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Housekeeping Reminders

• All attendees are on mute
• Handouts: provided as a link in the reminder email for this webinar 

sent 1 hour ago (https://www.naranet.org/resources/quicklinks)
• Questions for Speakers: submit them using the Q&A button on the 

attendee control panel
• Technical Questions: submit them using the Chat button on the 

attendee control panel
• Recording: will be available at 

https://www.naranet.org/resources/quicklinks for all registered 
attendees 48 hours after webinar concludes
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Disclaimer

The information shared in today’s presentation is shared in good
faith and for general information purposes only. It is accurate as of
the date and time of this presentation. Providers should seek further
guidance and assistance from CMS and their Medicare
Administrative Contractor (MAC), commercial payers, state and
national associations, and continue to watch for new developments
and information regarding the topics discussed today.

Together We Thrive
www.naranet.org

Meet Our Speakers

• Speakers:

• Susan Evans, PT, Seagrove Rehab Partners

• Rachel Lux, RAC-CT, COTA/L, Independence Rehab

• Ellen Strunk, PT, Rehab Resources and Consulting
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Objectives 

• Identify the importance of the appeals 
function.

• Understand the different types of denials.
• Learn about the different entities who are 

conducting audits and their focus.
• Identify efficient systems for responding to 

requests for additional documentation and 
denials.

Outline 

1. Why are we here?

2. Overview of entities and levels of appeal

3. Strategies to address denials
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Outline 

1. Why are we here?

2. Overview of entities and levels of appeal

3. Strategies to address denials

“I never got a denial so I must 
be doing everything right!”
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Medicare Program Integrity

• The CMS strives in every case to pay the right 
amount to a legitimate provider, for covered, 
correctly coded and correctly billed services, 
provided to an eligible beneficiary.                    
MBPM 100-8: Chapter 1

• The Affordable Care Act gave the Secretary of 
Health & Human Services increased authority to set 
up programs to detect and identify overpayments, 
as well as prosecute those who commit fraud and 
abuse.

Data Analysis

• Identify areas that pose the greatest risk
– Services which may be non-covered 
– Services not correctly coded
– Services that may have low $$ values, but are billed in 

multiple increments
– “Grey” areas in coverage guidelines such as SNF, HHA and 

Outpatient Therapy 

• Identify patterns of use:
– Increases in utilization over time
– Overutilization of new codes when they are first valued
– Schemes to inappropriately maximize reimbursement
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Appealing Denials is Advocacy

Occupational 
Therapy

Physical Therapy  

Speech Therapy

Being An Effective Advocate Means 
Being Prepared

• Know your state 
licensure law(s)

• Know the rules of the 
Payer
– Know whether there are 

differences between 
practice settings

• Know the guidelines of 
the Payer
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There is Increasing Attention Paid to 
Healthcare Spending

Payers Policy

Public

Increasing Attention = 
Increasing Scrutiny

• Where is all the money going?

• Who is the money going to?

• What is the money paying for?

• Why is there so much money being paid for 
this?

• Is the service provided ‘worth’ paying for?
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Outline 

1. Why are we here?

2. Overview of entities and levels of appeal

3. Strategies to address denials

AUDITS, ADR’S, DENIALS, APPEALS
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TRADITIONAL 
MEDICARE 

AUDITS

RAC: Recovery Audit Contractor:  3rd party typically hired by MAC’s to perform 
their audits. They are also hired by Managed Care companies.

CERT: Comprehensive Error Rate Testing: Random sample of claims to assess the 
error rate. Currently the target of the SNF 5-claim probe.

TPE: Targeted Probe and Educate: Focuses on specific providers with outlier 
patterns of billing practices. Providers receive “education” based on the findings. 

SMRC: Supplemental Medical Review Contractor: Their focus is to identify and 
prevent improper payments, fraud, and abuse within the Medicare program. 
(Currently targeting use of the waiver during the height of the pandemic.)

UPIC: Unified Program Integrity Contractor: Typically involves a comprehensive 
review of healthcare providers’ billing practices, claims submissions and overall 
compliance with Medicare regulations. The audits aim to identify and address 
instances of improper payments, fraud, or other irregularities within the Medicare 
system.

