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IN PRACTICE

MANAGED CARE GAMES: HOw TO
SAY No To PAYER ABUSE

By Orly Avitzur, MD, MBA

ast month, we described how
L some managed care companies

use audits and extrapolation tac-
tics as a method of demanding large re-
funds for over-billing based on historic
charges. But there are more conven-
tional means by which payers are deny-
ing us proper reimbursement — delaying
or reducing claims payments, applying
procedure discounts, selling our ser-
vices without permission, and conceal-
ing fee schedules. Unfortunately, neu-
rologists do not typically learn about
payer abuses until after they have pro-
vided extensive services to patients.

“Despite repeated advice to scruti-
nize managed care contracts carefully,
most practices are too small, with too
little expertise, legal backup, and inter-
est to do so,” said Marc Raphaelson,
MD, a member of the AAN Medical
Economics and Management (MEM)
Subcommittee.

“General neurologists in the DC
area have begun to limit their managed
care participation by paring the bottom
20 to 25 percent of contracts annually,”
he said.

But how do we decide which claus-
es to disallow, which payer hassles are
worth appealing, or when to just call it
quits? “Many neurologists in western
Los Angeles have stopped signing
managed care contracts,” said Marc R.

Nuwer, MD, PhD, Professor of Neu-
rology at University of California-Los
Angeles and former Chair of MEM.
“They have found that patients will
pay reasonable visit fees to see quality,
local neurologists.”

Indeed, if your schedule is full and
your new patients are experiencing
lengthy wait times, or if you provide a
unique service within your local market,
you should be more aggressive in re-
signing from undesirable plans, experts
agree.

MANAGED CARE: IS IT
WORTH IT?

Even if that is not the case, undertake a
careful review of your cost of doing
business with each payer. Many prac-
tices sign contracts at face value, solely
on the basis of fee schedules. However,
in order to evaluate managed care par-
ticipation realistically, your practice
should consider whether payer quality
of service is acceptable.

Some of the data needed to evaluate
the work factor — gross charges, age of
accounts receivables (AR), and collec-
tion rates — can be found in practice
management system reports. Your staff
can also identify which insurers give
them the most hassles, including payers
that engage in systematic down-coding,
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take up the most staff time with tele-
phone calls, force appeals, re-submis-
sion of claims, and requests for addi-
tional documentation, or create autho-
rization and referral roadblocks. Such
behaviors, whether intentional or not,
inevitably result in considerable drains
both on employee time and practice re-
sources, and thus turn these payer con-
tracts into money-losing propositions.

CoMMON CONTRACT
PITFALLS

Beware of contracts that have a limited
disclosure of fee schedules. Payers of-
ten offer reimbursement information
on codes they self-select. To make
that fee schedule evaluation meaning-
ful for your practice, take the time to
analyze the frequency of services and
procedures that you provide. It is pru-
dent to compare the payer fee sched-
ule amounts to both high volume
codes and normally high-paying pro-
cedures.

Consider the ramifications of a fee
schedule that pays 80 percent of your
charge for an intermediate office fol-
low-up code but 35 percent for a neu-
rodiagnostic procedure that accounts
for 50 percent of the frequency of your
services!

Recognition of payer discount poli-
cies and review of managed care con-
tract language can avoid some traps and
related loss of income. Perhaps the
most commonly used payer fee cut is
the practice of down-coding. “Some
contracts cap E&M at the fourth level of
service; they won't allow E&M billing at
level five,” noted Dr. Nuwer. Many
others reduce levels of service based on
undisclosed criteria or software that ties
reimbursement to diagnostic codes.

Continued on page 56

FLUPIRTINE FOR CJD
Continued from page 54

ative diseases, are unlikely to provide
much benefit to patients with CJD.
Useful therapies must impede the accu-
mulation of misfolded PrP, or block the
neural dysfunction and degeneration
triggered by the misfolded protein.”

On the other hand, Dr. Bosque said,
a “counter-argument is that this is a
small benefit but might point the way
to something that we can refine and
enhance.”

Still, he believes that tests with lab-
oratory rodents should be done first.
“You can cause this disease in a labora-
tory rodent. You can even infect mice
with the human form of the disease
from the brains of deceased CJD pa-
tients, particularly effective with mice
that have been genetically modified to
make the human form of PrP. In fact,
the animal disease and human disease
are indistinguishable as far as we can
tell. So its hard for me to believe that

we will find something that works in a
human first before a lab rodent.”

Paul Brown, MD, senior investiga-
tor at the NINDS, also believes that
animal trials should always be done
first. “Not testing in animal trials is be-
ginning to be a very incorrect ap-
proach to therapy in the transmissible
spongiform encephalopathies — always
based on the proposition that this is an
incurable fatal disease and therefore
any form of therapy that has been
shown to have any salutary effects in
any systems at all can go directly to hu-
mans in a therapeutic trial,” he said.

