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Trends and Tools 

 Narrow network plans 
 Termination from provider panels 
 Participation in Medicare Advantage 

organizations 
 Reminder of ERISA rights 
 Non-discrimination – an update 

 



Narrow Networks 

 Began at request of employer groups seeking to 
decrease expenses. 

 First generation was tiered networks. 
 Proliferating due to competition through exchanges 

and in Medicare Advantage programs. 
 70 percent of plans offered through exchanges are  

offering narrow networks (defined as excluding 30% 
of hospitals) 

 Narrow because: 
 Only most “efficient” providers are invited to 

participate. 
 Rates are so low that few providers agree to 

participate. 



Narrow Networks 

 Has resulted in scrutiny by state and Federal 
regulators. 
 In California, Department of Managed Health Care 

is investigating whether Anthem and Blue Shield 
violated state law by misleading consumers and 
making it too difficult to get timely care. 

 More broadly, the managed healthcare agency 
and the Department of Insurance are reviewing 
exchange plan networks for 2015.  

 Under Medicare Advantage – CMS reviewed 
networks but concluded that plans still meet 
network adequacy standards. 
 



Consumer Backlash 

 Policyholders are also suing Anthem and Blue Shield, 
alleging that they misrepresented their networks and 
benefits. 

 
 Pushback –  

 South Dakota ballot initiative for any-willing-provider 
passed by 61 percent 

 Could see further anti-managed care backlash 



Termination from Provider 
Panels 

 As existing plans move to narrower networks, 
increasing number of contract terminations 

 Terminated providers can look for their rights in 
several places: 
 In the contract. 

 Under state law, to the extent it is applicable. 

 For Medicare Advantage terminations, under 
Federal law 



Medicare Advantage 
Provider Terminations 

 Wellpoint, Humana, Anthem, etc… 
 Laws re:  Provider Networks and 

Terminations 
Adequacy standards – CMS has checked 

and plans still meet standards. 
Members notified 30 days in advance 
 Providers notified 60 days for w/o cause  



Medicare Advantage 
Provider Terminations 

 Notice of termination must include: 
 Reason for termination (e.g., without cause) 
 If relevant to reason for termination, standards and 

profiling data used to evaluate, numbers and mix of 
physicians needed by the MAO 

 Physician has a right to appeal 
 Majority of hearing panel must be peers of the 

affected physician. 
 No right to appear in person. 

 



Terminations 

 Physicians may wish to send letter to their 
members. 
 If plan has out of network option, explain. 

 Send a list of health plans with which you continue 
to participate. 

 For MAOs, you must provide entire list of other MAOs 
with which you contract. 

 



Participation in Medicare 
Advantage Organizations 

Why should I become (or 
remain) a participating 
provider to a Medicare 
Advantage organization? 



Basics: 

 Medicare Advantage Organizations (MAOs) 
are private health plans that administer the 
Medicare benefit. 

 MAOs are different than supplements – they 
cover both the Medicare portion of the claim 
and all or part of the member cost sharing. 

 Must cover all Part A and Part B benefits 
 Must comply with the relevant LCDs and 

NCDs 
 Most state laws regulating the plans are 

preempted.  For example, laws regulating 
prompt payment laws, recoupment, or 
external appeals laws. 
 



The Basics – Flexibility 
beyond FFS 
 May impose utilization review features, 

such as referral requirements or prior 
authorization, not required by original 
Medicare. 

 The can review medical necessity in 
instances in which Medicare FFS 
automatically makes payment. 

 Can choose to cover benefits beyond 
Part A and Part B. 
 



Types of MA Plans 
 

 Coordinated Care Plans 
 HMO (closed network or with POS benefit) 
 Local PPO 
 Regional PPO 

 Other Plans 
 MSAs  
 PFFS plans 

 Extremely important to know they type to 
understand the plan’s obligations and your rights. 

 Every membership card indicates the type of MA 
plan. 
 



Types of Participation 
Status 

 In-network 
 Out-of-network 
 Deemed provider 

 Providers who furnish non-emergency services to 
PFFS members who do not have a written 
agreement with the plan 

 



Sources of Rights and 
Responsibilities 

 Contracted providers – Law and written contract 
 Non-contracted providers – Law 
 Deemed providers – Law and plan’s “terms and 

conditions.” 



