Specialty Appeal Letter A

Request for Peer-to-Peer Review

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals

It is our understanding that this treatment was denied pursuant to medical necessity or other specialty care policy or plan coverage limitations. The explanation of benefits did not give adequate information to establish the accuracy of this decision. Therefore, please provide the following information to support this adverse determination.

It is our position that the treatment under consideration involves specialty care and decisions concerning the appropriateness of this treatment should only be made by a medical practitioner who has (SPECIALTY) training. Therefore, we request a (SPECIALTY) review within 15 working days of this request. 

Please have the specialty care professional responsible for the review address the clinical review criteria used to assess this treatment, how the treatment failed to meet this criteria and what alternative course of treatment is recommended. 
If benefits remain denied, please provide the following information which should have been properly disclosed with the initial denial:

1. Name of the board certified (specialty) reviewer who reviewed this claim and a description of any applicable advanced training or experience this reviewer has related to this type of care;

2. Board certified (specialty) reviewer’s recommendation regarding alternative care;

3. A copy of applicable internal clinical guidelines applied, if such exists, and the date of development;

4. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment;

5. Copies of any peer-reviewed literature, technical assessments or expert medical opinions reviewed by your company related to treatment of this nature and its efficacy;

It is our position that failure to provide the requested information may violate state and/or federal claim processing disclosure laws or, in the minimum, non disclosure reflects a poor quality medical process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we appreciate your prompt, detailed response to this request. 

Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Treating Physician’s Board Certification and/or specialty training

Cite State or Contractual Managed Care Medical Necessity Review Requirements
Specialty Appeal Letter B

Request for Peer Discussion

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,

According to our records, your company has rendered an adverse determination related to the above referenced (SPECIALTY) treatment. It is our position that the treatment under consideration involves specialty care and decisions concerning the appropriateness of this treatment should only be made after a thorough discussion with the patient’s attending and/or ordering (SPECIALTY) treatment provider. Therefore, we request that the (SPECIALTY) medical professional who made the adverse determination contact the attending treatment provider immediately to discuss this request. 

As you are likely aware, peer-to-peer conversation regarding treatment provides an opportunity for the face-to-face treating medical professional to discuss the reasons for the recommended course of treatment and the unique medical factors considered when making this decision. A clinical peer is defined by the Utilization Review Accreditation Commission (URAC) as a physician or other health professional who holds an unrestricted license and is in the same or similar specialty as typically manages the medical condition, procedures, or treatment under review. Generally as a peer in a similar specialty, the individual must be in the same profession, i.e., the same licensure category as the ordering provider. 

If peer-to-peer discussion is not provided as requested, please provide the following information, which should have been properly disclosed with the initial denial:

1. Name of the board certified (specialty) reviewer who reviewed this claim and a description of any applicable advanced training or experience this reviewer has related to this type of care;

2. Board certified (specialty) reviewer’s recommendation regarding alternative care;

3. A copy of applicable internal clinical guidelines applied, if such exists, and the date of development;

4. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment;

5. Copies of any peer-reviewed literature, technical assessments or expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy;

It is our position that failure to provide the requested information may violate state and/or federal claim processing disclosure laws or, in the minimum, non disclosure reflects a poor quality medical process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we appreciate your prompt, detailed response to this request. 

Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Treating Physician’s Board Certification and/or specialty training

Cite State or Contractual Managed Care Medical Necessity Review Requirements
Specialty Appeal Letter C

Request for Specialty Specific Clinical Review Criteria 

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Director of Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,

It is our understanding that this treatment was denied pursuant to medical necessity or other specialty care policy or plan coverage limitations. The explanation of benefits did not give adequate information to establish the accuracy of this decision. Therefore, please provide the following information to support this adverse determination.

Please furnish the (SPECIALTY) clinical review criteria used to reach this decision. This information is necessary to determine if the clinical rationale used in making the coverage decision is consistent with current (SPECIALTY) standards of care developed by practicing specialists in this field of medicine.

It is our position that this treatment is medically necessary and appropriate for this patient’s medical condition.  Further, any medical guideline employed in any aspect of medical decision making must be flexible and allow for deviations from the guideline in order to accommodate the patient’s unique medical needs and challenges. Therefore, we request the following information which will allow us to assess the appropriate application of the clinical guideline and determine if the referenced guideline is specific to this patient’s needs:

1. Name of the board certified (specialty) reviewer who reviewed this claim and a description of any applicable advanced training or experience this reviewer has related to this type of care;

2. Board certified (specialty) reviewer’s recommendation regarding alternative care;

3. A copy of applicable internal clinical guideline, source of the guideline and the date of development;

4. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment;

5. Copies of any peer-reviewed literature, technical assessments or expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy;

It is our position that failure to provide the requested information may violate state and/or federal claim processing disclosure laws or, in the minimum, non disclosure reflects a poor quality medical process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we appreciate your prompt, detailed response to this request. 

Closing Text,

Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Internal Clinical Criteria used to develop Treatment Plan

Negotiate and Cite Managed Care Medical Necessity Review Requirements which specify which clinical criteria to utilize in decision making

Managed Care Contracts should be negotiated to specify what care guidelines will be used in both utilization review and medical necessity decision making. The following interview between the Kansas Department of Insurance and a hospital negotiator discusses one hospital's successful efforts to specify that their MCO contract use Interqual instead of Milliman & Roberts due to the fact the Milliman & Robertson is based on "optimal efficiencies" which some rural hospitals cannot reach: 

www.ksinsurance.org/legal/bcbs/public_testimony/intervenors/kms/statement_Fairbank.pdf
Specialty Appeal Letter D

Request for Specialty Related Experimental/Investigational Treatment Review 

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,
It is our understanding that this treatment was denied pursuant to policy or plan limitations and/or exclusions related to experimental/investigational medical treatment.

It is our position that the treatment under consideration involves specialty care and decisions concerning the appropriateness of this treatment should only be made after a thorough review of peer-reviewed literature related to (SPECIALTY) treatment of this condition. Please provide a copy of the experimental/investigational treatment exclusion as it reads in the plan or policy as well as a description of peer-reviewed literature, including publication dates, reviewed in relation to this decision. As you are likely aware, (SPECIALTY) treatment has made a number of advancements related to patients suffering from this condition. It is our position that this patient’s unique medical condition qualifies him or her for this more advanced treatment.

