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GoToWebinar Attendee Participation
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CEUs/Contact Hours

• Free CEUs are offered to AHDAM members only.
• To obtain CEUs, you must attend the live webinar for at least 50  

minutes and complete the survey that will pop up automatically for  
you at the end of the webinar.

• CEU certificates will be emailed to you.
• CEUs are not available for watching the recording of this live webinar.
• Disclosure: No individuals in a position to control content for this 

activity have any relevant financial relationships to declare.
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CEUs/Contact Hours

From the survey you will be prompted to select desired CEUs:
• Association of Clinical Documentation Improvement Specialists (ACDIS): Certified 

Clinical Documentation Specialist (CCDS)
• National Association of Healthcare Revenue Integrity (NAHRI): Certification in 

Healthcare Revenue Integrity (CHRI)
• Commission for Case Manager Certification (CCMC): CCM board certified case 

managers
• American Health Information Management Association (AHIMA): Certified health 

information management professionals
• American Nurse Credentialing Center (ANCC): Continuing nursing education

This nursing continuing professional development activity was approved by the 
Northeast Multistate Division Education Unit, an accredited approver by the American Nurses 
Credentialing Center’s Commission on Accreditation.



5

Join us for our next complimentary webinar!

Upcoming Complimentary Webinar

Successfully Defending Outpatient Authorization Denials

August 23, 2023, at 2 PM Eastern Time

CEU’s for AHDAM Members Only

Register on the homepage at www.ahdam.org
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AHDAM

The Association for Healthcare Denial and Appeal Management
• The nation’s only association dedicated to Healthcare Denial and 

Appeal Management.
• Our mission is to support and promote professionals working in the 

field of healthcare insurance denial and appeal management through 
education and collaboration.

• Our vision is to create an even playing field where patients and 
healthcare providers are successful in persuading medical insurers to 
make proper payment decisions.

www.ahdam.org
Created through the generous support of PayerWatch
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PayerWatch

www.payerwatch.com

PayerWatch – AppealMasters PayerWatch – VERACITY

Thousands trained in denial and appeal 
management
Taking your appeals all the way
Clinical-legal approach

A leader in the industry
In service to providers - protecting 
revenue
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Disclaimer

The Association for Healthcare Denial and Appeal Management (AHDAM) 
publishes and distributes materials on its website that are created by our members 
or invited industry subject matter experts for the benefit of all AHDAM members. 
AHDAM does not certify the accuracy or authority of these materials. 
These materials are distributed and presented as research information to be used 
by AHDAM members, in conjunction with other research deemed necessary, in the 
exercise of AHDAM members’ independent professional judgment. AHDAM claims 
no liability in relation to reliance on the content of these materials. The views 
expressed in the materials are the views of the material’s authors and do not 
necessarily represent the views of AHDAM. Any references are provided for 
informational purposes only and do not constitute endorsement of any sources.
There are no conflicts of interest to declare for any individual in a position to control 
the content of this presentation.
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Denise Wilson MS, RN, RRT
Senior Vice President, PayerWatch/AppealMasters; President, AHDAM

Denise has over thirty years of experience in healthcare, 
including clinical management, education, compliance, and 
appeal writing.
Denise has extensive experience as a Medical Appeals 
Expert and has personally  managed hundreds of Medicare, 
Managed Medicare, and Commercial appeal cases  and 
presented hundreds of cases at the Administrative Law Judge 
level. Denise is a  nationally known speaker and dynamic 
educator on Medicare and Commercial  appeals processes, 
payer behaviors, standards of care, appeal template  
development, and building a road map to drive the payer to a 
decision in the  provider’s favor. She has educated thousands 
of healthcare professionals around  the country in 
successfully overturning healthcare denials.
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Reggie Allen, MBA RN ACM
Chief of Clinical/Business Operations/PayerWatch

Reggie has more than 35 years of experience in a variety of healthcare 
positions, including staff nurse, nurse manager, Chief Nursing Officer, 
Chief Operating Officer, and Vice President, Clinical/Business 
Operations Transformation.  He has been recognized nationally as an 
expert in care management and clinical operations.   He is a results-
driven leader who emphasizes operational transformation by 
integrating clinical and financial care aspects.  He obtained a 
bachelor's degree in nursing from Vanderbilt University and an MBA 
from the University of Phoenix.   He is a member of the American Case 
Management Association (ACMA) and the American College of 
Healthcare Executives.   