WHAT DO THEY ALL HAVE IN 
COMMON?

Traditional Part A and Part B can and will use these different 
types of audits.

We treat them all the same in how we gather and organize 
documentation for submission.

Take an IDT approach: coordinate with the MDS coordinator, 
billing office person, Medical Records person, etc. 
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MANAGED CARE AUDIT 
REQUESTS

• Function similar to a TPE or CERT review.

• They request documentation to support the 
HIPPS code billed for the skilled Part A stay.

• They request documentation to support 
Medical Necessity in general for Part B.

• They specifically are looking to determine if 
“sufficient” documentation exists.

• Of note: After we submit documentation for 
a Managed care request, they will typically 
ask for more documentation.

• More hospital records, previous stay records, 
mother’s maiden name, last 4 of your social, your 
best friend from highschool’s name.

• Extra insight: If you coded malnutrition and 
morbid obesity for NTA points, did you 
careplan it?

THE SAME AS 
TRADITIONAL AUDITS, 

BUT ALSO, TOTALLY 
DIFFERENT

TARGETS

• What puts you on Medicare's radar?

• What are the outlier’s

• What are the targets?

• Length of stay

• Over-utilized codes (97110, 97116, 97530)

• SLP component/NTA component

• Interrupted stays that are billed as a new stay
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ADR CHECKLISTS

SAMPLE
SAMPLE

21

22



NARA www.naranet.org Presented on February 28, 2024

Do not copy or reproduce without written permission. 12

Outline 

1. Why are we here?

2. Overview of entities and levels of appeal

3. Strategies to address denials

Three Top Strategies for Addressing 
Denials 

1. Prevent 
Them • Documentation

2. Prevent 
Them • Claims

3. Prevent 
Them • Auditing

• Clear story
• Dots are connected
• Medical necessity for skilled services
• Services are skilled
• Goals are addressed 
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Audit or Not

Susan Evans, PT

Back to the Basics

If it wasn’t documented, you didn’t do it!

Now let’s add, “If you didn’t document it clearly and 
objectively, you didn’t do it!”

Questions???
• Do you have a process?
• Who, why, when?
• What are the key elements of a good audit?

seagroverehab.com026
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Back to the Basics

WHO ???

EXTERNAL
• Medicare FIs
• Insurance Companies

INTERNAL
• Companies
• Managers
• Clinicians

seagroverehab.com027

Back to the Basics

WHY ???

 Verification that “medical necessity” was   
provided to our beneficiaries

 Ensure our clinicians have tools, training & 
education

 Payment purposes

seagroverehab.com028
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Back to the Basics

WHEN ???

 Random
 Quarterly
Monthly
 As needed

seagroverehab.com029

Back to the Basics

WHAT ???

Varies……..
Key areas of consideration……

• Supportive Treatment Dx
• Referral reason
• Comprehensive assessment – impairments, functional deficits
• Standardized tests & measurements
• PLOF & Current status
• Goals – objective, measurable, functional, timeframes, patient 

focused, support treatment diagnosis and impairments/functional 
deficits

• Treatment Plan - individualized

seagroverehab.com030
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Back to the Basics

What are auditors looking for ???

A clear picture of the patient’s functional 
status needs with a comprehensive, discipline 
specific documentation that leaves no ? in the 
mind of the reader as to why your services are 
medically necessary to improve the quality of 
life for the patients you serve.

seagroverehab.com031

Back to the Basics

What are auditors looking for ???

…….Stay tuned for key components of a 
good audit
…….Dos and don’ts of skilled 
documentation
…….Actual denial reasons

seagroverehab.com032
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Three Top Strategies for Addressing 
Denials 

1. Prevent 
Them • Documentation

2. Prevent 
Them • Claims

3. Prevent 
Them • Auditing

• Patient identification 
• Medicare Secondary Payer form
• Appointment of Representative
• Provider Validation
• “Clean” claim

Three Top Strategies for Addressing 
Denials 

1. Prevent 
Them • Documentation

2. Prevent 
Them • Claims

3. Prevent 
Them

• Monitor & 
Respond
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PRIMARY GOALS

• Submit in a timely manner

• Submit a comprehensive and orderly 
chart

• Triple check against an ADR checklist 
prior to submitting

• Organize documents in order of the 
checklist

• Submit electronically if desired, but 
always submit certified mail if possible.

