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Basics:

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

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

m Must cover all Part A and Part B benefits
m Must comply with the relevant LCDs and NCDs
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The Basics - Flexibility

m May impose utilization review features, such as referral
requirements or prior authorization, not required by
original Medicare.

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

m Are not required to pay contracting providers in the same
amount or manner as original Medicare

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

m A Medicare Advantage organization must
generally be organized and licensed under state
law as a risk bearing entity.

m States may regulate solvency and licensure of
Medicare Advantage plans

m Other state laws regulating the plans are
preempted. For example, laws regulating
prompt payment laws, recoupment, or external
appeals laws.
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Types of MA Plans

m Coordinated Care Plans

HMO with or with POS benefit
_ocal PPO

Regional PPO
m Other Plans

MSAS
PFFS plans




. ‘ypes o* p‘ans -- Special Needs

Plans (SNPs)

m Coordinated care plans that limit
enrollment to either dual eligibles,
Individuals In institutions, or those with
certain chronic conditions (e.qg., diabetes,
asthma, congestive heart failure...)

m Must file and follow a model of care



" S
Types of MA plans

m Extremely important to know they type to

understand the plan’s obligations and your
rights.

m Every membership card indicates the type
of MA plan.
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Types of Participation Status

m In-network
m QOut-of-network

m Deemed provider

Providers who furnish non-emergency
services to PFFS members who do not have a
written agreement with the plan
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Sources of Rights and
Responsibilities
m Contracted providers — Law and written
contract

m Non-contracted providers — Law

m Deemed providers — Law and plan’s
“terms and conditions.”
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Examples of Why Plan Type and
Participation Status are Important

HMOs must cover emergency and urgent care services
furnished by non-contract providers without prior
authorization.

PPOs must allow beneficiaries to receive covered |
services from any Medicare eligible provider without prior
authorization.

MAQOs must pay non-contract providers what they would
have received under Medicare FFS.

Non-contract providers are prohibited from balance
billing MAO members.

There are regulatory prompt payment timelines for non-
contract providers.



Questions and Answers

m Background: Care Improvement Plus



Question and Answers

m Coverage of items and services covered
by FFS Medicare

Every Medicare Advantage Organization Is
obligated to maintain its summary of benefits
online

Benefits are approved by CMS
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Questions and Answers

m Medical Record Requests
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Medical Record Requests

m Medicare Advantage plans are required to
review medical records for various reasons:

Risk Adjustment

Quality Improvement
STARS
Fraud, Waste and Abuse | =27

--------

e For the claims selected for audit, Care Improvement TS
Plus will review the chart on-hand in order to cut down | seew=rainies s
on duplicate requests. -

Care Improvement Plus 14
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* Manual Indexing required
* Include original request to streamline process.
» Bar Code technology being implemented this year.

ax

|

Today’s Preferred

» 100% dedicated fax line allows for expedited requests and a zero
complaint volume! Method

md  CDS

* Provide password separate from CD — HIPAA compliant

» Care Improvement Plus collaborates with third-party copy vendors to set
up automated processes to fulfill medical record requests on behalf of
facilities but implementation may take some time to ensure each facility is
notified of the audit requests separately from the risk adjustment program

Future Enhanced

» Upload medical records directly to the provider portal — Going live Q2 Method
2013!

The audit process moves faster and with less likelihood of delays if the
ORIGINAL letter is included with the record! 15
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Initial Medical Record Request

Reminder Medical Record Request

Allows 30 days for
submission
Sent at day 15
after Initial Medical
Record Request | Allows 30 daysto |- i o
submit additional Claim
documentation If complete Reconsideration
Medical Record is
i ® e oo not receive_d after | No timeframe is
' 45 days, this enforced at this
demand letteris | time. If the medical

sent and a claim record is
retraction is issued submitted, the

record will be
reviewed

Care Improvement Plus 16



Payment For Records

m Care Improvement Plus pays the rates
published in the Federal Register.

m Process for obtaining payment:

| e e Medical
s | Record Validation of

T | Payment Records
o ] Form Received
e — L Received

Payment
Processed

Within 30
Days

Upon implementation of the Electronic Medical Record
portal, invoices can be generated automatically upon
confirmation of upload!

Care Improvement Plus 17



Post-Payment Review

Review Timeframe

The review is
performed within 60
days of receiving the
record, utilizing
Milliman guidelines,
Medicare Coverage
Guidelines, LCD/NCD,
Inpatient Only
procedure list.
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Medical records are
reviewed holistically for
appropriateness of the
service and the
accuracy of the billing
utilizing various
resources:
 Certified coders
(billing accuracy)

* Nurses/physicians
(appropriateness of
service)

Care Improvement Plus

Audit Results

o

A determination letter
Is sent including a
comprehensive
rationale for the
adverse determination.

 Reason for re-
opening
* Rationale

* Time frame to submit
voluntary refund — 45
days

» Appeal rights




Question and Answers

m Payment

Non-network — paid the same amount and
manner, recognizing same codes as Medicare
FFS

Network — paid according to contract.



Question and Answer

m Fee Discrimination
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Question and Answer

m Network terminations
Wellpoint, Humana, Anthem, etc...

Trend toward smaller networks as cost savings
measure.

Laws re: Provider Networks and Terminations

s Adequacy standards — CMS has checked and plans still meet
standards.

s Members notified 30 days in advance
m Providers notified 60 days for w/o cause
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Network terminations
(cont’d)

m 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

m Physician has a right to appeal

Majority of hearing panel must be peers of the
affected physician.

No right to appear in person.
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Question and Answers

m Best Practices in appealing a Medicare
Advantage plan decision.

Different appeals process for in-network and
out-of-network.

Appeal process information included on denial
letter and on website.

Coverage issue — include a blinded FFS
remittance for same service showing
coverage.
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AppealProcess

e Care Improvement Plus follows the appeal and
reconsideration guidelines as outlined in the PCUG manual.

e MAPD plans are audited to ensure the process is followed.

B CARE IMPROVEMENT MUS
wwwwwwwwwwwwwwwwwwwwwwwww
ADVERSE DETERMINATION

Per Medicare The ALJ has a 70-
definition, 1st & 2nd 75% overturn rate
Level Reviews on RAC reviews.
must be conducted Care Improvement
by separate Plus has a much
individuals lower overturn rate
B - with the ALJ.

Care Improvement Plus 24
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Appeal Timeframes

Appeal Appeal Recoupment
Timeframe Completion Timeframe***
From Timeframe
Determinatio (Care
n (Provider) Improvement
*%** PlUS) ***
Full Denial based on 60 Days 60 Days Starts on day
Org Determination 41 unless
appeal
received prior
to day 41
Payment 60 Days 60 Days Starts on day
Dispute/Reconsiderati 41
on

**Timeframes may differ for contracted providers depending on the contract.

25
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Question and Answer

m Resolving Problems with MAOs.

What type of plan? Membership cards tell
youl.

Contract or non-contract providers?
Appealable issue? Use avallable process.



Your Questions
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