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 The following categories are reviewed each quarterly audit,  

 however, because of their constant properties, the detail of each  

 category will only be displayed within the first quarter audit of the  

 PEBP fiscal year unless a change or defect is detected: 
 

   *HSB System   *HSB Policy/Procedure        

   *Eligibility        *Deductibles, Benefit Maximums                    

   *Unbundling/Rebundling     *Concurrent Care                               

   *Code Creeping     *Procedure, Diagnosis, Place of Service       

   *Experimental/Cosmetic Proc    *Medical Necessity Guidelines              

   *Patterns of Care                         *Mandatory Outpatient/Inpatient Procedures       

   *Duplicate Claim Edits               *Adjusted Claims        

   *Hospital Discounts          *Hospital Bills and Audits                                                   

   *Filing Limitation        *Unprocessed Claim Procedures                     

   *R&C/Maximum Allowance      *Membership Procedures                              

   *COBRA                                     *Provider Credentialing        

   *Coordination of Benefits           *Medicare                                                      

   *Controlling Possible Fraud    *Security Access     

   *Quality Control/Internal Audit  *Internet Capabilities              

   *Communication, U/R and Claims Depts.         

   *Claim Repricing  *Banking and Cash Flow                                 

   *Reporting Capabilities     *General System                                          
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EXECUTIVE SUMMARY 
 

Audited Random Selection Data 

 Total number of claims: 500 

 Total Charge Value of random selection: $ 751,609.90 

Total Paid Value of random selection: $ 264,210.04 

 

 

Performance Guaranteed Metric Results 
Metric Guarantee Measurement Actual Pass/Fail 

Payment 

Accuracy 

> 98% of claims audited are to be paid 

accurately 

 

99.4% 

 

Pass 

Financial 

Accuracy 

> 99% of the dollars paid for the audited 

claims is to be paid accurately 

 

99.5% 

 

Pass 
Claim Processing 

Turnaround Time 
- 99% of all claims processed within 30 days. 

 

99.8% Pass 

Customer 

Service 

-Telephone Response Time: < 30 seconds. 

-Telephone Abandonment Rate: < 2%. 

-First Call Resolution: > 95% 

21 sec. 

1.5% 

97.65% 

Pass 

Pass 

Pass 

 

Data Reporting 

-100% of standard reports within 10 business 

days of completion 

-Annual/Regulatory Documents w/in 10 

business days of Plan Year end 

No 

Exceptions 

Noted 

 

Pass 

 

Disclosure of 

Subcontractors 

-Report access of PEBP data within 30 

calendar days 

-Removal of PEBP member PHI within 3 

business days after knowledge 

No 

Exceptions 

Noted 

 

Pass 

 

 

The following notations within the Executive Summary section are reported as issues 

considered as an “outlier” of findings typically detected within the PEBP quarterly audits 

which require specific attention and/or acknowledgement. 

 

Previous Recommendation(s)  

 HCA is pleased to report that all previous recommendations accepted by the PEBP 

Board of Directors has been implemented and/or in the process of application. 
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Renown Hospital Contract Effective 01 May 2018 

One of the focus audits conducted during the quarterly audit included a review of the 

negotiated Renown Hospital contract to ensure that Hometown Health would reprice 

claims in compliance with the terms negotiated by the PEBP Executive Officer. The 

State of Nevada Public Employees’ Program (PEBP)/Hometown Health (HTH) 

Network Amendment #3, Attachment EE states “Effective May 1, 2018, Hometown 

Health’s fee schedule with Renown for PEBP members will be rebalanced to reflect 

current prices for services. This adjustment will offset any changes to Renown’s 

Charge Master implemented so there is no increase to estimated cost to PEBP for the 

services provided on a per member per month basis”. 
 

The review included the contract sent to HealthSCOPE the week of 09 July 2018, 

signed by Hometown Health Plan, Inc. and Hometown Health Providers Insurance 

Company, Inc. Chief Executive Officer and the Renown Regional Medical Center 

EVP & Chief Administration Officer on 18 June 2018 as compared with the rate 

contract for Renown Hospital in effect in April 2018 (Attachment B-13). This review 

found that the correct specific adjusted rates were applied for the “percentage off” 

services, OutPatient fixed cost services and Transitional Care Service categories, 

however, the effective dates are displayed as 01 May 2018 through 30 June 2019 

versus the 01 May 2018 through 31 December 2019 date as per confirmation letter 

received by PEBP from the Hometown Health Executive Officer. 

