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Proponent Testimony, SB 129
Chairman Hottinger, Vice Chair Bacon, Ranking Member Brown and members of the committee, thank you for the opportunity to provide testimony today on SB 129, the Prior Authorization Bill.  
I will briefly explain why this bill could be helpful to the providers across the state of Ohio. 

My name is Susan Milheim, and I am a senior director in Cleveland Clinic’s Revenue Cycle Management department.  I have responsibility for the precertification of outpatient and inpatient services for our Ohio patients.  

As you know, Cleveland Clinic serves patients across all counties of Ohio.  Ninety seven percent of our patients are Ohio residents.  We provide an array of services, ranging from primary to quaternary care.  We promote healthy lifestyles through a variety of wellness and prevention programs as well as take care of the sickest of sick – for many patients, we are their only hope of improved health.
The cost of health care continues to increase while programs have been introduced focused on cost savings, the administrative burden and associated expense continue to climb. Much of the administrative costs are related to insurance verification and preauthorization of services and the working of related denials.
The preauthorization process can be summarized as a task of calling the insurance company, validating the existence of insurance coverage and then, based on clinical criteria and medical necessity as determined by the insurance payer, obtaining pre authorization to provide the service.  However, as all of the payers will tell you, authorization does not guarantee payment.  
The process defined is laborious and time consuming requiring vast resources to make telephone calls, submit faxed clinical data and then numerous  repeat calls checking on the status of the approval. The payers typically take 15 business days to authorize service – oftentimes resulting in patient anxiety and rescheduled services due to turnaround delays.  And, over the past three years, we have seen increasing authorization requirements for more and more services.  

 Here’s what the preauthorization work effort looks like:

·  Repeat faxes 430/month

· 7500 times per month, called the payer more than twice, checking on the authorization status

· At least 2000 times each month, we place more than 5 calls regarding the authorization status. 

· Average hold time is 10-20 minutes waiting to talk to a representative

· 175 caregivers doing this work, at an expense of $9m in 2015.  With the increase in preauthorization requirements and work effort, we will be adding $900,000 to our 2016 budget to support the preauthorization work.
And, because a preauthorization does not guarantee payment, there are significant resources dedicated to appealing denials after service has been provided, with a preauthorization. 

In 2015:
· $65M in services have been provided and denied because the payer is now saying the patient is not covered under their insurance plan, even though benefits were verified and preauthorization secured.
· $79M in services have been provided and denied although a preauthorization was secured.  

· This can occur when:

· The payer sets a dollar threshold and denying services requiring the same or additional clinical information for the service approved;

· The service provided and preauthorized are the same.
· The service provided and preauthorized are different.  Most payers will not pay for the additional service, even if submitted separately and prior to service, would be considered medically necessary and paid for.
Senate Bill 129 will allow us to take advantage of common technology and electronically submit and receive reauthorizations – significantly reducing the manual work and costs.  In this day and age, we should not be beholden to faxes and telephone calls.  The standard of 24 and 48-hour preauthorization turnaround will allow us to better support our patients and provide timely communication to them as to the approval of their care and their ability to proceed with it or not.  The reduction in denials for the 30 and 60 day timeframes will allow us to reduce our expenses and receive timely reimbursement for the care provided.
Collectively, as both payers and providers, we have an obligation to our community and patients to provide timely, appropriate, transparent and cost effective care.   As a member of the Cleveland Clinic team, dedicated to providing the best care in the world in a cost effective manner, I strongly support SB 129. I would be happy to take any questions.
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