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“Hi everybody.  Love being with you in our new virtual 
world.   Mask on, smiling underneath, staying safe while 

we all stay connected. Perfect!”

Make up on, hair done, business.

Vs.  no make up, workout sweats…LOL

New definition of ‘business casual’

Most common phrases from 2020: “Can you hear me?” and 

the favorite, as we talk up a storm:  “You are still on mute.” LOL
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LET’S CATCH UP ON THE BIG PICTURE ISSUES FIRST

UNINSURED:  37% OF 35-44YR LOST HEALTH INSURANCE IN 2020/COVID.  TOTAL UNINSURED ROSE FROM 2017: 27.5M TO 30M IN 2019 
TO APPROX. 40M AT THE END OF 2020. 

EXECUTIVE ORDER TO RE-OPEN THE FEDERAL EXCHANGES TO ALLOW FOR SPECIAL ENROLLMENT. FEB 15– MAY 15, 2021.  ENCOURAGES 
STATE-RAN EXCHANGES TO DO THE SAME. ESTIMATES SHOW THAT ESTIMATED 14M MAY HAVE LOST THEIR COVERAGE DURING COVID-
GREATEST LOSS EVER RECORDED.  (EXTENDED THRU END OF MAY. 3-21 WITH NEW FEDERAL POVERTY LEVELS/PREMIUM ASSISTANCE)

UNCOMPENSATED CARE:  $660B SINCE 2000.   2017  $38.4B    2018 $41.3B    2019 $41.6B &   2020???         HOSPITALS LOST $20B 
WITH THE PAUSE IN ELECTIVE SURGERIES IN 2020.

MEDIAN HOSPITAL OPERATING MARGINS DROPPED 55% IN 2020 VS 2019. (KAUFMAN HALL)    MI HOSPITALS DELAYING ELECTIVE 
SURGERIES AGAIN DUE TO SURGE IN CASES.  4-8-21

RURAL HOSPITAL CLOSURES:  2005  9; 2011  50;  2015 106; 2019  159

2020   172 as of 8-14-20.(Kaiser Health)  Many were in trouble prior to COVID.  Hot spots in the south.  New: For profit 
new owners    1-4 Rural Hospital are vulnerable to closure  (2-21)

OFFICE OF CIVIL RIGHTS: TWO RAPID/RECENT RULINGS REGARDING ‘RIGHT OF ACCESS.” PTS REQUESTED THEIR RECORDS, TOOK THE 
FACILITIES APPROX. 5 MONTHS TO REPLY.   (3-17-21  17TH OCR FINDINGS –WITH RIGHT OF ACCESS WHEN PTS REQUEST INFO.)

TRANSPARENCY IS LIVE!  YES, IT COULD NOT BE DELAYED UNTIL APRIL –HAD TO GO LIVE ON 1-1-21.  REALLY!!  HAVE YOU TESTED IT 
YOURSELF?  HAVE YOU BEEN THE PATIENT?  (PS CMS HAS STATED THEY  ARE RANDOMLY LOOKING AT HOSPITAL WEBPAGES. MANY ARE 
NON-COMPLIANT. 1/21.  “REPORT: LARGE SAMPLING/1000 HOSPITALS REVEALS 30% OF HOSPITALS HAVEN’T COMPLIED WITH ANY 
ASPECT OF THE NEW PRICE TRANSPARENCY REQUIREMENTS/GUIDEHOUSE 2-12-21/HFMA NEWSLETTER)
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IDAHO’S RURAL COMMUNITY HOSPITALS
8 OF 27 HOSPITALS ARE FINANCIALLY VIABLE, PER IHA, 20182021 4



COVID-19 QUICK HIGHLIGHTS

• PUBLIC HEALTH EMERGENCY EXTENDED THRU 2ND Q 
2021/THRU APRIL 20TH. MUST RENEW FOR 90 DAYS EACH 
TIME.

• WAIVERS AS OUTLINED BY CMS ARE STILL IN EFFECT.

• CARES ACT= NO CHARGE FOR THE VACCINE OR 
ADMINISTRATION.  INSURANCE BILLED/THEY PAY.  IF NO 
INSURANCE/HRSA.  BUT NO ‘COST SHARE’ TO THE PT FOR 
ADMINISTRATION OF THE VACCINE.

• COST OF TESTING FOR COVID: RANGES FROM $240/ARK 
WITH MANY AVERAGING AROUND $145.  IF THE PT GOES TO 
THE ER OR URGENT CARE CENTER, THERE WILL LIKELY ALSO BE A 
FACILITY FEE.

• 20% ADD ON TO DRG FOR CONFIRMED TEST IN RECORD.  
LOTS OF CHALLENGES WITH TRANSFERS, INDEPT LABS, 
LOCATIONS, EMR, ETC. 

• OPTUM PROCESS/UNINSURED/HRSA – COVID DX IN PRIMARY 
TO BE PAID.  AS OF 12-20, ONLY $880M TO 8000 PROVIDERS 
PT INSTEAD OF THE $13-41B EXPECTED.  WHY?   UPDATE:  3-1-
21  $3B PD TO PROVIDERS

• DEATH TOLL:  565,5070  1000/DAILY.   CONCERN OVER LINGERING 

HEALTH ISSUES= “LONG HAULERS.’ (COST!)  10-25% STILL 

STRUGGLING AFTER SEVERAL MONTHS. (DESERT NEWS 2-21)  

CONCERN: INCREASE OF 15% IN NEW CASES PER DAY IN LAST TWO 

WEEKS.  4-8-21

• VACCINE ROLLOUT – BIG WIN IN GETTING ‘SHOTS IN ARMS.’  BUT 

THE VARIANT IS NOW INFECTING MORE.  CAN’T STOP WITHOUT 
VACCINATIONS.   20% TOTALLY VACCINATED/4-8-21

• US ACCOUNTS FOR 25% OF ALL COVID CASES. INDIA IS NOW 2N.  

US REPRESENTS 4% OF WORLD POPULATION..

• EXPLOSION OF VIRTUAL CARE OPTIONS.  CHALLENGES WITH LONG 
TERM ALL PAYER COVERAGE OF ALL CODES; BANDWIDTH; NO 

INTERNET; PAYER RATES SO LOW PROVIDERS REJECTING TELEHEALTH 
*UHC & MEDICAID.  TRADITIONAL MEDICARE FINALIZED 24 CODES.4-
21.  STILL LOOKING AT ‘NO PHONE ONLY’

• EXTENDED RECOUPMENT OF ACCELERATED PAYMENT AMOUNT. 1 YR
FOR REPAYMENT FROM THE DATE REQUESTED= 25%, 50% 2ND YR

AND IN FULL BY THE 3RD YR.  REFLECTED IN REMITTANCES UNDER 
PROVIDER LEVEL BALANCE/PLB.  (MLN MATTERS SE21004,  APRIL 1, 
2021-REPAYMENT FOR ACCELERATED & ADVANCE PAYMENTS, 
BEGINS 3-30-21)
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POLLING QUESTION 1:

WHAT IS YOUR LEVEL OF COMFORT WITH A REMOTE OFFICE CONCEPT:

• VERY COMFORTABLE

• SOMEWHAT COMFORTABLE

• WOULD REALLY LIKE TO RETURN

• BELIEVE THIS IS WAS A BIG MISTAKE

2021 6



PAYER:  TRADITIONAL MEDICARE

• MAJOR REGULATORY CHANGES EFFECTIVE 1-

1-21. (WHO FORGOT TO TELL CONGRESS 

THAT WE ARE STILL IN THE MIDST OF 

NATIONAL PANDEMIC?)  

• RAC AUDITS ARE BACK

• NEW PRIOR AUTHORIZATION –ADDITIONAL 

PROCEDURES & MANDATORY NEW 

ELECTRONIC RULES/GOVT PAYERS

• OFFICE VISIT E&M NEW CRITERIA..

• FINAL OPPS RULES

• LOSS OF INPT ONLY PROCEDURES + 
AGGRESSIVELY MOVING OUTPT APPROVED 
PROCEDURES TO ASC/ 11 IN 2021.  $ 
COMPETITIVE. HUGE!

• NO SURPRISE BILLS

• GAG CLAUSE LIFTED – ALL PAYER CONTRACTS

• TRANSPARENCY

• READMISSION PENALTIES
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PAYER:  TRADITIONAL MEDICARE

• RACS ARE BACK!  AUDITS ARE BACK!

“CMS EXPECTS TO DISCONTINUE EXERCISING ENFORCEMENT OF MEDICAL REVIEW AUDITS –REGARDLESS OF THE 
STATUS OF THE PHE.’  8-20.   (WWW.CMS.GOV/RESEARCH-STATISTICS-DATA-AND-SYSTEMS/MONITORING -PROGRAM/MEDICARE-FFS-COMPLIANCE-

PROGRAMS/RECOVERY-AUDIT-PROGRAM/APPROVED-RAC-ITEMS)

RAC EXAMPLES: TOTAL HIP AND TOTAL KNEE: MEDICAL NECESSITY AND DOCUMENTATION REQUIREMENTS. 
DUPLEX SCANS OF EXTRACRANIAL ARTERIES:  MEDICAL NECESSITY & DOCUMENTATION REQUIREMENTS.
IMPLANTABLE AUTO DEFIBRILLATOR –INPT.   (SAME)       ALL A/B MACS.  (MORE LISTED)   20% ARE STILL DOING ALL 
JOINTS AS INPT PER PEPPER REPORT/END OF 2020.

SMRC/SUPPLEMENTAL MEDICAL REVIEW CONTRACTORS HAS CURRENT PROJECTS AND CLOSED PROJECTS.  
CLOSED: SPINAL FUSION 25% ERROR RATE; EMERGENCY AMBULANCE 98% ERROR RATE;  NON-EMERGENCY 
AMBULANCE 79% ERROR RATE.  (HINT:  SPINAL FUSION HAS NOW MOVED TO PRIOR-AUTHORIZATION 2021)

MAC EXAMPLES:  TARGETED PROBE AND EDUCATE.  PRE-CLAIM REVIEWS: PRIOR AUTHORIZATION FOR 5 
IDENTIFIED OUTPT PROCEDURES.  

LIVANTA- NATIONAL CONTRACT FOR HIGH WEIGHTED DRG AND SHORT STAY AUDITS FOR THE COUNTRY. 4-21
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PAYER-TRADITIONAL MEDICARE

• STORY FROM 88 BED ILL HOSPITAL WITH MEDICARE RAC AUDITS.

