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~Insurance Companies

* BATTLEFIELD

Revenue % Revenue Netlncome | % Netincome |

Insurance 2017 revenue | 2018 revenue | 2019 revenue | 2020 revenue | increase from | Increase (2017 | 2017 netincome | 2018 netincome | 2019 net income | 2020 net income | increase from | Increase (201710 §

2017 to 2020 t02020) 2017 to 2020 020)

: United Healthcare| $201.16 billion | $226.25 billion | $242.16 billion | 5257.14 billion | $55.98 billion 2783% $1056 billion 51199 billion | $13.84 billion | $1540billion | $4.84 billion 4583%
(igna $41.81 billion | $48.65 billion | $153.57 billion | 5160.40 billion | $118.59 billion|  283.64% $1.27 billion S164billion | $5.10billion | $846billion | $6.19billion 272.6%0
Anthem $90.04 billion | $92.10 billion | $104.21 billion| 512187 billion| $3L83 billion 35.35% $3.84 billion §3.75billion | S481billion | $457billion | $0.73billion 19.00%
Humana $53.77 billion | $36.91 billion | 564.89 billion | $77.16 billion | $23.39 billion 43.50% $245 billion $L68billion | S271billion | $337billion | $320million 3755%
Centene $48.38 billion | 560.12 billion | $74.64 billion | 511112 billion| $62.74 billion 129.68% $828 million $900 million | 5132billion | $181billion | $382million 118.60%
Nolina $19.88 billion | $18.89 billion | $16.83 billion | $19.42 billion | 5-0.46 billion -235% §-512 million (loss)| S707 million | 5737 million | S673million | $119billion 231.45%
TOTALS $455.04 billion  $502.92 billion  $656.30 billion  $747.11 billion  $292.07 bllian 64.19% $19.44 billian $20.67billon ~ $2852billion  $3428billon  §14.84 hillion 76.39%
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104 creat spital-lien-in favor of any hospitat or. medical. provider that renders-treatment
ed.byanother(e.g..Motor. Vehicle Accident).. The lien covers the full billed charges by the provide

BATTLEFIELD

Physician -documentation -is ‘critical '— -Audi
- everything to-warrant the inpatient status

.‘Demand Peer-to-Peer Reviews —Consider-designating. a.P.
Physician services to assist.in these reviews

Challenge. Medicare' Advantage' Plans with'the Medicare Guidelines found in.the CMS Manual System Pu
- 08 Medicare Program Integrity - - - -
shall pres spital-Stay ing 2 orn idnights 3
[ as.an inpatient nable ssary. for. A payment.. care-contracto IR
shall not focus their medical review efforts on.stays.spanning 2 or.more. midnights .after format inpatient."." . . .".
admission absent evidence of.systematic. gaming, abuse, or delays.in the provision.of care In'ah attemipt
---------------- to-qualify for the 2-midnight presumption.
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- -Blue Cross & Blue-Shield, Humana-and UHC are the mest aggressive in- using-this-
‘cost-coritainment. ‘strate olia" .recently. ‘joined ‘battle: .- Most .h
opted the use of the :

not ‘describé - well the range and. mix of services. provided by "hospitals.
during visits.of clinic.and. emergency department patients. White awa

praviders should continue to-apply their.current internat guidelines to. t
existing CPT codes.- Each ‘hospital’s internal -guidelines. should follow- the:
intent. of the .CPT. 'code. "descriptors, “in .that " the" guidelines. should .be’

different. levels. "of . effart. represented- by “the' .cades. *Haspitals “should.

ensure- that - their - guidelines -accurately- reflect- resource - distinctions:

has been.following CMS” instructions ‘and‘guidelines,.you.have
------- challenge all downgrades.

.. "The toding guidelines should"be based on-hospital fa
-guidelinesshould not be-based on physician resources. *

.".The coding guidelines should.be clear. to facilitate  accurate.payments and . ". . "
.be usablé for.compliance purposes and audits

.".The coding guidelines.should be written or recorded, well-docimented, and ™. ". . "
.provide.the basis for selection.of a’specific code.