 

End Stage Renal Disease 

The previous audit detected an issue concerning possible errors with the payment of 

participant claims with diagnosis (DX) of End Stage Renal Disease (ESRD). At the 

time of this audit, the PEBP Consumer Driven Health Plan had nineteen (19) 

participants identified with an ESRD (DX). Typically, under normal circumstances, 

the participant is eligible for Medicare as their primary insured after thirty (30) 

months of their first dialysis treatment. Of the 19 participants with an ESRD DX: 

 

o Seven (7) have all claims COB’d with Medicare; 

o Eight (8) are not eligible for Medicare at this time;  

o One (1) was found to be Medicare eligible and requesting $95,242.67 in    

  overpayments; 

o One (1), identified in the last audit, was retroactively found eligible by Medicare  

   for the past year period and requesting $356,704.33 in overpayments; 

o Two (2) had exhausted the 30 months requirement(s), however, did not enroll  

   with Medicare and PEBP paying as primary insurance. 
 

HCA recommends that PEBP consider language within the Plan Specific Plan 

Document (SPD) that addresses the enrollment of participants Medicare eligible with 

an ESRD DX. 

HSB comment: The MPD does not require the participant to enroll in Medicare.  

HSB followed those guidelines and paid accordingly. HSB discovered overpayments 

on this member during its monthly review of Medicare eligibility.  Eligibility was 

back dated by Medicare creating the overpayments.  



 

   HCA  07/18                                               Page  3              St.NV.PEBP/HSB 4th Qtr PY 18 

 

Overpayments 

The quarterly audit includes a review of the volume and HealthSCOPE’s policies and 

procedures as identification and collection of overpayments. 

 

This quarter, the identified overpayment volume for years 2012 – 2016 remained 

consistent with those reported last quarter. Year 2017 overpayments decreased by 

$68,994.05 due to collections conducted by HealthSCOPE. Identified overpayments 

for the accumulated period of PEBP Plan Year 2018 only (does not include years 

2012 - 2017) have increased by 494 claims (57.2%) and $732,774.38 (136%) to 

$2,479,713.91 as compared to the previous quarter reporting. Primary reasons for this 

dramatic increase is a result of the claims sent for collections due to network pricing 

adjustments and claims paid for participants eligible with Medicare. The largest 

overpayment for one participant (identified as Medicare allowing a retrospective 

eligibility for ESRD) accounts for the overpayment collection of 120 claims 

representing $356,704.33. 

 

Trends/Issues 

 

The audit revealed the following issues or trends detected from the random selection and 

bias selected claims. Please note: the reference numbers in bold type are claims from the 

random selection and are included within the statistical calculations. Reference numbers 

in normal type were identified as issues in bias claims as defined earlier and are not 

included within the statistical calculations of this audit. Specific information regarding 

supporting reference numbers can be found in the Audit Results Section in numerical 

sequence, which begins on page 15. 

   

           Incorrect rate due to re-pricer; 
           Supporting reference nos. 393, 453 and 509 
 

           Incorrect rate; 

           Supporting reference nos. 002 and 013 
 

           PPO provider paid as non-PPO; 

           Supporting reference nos. 014 and 019 
 

           Duplicate claim/service paid; 

           Supporting reference nos. 028 and 430 
 

           Preventive services paid as medical; 

           Supporting reference no. 022 
 

           Assistant surgeon allowance greater than 20% of surgeon’s allowance; 
           Supporting reference no. 357 
 

           Non-covered charges included in discount in error; 
           Supporting reference no. 504 
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The audit revealed the following issues, which appear to be administered properly 

by HSB but should be brought to client attention for proper notification or verification. 

Specific information regarding supporting reference numbers can be 

found in the Audit Results Section in numerical sequence, which begins on page 15. 
            