Pros of Contracting with 
MAOs 

 Pros 
 If an Medicare Advantage plan is an HMO, it is the only 

way to furnish covered services to the member. 
 Potential referrals -- Most contracts require 

participating providers to only refer to network 
providers, regardless of whether there is an out-of-
network benefit. 

 Potential opportunities to participate in quality 
incentive or data collection programs for additional 
payment. 

 Opportunity to negotiate a payment amount greater 
than Medicare FFS. 

 May negotiate favorable recoupment and audit 
provisions. 

 Payment may be sooner than 30 day statutory 
timeframe. 
 



Cons of Contracting with 
MAOs 

 Unfavorable Contract Provisions 
 May require you to provide records  for any reason at 

no cost. 

 Must comply with prior authorization requirements. 

 Payment may not be favorable. 

 Plan can impose its own downcoding and edit rules. 

 Only available appeal process is the process 
established by the plan.   

 If payment is denied, hold harmless clause prevents 
you from billing beneficiary. 

 May be difficult to furnish non-covered benefits to 
members who agree to pay out-of-pocket. 



Pros of Non-Contracting 
(Open Access Plans) 

 MAOs are required to pay non-contracting 
providers in the same amount and manner as 
original Medicare. 

 There is no obligation to furnish records for 
purposes of risk adjustment (still must provide for 
medical necessity). 

 Providers may access the regulated member 
appeal process, which includes appeals to 
independent review entity. 

 No referrals or prior authorization may be required 
for PPOs and non-network PFFS plans.  
 



Cons of Non-Contracting 

 Cannot obtain plan reimbursement for services 
furnished to HMO members. 

 Unless prior authorization is voluntarily requested, 
(ask for an “organization determination”) medical 
necessity is only reviewed after services are 
furnished. 

 May be subject to recoupments/audits up to 4 
years after payment of claims. 

 No referral stream from plan providers. 



Reminder of Rights: 
Appeals and Assignment 

 Two issues that are frequently the subject of 
requests for assistance:  
 Recoupments of previously paid claims 

 Assignment for out-of-network providers 

 ACA regulations supplemented ERISA rules, 
added external appeal process; expanded 
definition of claimant to include authorized 
representatives; and expanded applicability. 

 Applies to insured and self-insured group health 
plans and individual plans.  Grandfathered plans 
are exempt (but subject to ERISA rules). 

 



Reminder of Rights: 
Appeals and Assignment 

 Provides the right to use the beneficiary appeals 
process when the provider is an “authorized 
representative.” 

 A notice that a payment is being retroactively 
denied would be an appealable determination. 

 In many instances, appeals by contracted 
providers are not regulated. 

 If a physician prefers the ACA process to the 
process set forth under their contract or state law 
process for non-contract providers, he/she should 
have patients complete an authorization form. 
 
 



Reminder of Rights: 
Appeals and Assignment 

 Health Plan must have health professional with 
appropriate training and experience if issue is 
medical necessity. 

 Plan can have one or two levels of appeal but 
both must be resolved within 60 days. 

 Appealable to external review entity with 
maximum of $25 refundable fee. 

 



Reminder of Rights: 
Appeals and Assignment 

 Authorized representative form can give you 
authority to receive payment for services 
furnished by you to the patient. 

 Addresses the problem with plans that send 
reimbursement checks to the patients. 



Non-discrimination:  An 
Update 

 42 U.S.C. §300gg-5(a) “A group health plan and a 
health insurance issuer offering group or individual 
health insurance coverage shall not discriminate 
with respect to participation under the plan or 
coverage against any health care provider who is 
acting within the scope of that provider’s license or 
certification under applicable State law.”  
 Shall not require that a group health plan or health 

insurance issuer contract with any provider willing to 
abide by the plan or issuer’s terms and conditions for 
participation.  

 Shall not prevent a group health plan, a health 
insurance issuer, or the Secretary from establishing 
varying reimbursement rates based on quality or 
performance measures. 

 



Non-discrimination:  An 
Update 

 CMS indicated in was self-implementing asked for 
good faith compliance. 

 Issued FAQs that directly conflicted with the 
language of the provision. 

 Issued a request for Information. 
 No lawsuit filed to date. 
 APMA has draft language to be used in letter to 

plans. 



Questions? 
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