
Writing Effective Appeals



GoTo Webinar Attendee Participation



Disclaimer

PayerWatch publishes and distributes materials on its website that are created by 
our members or invited industry subject matter experts for the benefit of the appeal 
community. PayerWatch does not certify the accuracy or authority of these 
materials. 
These materials are distributed and presented as research information to be used 
by healthcare providers, in conjunction with other research deemed necessary, in 
the exercise of healthcare providers’ independent professional judgment. 
PayerWatch claims no liability in relation to reliance on the content of these 
materials. The views expressed in the materials are the views of the material’s 
authors and do not necessarily represent the views of PayerWatch. Any references 
are provided for informational purposes only and do not constitute endorsement of 
any sources.
There are no conflicts of interest to declare for any individual in a position to control 
the content of this presentation.



Presenter
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Ryan O’Hara
Managing Principal, Denial Research Group

Ryan O’Hara is an accomplished healthcare executive with a 
wealth of experience in revenue cycle operations. Throughout his 
20+ year career, Ryan has demonstrated a deep understanding 
of the complexities of healthcare financial management and has 
worked to develop strategies and solutions to drive efficiency, 
reduce costs, and improve patient outcomes.

He has spent the majority of his time on the healthcare provider 
side, working as a revenue cycle operations leader across many 
hospitals and health systems. He also has spent several years 
working on the EMR and 3rd party business partner side. This 
has provided for a diverse and rounded background; but one that 
is always rooted in being a trusted and value-add contributor for 
healthcare providers.



Legal Arguments

• Administrative/Clerical Errors - Substantial Performance/Non-Material Breach
• Administrative/Clerical Errors - Medically Necessary Claims Cannot be 

Completely Denied Based on Clerical Errors
• Administrative/Clerical Errors - Medically Necessary Claims Cannot be 

Completely Denied Based on Network Status
• Dr./Patient relationship & Unforeseen Circumstances
• Coding – Little to No Explanation Provided for the Reason Code Denial 
• Promissory Estoppel 
• Unjust Enrichment 
• Good Faith and Fair Dealing



Language that works

• Use their policy and SPD against them
• This appeal is based on substantial medical evidence supporting the long-term efficacy of 

{treatment/drug} in patients with {Diagnosis} and highlights the negligence inherent in your decision, 
given the outdated criteria currently employed by you

• The insurance company's criteria for {treatment/drug} , as stated in your policy, which was last updated 
in 2020 is refuted by (Study #1) and previously referenced studies (Study #2) & (Study #3). As such, 
your policy does not reflect the most current and accepted medical practices. By failing to update your 
criteria to incorporate recent data and clinical guidelines, {Payer} is acting negligently. This negligence 
not only puts patients' health at risk but also fails to meet the standard of care required by contemporary 
medical practice.

• Should {Patient} suffer adverse health consequences or death due to the denial of this essential 
treatment, we will consider filing a complaint alleging criminal negligence with the state attorney 
general's office. Additionally, complaints will be filed with the National Committee for Quality Assurance 
(NCQA) and the state department of insurance, highlighting {Payer’s} failure to adhere to updated and 
accepted medical guidelines.



Evidence-based/clinically supported language



Denial Prevention



Payer Behaviors



Baseline Dashboarding



Improvement Dashboarding



Denials Prevention discipline

• Multi-disciplinary group driven by goals and measurement

• Project Management
• Organization and Task Management

• Business Intelligence
• Measurement, Dashboarding, and Prioritization

• RCM Operations (Front, Middle, Back)
• Process Improvement

• Clinical leadership
• Clinical “buy-in” and Quality Improvement

• IT/Clinical Informatics
• EMR support 

• Finance
• Validation

• Managed Care
• Awareness and “Closing the loop”
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Presenter

Brian McGraw
Founder & CEO, PayerWatch
Founder & Chairman, AHDAM

Brian McGraw is the founder and president of PayerWatch 
and the Association for Healthcare Denial & Appeal Management.  
He is a fierce advocate for hospitals and physicians in their right to 
be fully paid, and educates revenue cycle and clinical leaders 
throughout the U.S. on government and commercial claim dispute 
resolution management. He is  a nationally recognized speaker 
and sought-after expert in payer denials and audits, regulatory 
audit management, and payer contracting. 