           Active member not required to enroll in ESRD Medicare; claims 

           being paid as primary and Medicare enrollment checked monthly; 

           Supporting reference nos. 143 and Focus 18 
 

           Lab charges with routine diagnosis not paid as routine due to no 

           office visit with routine diagnosis within 10 days prior or after 

           lab date of service; 
           Supporting reference no. 097 

            

CLAIM PROCEDURES/SYSTEM CAPABILITIES/SUPPORT DATA 
 

Introduction 
 

In July 2018, Health Claim Auditors, Inc. (HCA) performed a Claims and System Audit 

of HealthSCOPE Benefits (HealthSCOPE) located in Little Rock, Arkansas on behalf of 

The State of Nevada Public Employees’ Benefits Program (PEBP). 
 

This audit was performed by collecting information to assure that HealthSCOPE is doing 

an effective job of controlling claim costs while paying claims accurately within a 

reasonable period of time. This report was presented to HealthSCOPE for any additional 

comments and responses on 23 July 2018.  

 

Breakdown of Claims Audited 
 

The individual claims audited were randomly selected from PEBP’s claims listings as 

supplied by HealthSCOPE. These claims had dates of service ranging from April 2017 to 

June 2018 and were processed by HealthSCOPE from 01 April 2018 through 30 June 

2018 (PEBP’s Fourth Quarter Plan Year 2018). These claims were stratified by dollar 

volume to assure that HCA audited all types of claims. The audit also includes large 

dollar paid amounts that are considered as bias* selected claims.  
 

*Bias claims are not part of the random selection but were audited by HCA because of 

some “out of the ordinary” characteristic of the claim. There are multiple criteria to 

identify the “out of the ordinary” characteristics. Examples are duplicates, CPT up 

coding, exceeding benefit limits, etc. 
 

The breakdown of the 500 random selected claims audited is as follows: 

Type of Service Charge Amount Paid Amount Paid Distribution No. of Claims 

Medical $  225,053.48 $    63,947.09 24.2% 323 

Outpt. Hospital     $  316,627.39 $  103,482.52 39.2% 61 

Inpt. Hospital        $  167,440.03 $    76,403.84 28.9% 5 

Dental $    42,489.00 $    20,376.59 7.7% 111 

TOTAL $  751,609.90 $  264,210.04 100% 500 
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Payment Accuracy  
 

Per PEBP, the Service Performance Standards and Financial Guarantees Agreement for 

the payment accuracy is to be 98% or above of claims adjudicated are to be paid correctly 

or a penalty of 2.5% of Quarterly Administration Fees for each percentage (%) point, or 

fraction thereof, below performance guarantee is to be applied. Payment Accuracy is 

calculated by dividing the total number of claims not containing payment errors in the 

audit period by the number of claims audited within the random selection.  
 

The Payment Accuracy Percentage of the number of claims paid correctly from the 

HealthSCOPE random selection for this audited quarter is 99.4%. 
 

 Number of claims:     500    

 Number of claims paid incorrectly:       3   

 Percentage of claims paid incorrectly:         0.6%     

 Number of claims paid correctly:          497           

 Percentage of claims paid correctly:        99.4% 

Payment Accuracy for the past four quarters  

 

 

Financial Accuracy  
 

Per PEBP, the Service Performance Standards and Financial Guarantees Agreement for 

the financial accuracy of the total dollars paid for claims adjudicated is to be paid 

correctly at 99% or above or a penalty of 2.5% of Quarterly Administration Fees for each 

percentage (%) point, or fraction thereof, below performance guarantee is to be applied. 

Financial Accuracy is calculated by dividing the total audited dollars paid correctly by 

the total audited dollars processed within the random selection.  
 

The Financial Accuracy Percentage of paid dollars remitted correctly on the 

HealthSCOPE claims selected randomly for this audited quarter is 99.5%. This audit 

reflected ninety-four and nine tenths percent (94.9%) of the audited errors within the 

valid random selection were overpayments.  
 

