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Healthcare Market Disruption
The Current State of Disruption
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Lecture

Uninsured/Self-pay Regulations



NSA Uninsured/Self-Pay Good Faith Estimates
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• Inclusive list of all items and services expected to be delivered 
by the scheduling provider during the individual’s period of care.

• Applicable diagnosis codes and service codes.

• Expected charges or costs for each item or service.

• An estimate of patient responsibility (reflecting any discounts or 
charity available to the patient).

• Notification that if billed charges are higher than the GFE, patient 
can ask the provider to update the bill to match the GFE, negotiate,
or ask if there is financial assistance available.

• Notification on how to dispute the bill if it is at least $400 higher 
for any provider than the GFE received from the provider or facility.



Uninsured/Self-Pay Patient-Centered Practices
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Develop Scripting and Communication to 
Effectively Inform Consumers What a 

GFE Includes and What it May Not 
Include to Eliminated Surprises & 

Confusion.

Providers Should 
Develop Screening 

Processes to 
Effectively Identify 
Uninsured/Self-Pay 

Individuals

Designed & 
Implemented a Self-Pay 

GFE that is Compliant 
With Both Federal & 
State Protections & 

Provisions?

Providers Should Work-
flow Convening & Co-

Provider Responsibilities 
in Providing Estimate 
Charges for Items and 

Services to Consumers? 

Included Assessing & 
Documenting Any 

Patient Discounts and 
Charity to the GFE

Developed Workflows 
to Identify Final 

Charges that Exceed 
Patient GFEs, before 
they are billed to the 

patient!



NSA Uninsured/Self-Pay Provider Engagement
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• All -inclusive self-pay GFEs must be in place in 4 months.

• Convening and co-providers must work together to comply with the Good 
Faith Estimate requirements.

• Convening providers dictate the turn-around time a co-provider must 
provide their estimate charges to be include in the combined GFE.

• Convening providers may take-on disclosure requirements for co-
providers and co-facilities, but only if there is a written agreement 
between the parties (liability shifts).

• Organizational Workflows should be executed on how and who will 
handle patient inquiries and disputes for the all-inclusive good faith 
estimates.



Uninsured/Self-Pay Internal Workflow Best Practices
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Institute an effective 
strategy to identify 
self-pay/uninsured 

individuals 

Work-flow convening
& co-provider 

responsibilities in 
providing estimate 

charges for items and 
services? 

Identify common 
non-covered 

items & services 
that may 

regularly qualify 
as self-pay

Secure written 
agreements with 
co-providers who 

you want to 
provide patient 

rights disclosures 

Include assessing 
& documenting 

any patient 
discounts and 

charity to the GFE

Work-flow 
required time 

frames to provide 
the all-inclusive 

GFE to the patient 
to make certain 

requirements are 
met

Revalidate coverage status 
for all scheduled items & 
services four days prior to 
furnishing items & services 

to patients

Identified a 
compliant  

storage method  
for all patient & 

non-patient GFEs



Reconciling Self-Pay Final Charges with Estimates
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Identify Self-Pay 
Individuals & Provide 

GFE: 

Shoppers: MRN?
Patients: Scan to MRN

Schedule Item 
or Service:

Flag Encounter 
as Self-Pay

Enter Total 
Amount of GFE 

Estimate Into the 
Patient 

Accounting 
System

Services & Items 
Furnished to    

Self-Pay Patient:

Final Bill Drops 
with Total Charges

System Work queue 
Processing Compares 
Estimated GFE Costs 
to Final Billed Costs

If Variation is $400 
or Greater, Place 
Stop-Bill  & Send 
Account to Work 
Queue for Review

Organizations Should 
Develop Consistent 

Guidelines & Policies for 
Staff Reviewing 

Variations

*The Reconciliation should take
no more than 3 business days



Women less likely to receive chemotherapy for 
breast cancer if facing high out of pocket costs

Those with high 
cost medical 

conditions and 
lower income 

are less likely to 
receive 

treatment



High Need Adults 
have out of pocket 

costs 3x higher 
than those with 

chronic conditions 
only, and 4x 

higher than the 
average US adult



Black and 
Hispanic 

Adults more 
likely to 

delay or skip 
care



Out of Pocket Costs as Side-effects
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• “Discussing out-of-pocket costs enables patients to choose lower-
cost treatments when there are viable alternatives”

• “Such discussions could assist patients who are willing to trade off 
some chance of medical benefit for less financial distress.”

