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DISCLAIMER: The intent of this program is to present accurate and
authoritative information in regard to the subject matter covered. It is
presented with the understanding that ERN/NCRA is not engaged in the
rendition of legal advice. This presentation is intended for educational
and informational purposes only. If legal advice or other expert
assistance is required, you should seek the counsel of your own attorney
with the expertise in the area of inquiry.
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When Payors Won’t Listen: 
The Law, Denial Management and 

Appeal Letter Writing (MD)



Why We Exist.
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InterQual Disclosure Updated 11/9/18

“The Clinical Content reflects clinical interpretations and analyses and cannot

alone either resolve medical ambiguities of particular situations or provide the sole

basis for definitive decisions. The Clinical Content is intended solely for use as
screening guidelines with respect to the medical appropriateness of healthcare

services and not for final clinical or payment determinations concerning the type or

level of medical care provided, or proposed to be provided, to a patient.”….
(Emphasis Added)

Per the Milliman Care Guidelines Disclaimer (shown on their website):

“Qualified healthcare professionals may use our guidelines as a tool to support

medical necessity decisions, but they should not use them as the sole basis for

denying treatment or payment. Our guidelines must be applied to individual
patients on a case-by-case basis and always in the context of a qualified

healthcare professional’s clinical judgment.” (Emphasis Added) (See Attached)
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ERN/The Reimbursement Advocacy Firm (TRAF) is the

representation arm of ERN/National Council of Reimbursement

Advocacy (NCRA), a for profit California corporation and

provider membership organization, whose mission is to provide

regulatory claims representation, training and patient

advocacy that restricts third-party payors from making
improper denials or medically inappropriate decisions.



At ERN, we understand the significance of quality

health care and its reliance on financial viability. With

the support of Wickline v. State, we help providers

advocate for medically appropriate health care and

fair reimbursement (using administrative laws)

because ultimately, we recognize that every case

represents a human life.



FOR MEDICALLY 
APPROPRIATE HEALTHCARE

FOUR WAYS TO BE A

Champion



Can I do this?



THE PURPOSE OF THE LAW IS TO BRING 

ME TO A PLACE OF RECOVERY.



Maryland operates the nation’s only all-payer hospital rate regulation system. This system is made possible, in part, by a 36-year-old Medicare waiver
(codified in Section 1814(b) of the Social Security Act) that exempts Maryland from the Inpatient Prospective Payment System (IPPS) and Outpatient
Prospective Payment System (OPPS) and allows Maryland to set rates for these services. Under the waiver, all third parties pay the same rate.



MD EMERGENCY AND POSTSTABILIZATION



Md. INS Code Ann. § 15-126 (d)

(d) Insurer prohibited from requiring insured to obtain prior authorization. -- An entity
subject to this section may not require an insured or enrollee to obtain prior authorization
before accessing the 911 system or other State, county, or local government emergency
medical services system for an emergency medical condition.



§ Md. INS Code Ann. § 15-10B-06 (3)

(3) If a private review agent requires prior authorization for an emergency inpatient
admission, or an admission for residential crisis services as defined in § 15-840 of this title,
for the treatment of a mental, emotional, or substance abuse disorder, the private review
agent shall:

(i) make all determinations on whether to authorize or certify an inpatient admission, or an
admission for residential crisis services as defined in § 15-840 of this title, within 2 hours
after receipt of the information necessary to make the determination; and

(ii) promptly notify the health care provider of the determination.



Md. INS Code Ann. § 15-10B-09.1. (1)

A grievance decision shall be made based on the professional judgment of:

(1)

(i) a physician who is board certified or eligible in the same specialty as the treatment under
review; or

(ii) a panel of other appropriate health care service reviewers with at least one physician on
the panel who is board certified or eligible in the same specialty as the treatment under
review;

(Also see MD. INS Code Ann. § 15-10A-05 (c) Minimum requirements for experts.)

HOW DO WE KNOW?







Medicare Advantage (Managed by the 

Center for Medicare & Medicaid Services) 



POLICY CHALLENGES
CMS



© 2018 ERN Enterprises, Inc. All rights reserved.

POLICY CHALLENGE:
CENTER FOR MEDICARE AND MEDICAID SERVICES

 WHAT CAN YOU DO?
 Vigorously defend MA plan usage of 3rd party vendors for overpayment

recovery and failure to forward upheld denials to the IRE. This non-
compliance issue has been previously addressed in the Best Practices
and Common Findings Memo #2, from the 2012 Program Audits, where
Gerard Mulcahy of CMS stated:

 “We observed the following: Sponsors did not prepare a written
explanation and send the case file to the IRE in a timely manner upon
affirming its adverse organization determination.”

