions - are you talking about testing or counseling?” 
“I'm not sure I understand your question? I bill for the CPT code for GC 96040 for my sessions. Any 
testing is through the patient's insurance” 
“Institutional billing for office visits. Lab billing for DNA testing.” 
“It depends on the test performed. If the test can be performed by our hospital's contracted lab (Quest), 
then we bill institutionally. If the test is not performed by Quest (or we prefer another lab's version of 
that test), then we cannot send through the hospital, and the laboratory bills the patient's insurance 
directly. Re: question 18 -- when indicated, I am the one who obtains authorization - but, authorization 
is not always indicated and/or requested.” 
“Mainly institutional bill. We direct bill WES” 
“Managed care patient (Calif version of Medicaid) after LMN sent (to Managed care)...then, I educate 
patient... then separate day, patient goes on their own to outside lab contracted with managed care 
company. I don't have anything to do with that billing process.” 
“No, but I wanted to clarify that I work through different hospitals. At one hospital, there is a prior 
authorization team that get prior auth before tests ordered under institutional billing. At the other 
hospital, I either have the lab bill insurance directly or, if that's not possible and we have to proceed 
with institutional billing, I have to get the prior auth myself.” 
“occasionally I will use self-pay but rarely” 
“on occasion, i will send a sample directly to a laboratory and a patient will self pay with laboratory” 
“Patient direct billing in certain situations” 
“Patient pay” 
“patients pay an out-of pocket program fee, our lab bills their insurance, and whatever isn't covered is 
billed to/paid by our donors.” 
“Private insurance billing for GC visit” 
“self pay” (multiple) 
“Self-pay patients I feel fall under a different category, especially because sometimes I can't get 
insurance to cover and I have to go wtih a DTC test like Color or Kailos.” 
“Sometimes I order Color testing which a patient self-pay that does not go through any insurance” 
“To test out of province, Ministry of Health Prior Approval is required.” 
“We bill insurance companies for our clinical and lab services. Otherwise we have contracts with 
government agencies to provide services.” 
“We bill pt's insurance for services we provide. Labortories bill pt's insurance for services they provide.” 
“We have a grant” 
“While not an option above, I primarily utilize billing through laboratories but do occasionally use 
institutional billing. Someone else obtains authorization.” 
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APPENDIX G: List of “Other” Responses to Question 21 “Graduate School Training” 

 

Categorized as 
“No” 

“Can't remember” 
“Not when I was in training 07-09 but now this is included in training of current 
students” 
“They have since instituted insurance training but at the time of my study it was 
not included” 

Categorized as 
“Yes, lecture 
only” 

“Brief discussion” 
“One lecture” 
“One lecture about CPT codes” 
“Though it was emphasized to us that ""all states/hospitals/clinics are different"", 
and our training was essentially focused on teaching us about CPT codes and 
ICD codes” 
“We had a lecture but it was too abstract - especially as a non-American; nothing 
really clicked until I had to do it on my own.” 

Categorized as 
“Yes, clinic 
experience and 
lecture” 

“I can't remember if we had a lecture about it, but we definitely learned about it 
through clinic experience” 
“very minimal information about billing in lecture, more just basic info about what 
an HMO or PPO are, but nothing about logistics of billing” 
“Yes, clinic experience and lecture, however fairly minimal training, I learned most 
of what I know on the job” 
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APPENDIX H: List of “Other” Responses to Question 22 “Employer Training” 

 

Categorized as 
“No” 

“A past employer sent me on a university Accounting course. In this position, I 
have to do the paperwork correctly.” 

Categorized as 
“Yes, I learned 
from coworkers 
and/or 
supervisors” 

“I did learn from coworkers/supervisors, however it was never formal training” 
“I have initiated converstations with my employer about billing/insurance, multiple 
conversations to discuss billing concerns.” 
“I teach students and make them take the NSGC course on B&R, which I took 
first myself” 
“I took it upon myself to learn from co-workers” 
“So to clarify my answer - my ""employer"" has not provided any training, but I've 
seeked out information myself.” 