Over the last 20 years, he has worked with hundreds of hospitals 
and many of the nation’s largest healthcare systems to improve 
their denial and audit management programs, managed care 
reimbursements, denied claim recoveries, billing integrity, 
RAC/MAC audit management, and Medicare compliance.



Using Your ADT Data 
and Payer-Specific Rules 
to
Stop the Denial Freight 
Train

A Payer Content Strategy



Next Webinar:
January 15th, 2025

AHDAM / PayerWatch 
Joint  Roundtable Discussion

Better Payer Data, Better 
Payer Denial Outcomes  

An Instructional Session with Clinical and 
Revenue Cycle Leaders



Veracity 
Denial | Audit |Appeal Management System

AppealMasters    
Appeal Support Services

Denial Research Group
Denial/Audit Management Re-engineering





Firm Resolve Begins at the Top

• Every justifiable appeal shall proceed to its end point under the 
contract, under the applicable law, and under the patient’s covered 
benefits.  It’s nothing personal, it’s only business.  Take it all the 
way.

• Every managed care contract shall be made available to 
operationally responsible parties in the organization actually 
appealing and dealing daily with the payers— no exceptions.  
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Payer Content?? Huh??

• Contract rules/communications
• Provider manual details
• Statutory regulations
• Evidence-based guidelines
• Payer policy bulletins

• Payer appeal rules matrix
• Active disputes
• Appeal-ready 

communication tools
• Dispute reporting

What is it?  Where is it? How do I use it? 







Coding the Payer, the Contract and the Clinical Business Rules 

• The Payer makes the rules and we have to follow them or 
risk not getting paid

• The three R’s – right person, right documentation, right time

• Very few clinicians have immediate access to the Business Rules  
• How does the contract tie back to Utilization Management?
• How does the contract tie back to Clinical Documentation Integrity? 

• NCD’s, LCD’s 
• Medical Policies
• Coverage Policy Bulletiins
• Third Party Guidelines

•  MCG, IQ, Evicore, et al.

PAYER BUSINESS RULES

CONTRACT BUSINESS RULES

CLINICAL BUSINESS RULES







…And UR/UM Has The First Point Of Contact 
Challenge…

• Who is the primary payer?
• What are their rules for inpatient?
• Is this payer contracted? What are the patient status contract terms? If not 

contracted, then what?
• What guidelines is the payer using to support /determine inpatient?  

Milliman?  Interqual? Neither?
• Who is the provider who will write the inpatient order?
• What if the payer disputes the inpatient request?
• What are the payer’s rules for resolving a patient status dispute?   
• Does UR know any of the contract terms? 
• If patient status changes are contractually limited for after discharge, then 

what?



Proactive Strategies

• Develop a template of terms for all payers, commercial and 
Medicare Advantage, beyond payment. 

• Areas to include:
• Timeline to submit clinicals—inpatient vs observation
• Timeline for determination from the payer, within 12 hours
• Immediate call/appeal including guarantee of a peer to peer call within 24 hours with 

clear time assigned and kept
•  Clearly outline criteria being used to determine inpatient status (beyond “medically 

necessary care”)
• DRG: Ensure correct coding guidelines are applied to DRG assignment and selection 

of principal diagnosis vs. secondary diagnoses.
• Re-admission guidelines. 
• Appeal rights – post discharge. Ensure all five levels with traditional Medicare are 

included for all Part C plans.
• “Using traditional Medicare/CMS” rules, but what happens when they don’t?



The Provider Manual – Even Level Set

Generally, the purpose of the provider manual is to expand 
on the terms and conditions to which the parties have 
agreed. In contracts where the language incorporates the 
provider manual by reference, the provider manual is part 
of the contract and should be attached to the contract.

• The terms and conditions set forth in the provider manual can 
have significant impact on the denials received and the hospital’s 
ability to successfully appeal those denials.

•  Avoid language which permits the payer to modify any terms and 
conditions without the express written agreement of a designated 
hospital representative.



Contract and Manual Language Clearly Affect Denial and 
Appeal Management

• A well-negotiated payer contract will always take into consideration 
provider protections in the appeal and audit processes. 