Reggie possesses comprehensive knowledge and experience in all 
facets of care management, including case management, utilization 
management, disease management, quality management, and 
resource management.  He has designed and implemented an 
enterprise-wide Clinical Appeals Unit and a clinical documentation 
program with success.  Using six sigma and Lean principles, he is an 
expert in clinical and operational efficiencies that enhance clinical 
outcomes and financial performance through a variety of 
methodologies.  
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Preauthorization Meaning and Purpose

• Preauthorization: A decision by your health insurer or plan that a 
health care service, treatment plan, prescription drug or durable 
medical equipment is medically necessary. Sometimes called prior 
authorization, prior approval or precertification. 

• Your health insurance or plan may require preauthorization for certain 
services before you receive them, except in an emergency. 

• Preauthorization isn’t a promise your health insurance or plan will 
cover the cost.

https://www.healthcare.gov/glossary/
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Preauthorization Meaning and Purpose

• The preauthorization process is utilized by health plans to ensure:
• Necessity of services – evidence-based care
• Effectiveness and safety of services
• Cost efficiency

• Cons:
• Burdensome on providers
• Delay in or non-coverage of services for patients
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Preauthorization Meaning and Purpose

• The Affordable Care Act prohibits health plans from requiring prior 
authorization for emergency services, regardless of whether the 
hospital is in-network or out-of-network.

• (Including some behavioral health services.)
• Prior authorization requirements for treatment of mental health and 

substance use disorders cannot be more restrictive than the prior 
authorization requirements the plan has for other medical services.

https://www.healthinsurance.org/glossary/prior-authorization/



14

Preauthorization Meaning and Purpose

“Not a promise to pay”
• Managed Medicare: CFR 422.138(c) Prior Authorization
• “If the MA organization approved the furnishing of a covered item or service 

through a prior authorization or pre-service determination of coverage or 
payment, it may not deny coverage later on the basis of lack of medical 
necessity…”

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-422
As compared to Medicare Managed Care Manual, Chapter 4 - Benefits and Beneficiary Protections, 
10.16 – Medical Necessity: 

“Furthermore, if the plan approved the furnishing of a service through an advance 
determination of coverage, it may not deny coverage later on the basis of a lack of 
medical necessity (Program Integrity Manual, chapter 6, Section 6.1.3(A))”
https://www.cms.gov/regulations-and-guidance/guidance/manuals/downloads/mc86c04.pdf
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Inpatient 
Authorization
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Inpatient 
Authorization 
Process Flow

• Beware of the timeframes 
for insurance notification 
for services

• Consider weekend staff, if 
the insurance plan has 
24-hour Utilization 
Management

• Avoid verbal 
authorizations (telephone, 
voicemail)



17

Challenges

• Inconsistent, ever-changing payor rules - restrictions with a payer can 
differ from plan to plan

• Lack of staff training – linking revenue cycle staff with the clinical 
team

• Lack of standards processes governing pre-authorizations –
automation (Approximately 12% denials related to authorization)
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Strategies

• Maintain a current master list of procedures requiring authorization, 
including the Medicare Inpatient Only List

• Keep track of Clinical Policy and Guidelines changes of the payer 
• Create and train a consistent team (unit), both revenue cycle and 

clinical, to manage authorizations.  This team should review all 
authorization denials and adjust processes accordingly.   

• Maintain relationships with payer contacts to speed up authorization 
decisions 

• Document all communication with the payer and integrate the 
documentation into the patient accounting system or medical record 
repository
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Strategies, continued

• Know payers’ turnaround times for rendering a decision on a request; 
avoid verbal approvals or denials 

• Follow-up with the payer every 24 hours until a decision is rendered 
and provide additional clinical documentation as updated by the 
physician or a change in the patient’s condition

• Track and trend authorization denials
• Appeal all authorization denials based on the patient’s clinical 

condition
• Keep patient/family informed regarding the payer’s decision and 

engage in denial prevention
• Embrace electronic authorizations – payor portals
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Strategies, continued

• MA payers have no general timeframe requirement for responding to a request 
for prior authorization. This would need to be found in payer/provider contracts or 
payer policies.