If benefits remain denied, please provide the following information in addition to the specific information requested above: 

1. Name of the board certified (specialty) reviewer who reviewed this claim and a description of any applicable advanced training or experience this reviewer has related to this type of care;

2. Board certified (specialty) reviewer’s recommendation regarding alternative care;

3. A copy of applicable internal clinical guidelines, source of the guideline and the date of development;

4. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment;

5. Copies of any peer-reviewed literature, technical assessments or expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy;

It is our position that failure to provide the requested information may violate state and/or federal claim processing disclosure laws or, in the minimum, non disclosure reflects a poor quality medical process which discourages treatment provider input. Disclosure standards are meant to ensure that all qualified parties have access to the information necessary to properly appeal an adverse determination. Therefore, we appreciate your prompt, detailed response to this request. 

Closing Text,

Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Treating Physician’s Board Certification and/or specialty training

Cite Peer-Reviewed Medical Literature or Treatment Guidelines supporting Treatment

Cite State or Contractual Managed Care Experimental/Investigational Review Requirements. 

Negotiation Tip: Seek a contractual definition of Experimental/Investigation Care which references FDA Approval or other nationally recognized approval process.
Specialty Appeal Letter E

Lack of Precertification Appeal – Prudent Layperson Standard 

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,


The above referenced claim has been denied due to lack of precertification or preauthorization.  As you know, it is well established that medical providers must render treatment in emergency situations.

Further, it is our position that the prudent layperson standard should be used as the basis for determining whether this claim falls under emergency coverage. Prudent layperson, an industry standard for the assessment of urgent medical treatment, is defined as a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in (1) placing the health of the individual (or, with respect to a pregnant woman the health of the woman or her unborn child) in serious jeopardy, (2) serious impairment to bodily functions or (3) serious dysfunction of any bodily organ or part.

If another standard has been applied to the review of this claim, please provide a description of the standard used as well as specific clinical factors which were not met by this treatment and the name and credentials of the medical reviewer so that we may review our rights in this matter.

Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite State or Contractual Managed Care Experimental/Investigational Review Requirements. 

Develop customized templates for most frequently denied emergency room treatment diagnoses (headache, persistent cough, earache) which outline the acuity of the patient’s condition in terms of pain, complications, etc. and discusses the need to immediately rule out more serious conditions 
Specialty Appeal Letter F

Lack of Precertification Appeal – URAC Appeals Standard 

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]

Dear Provider Appeals,

Our office recently filed an appeal related to the above referenced precertification request. However, no response was received from your company. It is our position that this failure to promptly respond to the issues outlined in our appeal letter is a violation of the American Accreditation Commission's URAC Health Utilization Management Standards. 

As you are likely aware, URAC standards require member organizations to conduct appeal considerations according to written standards. Further, the patient, provider, or the facility rendering service may initiate the standard appeal process related to any non certification. URAC Standard UM 30, Non-Certification Appeals Process, states the following regarding appeals consideration:

The organization maintains a formal process to consider appeals of non-certifications that includes:

(a) The availability of standard appeal for non-urgent cases and expedited appeal for cases involving urgent care; and

(b) Written appeals policies and procedures that: 

(i) Clearly describe the appeal process, including the right to appeal of the patient, provider, or facility rendering service;

(ii) Provide for explicit time frames for each stage of the appeal resolution process; and

(iii) Are available, upon request, to any patient , provider, or facility rendering service.

Further, Standard UM 26, Scope of Information Review, states that an organization conducting prospective, concurrent or retrospective review should only require the sections of the medical record necessary in that specific case to certify medical necessity or appropriateness of the admission or extension of stay, frequency or duration or service, or length of anticipated inability to return to work.

Please accept this written request for a written response which includes the clinical rationale used in making this decision. Also, please provide the name and credentials of the reviewing physician who was available at the time of this decision for peer-to-peer discussion of this case. Thank you for your assistance in this matter.

Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records

Negotiate Managed Care Utilization Review Requirements Which Mimic URAC Standards
In addition to AppealLettersOnline, the following websites contain useful information about assessing insurers for URAC compliance:

URAC Program Overview - The link – (www.urac.org/programs/prog_accred_HUM_po.aspx) takes you directly to the URAC page which explains the UR accreditation program and lists the carriers who have agreed to follow the standard.

URAC Complaint Form - Complaints filed with URAC at this link - http://webapps.urac.org/complaint/  - regarding noncompliant members will be investigated by URAC. Although URAC cannot resolve problems related to a health plan's determination of benefits, URAC does have the authority to rescind the accreditation of noncompliant carriers. This leverage may assist you in dealing with noncompliant member organizations.

URAC Utilization Management Standards. This link - http://www.idfpr.com/DOI/URO/051214%20Health%20UM%20Standards%20v5-0.pdf - is to the Illinois Department of Financial and Professional Regulations which has posted the complete URAC utilization management standards which accredited organizations must follow if they render utilization management decisions. These are industry-wide standards for rendering quality UM decisions.
Customization for Post-Treatment Appeals:

A precertification appeal related to the above referenced treatment was filed on (date). However, no response was received from your company within the required time frame for response. It is our position that this failure to promptly respond to the issues outlined in our appeal letter is a violation of the American Accreditation Commission's URAC Health Utilization Management Standards and potentially applicable state utilization review requirements. Further, failure to provide the basis of the determination, including clinical review criteria and credentials of the medical reviewer, compromises the quality of the care management review process. Treatment was extended based on the treating physician’s recommendation regarding care. We request immediate payment based on your company’s failure to provide a utilization review appeal process and ongoing input regarding alternative care options.
Specialty Appeal Letter G

Level II Appeal – Unsatisfactory Reviewer ID/Qualifications Appeal

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,
It is our understanding that this treatment was denied pursuant to medical necessity or other specialty care policy or plan coverage limitations. Your Level I appeal decision states that insufficient medical information was provided to support the treatment and the denial was upheld. Please accept our Level II appeal of this adverse determination.