• “WE ARE BEING SLAMMED BY THE RAC ESPECIALLY IN THE AREA OF CARDIAC/PULMONARY REHAB.  LOOKING AT OUR PLAN OF CARE, 

PCP INVOLVEMENT IN THE REHAB PROCESS AND PSYCHOSOCIAL ASSESSMENT.  NEED TO SEE HOW OTHER PROVIDERS ARE DOING 

THIS.  VERY SMALL PAYMENT AND LOTS OF WORK TO APPEAL.  ALSO GETTING RAC REVIEW REQUESTS FOR HIP AND KNEE 

REPLACEMENTS – LOOKING HARD AT 1 MN INPT STAYS.  ALSO LOOKING AT ALL OUR SURGERIES.  GUESS THEY ARE GETTING READY 

FOR INPT ONLY TO DISAPPEAR. WHEN YOU ADD THIS TO THE HITS FROM THE COMMERCIAL AND ESPECIALLY MEDICARE ADVANTAGE, 

WE ARE BURIED AND I AM 1 PERSON.’

• SOUTH CAROLINA 300 BED HOSPITAL.  “WE ARE GETTING REGULAR REQUESTS FOR HIP AND KNEE INPT STAYS. 1 MN STAYS.’

• HINT:  JOINT REPLACEMENT :  PRELIMINARY CHANGES TO THE LOSS OF ALL INPT ONLY.  A) MUST MEET THE EXPECTATION OF 2 MN AT 

THE BEGINNING OF THE SURGERY/2 MN PRESUMPTION IF INPT ORDERED PRIOR SURGERY  B) MUST MEET CMS’S 2017 GUIDELINES OF 

WHY DO YOU NEED A NEW JOINT/MEDICAL NECESSITY OUTLINED AND C) WHY AN INPT VS AN OUTPT?.   LOOK LONG AND HARD AT 

ALL THE PRE-OP WORK TO ENSURE THESE ELEMENTS ARE PRESENT FOR ALL JOINTS.  IN THE HOSPITAL’S RECORDS.  IF NOT, START WITH 

OUTPT JOINT, WATCH FOR THE STAY TO MOVE TO A 2ND OUTPT MN, CONVERT TO INPT AS THE 2ND MN APPROACHES WITH A PLAN 

FOR THE 2ND MN.    CANNOT HAVE ‘OUTPT SURGERY WITH OBS’ WHEN ORDERING.  WHY?  FORECASTING AN UNPLANNED EVENT.

• LOSS OF ALL INPT ONLY (AUTOMATIC INPTS REGARDLESS OF LENGTH OF STAY) – BY 2024.   SEE ABOVE AND ANTICIPATE OTHER 

PAYERS TO FOLLOW (THINK MA PLANS) AND TONS OF RISK FOR LOST INPTS AND AUDIT.   “TRUMP ADMINISTRATION FINALIZES 

POLICIES TO GIVE MEDICARE BENEFICIARIES MORE CHOICES AROUND SURGERY.”  WOW – WHICH PT KNOWS INPT FROM OUTPT?
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PAYER:  TRADITIONAL MEDICARE

• FINAL OPPS HIGHLIGHTS

1. OUTPT RATES INCREASED BY 2.4% NEXT YEAR

2. PHASES OUT THE INPT ONLY SURGERIES. APPROX
300, MOSTLY MUSCULOSKELETAL WILL BE 
REMOVED FIRST. TOTALLY GONE BY 2024. 
PROCEDURES CUT FROM THIS WILL BE EXEMPT 
FROM THE SITE OF SERVICE/INPT VS OUTPT 
DENIALS ‘UNTIL MEDICARE CLAIMS DATA 
INDICATES THAT THE PROCEDURE IS MORE 
COMMONLY PERFORMED IN THE OUTPT SETTING 
THAN THE INPT SETTING. CMS.  (AUDIT??)

3. 340B PAYMENT IS STILL 22.5% LOWER 

THAN THE AVERAGE SALES PRICE.

4. PRIOR AUTH STARTING 7-1-21 FOR 

CERVICAL INFUSION W/DISC REMOVAL AND 

IMPLANTED SPINAL NEUROSTIMULATORS.

5. STAR RATINGS REVISED METHODOLOGY.

6.  BIG CHANGES TO PHYSICIAN PAYMENT
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FINANCIAL IMPACTS OF CHANGE- TRADITIONAL 
MEDICARE – TKA *CRITICAL ACCESS HOSPITALS ARE PAID DIFFERENTLY*

• FACILITY PAYMENT

• INPT DRG:  470

AVE:  $10,630  (JJ-GA, AL, TN/34,777 
CASES   JTOJ2017)

AVE:  $12,010  *

DRG IS WAGE ADJUSTED+TEACHING +++

• APC PAYMENT FOR CPT 27447/APC 5115

AVE: $10,122  *

APC IS WAGE ADJUSTED.  HIGHER = HIGHER 
PAYMENT; LESS THAN “1” WAGE FACTOR = 
LOWER THAN BASE PAYMENT

• PATIENT PORTION

• INPT EVERY 60 –DAY DEDUCTIBLE:  
$1408/2020    $1484/2021

• APC FROZEN AMT PER CPT:  
$2024/20% OF APC$  -BUT CANNOT 
EXCEED INPT DEDUCTIBLE.  SO CMS 
PAYS THE DIFFERENCE TO THE SITE. 

• MAX AMOUNT DUE FROM PT:   INPT 

DEDUCTIBLE –WHETHER INPT OR 

OUTPT.

• PS: PHYSICIAN IS PAID THE SAME –INPT OR 

OUTPT. 2021 11



PAYER:  TRADITIONAL MEDICARE

• PHYSICIAN OFFICE E&M NEW GUIDELINES, ONLY

• BIGGEST CHANGE TO E&M SINCE 1995/97

• ONLY IMPACTS OFFICE E&M VISITS

• AUDIT RISK:  CAREFULLY MONITOR BELL CURVE.

• MEDICAL DECISION MAKING VS TIME FOR ENTIRE DAY/ALL 
PROVIDERS. WHICH IS MOST ACCURATE FOR EACH VISIT? WHO 
IS MAKING THE DECISION?  WHAT NEW /REVISED 
DOCUMENTATION WAS CREATED?  

• PATIENTS OVER PAPERWORK.  SAVES 2 MIN PER 
VISIT/FORECAST.

• SUSPENDED 2% PAYMENT ADJUSTMENT (SEQUESTRATION) 
THRU 3-31-21.  EX ORDER  TO DELAY IMPLEMENTATION OF THE 
SEQUESTRATION THRU 2021. INCREASED CUTS IN 2030 TO PAY 
FOR THE DELAY.  4-14-21

• G2211/ADD ON CODE IS NOW BUNDLED UNTIL JAN 2024 
.  G2212/PROLONGED (NEW)

• WINNERS AND LOSERS:  PROCEDURALIST LOST PAYMENT 
TO ALLOW FOR OFFICE VISIT PROVIDERS TO HAVE GAINS.   
RELATIVE VALUE WEIGHTS WENT UP FOR OFFICE VISIT 
PRACTICES.   CONVERSION FACTOR DOWN 10% FROM 
2020 BUT THRU END –OF-YEAR LEGISLATION, ONLY 7% 
REDUCTION FOR 1 YR.  WHAT ABOUT THE OTHER PAYERS 
AND THEIR PROVIDER CONTRACTS? HOW ARE THEY PAID?

• NEW CV & RVU = SIGNIFICANT POTENTIAL 

INCREASES IN $ FOR PRIMARY CARE W/0 INCREASE 

IN VOLUME.  IMPACT TO EMPLOYED /CONTRACTED 

PROVIDERS. 

• POST VISIT AUDITS:  BOTH COMPLIANCE AND REVENUE 
OPTIONS.  (1995  VS  NEW TIME  VS  NEW MDM)
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PAYER: TRADITIONAL MEDICARE

• OTHER ‘STUFF’

• READMISSION PENALTIES:  CMS FINES 2545 HOSPITAL FOR HIGH READMISSION RATES.  83% OF 3080 HOSPITALS 
EVALUATED. COULD CUT UP TO 3% FROM EACH MEDICARE CASE DURING FISCAL YEAR 2021. 

• PROVIDER RELIEF/END OF 2020 BIG HITS:

• END OF SURPRISE BILLING FOR EMERGENCY AND SCHEDULED CARE.  DO NOT USE MEDICARE AND MEDICAID RATES WHEN 
REACHING AGREEMENT FOR PAYMENT & USE ARBITRATION, IF NEEDED. CAN’T USE PROVIDER’S BILLED CHARGES. PATIENT IS TO 
PAY NO MORE THAN THEY WOULD PAY IF IN-NETWORK. EFFECTIVE 1-22 WITH MORE ‘NOTICE TO PATIENTS’ PROVISIONS –
“ADVANCE EOB’

• $3B WHICH IS MUCH LESS THAN $35B REQUESTED.

• FUNDING FOR VACCINATION EFFORTS.  $20B.  ALL VACCINES AND ADMINISTRATION OF THE VACCINES ARE FREE.

• REVENUE REPORTING RULES FOR COVID-19 –CHANGE/CLARIFICATION TO ALLOW HOSPITALS TO CALCULATE LOST REVENUE BY 
COMPARING BUDGETED OR ACTUAL REVENUE FOR 2020.   LOTS OF CONFUSION ON ‘FREE WITH NO STRING ATTACHED/EARLY 
IN CARES ‘ TO  MID-SUMMER/FALL – LOST INCOME VS LOST REVENUE W/PROVIDERS WORRIED THEY WOULD HAVE TO PAY 
BACK AS THEY USED IT FOR PROJECTS, COSTS WITH COVID/STAFFING, ETC.  

• GAG CLAUSE BAN.  BAN GAG CLAUSES IN CONTRACTS BETWEEN PROVIDERS AND PAYERS. (SO ALL CAN SEE.)  THINK 
TRANSPARENCY RULES.

• THINK THE AMOUNT LOST DUE TO PAUSE WITH ELECTIVE SURGERIES.  THINK INCREASE IN UNCOMPENSATED CARE.  THINK LOSS 
OF INSURANCE OR UNINSURED INCREASE.
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CMS GUIDANCE ON PRIOR AUTHORIZATION
2-18-21: BIDEN ADM “PAUSE” ROLLOUT TO ASSESS

• FINAL RULE IS OUT!  MOST PROVISIONS GO INTO EFFECT 1-1-23.  PAYERS SLAM AS ‘HALF BAKED’.  RUSHED AS THE 
SWEEPING RULE REVAMPING ELECTRONIC PRIOR AUTHORIZATION WAS FINALIZED A SCANT 30 DAYS FROM WHEN IT 
WAS PROPOSED/DEC 10,2020.  CODIFIED JUST 5 DAYS BEFORE THE BIDEN ADMINISTRATION.  