• External review and dispute resolution remedies should be 
accessible, affordable and mutual.

• Three examples of constantly missing audit/denial/appeal provisions:
 

• Audit limits
• E-communication 
• Decision timeframes



Medical Necessity Provisions: Purpose

• Generally, to define for both parties, hospital and payer, the services 
that will be covered or paid for by the payer.

• All healthcare providers are required to provide medical services in 
accordance with accepted national standards of medical and surgical care.

• The standard of care is what a reasonably competent hospital/practitioner 
would do in the same or similar circumstances.

• The standard of care cannot necessarily be determined by a payer’s medical 
director or designee under the control of the medical director.

• Do not agree to language which allows the payer or the designee under its 
control to ultimately determine what “medically necessary services” are.



Medical Necessity - LANGUAGE TO AVOID!

• “Medically necessary” describes the use of a service or supply which is commonly 
and customarily recognized as appropriate in the treatment of a Member’s 
diagnosed illness or injury; appropriate with regard to standards of good medical 
practice; not solely for the convenience of the Member, his or her physician, Hospital 
or other health care provider; and the most appropriate supply or level of service 
which can be safely provided to the Member.  

• The decision as to whether a service or supply is Medically Necessary for the 
purposes of payment by the Corporation rests with the Corporation’s Medical 
Director of his or her designee, provided however, that such decision shall be 
based on standard criteria published by MCG, or such other reputable national 
guidelines as Corporation may in its sole discretion employ. Such a decision will 
in no way affect the Hospital’s determination of whether medical treatment is 
appropriate as a matter of medical judgment.



Emergency Services: Purpose

The Emergency Medical Treatment And Labor Act (EMTALA) imposes 
specific obligations on Medicare participating hospitals that offer 
emergency services. EMTALA provides the participation hospitals 
with emergency departments are required to provide an appropriate 
medical screening examination for any individual who requests it to 
determine whether an emergency medical condition exists or if the 
patient is in active labor.

• Avoid agreeing to language which allows the payer or its designee to determine 
whether emergency services were required.



Emergency Services - LANGUAGE TO AVOID!

“Emergency” means a serious health-threatening or disabling condition 
manifested by severe symptoms occurring suddenly and unexpectedly, 
which could reasonably be expected to result in serious physical impairment 
or loss of life if not treated immediately, and which occurs under 
circumstances making it impossible for the ill or injured person to 
contact a Plan Provider for care, i.e., heart attacks, strokes, 
poisonings, and loss of consciousness or respiration.  
The Health Plan may determine that other similarly acute conditions 
are medical emergencies.



Emergency Services - LANGUAGE TO AVOID!

EMERGENCY SERVICES. Medical care is available through [Payer’s] PCPs 
seven (7) days a week, twenty-four (24) hours a day. In the event of an 
emergency, the Member should seek to obtain treatment or approval for 
treatment from the PCP or the designated covering physician. If an 
Emergency Medical Condition results in the receipt of medical care without 
such approval, charges for such treatment will be covered, subject to Co-
payments described in the applicable Schedule of Co-payments and 
Allowances, if, in [Payer’s] determination, Emergency Services were 
required.”



The Managed Care Contract
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A managed care contract is 1/4 arithmetic and 
3/4  operational/administrative requirements.

 



Managed Care Department – Payer-by-Payer Strategies

• Schedule monthly CLINICAL meetings with the primary contracted payers 
for denial and audit review.

• Have examples of abuse and malfeasance with inpatient status, DRG, and 
readmission (the three hot spots).

• Involve contracting with all payer clinical/operational meetings and calls.

• Involve UM/PA with all payer operational meetings/calls.

• Involve coding leaders and CDI with all payer operational meetings/calls.



Treat the Contract as a Living document

• Ongoing consultation, communication, and education for 
appeal clinicians and their support staff by the organization’s 
contracting staff will ensure success under the terms of 
contracts.

 
• Different staff members will need to understand different 

elements of contractual goals, based on their role/position. 

• Appeal staff need to know precertification requirements, appeal 
rules, and medical criteria rules.



The devil is in the details

• Managed care provisions affect denials, retrospective audits, and the 
entire appeal/dispute resolution process. Providers need to 
understand contract language to fully exercise their rights in the 
appeal process. 