Categorized as 
“Yes, I had one 
session of 
formal training” 

“Once we established a procedure for our central preauth team to obtain 
authorization, we had a brief training and were provided handouts” 
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APPENDIX I: List of “Other Responses to Question 23 “Most Effective Training” 

 

Categorized as 
“All of the 
above” 

“A few lectures or clinical rotations in graduate school in order to learn the basics 
and then training through employer as many insurances are region specific.” 
“A mix of all three- it would be good to have a broad overview lecture style, some 
practice in clinical rotations, and training by the employer in insitution specific 
processes” 
“all of the above” (multiple) 
“All of the above because it frequently changes 
“Clinical rotations in graduate school are important to give you the basics, but I 
think training through the employer should be provided, especially for new genetic 
counselors since billing differs between states and institutions.” 
“Combination of all above, however, billing and insurance practices change 
depending on company and location” 
“Combination of all above. The theory of how insurance works and what the parts 
are in school, rotations are an introduction to talking to pt about $$ issues & 
maybe writing some med necessity letters.” “The employer needs to train on their 
system, everyone bills in unique ways that work for thier system/contracts.” 
“Combination of clinical rotations in grad school and training through employer (via 
other GCs or supervisor)” 
“General knowledge base established by graduate school, then institution-specific 
training through employer” 
“I think all three are equally required. Without lectures in school, we will enter our 
clinical rotations blind to the importance of that knowledge. Without experience in 
clinical rotations, we will lose the opportunity to learn the actual clinical/personal 
impact of medical billing, and how to help patients navigate decision making when 
it might come down to financial resources. And while I did not receive formal 
training through my employer, MAN that would have been nice! Because each job 
site seems to have so many nuances.” 
“I think it should be all of them.  Every institution is different, so it is good to get 
training in school and on the job.  I still refer to my lectures sometimes and greatly 
appreciated the chance to practice talking about billing in my clinical rotations.  I 
work for the same institution where I had my clinical rotations, except I am in a 
different location that is in a different state.  I was shocked at how different billing 
practices are even in the same institution.  I greatly appreciated all the training I 
had and wish I would have gotten some from my current employer rather than 
learning through mistakes (though I honestly think the reason I didn't get training 
from my employer is that most employers don't understand genetic testing and/or 
the billing processes for genetic testing.  I had to teach my facility how I bill for 
genetic counseling services using the 96040 code, so from that I think you can tell 
how well my employer understands billing in genetics…” 
“I think training in graduate school is important to learn concepts such as CPT, 
ICD10, etc. and learn basic practices such as how to write an appeal letter, but 
really state by state and institution by institution billing practices are going to differ, 
thus training on the job is also critical” 
“Lecture in grad school about the basic components of insurance (prior 
authorization, deductible, etc.), training through employer to learn how things are 
done at the system where you work” 
“Need both baseline lecture and experience in clinic.  However, billing varies state 
to state and institution to institution so you cannot teach everything in graduate 
school. Some must be learned on the job.” 

Categorized as 
“Lecture and 

“Both lecture and clinical rotations in grad school--- need knowledge of the 
processes as well as clinical experience working with insurance” 
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clinical 
rotations in 
graduate 
school” 

“Both lecture and hands on experience in rotations in grad school” 
“Didactic plus clinical experience” 
“Lecture AND clinical experience in graduate school” 
“Lecture and clinical rotations” 

Categorized as 
“Webinar/ 
continuing 
education” 

“conferences and webinars” 
“Continuing education webinar” 
“Definitely should include lectures in grad school of big picture (CMS, private 
payers, CPT coding), but needs to be ongoing through career as billing and 
insurance continues to evolve” 
“Regional webinars” 
“Webiniar after employed” 
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APPENDIX J: List of “Other” Responses to Question 33 “HMO vs. PPO” 

 

Categorized as 
“I don’t know” 