“| think that is a mistake,” Dr. Brown
added, “and this paper illustrates that. If
the only thing that it does is have a mar-
ginal effect on the speed of progression
of mental deterioration, thats not
enough to warrant its use in humans.”

Dr. Otto countered that “it would
be nice to have a drug that is effective
in animals — first mice, then cats, then
dogs — and finally show that the drug
is effective in humans. Unfortunately,
this does not always work. There are
several examples of drugs being suc-

cessful in cell culture and in animals
but not in humans.”

He added that he and colleagues are
studying flupirtine in a rodent model
but since the usual half-life of flupirtine
in rats is only two to three hours, peak
values in the brain can be only reached
for a short time.

“We have overcome this problem
and hope to present the data soon,” he
said, but noted that he questions the
relevance of the result. “A positive re-
sult would be nice but a negative result
might indicate mainly that we should
use another animal model. The results
will not have any impact on our studies
in humans.”

A few other trials of drugs in CJD are
in various stages. For example, the an-
timalarial drug, quinacrine, has been
studied in humans with CJD in several
institutions, arousing considerable con-
troversy since many investigators, in-
cluding Dr. Brown, say that animal trials
have not shown the agent’s effectiveness
and thus testing of the drug raises false
hopes in patients and their families.

At one center at the University of

California-San Francisco, quinacrine is
being made available to patients on a
compassionate-use basis, according to
a university spokesperson, but the
hope is to begin a human trial soon.

Commenting on the Neurology
study, Dr. Brown said: “Perhaps the up-
side of the paper is that with this effect
and a known molecular function
[flupirtine’s up-regulation of the proto-
oncogene hel-2 and normalization of
the glutathione level], it may enhance
our understanding of cognition. Us-
ing it in Alzheimer disease might be a
better idea.”

Indeed, Dr. Otto said that he and
co-workers hope to do just that. They
are also studying a combination of
drugs, including flupirtine, in CJD
patients. [
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DowN-CODING

Lorne K. Direnfeld, MD, who has prac-
ticed neurology on the island of Maui in
Hawaii for more than 20 years, said:
“When | found that insurers were
down-coding the bills we submitted
from a multidisciplinary occupational
medicine clinic | managed, | sent four of
my staff members to coding classes for
the purpose of ‘self-defense.’ It soon be-
came clear that part of our problem was
the lack of awareness of many of our
providers about the documentation re-
quired to support billing for a given lev-
el of service. Once our billing staff had
been trained in coding, they played a
key role in educating providers about
the required documentation.”

And although E&M services are most
frequently down-coded, Dr. Nuwer
warns that for neurologists, procedural
discounts are also common. “Some pay-
ers apply discounts to nerve conduction
codes after the first nerve. This sub-
verts the original evaluation of the ser-
vice (that limited the usual number of
nerves to three, for example) and effec-
tively ‘double discounts' the procedure,”
he explained.

PROCEDURAL DENIALS

Melvyn L. Haas, MD, a neurologist in
Aiken, SC, who has been in practice for
31 years, keeps a copy of the AAN
ICD-9 code handbook on his desk so
that he can do his own coding and add
any modifiers that are not printed on
his billing slips. Nevertheless, he has
received multiple procedural denials
from one carrier — for evoked potentials
(EP) as ‘experimental procedures, for
EMGs as ‘incidental’ to nerve conduc-
tion studies (NCS), and for consulta-
tions performed on the same day as
lumbar punctures (LPs) despite the ap-
propriate use of -25 modifiers.

Dr. Melvyn L. Haas: ““You can usually
outlast payers once they realize you
won’t give up. | write a letter, then | try
calling — but be prepared to hold forev-
er. | work my way up to a supervisor,
and occasionally luck out and get the
name and address of an MD to whom

| can submit an appeal.”

“It took months to straighten out the
EP and EMG mess,” he said. “The carrier
kept stating that my claims did not meet
their indications, but they refused to tell
me what the indications were. Finally my
insurance clerk got the name of a physi-
cian Vice-President and, upon review,
my claims were paid,” Dr. Haas added.

He is still waiting for a response to his
complaint regarding LPs. He discovered
that the insurer bundles LPs with E&M
codes, as is often done for surgical pro-
cedures. “How can | possibly know that
an LP is necessary without performing an
examination?” he asked.

DiscouNTED FEES

Even after you regularly review payer
service and contract language, the chal-
lenges are not over. Sometimes, dis-
counted fees are applied when business
deals take place without our knowledge.