• THE RULE REQUIRES ALL MEDICAID, CHIPS AND THOSE PLANS OPERATING ON FEDERAL EXCHANGES WHICH ARE 
COMMERCIAL INSURANCE PLANS TO USE STANDARDIZED APPLICATION PROGRAMING TO GIVE PROVIDERS AND 
PATIENTS ELECTRONIC ACCESS TO PRIOR AUTHORIZATION DATA, INCLUDING PENDING DECISIONS. PAYERS ALSO HAVE 
TO GIVE FASTER DECISIONS.  IN 2024, MAXIMUM OF 72 HRS FOR URGENT AND 7 DAYS FOR STANDARD REQUESTS.

• BIG CONCERN:  MEDICARE ADVANTAGE PLANS AREN’T INCLUDED IN THE FINAL RULE, BUT CMS IS CONSIDERING 

FURTHER RULEMAKING TO MAKE THEM SIMILAR.  THAT OMISSION WAS A MAJOR HANG-UP FOR HOSPITAL 

GROUPS WHICH ARGUES EXCLUDING THE PRIVATE PLANS –WHICH COVER ABOUT A 1/3 OF THE MEDICARE

BENEFICIARIES – COULD RESULT IN MORE VARIATION IN PRIOR AUTHORIZATION PROCESSES IN THE US AND

REDUCE INCENTIVES FOR PROVIDERS TO ADOPT THE NEW STANDARD METHODOLOGY, PER AHA. 

• PER A 2019 AMA SURVEY OF PHYSICIANS – 14 HRS OF EACH WEEK IS DEDICATED TO TRYING TO GET PRIOR 

AUTHORIZATION FOR CARE THE PHYSICIAN BELIEVES IS NECESSARY FOR THE PATIENT’S CARE…INCLUDING ONGOING 

DRUG THERAPY.   DIDN’T EVEN ASK THE HOSPITALS ABOUT THEIR COSTS WITH PRIOR AUTHORIZATIONS!

• FAXING VS CREATING SECURE PORTAL TO ‘PLACE’ ALL MEDICAL RECORDS FOR PAYERS. CONTROL WHAT IS SEEN BUT  

ALSO ALLOW FOR RAPID REVIEW AND DECISIONS.
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PAYER:  MEDICARE ADVANTAGE
THIS IS A NOT A ‘MINI-MEDICARE PLAN”  

� CMS estimates enrollment will increase 10% to 26.9 M in 2021, a rate that’s on par with growth in 2021 to 40% of all 
Medicare enrollees.  Humana and UHC are the largest national plans.

� There will be 4,800 plans in the Medicare Advantage market, with an average of 47 plans per county – up from 39 plans this 
year.  Medicare Advantage open enrollment begins 10-5 and ends 12-7, for coverage beginning Jan 1, 2021

� +++United accounted for 16x more inpt downgrades/denials than other payers.  Humana 8x more.   (SC hospital)

� New star program rating recommended/2021.  Large 1x a yr bonuses to payers.  Rated by subscribers.  (3.5-5 ratings)

• TRADITIONAL MEDICARE RULES ARE THE BASIC BENEFIT.  BUT THEN EACH MA HAS CONTRACT LANGUAGE THAT ADDRESS SPECIFIC 
PROCESS ISSUES AND ENHANCED BENEFITS.   EACH PAYER CAN USE INTERQUAL OR MCG OR THEIR OWN CLINICAL GUIDELINES TO 
SUPPORT – WHAT IS A INPT?  CRAP..   DEVELOP A PAYER MATRIX!

• CMS FORM 1696- APPOINTS A DEDICATED PERSON/LIKE THE PHYSICIAN ADVISOR TO REPRESENT THE PATIENT WITH ALL CONTACT, 
DENIALS, APPEALS , ETC FOR THE PT.  GOOD PRACTICE IS TO HAVE ALL MA PATIENTS SIGN AT THE POINT OF REGISTRATION.  SEND 
WITH ALL APPEALS, ETC.   (DEC 2020- CMS MEMO TO EXPECT TO ‘CONDUCT ROUTINE AUDIT ACTIVITIES’ FOR PART C& D IN 2021)

• IF THE PROVIDER IS NOT-CONTRACTED WITH THE PAYER – TRADITIONAL MEDICARE RULES APPLY.  YES, SIREE!!  *SEE SLIDE*

• IF THE PROVIDER HAS APPROVED INPT THRU PRIOR APPROVAL, THEN POST-DISCHARGE, REQUEST FOR RECORD AND DENIED INPT 

– NOT ALLOWED.  YES, SIREE!  *SEE SLIDE.   

• LASTLY,  CONTRACT LANGUAGE NEEDS REVISED OR INCLUDE ADDENDUM WITH SPECIFIC ISSUES ADDRESSED

• Did we mention re-admission ‘guidelines’ that are specific to the MA plans? How do you protect yourself from ‘related?” 15



REGULATIONS 42 C.F.R. § 422.214
IF NON-CONTRACTING WITH A MA PLAN….

§ 422.214 SPECIAL RULES FOR SERVICES FURNISHED BY NONCONTRACT PROVIDERS.

a) SERVICES FURNISHED BY NON-SECTION 1861(U) PROVIDERS. 

1) ANY PROVIDER (OTHER THAN A PROVIDER OF SERVICES AS DEFINED IN SECTION 1861(U) OF THE ACT) THAT DOES 

NOT HAVE IN EFFECT A CONTRACT ESTABLISHING PAYMENT AMOUNTS FOR SERVICES FURNISHED TO A 

BENEFICIARY ENROLLED IN AN MA COORDINATED CARE PLAN, AN MSA PLAN, OR AN MA PRIVATE FEE-FOR-SERVICE 

PLAN MUST ACCEPT, AS PAYMENT IN FULL, THE AMOUNTS THAT THE PROVIDER COULD COLLECT IF THE 

BENEFICIARY WERE ENROLLED IN ORIGINAL MEDICARE. 

2) ANY STATUTORY PROVISIONS (INCLUDING PENALTY PROVISIONS) THAT APPLY TO PAYMENT FOR SERVICES 

FURNISHED TO A BENEFICIARY NOT ENROLLED IN AN MA PLAN ALSO APPLY TO THE PAYMENT DESCRIBED IN 

PARAGRAPH (A)(1) OF THIS SECTION.

b) SERVICES FURNISHED BY SECTION 1861(U) PROVIDERS OF SERVICE. ANY PROVIDER OF SERVICES AS DEFINED IN 

SECTION 1861(U) OF THE ACT THAT DOES NOT HAVE IN EFFECT A CONTRACT ESTABLISHING PAYMENT AMOUNTS FOR 

SERVICES FURNISHED TO A BENEFICIARY ENROLLED IN AN MA COORDINATED CARE PLAN, AN MSA PLAN, OR AN MA 

PRIVATE FEE-FOR-SERVICE PLAN MUST ACCEPT, AS PAYMENT IN FULL, THE AMOUNTS (LESS ANY PAYMENTS UNDER §§

412.105(G) AND 413.76 OF THIS CHAPTER) THAT IT COULD COLLECT IF THE BENEFICIARY WERE ENROLLED IN ORIGINAL 

MEDICARE. (SECTION 412.105(G) CONCERNS INDIRECT MEDICAL EDUCATION PAYMENT TO HOSPITALS FOR MANAGED 

CARE ENROLLEES. SECTION 413.76 CONCERNS CALCULATING PAYMENT FOR DIRECT MEDICAL EDUCATION COSTS.) 
16



POLLING QUESTION 2

TRADITIONAL MEDICARE HAS STARTED POST DISCHARGE/RAC AUDITS FOR WHAT SPECIFIC 

AREAS:

• HIGH VOLUME DRGS ONLY

• TOTAL JOINTS AS 1 MN INPTS

• TOTAL JOINTS –ALL LOS

• NONE OF THE ABOVE 
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HOT OFF THE PRESS!
MEDICARE ENROLLMENT & APPEALS GROUP 

DATE: SEPTEMBER 18, 2020 

TO: ALL MEDICARE ADVANTAGE ORGANIZATIONS 

FROM: JERRY MULCAHY

DIRECTOR, MEDICARE ENROLLMENT AND APPEALS GROUP 

SUBJECT: NON-CONTRACT PROVIDER ACCESS TO MEDICARE ADMINISTRATIVE APPEALS 

PROCESS 

THE PURPOSE OF THIS MEMORANDUM IS TO REMIND MEDICARE ADVANTAGE ORGANIZATIONS 

(MAOS) OF THE APPLICABILITY OF THE ADMINISTRATIVE APPEALS PROCESS AT 42 C.F.R. PART 422 

SUBPART M IF A NON-CONTRACTED PROVIDER (NCP) WHO HAS FURNISHED A SERVICE TO AN 

ENROLLEE REQUESTS RECONSIDERATION OF AN ORGANIZATION DETERMINATION. 
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MEDICARE ADVANTAGE – PROVIDER WINS –
USE REGULATIONS

• “

• IF THE PLAN APPROVED THE FURNISHING OF A SERVICE THRU AN ADVANTAGE 

DETERMINATION OF COVERAGE, IT MAY NOT DENY COVERAGE LATER ON THE 

BASIS OF A LACK OF MEDICAL NECESSITY.”  MEDICARE MGD CARE 

MANUAL/MEDICAL NECESSITY, CHPT 4. SECTION 10.6. 

• APPROVED FOR INPT. 10-18-18.  RESULTED IN 1 DAY STAY.  HIRED COMPANY TO AUDIT 
– DENIED AND TOLD TO DOWNGRADE TO OBS.  NOT MEDICALLY NECESSARY FOR 
INPT.  9-19.  NOPE.

• APPROVED FOR OBS  8-8-19.   DID P2PCALL.  OVERTURNED AND APPROVED FOR INPT. 
8-12-19.   INDEPT FIRM (PAID TO DENY) AUDITED AND STATED DOWNGRADE TO OBS –
COULD BE TREATED IN A LOWER LEVEL OF CARE.  2-1-20.  NOPE.

• OF COURSE, PAYER SAYS YOU UNDERSTOOD THAT THIS PRIOR AUTHORIZATION WAS NOT A ‘GUARANTEE OF PAYMENT’ THRU THE CONTRACT LANGUAGE. SAME 
LANGUAGE WITH COMMERCIAL PRIOR AUTHORIZATIONS.  BUT MEDICARE MGD CARE MANUAL ADDS MORE STRENGTH TO THE PROVIDER.
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“PAYERS GONE WILD” –UNDERSTANDING THE CONTRACT, 
WEBSITE POSTED POLICY UPDATES, APPEAL LANGUAGE AND 

WHEN TO JUST SAY ‘HECK NO”

1) “ALL STAYS UNDER 48 HRS ARE OBSERVATION.”  WHERE DOES IT SAY THAT IN THE CONTRACT?  IF NOT CONTRACTED, 
TRADITIONAL MEDICARE RULES APPLY.  WHAT TO DO IF CONTINUES TO DENY ALL INPT UNTIL MORE THAN 48 HRS HAS 
OCCURRED?  