“?” 
“Darned if I know, and I think the insurance companies like us to be confused.” 
“Different insurance coverage levels?” 
“Do not know- very few patients here have hmo- but these are more likely to deny 
testing” 
“Don't jnow” 
“don't know, I don't deal with this” 
“HMOs are less likely to cover medical procedures compared to PPOs?” 
“Honestly, I don't know. Even for my own insurance coverage, I just know its a 
PPO” 
“Honestly, I have no idea.” 
“I actually am not sure.  I think it may have to do with choosing a PCP and if you 
are mandated by your policy to do so.” 
“I am not sure” 
“I do not completely understand the difference between PPO and HMO” 
“I do not know.” 
“I don't have a clue.” 
“I don't have a good answer. PPO is what most people have, HMO's tend to be 
more strict.” 
“I don't know” 
“I don't know” 
“I don't know - still have not figured this out. I know what the acronyms stand for, 
but have a terrible understanding of how they are different and what the pros/cons 
of each are.” 
“I don't know details (it's been a while since I looked into this) but I think PPO 
tends to be more expensive but better coverage than HMO.” 
“I don't know the difference.” 
“I don't know, as HMOs are not common in my state.” 
“I don't know!” 
“I don't know.  I would google it and then put into my own words.  I was going to do 
that, but I thought it would be more informative to let you know how much I don't 
know about insurance.” 
“I have no idea” 
“I have no idea, I think PPO is more private plans, broader coverage, HMO is 
more selective” 
“I have no idea, they're both health insurance companies 
“I have no idea.” 
“I honestly am not that sure. My impression is a PPO is much less limited than an 
HMO in terms of which providers are considered in-network. Outside of that, no 
idea.” 
“I honestly had to google this when the previous question asked percentage of 
patients with PPO vs HMO. I don't even think the insurance card says this (?) but 
if they do, I've never noticed and/or it's not entered into the insurance section in 
the medical record. I more often look for insurance company- BCBS, Tricare, 
UnitedHealthcare, etc.” 
“I honestly have no idea.” 
“I honestly have no idea.” 
“I honestly struggle with this difference.  PPOs seem less restrictive and more 
likely to approve requests for testing.” 
“I really don't know.” 
“No clue” 
“No clue” 
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“no clue, we don't have HMOs ever” 
“no idea” 
“No idea” 
“No idea - I just know my PPO has more options for my own insurance than the 
HMO options offered by my employer” 
“No idea.” 
“not entirely sure.....just how the insurance is set up to provide full or partial 
coverage depending if the providers are in or out of network” 
“Not really clear” 
“not really sure” 
“not sure” 
“Not sure” 
“Not sure” 
“Not sure!” 
“Not sure...I did learn this in school but can't remember.” 
“PPO organizations are private. HMO organizations are publicly funded. (I am not 
clear on this concept)” 
“Still not 100% clear on this one :)” 
“Unsure” 

Categorized as 
“Other” 