We appreciate that it appears that your Level I review was conducted by a (insert type of professional or title, ie licensed physician, nurse practitioner, or Medical Director, Appeals Specialist). However, it is our position that an adverse benefit determination based in whole or in part on a medical judgment involving (Specialty) treatment must involve a consultation with a board-certified (Specialty) physician in active practice and familiar with this treatment/procedure.  A clinical peer is defined by the Utilization Review Accreditation Commission (URAC) as a physician or other health professional who holds an unrestricted license and is in the same or similar specialty as typically manages the medical condition, procedures, or treatment under review. Generally as a peer in a similar specialty, the individual must be in the same profession, i.e., the same licensure category as the ordering provider. Further, peer reviewers in active practice generally have the advantage of experience with integration of clinical treatment standards into daily medical decision making. 

If a review by a (Specialty) physician in active practice is not provided, it is your duty to demonstrate that a quality medical review was provided. Please be advised, extensive claim information was requested in our Level I appeal. Full disclosure of this information would have allowed our office to fully assess the basis of your decision and determine applicability of standard treatment protocols to this patient’s unique medical condition. However, the following information was not supplied for our review and response: 

1. A copy of the applicable benefit limitation in the plan or policy for this patient, along with related definitions. (Not Provided)

2. A copy of applicable internal clinical guidelines, if such exists. (Referenced But Not Provided)

3. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment. (Not Provided)

4. Copies of any expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy. (Not Provided)

5. The name of the board-certified (Specialty) reviewer who reviewed this claim and all attached documentation and reviewer’s recommendation regarding alternative care. (Referenced But Not Properly Identified)

Therefore, we maintain our request for payment of this claim. If benefits remain denied, please provide all of the above referenced information so that we may assess the quality of the medical review and determine our rights in regards to this matter. 
Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Customize Highlighted Text

Cite Treating Physician’s Board Certification and/or specialty training
Cite Peer-Reviewed Medical Literature or Treatment Guidelines supporting Treatment 
Specialty Appeal Letter H

Level II Appeal – Unsatisfactory Use of Written Criteria Appeal/Treatment Resistant Patients

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,

It is our understanding that this treatment was denied pursuant to medical necessity or other specialty care policy or plan coverage limitations. Your Level I appeal decision states that insufficient medical information was provided to support the treatment and the denial was upheld. Please accept our Level II appeal of this adverse determination.

We appreciate that it appears that your Level I review was conducted using published, peer-reviewed clinical guidelines (specify clinical guidelines, if available, ie Interqual, Milliman and Robertson, Aetna Clinical Policy Guidelines). However, it is our position that an adverse benefit determination based in whole or in part on a medical judgment involving (Specialty) treatment must involve a consultation with a board-certified (Specialty) physician in active practice and familiar with treatment resistant patients.

It is our position that this patient was initially treated on a medical conservative basis with conventional treatment approaches. However, the medical records submitted clearly document that this patient did not respond well to the initial course of treatment. (insert specifics regarding disease escalation, complications, etc.)

Please be advised, extensive claim information was requested in our Level I appeal. Full disclosure of this information would have allowed our office to fully assess the basis of your decision and determine applicability of standard treatment protocols to this patient’s unique medical condition and history of treatment resistance. However, the following information was not supplied for our review and response: 

1. A copy of the applicable benefit limitation in the plan or policy for this patient, along with related definitions. (Not Provided)

2. A copy of applicable internal clinical guidelines, if such exists. (Referenced But Not Provided)

3. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment. (Not Provided)

4. Copies of any expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy. (Not Provided)

5. The name of the board-certified (Specialty) reviewer who reviewed this claim and all attached documentation and reviewer’s recommendation regarding alternative care. (Referenced But Not Properly Identified)

Therefore, we maintain our request for payment of this claim. If benefits remain denied, please provide all of the above referenced information so that we may assess the quality of the medical review and determine our rights in regards to this matter. 

Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Customize Highlighted Text

Cite Treating Physician’s Board Certification and/or specialty training

Cite Peer-Reviewed Medical Literature or Treatment Guidelines supporting Treatment 
Specialty Appeal Letter I

Level II Appeal – Unsatisfactory Use of Written Criteria Appeal/Geriatric Patients

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,

It is our understanding that this treatment was denied pursuant to medical necessity or other specialty care policy or plan coverage limitations. Your Level I appeal decision states that insufficient medical information was provided to support the treatment and the denial was upheld. Please accept our Level II appeal of this adverse determination.

We appreciate that it appears that your Level I review was conducted using published, peer-reviewed clinical guidelines (specify clinical guidelines, if available, ie Interqual, Milliman and Robertson, Aetna Clinical Policy Guidelines). However, it is our position that an adverse benefit determination based in whole or in part on a medical judgment involving geriatric treatment must involve a consultation with a board-certified geriatric physician in active practice.

It is our position that this (insert age, ie - 82-year-old) patient’s treatment was developed with particular consideration to age-related complications and the patient’s safety. Efficiency-based guidelines such as those utilized by your review staff are generally regarded as optimal efficiency standards applicable to middle-aged populations. Our hospital has initiated a number of protections to ensure that the length of stay is appropriate for the treatment and safety of the patient. However, a number of unavoidable factors can affect a hospital’s ability to provide care within these parameters. We have identified the following issues which appear to specifically affect the discharge of geriatric patients (select the following applicable factors or substitute more appropriate explanations):

· Age-related comorbidities complicating patient self care.

· Extended observation due to the lack of adequate family or other support at home.

· Extended observation due to inability of patient to adequately detect and report pertinent medical information.

· Need to discuss patient care, pharmacopoeia management with caregiver.

· Patient preferences related to heightened anxiety over recent medical episodes.

· Patient education. 

Please be advised, extensive claim information was requested in our Level I appeal. Full disclosure of this information would have allowed our office to fully assess the basis of your decision and determine applicability of standard treatment protocols to this patient’s unique medical condition. However, the following information was not supplied for our review and response: 

1. A copy of the applicable benefit limitation in the plan or policy for this patient, along with related definitions. (Not Provided)

2. A copy of applicable internal clinical guidelines, if such exists. (Referenced But Not Provided)

3. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment. (Not Provided)

4. Copies of any expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy. (Not Provided)

5. The name of the board-certified geriatric physician who reviewed this claim and all attached documentation and reviewer’s recommendation regarding alternative care. (Referenced But Not Properly Identified)

Therefore, we maintain our request for payment of this claim. If benefits remain denied, please provide all of the above referenced information so that we may assess the quality of the medical review and determine our rights in regards to this matter. 