 Flag all MA plans failing to forward upheld denials to the IRE and run a
report showing (by Plan), # of beneficiary claims where the failure
occurred, and # of uncompensated dollars effected.

 Notify your RAC leader and Ed Norwood to determine next steps for
escalation to the appropriate plan and/or regulatory agency.

 DID YOU KNOW?

 Some non-contracted MA plans are failing prepare a 
written explanation and send the case file to the IRE 
(Maximus) within 60 calendar days from the date it 
receives the request for a standard reconsideration. 

 Authority: 42 CFR §422.590 (b)(2)

See plan responsibilities per 422.590 (b)(2).

CARELESS
HEALTH PLAN
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UNFAIR PAYMENT PRACTICES
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UNFAIR PAYMENT PRACTICES
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UNFAIR PAYMENT PRACTICES
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UNFAIR PAYMENT PRACTICES
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UNFAIR PAYMENT PRACTICES
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POLICY CHALLENGE:
CENTER FOR MEDICARE AND MEDICAID SERVICES

 FEDERAL REGISTER VOLUME 63, NUM 123:
 “We do not agree that the M+C organization should have the absolute

right to control the care that is given to the member when it does
eventually respond and the one hour time period has elapsed. Safe
transfer of responsibility should occur with the needs and the condition of
the patient as the primary concern, so that the quality of care the
patient receives is not compromised.”

 WHAT CAN YOU DO?
 Once the beneficiary is admitted and the 1 hour time for the MA to

respond has lapsed, the continuity of the patient’s care is the utmost
concern and the MA plan is discouraged from disrupting care that could
have an adverse impact to the beneficiary.

 Vigorously defend retrospective denials after patient discharge in light of
422.113 (c)(3), which states: The MA organization's financial responsibility
for post-stabilization care services it has not pre-approved ends when -
(iv) The enrollee is discharged.

 Flag all MA plans conducting retrospective medical reviews and denying
for medical necessity, and run a report showing (by Plan), # of
beneficiary claims denied improperly, and # of uncompensated dollars
effected.

 Notify your RAC leader and Ed Norwood to determine next steps for
escalation to the appropriate plan and/or regulatory agency.

 DID YOU KNOW?

 MA plans are failing to 
preapprove care within the 
statutorily required one (1) hour 
and then denying claims for 
medical necessity—even if 
ordered by a plan provider.

 Authority: 42 CFR §422.113

1hr



CHAPTER 4 MEDICARE MANAGED CARE MANUAL
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CHAPTER 4 MEDICARE MANAGED CARE MANUAL
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CHAPTER 4 MEDICARE MANAGED CARE MANUAL
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CHAPTER 4 MEDICARE MANAGED CARE MANUAL
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Who are the treating physicians or provider—are they contracted with the MAO?

45



MEDICARE HMO – 42 CFR § 422.113 (b)(2) The MA organization is financially
responsible for emergency and urgently needed services--

(i) Regardless of whether the services are obtained within or outside the MA
organization;

(ii) Regardless of whether there is prior authorization for the services.

(A) Instructions to seek prior authorization for emergency or urgently needed
services may not be included in any materials furnished to enrollees (including wallet
card instructions), and enrollees must be informed of their right to call 911.

(B) Instruction to seek prior authorization before the enrollee has been stabilized
may not be included in any materials furnished to providers (including contracts with
providers);

(iii) In accordance with the prudent layperson definition of emergency medical
condition regardless of final diagnosis;



(3) Stabilized condition. The physician treating the enrollee must decide when the
enrollee may be considered stabilized for transfer or discharge, and that decision is
binding on the MA organization.



MEDICARE HMO - 42 CFR 422.113 (c)(2) MA organization financial responsibility. The
MA organization—

(i) Is financially responsible (consistent with Sec. 422.214) for post-stabilization care
services obtained within or outside the MA organization that are pre-approved by a
plan provider or other MA organization representative;



(ii) Is financially responsible for post-stabilization care services obtained within or
outside the MA organization that are not pre-approved by a plan provider or other MA
organization representative, but administered to maintain the enrollee's stabilized
condition within 1 hour of a request to the MA organization for pre-approval of
further post-stabilization care services;



(iii) Is financially responsible for post-stabilization care services obtained within or
outside the MA organization that are not pre-approved by a plan provider or other MA
organization representative, but administered to maintain, improve, or resolve the
enrollee's stabilized condition if—

(A) THE MA ORGANIZATION DOES NOT RESPOND TO A REQUEST FOR PRE-APPROVAL
WITHIN 1 HOUR;

(B) The MA organization cannot be contacted; or



(c) The MA organization representative and the treating physician cannot reach an
agreement concerning the enrollee's care and a plan physician is not available for
consultation. In this situation, the MA organization must give the treating physician
the opportunity to consult with a plan physician and the treating physician may
continue with care of the patient until a plan physician is reached or one of the
criteria in Sec. 422.113(c)(3) is met;



(3) End of MA organization's financial responsibility. The MA organization's financial
responsibility for post-stabilization care services it has not pre-approved ends when—

(i) A plan physician with privileges at the treating hospital assumes responsibility for
the enrollee's care;

(ii) A plan physician assumes responsibility for the enrollee's care through transfer;

(iii) An MA organization representative and the treating physician reach an
agreement concerning the enrollee's care; or

(iv) The enrollee is discharged (Emphasis added).