“A PPO allows flexibility in choosing a provider and test site. Some PPOs have 
high deductibles.   HMOs typically allow no flexibility in seeing a provider outside 
the specified organization, are very specific on what testing is approved (would 
need pre-authorization), but have lower co-pay or deductible costs if the service is 
covered” 
“A PPO allows individuals to see specialty providers without a referral. In other 
words, they may self refer. An HMO requires that referrals and sometimes testing 
be submitted for prior authorization through the PCP office. Occasionally, the 
HMO will approve a specialty visit, but all testing recommendations must go 
through the PCP.” 
“A PPO allows more flexibility with which providers you can go to, whereas an 
HMO requires patients to get referrals to see particular providers” 
“A ppo allows the patient to select a physician without a primary care providers 
approval, and HMO requires primary care involvement before seeing a specialist 
“A PPO has fewer point of service out of pocket costs than an HMO if the patient 
stays within the defined network of practitioners.” 
“A PPO is a ""preferred provider organization"" where health insurance has a 
network of providers that a patient can choose from.  This often means that a 
patient can see a specialist without a referral from a PCP and if they see a 
provider out of network there may be an additional cost.  HMO is a ""health 
maintenance organization,"" which also provides a network of providers that a 
patient can choose from, however no coverage may be offered if a patient sees a 
provider outside of that network.  Often, patients are required to have a referral 
from their PCP before seeing a specialist.” 
“A PPO is a private insurance that is generally associated with wider access to 
care with less hassle; and HMO is an insurance for a specific institution that is 
generally associated with more hassle” 
“A PPO is an insurance plan that allows the patient to see a specialist or do a 
procedure without prior authorization.    An HMO plan requires authorization 
through a referral by the patient's primary care provider.  (This is the most 
frustrating plan from both patient and provider perspective).” 
“A PPO is an insurance provider that does not restrict providers you can see, 
whereas an HMO requires you to see providers within a certain health network 
and more often requires referrals to specialists” 
“A PPO is less regulated and does not typically require referrals or a PCP; 
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commonly more expensive, though not always; HMO is more regulated so 
patients have less autonomy and flexibility.” 
“A PPO plan allows the patient a wide net of providers, with certain providers that 
are preferred (aka in-network), but coverage at a lower rate for out-of-network 
providers. An HMO plan only covers in-network providers and requires a patient to 
go to preferred providers.” 
“A PPO typically does not have capitated laboratories, while an HMO often does.” 
“A PPO uses preferred providers, and may not cover out of network providers as 
well. With an HMO, the patient has not out of network provider coverage (unless it 
is unavailable in network).” 
“A PPO will generally pay some portion for any provider regardless of whether 
they are in or out of network. An HMO means the patient is restricted about what 
providers the insurance will pay out to; these patients will have to pay out of 
pocket for all (or a large portion) of services that are not in-network.” 
“An HMO has a defined network of providers. Patients typically have lower costs 
by staying in-network. PPOs allow patients to have more options to go to 
contracted physicians. HMOs are more likely to require referrals and 
authorizations.” 
“An HMO insurance typically requires authorization for any specialist visits/testing 
and the insurance company is typically contracted with a smaller set of 
laboratories/providers. PPO insurances are more likely to cover services without 
an authorization, as long as the services are provided by in network 
providers/labs.” 
“An HMO is a health insurance management organization that tend to have lower 
premiums, may be the plan for a union, and tend to have smaller networks with 
lower coverage. PPOs tend to be employer-based for non-union workers and tend 
to have larger networks with higher coverage.” 
“An HMO is a plan that requires you to see doctors within a ""network"" - usually a 
lower cost, but can be more inconvenient (you have to have a PCP, and you can't 
see doctors who are ""out of network"").   A PPO tends to be more expensive (I 
think? usually?), but allows more freedom in choosing providers: referrals aren't 
always needed; reimbursement for services may be higher for in-network 
providers than for out-of-network providers” 
“An HMO is more limited in the number of providers that a patient can see; 
providers and labs must be ""in network"" for insurance coverage.” 
“An HMO typically requires referrals for evaluations and testing along with pre-
authorization.  The assessement/referrals often need to be initiated by a PCP.  A 
PPO typically doesn't require referrals but procedures and testing my still require 
pre-determination or pre-authorizations. ” 
“An HMO usually require things like referrals for specialty visits, preauthorization 
before services are rendered, and they have contracts with certain hospitals and 
labs that are considered ""in-network"".  PPOs typically do not require referrals 
and preauthorization but they can have contracts with preferred labs with different 
patient financial responsibilities if the lab is in-network vs. out-of-network.  
“Different types of insurance. With an HMO, there is a PCP, and referrals are 
needed for specialists and tests. Requires more authorizations. With a PPO, 
families do not require referrals.” 
don't need a referral vs. need a referral” 
“Have never had a great understanding of the difference, but I believe that HMOs 