Paid dollars audited  $ 264,210.04 

Amount of paid dollars remitted incorrectly $     1,200.63 

Percentage of Dollars paid incorrectly 0.45% 

Paid Dollars of claims paid correctly $ 263,009.41 

Percentage of Dollars Paid correctly 99.55% 

Financial Accuracy for the past four quarters 
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Historical Statistical Data of Performance Guarantees 
 

The following reflects the historical statistical data since the origin of PEBP medical 

claims administration by HealthSCOPE. The entries designated in bold red type are 

measurable categories with underperformance of the Service Performance Guarantees 

Agreement.       
                

Period Audited Payment  

Accuracy 

Financial 

Accuracy 

Turnaround 

Time 
Telephone 

Response  

Telephone 
Abandon Rate 

First Call 

Resolution 

1st Qtr PY 2012 95.7% 98.6% 7.6 days :17 1.43% N/A 

2nd  Qtr PY 2012 93.3% 97.3% 12.7 days :12 1.16% N/A 

3rd Qtr PY 2012 96.8% 98.6% 3.7 days :18 1.32% N/A 

4th Qtr PY 2012 95.8% 99.5% 11.4 days :14 0.93% N/A 

1st Qtr PY 2013 97.2% 99.4% 10.4 days :20 1.06% N/A 

2nd Qtr PY 2013 98.5% 99.3% 7.3 days :11 0.87% N/A 

3rd Qtr PY 2013 98.0% 95.7% 6.4 days :25 1.98% N/A 

4th Qtr PY 2013 98.4% 99.7% 6.2 days :29 1.61% N/A 

1st  Qtr PY 2014 98.8% 99.6% 5.4 days :14 0.84% N/A 

2nd Qtr PY 2014 99.2% 99.2% 5.9 days :29 1.96% N/A 

3rd Qtr PY 2014 98.0% 98.5% 5.2 days :30.5 1.92% N/A 

4th Qtr PY 2014 99.0% 99.8% 4.4 days :28 1.96% N/A 

1st Qtr PY 2015 98.8% 99.27% 4.9 days :29.4 1.94% N/A 

2nd Qtr PY 2015 99.0% 99.35% 8.1 days :22 1.18% N/A 

3rd Qtr PY 2015 98.6% 99.8% 5.9 days :29.7 1.97% N/A 

4th Qtr PY 2015 99.6% 95.6% 4.9 days :29.4 1.91% N/A 

1st Qtr PY 2016 99.0% 98.9% 4.8 days :29.1 1.94% N/A 

2nd Qtr PY 2016 98.6% 99.7% 3.5 days :24.0 1.14% N/A 

3rd Qtr PY 2016 98.8% 98.53% 5.3 days :29.0 1.96% N/A 

4th Qtr PY 2016 99.0% 99.52% 6.3 days :29.5 1.98% N/A 

1st Qtr PY 2017 99.0% 99.23% 6.6 days :29.8 1.93% N/A 

2nd Qtr PY 2017 99.6% 99.78% 4.3 days :29.3 1.96% N/A 

3rd Qtr PY 2017 98.2% 93.83% 3.7 days :29.8 1.97% N/A 

4th Qtr PY 2017 99.0% 99.66% 4.6 days :29.3 1.98% N/A 

1st Qtr PY 2018 99.2% 99.83% 4.4 days :26.0 1.61% 98.79% 

2nd Qtr PY 2018 99.6% 99.9% 4.3 days :12.8 1.12% 98.28% 

3rd Qtr PY 2018 98.6% 99.7% 3.5 days :28.5 1.97% 98.65% 

4th Qtr PY 2018 99.4% 99.5% 4.2 days :21.0 1.50% 97.65% 
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Turnaround Time 
 

Per the Service Performance Standards and Financial Guarantees Agreement, the 

turnaround time for payments of claims is measured in calendar days from the date 

HealthSCOPE receives the claim until the date of process. Ninety nine percent (99%) of 

complete claims adjudicated are to be processed within thirty (30) calendar days, 

excluding federal holidays, or a penalty of two percent (2.0%) of Quarterly 

Administration fees for each two and a half percent (2.5%) of non-compliance complete 

claims is to be applied. HCA had requested the report that reflects the measurement of 

this issue. This report reflected that 99.86% of “complete” claims were processed within 

30 calendar days, in compliance with the performance guarantee. This report also 

displayed the total turnaround process time for all claims at 3.5 days. 