2) “THE PATIENT CAN BE TREATED IN A LOWER LEVEL OF CARE WITHOUT ENDANGERING THEIR HEALTH.OR HOW LONG 
DO YOU THINK THEY WILL NEED TO BE IN THE HOSPITAL?” WOW – THAT IS TOUGH AS WHICH UR NURSE WOULD SAY 
THAT THE CARE IS DIFFERENT IN OBS VS INPT.  BUT THAT IS NOT THE REASON FOR INPT:  THE PATIENT’S CONDITION MET 
THEIR CLINICAL GUIDELINES. NOT LOS; MET CLINICAL GUIDELINE +++

3) “IF CHANGES TO PT STATUS ARE MADE AFTER D/C, THE FACILITY CANNOT BILL ANYTHING.  PROVIDER LIABILITY AND 
ABSORB. JUST LIKE TRADITIONAL MEDICARE.” NOPE!

4) “WE ONLY SPEAK TO THE ATTENDING PHYSICIAN FOR P2P CALLS.  CMS FORM 1696

5) “WE DON’T DO P2P.  JUST FILE AN APPEAL.”   CONTRACTING.

6) “LET’S JUST ACCESS PERTINENT PARTS OF YOUR EHR SO YOU DON’T HAVE TO SEND US RECORDS.”  (HINT:  WHEN IS 
THE PAYER MAKING THE DECISION? ER TO INPT = DECISION. THE LONGER THEY ‘SEE’, THE PT CAN RECOVER AND THEN 
OBS.)
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• CMS FORM 1696

• MUST BE ACCEPTED BY ALL MEDICARE ADVANTAGE 

PLANS – CANNOT REQUIRE A DIFFERENT FORM

• SECTIONS 4 NOT APPLICABLE TO MEDICARE 

ADVANTAGE BECAUSE THE PLAN’S EVIDENCE OF 

COVERAGE DICTATES ANY COST-SHARING 

RESPONSIBILITY, UNCHANGED BY THIS FORM

• PROVIDERS CANNOT CHARGE A FEE FOR 

REPRESENTING ENROLLEE

• VALID FOR 1 YEAR, AND FOR LIFE OF AN APPEAL

• USE WHEN A PAYER SAYS – WE WILL ONLY SPEAK 

TO THE ATTENDING! NOPE

• USE THE FORM TO BE PRO-ACTIVE
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DRG = 1 PAYMENT FOR THE ENTIRE STAY

• TRADITIONAL MEDICARE FOR LARGER FACILITIES = DRG. EACH DRG HAS A MEAN LOS THAT THE 
PAYMENT IS BASED ON. THE DIAGNOSIS AND INPT PROCEDURES ARE GROUPED INTO A SINGLE 
DRG PAYMENT.  SOME DRGS HAVE HIGHER PAYMENTS BASED ON CO-MORBID CONDITIONS.  
THERE IS A SMALL VARIATION FOR EACH SITE BUT:  1 STAY = 1 $.

• MEDICARE ADVANTAGE PAYS= SAME DRG METHODOLOGY –WITH CODING RULES 
CONTROLLED BY THE HIPAA STANDARD TRANSACTIONS 2003.  1 STAY = 1 PRE-DETERMINED 
PAYMENT FOR THE DX AND PROCEDURES DONE.

• RE-EVALUATE – WHY BATTLING FOR ADDITIONAL ‘DAYS’ WHEN THE INPT HAS ALREADY BEEN 
CONFIRMED?  EXCEPTION – NEED FOR SNF AND OUTLIER $/ADDITIONAL $ BASED ON VERY 
LONG LOS/OUTSIDE THE NORM FOR THE DX.

• EX) AETNA APPROVED 2 DAYS.  HOSPITAL IS PD DRG.  THEY REQUESTED 3RD DAY. DENIED.  AETNA 
DENIED AND REDUCED PAYMENT BY $1200. WHAT?

2021 tra22



AND MORE CRAZIES…NON-TRADITIONAL 
MEDICARE/OTHER PAYER SURGICAL INPTS

*INPT APPROVED. DRG PAYER.  PAYER GRANTED TWO DAYS; A 3RD ONE WAS REQUESTED.  PAYER DENIED.  HOSPITAL BILLS AS INPT 

WITH 3 DAYS.  PAYER REFUSES TO PAY ANY CHARGES.  WHY?  “DAYS’ DOES NOT EQUATE DRG PAYMENT.*  (WHAT IF THE HOSPITAL 
JUST BILLS WITH 2 DAYS? SAME DRG PAYMENT. WHY ANGUISH?)

*INPT APPROVED. DRG PAYER.  PROCEDURE ORDERED WAS SUBMITTED.  DURING THE CASE, ANOTHER PROCEDURE WAS 
CONDUCTED. PAYER REQUIRES TO BE TOLD OF THE ADDITIONAL PROCEDURE.  IF NOT, DENIED INPT.  WHY?  INPT WAS ALREADY 
APPROVED.  

*INPT REQUESTED.   INPT WAS DENIED. HOSPITAL TRIES P2P CALL.   TOLD CAN’T BILL OUTPT AS INPT WAS DENIED.  WHY?   
ABSOLUTELY A MEDICALLY APPROPRIATE PROCEDURE.  PT STATUS – INPT VS OUTPT – WAS IN DISPUTE.  HOSPITAL CAN A) ACCEPT 
THE DOWNGRADE TO OUTPT SURGERY AND BILL TYPE 131/OUTPT OR B) USE A PHYSICIAN TO APPEAL.  MUST ALWAYS KNOW 
WHAT THE PAYER IS USING TO DETERMINE ‘INPT SURGERY’ – WHAT CLINICAL GUIDELINES? 

*INPT DENIED.   BUT DID APPROVE 72 HRS OF OBS.  WHAT IS THE CONTRACT FOR PAYMENT FOR OBS HRS AND OTHER RELATED 
SERVICES?  DOES IT EQUAL AN INPT SURGERY?  DO NOT ACCEPT.
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MASSIVE REQUESTS FOR RECORDS 

• FIRST:  IF CONTRACTED, WHAT DOES THE CONTRACT STATE REGARDING REQUEST?  
VOLUME?  FREQUENCY?  REASON?   ALWAYS VALIDATE WITH EACH REQUEST.  (EX:   
NY HEALTH SYSTEM)

• SECOND:  IF NO CONTRACT, WHY SEND THE RECORDS?  IF MA PLAN WITH NO 
CONTRACT, WHAT WOULD ‘TRADITIONAL MEDICARE DO’ WITH THE SAME ISSUE?    
THREATS TO NOT PAY OR RECOUPMENT PAYMENT.   IMMEDIATELY REPORT TO CMS 
/ABUSE.

• THIRD:  TRACK AND TREND ALL REQUESTS.  WHY?  WHAT IS THE FINDING?  REPORT 
TO CONTRACT MANAGEMENT ASAP.

• DENIAL PREVENTION:   HIPAA STANDARD TRANSACTION AND PRIVACY (2003ISH) 

– ONLY SEND ‘MINIMALLY NECESSARY INFORMATION.’  NEVER THE FULL RECORD. 

IF PRIOR AUTHORIZED (ALL ARE) – THEN WHY DO THEY NEED THE RECORD POST 

CARE?  PS  SOME PAYERS = “PT SIGNED DOCUMENT ALLOWING US TO REQUEST 

FULL RECORD. “ ASK TO SEE IT. PHI
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PROACTIVE IDEAS FOR ALL NON-TRADITIONAL MEDICARE/TM 
CONTRACTING – USUALLY IN OPERATIONAL ADDENDUM & 

APPEALS

OUTLINE KEY ELEMENTS PRIOR TO SIGNING THE CONTRACT.  RE-VISIT 

THROUGHOUT THE CONTRACT YEAR IF CONCERNS ARISE.  (RATES ARE NOT 

INCLUDED IN THIS LIST)

1. TIMELINE FOR SUBMISSION OF CLINICALS.  WEEK DAYS, WEEKENDS, 

OBS CONVERSION REQUEST TO INPT.

2. CLINICAL GUIDELINES THE PAYER IS USING MAKING THE INPT 

DECISION ALONG WITH REQUIRED REASON FOR NOT APPROVING INPT 

WITH DECISION.

3. TIMELINES FOR REPLY OF REQUEST.  WEEKENDS SAME AS WEEKDAYS.  

4-8 HRS MAXIMUM

4. ONCE INPT HAS BEEN APPROVED, NO ADDITIONAL RECORD 

REQUESTS UNLESS PT IS A CANDIDATE TO MOVE TO A POST-ACUTE 

LEVEL OF CARE.  CONTRACT LANGUAGE MUST BE KNOWN – I.E. 

QUALIFYING STAY.  (DRG)

5. IF GRANTING ACCESS TO THE PROVIDER’S ELECTRONIC MEDICAL 

RECORD, CRITICAL TO HAVE A VERY LIMITED REVIEW (ER IF FROM THE 

ER/LABS/IMAGING/NOTES) WITH A FIRM TIMELINE FOR DECISION. 4- 8 

HRS MAXIMUM.  CONTINUED DELAY YIELDS RISK OF THE PT 

‘RECOVERING IN A LOWER LEVEL OF CARE/OBS.”  IF IN OBS, GRANT 

ACCESS WHEN THE PT’S CONDITION NEEDS REASSESSED.  8 HRS 

MAXIMUM.  ***USE SECURE PORTAL INSTEAD

• DRG HOT SPOTS:  A)  DRG PAYERS/WHY DAILY OR CONCURRENT REVIEWS?  B) 

SEPSIS.   ENSURE THERE IS ADHERENCE TO THE HIPAA STANDARD TRANSACTIONS-

ALL COVERED ENTITIES.

• MA PLANS:  ENSURE THERE IS UNDERSTANDING THAT A DISPUTED STATUS MAY 

NOT BE RESOLVED WHILE THE PT IS IN-HOUSE.  TM RULES DO NOT APPLY.  

STATUS CAN BE CHANGED POST DISCHARGE WILL FULL BILLING AS INPT OR 

OUTPT/131 BILL TYPE.

• P2P: ANY PROVIDER MAY DISCUSS THE ACCOUNT ON THE PATIENT’S BEHALF. 

