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Basic Strategy

» Respond carefully & comprehensively
» Address eligibility and coverage
» Fully develop response related to
reason for denial
= ADR responses
= Reopening (if applicable)
= Redetermination
= Reconsideration
x ALJ
= MAC
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Basic Strategy

» Collect available information

= Review record

= Organize

» ldentify need supporting information
= Copy and inventory content

= Maintain duplicate copy

» Create cover page

Eligibility & Coverage
Requirements

n Details: Session #502
= Statute and Regulations on NAHC Website under Regulatory

= SSA8§1814(a),42 U.S.C. 1395f(a)

= 42 CFR 409.32, 409.33(a) and (b), 409.40-
49

= http://www.nahc.org/regulatory/home.htm
I

= CMS Medicare Benefit Policy Manual (CMS Pub. 100-02), Ch. 7:
http://www.cms.hhs.gov/manuals/Downloads/bp102c07.pdf

= Other resources: end of presentation
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Eligibility Criteria

m Goal of appeal: Defend Eligibility
= Confined to home
= Under care of physician

= In need of skilled service

» Intermittent Skilled Nursing, or PT, or SLP, or
continuing OT

= Receiving services under physician POC

Coverage Criteria

» Goal of appeal: Defend Coverage

= Treatment is reasonable and necessary for
patient’s condition

= Inherently complex

» Safely and effectively performed by
professional or technical person

= Or, require skill because of special medical
complications

4/9/2010



Starting Point: Assessment

= ldentify documentation needed to paint
the patient’s “unique clinical” picture

= Support homebound: OASIS items, plan of
care, progress notes, etc.

= Support need for skilled services
= Diagnoses
=« OASIS M tags/comprehensive assessment for
abnormal findings

= Clarifications/qualifications as needed
= Caregiver availability
= Social situation

= Clinical progress notes

Starting Point: Assessment

m Other Resources

= Health history & additional assessments

» Transfer forms, inpatient records, lab tests,
medication lists, diet, etc.

» Poly-pharmacy

= Falls risk assessments (TUG, Tinetti, Berg, etc.)
» Pressure ulcer assessment

= Pain assessment
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Starting Point: Assessment

» Provide clarification if assessment
information appears to be conflicting
= Different scales
= Different descriptors

= Patient limitations or problems/needs not
found in comprehensive assessment

Eligibility: Plan of Care

» Specify

= Services ordered by physician related to
needs

= Physician certification
= Needs skilled services
= Confined to home

10
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Eligibility: Homebound

= Describe why patient is homebound

= Beneficiary’s condition restricts his ability to leave home
EXCEPT with

= assistance of another person OR
= aid of supportive device
= NOT have to be bedridden
= Considerable and taxing effort to leave home

= Absences for medical care and religious services do NOT
negate homebound

= Other absences of infrequent OR short duration do not
negate homebound

KEY: Can patient obtain needed health services OUTSIDE the home?

11

Eligibility: Homebound

» Present supporting evidence
= List diagnoses

= Describe patient functional limitations and
clinical status

= Reference physician certification statement
or homebound

= Reference statute & policy

= Narrate how statute & policy apply to THIS
patient

12
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Eligibility: Reasonable and
Necessary

» Requires skilled nursing services

» Part-time or intermittent

» Establish less than 7 days/wk OR finite and
predictable end point for daily

= Point out necessity as based SOLELY upon
unique condition
»« WITHOUT regard chronic, terminal or long time
= No requirement for change in condition

13

Coverage: Skilled Nursing

m List services provided

» Relate services provided to assessed
needs
= Patient clinical condition
= OASIS M items,
= Clinical summary and notes

14
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Coverage: Skilled Nursing

» Relate services provided to orders
m Support by referencing
= Applicable regulations
= Applicable policies
= Identify patients’ response
» Provide description
= Change in plan of care
= Ongoing needs and how addressed

15

Coverage: Therapy Services

» Therapy Services - Reasonable and
Necessary

» Defend as specific, safe and effective for
beneficiary’s condition

= Relate to therapy practice/CMS policies

= Relate interventions, frequency,
duration to
= Clinical condition

= OASIS M items and therapy specific
assessment

» Functional status

16
s Clinical siimmarv and notes
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Coverage: Therapy Services

= Expectation that beneficiary will improve in
reasonable period of time
= Relate to therapy goals
» Physician orders and goals in plan of care
» Proof of progress toward goals