MA Organizations: Their Financial Responsibility to You
Source:
42 CFR §422.113 (c)(2-3)

…you render services within 
1 hour of your request

MA Organizations are financially responsible 
for poststabilization care services when…

…they have been 
pre-approved by a 

plan provider or 
MAO.

…they did not respond to your request after 
one hour, they cannot be contacted and the 

MA plan/plan physician and treating 
physician cannot reach an agreement about 

the enrollee’s care

#%$!

MA Organizations’ financially responsibility ends 
when…

…at the treating 
facility

…a plan physician assumes responsibility 
for the enrollee’s care…

…an MA organization
representative and the treating
physician reach an agreement about
the enrollee’s care

…OR the 
enrollee is 
discharged

…OR through 
transfer

1.

2.

3.

1.
2.

3.



OBS VS. INPT. CASE STUDY



CASE STUDY























ASK YOURSELF:

•Has the plan issued a tracking number versus an authorization?
•Did the plan receive faxed clinicals to conduct concurrent reviews while the
patient was still hospitalized?
•Did the plan fail to notify the hospital of any disagreements prior to the
commencement of poststabilization services and care or during the continuation
of the same?

Any failure to issue an authorization within 60 minutes of the initial call deems
the services authorized and payment cannot be denied.



Can I 

process this?



PREVENTING
DENIALS



What if you could prevent 

denials?

Health Plan 

authorization 
delays

Our Providers

Our Denial Prevention Unit works in concert 
with your Case Managers to:

• Convert tracking and reference numbers to 
authorization numbers prior to billing to 
avoid backend denials.

• Challenge improper requests for medical 

records to review services prior to the 
issuance of an authorization. 

• Fight concurrent or continuity of care 

denials and initiate a notice of 
disagreement of care to trigger the plan’s 
responsibility to assume care for patient 
under Health and Safety Code §1371.4 (d) 

and 42 CFR Part 422. 

• Expedite transfer of a patient to ensure 
continuity of care. 

• Challenge a plan’s refusal to conduct 
retrospective review for unauthorized 
medically necessary services (provided 

after normal business hours, or when the 
patient’s insurance information was not 
provided, etc.) 

• Challenge improper denials of care after 

patient is discharged under Title 28, Part 422 
or any other applicable regulation.

• Challenge medical necessity, reductions of 

level of care and disputed health care 
services under state and federal laws

• Fight prospective care (pre-certification) 
denials. 

CALL TO GET STARTED: 

(714) 995-6900 EXT. 6934

We fight health plan unfair payment practices and deploy the 
company's renown, Web-based proprietary denial prevention 

and management program (REVAssurance) to:

Obtain Timely Authorizations | Accelerate Revenue Capture |  
Overturn Improper Denials | Decrease Bad Debt |

And Improve Operating Margin And Cash Flow.

www.erntraf.org



TIMEFRAME:

“
60 DAYS

from the date of 

the notice of the 

organization 

determination

“
1 YEAR

of an adverse

benefit decision

“
180 DAYS

following receipt of 

a notification of an 

adverse benefit 

determination

SOURCE: 42 C.F.R. 

§422.582(b)

38 U.S. CODE 

§ 7105 

29 C.F.R.

§ 2560.503-1(h)(3)

JURISDICTION:
Medicare 

Advantage
VA ERISA

To protect your rights, make sure to escalate

your cases to ERN/The Reimbursement

Advocacy Firm (TRAF) within the following

timeframes.



To protect your rights, make sure to escalate your

cases to ERN/The Reimbursement Advocacy Firm

(TRAF) within the following timeframes.

60 30

42 CFR 422.582(a-b)

60

42 CFR 422.590(a)(2) 42 CFR 422.590(b)

42 CFR 422.618(a)

To request a 
reconsideration

To uphold the service 
denial and send to an 

IRE

To effectuate a 
payment 

reconsidered 
determination

days days days
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Have you created:

• Letter Libraries

• Law Libraries

• Fax Cover Sheets with laws

• Registration Forms with laws

• Policies, Procedures and Checklists

• Blurb Libraries



MANAGING
DENIALS







Can I automate this?















Can I beat this?



APPEAL LETTER 

WRITING WORKSHOP
WRITING THE APPEAL



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

QUESTION: How can we decrease denials?  