 

Turnaround Time Measurements  

 
 

The turnaround time, measured only from the random selected claims, for Medical claims 

was 6.9 calendar days, Out Patient Hospital claims was 9.4 calendar days, In Patient 

Hospital claims was 4.0 calendar days and Dental claims was 2.2 calendar days.  
 

During the audit period of 01 April 2018 to 30 June 2018, HealthSCOPE had received 

1,239 PEBP e-mail inquiries for information via the internet. The average turnaround 

time for these inquiries was less than 24 hours (24:00) with the exclusion of those 

received on a holiday and/or weekend day. 

 

Customer Service Satisfaction 
 

Per the Service Performance Standards and Financial Guarantees Agreement, the 

telephone response time reflects all calls must be answered within thirty (30) seconds or a 

penalty of one percent (1%) of Quarterly Administration fees for each second in non-

compliance is to be applied. HCA has reviewed the appropriate report for the PEBP 

fourth fiscal quarter Plan Year 2018, which revealed the average incoming answer speed 

to be 21.0 seconds (0:21.0). The telephone response time was 10 seconds for April 2018, 

23 seconds for May 2018 and 29 seconds for June 2018.  

 

Telephone Response Time (average) 
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Per the Service Performance Standards and Financial Guarantees Agreement, the 

abandonment rate must be under two percent (2%) of total calls or a penalty of one 

percent (1%) of Quarterly Administration fees for each percentage point or fraction 

thereof in non-compliance is to be applied. Please note: this performance measurement 

was changed from 3% as the measured benchmark for previous plan years. HCA has 

reviewed the appropriate report for the PEBP fourth fiscal quarter Plan Year 2018, which 

revealed the abandoned calls ratio to be 1.5%. The telephone abandonment rate was 

0.83% for April 2018, 1.74% for May 2018 and 1.94% for June 2018. 

Telephone Abandonment Rate 

 

 

Per the Service Performance Standards and Financial Guarantees Agreement, ninety five 

percent (95%) of incoming PEBP member problems must be resolved to conclusion on 

the first call or a penalty of one percent (1%) of Quarterly Administration fees for non-

compliance is to be applied. HCA has reviewed the appropriate report for the PEBP 

fourth fiscal quarter Plan Year 2018, which revealed that HealthSCOPE documented 

97.65% of incoming calls were brought to completion on the first call. 

Incoming Calls Concluded with First Call 

 
 

HealthSCOPE has eighty plus (80+) Customer Service Reps (CSRs), of which, the 

majority are in the Little Rock office with an average of eight (8) years experience.  
 

Health SCOPE currently has eighteen (18) CSRs dedicated to the PEBP plan. 
 

HealthSCOPE stated that customer service hours of operation will be applied to PEBP 

direction for proper service levels.  
 

Benefit data is supplied by electronic documentation so that the analyst may explain 

benefit information to clients, members and providers by HealthSCOPE. 
 

HealthSCOPE stated that the customer service representatives will not have the ability to 

make system changes.  
 

HealthSCOPE’s telephone conversations are documented for future reference.  
 

HealthSCOPE does have an audit process for Customer Service Representatives.  
 

HealthSCOPE is able to monitor trends/errors found through Customer Service.  
 

HealthSCOPE can conduct customer service satisfaction surveys to determine employee 

satisfaction of claims administration and service upon client request.  
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Soft Denied Claims 
 

The audit identifies the volume of claims adjudicated and placed in a “soft denied” status. 

HCA recognizes and respects the need to place certain claims in a soft denied status such 

as claims that require additional information or special calculation of payment. It is 

HCA’s opinion that these amounts are the result of HealthSCOPE conducting due 

diligence and resolution of the issues and trends including those previously detected in 

previous audits. It is important to include this data within this report to disclose the 

outstanding unpaid claims that could create an artificial debit/savings during the time that 

these claims were adjudicated. Note: The measurement of this data was provided as a 

“snapshot” report. The report reflected the “soft edit” amounts as they were reported on 

the specific day that the report was recorded.  
 