= Need skills of therapist

» Support by referencing
= Applicable regulations
= Applicable policies
= Therapy practice guidelines
= Local Coverage Decisions 17

Coverage: Dependent Services

» Reiterate existence qualifying service

» Relate to regulations and policies
= Non-routine medical supplies
» Relate to medical needs, coverage
= MSW

» Identify need/impediment to effective
treatment

= List services
= Home health aide
» Relate regulations and policies
» Identify assessed need for assistance
= Document provision hands-on care or med 18

accictanco
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Other Supporting Evidence

= Journal articles

= National and Local Coverage Decisions
m CMS Transmittals

= Physician letters

» Patient and caregiver letters

n Other

19

Non-Clinical Issues

m Section 1879 Waiver of Liability

= Denial because services
» Reasonable and necessary OR
» Custodial care OR
=« Not homebound
= Not need SN on intermittent basis

= Waiver if beneficiary and provider did not
know and could not reasonably be
expected to know that payment would not

be made 20
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= Section 1870 Waiver of Recovery of Overpayment
= |If overpayment is determined
= If payment cannot be made under section 1879
= Deemed to be without fault
» Determination made subsequent to 3 years after claim paid
= Found to be without fault
= Provider took due care in billing
= Made full disclosure of all facts

= Based on manual and other payment guidance, reasonable to
believe payment was correct, OR promptly brought question to
contractor

21

Provider Appeals

= New claims appeals rules effective
5/1/05

= Same process Parts A and B
= New second level for Part A: QIC
= 5 levels of appeal

» Provider appeals in own right

» If lawyer/consultant representative,
need Appointment of Representative

» Reopening process for minor errors and
omissions 22
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Timelines for Appeals and To Limit Recoupment

Determination)

I want to:

|Appeal a Request for Contractor
Claim Denial |Redetermination |identified on
(Initial (Level 1) Initial

Determination

120 days
from date of
Receipt

Can | Limit Recoupment
of the Overpayment?

written demand for
payment: Yes

Initial Determination is a |Must file Request
for Redetermination|contractor will
within 30 days from |cease recoupment
date of Initial

Overpayment

Demand to prevent

recoupment from

starting

How do | Limit Recoupment?

If filed later,

Timeframe for
Decision

60 days from
receipt of
Request for
Redetermination

Initial Determination is
Electronic or paper RA.:

Will I receive A
Written
Decision?

Fully favorable
No; shows in
FSSIR.A.

Partially
favorable or fully
unfavorable: Yes

Only)

No (includes ADR NA
decision)

RAP: No N/A
Cost Report: No (Claims NA

23

Timelines for Appeals and To Limit Recoupment

I want to

|Appeal a Partially
Favorable or
Fully Unfavorable
Redetermination
Decision

Request for QIC listed on

Reconsideration [Redetermination

Decision
(Level II)

Decision

180 days from

P
of the Overpaymen
Initial Determination isa (If Redetermiation Decision

receipt of written demand for
Redetermination |payment: Yes
Decision

do | Limit Recoupmen

fully affirms OP Decision: File
Request for Reconsideration
before 60 days after date of
Redetermination Decision

Warning
Submit any
missing
documentation
identified in
Redetermination
Decision

60 days from
receipt of
Request for
Reconsideration

If the Redetermination
Decision is partially favorable
(and reduces the OP amount)
File Request for
Reconsideration before 60
days after receipt of written

Submit all
evidence no later
than this level of
appeal or be
barred from
submitting it later

notice of revised OP amount [except with
(but no later than 180 days "good cause"
from receipt of
Redetermination Decision)

Exception:

Testimony to be
present at ALJ
Hearing.