Closing Text,
Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Customize Highlighted Text

Cite Treating Physician’s Board Certification and/or specialty training

Cite Peer-Reviewed Medical Literature or Treatment Guidelines supporting Treatment
Specialty Appeal Letter J

Level II Appeal Unsatisfactory Use of Written Criteria Appeal/Length of Stay/Treatment
[~Current Date~]

Attn: Director of Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Medical Director, 

It is our understanding that this claim was denied pursuant to your internal guidelines related to length of treatment. However, your letter dated (DATE) did not give adequate information to establish the accuracy of this decision nor did it indicate the name of the (Specialty) physician who reviewed information submitted to establish medical necessity. 

Please furnish the name and credentials of the medical professional who reviewed the treatment records. This information is necessary to determine if the medical professional maintains a medical license for this state and in the appropriate specialty for peer review. Also, please provide an outline of the specific records reviewed and a description of any peer-reviewed literature supporting your denial. 

It is our understanding that this denial decision is not necessarily based on the medical merits of the treatment but, rather, benefits are denied based on the length or intensity of treatment according to (insert type of guideline Interqual, LOCAT, Milliman and Roberts). Medical guidelines employed for medical decision-making must be flexible and allow for deviations from the guideline in order to incorporate the patient's unique medical factors.  Specifically, the following patient specific variables should be addressed by the guideline and alternative treatment options discussed to make the criteria appropriate for the patient's age, sex, race or ethnicity, comorbidities, socioeconomic considerations, treatment history, family medical history, treatment compliance record, potential side effects, allergies and patient's concerns and goals regarding treatment options.  

Because there are so many patient-specific variables to assess, it is our position that the treating physician is in the optimal position to gather sufficient information to determine the best course of treatment. Further, many of the above referenced variables related to length of treatment and/or acuity level are addressed in the patient medical record.  According to the court decision in Wickline v State of California, 239 Cal Rptr 810, 813 (Cal App 1986), the treating physician is in the best position to make these quality of care decisions:   

It was…the physician’s responsibility to determine whether or not acute care hospitalization was required and for how long…The patient’s physician is in a better position than the (payor) to determine the number of days medically necessary for any required hospital care. The decision to discharge is, therefore, the responsibility of the patient’s own treating doctor. Source: www.ama-assn.org/ama/pub/category/15960.html

Further, in McGraw v. Prudential Ins. Co., 137 F. 3d 1253 (10th Cir. 1998), the Tenth Circuit Court of Appeals criticized an insurer’s claims review procedure which included a medical review which essentially modified its definition of “medically necessary” to include significant improvement of the patient, a criterion which was not expressed in the plan. The Court determined that the plan administrator failed to review the beneficiary’s medical records before the denial and held that the company’s denial of benefits was arbitrary and capricious. 

We would appreciate copies of any expert medical opinions which have been secured by your company in regards to treatment of this nature and its efficacy so that the treating physician may respond to its applicability to this patient's condition. Thank you for your continued assistance in assessing the claim for a deviation from the cited clinical review criteria, further clarification of the credentials of the reviewer who opposes the treating physician’s recommendation and information regarding availability of independent review of this additional medical information. 

Closing text,

Additional Customization Suggestions: 

Summarize Patient’s Condition and Care And Attach Medical Records
Cite Internal Clinical Criteria used to develop Treatment Plan

Customize Highlighted Text

Attach Referring Physician and Treating Physician Letter of Medical Necessity

Negotiate and Cite Managed Care Medical Necessity Review Requirements which specify which clinical criteria to utilize in decision making

Specialty Appeal Letter K

Level II Appeal – Unsatisfactory Use of Written Criteria Appeal/Medically Necessary Level of Care Acuity of Care

[~Current Date~]

Attn: Director of Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Medical Director, 

It is our understanding that this claim was denied pursuant to your internal guidelines that indicate outpatient care for this specific diagnosis/procedure.  Please be advised, your denial letter did not give adequate information to establish the accuracy of this decision nor did it indicate the name of the specialty-care physician who reviewed information submitted to establish medical necessity. 

Please furnish the name and credentials of the medical professional who reviewed the treatment records.  This information is necessary to determine if the medical professional maintains a medical license for this state and in the appropriate specialty for peer review. Also, please provide an outline of the specific records reviewed and a description of any peer-reviewed literature supporting your denial. 

It is our understanding that your denial did not involve an in-depth review of the patient's medical record.  Instead, benefit availability is based on internally developed or published clinical review criteria.  As you are aware, there are numerous options for obtaining clinical standards of care.  Further, many of these resources provide conflicting recommendations regarding patient care based on inclusion of evidence-based material and availability of related peer studies.  Therefore, we wish to appeal this decision and submit the following information to request a deviation from the criteria used to deny this claim and reliance on the treating physician's decision in regards to treatment setting.

Medical guidelines employed for medical decision-making must be flexible and allow for deviations from the guideline in order to incorporate the patient's unique medical factors.  Specifically, the following patient specific variables should be addressed by the guideline and alternative treatment options discussed to make the criteria appropriate for the patient's age, sex, race or ethnicity, comorbidities, socioeconomic considerations, treatment history, family medical history, treatment compliance record, potential side effects, allergies and patient's concerns and goals regarding treatment options.  Because there are so many patient-specific variables to assess, it is our position that the treating physician is in the best position to determine the best course of treatment and has addressed these variables in relation to the chosen acuity level in the patient medical record.