ALL CONTRACTS ALLOW BOTH CONCURRENT AND POST-DISCHARGE P2P.  ONCE 

THE REQUEST IS MADE, A TIME IS AGREED TO /RECOMMENDED.  IDENTIFY

TIMELINE WITH PENALTIES IF NOT ADHERED TO.  AGREE TO THE QUALIFICATIONS 

OF THE PAYER MD.  AGREE TO HAVE THE SAME MD FOR ALL CHRISTUS 

ACCOUNTS, PER PAYER.  OUTLINE THE SCOPE OF THE PAYER MD CAN USE –

BEYOND MEETING THE CLINICAL GUIDELINES.  NO MINIMUM LOS TO BE AN INPT. 

(EX:  ALL ACCTS UNDER 48 HRS ARE OBS.)

• RE-ADMISSION DENIALS.  OUTLINE EXACTLY WHAT IS A ‘RELATED’ CASE WITHIN 

30 DAYS. “SAME AS MEDICARE’ = SAME DAY, SAME FACILITY, SAME DX. CHRONIC 

DX ARE EXCLUDED.  IDENTIFY WHICH DX MUST BE THE SAME AND IN WHICH 

‘SPOT’ OF THE UP TO 10 DX
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READMISSION DENIALS- CMS POLICY

�WHEN A PATIENT IS DISCHARGED/TRANSFERRED FROM AN ACUTE CARE 

PROSPECTIVE PAYMENT SYSTEM (PPS) HOSPITAL AND IS READMITTED TO 

THE SAME ACUTE CARE PPS HOSPITAL ON THE SAME DAY FOR 

SYMPTOMS RELATED TO, OR FOR EVALUATION AND MANAGEMENT OF, 

THE PRIOR STAY’S MEDICAL CONDITION, HOSPITALS WILL ADJUST THE 

ORIGINAL CLAIM GENERATED BY THE ORIGINAL STAY BY COMBINING THE 

ORIGINAL AND SUBSEQUENT STAY ONTO A SINGLE CLAIM. PLEASE BE 

AWARE THAT SERVICES RENDERED BY OTHER INSTITUTIONAL PROVIDERS 

DURING A COMBINED STAY MUST BE PAID BY THE ACUTE CARE PPS 

HOSPITAL AS PER COMMON MEDICARE PRACTICE.
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30-DAY READMISSION TRADITIONAL CMS-
YEARLY, NOT EACH CASE

CMS HOSPITAL READMISSIONS REDUCTION PROGRAM (HRRP)    

THE SOCIAL SECURITY ACT ESTABLISHING THE HOSPITAL READMISSIONS REDUCTION PROGRAM, WHICH REQUIRES CMS TO REDUCE 

PAYMENTS TO IPPS HOSPITALS WITH EXCESS READMISSIONS, EFFECTIVE FOR DISCHARGES BEGINNING ON OCTOBER 1, 2012. THE 

REGULATIONS THAT IMPLEMENT THIS PROVISION ARE IN SUBPART I OF 42 CFR PART 412 (§412.150 THROUGH §412.154).

IN THE FY 2012 IPPS FINAL RULE, CMS FINALIZED THE FOLLOWING POLICIES WITH REGARD TO THE  READMISSION MEASURES UNDER 

THE HOSPITAL READMISSIONS REDUCTION PROGRAM:

� DEFINED READMISSION AS AN ADMISSION TO A SUBSECTION (D) HOSPITAL WITHIN 30 DAYS OF A DISCHARGE FROM THE SAME 

OR ANOTHER SUBSECTION (D) HOSPITAL;

� ADOPTED READMISSION MEASURES FOR THE APPLICABLE CONDITIONS OF ACUTE MYOCARDIAL INFARCTION (AMI), HEART 

FAILURE (HF), AND PNEUMONIA (PN).

IN THE FY 2014 IPPS FINAL RULE, CMS FINALIZED THE EXPANSION OF THE APPLICABLE CONDITIONS BEGINNING WITH THE FY 2015 PROGRAM TO 

INCLUDE: 

(1) PATIENTS ADMITTED FOR AN ACUTE EXACERBATION OF CHRONIC OBSTRUCTIVE PULMONARY DISEASE (COPD); AND 

(2) PATIENTS ADMITTED FOR ELECTIVE TOTAL HIP ARTHROPLASTY (THA) AND TOTAL KNEE ARTHROPLASTY (TKA).

IN THE FY 2015 IPPS FINAL RULE, CMS FINALIZED THE EXPANSION OF THE APPLICABLE CONDITIONS BEGINNING WITH THE FY 2017 PROGRAM TO 

INCLUDE PATIENTS ADMITTED FOR CORONARY ARTERY BYPASS GRAFT (CABG) SURGERY. 

• READMISSION PENALTIES:  CMS FINES 2545 HOSPITAL FOR HIGH READMISSION RATES.  83% OF 3080

HOSPITALS EVALUATED. COULD CUT UP TO 3% FROM EACH MEDICARE CASE DURING FISCAL YEAR 20212021
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CMS CONTACTS FOR SPECIFIC PLANS AND GENERAL 
CONTACT

FILE COMPLAINTS – SQUEAK – WITH EXCELLENT EXAMPLES OF ABUSE

� HUMANA MED C CONTACT AT MEDICARE:

� UVONDA MEINHOLDT 
HEALTH INSURANCE SPECIALIST 
KANSAS CITY REGIONAL OFFICE 
PHONE: 816-426-6544 
FAX: 443-380-6020 
UVONDA.MEINHOLDT@CMS.HHS.GOV

� UHC MED C CONTACT AT MEDICARE:

� NICOLE EDWARDS

� PHONE: 415-744-3672

� NICOLE.EDWARDS@CMS.HHS.GOV

� COVENTRY HEALTH CARE MED C/AETNA MED C

� DONALD MARIK

� HEALTH INSURANCE SPECIALIST

� DENVER REGIONAL OFFICE

� PHONE: 303-844-2646

� DONALD.MARIK@CMS.HHS.GOV

� BLUE CROSS BLUE SHIELD ANTHEM MED C:

� EDGAR BUYAO

� CHICAGO REGIONAL OFFICE

� PHONE: 312-353-5968

� EDGAR.BUYAO@CMS.HHS.GOV

�

� GENERAL CMS CONTACT:

� MELANIE XIAO

� HEALTH INSURANCE SPECIALIST

� MEDICARE ADVANTAGE BRANCH

� DIVISION OF MEDICARE HEALTH PLANS OPERATIONS

� CENTERS FOR MEDICARE & MEDICAID SERVICES

� CMS SAN FRANCISCO REGIONAL OFFICE

� 90 7TH STREET, 5-300 (5W)

� SAN FRANCISCO, CA 94103-6708

� PHONE: 415-744-3613

� FAX: 443-380-6371

� MELANIE.XIAO@CMS.HHS.GOV
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PAYER:  UNITED HEALTH CARE

• OPTUM IS OWNED BY UHC.  OPTUM HAS 

PURCHASED MANY COMPANIES THAT WORK 

DIRECTLY WITH HEALTHCARE PROVIDERS.

• OPTUM PURCHASING CHANGE HEALTHCARE.  

(MCKESSON WAS PART OF CHC WHICH 

OWNS INTERQUAL.) 2-21   DEPT OF JUSTICE IS 

INVESTIGATING $13B PURCHASE BY 

UHC/OPTUM.  4-21.  AHA SUPPORTS.

• UHC ANNOUNCES MOVING TO INTERQUAL

EFFECTIVE 5-1-21.  (NO LONGER USING MCG)

• READMISSIONS ‘RELATED’ PLUS ‘PREVENTABLE’.

• SITE OF SERVICE- LIMIT OUTPT SERVICES IN HOSPITALS. 
MOVE TO ASC AND IMAGING CENTERS.  SAVES 60% 
ON AVERAGE.

• PRIOR AUTHORIZATION- TEMPORARY SUSPENSION OF 
PRIOR AUTHORIZATION FOR INPT TO IN-NETWORK SNF
ENDS ON 1-31-21. *HUMANA HAS FOLLOWED.*

• UHC’S UNIQUE LAB CODING SYSTEM – DELAYED UNTIL 
1-22.

• EFFECTIVE 7-1, UNITED IS REQUIRING FREE STANDING 
LABS AND HOSPITALS OUTPT LABS TO HAVE NEW 
DESIGNATED DIAGNOSTIC PROVIDER/DDP STATUS.  
PROVIDERS HAVE UNTIL 2-28 TO MEET CERTAIN 
QUALITY & EFFICIENCY METRICS TO BE A DDP.  IF THE 
IN-NETWORK PROVIDER IS NOT A DDP, THE CLAIM IS 
DENIED. MAJOR PT HIT!   SURPRISE BILLS DUE TO 
DENIALS. POSTPONED UNTIL 2022.
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POLLING QUESTION 3

WHAT ARE THE GUIDELINES FOR FILING A COMPLAINT WITH CMS AGAINST A MA?

• CANNOT BE RATE RELATED

• MUST ATTEMPT TO WORK IT OUT WITH THE MA PLAN FIRST

• HAVE AN OUTLINE OF THE ‘ABUSE’ WITH A SUMMARY OF THE PROVIDER’S ACTION

• NO PHE INCLUDED

• ALL THE ABOVE
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MORE ‘HOT OFF THE PRESS- CDI”
(CLINICAL DOCUMENTATION INTEGRITY)

� INTEGRA FILED A FALSE CLAIMS ACT LAWSUIT AUG 10,2019 IN THE US DISTRICT 
COURT OF CENTRAL CA AGAINST PROVIDENCE HEALTH & SERVICES.  THE LAWSUIT 
ALLEGE PROVIDENCE ROUTINELY USED UNWARRANTED MAJOR COMPLICATIONS 
AND COMORBIDITY SECONDARY CODES ON MEDICARE CLAIMS TO INFLATE 
REIMBURSEMENT.  

� ACCORDING TO THE 100-PG LAWSUIT, INTEGRA DISCOVERED THE UNWARRANTED 
SECONDARY CODES DURING AN ANALYSIS OF MEDICARE CLAIMS DATED BACK TO 
2011.

� INTEGRA SAID AN INVESTIGATION OF THE BUSINESS PRACTICES OF PROVIDENCE AND 
ITS CONSULTANT, CLINICAL DOCUMENTATION IMPROVEMENT COMPANY, JA THOMAS 
& ASSOCIATES, CONFIRMED THAT PROVIDENCE’S FALSE MEDICARE CLAIMS WERE NOT 
ONLY INTENTIONAL BUT WERE PART OF A SYSTEMATIC EFFORT TO BOOST ITS 
MEDICARE REVENUE.  