• “Discussing out-of-pocket costs could benefit patients by enabling 
them to seek financial assistance early enough in their care to avoid 
financial distress.”

• “A growing body of evidence suggests that including consideration 
of costs in clinical decision making might reduce costs for patients 
and society in the long term.”

Full Disclosure — Out-of-Pocket Costs as Side Effects Peter A. Ubel, M.D., Amy P. Abernethy, M.D., Ph.D., and 
S. Yousuf Zafar, M.D., M.H.S. N Engl J Med 2013; 369:1484-1486 October 17, 2013

http://www.nejm.org/toc/nejm/369/16/
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When topic of healthcare spending 

arose during clinical encounters, physicians 

discuss strategies to 

reduce expenses 44% of the time. 

Hunter WG, Zhang CZ, Hesson A. Davis JK, Kirby C. Williamson LD et al. “What strategies to physicians 
and patients discuss to reduce out of pocket costs?” Med Decis Making 2016 Jan 19



Engage Clinicians in Cost of Care 
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Help patients make informed decisions 
about treatment plans

Physicians can consider 

less expensive alternatives and 

long-term solutions

When financial concerns 

are raised by patients, explore 

further

Peter A. Ubel, Cecilia J. Zhang, Ashley Hesson, J. Kelly Davis, Christine Kirby, Jamison Barnett and Wynn G Hunter, Study of Physician and Patient Communication Identifies Missed 
Opportunities to Help Reduce Patient’s Out-of-Pocket Spending. Health Affairs 35, no.4 (2016);654-661



Engage Clinical Team
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Recognize the needs of 
price-sensitive patients

• Be alert to risk factors associated with 
burden from out of pocket 
costs (advanced age, multiple 
comorbidities, low income, 
self pay, HDHP)

• Invite patients to raise their concerns

Help patients identify providers 
that offer the best value

• Minimize expenses by using generic 
and lower cost brand names

“Patient –Physician Communication About Out-of-Pocket Costs” JAMA, August 20, 2003—Vol 290 No 7
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Questions on Self-Pay Regulations?
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Lecture

Insured Out-of-Network Regulations



Out-of-Network Notice & Consents
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Emergency Care Post Stabilization Nonemergency Care

Out-of-Network balance billing 

is prohibited

• Additional out-of-network cost-

sharing amounts cannot be billed

to the patient for emergency care 

up to the point of stabilization.

• The patient’s in-network cost-share 

must remain unchanged.

Balance billing is conditional

and only allowed when:

• The attending or ED physician must be 

the one to determine the patient’s ability 

to travel to an in-network provider by 

means on their own transportation.

• The attending or ED physician assess 

that the patient is in a mental and 

physical condition to comprehend and 

give consent for OON post-stabilization 

care.

• The Notice & Consent must be provided 

a minimum of

3 hours prior to care

• Please note consent DOES include a 
good faith estimate

May provide Notice & Consent to 

bill OON except for the following: 

• Some ancillary services: anesthesiology, 

pathology, radiology, neonatology and 

diagnostic services,

• Items and services provided

by assistant surgeons, hospitalist and 

intensivist,

• Unforeseen services that arise due to 

urgent medical care during a consented 

medical service, and

• If there is no in-network provider 

available to furnish the item or service at 

the facility the patient is seeking care.
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• The Health Plan must cover emergency services as if they were 
in-network – without any more restrictive utilization management 
requirements and at no more than the in-network cost-sharing amounts.