tend to be cheaper but may not cover as many services, whereas a PPO may be 
more expensive but cover more services” 
“Health maintenance vs preferred provider network. The later usually offers more 
flexibility in providers” 
“HMO = health maintenance organization, need referral through PCP for 
specialties  PPO = no referral for specialties” 
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“HMO all health care providers are within one system and that system is the 
insurance (i.e. Kaiser). PPO various providers who may be affiliated with different 
systems are contracted with an insurance plan” 
“HMO generally requires referral from the primary care provider as a gate keeper 
to be able to schedule an appt with a specialist.  PPO has options which permit 
the patient to see specified specialists without referral from the primary care 
provider. ” 
“HMO has more limitations than PPO” 
“HMO has more stringent regulations about what physicians/labs are covered and 
usually have no out-of-network benefits” 
“HMO insurances often restrict the type or number of procedures that can be 
performed and usually have smaller deductibles and copays. You also need 
authorization to see specialists to make sure referral is necessary. PPO 
insurances along users to choose from number of doctors and do not require 
authorizations to see specialists. Usually have out of network benefits as well. 
Some will have higher deductibles.” 
“HMO is a group of physicians I which subscribers need to seek care from, 
specialists require referral from PCP.  PPO, often has tiered levels of benefits, in-
network (tier 1) providers are covered at higher % than out-of-network providers 
but the latter can still be seen by patient but usually not covered as well” 
“HMO is a health maintenance organization, this usually requires patients to pick a 
PCP and requires more referrals and authorizations for medical visits and 
services. PPO is a preferred provider organization and this allows patients more 
freedom for choosing providers and pursuing services within an in-network group 
of providers.” 
“HMO is a managed care health insurance which requires you to designate a PCP 
and get a referral from that PCP for any specialist you may need to see. A PPO is 
type of managed care health insurance in which you do not need a referral from a 
PCP to see a specialist.” 
“HMO is a managed health care system. They have specific labs and practices” 
“HMO is a management care process requiring physician referrals and narrower 
lab access  PPO allows for freer access to physicians and broader range of labs” 
“HMO is a plan managed by a medical group that has created contracted rates 
with certain providers, and to receive the benefits of the plan/coverage you have 
to use the contracted providers. PPO is a plan with more freedom to go to 
whatever provider you want, although some are in network with a reduced price 
and others are out of network.” 
“HMO is a smaller network of providers that you have to go to in return for less 
copays. A PPO you can go anywhere but have higher copays” 
“HMO is an insurance company and a hospital system; if you have “HMO 
insurance you have to use your plan's hospital system. With a PPO, you have the 
ability to be seen in your network (or out of your network, likely at a higher cost to 
you) - often your 'in-network' providers are going to be through more than one 
institution, unlike with an HMO.” 
“HMO is an insurance where you typically need authorization for any study, appt, 
etc out of the indicated locations for testing or for any specialty image, appt. PPO 
is an insurance that allows for in and out of network testing at different costs” 
“HMO is an internal network of providers, PPO is a larger network of approved 
providers” 
“HMO is in network and PPO is out of network” 
“HMO is like Kaiser, a managed care model where all services are provided be the 
same large hospital organizations and you don't really have 'out of network 
coverage'. A PPO is when an insurance contracts with providers to be in network 
and pays a certain rate, and then other providers are 'out of network' where the 
patient pays a higher rate but still has coverage. Also with PPO you usually don't 
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need referrals and have more choices.” 
“HMO is managed care, where the patient is generally capitated through the 
medical group and the medical group/PCP determines if something will be 
covered.  A PPO has broad rules and services are covered at a certain 
percentage and there may be in or out of network differences. 
“HMO is more restrictive, has a defined network of doctors where your PCP acts a 
a gatekeeper to all speciality services.   PPO does not require a central physician 
or referrals (for most things) but has a preferred Dr network any pt can see at any 
time that provides large discounted price. Seeing a Dr outside of the network is 
not encouraged but is still covered. 
“HMO is restricted as to where testing can be sent 
“HMO plans are much more stringent about their networks - many people have to 
stay in network if they want any coverage, and require referrals to specialists. 
However premiums tend to be lower. PPO plans allow you more flexibility and you 
can oftentimes see what doctors you want, however premiums tend to be higher. 
“HMO requires a referral from a primary care doctor while PPO does not 
“Hmo requires referrala and more pre auth while ppo allows pts to choose where 
they will be seen but may have higher copays depending on where they are seen 
“HMO requires you to receive a referral from your primary physician and go within 
a network of approved providers. PPO allows the patient to go to specialists 
without a referral and will even cover some out of network providers at a 
percentage. 
“HMO you need a PCP and referral and need to stay in network, while PPO you 
do not need a referral or stay in network (it's just more $$ if you go out of network). 
