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Does anyone 
understand how sick my 

patient is ? Really?? 
What criteria???



OBJECTIVES

• Examine what your next steps are when you are denied a peer-to-
peer review

• Impact of Peer to Peer appeals

• Building a comprehensive physician orientation system

• Techniques for managing peer-to-peer reviews when discussing with 
Medical Directors of commercial payers and Medicare Advantage 
plans

• Tackle the increasing overturn rate for managed care denials



The Denial?



Typical Denial 
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The Infinity Wars: No one wins here    

http://utcbangalore.blogspot.com/2013/06/utc-phone-numbers-and-intercom.html
https://creativecommons.org/licenses/by-nd/3.0/
https://workplacelit4adults.wordpress.com/2011/09/21/waitingforacall/
https://creativecommons.org/licenses/by-nc-nd/3.0/
http://adaywithdepression.wordpress.com/2013/07/26/holistic-treatments-for-depression-and-anxiety/
https://creativecommons.org/licenses/by-nc-sa/3.0/


Metrics

HOW MANY 
DAY/WEEK/ MONTH 

YEAR?

HOW MANY BY 
PAYOR?

HOW MANY BY 
DIAGNOSIS?

HOW MUCH IN 
DOLLARS?

HOW MANY BY 
PHYSICIAN?



Reasons

Administrative Technical
DRG 
Downgrade

Medical 
Necessity

Discharge 
Disposition



Why

The reason for the disputed claim.

Options for an expedited resolution.

Submit Any additional information if 
possible.

Denial letter needs to be reviewed and all 
possibilities exhausted.  



WHO

Review your contracts

Find out who can do a P 2 P

• Attending or Physician Advisor

Prior Experience 

Possible time constraints

Desired Resolutions 



What 

The Response

Medical Criteria

Medical Literature

Medical Picture

Expert Testimony



HOW

Team Approach

Prep 

Documentation

Contracts

Education



The Prep: 
Review 

Summary



Peer to Peer Form



Peer to Peer Form



Peer to Peer Form



Peer to Peer



Peer to Peer



Peer to Peer



Appeal Submission

• You can submit appeals through our Provider Portal or using the Provider Appeal 
Form. The Provider Portal is the most efficient method of submitting appeals.

• Include the following required documentation:
• Progress notes including symptoms and their duration, physical exam findings, conservative 

treatment that the member has completed, preliminary procedures already completed and 
the reason service is being requested

• Any documentation of specialists’ reports or evaluations, any pertinent previous diagnostic 
reports and therapy notes

• If the service has already been provided, a copy of the original remittance advice and/or the 
denied claim

• If filing an appeal on behalf of a member or for pre-service issues, the member’s written 
consent, which must be specific to the service being appealed, is only valid for that appeal 
and must be signed by the member (Please note: You can use the Consent for Provider to File 
an Appeal on Patient/Member’s Behalf form to record this consent.

About Us

https://providerportal.caresource.com/OH/User/Login.aspx?ReturnUrl=/oh
https://www.caresource.com/documents/provider-clinical-claim-appeal-form/
https://www.caresource.com/documents/provider-consent-to-file-appeal-on-members-behalf-form-cs-p-0339/
https://www.caresource.com/oh/about-us/medicare/
https://www.caresource.com/


CareSource 
Appeals

•If you feel that your patient’s life or health is at risk if a decision 
about care is not made in a timely manner, you may ask us to 
expedite a clinical appeal.

•Call us at 1-800-488-0134 to expedite a clinical appeal.

Expediting 
Clinical 
Appeals

•CareSource will decide whether to expedite an appeal within 24 
hours. We will make reasonable efforts to provide prompt verbal 
notification to the member of the decision to expedite or not 
expedite the appeal; the attempt will be made by phone. If the 
member is in a facility, the provider or facility will be notified on the 
same business day of the decision.