• Health Plans are no longer permitted to look to final diagnosis to 
determine medical necessity, they must refer to admitting diagnosis/
chief complaint and consider prudent layperson.

• Health Plans are permitted to deny for medical necessity or non-coverage.

• Providers must bill the health plan to ascertain the amount to bill 
patients. The amount the health plan calculates is to be based on 
state law or qualifying payment amount (QPA).

• Plans will need to provide an “Advanced Explanation of Benefits” (AEOB) 
prior to scheduled care or upon request by patients seeking more information 
prior to scheduling items and services. 

No Surprises Act Key Impacts
Insured Patients

Health Plan Requirements  

Delay until Further 
Rulemaking 
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• Whether the provider and facility are in-network and either the 
contracted rate for the item or service (if in-network) or information 
on finding in-network providers for the item or service (if out-of-network).

• The “good faith estimate” provided by the provider, with a delineation 
by the health plan of the portion the patient should expect to pay and
the portion the health plan is expected to pay.

• An estimate of the amount the patient has incurred toward their
deductible and cost-sharing limits.

• Information on any medical management (prior authorization) required
for the item or service.

• A disclaimer that all information included in the notice is an estimate
and subject to change.

The Advanced Explanation of Benefits (AEOB)

AEOBs must include: 



Reconciling OON Final Charges with Estimates
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Identify OON 
Individuals & Provide 

Notice & Consent: 

Shoppers: MRN?
Patients: Scan to MRN

Schedule Item 
or Service:

Flag Encounter 
as OON

Enter Total 
Amount of 

Estimate Into the 
Patient 

Accounting 
System

Services & Items 
Furnished to    
OON Patient:

Final Bill Drops 
with Total Charges

System Work queue 
Processing Compares 

Estimated Costs to 
Final Billed Costs

If Variation Exists, 
Place Stop-Bill  & 
Send Account to 
Work Queue for 

Review

Organizations Should 
Develop Consistent 

Guidelines & Policies for 
Staff Reviewing 

Variations

*The Reconciliation should take
no more than 3 business days



SOURCE: KFF analysis of Marketplace plans in states with Federally Facilitated or Partnership exchanges in 2022. Data are from Healthcare.gov. 

Cost Sharing in Federal Marketplace Plans: 
Average Medical Deductible in Plans with Combined Medical and Prescription Drug 
Deductibles (2022)
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Average 
Deductible 
for Single 
Coverage 



Patients Delay or Avoid Care Because of 
Copayments or Coinsurance
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Note: FPL refers to federal poverty level. 
Source: The Commonwealth Fund Health Care Affordability Tracking Survey. September-October 2014.

Half of U.S. adults say 
they put off or skipped 

some sort of health care 
or dental care in the past 
year because of the cost. 
Three in ten (29%) also 
report not taking their 

medicines as prescribed 
at some point in the past 
year because of the cost.



Older Adults face Cost Barriers to Care 



Patients Don’t Speak the Language of 
Health Insurance…
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Consumers Needing Help 
Understanding Basic 
Insurance Concepts

Among your Program’s clients who 
considered or purchased QHPs, how many 
needed help understanding basic 
insurance terms, such as “deductible” or 
“in-network service”?

Note: Data may not sum to 100% due to rounding.
Source: Kaiser Family Foundation, 2015 Survey of Health Insurance Marketplace Assister Programs and Brokers, August 2015.

price • estimates • copayment • 

premium • explanation of 

benefits • code • insurance • 

allowed amount • contracted 

services • debt • high-

deductible health plan • cost 

sharing • noncovered • health 

savings account • out-of-pocket 

• bills • coinsurance



Consumers Want Better Price Information
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“Participants repeatedly said they wanted to 

see a resource, or ask their doctor, to better understand 

what a particular test or procedure would cost before they 

agreed to it, and wanted to comparison shop among 

providers when possible. They said that they also wanted 

the ability to know what a treatment should cost before 

they agreed to it, and needed more transparent 

information on price in order to do this….They were very 

interested in efforts to share information on price and 

quality.”

