AMERICAN SPECIALTY HEALTH PLAN

Administrative Guidelines Provider Review

By Washington State Chiropractic Association Chiropractic Doctor Membership

August 2, 2001

Background:  This information was compiled by eleven (11) chiropractic doctors that are members of Washington State Chiropractic Association.  The doctors were mailed the ASHN Administrative Guidelines, Clinical Guidelines, and copies of the ASHN Forms.  These comments are a compilation of the comments submitted and reflect the individual doctors review of the materials provided, and are not edited.  In some cases there are personal comments reflected in this summary.  

There was an attempt to organize the comments by category however, the comments may include more then one subject.

Literature

ASHN appears to rely on reasonable and current clinical and scientific literature to inform their policies, which is commendable.

Reimbursement/Billing

Do you have a sense of what the reimbursement levels are? I could not locate it. Perhaps it is negotiated per coverage contract or something. How fees are set and determined should be very clear, including a detailed accounting of how their administrative fees are paid (percentage, set amount per contract, etc). 

The code descriptions and clinical services guidelines reflect a confined, but reasonable range of services in their fee schedule. There is a consistent disconnect however between most entries sections on “typical frequency/duration” which always says “as clinically indicated to achieve maximum therapeutic benefit” and the “ASHN authorization criteria” which always says “Per case manager’s discretion.” You need to find out how case manager “discretion” is operationalized. 

Section 4.30 on Financial responsibility in the Administrative manual lists a series of tasks, forms, timelines the provider is expected to follow and then gives all power to ASHN to decide and authorize and then states that if denied, ALL charges must be waived. Very inflexible, no allowance for elective non-covered services, even if the patient would be willing to pay for it. Yikes.
The rate of pay to DC’s doesn’t balance the off-shifting of administrative duties:  $30 for initial, $20 for re-exam and, for the larger percentage of the contracts, an average of $26 for an adjustment. 2.9 We are REQUIRED to have our bill in 30-90 days or face loss of payment. They “generally” pay in 4 weeks with no required time or penalty.  ASHN or the carrier must set up a procedure to notify the doctor of receipt of claims in a timely manner of receiving them.

Page 17
4.24   Use of Diagnostic Codes On Authorization Forms.  ICD-9 plus a narrative description.  Why both?  Will most billing programs print the narrative? I don’t know if mine does.  ASHN should require either ICD-9 OR a narrative, not both, and preferably the ICD-9.

Page 26
5.6    Procedure codes on claim forms.  Re-bill within 30 days of receipt of denial or within 90 days of date of service.  Will I just not get paid if the bills and denial letters are lost or delayed by the mail? We moved six months ago and are still having problems with our mail delivery.

Page 32
5.22   Frequency for billing services.  Only bill once a month with a maximum of 6 lines per HCFA.  This was very upsetting to our insurance department.  This creates a lot of extra work, time, money and delays -- is this ASHN’s reason? By the way, what about e-billing?

Page 41
6.10  ASHN procedures for billing members for non-covered services

6.11  ASHN procedures for billing members for elective maintenance care.  6.12  ASHN procedures for billing members for services that are not medically necessary.  Can only charge for non-covered services if the patient has completed a Patient Billing Acknowledgement Form before the service is performed or before the supports or supplements are purchased. Does this mean that a doctor should have the patient fill out this form for all treatment in case it is denied or not covered?

This has to go – this is going to be a big deal for the doctors - have these people ever run a practice?  We have a lot of non-billable services/supplements.  This would really bog down our practice. Is ASHN trying to restrict what services/supports/supplements we offer in our practice by the use of these time-consuming procedures? Why would ASHN care about anything that’s non-covered?  If ASHN doesn’t pay for elective or maintenance care, why would we bill for it?  How does ASHN have time for this?  We are required to submit an authorization form and send to ASHN so that the can deny coverage. Then if the patient wants this procedure covered, the doctor has to appeal it  . . . even though it won’t be covered.  Does this also apply to other services/providers?  There is no capacity to bill for denied services.  Carriers allow this, and so should the networks.

Page 44
6.16   Example of ASHN Chiropractor’s EOB.  Re: $20.85 Withhold amount.  But, they already cut the bill in half.  Is the Withhold calculated on the amount billed or the amount allowed? The amount billed on this example was $224.00, the amount allowed was $139.00, the amount paid was $98.15.  