The report for the current claims placed in a “soft denied” status reflect a total of 4,544 

claims representing $ 21,591,987.11. 

                  
 

Audit Period Total  Number of Claims Charge Amount Value of Soft Edits 

1st Qtr PY 2012 2,607 $  7,544,177.55 

2nd  Qtr PY 2012 4,068 $10,697,954.53 

3rd Qtr PY 2012 1,536 $  6,472,249.56 

4th Qtr PY 2012 559 $  2,205,318.16 

1st Qtr PY 2013 1,053 $  3,413,738.12 

2nd Qtr PY 2013 1,107 $  5,019,961.70 

3rd Qtr PY 2013 1,023 $  4,179,542.34 

4th Qtr PY 2013 1,094 $  3,049,481.74 

1st Qtr PY 2014 1,389 $  3,853,629.07 

2nd Qtr PY 2014 1,157 $  2,510,539.33 

3rd Qtr PY 2014 1,621 $  7,873,432.21 

4th Qtr PY 2014 1.487 $  4,665,197.77 

1st Qtr PY 2015 1,404 $  5,901,903.17 

2nd Qtr PY 2015 1,668 $  6,930,288.41 

3rd Qtr PY 2015 2,897 $10,800,874.08 

4th Qtr PY 2015 2,498 $10,685,255.24 

1st Qtr PY 2016 3,071 $13,027,717.82 

2nd Qtr PY 2016 2,543 $13,547,682.34 

3rd Qtr PY 2016 2,871 $10,360,017.78 

4th Qtr PY 2016 3,107 $15,262,995.27 

1st Qtr PY 2017 2,580 $  8,558,641.28 

2nd Qtr PY 2017 3,876 $15,960,661.94 

3rd Qtr PY 2017 3,696 $18,864,824.74 

4th Qtr PY 2017 4,768 $20,217,736.28 

1st Qtr PY 2018 3,926 $15,683,180.63 

2nd Qtr PY 2018 4,073 $20,576,701.38 

3rd Qtr PY 2018 4,144 $17,375,843.66 

4th Qtr PY 2018 4,544 $21,591,987.11 
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Overpayments 
 

The previous PEBP health plan administrator (UMR) provided HealthSCOPE with  

a report displaying the outstanding identified overpayments reflecting a grand total  

of outstanding overpayments at $1,751,949.42. HealthSCOPE conducted much research 

on these overpayments and found that 507 of these claims were deemed as no longer 

valid due to providers showing items that were already paid to UMR, corrected claims 

were sent to resolve the issue, etc.  
 

HCA requested an overpayment report that reflects the identified current outstanding  

overpayments incurred since the beginning of the contract period with HealthSCOPE.  

This report reflected a current total of 4,492 (a decrease of 464 from the previous  

report) overpayments with a potential recovery value of $2,479,713.91 (an increase of  

$662,185.91) for HealthSCOPE. Detailed information regarding outstanding  

overpayments can be reviewed in a separate Supplemental Report, which for  

confidentiality purposes is not included in this report but is made available to PEBP staff 

 should they request it. 

 

HSB’s policy is to keep all identified overpayments active for potential recoupment(s 

The breakout of overpayments identified by the year paid are as follows: 

 

 Period    # of Claims  Due/Potential Recovery 

- Fiscal Year 2012                       181   $     68,132.09  

- Fiscal Year 2013        722     $   237,301.75  

- Fiscal Year 2014        451     $   104,811.80 

- Fiscal Year 2015         458   $   164,041.95 

- Fiscal Year 2016         682   $   264,167.40 

- Fiscal Year 2017                       641                     $   369,743.82 

- Fiscal Year 2018     1,357                     $1,271,515.10 

TOTAL      4,492   $2,479,713.91 
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Of the 1,357 current (Plan Year 2018) identified outstanding overpayments  

(HSB only), 44.2% were found to be caused by external sources that are not a cause of  

the HealthSCOPE adjudication processes. Breakout of the HealthSCOPE’s most 

current (PY18) overpayments (by claim count) are listed by reason as follows: 

 