REASONS FOR 
DENIALS

Messy, unorganized 
charts

Insufficient 
documentation:  

you didn’t send a 
complete chart or 
potentially did not 
send it at all, or in 
a timely manner.

Downcoded or 
denied due to lack 

of supporting 
evidence of the 

HIPPS code billed.

Lacking physician 
certification
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ONCE DENIED…WHAT ARE 
MY OPTIONS?

• Redetermination

• Reconsideration

• ALJ

• Medicare Appeals    
Council

• Federal Court

FIRST LEVEL OF APPEAL: 
REDETERMINATION

• The first level of appeal must be submitted 
to the Medicare Administrative Contractor 
(MAC) that is financially responsible for the 
claim. For the appeal to be processed, it must 
be submitted within 120 days from the initial 
claim decision. 
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SECOND LEVEL OF APPEAL:
RECONSIDERATION

• As a provider, you have 180 days from the MAC’s dismissal date to submit a second-level 
appeal, also known as a reconsideration. The second level appeal is reviewed by a Qualified 
Independent Contractor (QIC). Keep in mind that the claim and documentation have already 
been reviewed by two different levels prior to QIC. Any new relevant documentation must 
be submitted to support the reason for the disagreement with the initial claim and with the 
redetermination decision.

THIRD LEVEL OF APPEAL:
ADMINISTRATIVE LAW JUDGE (ALJ)

The MAC and the QIC upheld your denial? Still disagree with 
their findings? A third-level appeal can be submitted to an 
Administrative Law Judge. 

The timeline to submit an ALJ request is 60 days from the date of 
the second level decision. 

To submit an ALJ, the amount being disputed must meet a 
threshold calculated each year. 

Just like the first two appeals, an ALJ request must be submitted in 
writing and there is a specific form that needs to be filled out.
A third level appeal is a bit more interesting as it requires the 
hearing to be held over the phone, and at times may require a 
video teleconference; although extremely rare, it may even be in 
person.
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FOURTH 
LEVEL OF 
APPEAL:

MEDICARE 
APPEALS 

COUNCIL

• Fourth level appeals are reviewed by the Medicare 
Appeals Council within the Department of Health & 
Human Services. Same as the third level appeal, the 
timeline is 60 days from the previous level decision.

• There is a specific form you will need to fill out

• You will need to include a statement identifying the 
parts of the ALJ's decision with which you disagree 
and an explanation of why you disagree.

FIFTH AND FINAL 
LEVEL OF APPEAL:
FEDERAL COURT

The highest of all appeals for Medicare 
claims are reviewed by the Federal 

court. 

The timely filing for a final fifth level 
appeal is also 60 days from the decision 

of the Medicare Appeals Council.

Full transparency, I have never filed at 
this level.
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FOR ANY APPEAL TO BE SUCCESSFUL, YOU MUST:

SUBMIT THE APPEAL 
TIMELY.

SUBMIT THE APPEAL 
WITH ALL SUPPORTING 

DOCUMENTATION.

INCLUDE A COPY OF 
THE DECISION FROM 

THE PRIOR LEVEL.

RESPOND TO ANY 
REQUEST TIMELY.

Together We Thrive
www.naranet.org

Questions?
Join us for Part 2 on March 28, 2024 at 3pm EST

Appeals & Denials: How to Avoid the Danger Zone

NARA Members $49.00

Non NARA Members: $99.00
CEUs will be available for eligible attendees

Register now at: https://www.naranet.org/education/webinars

ADR COVER LETTER STRATEGIES

APPEAL LETTER SAMPLES

5-CLAIM PROBE EXAMPLES
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STAY TUNED…

ADR COVER LETTER
STRATEGIES

APPEAL LETTER 
SAMPLES

5-CLAIM PROBE 
EXAMPLES
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