Page 46
6.20    Claims Offset.  ASHN doesn’t have to pay the bill if they don’t want to... and all the power of the OIC can’t stop them  . . . or can it?

Page 53
9.3    Member Billing Statements.  Can’t give out fee schedule, invoice, CPT codes, narrative description to patients.   What are we trying to hide?  I thought that, by law, I am supposed to have my fee schedule posted.  Can’t use a collection agency or court of law.  This can’t be for real – what is their reasoning?  This is a big deal for the DCs.  I can see a real potential for members to abuse this.  See also 9.4, 9.5 & 9.6!

Page 55
9.9  Billing members for returned check.  Can’t bill more than 150% of actual bank service charge or $5 whichever is greater.  Why? What is their reasoning?  Where does the 150% come from?  We charge a standard $30.00 NSF fee (which is 600% of our bank’s $5.00 returned check fee). The time it takes to attempt to collect on some NSF checks makes even $30.00 insufficient.  This is NOT appropriate!  ASHN, nor any carrier, should dictate what protective business practices I have established for my clinic.


Section 4.25 says even though we have to authorize service for the patient - plan maximums still apply - ASHN will not be responsible to know when max has been reached.

Section 5.22 says we can only bill ASHN once a month (currently we do billing twice a month).  We are supposed to wait until the end of the month to send a claim (even if the patient came in on the 1st) but claims are supposed to be sent within 30 days of the visit - how does that work if you can only bill once a month?

Section 5.23 says that the 90 days we have to bill a claim before it is considered untimely will be counted as 90 days from the day of service to the day ASHN receives it - not the day it was actually billed.

Section 5.28 and 9.3 say we cannot send a billing statement to patients- we may only send an "informational statement" listing the copay amount they owe.  It cannot say anywhere on it what the amount of the billed charges were.

Section 6.08 says all liens and waivers patients sign must be approved by ASHN - preferably be one of their own forms - otherwise it is invalid.  The ASHN form may not be compliant with the county in which the lien is filed.

Section 6.20 says that ASHN may with-hold money from us if they originally paid the patient for a day of service that is later considered to be the responsibility of the chiropractor (sound like the patient is making money on that deal).

Forms

Administrative burden: There are an incredible number of non-standard (ASHN specific) documentation, reporting, communication forms in the materials. The best I can tell these are required for members to use. In fact although they be adequate clinically, they are not optimal for clinical management and documentation. I would clarify with them regarding use of documentation of doctor’s preference. Personally I would resist switching to these poorly laid out forms which use space inefficiently, do not include things like abbreviation legends, etc. The burden on doctors to use these, while simultaneously cutting fees and submitting to unclear UM processes and criteria strikes me as a very unwise thing to endorse. What they offer appears to represent the worst in managed care practices.

4 2.2 - REQUIRED use of their forms only and face rejection if not filled out perfectly.  Shifting of administrative duties.

2.3 REQUIRES the filing of THREE separate forms for authorization and again for interim care.

5.9 - REQUIRES you to sign or stamp all the forms to them, even if you do not know if they are the underlying network and it is burdensome considering that no other network or carrier requires this.

5.17-3 - REQUIRES that you submit TWO forms for primary and secondary 

coverage even though both are with ASHN.  They again make us do their work and pay us nothing for administration of claims.

Page 21
5.3    Summary of Use of Claims Submission Form.  

“Signature on File” is not acceptable for HCFA forms, must use stamp or signature you have got to be kidding.  And why no e-billing? This is the 21st century.  Submit a resubmission of authorization when diagnosis changes.  I can tell you that the diagnosis will never change at my office. I don’t have time to fill out resubmission forms.  If the patient’s condition changes from 3-4 levels down to 1-2 levels, I’m not going change the diagnosis and resubmit authorization, because we’re only being paid for 1-2 regions anyway; their forms only allow 2 regions.

Is the use of a chart noting program a violation to ASHN?  Many DC’s use chart note programs.

ASHN has over 15 different forms we HAVE to use.  That is an unreasonable amount of paperwork and will be a hassle to use different forms depending on a patient's insurance!