PPO plans tend to be more expensive. 
“HMO- must have a PCP, referrals from PCP, must be within a certain network for 
coverage, lower cost  PPO- do not necessarily need a PCP, no referral from PCP 
required, no certain networks you must stay in, often has a higher cost 
“HMO--coverage if seeing in-network providers  PPO--can have coverage with out 
of network providers but may be at a lower rate 
“HMO-often is restricted for services and many times need a PCP referral, PPO-
less restriction. 
“HMO: Patients must see in-network providers (typically smaller list), and prior 
authorization may be required for genetic testing although coverage still may be 
variable  PPO: More freedom in seeing greater number of providers, authorization 
for testing is not often required, coverage may be variable 
“HMO's are more restrictive in terms of only offering coverage if you see the 
doctor that in their network; they don't cover out of network services. PPO's are 
more expansive. 
“HMOs are health insurance networks in which you can only received medical 
services within that network. If you need a medical service with a specialty outside 
of that network, you will need a referral from your provider for that service. PPO 
plans are ones in which patient do not need referrals from their primary care to 
see specialists. 
“HMOs are typically lower cost plans with more restrictions as to networks and 
available providers. Most require a pre-selected PCP who must refer out to other 
subspecialists. PPO plans are typically more expensive but allow more flexibility 
and do not require referrals. 
“HMOs have strict guidelines on where a patient can be seen for medical care, 
and on what is/is not covered under their plan. 
“HMOs require a referral (or permission) from the insurance company which often 
must be obtained by the PCP's office for most procedures. PPOs do not require 
these referrals. HMOs are also more limiting with the providers that can be used. 
“HMOs require referrals from a PCP to specialist, but often have higher coverage 
and lower copay. PPO gives more freedom to use any provider, but with lower 
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costs for in-network providers. ” 
“HMOs usually require referrals from PCP in order for patient to see a specialist 
and may have a smaller list of in network providers.   PPOs usually don't require 
specialist referrals and have larger provider networks.” 
“I think a patient with an HMO needs referrals to see a specialist whereas those 
with a PPO do not.” 
“If you have a PPO, you can chose which providers you would like to go to.  With 
an HMO, you are limited to where your current providers refer you.” 
“Importantly PPO higher copay generally no auth required some OOP cost  HMO 
get an auth and either fully covered or not” 
“In a PPO you can see any provider, in or out of network, without a referral. In an 
HMO, your PCP manages your care and a referral from them is needed for 
specialty care.” 
“In an HMO, you have a PCP who coordinates all care, and in a PPO, you have 
more flexibility in providers you can see.” 
“Individual versus group” 
“Individuals with a PPO plans are able to choose the providers while “individuals 
with an HMO are only covered by in-network providers. If they choose an out-of-
network provider they are responsible for the costs.” 
“Most people have HMOs.  Insurance that covers services with providers that are 
in network.  PPOs let you pick.” 
“Not all states have this. PPO relies on a preferred network of providers. HMO 
relies on a closed network of survivors.” 
“PPO - no referral from PCP necessary, larger choices in providers: HMO - 
referral from PCP required, less choice in providers” 
“PPO - patient can choose any doctor for health care - but may pay a higher co-
pay for certain doctors - if the provider is not under their preferred list.  HMO - 
patient needs a primary care doctor - who then needs to make referrals to 
specialists if they deem it appropriate. Care from a specialist will not be covered 
with out the appropriate referral.” 
“PPO (preferred provider organization) allows more flexibility for patient to choose 
healthcare providers for coverage (less restrictions) whereas an HMO (health 
maintenance organization) typically has a strict list of providers that a patient can 
use in order to have services covered at maximum.” 
“PPO (preferred provider organization), which usually allows patients more 
freedom in choosing which specialty providers they go to, while an HMO (health 
maintenance organization) usually requires patients to obtain referrals from their 
primary care provider before making appointments/arranging care” 
“PPO = commercial insurance, no referral required, thought pre-determination of 
benefits may be needed/preferred, patient has deductible that needs to be met, 
patient usually has some responsibility to the cost of testing (e.g. 80/20 split, etc).  
HMO = commercial insurance usually, although in our state, the ""medicaid"" 
plans have all been transitioned to ""managed HMO"" plans... anyway... HMO 
essentially, on the practical level, means that referral/preauthorization testing is 
required (sometimes there may be exclusions) before pursuing testing (sometimes 
there is a grace period depending on the plan), patient typically has co-pay for 
service, but if testing is covered/preauthorized there is typically no other OOP for 
the patient.” 
“PPO = higher deductible/out of pocket, lower upfront costs or premiums; option of 
HSA  HMO = lower deductible/out of pocket, lower upfront cost/premium, option of 
FSA” 
“ppo allows for consultations without requiring a referral from a PCP. HMO needs 
a referral from PCP before they can see a specialist unless otherwise noted in the 
plan (e.g. some HMO's allow an OB/GYN visit without PCP referral)” 
“PPO allows individuals to choose providers outside network, HMO doesn't” 