� PUSHED DOCTORS TO MAKE UNWARRANTED DX AND USED LEADING QUERIES. 31



SHORT TERM HEALTH INSURANCE – 4 THINGS TO 
KNOW  (BECKER HOSPITAL REVIEW 8-18)

• TRUMP ADMINISTRATION RELEASED FINAL RULE FOR 
SHORT TERM HEALTH INSURANCE PLANS/STP. OPEN 
ENDED WITH COVERAGE.  

• “STATE RELIEF & EMPOWERMENT WAIVER/1332” – STATE 
CAN OFFER LESS  10-18  (JUDGE UPHELD SELLING 7-19)

• PREVIOUSLY COULD ONLY OFFER 3 MONTHS, NOW CAN 
LAST UP TO 3 YRS.

• 1) STP DO NOT HAVE TO ABIDE BY THE RULES BY THE ACA 

REQUIRING COVERAGE OF ESSENTIAL HEALTH BENEFITS 

AND PRE-EXISTING PROTECTION.  NOR DO THEY HAVE TO 

ABIDE BY INSURANCE PLANS IMPOSING LIMITS ON HOW 

MUCH CARE IS COVERED  OR THE REQUIREMENT THAT AT 
LEAST 80% OF PREMIUM MONEY GO TOWARD CARE.

• 2) NOT ABIDE BY ACA, STP DO NOT COVER AS MUCH AS 

MORE COMPREHENSIVE PLANS.  THEY TEND TO NOT COVER:  
MATERNITY, PRENATAL CARE, MENTAL HEALTH, DRUG 
TREATMENT AND PRESCRIPTION DRUGS.  MAY NOT COVER 
SPORTS INJURIES AND OTHER SPECIFIC SERVICES LIKE 

CATARACT TREATMENT, IMMUNIZATIONS, AND CHRONIC 
FATIGUE OR PAIN TREATMENT.

• 3) SOME DO NOT COVER $250,000 - $2M. OTHERS ONLY 
COVERED INPT ON WEEKDAYS, OTHERS WITH WAITING 
PERIODS.

• 4) GENERALLY THEY ARE CHEAPER THAN THE ACA PLANS. 

KAISER STUDY FOUND EX) 40 YR OLD SINGLE MAN IN 
ATLANTA WAS $371/ACA COMPARED WITH $47 FOR STP.  

• BUYER BEWARE!  LESS COVERAGE = MORE OUT OF POCKET IF 
HEALTHCARE IS USED.

• IDAHO IS OFFERRING NOW  1-20

• 1/3 OF ALL SMALL EMPLOYERS STATE THAT HEALTH 
INSURANCE AND HEALTHCARE COSTS ARE THEIR MAJOR 

CONCERN.  3-21 (HEALTHCARE DIVE)

2021 32



A DAY IN A LIFE OF ‘JUNK INSURANCE ‘ AND 
CORONAVIRUS/COVID-19  - FL PATIENT, 3-20

• BEEN TO CHINA RECENTLY. HAD FLU-LIKE SYMPTOMS.  HE FOLLOWED ADVISE OF 

PUBLIC HEALTH EXPERTS AND WENT TO THE HOSPITAL FOR TESTING. 

• HE TESTED POSITIVE.  STAFF SAID NEEDED TO HAVE A CT SCAN TOO.  

• HE RECEIVED A BILL FOR $3270.  INSURED BUT WITH ‘JUNK INSURANCE’ WHICH 

OFFERED LIMITED BENEFITS AND DID NOT COVER PRE-EXISTING.

• BASED ON HIS INS, HE HAS TO PAY $1400.  BUT TO GET THE CLAIM PAID, AT ALL, HE 

HAD TO SEND THREE YEARS OF MEDICAL RECORDS TO PROVE THAT THIS ‘FLU’ WAS 

NOT RELATED TO A PRE-EXISTING CONDITION.

• HE PAYS $180 A MONTH IN PREMIUMS.
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CHANGE OF PAYER/PROVIDER/PATIENT 
RELATIONSHIPS - CONVERGENCE

• WALMART MOVING BIG INTO HEALTHCARE

WALMART ‘TAPS’  HUMANA EXECUTIVE TO HEAD 

UP HEALTH UNIT.    *PUT MORE FOCUS ON ITS WELLNESS 

BUSINESS* 7-18  (SEAN SLOVENSKI)

JOINING WITH ANTHEM’S MA PLANS TO PAY 

FOR OVER- THE -COUNTER ITEMS – BRACES, ETC. 

“WALMART TO LAUNCH MEDICARE INSURANCE 

AGENCY” 7-20  EXPLORE NARROW NETWORK  3-20    

“WALMART’S LAUNCH OF A MEDICARE 

ADVANTAGE PLAN WILL LIKELY IMPACT PROVIDER SERVICE 

VOLUMES.”   CLOVERHEALTH.  7-20 HFMA

*WALMART MOVES DEEPER INTO PRIMARY CARE MARKET-

NEW CLINIC CALLED WALMART HEALTH IS IN DALLAS, GA.  

APPTS START IN 9-19. WILL OFFER PRIMARY CARE INCLUDING 

LAB, XRAYS, DENTAL, COUNSELING, ETC. LOW COST PRIMARY 

SERVICES – NEXT TO WALMART.*

• RISE OF “CONVERGENCE” IN HEALTHCARE.  
MEANS?

• CIGNA CORP AGREES TO BUY EXPRESS SCRIPTS, THE 
NATION’S LARGEST PHARMACY BENEFIT MANAGER. 

• APPLE DOES OWN CLINICS FOR EMPLOYEES.

• HUMANA TO OPEN 100+ MEDICARE CENTERS BY 2023 
THRU ITS PARTNERS IN PRIMARY CARE UNIT WITHIN 
HUMANA. LOCATED IN UNDERSERVED AREAS/SRS. 

• CONVERGENCE: WHERE A COMPANY MERGES ITS 

CAPABILITIES WITH ANOTHER ORGANIZATION IN AN 

ADJACENT INDUSTRY. ONLY WORKS IF THE INDUSTRY’S 

SOLUTIONS ARE NOT COMPREHENSIVE, COMPELLING 

OR ABLE TO SATISFY CUSTOMER NEEDS.

• EXPAND GROUP PURCHASING EFFORTS.1 34



NEW COMPETITION- NEW PATIENT OUTREACH
IMPACTING THE ‘FRONT DOOR’ OF THE REVENUE CYCLE
FOR OUTPT SERVICES.
Think RIPPLE revenue with lab, xray, other ancillary services.  Competition at the front DOOR of the 
revenue cycle. WOW!“WALMART HEALTH VS. CVS MINUTE CLINIC” – 4 

KEY DIFFERENCES BETWEEN CVS AND WALMART (3-20)

• CVS HEALTH CORP/MINUTE 

CLINIC=STAFFED BY MID LEVELS

• WALMART HEALTH= PRIMARY CARE MDS 
INCLUDING XRAYS, DENTAL, COUNSELING.

• CVS – DESIGNED TO PROVIDE ‘EPISODIC 
CARE”.

• WALMART-WANTS MD TO REPLACE PRIMARY 
CARE PROVIDERS.  

• WALMART –IN UNDERSERVED AREAS –FOR 
HIGH DEDUCTIBLE PTS AND NO INSURANCE

• Ps   Walmart creating narrow networks for 
employees  3-20    “Centers for Excellence’ for 
joints/identified hospitals only.

“INSURER CLINIC COMPETITION ‘VERY 

WORRISOME FOR HOSPITALS”  3-20

• CLINICS RUN BY UNITEDHEALTH GROUP, BLUE 
CROSS AND BLUE SHIELD AND CVS 
HEALTH/AETNA HAVE HOSPITALS WORRIED 
THAT PATIENTS MAY BE STEERED AWAY FROM 
THEIR DOORS.( WALL STREET JOURNAL)

• UNITEDHEALTHCARE’S NEW PLAN IN CA THAT IS 
BUILT AROUND OPTUM PHYSICIANS.

• AETNA’S DECISION TO DROP COPAYMENTS FOR 
MEMBER WHO USE CVS MINUTE CLINIC.

• BCBS OF TX OFFER FREE PRIMARY CARE AT 
CLINICS IT OPENED WITH A PARTNER IN 
HOUSTON AND DALLAS.
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MORE CONVERGENCE ---WALGREENS & MICROSOFT

• WALGREENS:  CONSUMER FACING CARE.  

• “WALGREENS TO PROVIDE PRIMARY CARE VIA VILLAGEMD CLINICS IN 500-700 OF ITS DRUGSTORES. 7-20

• IN-STORE VISUAL CLINICS, LAB SERVICES, RETAIL CLINICS.  TELEHEALTH SERVICES.  USING ‘SMART TECHNOLOGY”. 

• PARTNERING WITH PAYERS/HUMANA AND LOCAL PROVIDERS/SEATTLE AREA. 

• “WALGREENS PARTNERS WITH MICROSOFT TO DEVELOP NEW HEALTHCARE DELIVERY MODELS.” 1-15-

19

• WALGREENS BOOTS ALLIANCE AND MICROSOFT SIGNED A SEVEN YEAR DEAL ‘ TO DEVELOP NEW HEALTHCARE DELIVERY 

MODELS, TECHNOLOGY, AND RETAIL INNOVATIONS TO ADVANCE AND IMPROVE THE FUTURE OF HEALTHCARE.” 

• WALGREENS WILL TEST ‘DIGITAL HEALTH CENTERS’ IN SOME OF ITS STORES, WHICH ARE AIMED AT MERCHANDISING AND 

SALE OF SELECT HEALTHCARE-RELATED HARDWARE DEVICES.  THEY WILL ALSO COLLABORATE ON SOFTWARE RESEARCH.

• “WBA WILL WORK WITH MICROSOFT TO HARNESS THE INFORMATION THAT EXISTS BETWEEN PAYERS AND HEALTHCARE 

PROVIDERS TO LEVERAGE, IN THE INTEREST OF PATIENTS AND WITH CONSENT, OUR EXTRAORDINARY NETWORK OF 

ACCESSIBLE AND CONVENIENT LOCATIONS TO DELIVER NEW INNOVATIONS, GREATER VALUE AND BETTER HEALTH 

OUTCOMES IN HEALTHCARE SYSTEMS ACROSS THE WORLD.”
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MORE NEW PLAYERS IN THE DELIVERY SYSTEM

• SAM’S CLUB – FOUR/4 BUNDLES PILOT.  STARTING OCT, 2019   OFFERED IN MI, PA, NC WITH A COST FROM 

$50 -$250 PER YEAR.  WORKING WITH SEVERAL HEALTHCARE COMPANIES TO OFFER DISCOUNTS ON 

MAINTENANCE CARE ITS CUSTOMERS MIGHT DELAY OR SKIP DUE TO COST.