23.78% Incorrect Benefit Applied 

21.33% SHO Pricing Correction 

15.19% No COB on file 

14.22% Incorrect Rate Applied 

6.67% Service not covered 

5.11% Provider caused, rebilled, charges billed in error, corrected EOB 

3.11% Corrected HTH Network Pricing 

3.11% COB incorrectly calculated or not applied 

2.89% Retro termination 

0.96% Duplicate 

0.59% Adjusted after medical review 

0.59% Industrial and/or possible Workers Compensation claim 

0.44% Processed under the incorrect provider 

0.37% Paid PPO provider as NON PPO 

0.37% Processed under incorrect patient 

0.30% Pharmacy claim deductible/Co-Insurance error 

0.30% Incorrect assignment applied 

0.22% First Health Pricing Adjustment 

0.15% Subrogation error 

0.07% Timely Filing 

0.07% PreCertification 

0.07% Paid NON PPO as PPO 

0.07% Paid Asst. Surgeon as Surgeon 

 

Subrogation 

 

HCA requested a subrogation report that can be reviewed in a separate Supplemental 

Report, which for confidentiality purposes is not included in this report. It is made 

available to PEBP staff should they request it. 

  

 This report reflects open subrogation claims representing a current potential recovery 

amount of $4,079,865.20; an increase of $761,842.26 from the previous quarter. 

 

Reports received from HealthSCOPE reflect that subrogation recoveries for the audited 

period was $454,690.02.  After contingency fees were paid, PEBP received $341,017.  
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HealthSCOPE system will apply a pursue and pay subrogation policy as directed by  

PEBP. Per HealthSCOPE, subrogation is determined and pursued on all claims where the  

total amount paid equals to or exceeds $1000 (one thousand).  

 

HealthSCOPE does identify possible subrogation cases internally. HealthSCOPE utilizes  

a third party vendor for recovery of monies. Vendors are paid a contingency of which the  

administrator receives a portion of and disclosed within RFP 1983 for Third Party Claims  

Administration. 

 

HealthSCOPE does not conduct auditing of outstanding subrogation cases sent to 

their vendors, but sends any cases not picked up by the main vendor to another  

vendor for review. 

 

HealthSCOPE depends on the external vendors to conduct the appropriate International 

Classification of Diseases (ICD) sweep checks for subrogation detections. HealthSCOPE  

is currently utilizing the new ICD-10 conversions and the coding has been completed 

within their system. 

 

Per HealthSCOPE, claims related to Worker’s Compensation are denied. 

 

Recoupment and payments for subrogation claims are assigned as directed by PEBP. 

 

 

High Dollar Claimants 
 

Per the request of PEBP staff, HCA has requested a report to identify the number 

of active, retiree or COBRA elected participants or dependents who have  

obtained a plan paid level of $750,000.00 or greater. 
 

This report reflected forty-one (41) members and twenty (20) dependents for a total  

of 61 active participants, who have obtained this level of plan payment participation  

representing an accrued dollar paid amount of $83,306,773.26. 
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Personnel 

 

The audit included a review of the HealthSCOPE personnel dedicated or assigned to 

PEBP. The current Organization Chart for individuals assigned to the PEBP plan, is, with 

changes, as follows: 

 

  State of Nevada Manager; 

  Vice President – Quality Assurance; 

  Sr. Vice President Operations Customer Care; 

 Executive Account Manager; 

 Client Relations Manager;  

 Financial Operations Director; 

 Provider Maintenance Specialist; 

 Financial Analysts, 3 individuals; 

 Funding Supervisor; 

 Claims Administration Director;  

 Claims Administration Supervisors; 2 individuals; 

 Claims Analysts, CHANGE, 2 individuals deleted and 2 individuals added for a total  

                                         of 12 individuals;  

 Eligibility Director; 

 Eligibility Supervisor; 

 Customer Service Vice President; 

 Customer Service Director; 

 Customer Service Representatives, CHANGE, 3 individuals deleted and 3 individuals  

                                                                       added for a total of 18 individuals;  

 Scanning Services Manager; 

 Recoveries Manager;  

 Recoveries Specialists, 2 individuals; 

