
Authorization questions 

Take Control of Clinical Denials  
Frequently Asked Questions

Is there a limit on how many pre-authorizations a patient can have?
It is procedure and payer dependent. In most cases if the care is to occur on one occasion, 
the payer should issue one authorization. But in some instances, such as outpatient surgery 
with advanced imaging, the payer may choose to issue separate authorizations for the 
procedure and imaging. 

Can you ask for prior authorization for all potential procedures? For example, during 
an upper GI endoscopy or colonoscopy biopsies are commonly performed. Can we 
get prior authorization for the procedure and the potential biopsies in advance?  
Absolutely ask for that. The consent for the procedure should include potential related 
procedures so you can include that with the prior auth request. In most cases, an authorization 
for an endoscopic procedure would also cover a biopsy since they are commonly performed at 
the same setting. 

What should you do if the anticipated CPT code doesn’t require authorization, 
but the actual coded procedure does require it? 
If the procedure performed varies from what was planned based on findings during the surgery, 
the payer should be notified as soon as possible after surgery. The utilization review team 
should have a presence in both the pre- and post-op areas, ensuring that procedures needing 
prior authorization have it in place and that when there is a change intraoperatively that the 
payer is notified if required. 
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R1 RCM and Cloudmed experts presented on Taking Control of Clinical Denials during a 

recent Becker’s Healthcare webinar. We have compiled a list of prominent questions from 

webinar attendees answered by presenters Ronald Hirsch, MD, FACP, CHCQM, CHRI, Vice 

President of Regulations and Education at R1 and Sarah Mendiola, Esq., LPN, CPC, CPCO, 

Senior Vice President of Denials Management at Cloudmed, an R1 company. 
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https://www.r1rcm.com/webinar/thank-you/clinical-denials


Prevention and appeal questions 
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Can you upgrade or downgrade after the patient has discharged? 
If Insurance approves inpatient and treatment was observation, can you bill as 
inpatient after discharge?
This is payer specific. Since you mention insurance approval, I will assume this is not Medicare. 
For non-Medicare, your claim should be based not only on what was ordered but on what the 
payer approves. If the payer instructs you to bill inpatient without an inpatient order, I see no 
problem with following the instructions from the payer. You provided the care properly; status 
does not affect that, and you should get paid appropriately. But this should be reviewed by 
your legal team and determine what your contract allows. 
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Separate billing of certain supplies and IV solutions and even minor 
procedures are denied as routine. How can we avoid that going forward?
Develop a policy of what supplies are routine and which can be charged and follow that. 
Fight denials and insist the payers provide you with their list of routine supplies for each 
procedure so you can review this with your contracting team.  

Billing errors seem to be a popular payer delay tactic; it is vague and open to 
so many possibilities. What’s the best defense against this tactic? 
If you are submitting clean claims that meet all applicable standards and they are being 
denied, challenge the denial and if there is a recurrent problem, report the payer to your state 
insurance commission. 
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Payer questions

What legislation enables Medicare Advantage plans to assume control of 
medical necessity? 
Medicare plans are required to provide all care available to patients with traditional Medicare, 
which bases coverage on section 1862 of the Social Security Act. While Medicare generally 
relies on audits after care is provided to check medical necessity, they have started to 
implement mandatory prior authorization for specific outpatient hospital procedures. 
Medicare Advantage plans can use prior authorization to ensure the care is medically 
necessary. Their guidelines though must meet any Medicare guidelines for coverage.
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https://www.cms.gov/research-statistics-data-systems/medicare-fee-service-compliance-programs/prior-authorization-and-pre-claim-review-initiatives/prior-authorization-certain-hospital-outpatient-department-opd-services


Cloudmed, an R1 company, helps healthcare systems maximize outcomes in a complex 
financial world. With industry-leading expertise and data-driven technology, we deliver 
actionable insights across the revenue cycle, helping providers boost productivity and 
increase revenue. We are proud to partner with over 3,100 healthcare providers in the 
United States to recover over $1.7 billion of underpaid or unidentified revenue annually.
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For an assessment performed by our government reimbursement experts, email   
connect@cloudmed.com

On average, how long does it take other providers to craft their appeal?
This depends again because the range can be so wide. A denial of a blood test is much different than 

the denial of a one-week hospital stay or a complex surgery. Appeals of clinical validation denials of 

diagnoses are much more complex than a coding denial of the billed DRG. 

What is a PEPPER? 
PEPPER stands for Program for Evaluating Payment Patterns Electronic Report. The PEPPER is an 

electronic report that delivers provider-specific Medicare data statistics for discharges and services 

vulnerable to improper payments. A PEPPER is not used to identify the presence of payment errors, 

but it can be used as a guide for auditing and monitoring efforts to help providers identify and prevent 

payment errors. 

For more information on appeals best practices, download Appeal Denials Like a Lawyer: Legal Principles 

for Crafting Your Best Appeal and Write Like a Lawyer: Legal Tools for Writing Successful Appeals.  
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We are trying to use the electronic submission options for appeals but 
have noticed that several of the payer appeal letters and templates have a 
limited number of characters available when it comes to stating the appeal 
rationale. Would you suggest manually writing these out and mailing or is 
there a better option? 
It would depend on the system limitations, but you can craft your appeal on a different 
document and load it as an attachment. We will typically refer to the attachment on the 
payer appeal form or in the electronic submission. It may be prudent to test a few accounts 
first to ensure the attachment is being appropriately reviewed. Mailing has become 
cumbersome with so many staff working offsite and with all the associated charges. 

https://www.cloudmed.com/resource/tip-sheet-appeal-denials-like-a-lawyer/
https://www.cloudmed.com/resource/tip-sheet-appeal-denials-like-a-lawyer/
https://www.cloudmed.com/resource/write-like-a-lawyer/