Source: Robert Wood Johnson Foundation. Consumer Attitudes on Healthcare Costs: 
Insights from Focus Groups in Four U.S. Cities. January 2013. http://www.rwjf.org/en/research-publications/

find-rwjf-research/2013/01/consumer-attitudes-on-health-care-costs--insights-from-focus-gro.html



Readily available information on the price of healthcare 

services, that, together with other information, helps define the 

value of those services and enables patients and other care 

purchasers to identify, compare, and choose providers that offer 

the desired level of value.

An Actionable Definition of Price Transparency

29



Guiding Principles
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Price transparency information should:

And price transparency will require the commitment and active participation of all 
stakeholders.

Be easy to use 
and easy to 

communicate

Empower patients 
and other care 

purchasers to make 
meaningful price 

comparisons

Enable patients 
to understand 

the total price of 
their care and what 

is included 
in that price

Be paired with 
other information 
that defines the 

value of services for 
the care purchaser



Consumerism Resources

31hfma.org/dollars



Patient Financial Communications 
Adopter Recognition Program • Complete the Checklist 

to see if you are ready to 
apply 

• Complete an application 
to become a “Supporter of 
the Patient Financial 
Communications Best 
Practices”

• Adopter organizations 
receive a certificate and 
are listed on HFMA’s 
Website. 

hfma.org/dollars



It Doesn’t Always Have to be Complicated
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“One easy thing for a provider to do is to ask 
very simply, 

‘Are you able to afford this treatment?’

For patients who say no, we can refer them 
to financial counselors, or social workers or 
pharmacists to get them resources in a 
timely fashion.”

Yousuf Zafar, M.D., M.H.S. 
Duke University Medical Center
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Questions on Out-of-Network Cost Estimates?
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The Public Health Emergency Phase-out
The Public Health Emergency Phase-out

• The Extension of the Public Health Emergency expires on Oct. 13, 2022

• Talks that the PHE will be extended through the end of the year.

• Most states are saying they are well prepared now for redeterminations.

• Non-MAGI Medicaid related eligibility to be impacted the most.

• States are estimating a 10% reduction of Non-MAGI enrollment after PHE period

• Non-MAGI aged and disabled individuals

• Individuals with changes in income during pandemic

• Inability to contact for redeterminations
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The 340B Lawsuit & Settlement
The 340B Lawsuit & Settlement

• June 15, 2022: the Supreme Court found that HHS' cuts to outpatient reimbursement 
rates for certain hospitals participating in the 340B Drug Pricing Program were 
unlawful

• The Court did not, however, specify the remedy for reimbursement cuts.

• Aug. 3, 2022: the case was remanded to the U.S. District Court to determine how the 
affected 340B hospitals should be repaid.

• Motion to halt 340B reimbursement cuts to hospitals for the remainder of 2022
• Motion to include 2020-2022 cuts (previously only 2018-2019 included)
• Motion to correct underpayment for 2018-2022 in a non-budget neutral 

manner
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The Inflation 
Reduction Act 

Healthcare 
Impacts

The Inflation Reduction Act Healthcare Impacts

• Drug Price Negotiations -

• Beginning in 2026, Medicare can negotiate the prices of 10 drugs; increasing 
to 15 drugs in 2027 and 20 drugs in 2029

• Limit Out-Of-Pocket Drug Costs -

• $2,000 drug cost cap for older Americans and those with disabilities

• Drug Inflation Costs -

• Requires drug manufactures to pay rebates if their medication prices
increase faster than inflation.

• Curb Insulin Costs -

• Cap the price of insulin at $35 per month for Medicare patients

• Affordable Care Act Subsidies -

• Extend subsidies for low-and middle-income Americans buying exchange plans
set to expire at the end of this year hiking premiums $6,600 with the average 
middle class couple nearing retirement seeing premium hikes close to $16k


