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Connect to Purpose – Why We Fight…



Learning Objectives

Understand how CMS regulates Medicare Advantage Plans coverage of 
Medicare basic benefits.

Recognize disparities between Medicare Advantage Plans and Medicare 
coverage that led to CMS-4201-F3.

Present solutions to Medicare Advantage Plan denials of Inpatient and Post-
Acute Care services that meet CMS coverage criteria.



Medicare Advantage Regulations

Beneficiary Regulatory Protections

Social Security Act (Law) Section 1852

Code of Federal Regulation 42 CFR 422.100

Medicare Managed Care Manual, Chapter 4

Decision and Appeal Rules

Medicare Managed Care Manual Chapter 13

Part C & D Enrollee Grievances, 
Organization/Coverage Determinations, and 

Appeal Guidance



Medicare Advantage Covers All FFS Medicare Benefits



Medicare Advantage Can Limit Network



Medicare Advantage Can Create Own Billing and Payment



What does Medicare Advantage Cover?



Scope of the Problem 2023



What does Medicare Advantage Cover?

https://www.medicare.gov/Pubs/pdf/12026-Understanding-Medicare-Advantage-Plans.pdf



Scope of the 
Problem 2023 
– Has 
Anything 
Improved? 



So…what’s the problem?



2018 OIG Report 



2018 OIG Report 



2018 OIG Report 



2018 OIG Report 



2018 OIG Report 



2022 OIG Report 

Some Medicare Advantage Organization Denials of Prior Authorization Requests Raise Concerns About Beneficiary Access to Medically Necessary Care" (OEI-09-18-00260) (hhs.gov)

https://oig.hhs.gov/oei/reports/OEI-09-18-00260.pdf


2022 OIG Report 

Some Medicare Advantage Organization Denials of Prior Authorization Requests Raise Concerns About Beneficiary Access to Medically Necessary Care" (OEI-09-18-00260) (hhs.gov)

https://oig.hhs.gov/oei/reports/OEI-09-18-00260.pdf


Timeline of the CMS 4201-F rule

4 Feb. 2022

The Office of Inspector General 
(OIG) issued a report on 
Medicare Advantage 
Organizations (MAO)

8 Jan. 2022

CMS issued RFI on proposed 
rule – > 3500 comments 
submitted

27 Dec. 2022

Published proposed rule

4 May 2023

Final rule issued by CMS

5 June 2023

Effective Date

1 Jan. 2024

Applicable to coverage going 
forward



CMS Clarifies MA Coverage

cover-cms-finalizes-cy-2024-medicare-advantage-rule-bulletin-4-7-2023.pdf (aha.org)

Advocacy is working and rules clarified but 
were they the problem?

Authorization and Noncontracted Pathways 
with IRE = Helpful

Strategy for Contracted Providers 

How will you operationalize…

https://www.aha.org/system/files/media/file/2023/04/cover-cms-finalizes-cy-2024-medicare-advantage-rule-bulletin-4-7-2023.pdf


Codifies Use 
of Coverage 

Criteria for 
Basic Benefits 

• MA plans must make medical necessity determinations 

based on internal policies that include coverage criteria 

that are no more restrictive than Traditional Medicare’s 

national and local coverage policies (Section 10.16 Chapter 

4 MMCM)

• General coverage and benefit conditions in Traditional 

Medicare that apply to basic benefits in the MA plan 

§422.101(b)(2)

• Inpatient admissions 

• Inpatient Rehabilitation

• Skilled Nursing Facility(SNF) care

• Home Health Services 



Codifies 2 MN Rule for Inpatient



So…what’s the solution?



Dispute Resolution



Appeal 
Strategies



Lessons Learned – Expedited Authorization 
and Appeals for PAC



How to Use the Regs to Push Back on MA Plans: 
PAC Delays / Denials – Where to Start?