Further, selection of the treatment setting often involves the assessment of patient vulnerability to a number of adverse outcomes.  This patient was admitted for inpatient care based on a complete and updated history and physical and extensive symptom review.  An inpatient setting insures optimum care management including the following protections particularly important to this patient:

· 24-hour medical and nursing care

· Pharmacopoeia management and close observation of effects

· Comprehensive, interdisciplinary pain medicine management and wider range of pain treatment modalities 

· Diagnostic assessment for unexplained symptoms/atypical disease/disorder presentation

· Patient education

It is our position that inpatient care should be approved.  Therefore, we request your further review of this information.  If benefits remain denied, please provide the following:
1. A copy of the applicable benefit limitation in the plan or policy for this patient, along with related definitions. (Not Provided)

2. A copy of applicable internal clinical guidelines, if such exists. (Referenced But Not Provided)

3. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment. (Not Provided)

4. Copies of any expert medical opinions reviewed by your company in regard to treatment of this nature and its efficacy. (Not Provided)

5. The name of the board-certified geriatric physician who reviewed this claim and all attached documentation and reviewer’s recommendation regarding alternative care. (Referenced But Not Properly Identified)
Therefore, we maintain our request for payment of this claim. If benefits remain denied, please provide all of the above referenced information so that we may assess the quality of the medical review and determine our rights in regards to this matter. 

Sincerely,
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Specialty Appeal Letter L

Level II Appeal – Inconsistent Application of Medical Necessity Definition

[~Current Date~]

Attn: Director of Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Director of Provider Appeals, 

It is our understanding that this treatment was denied pursuant to medical necessity or other specialty care policy or plan coverage limitations. Your Level I appeal decision states that insufficient medical information was provided to support the treatment and the denial was upheld. Please accept our Level II appeal of this adverse determination.

We appreciate that it appears that your Level I review was conducted using published, peer-reviewed clinical guidelines (specific clinical guidelines, if available, ie Interqual, Milliman and Robertson, Aetna Clinical Policy Guidelines). However, it is our position that the clinical guidelines contradict the medical necessity definition contained in the patient’s policy or plan document. It is our understanding that medical necessity is defined as follows:

Medical Necessity- health care services and supplies that are determined by the Plan to be medically appropriate, and (1) necessary to meet the basic health needs of the covered person; (2) rendered in the type of setting appropriate for the delivery of the health service; (3) consistent with the diagnosis of the condition; (4) required for reasons other than the comfort or convenience of the covered person or his or her physician; and (5) of demonstrated medical value.
It is our position that this treatment meets all five components of this definition. Further, in McGraw v. Prudential Ins. Co., 137 F. 3d 1253 (10th Cir. 1998), the Tenth Circuit Court of Appeals criticized an insurer’s claims review procedure which included a medical review which essentially modified its definition of “medically necessary” to include the significant improvement of the patient, a criterion which was not expressed in the plan. 

It is our position that the clinical guidelines may require a level of efficacy and/or functional improvement not clearly expressed by the policy or plan document in question. Therefore, we appreciate your continued review of this denial. If benefits remain denied, please respond in detail to the specific component of the medical necessity definition was not met by this treatment. We would also appreciate a copy of the policy or plan document which references the clinical guidelines and clarifies how such guidelines will be used in benefit determinations. 

Thank you for your continued assistance in assessing the claim for a deviation from the cited clinical review criteria, further clarification of the credentials of the reviewer who opposes the treating physician’s recommendation and information regarding availability of independent review of this additional medical information. 
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Specialty Appeal Letter M

Level I Redetermination or Level II Reconsideration Medicare Medical Necessity 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Dates:  [~Admission Date~] - [~Discharge Date~]



Amount:  [~Total Charges~]

Dear Provider Appeals, 
It is our understanding that this treatment was denied pursuant to a local coverage decision or local medical review policy. Please accept this appeal of the denial based on the medical necessity of care. Please review this denial for compliance with Section 1862(a)(1)(A) of the Social Security Act provision stating the following:

Notwithstanding any other provision of this title, no payment may be made under part A or part B for any expenses incurred for items or services;(1)(A) which, except for items and services described in a succeeding subparagraph, are not reasonable and necessary for the diagnosis or treatment of illness or injury or to improve the functioning of a malformed body member.

It appears that the denial did not involve an in-depth review of the patient's medical record but was based primarily on medically eligible code pair edits or other standards of care.  As you are aware, Local Medical Review Policies, Local Coverage Determinations and National Coverage Determinations have been developed to assist CMS with assessing medical necessity decisions and providing consistency throughout the program in regards to coverage availability. However, CMS appeal guidelines ultimately require medical necessity decisions to be reviewed by a panel of physicians or other appropriate health care professionals who have sufficient medical, legal, and other expertise, including knowledge of the Medicare Program’s beneficiary quality of care protections. Further, up-to-date medical, technical and scientific evidence must be considered to the extent applicable. Please see 42 CFR Parts 401 – 405.

Therefore, we wish to appeal this decision and submit detailed information regarding the treating physician's decision in regards to treatment and the most recent medical, technical and scientific evidence involved in developing the treatment plan. 

(PATIENT NAME) Clinical Summary And Related Standards of Care
This attached medical record contains a detailed account of the patient’s condition related treatment decisions. Unfortunately, despite numerous and persistent efforts, using various modalities, my patient’s condition deteriorated significantly and more aggressive intervention was mandated. Although consideration of the full medical record is essential to understanding the medical necessity of this treatment, the following details specifically related to the medical necessity of this treatment:
· Relevant History and Physical, SOAP, Clinical Pathway  or Treatment Plan  Information which discusses care in context of “reasonable and necessary for the diagnosis or treatment of illness or injury” OR “will improve the functioning of a malformed body member.”

· Previous medication/treatment efforts (include side effects if applicable and effectiveness or lack thereof).

· Current medications/treatment efforts  (include side effects if applicable and effectiveness or lack thereof).

· Related Hospitalizations (indicate frequency, duration, and dates of recent hospitalizations related to condition).

· Risk factors - Life or limb threatening nature of patient’s condition.
Medical guidelines employed for medical decision-making must be flexible and allow for deviations from the guideline in order to incorporate the patient's unique medical factors.  Specifically, medical necessity decisions required careful review of patient specific variables such as age, sex, race or ethnicity, comorbidities, socioeconomic considerations, treatment history, family medical history, treatment compliance record, potential side effects, allergies and patient's concerns and goals regarding treatment options.  Because there are so many patient-specific variables to assess, it is our position that the treating physician is in the best position to determine the best course of treatment and has addressed these variables in the attached medical record.
Please provide a detailed response within 60 days which includes the specified notice requirements outlined in 42 CFR Sections 405.956 or Section 405.976. 
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Specialty Appeal Letter N

Level II Appeal – Clinical, Quality, Compliance Appeal 

Available at AppealLettersOnline.com 

[~Current Date~]

Attn: Provider Appeals

[~Insurance Policy #1 Carrier~]

[~Insurance Policy #1 Address~]


Re:
Patient:   [~Patient Name~]



Policy:   [~Insurance Policy #1 Number~]



Insured: [~Responsible Party Name~]



Treatment Date:  [~Treatment Date~]



Amount: [~Amount~]

Dear Provider Appeals,
This letter is in response to your Level I denial related to the above-referenced patient.  It is our position that your Level I appeal response did not adequately address the details outlined in previous appeals. Specifically, we request your thorough review and response to the following information related to the patient’s unique medical condition, the quality of the previous medical review and potentially applicable compliance issues related to this patient’s medical care.