24
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Timelines for Appeals and To Limit Recoupment

| want to:

[Appeal a

Unfavorable
Reconsideration
Decision

Partially or Fully|ALJ Hearing |Reconsideration |from telephone; above QIC

How Do |
Amount in Controversy Format Limit
Recoupment?
Request for |OMHA listed on |60 Days Minimum $130 (2010) Most via Not available |90 days from
receipt of
Request for
Hearing

Timeframe for
Decision

(Level 111) Decision Receipt of
the

Reconsider
ation

Decision

some via video-

25

Timelines for Appeals and To Limit Recoupment

| want to:

Appeal a
Partially
Favorable or
Fully

Unfavorable
ALJ Decision

Timeframe for
Decision
Request for |Address listed |60 Days No Minimum Written 90 days from
from receipt Submission receipt of

of ALJ's Request for
Decision Review

Amount in Controversy Format

(Level IV) Decision

26
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Timelines for Appeals and To Limit Recoupment

| want to:

Appeal a
Partially
Favorable or
Fully
Unfavorable
MAC Decision

Timeframe for

Amount in Controversy Decision

Complaint District Court |60 days $1,260 (2010) Whenever court
with Federal |where your from receipt wants to issue a
District Court |provider is of MAC's decision

(Level V) located decision

27

Request for Redetermination

» Form CMS 20027 or include this information:
= Written
= Beneficiary’s name, HIC number
= Specific services and/or items appealed
= Dates of service
= Provider name and signature or representative of provider
= If not use form, NGS wants on letterhead

= Palmetto has its own appeals form:
http://www.palmettogba.com/Palmetto/Providers.nsf/files/p
arta_rhhi_redetermination_formrev051409.pdf/$Flle/parta_r
hhi_redetermination_formrev051409.pdf

28
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Request for Redetermination -
Evidence

= Include with Request: evidence
supporting why claim should be paid

m Evidence filed later extends decision
timeframe by 14 days per submission

29

Request for Redetermination

» Independent from denial staff

» Supposed to review what provider
submits

» Contractor may obtain evidence on its
own

» Contractor may raise and develop new
issues relevant to claim

m Large cases, provider should request
copy of case file 20
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Request for Reconsideration

= Form CMS -20033 or include this information:
= Written
Beneficiary’s name, HIC number
Specific items and/or services
Dates of Service
Provider name and signature or representative of party
Name of contractor that made Redetermination Decision
CMS website: Include copy of Redetermination Decision

= Note evidence warning on timeline
» Large cases, provider should request copy of case file

31

Reconsideration

= QIC not bound by LCDs or manuals

= Must explain per particular facts of case
why not follow

= Only applies to that case
= Is bound by statute, regulations

= Reasonable and necessary
determination must be made by medical
panel

= May obtain own evidence - internet
search 22
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Request for Administrative
Law Judge Hearing

= Form CMS - 20034 A/B or include this information:

Name, address and beneficiary HIC number

Provider name and address

Name and address of consultant or attorney representative,
if any

Document control number assigned by the QIC, if any
Dates of service

Reasons disagree with QIC’s decision

Statement of any additional evidence to be submitted and
date to be submitted

Include copy of Reconsideration Decision

33

Additional evidence submitted by provider
will need “Good Cause”

s Evidence material to issue first
identified in Reconsideration Decision

34
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ALJ Hearing

Medicare ALJ's
De Novo

Contractor, CMS may participate or be party

= may file position papers, testify to clarify factual or policy
issues

= only party may call witnesses or cross-examine witnesses
= only party may submit additional evidence
ALJ actively questions witnesses

May obtain own evidence - internet search

35

Issues before ALJ

m All issues raised below not fully
favorable to provider

= May address favorable portion of
decision with notice prior to hearing

36
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Request for Medicare Appeals
Council Review

= File on Form DAB-101 or include this information:
= Written
= Beneficiary’s name and HIC number
= Specific items and/or services provider to be reviewed
= Reasons why provider disagrees with ALJ's decision
= Dates of service
= Date of ALJ's decision
= Name and signature of provider or provider’s representative

37

MAC Review

= Own motion
= By MAC

= Referral by CMS or contractor who participated in ALJ
hearing

= Per CMS, decision not supported by preponderance of evidence
OR
= ALJ abused his discretion
» Referral by CMS or contractor
= Decision contains error of law material to outcome
OR

= Present broad policy or procedural issue that may affect the
public interest

38
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Judicial Review

m See timeline
= Need counsel

39

RESOURCES

» Claims Appeals

» CMS Website:
http://www.cms.hhs.gov/OrgMedFFSAp
peals/01_ Overview.asp#TopOfPage
(Description of appeal levels, forms,
timeframes, etc.)