Provider Guidelines

Manuals and credentialing requirements are expected to change under HIPAA. They do not appear to conform in their current state and if they change them after docs sign on, the docs may be burdened with expensive office modifications. Given that standardized billing and reporting is part of the HIPAA mandate, some of their ASHN specific forms may not even be legal within the next couple of years.

Page 9 
4.4   Authorization for Chiropractic Urgent Services.  Must always be rendered to a member by ASHN doctor.  Example:  What if the patient has used their chiropractic benefits for the year, or has been treated for same or similar condition – what if ASHN won’t allow any more visits because ASHN determines the service was not medically necessary – who pays the bill – the doctor? These types of services occur during non-business hours and we would be unable to check their benefits or obtain authorization.  Also, will ASHN pay for after-hours emergency codes?  “Resubmission of Authorization”  This takes a lot of time.

Section 4.1 says the chiropractor must provide all necessary treatment to a patient even if the treatment isn't authorized - but we will only be reimbursed if it is authorized.

Section 4.12 says we MUST have a dedicated fax line available 24  hours, 7 days a week.

Section 4.14 says that ASHN will assume we receive a fax the same day they send it - if it is not received it isn't their responsibility.

Utilization Guidelines

ASHN’s practice parameter and review criteria section interesting. There seems to be a lot of platitudes about “proper”, “appropriate”, “standard,” etc and it all looks and reads just fabulous. The problem is that there is no data on frequency/duration or dosage of manual interventions available, and for the most part, all chiropractic care planning and protocols they come up with will have to be ASHN peer-peer review consensus evidence. Although they cite the Mercy Guidelines in their references, the treatment windows they authorize certainly are well below even those. The whole system appears to me to be set up as ongoing micromanagement/preauthorization of the majority clinical processes, even the most routine, uncomplicated 6-8 week care plan. What a huge amount of burden and added overhead cost. 

Treatment windows: Five visits per year including E/M seems incredibly modest. I understand that this is unauthorized care, but there is no option for reexamination follow-up (a standard and important clinical practice.   Re-evaluation is frequently guaranteed to be paid for by ASHN.  DC’s usually re-evaluate at 10-12 visits, or 30-60 days, not after 5 visits.  How will ASHN accommodate appropriate payment for this re-evaluation requirement?

4- Experience shows that ASHN only allows 50% of what is requested by the DC in most cases. 

4.21 - Does not allow the patient to have more than one accident per year or at least pay for more than one accident or event per year.  Penalize DC for patient actions.
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4.5    Services That Require Authorization.  Initial exam for the first visit and for services that fall under the treatment window don’t need authorization.  Can’t bill the patient for non-authorized visit, the doctor is legally responsible to provide service and obtain authorization from ASHN.  At this time, ASHN staff is unclear as to whether there are treatment windows.

Page 12
4.10   Authorization When a Member’s Eligibility Is Not Verified

Assume that the patient is eligible even after “unable to verify” response from ASHN.  Why would we assume the patient is eligible if ASHN is unable to verify?  If the patient is later determined not eligible, then the doctor can bill the patient – but how long would this process take?  

Page 16 
4.21  Authorization under Treatment Windows.  

1 initial exam per year,

4 office visits per year.  

1 x-ray of area:  right now ASHN does not authorize 1 x-ray of an area per year, unless they feel it’s medically necessary.  Will we have to write a report explaining medical necessity for every x-ray we take? 

Referrals

Page 47
7.2   Referral to Ancillary Providers.  DC is financially responsible for paying the ancillary provider.  We can refer out for lab, x-ray, etc., but the ancillary provider can’t bill ASHN, the member, or ASHN Health Plan/Payor and the DC is responsible for payment to the ancillary provider.  The DC then bills ASHN. ASHN will pay at the ASHN fee schedule if they feel it’s medically necessary.  And the DC is responsible for paying any difference between the ancillary provider’s fee and ASHN’s fee. I can tell you that in our office there won’t be any referrals to any ancillary providers.   This one will be a big deal with the DCs.  ASHN is treating DC’s, in this case only, as being responsible for coordinating care, such as a PCP.  ASHN doesn’t pay DC’s for PCP services, and NO carrier requires a PCP to be responsible for costs of services provided by an ancillary provider.