(PATIENT NAME) Clinical Summary And Related Standards of Care
This attached medical record contains a detailed account of the many efforts to treat this patient’s condition. Unfortunately, despite numerous and persistent efforts, using various modalities, my patient’s condition deteriorated significantly and more aggressive intervention was mandated. Although consideration of the full medical records is essential to understanding the medical necessity of this treatment, the following details specifically qualify the patient for this treatment:
· Relevant History and Physical, SOAP, Clinical Pathway or Treatment Plan  Information

· Previous medication treatment efforts (include side effects if applicable and effectiveness or lack thereof)

· Current medications (include side effects if applicable and effectiveness or lack thereof)

· Hospitalizations (indicate frequency, duration, and dates of recent hospitalizations related to condition)

· Risk factors - Life or limb threatening nature of patient’s condition
(Optional Paragraph 1 – Treatment Options Exhausted)
The treatment plan was discussed with the patient and this specific procedure initiated based, in part, on the fact that no other reasonable treatment options existed. It is our understanding that your decision is based on currently accepted standards of care related to management of this condition. Standards of care must be constantly updated to reflect the most recent peer-reviewed studies and allow for deviations to accommodate patient variables related to side effects, treatment resistance and ongoing exacerbation of the condition. It is our position that this patient was initially treated on a medical conservative basis with conventional treatment approaches. However, the medical records, if reviewed carefully, clearly document that this patient did not respond well to earlier treatment efforts. When treating a patient who has exhausted a number of standard treatments, physicians have a professional duty and obligation to explore all care options and seek alleviation of the condition. Therefore, we maintain our request that your denial, if upheld, include a viable alternative treatment plan which had a higher probability of success based on published medical information.
(Optional Paragraph 2 – Risk factors - Life or limb threatening nature of patient’s condition)
This treatment/ procedure was medically necessary for this patient in large part due to the severity of the condition and related risks associated with less invasive/intensive treatment options. A number of factors indicate that this patient is at a high risk for some of the more damaging effects of this condition. In particularly challenging cases such as this, physicians have a professional duty and obligation to explore all care options and seek alleviation of the condition. Further, this duty to the patient has been extended to the medical decision makers for the insurance carriers. In several landmark managed care liability lawsuits, managed care decision makers have been held liable for the effect of a treatment plan denial. Therefore, we maintain our request that your denial, if upheld, include a viable alternative treatment plan which had a higher probability of success based on sound medical information.
The most powerful evidence to support the effectiveness of this treatment is the post-treatment clinical assessment.  This patient demonstrated immediate clinical improvement after treatment, including 
· Indicate any reductions in oral medication and/or other disease-specific improvement indicators (if applicable).

· Indicate ability to avoid hospitalization related to condition (if applicable).

· Indicate ability to avoid further aggressive treatments (if applicable).

· Indicate ability to return to school or work (if applicable).

· Indicate any follow up physician records which should be obtained for review.
Quality of Previous Medical Review
In order to fully respond to your denial of care, we have previously requested the following information. It is our position that disclosure of this information may likely be required under both state and federal disclosure laws. Further, proper disclosure of this information allows all interested parties to assess the basis of the decision and address the appropriateness of the decision. However, the requested information was not provided to the extent necessary to allow us a complete response as outlined below:

1. A copy of the applicable benefit limitation in the plan or policy for this patient, along with all related definitions. (Quote from the letter if partial information was provided, ie – Your Level I denial letter states that medical necessity exclusions were applicable. However, the letter did not provide the definition of medical necessity as it reads in the policy or plan document.)

2. A copy of applicable internal clinical guidelines, if such exist. (Quote from the letter if partial information was provided, ie – Your Level I denial letter states that the clinical guidelines have applicable therapy caps for this diagnosis. However, the letter did not provide a copy of the clinical guideline so that we may review the wording of the guideline and any references to appropriate patient population and justified exceptions to consider.)

3. An outline of the specific records reviewed and a description of any records which would be necessary in order to justify coverage of this treatment.

4. The name of the board-certified (Specialty) physician who reviewed this claim, the enclosed data, and the patient’s clinical notes.
(Optional Paragraph 1 – (Specialty) Care Review Not Provided)
We appreciate that it appears that your Level I review was conducted by a (insert type of professional or title, ie licensed physician, nurse practitioner, or Medical Director, Appeals Specialist). However, it is our position that an adverse benefit determination based in whole or in part on a medical judgment involving (Specialty) health treatment must involve a consultation with a (Specialty) physician in active practice and familiar with this type of treatment. If a review by a (Specialty) physician in active practice in not provided, it is your duty to demonstrate that a quality medical review was undertaken. Please be advised, certain state utilization review laws, ERISA claims processing regulations and certain Medicare mandates all require peer or other qualified personnel review of medical necessity determinations.
(Optional Paragraph 2 – Expert Review Not Provided)
We appreciate that it appears that your Level I review was conducted by a (Specialty) physician. However, it is our position that an adverse benefit determination based in whole or in part on a medical judgment involving (Specialty) health care treatment must involve a consultation with a board-certified (Specialty) physician in active practice and familiar with this type of treatment. It is unclear if the (Specialty) physician involved in this review has utilized this treatment/procedure option in a therapeutic setting. 
Potentially Applicable Compliance Issues related to (Specialty) Treatment
(Optional Paragraph 1 – ERISA claim processing and disclosure compliance review request)
As you are likely aware, a number of state and federal consumer protection laws address quality of care medical decision making. Therefore, we request your review of potentially applicable claim processing and disclosure laws which may require an adverse medical necessity determination to be supported by sound medical evidence. Further, your duty as the ERISA fiduciary is to fully review this literature with this particular patient's challenging condition in mind. The ERISA Claim Procedure Regulation states that an appeal of an adverse benefit determination must provide "full and fair review." Full and fair review is defined by the regulation to include the following:

... (iv) provide for a review that takes into account all comments, documents, records, and other information submitted by the claimant relating to the claim, without regard to whether such information was submitted  or considered in the initial benefit determination...
If benefits remain denied after review of this additional information, we request the following information, in addition to the clinical information specified above. This information is necessary so that we may assess your compliance with the ERISA full and fair review requirements in regards to this important medical decision:
1. A copy of the ABC, Inc. Summary Plan Description 

2. Name and address ABC, Inc.  Employee Benefit Plan Fiduciary of the Plan if such fiduciary is not referenced in the above documents.
(Optional Paragraph 2 – Medicare claim processing and disclosure compliance review request)
It appears that the denial did not involve an in-depth review of the patient's medical record and was based primarily on medically eligible code pair edits or other standards of care.  As you are aware, Local Medical Review Policies, Local Coverage Determinations and National Coverage Determinations have been developed to assist CMS with assessing medical necessity decisions and providing consistency throughout the program in regards to coverage availability. However, CMS appeal guidelines ultimately require medical necessity decisions to be reviewed by a panel of physicians or other appropriate health care professionals who have sufficient medical, legal, and other expertise, including knowledge of the Medicare Program. Further, medical, technical and scientific evidence must be considered to the extent applicable. Please provide a detailed response within 60 days which includes the specified notice requirements outlined in 42 CFR Sections 405.956 or Section 405.976. 

Due to the extent and complexity of the information we provided, we request your detailed point-by-point response to this information. This information will assist us in our review of this denial for further action.
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Appeal Letter Documentation
Appeal letters can raise the issues that billing professionals want to be reviewed and seek disclosure of pertinent claim information. However, the success of many types of appeals rests heavily on the documentation submitted to support the appeal. Medical necessity appeals, for example, must include documentation regarding the patient’s condition and treatment plan. For this reason, our appeal letters reference recommended attachments which should be included with the appeal letter, if available. 

The following is a complete list of the different types of documentation which can be included to make an appeal more persuasive as well as some explanatory information on how to ensure complete review of the documentation submitted:

Attachment:
Affidavit – An affidavit can be used during an appeal to legally attest to the facts related to claim submission. An affidavit can be used in a timely filing appeal to attest to the original filing date and the address where the claim was submitted. An affidavit can also be used if verification and/or preautorization was extended orally but later contested by the carrier.  Affidavit submission can be very effective because they are generally admissible in court and indicate to the carrier that you have prepared your appeal in such a way that the information could also serve you well if legal action ensues. Affidavit forms are readily available online. However, your attorney would likely have valuable input regarding specific local requirements and necessary clarifications. See See New York Craniofacial Care, P.C. v. Vega et al. (www.nycourts.gov/reporter/3dseries/2006/2006_50500.htm) in regards to an affidavit submitted by a medical provider related to prompt payment litigation which was unpersuasive to the court because it did not clarify that no denial was received by the provider. 

Assignment of Benefits – A correctly-worded assignment of benefits can broaden the provider’s rights to a full and fair review of an adverse determination. Many claim processing protections are designed to protect the insured and providers seeking these protections, such as complete disclosure of the denial details, may be told they do not have the right to act on behalf of the insured party. To clarify a providers rights, an assignment of benefits should specifically grant the provider the right to act as the authorized representative for purposes of appeal and assign and transfer all rights under the policy to the provider. See our Assignment of Benefits Form in the Provider Resources area. This documentation can be attached to every appeal in order to clarify the provider’s rights. However, it is particularly important in any appeal seeking full disclosure of the denial reason or seeking payment when the payment was misdirected. 

ERISA Claim Procedure Regulation – The ERISA Claim Procedure Guideline applies to the majority of group health plans with the exception of state and federal workers and certain religious organization health plans. It contains specific protections related to timeframes for group health plan responses to inquiries and also contains protections related to medical decision making on claims. Therefore, it is a good attachment for stalled claims, prior authorization appeals and medical necessity appeals involving applicable  group health plans. It is available at www.dol.gov/dol/allcfr/ebsa/Title_29/Part_2560/29CFR2560.503-1.htm and, due to its length, pertinent protections such as timing of benefit determination, disclosure requirements and expert review description, should be highlighted when submitted for consideration.

Fee Schedule Information – Incorrect innetwork payments must be challenged with written documentation of the agreed upon reimbursement. Most states have managed care protections which requires managed care organization to disclosure the fee schedule with upon contract finalization or upon request by participating providers. Further, states may impose additional restrictions on modifying the fee schedule without prior notification. Therefore, it is important to obtain the fee schedule and keep track of any modifications and their implementation dates. For codes which are individually negotiated by your organization, written documentation must be disseminated to the billing and appeal staff so that this documentation can be easily attached to appeals.