» Reqgulations: 42 C.F.R. section 405.900
- 405.1140

» Medicare Claims Manual, (CMS Pub.
100-04),

Ch.29:http://www.cms.hhs.gov/manual,
cldnmninlaade loelm 10 A~20 nAdf

4/9/2010
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RESOURCES (Cont'd)

» Claims Appeals

= Palmetto:
http://www.palmettogba.com/Palmetto/Pro
viders.nsf/docsCat/Regional%20Home%20
Health%20Hospice%20Intermediary%20(R
HHI)~Resources—Appeals?open

= Cahaba:
http://www.cahabagba.com/rhhi/appeals/i
ndex.htm

s NGS:
http://www.ngsmedicare.com/content.aspx
?CatlD=4&DOCID=5048

41

42
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Background
Section 521 of the Medicare, Medicaid, and SCHIP Benefits
Improvement and Protection Act of 2000 (BIPA) included
provisions aimed at improving the Medicare feo for-service
appeals process. Part of these provisions mandate thar all
second-level appeals (for both Pare A and Part B, also known

s reconsiderations, be conducted by Qualified Independent
Contractors (QICs).

The reconsiderations that are conducted by the QICs have
replaced the Hearing Officer Hearing process for Medicare
Past B claims and established a new second level of appeal for
Medicare Part A claims.

Medicare Contractors
The Centers for Medicare 8 Medicaid Services (CMS)
contracts with private insurance companies (callod
cariers for Part B, fiscal intermediaries (Fls} for Parc

or Medicare Administrative Contractors (MACs)) to
er!urm many processing functions on behalf of Medicare,
including local claims processing and the first level appeals
adjudication functions.

Appealing Medicare Decisions

¢ Once an initial claim determination is made, providers,
participating physicians and ather supplicrs have the
right  appeal.

Physicians and other suppliers who do not take
assignment on claims have limited appeal rights.

Bencficiaries may transfer their appeal rights to non-
participating physicians, or other suppliers who provide
the items or services and do not otherwise have appeal
rights. Form CMS-20031 must be completed and signed
by the beneiciary and the non-participating physician
or supplier to transfer the beneficary's appeal rights.

+ All appeal requests must be made in wri

Five Levels in the Appeals Process

Medicare offers five levels in the Parc A and Parc B appeals process.
The levels, listed in order, are:

 Redetermination by an Fl, carrier or MAC

+ Reconsideration by a QIC

*+ Hearing by an Administrative Law Judge (AL])

* Review by the Medicare Appeals Council within the.
Departmental Appeals Board, (hercinatcr “the Appeals Council”)
Judicial review in U.S. District Court

First Level of Appeal: Redetermination

A redetermination is an examination of a dlaim by the FI, carrier
or MAC personnel who are different from the personnel who made
the initial determination. The appellant (the individual filing the
appeal) has 120 days from the date of receipt of the initial claim
determination to file an appeal. A minimum monetary threshold is
not required to request a redetermination

Requesting a Redetermination

A request for a redetermination may be filed on Form CMS-20027
available at hupilcuuns. e hbs gondCMSFormeCMS Formllinap
#TopOfPage. A wristen request not made on Form CMS-20027
must include:

¢ Beneficiary name
Medicare Health Insurance Claim (HIC) number

Spacific service and/or item(s) for wi
being requested
Specific datefs) of service

a redetermination is

Name and signacure of the party or the represcntative of the parey
The appellant should attach any supporting documentation to thair
redetermination request. Contractors will generally issue a decision
(cither a letter or a revised remittance advice) within 60 days of
receipt of the redecermination request. The redetermination request
should be sent to the contractor that issued the initial determination

Second Level of Appeal: Reconsideration

A party to the redetermination may request a reconsideration if
dissatisfied with the redetermination. A QIC will conduct the
reconsideration. The QIC reconsideration process allows for an
independent review of medical necessity issues by a panel of
physicians or other health care professionals. A minimum monetary
threshold is ot required to request a reconsideration.