• Initiate conversations with managed care about opportunities to 
change some of the language in contracts with payers. Given the 
traditional structure of contracts, the focus on medical records and 
audits has been lacking. Contracts are usually written in favor of 
payers. Meet with contracting to revise the language to support the 
provider appeal process.



Crafting Effective Audit Limits

• Define Clear Parameters: Specify the maximum number of audits allowed per year, 
the acceptable scope of each audit, and the timeframes within which audits must be 
conducted. Clear definitions prevent ambiguity and protect your hospital from potential 
overreach.

• Establish Recoupment Thresholds: Set standards, thresholds and timelines for 
recoupment actions. This ensures that minor discrepancies don't trigger significant 
financial repercussions. For instance, only discrepancies exceeding a certain dollar 
amount should warrant recoupment efforts.  Recoupments should not be according to the 
payer or contractor, and not permitted until the entire appeal process is completed.

• Include the Appeal Process: Incorporate a robust appeals process. This enables your 
hospital to challenge unjust audit findings effectively. A well-defined appeals mechanism 
acts as a buffer against arbitrary decisions and ensures due process.



Audit Limits Matter

•Unpredictable revenue swings
•Strained resources
•Prolonged disputes

This isn’t a mere hypothetical; it’s a reality 
many healthcare providers face.



Protecting Your Financial Stability

Audit limits serve as a: 
• Protective barrier against excessive and arbitrary payer 

audits.  
• Establish clear boundaries on the scope, frequency, and 

timelines of audits will safeguard your revenue streams. 
• Being proactive in contracting ensures: 

• financial stability  
• greater predictability and provider control 



Audit Limiits - Enhancing Negotiating Power

If payers know that your hospital insists on reasonable audit terms, 
they are more likely to respect your overall contract provisions (LOL). 
This can leads to fairer agreements and set a positive precedent for 
future negotiations.



Take Command of Your Contracts

Audit limits aren't just a formality—they are a necessity. They provide 
predictability, reduce administrative burdens, and enhance your 
negotiating power. Most importantly, they protect your hospital’s bottom 
line, allowing you to focus on what truly matters—providing exceptional 
patient care.



Enforcing Your Entitled Rights  

• With ERISA  and Medicare Advantage, your institution must enact 
the patient rights of appeal, otherwise you lose all leverage in the 
fight.

• Dispute resolution should be in every contractual agreement, and it 
should be utilized indiscriminately.  It is YOUR RIGHT!

• Leverage other external resources as a standard part of your appeal 
process. Consider a centralized appeal management SYSTEM 
approach.

• When you inform the payer of your intent to pursue all avenues early 
on and then do it, the squeaky wheels will pay off over time.

• Know your levels: build an appeal matrix if you don’t already use one.



Recommendation - A Full Court Press

• Harness your Contracts – Appeal Timeframes, Decision 
Timeframes, Audit Limits, Recoupment Limits, Levels of 
Appeal, Independent Review, External Review Requirements, 
Policy Notification and Implementation, e-Communication, 
Auditor-Payer Rules, etc., etc., etc.,

• Complete your Denial & Audit Response Scripts – 
Automated Payer Automated Escalation, Automated 
Expedited Reviews, Dispute Resolution, Member Rights, 
Member Appeals, Automate Legal Argument inclusion (state-
by-state)



Executive Buy-in Required

• Firm resolve to get paid begins at top, CEO, CMO, CFO, etc.
• Managed care (payer contracting) will be a help or a hindrance. Their 

marching orders have to come from the C-suite.
• C-suites, joint operating committees, and payer resolution meetings need:

                       THE DENIAL/AUDIT DATA! 

• Pursuing full payment is responsibility. Appeal specialists take it 
seriously and should be fully supported in their efforts.
      



Questions and Answers



PayerWatch Survey to Follow

Please complete the survey at the conclusion of this webinar. 

We will be drawing a winner from those who complete it and donating a television and X-
Box to the children’s hospital or children’s charity of your choice!



Thank you for attending!

For more information, please contact:

rohara@denialresearch.com 
           or 
bmcgraw@payerwatch.com 

mailto:rohara@denialresearch.com
mailto:bmcgraw@payerwatch.com
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