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“PPO allows more flexibility in choosing providers” 
“PPO allows patient choice for what services and where she is seen  “HMO all 
services need authorizations” 
“PPO allows the patient to self direct care more where as an HMO relies more 
heavily on a PCP to direct care. My perception is that “PPOs costs more but 
provide a patient with more options where as an HMO costs less but has less 
options.” 
“Ppo can see specialist without prio with. HMO can only b seen at assigned place 
“PPO costs less to the patient but has higher charges for using services. HMO 
tends to cost the patient more to have and tends to have a deductible, but 
provides more flexibility and usually better coverage.”  
“PPO does not require a PCP, where as HMO requires a PCP and typically 
requires prior authorization for genetic tests” 
“PPO does not require a referral from a physician and an HMO does” 
“PPO does not require prior authorizations and has variable costs (dedcutable/co-
insurance) and HMOs are managed care plans with more predictable costs but 
prior approvals are needed for almost everything” 
“PPO doesnt require authorization from the primary care provider” 
“PPO gives a patient more choice of providers than HMO, which may help in 
genetics, where we specialize in the unusual.” 
“ppo gives more freedom, but still reimburses better when you're within network  
HMO needs referral for everything” 
“PPO gives patients more choices about where to get care, HMO covers providers 
and services in their organization and may not pay for outside care.” ” 
“PPO has a wider range of networks and HMO typically has a limited network and 
usually requires that care/auths get managed through a PCP. 
“PPO has more flexibility, HMO is stricter with contracted providers and who can 
order testing.” 
“PPO has more options for out of network  HMO are screwed into a network and 
have no ability of contract outside without paying for services.” 
“PPO has more patient and physician choice  HMO the insurance company is 
more directive” 
“PPO has OOP expense but more freedom to choose providers; HMO usually 
small copay, no deductible, but limited options” 
“PPO have more choice/don't always need a referral; HMO need to worry more 
about in network and referrals.” 
“PPO insurance can go to any provider and HMO insurance has to go to a 
contracted provider” 
“PPO insurances all the patient to pick from pool of providers, and in many cases 
allow for self referral.  HMO insurance require referral and have a more limited 
selection of providers. ” 
“PPO is a preferred provider network where certain providers have contracted 
rates with an institution for billing, but the patient can see any provider, the cost 
might be higher and HMO is where only certain providers all allow to bill or 
coverage is denied.” 
“PPO is a preferred provider network, is ""portable"" in that the patient can choose 
from a variety of providers, and often do not need a referral. An HMO is a health 
maintenance organization, and is often a closed system which requires patients to 
stay strictly with doctors in a smaller network. Also, costs are often managed more 
tightly in an HMO. ” 
“PPO is a preferred provider organization - patients can see any provider they 
choose, in general they do not need referrals for specialty care, but coverage is 
generally better if they use a provider on the insurance companies list of preferred 
choices  HMO is a a health management organization, it is much more formal 
typically a referral from a patients primary provider is required in order to see 
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specialists, generally the pt must see someone in the HMO but exceptions can be 
made with appropriate review in advance”  
“PPO is a preferred provider organization whereby some providers of services are 
contracted by an insurance company to provide care for a more tightly negotiated 
j(i.e.)) lower rate than providers outside this preferred network.  It is generally less 
expensive for the patient to seek services within network than out of network, 
though they have the option of doing either.  HMO is a more stringent 
""gatekeeper"" type of service provision whereby services are provided only by 
specific providers contracted by the HMO and there is typically no out of network 
option except in emergency situations.  “Usually the PCP must refer a patient to 
see other providers.  HMO operates on a system of capitation. 
“PPO is a private health insurance company; HMO is a government subsidized 
insurance plan” 
“PPO is a private insurance plan that allows for a patient to go to a provider 
without a referral, while HMO requires a referral. ” 
“PPO is a private insurance.  HMO is a state managed plan” 
“PPO is a private insurance. HMO is a health maintenance organization, still can 
be private, but usually requires referrals and pre-authorization” 
“PPO is a provider network that a patient must use to get the lowest prices, they 
can go out of that community, but costs would be increased.  An HMO is a 
community of services a patient must use to get the lowest prices and services are 
not paid outside of that community. ” 
“PPO is a type of insurance that has a pre-approved list of providers (general and 
specialty) that the patient may choose to see without referral from a primary care 
team  HMO is a type of insurance that requires all specialty referrals be 
coordinated by a primary care provider” 
“PPO is more expensive insurance for the patient presumably with less limitations 
on access for the patient with regards to services (doctors and tests/procedures).  
BUT often you still need to get pre-auth for genetic testing anyway.  HMO is more 
basic coverage, always needs pre-auth for genetic testing (though maybe not for 
basic chromosomes). ” 
“PPO is private, HMO is managed medicaid” 
“ppo is private.  hmo managed care” 
“PPO is usually more flexible with specialists care, HMO requires a primary 