What are payors looking for in an appeal letter?

1. Identify the denial reason. 

2. Determine the jurisdiction.

Examples: MA, ERISA, State sponsored HMO.

3. Create transition statement of facts to ensure a clear 
explanation of the disputed item, including the 
provider’s position is contained in appeal letters:

ER No Pay- Postabilization: 

“We dispute (Payor’s name) 

denial of this claim as not 

medically necessary, because

(Payor’s name) was notified of 

the patient’s admission and 

failed to disapprove care prior 

to the patient’s discharge as 

shown and described below:”

No Claim on File: 

“We dispute (Payor’s name) 

denial of this claim as no claim 

on file, because (Client’s name) 

billed the claim to (Payor’s

name) on (date) as shown and 

described below:”

4. Attach exhibits to document each fact. 

Example:

❑ On 9/23/15, the patient presented to the emergency 

department of (PROVIDER) with severe crushing chest pains. 

❑ On 10/3/15, MHG submitted the claim to Blue Cross (See Exhibit 

A – Hospital UB04 and Claims Clearing house receipt). 

❑ On 4/20/16, Blue Cross denied the claim for untimely filing (See 

Exhibit B – BX EOB).

(HEALTH NET PAYOR PANEL ATTORNEY COMMENTS)

5. Locate administrative laws to support each argument.

6. Apply the law. 

“Here, [Payor] was notified on [DATE], but failed to assume 

responsibility of the patient, within 60 minutes, prior to the patient’s 

discharge, deeming the services statutorily authorized.”

7. Land the plane (Impose deadlines.) 

“Please release the federal funds intended for the Medicare 

beneficiary on or before (deadline date) to prevent any 

unnecessary regulatory complaint action.”



“WE DISPUTE…”

“...BECAUSE…”

“…AS SHOWN AND DESCRIBED BELOW:”



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

DIRECTIONS:

The following is a sample timeline of a common denial.

Use the facts below to complete this worksheet, and use it as a model in crafting your own letters:

• On 11/1/15, the patient presented to the emergency department of Hospital with severe crushing chest

pains.

• On 11/1/15, Hospital called Careless Sr. Plan and Representative stated that the patient was eligible,

effective 5/1/12 to current, and issued a tracking number (See Exhibit A – Hospital Records*).

• On 11/2/15, Hospital faxed a face sheet to Careless Sr. Plan notifying of the patient’s admission and

requesting authorization per: __________________________________________________________.

• On 11/5/15, patient discharged without any disapproval from Careless Sr. Plan.

• On 11/8/15, Hospital submitted the claim to Careless Sr. Plan electronically.

• On 2/5/16, Hospital called Careless Sr. Plan and Representative stated the claim was denied as not

medically necessary, requesting medical records. (See Exhibit B – Explanation of Benefits*).

• To date, payment has not been released.



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

1) WHAT IS THE DENIAL? _______________________________________________________________________

2) JURISDICTION: [ ] STATE [ ] HMO [ ] MA [ ] VA [ ] ERISA

3) TRANSITIONAL STATEMENT OF FACT:

We dispute _____________________________________________________’s denial of this claim, because

______________________________________________________________________________________________

______________________________________________________________________________________________

_______________________________________________________________ as shown and described below:

4) *CREATE A TIMELINE FOR YOUR APPEAL AND ATTACH SUPPORTING EXHIBITS TO EACH FACT. 

See directions above.



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

5) APPLICABLE LAWS:

Reference the laws relevant to this denial and cite them, in full:

1. Please, be advised that _______________________________________________________ states…

2. Further, _______________________________________________________________________ states…

3. Finally, ________________________________________________________________________ states…

5) APPLY THE LAW:

Apply the laws, above, to the facts outlined in the timeline. Explain how the payor’s actions violate the law:

1. _______________________________________________________________________________________

_______________________________________________________________________________________

2. _______________________________________________________________________________________

_______________________________________________________________________________________

3. _______________________________________________________________________________________

_______________________________________________________________________________________



When Payors Won’t Listen…
Denials: Prevention and Correcting Issues stemming from the Insurance Side.

6) CONCLUSION (LAND THE PLANE):

End the letter by demanding payment compliance and imposing deadlines. If the law stipulates a

reimbursement deadline, evoke it here:

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________

______________________________________________________________________________________________



As superheros:

We are no respector or payors.

We work both small and big cases

alike.

We collaborate when cases are

too hard for us.

We aren’t afraid of anyone AND

We fight every giant as if we had

never failed.



CONTACT US: 
Ed Norwood, President

ERN/The National Council of Reimbursement Advocacy 

ednorwood@ernenterprises.org

(714) 995-6900 ext. 6926

www.ernenterprises.org