• MA payers must cover emergency and urgently needed services regardless of 
prior authorization and may not include instructions to seek prior authorization 
for such services in materials furnished to patients or providers. See 42 CFR 
422.113(b)(2)(ii).

• MA payers must cover all maintenance and post-stabilization care within one 
hour of a request for prior-authorization of these services and must cover all 
of the services requested if: 1) the payer does not respond with-in 1 hour, 
cannot be contacted, or the payer representative and the treating physician 
cannot reach an agreement concerning the enrollee's care and a plan 
physician is not available for consultation. See 42 CFR 422.113(c)(2)(iii).

https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-422/subpart-C/section-422.113
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Track Authorization Denial Causes
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Appealing Authorization Denials 

• Be knowledgeable of the payer’s screening criteria 
• Know the extenuating circumstances by the payer for failure to get 

authorization   
• Unable to Identify Coverage or Carrier (unresponsive, dementia, 

psychiatric, non-English speaking, patient states self-pay, other 
primary insurance provided, incorrect ID card, premiums not paid)

• Unable to anticipate the need for prior authorization before service 
(emergent, add-on procedure, change in condition

• Delayed Payer Notification of Approval based on their timeframes
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Appealing Authorization Denials 

• Craft a medical necessity appeal when authorization was not 
performed

• Request a reconsideration based on the patient’s clinical condition 
and treatment

• State the extenuating circumstances 
• Quote “good faith clause”
• Thank the payor for the re-consideration
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Case Study – Authorization not Requested by Provider

Extenuating circumstances existed that prevented Memorial Hospital 
from requesting authorization from WellCare in a timely manner.  
1. The patient did not have an insurance card with him when he was 

sent to the Emergency Department from his cardiologist’s office.
2. Hospital staff went into their portal and found an insurance card for 

Mr. Jones for United Health Care. 
3. The expiration date on the UHC card was 12/31/9999.
4. When contacted, UHC staff provided an authorization number.
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Case Study – Authorization not Requested by Provider

5. It wasn’t until 8/10/22 that hospital staff realized that the patient was 
not covered under UHC. (IP DOS 3/3/2022 – 3/5/2022)

6. On 8/12/22, hospital staff contacted WellCare and talked to Mary, 
who was unable to process retro NOA over the phone.

7. Instead, as requested by WellCare, the inpatient authorization form 
for admission was faxed to WellCare.

8. WellCare subsequently denied retro-authorization for untimely 
notification.
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Case Study – Authorization not Requested by Provider

Include medical necessity argument in the appeal:
78-year-old gentleman who presented to his cardiologist’s office on 
lightheadedness and dizziness with chest pressure. He was found to 
have new onset atrial fibrillation with a rapid ventricular response and 
was sent to the hospital from the office.
At the hospital, metoprolol was started for rhythm control but resulted 
in bradycardia. Instead, Amiodarone was initiated. He subsequently 
underwent a successful radiofrequency ablation.
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Appealing when “Criteria Not Met”

1. Criteria WAS met; or alternate criteria WAS met
2. InterQual / MCG criteria is merely an objective tool to help guide 

physicians in decision-making; does not take into account specific 
comorbid conditions; not designed to replace the physician’s 
professional training and expertise

3. Care provided represented the standard of care in the medical 
community



28

Take Aways

• Preauthorization isn’t a promise your health insurance or plan will 
cover the cost.

• The Affordable Care Act prohibits health plans from requiring prior 
authorization for emergency services, regardless of whether the 
hospital is in-network or out-of-network.

• Know payers’ turnaround times for rendering a decision on a request; 
avoid verbal approvals or denials.

• Track and trend authorization denial causes
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References
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• https://www.ecfr.gov/current/title-42/chapter-IV/subchapter-B/part-

422/subpart-C/section-422.113
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Questions and Answers

.



Thank you for attending today’s 
event!

For more information, please contact:

Denise Wilson at denise@ahdam.org
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