provider to more closely manage referrals. ” 
“PPO is when a patient can self-refer to specific physicians contracted in that plan, 
but there is the option to go elsewhere, the patient will probably have to pay a 
higher percentage to see that healthcare provider.  HMO is when a patient can 
only see very specific healthcare providers contracted with the insurance and they 
have little flexibility to switch providers. They usually need a referral so cannot 
self-refer. ” 
“PPO more coverage for OO network  HMO must be guided through  HCP” 
“PPO offers more flexibility - patient can see whoever they prefer, no referrals are 
needed.  HMO patients must have PCP and need referrals. ” 
“PPO plan has both in-network and out-of network benefits, with greater coverage 
for in-network providers.  HMO plan does not have out-of-network benefits and 
typically requires referrals and authorizations to be carried out by a PCP. ” 
“PPO plans allow you flexibility of seeing different providers within network. They 
will also oftentimes cover out of network costs but to a lesser extent than in 
network. HMO requires you to stay within network and more often have referrals 
placed to see specialists outside of the PCP. ” 
“PPO plans allow you to see more healthcare providers that may or may not be 
""in-network"" and you don't always need a referral. HMO plans are more strict 
about you seeing an ""in-network"" provider and you usually need a primary care 
provider to make referrals to other specialists. ” 
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“PPO plans often are higher cost plans but allow patients to have more say in 
which providers they see and often do not require referrals for their specialists.  
HMO plans are often lower cost plans but have tighter restrictions in providers and 
services they cover and may not have coverage for ""out of network"" providers.” 
“PPO refers to the ability to choose your provider/facility of care while being 
covered under an umbrella insurance company. HMO insurance is typically more 
structured and has more limitations on where and from whom an individual can 
receive covered care. ” 
“PPO wider network of providers  HMO providers under one umbrella” 
“PPO you pick your provider  HMO you have a primary and need referrals” 
“PPO- preferred provider organization- must see a provider on a list. HMO- can 
see any provider. ” 
“PPO-allows you to go to any provider, but some are in network (with better 
coverage) and others are out of network (worse coverage)    “HMO-limited to 
specific providers that are in network and often coordinated by your primary care 
provider” 
“PPO: does not require insurance auth to see providers, typically larger 
deductible, more flexible and greater coverage.   HMO: access to specific 
providers within network, more restrictions for coverage” 
“PPO: Network of providers/hospitals patient can choose providing more flexibility 
and seeing those out of network.  HMO:  Restricts to members to own network.” 
“PPO: patient ususally can choose their own providers within a defined network  
HMO: patient usually needs referrals for specialists from a primary care physician” 
“PPO: private plan,better coverage, more expensive  HMO: private plan with more 
rules and restrictions, less expensive to patient” 
“PPO= allows you to see any in-network doctor on your own, typically has more 
out-of-network coverage  HMO= need referrals to see a specialist, need to do 
testing with in-network lab” 
“PPO= greater network of providers? May not need referral? May not need pre-
auth?  HMO= can only go to in-network providers? will need referral? Usually 
need pre-auth?” 
“PPOs allow for broader coverage and give patients more options in choosing out 
of network providers if needed.  HMOs have stricter rules regarding coverage” 
“PPOs are typically more expensive but allow for more flexibility such as seeing a 
specialist without a referral from a PCP and the ability to see an out-of-network 
provider. HMOs tend to be cheaper but have more restrictions.” 
“PPOs do not require referrals while HMOs do. PPO plans tend to have more 
freedom in labs and providers used.” 
“Preferred Provider's are doctoers or labs who have contractual arrangements 
with the insurance, patients can choose other physisicans, HMO tend to be MD's 
employed by the insurer and you can only use those doctors unless specifically 
referred with approval outside of theat group.” 
“Something about limiting networks of providers that patients can see without 
copay.  Otherwise, I don't know.” 
“Something about provider networks” 
“There isn't really a huge difference - sometimes HMOs require referrals to a 
specialist and PPOs do not, but that seems to have changed over the years” 
“This isn't a big distinction in my area but I think a PPO lets you go to most any 
provider but some are covered at a better level, where a HMO limits the number of 
providers you can see (unless you want to pay out of pocket for non-covered 
services)” 
“We have to do prior authorizations for HMOs -- beyond that, it's pretty confusing 
to me.” 
“Whether you pay out of pocket mostly or whether you need authorization first” 
“With a PPO plan you have in network and out of network physicians.”  
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“You can see either, but it might cost more to go out of network. With an HMO 
plan you have to stay in network, and have to have a referral to all specialties.” 
“With an HMO all of your care is coordinated through a primary care physician. A 
PPO is more flexible where you can see any health care provider without a 
referral.” 
“With an HMO you need a PCP who then coordinates all care and referrals and all 
must be in-network while PPO allows you to choose your own provider without a 
formal referral from a PCP” 
“With HMO your network PCP refers you for all of your care and with PPO you can 
choose in-network providers and don't need a referral for everything” 

 