..The coding” guidelines” should” result. in. coding. det

verified.by.cthér hospital staff, as well as outside source:

10/13/2021
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“

The A/B MACs (A) may choose to.review claims if data‘analysis deems’it a priority.
on the medical records-associated-with that claim-and-make a payment determination on that-claim.- They will then refer the-claim to
the QIO, in accordance with-IOM 100-08, chapter 6, 86.5.7. =« = =« « o« c 0 c ot ottt e e e e e e e

.upon .in ‘the - QI0-MAC, “Joint, Operating . Agreement.: QlQs . will. retain ‘their. responsibility- for - performin
déterminatiohs; Hospital-Issued.Notices of .Noh-Coverage (HINN).reviews,.quality reviews, transfér. reviews, readmission.reviews and,. *. . . . .
provider-requested higher-weighted DRG reviews.”

"
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gV to - petform - forensic -audits- p )
far the -sole; purpose of reducing -the - hospital’s
.1t -appears that-they-are focusing -heavily. on claims. that invalve  an: outlier

Unbundling

The Forensic Review evaluated this claim to determine whether it contained charges for supplies or services
that appear to be either “routine,” and/or are integral and necessary components of underlying daily service
or procedure charges.

Section 2202.6 of the CMS Provider Reimbursement Manual (“PRM”) directs facilities to include routine
supplies and services within underlying daily room or procedure charges and specifies that such routine
charges include “the regular room, dietary and nursing services, minor medical and surgical supplies, medical
social services, psychiatric social services, and the use of certain equipment and facilities for which a separate
charge is not customarily made.”

PRM Section 2202.8 limits a facility’s ability to separately charge for ancillary services and defines separately
billable ancillary services as including “laboratory, radiology, drugs, delivery room (including maternity labor
room), operating reom (including postanesthesia and postoperative recovery rooms), and therapy services
(physical, speech, occupational).”

PRM Section 2203 requires that each facility create and maintain “an established charge structure which is
applied uniformly to each patient as services are furnished to the patient and which is reasonably and
consistently related to the cost of providing the services.” Accordingly, this provision instructs that all facility
bills shall comply with the above PRM provisions and that a facility’s charges need to “reasonably and
consistently” relate to the facility’s underlying cost.

of Unbundling Questi — If you disagree with any of the Forensic Review Report’s unbundling
findings, please submit the explanations and/or documentation necessary to show that these charges are
separately payable.
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Forensrc A dlts

he Medicare Advantage: blari Cost Contai

et Vendors :a:tt:ern'p't:t:o: tse the Centers for-

‘Medicare and Medicaid-Services: (CMS). Provider Reimbursement-Manual (PRIVI) to Justlfy thelrﬁ
‘tactics but you can use the same rules to fight and win the battles. ' '

Routine Services.
e cinned by the provider in a

npatient routine services in a hospital er skilled nursing facility
. e -sometimes referr
rd

N cneral ro
&nd intensive care
oo
servi
y made

v The-Cost Containment

dor claims that this section directs hospitals to-include ro

(I

coronary care units (CCU's)
Hhe rcgulm room.

e supplies and services-within the underly

~-daily.raom or. procedure charge.. The fanguage in.this.section simply. states that-a room. and board or procedure ch ge is, |ntended to:

. ‘encompass.a variety ‘of services but does.not.mandate ‘anything..

Ancillary Services.—Ancillary services in a hospital or SNF include laboratory.

ology.

B Grugs. deli om (including maternify labor room). of  room (including postancsthesia and

postoperative recovery rooms), and therapy se
services may also include other special items and serv

ecech, occupational).

ich charges are customarily made

= W
fl addition to a routine service charge. (See §2203.1 and §2203.2 for further discussion of ancilla
=)

l scrvicesinan s

V. The' Cost. Containment Veridor ‘claims that. this séc'tic;n:liﬁi'ts:a:h'osbit'al:’s éblli:ty: to s'ebaraiel'y 'ch'ar'ge'. The. Iénéuéée in. this section.
N simply defines Ancillary. Services and limits ‘nothing. . The part that the Cost Containment Veridor chose to-excludeé -reads, “Ancillary.
- ‘services may- also mcl-ude other spemal rtems and services for wh| h charges are customanly made in- addmon to a routlne serviee-