Internal Clinical Criteria For Treatment Plan Development –  Many medical providers utilize published clinical criteria for treatment plan development. For example, many hospitals utilize Interqual for assessing length of stay and level of care. Physicians may utilize a specialty specific source for guidance on treatment plan development. These published industry standards should be cited in your medical necessity and prior authorization appeals to demonstrate that recognized quality care is being sought for the patient. See also the attachment entry related to Managed Care Contractual Medical Necessity Review Stipulations.
Managed Care Contractual Medical Necessity Review Stipulations – Providers can appeal applications of the clinical guidelines which do not seem appropriate for the patient’s condition and, as such, do not provide treatment of all “medically necessary” services. However, such appeals may be more effectively argued if certain protections are negotiated into the contract. Managed Care Contracts should specifically address the clinical care guidelines to be used in both utilization review and medical necessity decision making. Further, care should be taken to insert language that the clinical care guidelines will be waived when they conflict with the medical necessity definitions or in situations when the patient presents a unique combination of illnesses or suffers from treatment resistant illnesses. 
Prior to negotiating terms, it is helpful to review your medical necessity denials with that carrier to determine if the carrier is using a clinical guideline which is frequently at odds with your own quality care guidelines. If there is a more flexible or widely followed industry standard at odds with the carrier’s clinical guideline, bring that information to the table to demonstrate the problem and the effect on  your organization. According to a 2003 study conducted by the Utilization Review Accreditation Commission, most insurers use an externally developed medical review guideline, with the most widely used standard being Milliman & Robertson. The following interview between the Kansas Department of Insurance and a hospital negotiator discusses one hospital's successful efforts to specify that their MCO contract use Interqual instead of Milliman & Robertson due to the fact the Milliman & Robertson is based on "optimal efficiencies" which some rural hospitals cannot reach: www.ksinsurance.org/legal/bcbs/public_testimony/intervenors/kms/statement_Fairbank.pdf
If such managed care review protections are agreed to in the contract, these protections should be cited in medical necessity and prior authorization appeals to insure compliance. 
Managed Care Contractual Prompt Payment Stipulations – Managed care contracts often include a time frame for claims payment. However, clean claim definitions and penalties for failure to promptly pay may not be included. The Contract may also not require a notification process for alerting providers to claim deficiencies. Providers should attempt to negotiate prompt payment timeframes, clean claim definition, notification requirements and penalties related to claim processing. These contractual obligations should be cited in any related appeal and can be added to our form letters for a more customized appeal. 

Medical Records - Medical Records must be attached to emergency care, experimental/investigational, medical necessity and prior authorization appeals as well as many coding appeals.  Lengthy medical records should be reviewed and pertinent information highlighed and marked with a page marker to ensure that the appeal reviewer sees the pertinent information. A summary of the clinical justification for treatment should appear within the body of the letter but is typically not sufficient documentation for the insurance carrier. The medical records’ history and physical is also a good source of information on what other providers might have pertinent information regarding past treatment and the patient’s treatment resistance. This information may also be highlighted and a recommendation included in appeal letters to obtain this additional information before rendering an adverse determination.

Patient Account Billing Notes - Patient Account Billing Notes should be included in most timely filing appeals to establish the original date of submission and to whom the submission was made. Patient Account Billing Notes can also be used if verification and/or authorization for treatment was given orally and this is the only documentation referencing the approval. When submitting Patient Account Billing Notes, be sure and highlight the information pertinent to the appeal and explain any shorthand or computerized information which would not be apparent to the appeal reviewer. Some carriers will accept Patient Account Billing Notes as proof of timely filing. However, if an insurance reviewer refuses to accept the Patient Account Billing Notes as adequate documentation, see the entry on this page related to Affidavit.

Peer-Reviewed Literature – Submission of peer-reviewed literature can strengthen medical necessity and experimental/investigational appeals. Insurance companies have a duty to review information submitted during an appeal. Further, an insurance company’s failure to properly review the clinical information can jeopardize their ability to legally defend their denial decision. In litigation involving a Prudential medical necessity denial, an attorney submitted 25 peer reviewed articles supporting physical therapy for the treatment of multiple sclerosis. The court noted that the information was not specifically responded to and that no one attempted to contact the ordering physician to review the matter. 

"Our odyssey through this record makes clear Prudential never evaluated Ms. McGraw's individual case but rubber stamped the "nature of her condition and denied each subsequent claim arising from her MS," the court finding states. See the decision at www.oscn.net/applications/oscn/DeliverDocument.asp?CiteID=150591
Policy/Plan Language – Policy/Plan Language can be submitted with an appeal to demand compliance with specific policy or plan terms. Obtaining specific policy and/or plan limitations and exclusions, including related definitions for medical necessity definitions, experimental/investigational, usual and customary charges, will allow you to determine if benefits have been allowed as described in the coverage terms. 
Prior Authorization – Submission of any prior authorization related to a denied claim can be very compelling. Many states regulate the terms which allow an insurance carrier to rescind or refuse to honor an assignment of benefits. Therefore, it should be presented with the appeal and any refusual to honor the authorization should be reviewed for compliance with state regulations as well as the plan or policy language.

Specialty Coding Published Standards – Carriers employ a number of claim coding edits which are often not fully explained at the time of the denial. Coding appeals can focus on seeking the specific coding standard used by the carrier in making the decision. However, such appeals will be even stronger if the billing professional submits specialty specific published coding standards which support full payment. 

Treating Provider’s Board Certification and/or specialty training – Submission of specialty-specific credentials and training can be utilized in any request for peer to peer review. Many state utilization review mandates require an insurance carrier to provide peer review in adverse determination involving clinical decision-making. A peer is typically defined as a physician or other health professional who holds an unrestricted license and is in the same or similar specialty as the ordering provider. 

URAC Standards – The American Accreditation Healthcare Commission/URAC has established rigorous standards for utilization review which many carriers must follow. The standards were developed to ensure that appropriately trained clinical personnel conduct and oversee a timely and responsive UR process. The standards apply to accredited members of URAC and to organizations which fall under state mandated URAC compliance. Citing the standards can be effective in prior authorization and medical necessity appeal. Download the URAC Health Utilization management Standards at www.idfpr.com/DOI/URO/051214%20Health%20UM%20Standards%20v5-0.pdf. 

U.S. Department of Labor Advisory Opinion 96-14A - U.S. Department of Labor Advisory Opinion 96-14A discusses disclosure of usual, customary and reasonable rates utilized by ERISA-sponsored health benefits plans. While many carriers refuse to release detailed information on the UCR calculations applied to claims, this Advisory Opinion state that such information falls under the ERISA disclosure protection and should be released if requested by a qualified party. This document can be downloaded from the department of labor website (www.dol.gov/ebsa/programs/ori/advisory96/96-14a.htm ) and attached to UCR appeals.

Verification of Benefits – Several court decision indicate that a verification of benefits by an insurance carrier representative acts as an inducement on medical providers to provide treatment for an insured person. Further, a misrepresentation of benefits may violate state Unfair Claims Practices Act protections. Therefore, any Verification of Benefits should be attached to eligibility and prior authorization appeals which are the result of incorrect information given by the carrier. 

Workers Compensation State-Specific Forms – Most workers’ compensation claims require detailed paperwork documenting the injury and related approvals for treatment. If is important to frequent your state’s workers’ compensation web site to keep up to date with the current forms and when and how to use them. 