• EACH BUNDLE OFFERS:  A) DENTAL SERVICES WITH A NETWORK OF PROVIDERS THRU HUMANA AS WELL AS UNLIMITED 

TELEHEALTH FOR $1 PER VISIT THRU SEATTLE-BASED COMPANY CALLED 98POINT6.  B)  THE  BUNDLES OFFER DISCOUNTED 

VISION EXAMS, OPTICAL PRODUCTS AND FREE PRESCRIPTIONS ON CERTAIN MEDICATIONS, DEPENDING ON WHAT THE 

MEMBER CHOOSES. C) THE NUMBER OF FREE GENERICS RANGE FROM 5-20 OF THE MOST POPULAR MEDICATIONS.

• EX)  THE FAMILY BUNDLE, AT $240 PER YEAR- INCLUDES:  ACCESS TO A PREVENTIVE LAB SCREENING THAT MEASURES HEALTH 

INDICATORS LIKE DIABETES, UP TO 30% DISCOUNT ON CHIROPRACTIC, MASSAGE THERAPY, AND ACUPUNCTURE SERVICES 

AND A 10% DISCOUNT ON HEARING AIDS.  EACH BUNDLE ALSO OFFERS PREPAID HEALTH DEBIT CARDS TO BE USED WITHIN 

THE HEALTH SERVICE NETWORK. 10-19

• SAM’S CLUB LAUNCHES $1 TELEHEALTH VISITS FOR MEMBERS VIA 98POINT6.  BOARD-CERTIFIED MDS 24/7.

MDS CAN DX AND TREAT 400 CONDITIONS INCLUDING COLD AND FLU-LIKE SYMPTOMS AS WELL AS ALLERGIES, CHRONIC 

CONDITIONS LIKE DIABETES, DEPRESSION AND ANXIETY. SAM’S HAS 600 STORES   7-20
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AMAZON EXPANDS PUSH INTO HEALTH CARE WITH 
ONLINE PHARMACY – 11/20

• AMAZON BOUGHT PILLPACK /2018- ONLINE PHARMACY WHO ORGANIZES PRESCRIPTIONS INTO PACKETS.  
SET UP FOR MORE DIRECT COMPETITION WITH WALGREENS BOOTS ALLIANCE &  CVS HEALTH CORP.  OTHER 
DRUG COMPANIES STOCKS FELL WITH ANNOUNCEMENT.

• AMAZON PHARMACY, SELLING PRESCRIPTION DRUGS WITH DISCOUNTS FOR US PRIME MEMBERS.

• SHOPPERS CAN PAY USING THEIR HEALTH INSURANCE.  IF THEY DON’T USE THEIR INSURANCE, ELIGIBLE FOR 
DISCOUNTS ON GENERIC & BRAND-NAME DRUGS ON AMAZON.COM OR AT ABOUT 50,000 PARTICIPATING 
PHARMACIES.

• PATIENTS LIKE TALKING TO THEIR PHARMACISTS ABOUT THEIR PRESCRIPTIONS. AMAZON WILL LIKELY TRY TO 
RECREATE DIGITALLY.  

• AMAZON, JP MORGAN, BERKSHIRE FORM NEW COMPANY TO TACKLE HEALTHCARE COSTS.”   1-18  (HAVEN) 

2-21/DISSOLVED.  EACH WILL DO THEIR OWN ‘THING.’
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MORE PAYER CHALLENGES- ANTHEM AND IMAGING
*ANTHEM IS THE LARGEST FOR-PROFIT ORGANIZATION OF BXBS*

• ANTHEM BC – DISCONTINUING 
COVERAGE OF OUTPT IMAGING AT 

HOSPITAL.    “IMAGING CLINICAL 

SITE OF CARE.”   

• DIRECTING PATIENTS TO FREE STANDING 
IMAGING CENTER FOR CT  AND MRI.

• 2017- KY, IND, MO, WI.  ADDED CO, GA, 
NV, NY, OH, CA.  MARCH 2018- ADDED CT, 
MAINE AND VA.  13 STATES IMPACTED

• PT STEERAGE, LIMITING PT CHOICE AND 
LABOR COST TO DO PRIOR 
AUTHORIZATION FOR CT AND MRI.  SOME 
EXCEPTIONS – RURAL, TIED TO PRE-OP 
SERVICES.

• QUALITY OF CARE, AVAILABILITY OF THE 
REPORTS, INTEROPERABILITY LIMITATIONS, 
RAD PROVIDER INTERPRETING = ALL LISTED 
AS CONCERNS.

• CONCERN:  SERVICE IS AUTHORIZED BUT 
NOT AT THE HOSPITAL REQUESTED/ 
INSURANCE PICKS CHEAPEST SITE OF 
SERVICE. 39



PAYERS- UNITED – LARGEST PAYER –
CONTRACT AND POLICIES/WEBPAGE. MID –YEAR CHANGES?

**UNITED REVENUES WILL HIT $243B-$245B IN 2019. 
4-21/1ST Q  REPORTS PROFIT INCREASE OF 44%  $5B**

• UNITED HEALTHCARE 

• CONTINUES TO BUY COMPANIES THAT WORK

DIRECTLY WITH HOSPITALS.  ADVISORY GROUP, 

OPTUM, PHYSICIAN GROUPS, PHYSICIAN 

ADVISOR GROUPS.  CHANGE HEALTHCARE 2-

21

• NEW:  SITE OF SERVICE DETERMINATIONS 

FOR OUTPT PROCEDURES.  URG-11.03  EFF 5-18. 

• “UNITEDHEALTHCARE’S POLICY WILL LIMIT OUTPATIENT 

SURGERY TO HOSPITALS…WILL ONLY PAY IN AN OUTPT

HOSPITAL SETTING IF THE INSURER DETERMINES THE SITE 

OF SERVICE IS MEDICALLY NECESSARY. ..’HOPES TO GUIDE 

PATIENTS TO AMBULATORY SURGERY CENTERS. “ 10-19

• UNITED HEALTHCARE-OWNS OPTUM

• EFFECTIVE 3-18, ER FACILITY E&M CODING REVISION FOR 

COMMERCIAL AND MEDICARE ADVANTAGE PLANS.

• POLICES FOCUS ON ED LEVEL 4/99284 AND LEVEL 

5/99285 – WHETHER THE PROVIDER IS CONTRACTED OR 

NOT. 

• USING OPTUM ED CLAIM (EDC) ANALYZER TOOL WHICH 

USES PRESENTING PROBLEMS, DX SERVICES PROVIDED, AND 

ASSOCIATED PT’S CO-MORBIDITIES.

• HUMANA ADDED THIS AUDIT AS WELL 8-20
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PAYERS – CHANGING CLIMATE

• ‘CVS AGREES TO BUY AETNA IN $69 B DEAL 
THAT COULD SHAKE UP HEALTHCARE 
INDUSTRY.”  2018

• “WE WANT TO GET CLOSER TO THE 
COMMUNITY AS ALL HEALTHCARE IS LOCAL. 
“ CVS WOULD PROVIDE A BROAD RANGE OF 
HEALTH SERVICES TO AETNA’S 22 M MEMBER 
AT ITS NATIONWIDE NETWORK OF 
PHARMACIES AND WALK-IN CLINICS.

• THINK OUT OF NETWORK FOR OTHER 
PHARMACIES. 

• AMERIGROUP/AN ANTHEM COMPANY

• EFFECTIVE 7-20/NON PARTICIPATING; 9-1-
20/PARTICIPATING.  APPLICABLE TO ED SERVICES 
PROVIDED.

• EMERGENCY CONDITION:  CONDITION THAT A LAY-
PERSON WITH AN AVERAGE KNOWLEDGE OF HEALTH 
AND MEDICINE COULD REASONABLY EXPECT THE 
ABSENCE OF MEDICAL ATTENTION TO RESULT IN SERIOUS 
HEALTH JEOPARDY.

• PRUDENT LAYPERSON: TO REASONABLY DETERMINE 
WHETHER AN EMERGENCY CONDITION EXISTS.  DOES 
NOT HAVE HEALTHCARE TRAINING WITH A HC 
EDUCATION.

• ONLY PROCESS ED FACILITY CLAIM AS EMERGENT.

• CRITERIA:  ICD-10 EMERGENT DX HAVE BEEN IDENTIFIED IN 
‘SPECIFIC’ CLAIM FIELDS- PRIMARY DX =FIELD 67.   

HTTPS://PROVIDERS.AMERIGROUP.COM/TX
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POLLING QUESTION 4

WHAT DOES SITE OF SERVICE MEAN?

• PAYER CAN DETERMINE WHICH IN-NETWORK PROVIDER THEY WILL AUTHORIZE THE CARE FOR

• PROVIDER CAN DETERMINE TO ACCEPT OR REFER TO ANOTHER SITE

• PAYER CAN APPROVE ANY PROVIDER, REGARDLESS OF NETWORK ASSIGNMENT

• PATIENT CAN REQUEST TO GO TO THEIR PREFERRED PROVIDER, REGARDLESS
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PAYER + PROVIDER:    ‘LONG ROAD FROM 
CONTENTION TO COOPERATION.”  MONEY=POWER

• ‘ANTHEM/BC  (INDIANAPOLIS-BASED) 

DETERMINES ER VISITS ARE NOT 

COVERED FOR 300+ DIAGNOSIS. 

*NON-EMERGENT*  2018>

• IMPACTS KENTUCKY, GA, OHIO, INDIANA AND 
MISSOURI.   40M+ BC MEMBERS. 

• EXCEPTIONS:  UNDER 14, ON IV/NEW, NO OTHER 
CARE WEEKENDS, PHYSICIAN REFERRALS TO THE ER, A 
LACK OF URGENT CARE AVAILABLE.  

• AMERICAN COLLEGE OF ER PHYSICIANS:

“THE CHANGES DO NOT ADDRESS THE UNDERLYING 
PROBLEM..PTS HAVE TO DECIDE IF THEIR SYMPTOMS ARE 
MEDICAL EMERGENCIES OR NOT BEFORE THEY SEEK 
TREATMENT. “

• IF THE DIAGNOSIS DOES NOT WARRANT ‘EMERGENT’ UNDER 
THE PAYER-SPECIFIC GUIDELINES, THERE IS ON PAYMENT TO 
THE HOSPITAL AND PROVIDERS.

• EX) PT IN FRANKFORT, KY –AFTER EXPERIENCING 

INCREASING PAIN ON HER RIGHT SIDE OF HER STOMACH, 

THOUGHT APPENDIX HAD RUPTURED.  ER TESTED, 

DIAGNOSED WITH OVARIAN CYSTS.