Page 48
7.4   Financial Responsibility to Make Referral.  See #7.2

Page 50
8.2.4   Arbitration.  Who is financially responsible for the arbitration fees – ASHN or DC?

Page 51
8.4    Necessary Treatment.  DC must continue to render treatment during the appeals process.  I respect myself enough and feel that what I do has value that I will not treat patients for free or lead a patient to believe that  this care will be covered, if it is not.  Couldn’t find a definition of medical necessity!

Section 4.31  - we need to know if Premera would require use to authorize patients thru ASHN or not - they have the option.

Section 5.6 - we need to know if we will be reimbursed by Premera directly (this would be best for us) or by ASHN.

In the exam guidelines, they want information such as patient's body type to be included

S.E.R.G. Manual

Standard Examination Reporting Guidelines

Page 50
22.9   Appendix 1 – ASHN practice parameters and review criteria 

Paragraph 6

If senior management is changing their parameters all the time how are we supposed to know what their parameters are?

Paragraph 7

Where do they get their information for best clinical practice?

Page 51
Last “diamond point” on page 51… harm patients if using non-professional standards.   Who’s definition of professional standards is ASHN using?  

Documented Evidence.  Peer review by an acceptable representative segment of the profession.  Who makes up the acceptable representative segment of the profession?
Page 58
Flow chart, 2nd box.  Approved practice parameters.   What are they?
Page 59 
22.10  Last part of the second paragraph.  Cognitive bias at odds with the patients’ needs and wants.  It looks more like at odds with what ASHN needs and wants.

Paragraph 3

Approved ASHN practice parameters.  Does ASHN base their treatment authorization on the diagnosis? 

Page 64
99201 (10 minute Exam CPT) through 99204 (45 minute).  Don’t need authorization for  the first visit.  But do they really pay for higher level exams? And are their forms long enough to justify higher level exams?  And after all that work they will still only pay you for 8-12 visits.

Page 68

Re-exam Codes




992111 - 5 min




99212 – 10 minute




99213 – 15 minute




99214 – 25 minute

Will authorize if clinically indicated but to get more care you have to do an exam to get your care authorized based on objective findings. What percent of re-exams are denied? How are we to fill out the forms with objective data without an exam?

Page 74 
CPT 97010  Ice and Heat.  Will authorize only one modality.   Will this decision be made after the fact when dealing with an acute patient?

Page    76
CPT 98940  1-2 regions.  Will cover 3-4 and 5 regions; case manager looks at this on a case-by-case basis.  ASHN only reimburses for 1-2 regions now and the ASHN form only has room for two regions, Primary and Secondary.

Page 80-83
Lifts orthotics, braces.  Case manager will consider whatever is appropriate.  How does this fit in with who gets stuck with the bill, the doctor? Or ASHN?

Orthopedic tests

I am disturbed by the orthopedic test section. It seems prescriptive to the use of those tests. One of the recently published reviews they cite even documented that only one test had ever shown to have reliability and reproducibility. Aside from the occasional disclaimer that “other tests may be appropriate” there is no indication regarding how they will use this list to review your care planning and care documentation. The implications are obvious, but I get nervous when an insurer starts prescribing named and outdated orthopedic tests in their provider manual. 

Provider Responsibility

1.3 - Requires you to be like an MD for emergencies.  Requires you, in essence to wear a pager.

2.1 - It is OUR responsibility to make sure that patient has coverage, not the patient.  As with most of this contract, it makes the doctor the financially at risk party.

2.11 - Again it is up to the DC to follow up on delayed claims and no penalty to ASHN if they screw up.

3.1 - The DC is REQUIRED to find out if plan changes, not up to ASHN to notify the DC if the plan changes.  All on the DC. 

3.2 - DC must verify “PRIOR TO” or “AT THE TIME OF” first visit coverage, however, ASHN has no responsibility to verify immediately.  Again we are at risk. Also no penalty if ASHN gives wrong information.  No accountability on ASHN part only  the DC. (We lose if they screw up as now we must tell patient and possibly not get paid because of their wrong information).

Page 29
5.16  Calculating Coinsurance

3. Doctor must present member with completed copy the Deductible/Coinsurance worksheet. Complete and give to patient each time we collect a coinsurance or deductible.  The patients don’t want to waste any more trees – a simple explanation will do.  My staff doesn’t want to waste any more trees and they don’t have the time to fill these out either.  Boy, is this going to be a big deal with the doctors.