Requesting a Reconsideration

A witen econiderstion gt mist be hlmi wiin 180 days
of receipt of To request

follow the instructions on your Medicare k,:dmrm.muvn
Notice (MRN). A request for a reconsideration may be made
on Form CM$-20033, This form will be mailed with the
MRN. If the form is not wed, the written request must contain
all of the following informatian:

+  Beneficiary name

+ Medicare Health Insurance Chiim (HIC)
+ Specific service(s) andfor itemis) for which the
reconsideration is requcst

Specific datels) of service

Name and signature of the party or the authorized or
appointed representative of the party

+ Mame of the contracor that mad the redetcrmination
The request should clarly explain why you disagree with the

redetermination. A copy of the MRN, and any other uscful
should be sent with

MRN. Documentation
that is submitted after the reconsideration request has been
fled may result in an extension of the imeframe 3 QIC has
10 complete its decision. Further, any evidence noted in the
redetermination as missing and any other evidence rdevant
10 the appeal must be submitted prior 1o the issuance of
the reconsideration decision. Evidence not submitted at the
reconsideration level may be excluded from consideration at
subsequent levels of appeal unless you show good cause for
submitting the evidence late.

Reconsideration Decision Notification

Reconsiderations are conducted on-the-record and, in most
cases, the QIC will send its decision 10 all parties within 60
days of receipt of the request for reconsideration. The decition
will contain desailed information on further appeals rights if
the decision is not fully favorable. 1f the QIC cannot complete
s decision in the applicable timeframe, it will inform the
appellant of their right to escalate the ease 1o an ALJL

Third Level of Appeal: Administrative Law Judge Hearing
IF at least $130° rermains in controversy following the QIC's
decision, a party to the reconsideration may request an AL]
hearing within 6 days of roceipt of the reconsideration. (Refer
0 the reconsideration decision letter for details regarding the
procedures for requesting an ALJ hearing.) Appellanes must
also send notice of the ALJ hearing request to all parties to the
QIC reconsideration and verify this on the hearing request
form orin the written request

ALJ hearings are generally beld by ndm-lde\\uf«moe

Fifth Level of Appeal: Judicial Review in U5,

VTC) o by eebephens, 1 you do ot w

Distriet Court
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reganting an in-perwn b , The AL will deterrsine the decision may request judicial review before a US,
wehether an in-person hering is warraed on & case- Dintrict Court judge. The appellant must file the roquest
by-case basis, Appellants may also ack the AL t0 make 1 60 days of revcipt of the Appab

[F at beaaz §1,260% or mnare i will in contraversy

a decitions without 3 hesring (on-the-tecced). Hearing sion. The Appeals Counil’s decision will
preparation proceduses are st by the ALY CMS o it coatsin iformation about the proceduses fo requesting
contracions may a pany o, or paricipane in, an Jucdicial review.

AL hearing afer proriding netics o e AL] and al

parties o she hearing. g
The ALJ will generally ismue a decision within 90
duya of roceipa of the hearing request. This timeframe
enty be extended for a varicty of reasens includiess.
i not limited ta, the case being ecalsted from the
eoconsidersiicn level, the ubeinion of addirional
exidence mon nchuded wieh the hearing roquess, the peocs, plesse st the Modicas Fo
st i ; . ‘s f ppeals web pape lncated ar bropalien
e for gt g, syl e Ol peton e NG e
and ihe indtiatisn of diseovery if CMS ix a parny. If
the ALJ does not imse a decition within the applicable Medicare Learning Netwark
imeframe, you may ask the AL to escalate she case 1o The Medicare Leaming Nerwork (MLN} i the beand
the Appeals Counsl bevel, e for official CMS ecucational products and
inforemation for Medicare foe-for-service providers, For
scditioenl infoemution visit the MeSicare Leurning
Network's web page. ¢ bl o Mo oML NGl
on the CMS website,

Fot Mose Information
For moss informatian abous the Medscarn appeals
peocess, plasse visit the Madicsrs Fos- For-Servica

b goud

Fourth Level of Appeal: Appeals Courxil Review
16 a party t0 the AL bearing is dissatisfied with the
ALJ's decagion, the party may request 3 review by
the Appeals Council, There are no requiremente
regarding the amount of mowey in concraversy.

The requess for Appeals Counsil review mun be
subusiteed i wrinieg within 60 days of eecelpt of
the ALt dacision, and neust apecify the s and Medicare
Fiedi Learning
decision for deils regarding the proceduses 1o follow Network

wehien filing & request for Appeals Council review.)

I generad, dhe Appeak Council will issue 3 decition
within 90 days of recaps of a request for review.

That timelrame may be extandod for vasioan reasons,
inchading but not limited to, the case being mcalated
from an AL] hearing. If the Appeals Council does not
o a decision within the applisable e fraume, you
sy ik tbve Appeals Cousell o exal the cue s the
Judicial Review bevel,

a4
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