. charge

2203.  PROVIDER CHARGE STRUCTURE AS BASIS FOR APPORTIONMENT

To assure that Medicare’s share of the provider's costs equitably reflects the costs of services received
by Medicare beneficiaries, the intermediary. in determining reasonable cost reimbursement,
evaluates the charging practice of the provider to ascertain whether it results in an equitable basis for
apportioning costs. So that its charges may be allowable for use in apportioning costs under the
program, each facility should have an established charge structure which is applied uniformly to each
patient as services are furnished to the patient and which 1s reasonably and consistently related to the
cost of providing the services. While the Medicare program cannot dictate to a provider what its
charges or charge structure may be, the program may determine whether or not Ih& charges are
allowable for use in apportioning costs under the program. Hospitals which have subproviders and
hospital-based SNFs must also maintain uniform cf s across all payer categories, as well as like
chm"n for like services across cach provider setting, in order to properly apportion costs. If like
charges for like services are not maintained across provider settings, the cost report must not
combine charges when calculating cost-to-charge ratios hut must report separately, by department,
costs and charges for the hospital, subprovider, and skilled nursing facility. An C\CL].‘l]Dﬂ to this
requirement is 1f the provider has the ability to gross-up charges described in §2314.B.

In determining reimbursement for the costs of routine services, providers do not use charges but use
|1:muu days for apportionment purposes in a skilled nursing facility (to the extent certified) orin a
hospital (with separate computation for each separate care unit). Costs of routine services are
dm[ulml\)‘.d based on the consideration that all patients in each separate area are receiving similar
services

The cost of those items and services specifically classified as routine in §2202.6 are always
considered routine service costs, and the costs of those specifically classified as ancillary in §2202.8
are always considered ancillary service costs for purposes of Medicare reimbursement.”

ancillary charge for a particular item or service, USICT than those listed as ancillary in §

recognized, and the cost of the item or service is not included in an ancillary cost cer

common or established practice of providers of the same class (hospital or in the same State is
to include the item or service in the routine service charge. Where there is no

common o es blished classification of an item or service as routine or ancillary among providers of
th 1 the same State, a provider's customary charging practice is recognized so long as it
y or all patients and does not result nequitable apportionment of cost to
program, -\nclllnn chawcs for 1tems or services furnished Medicare be; mf'tnn c]ud
those cnunmamd in § are not recognized by the program if separate ¢
y the provider Icrall non-Medicare patients ncu\mL o these same items or serv mcsdmul}
from [lk provider.

* BATTLEFIELD

a. charge structure. “that accurateiy -altows. for the:
- determination - .of cost . to ‘the: program: and - that
- Medicare is-entitled. to contest certain-charges.if they:
determmethatthey nflate coststotheprogra . .

:\/ Section' 2203 .gives. providers the. latitude .on’ cre
and. ‘maintaining ‘a' charge . structure" as ‘long * as. ‘that.
charge structure'is charged-consistently to all‘patients.-
Bottom line; section 2203 ‘does not: give the:Medicare.
Advantage ‘Plan’ or their Cost-Containment Vendor the:
authority. - 'to-_-dictate-.-how - a - provider’s. e.
Description Master (CDM) should be maintained. -

* BATTLEFIELD
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....... ». The ' Centers “for. 'Medicaid . and. ‘Medicaid . Sefvices. (CMS) "Provider” Reimbursément ‘Manual. (PRM)" gives
providers.the .latitude .on ‘creating ‘and maintaining a charge’ structure. as long.as the charge’ structure. is
charged consistently to.all patiénts.” The PRM.doées not mandate ‘or give the'MA Planthe authority to.dictate
how a provider’s-Charge Description Master-(CDM) should be maintained

.an opt-out if the payer.chooses to.use ‘cost-containment ‘strategies not. clearly defined and
-agreed.to in.the-contract.

17



10/13/2021




10/13/2021

19