Section 5.14 - 5.15 - the process to bill a patient for deductible or coinsurance before receiving the info from ASHN is absurd - have to fill out a worksheet and go over it with the patient each time before can ask for payment.

5.  Billing to patients must occur within 30 days of receipt of EOB.

We only bill patients once a month, so it may be more than 30 days depending on when the EOB is received. Why does ASHN care anyway? I didn’t think they were concerned about the doctors’ reimbursement. 

Page 56
10   Posting of Patient Rights and Responsibilities

We don’t want the rest of our patients to feel left out if this doesn’t apply to them – isn’t this discrimination?

Page 57
11   Glossary of Terms



Authorization and Utilization Management Program 



What are the standards established for care?

 General Comments

Overall this is clearly an organization set up to make its administrative process the center of the health care universe. It is actually the “old-style” administration-centered managed care model that has prompted the patients-bill-of-rights efforts in this state and now at the national level.  They have a “Chiropractor Questionnaire” for feed back. I would like to see the results and raw data on the findings from this questionnaire.

4.27 - Only can use ASHN contracted DC for relief coverage. Intrusive into my business, and limits my ability to provide patient coverage when I am unavailable.  Only ASHN doctor relief DC if talk about malpractice but if the relief doctor is ASHN then they would already have the malpractice limits – this will be a big issue with doctors.

Page 18
4.28    Authorization Submission for Clinics With More Than One Chiropractor.  Only an ASHN credentialed chiropractor can treat members.  Non-credentialed DCs, whether associate or relief doctor, will not be allowed to treat members.  This has been a big concern for doctors that they can’t use their relief doctors or associates to treat their patients.  Does this apply to other services as well?  
4.29 - This contract is easier than buying clinics and paying minimum wage with no over-head and no responsibility.  This contract is ALL for ASHN and gives NOTHING to the DC.

4.30 - As mentioned above, if you do not dot your “I’s” and cross your “T’s” you will not be paid.

Section 22.12-ASHN requires DC to record in Pt file the use of substances (legal and illegal), and that could be a violation of the patient right to privacy.  This seems to be a patients right to exclude psychological and illegal type information from chart noting.  What is the ASHN peer consensus process? Who is appointed, how often do they meet? How often are case management parameters reviewed and updated? What do they do with their member request, authorization criteria, etc. Is there any tiered experience for members who have responsible performance history to reduce UR/UM over time.

How does ASHN anticipate their manuals and credentialing requirements will be changed under HIPAA.
Forcing doctors to make two modifications to forms rather than just one is extraordinarily burdensome.

There are limited (and appropriate) comments on visceral evaluation, laboratory, radiology, etc without going into which radiographic mensuration methods may be used, or inventorying which methods or tests for auscultation or blood chemistries should be used and interpreted. Orthopedic tests deserve the same. 

Patients should be allowed to pay for services that are denied.

ASHN should provide data on their actual case experience in terms of how much care is requested and authorized beyond that (both average and median), including clarity on turn around time for authorization.
Will ASHN provide the WSCA the results of the Chiropractic Questionnaire?
Personal Injury

5.21 Requires 3 day authorization window even though you have not been told they are involved and 30 day updates.  This is on PI even though they are not liable nor are they involved.  Just to be ahead of the game if the 1% that end up with no PIP comes back to them.  Very anal and requires us again to do their work and give them all the advantages.  This contract reminds me of the old CNS contract, back when no one knew any better.  This is managed money for the benefit of ASHN at its worst.

Page 14
4.18    Authorization Submission Timelines for Auto-Medical

Secondary coverage for PI.   ASHN won’t authorize any more than 10-12 visits now – do they authorize more care for PIs?  I’d rather wait for third party settlement than go through ASHN. 

How many areas does ASHN allow for x-rays?

Does ASHN allow DC to have patient sign a waiver for non-covered services, allowing DC to charge the patient?

Section 4.15 - 4.18 says that we must receive Authorization for a patient who has ASHN as a secondary insurance - even if Medicare is the primary insurance, or if the patient is under PI or L&I and the authorization request must be made within the first 3 days of care (not to exceed 30 days).
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