• PATIENT OWED FULL $12,000

• DENIALS ARE BASED ON FINAL DIAGNOSIS; WITH LITTLE 
‘WEIGHT’ FOR  PRESENTING DIAGNOSIS.

• ANTHEM BELIEVES 10% REVIEWED/4% DENIED

• BCBS TX PHYSICIANS: “THIS WILL CREATE DEATHS. THIS WILL 
MAKE THE PT THINK TWICE BEFORE GOING TO THE ER.” 43



MORE PAYER-PROVIDER CHALLENGES -CIGNA
NO LONGER PAYING DRUG ADMINISTRATION 

• EFFECTIVE 5-19:  REIMBURSEMENT POLICY FOR INFUSION AND INJECTION.  

• “WE ROUTINELY REVIEW OUR COVERAGES, REIMBURSEMENT AND ADMINISTRATIVE POLICIES…  IN THAT REVIEW, WE TAKE 
INTO CONSIDERATION ONE OR MORE OF THE FOLLOWING:  EVIDENCE-BASED MEDICINE, PROFESSIONAL SOCIETY 
RECOMMENDATIONS, CMS GUIDANCE, INDUSTRY STANDARDS AND OUR OTHER EXISTING POLICIES.”

• ‘AS A RESULT OF THIS REVIEW, WE WANT TO MAKE YOU AWARE THAT WE WILL NO LONGER SEPARATELY REIMBURSE
INFUSION AND INJECTION ADMINISTRATION SERVICES BILLED BY FACILITIES BECAUSE INFUSION AND INJECTIONS 
ADMINISTRATION SERVICES ARE CONSIDERED INCIDENTAL TO THE PRIMARY SERVICE AND ARE NOT SEPARATELY 
REIMBURSABLE.”

• “THE AFFECTED CPT CODES:  96360-96379 AND 96521 THRU 96523.  THIS ALIGNS WITH OUR CURRENT REIMBURSEMENT 
POLICIES FOR FACILITY ROUTINE SUPPLIES.  (EXCLUDES: CHEMO  96400-530 AND SUB-INJ 96372)

• NOTE:” IN NOV, 2018, WE BEGAN APPLYING THIS UPDATE TO CLAIMS FROM THE ER DEPARTMENTS.  THIS UPDATES EXPANDS 
TO ALL AREAS WITHIN A FACILITY.”    (NO OBSERVATION OR ER. WHAT IF HAVE CHEMO AND NON-CHEMO DRUGS AT THE 
SAME TREATMENT TIME?)

• WOW!   A) WHAT IS THE PRIMARY SERVICE THAT IS BEING PAID?  B) IF IT IS DRUGS, ARE YOU GETTING 
FULL BILLED CHARGES AS IT MUST NOW COVER ALL VISIT AND ALL INFUSION COSTS   C) WHAT 
ABOUT THE ER VISIT OR HBC VISIT?   
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PAYER + PROVIDER = NEW PAYMENT RELATIONSHIPS

• AHA, AHIP AND 4 OTHER ASSOCIATIONS (AMA, BC/BS 

AND MGMA) JOIN TO IMPROVE PRIOR

AUTHORIZATION PROCESSES.1-18

• SIX HEALTHCARE GROUPS AGREED TO TAKE STEPS TO 
MAKE PRIOR AUTHORIZATION PROCESSES MORE 
EFFECTIVE AND EFFICIENT.

• DECREASE THE # OF PROVIDERS REQUIRED TO 
COMPLY WITH PRIOR AUTHORIZATION BASED ON 
THEIR ‘PERFORMANCE, ADHERENCE TO EVIDENCE-
BASED MEDICAL PRACTICES OR PARTICIPATION IN A 
VALUE-BASED AGREEMENT WITH THE HEALTH 
INSURANCE PROVIDER.”

• PRIOR AUTHORIZING ONLY “HIGH VALUE SERVICES’. 
INSURANCE PLAN IS DETERMINING WHAT VALUE 
BASED PAYMENT LOOKS LIKE… IS THIS REALLY VALUE 
BASED CARE BASED ON THE PHYSICIAN’S ASSESSMENT 
& BELIEVES BEST CARE PLAN?  WHO DECIDES?

• DISNEY PARTNERS WITH 2 FLORIDA HEALTH SYSTEMS TO 
OFFER HMO. 2-18

• DIRECTLY CONTRACTED WITH ORLANDO 

HEALTH/6 ACUTE HOSPITALS AND FLORIDA HOSPITAL, 
ORLANDO/20 CAMPUSES TO ROLL OUT TWO 
INSURANCE PLANS FOR DISNEY EMPLOYEES. 

• GOAL: LOWER HEALTHCARE COSTS, HIGHER OUTCOMES

• USING CIGNA/ALLEGIANCE TO ADMINISTER THE 
PROGRAM.

• NOTE:  REMEMBER EMPLOYER-OWNED INSURANCE IS STILL 
LOOKING FOR WAYS TO REDUCE THEIR COSTS..

• 11% OF EMPLOYERS ARE LOOKING AT DIRECT TO HEALTH 
SYSTEM./  NATIONAL BUS GROUP      

• 2021- INCREASE IN EMPLOYER DIRECT TO PROVIDER 
CONTRACTSin 45



DENIALS AND BEING THE PATIENT ADVOCATE
AND WHEN THE PAYER DECIDES TO DENY A CLAIM, THE PATIENT IS OVERWHELMED.  WHO IS THE PROVIDER NAVIGATOR TO HELP DEFEND THE 

DENIAL?

• EX)  PT HAD A BURN ON LOWER LEG. INSURANCE PAID FOR THE DRESSING BUT THEN STOPPED PAYING.  DENIED AS NOT MEDICALLY NECESSARY.  DIDN’T KNOW WHERE 
TO GO OR WHO TO HELP. ENDED UP CALLING THEIR INSURANCE AGENT/WHO SOLD THE MA PLAN. THE AGENT CALLED THE INSURANCE AND TOLD THE PT – NOTHING 
THEY CAN DO.  HE PAID OUT OF POCKET FOR MULTIPLE MONTHS.

• EX)  PT’S INSURANCE CHANGED AFTER THE PT HAD 3 CORRECTIVE SURGERIES.  SPECIALIZED SURGEON AND PROCEDURES.  A 4TH SURGERY WAS NECESSARY, BUT OUT OF 
NETWORK.  PT ASKED THEIR HUMAN RESOURCE /BROKER –NOTHING TO HELP.  THEN DIRECTED TO CALL THE INSURANCE DIRECTLY AND ASK FOR HELP.   AFTER ANOTHER 
DENIAL, A NAVIGATOR –ADVOCATE STEPPED IN.  OUTLINED THE SURGERY, INVOLVED THE SURGEON TO DISCUSS THE CASE DIRECTLY WITH THE PAYER, AND ASKED FOR 
EXCEPTION TO CONTINUE WITH THE SAME PT CARE AND SURGEON.  INSURANCE PLAN SAID – THERE ARE PLENTY OF IN-NETWORK ORTHO SURGEONS. NOW THE BATTLE 
TO PROVE – CAN’T CHANGE AND NO SURGEON WOULD TAKE OVER THIS LEVEL OF COMPLEXITY.  AFTER MANY CALLS, THE PT AND ADVOCATE DID GET LIMITED 
APPROVAL.   THEN AFTER CARE DENIED.  (CAN’T MAKE THIS STUFF UP!)

• EX)  PT HAD MUSCLE PAIN WITH INABILITY TO DX WITHOUT A TEST. A VIT D TEST WAS ORDERED AS THIS WAS THE ACCEPTED COURSE OF DX WORK- UP FOR 
UNCONTROLLED MUSCLE PAIN.  INSURANCE DENIED AS NOT MEDICALLY NECESSARY AND THEY HAD THEIR OWN INDEPT COMPANY WHO CONFIRMED SAME. WHEN TOLD 
THAT THE DOCTOR NEEDED TO DETERMINE THE LEVEL OF VIT D –AS IT IS DIRECTLY RELATED TO THE REASON FOR MUSCLE PAIN – DIDN’T MATTER. PT WAS TOLD THEY HAD 
TO PAY IT AND OTHER SERVICES RELATED TO THE VIT D TEST.  PT ASKED THE PROVIDER –WHAT CAN THEY DO?  THEY STEPPED IN AND DID DO AN APPEAL. ALL FOR A SIMPLE 
VIT D TEST..  OTHERWISE, THE PT IS LEFT PAYING.

THE COMPLEXITY OF HEALTHCARE – THE RELATIONSHIP BETWEEN THE PAYER AND THE PATIENT –ALL DIFFICULT FOR THE PT WHO ONLY 
BELIEVES---IF THE PHYSICIAN ORDERED IT, WHY DID THE INSURANCE DECLARE IT AS NOT MEDICALLY NECESSARY?

PHYSICIAN DIRECTED CARE VS  PAYER DIRECTED CARE.   SO VERY HARD ON THE PATIENT.  WHO CAN HELP THEM? WHO ACTUALLY 
KNOWS WHAT TO ASK?    PAYER’S GOING WILD DIRECTLY IMPACTS THE MOST VULNERABLE – THE PATIENT.  
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POLLING QUESTION 4

WHAT IS THE ROLE OF A PT NAVIGATOR?

• ASSIST WITH UNDERSTANDING THEIR ITEMIZED STATEMENT

• ASSIST WITH UNDERSTANDING THEIR INSURANCE PAYMENT- CHGS VS ALLOWABLE

• ASSIST WITH FILING AN APPEAL ON THEIR BEHALF

• ASSIST WITH EVERYONE ASPECT OF AN UNEXPECTED HEALTHCARE BILL/OCCURRENCE IN THEIR 

LIVES.

• ALL THE ABOVE
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THANKS FOR JOINING US IN THIS 
EDUCATIONAL JOURNEY…

DAY EGUSQUIZA, PRESIDENT

AR SYSTEMS, INC  &

PATIENT FINANCIAL NAVIGATOR FOUNDATION, INC.

PO BOX 2521

TWIN FALLS, IDAHO   DAYLEE1@MINDSPRING.COM

HTTP://ARSYSTEMSDAYEGUSQUIZA.COM

AR SYSTEMS, INC – LEADING WITH ENERGY & EXCELLENCE

PFNFINC.COM  NOT-FOR-PROFIT FOUNDATION

PATIENT FINANCIAL NAVIGATOR FOUNDATION, INC –

A FAMILY OWNED, IDAHO-BASED FOUNDATION FORMED IN 2017.

“TRANSFORMING THE HASSLE FACTOR IN HEALTHCARE THRU 

EDUCATION.”
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