How to Use the Regs to Push Back on MA 
Plans Delays and Denials: PAC Journey



How to Use the Regs to Push 
Back on MA Plans: PAC Delays



Expedited vs. Standard Authorization Matters



How to Use the Regs to Push Back on MA Plans: PAC Delays



MA Plan Processes Expedited Reconsideration



MA Plan Processes Expedited Reconsideration



PAC Auth Denied– Rules for Plan Reconsideration



Importance of Denial Letters



Sample Fax Reconsideration



Scope of Project – No Delay Authorizations

Countermeasure to MA Payor Denials and Delays

Use CMS Regulations and Appeal Expertise Combined with Regulatory Changes

Initiate PAC Authorization in Acute, Complete Auth and Appeals in or after PAC

Measure Results Demonstrating Actual 
Denials and Delays

Regular Auth – Denials Not Pursued, Delays Difficult to Measure, Appeals Not 
Pursued = Agreement with Denial, Attempts to Address via MHR and Payor 
Contacts Failed

No Delay Auth – Measures Actual Delays and Denials, Commitment to Pursue All 
Levels of Appeal b/c Self Auth



Old Process – Complete Auth In Acute

Patient Screened for CMS 
Criteria and Determined to 

be Appropriate

Initial Auth Submitted 
(Day 1)

• Initial Auth Approved (25%) 
Denied (75%) – (Day 2-5)

If Denied, Reevaluate And 
Submit for MA Plan 
Appeal (Day 3-8)

• If Appeal Approved (80%), 
Transfers in 2-3 days (Day 5-11)

If Appeal Denied = No 
Option for AIR

•Dispo SNF or HH/Home in 2-4 
Days (Days 8-15)

Awaiting Auth Approval 
delays transfer 3-15 days 
with @ 35% not getting 

AIR

Denials Not Fully Appealed 
= Provider Error



New Process – Complete Auth and All Appeals In 
IRF

Patient Screened for CMS Criteria and Determined to be 
Appropriate

Initial Auth Submitted (Day 0) and Transferred (Day 1)

Measure Time from Transfer to Final Auth Approval



Medicare Advantage – No Delay Authorization 
ALJ Outcome

• Case Details • ALJ Level 3 Appeal Approved

Patient denied initial authorization + Level 1 + Level 2 

appeal

• 65 y/o female, independent in all mobility and daily 
living activities

• Elective CABG x2 w/very complicated post op course. 
Prolonged ICU with NSTEMI, respiratory failure, trach, 
CVA, kidney injury, DVT, pneumonia, trach bleeding, 
airway edema, pressure ulcer…

• 84 day acute hospital stay

44



Appeal Best Practices

Know the Rules (Regs vs Contract)

Prioritize Authorization Process and Denials on IP and PAC

Auth and Claim Denials – Should Mirror Medicare

Contracted vs Noncontracted

CMS Noninterference

Ask the Plan in Writing about CMS 4201-F

Know the Judge (Formalize Appeal 
Strategy)

Escalate to IRE or Next Level Appeal if Available

Value if Outside of Payor

Contractual Dispute Process

•Operational

•Aligned Organizational Knowledge / Incentives / Plan



Key Takeaways

• Tell the Story (Here Comes Managed Care Medicaid)

• Patient / Physician Centered

• Read Regs / OIG / AHA / HFMA etc

• Executive Support - Operationalize Data Capture

• Attack Overutilization

Advocacy

• Understand Rules vs Interpretation when dealing with Payors

• Value of IRE

• Contractual Dispute Process

• Operational

• Aligned Organizational Knowledge / Incentives / Plan

• Integrity

Rules / Judge



So…what’s the 
real problem?



Links to CMS 4201-F and AHA Bulletin

• https://www.cms.gov/newsroom/fact-sheets/2024-medicare-advantage-and-part-d-final-
rule-cms-4201-f

• https://www.aha.org/system/files/media/file/2023/04/cover-cms-finalizes-cy-2024-
medicare-advantage-rule-bulletin-4-7-2023.pdf

https://www.cms.gov/newsroom/fact-sheets/2024-medicare-advantage-and-part-d-final-rule-cms-4201-f
https://www.cms.gov/newsroom/fact-sheets/2024-medicare-advantage-and-part-d-final-rule-cms-4201-f
https://www.aha.org/system/files/media/file/2023/04/cover-cms-finalizes-cy-2024-medicare-advantage-rule-bulletin-4-7-2023.pdf
https://www.aha.org/system/files/media/file/2023/04/cover-cms-finalizes-cy-2024-medicare-advantage-rule-bulletin-4-7-2023.pdf


Other Resources & Links

2022



Questions?
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