HEeLPFUL TIPS FOR DEALING WITH
MANAGED CARE

Mark Nuwer, MD, PhD, Professor of Neurology at UCLA and former Chair of
the AAN Medical Economics and Management Committee, offered the following

tips for dealing with managed care ploys:

e Some payers advertise that they pay at 120 percent of Medicare for “most pro-
cedures” when in fact the procedures neurologists use the most are paid at 70
percent of Medicare. Look at the details.

= Some payers have secret fee schedules that deeply discount high levels of E&M
service. Don't tolerate secrets. Contracts should be open book.

e Ask that payers reimburse the Prolonged Service codes when medically

necessary.

« Ask that payers reimburse for time spent by staff and physicians filling out and
phoning in special insurance services such as obtaining authorizations for pro-
cedures and visits. Use code 99080, and ask that it be paid in multiple units of
15 minutes each for time spent over and above the ordinary work associated
with visits and ordering tests. This needs to be specified in the contract.

For the past ten years, the managed
care industry has increasingly em-
ployed Silent Preferred Provider Orga-
nizations (PPO) arrangements. In this
scenario, a provider network sells its
provider lists along with the discounted
fees to a third-party payer. The patien-
t's insurance company pays its fee to the
PPO in order to use its negotiated dis-
count. The neurology practice only be-
comes aware that a silent PPO arrange-
ment has been made after providing
services to a patient who is not covered
by the PPO. When the practice files
the claim, the reimbursement is less
than the full expected payment.

This strategy is often successful be-
cause the practice is not aware of these
tactics. Additionally, most offices lack
the time and resources to initially verify
patient enrollment and ultimately pur-
sue these differences. Most experts rec-
ommend that medical practices review
their managed care contracts to be sure
that they do not sign “all payer” clauses
that permit the payer to sell or rent its
negotiated discounts to other parties. If
your payer has affiliates, make sure that
your contract lists all affiliates to pre-
vent silent PPO activity.

Sometimes, discounted fees are
applied when business deals
take place without our
knowledge.

Payers also use a related practice
called PPO stacking or “cherry-picking”
to “shop” a claim from a provider to
multiple PPOs in order to use the
arrangement that will yield the lowest
reimbursement rate.

Some payers withhold an additional dis-
count from reimbursement to cover their
own losses. Most often, these funds are not
returned to providers. These “withhold
clauses” may also require physician practices
to cover the deficit in the event of a payer-
operating loss.

PoLicies FACTORED IN
Scrutinize agreements for provisions
that mandate your participation in all
policies as a condition of participation.
This may force you to agree to fee
schedules that are unprofitable such as
discounted Medicare or Workers' Com-
pensation policies reducing payment as
much as 50 percent. Or they may re-
quire participation in policies with un-
known business risks. Make sure that
you consider the financial conse-
guences of signing contracts with these
provisions.

For example, Medicare reform legis-
lation passed last year by Congress pro-
vides for substantial interim payment
increases for Medicare+Choice plans in
2004 and 2005, so that these policy
choices may become more popular.

Dr. Haas, who considered dropping
out of the plan that had been denying

Dr. Mark R. Nuwer: “Many neurolo-
gists in western Los Angeles have
stopped signing managed care con-
tracts. They have found that patients
will pay reasonable visit fees to see
quality, local neurologists.”

his claims, said: “Many physicians did
s0, but the payer is the largest insurer in
this area. | didn't want to abandon my
patients and | wasn't sure | could take
the financial hit.”

APPEALING CLAIMS:

BE PERSISTENT

Dr. Haas advises neurologists to be per-
sistent when appealing claims denials.
“You can usually outlast payers once
they realize you won't give up. | write a
letter, then | try calling — but be pre-
pared to hold forever. | work my way up
to a supervisor, and occasionally luck
out and get the name and address of an
MD to whom | can submit an appeal.”
Like many neurologists, he relies on his
billing staff to begin the appeal process.

Dr. Direnfeld said: “The front office
staff benefited tremendously from train-
ing sessions with the coders, so that
from intake through evaluation, treat-
ment, and exit, there was correct and
thorough documentation, and each
member of the office staff was aware of
why this was essential.”

Although bill-auditing services rou-
tinely used by insurance carriers contin-
ued to attempt to down-code his bills,
they were far less successful in prevail-
ing after his staff was properly trained.

Recognizing this goal, the AAN has
welcomed the Business and Research
Administrators in Neurology Society
(BRAINS), a group of academic and pri-
vate practice administrators, as new
members. “Reimbursement for clinical
services is at the top of our mission
statement,” said Bill Hamilton, who will
hold the first AAN-sponsored meeting
of the organization at the Annual Meet-
ing in San Francisco.

Anyone interested in joining the
BRAINS group to discuss practice issues
and network with peers should contact
AAN Member Services at memberser-
vices@aan.com, (800) 879-1960, or
(651) 695-2717 (international). [J