•Expedited appeals will be resolved and verbal notification will be 
made within 72 hours of receipt of the appeal or as expeditiously as 
the medical condition requires unless the resolution time frame is 
extended. CareSource will send written notification to both the 
provider and the member on the same business day of the decision.

Notification 
of 

Resolution



CareSource
Appeals

• If CareSource decides not to expedite the clinical appeal, we will 
send written notification within two calendar days of receipt of 
the appeal to both the member and the provider. This 
notification will include the determination to process the appeal 
as a standard appeal and any additional appeal rights the 
member may have related to our decision. The appeal will be 
resolved within 15 calendar days from the date the appeal was 
received and follow the standard CareSource appeal process.

Denied Expedited Appeals

• Members may verbally request that CareSource extend the 
time frame to resolve any medically necessity appeal request 
up to 14 days. CareSource may also request an extension. 
CareSource must submit documentation that the extension is in 
the member’s best interest to the Ohio Department of Medicaid 
(ODM) for prior approval.

• If ODM approves the extension, CareSource will notify the 
member in writing of the extension reason and new timeframe.

Extending an Appeal



• Initiating a Peer-to-Peer Review Request: 
Providers can initiate a peer-to-peer review 
request IF he/she is the attending, treating or 
ordering physician, Nurse Practitioner, or 
Physician Assistant who provides the care for 
which any adverse Medical Necessity 
determination is made. In compliance with 
nationally recognized guidelines from the 
National Committee for Quality Assurance 
(NCQA) and URAC, Provider or his/her designee 
may request the peer-to-peer review. Others 
such as hospital representatives, employers and 
vendors are not permitted to do so. 



UNITED HEALTH CARE



HUMANA



Humana

• Commercial Appeals Definitions of Terms: 

• Adverse Determination: A denial, reduction, termination of, or failure to 
provide a service or make payment: 

• In whole or part for a benefit (Example: Applying the Plan 
provisions and paying less than the total amount of expense 
submitted for a deductible, coinsurance or copayment) 

• For Group Plans: Based on eligibility to participate in the Plan 
(when a claim or appeal is made) 

• For Individual Plans: Based on eligibility to participate in the Plan 

• Based on rescission of coverage 

• Expedited/Urgent Appeal: a verbal or written request for a fast 
or rush appeal from a Member, representative, or physician to 
appeal a service denial, termination of care, or a reduction in the 
level
of care. An appeal will be expedited when the determination, if 
processed according to the standard appeal time frames, could 
seriously jeopardize the life or health of the Member or the 
Member’s ability to regain maximum function, or would cause 
the member to have severe pain that cannot be adequately 
managed without the requested care or treatment. 



Humana

• Humana will provide a full and fair review of the appeal. All 
appeal reviews will be conducted by a reviewer possessing the 
following characteristics: 

• Did not participate in the initial decision; and 

• Is not a subordinate of the individual who made the 
initial decision 

• In addition to the above requirements, appeal reviews 
for medical necessity, experimental, and investigational 
will include a specialty review by a reviewer who is from 
the same or similar specialty, who typically treats the 
medical condition or provides the treatment in question, 
and holds an active, unrestricted medical license. 

• Appeals should be submitted within 180 days of the date 
that Member receives the adverse determination (see 
Note 1 below). Member may provide Humana with 
additional information that relates to the adverse 
determination and Member may request copies of 
information that Humana has that pertains to the appeal. 
Humana will notify Member of its decision within 72 
hours for expedited appeals or within 30–60 days for 
standard appeal of receiving the request (see Note 2 
below). 





The Denial
The right way



Glad to have chatted 
with you

• Thanks for approving the stay.

• Could I please have the approval 
number ?

• Have a nice day Dr. Perfect.



Thank you

Suggestions or Comments, Please feel free to 
reach out to us.

Dr . Maria Johar MBA
mcojohar@gmail.com

Dr. Diana Cokington
diana.cokingtin@changehealthcare.com

mailto:mcojohar@gmail.com
mailto:diana.cokingtin@changehealthcare.com