 Vice President Data Services;  

 Senior Data Analyst; 

 Chief Information Officer; 

 Data Architect 

 Computer Domain Hosting (CDH) Services Manager; 

 Sr. Vice President-Legal and Compliance; 

 COBRA Service Manager;  

 Customer Care Supervisor;  

 Customer Care Representatives, total of 3 individuals.   
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HealthSCOPE System Overview 
 

This section details the HealthSCOPE adjudication system capabilities and operations as 

they pertain to the PEBP Health Plan. These operations typically do not change on a 

regular basis and remain redundant within subsequent audit reports, thereby, are only  

displayed within the first quarterly audit report for the fiscal year. The quarterly audit 

includes the review of the following operations, however, if any changes or defects are 

identified, they will be reported immediately within the audited period report: 

 

 HealthSCOPE Policy/Procedures 

 Eligibility  

 Deductibles, Out-of-Pocket and Benefit Maximums  

 Unbundling/Rebundling  

 Concurrent Care  

 Code Creeping  

 Procedure, Diagnosis and Place of Service  

 Experimental and Cosmetic Procedures  

 Medical Necessity/Potential Abuse Guidelines and Procedures  

 Patterns of Care and Treatment for Physicians  

 Mandatory Outpatient/Inpatient Procedures  

 Duplicate Claim Edits  

 Adjusted Claims  

 Hospital and Other Discounts  

 Hospital Bills (UB-92) and Audits  

 Filing Limitations 

 Unprocessed Claims Procedures 

 Reasonable/Customary and Maximum Allowances  

 Membership Procedures  

 COBRA Administration  

 Provider Credentialing  

 Coordination of Benefits  

 Medicare  

 Controlling Possible Fraudulent Claims and Security Access  

 Quality Control and Internal Audit  

 Internet Capabilities  

 Communication between Utilization Review (UR) and Claims Department  

 Claim Repricing Capabilities  

 Banking and Cash Flow  

 Reporting Capabilities  

 General System  

 Security 
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HCA CLAIM AUDIT PROCEDURES 
 

HCA selects a valid random sampling of claims from the client's current detailed claims 

listings.  The third party administrator is advised of the audit and requested to provide 

either limited system access or paper reproduction of the entire file associated with each 

random claim. 
 

Each random claim and file is reviewed comparing eligibility and benefits to information 

provided by the client. Third party administrator personnel are questioned regarding any 

discrepancies.  Entire files are reviewed to assure the client that deductibles, out-of-

pockets benefit maximums and related claims are processed correctly.  This allows HCA 

to verify all details of the client's benefit plan.   
 

Audit statistics involve only those claims chosen in the random selection.  If a randomly 

selected claim HealthSCOPE been recalculated or corrected prior to the release of the 

random selection for the audit, an error was not charged for the original miscalculation.  

HCA will, at its opinion, comment on any claim in the random claim history to illustrate 

situations it feels the client should be aware of or specific areas requiring definition. 
 

A payment error is charged when an error identified in claim processing results in an 

under/ overpayment or a check being paid to the wrong party. Assignment errors are 

considered payment errors since the plan could be liable for payment to the correct party.   
 

In situations where there is disagreement between HCA and the third party administrator 

as to what constitutes an error, both sides are presented in the report.  Final determination 

of error rests with the client. 

 

 

AUDIT RESULTS 
Listed below are the errors or issues of discussion found by this audit while processing 

the claims for PEBP. 

 

Ref. No. 002            Outpatient Hospital             HSB claim no.  

           NOT charged in statistical calculation. Note to client for information only. 

           Is DOS 3/8 & 3/9/18 allowed rate incorrect or DOS 3/1/18, 3/8/18 & 

           3/5/18? 

           HSB response: DOS 1, 2 & 5 are incorrect and need to be adjusted. 

 

Ref. No. 013            Medical                         HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           93010 charge 20.76 

           Claim originally allowed & paid at 20.76 as non-PPO on 3/23/18 

           Claim reversed 4 times & paid as PPO on audited claim on 4/2/18 

           HSB response: No error. Original was reversed & sent to Aetna for 

           pricing. Nothing was paid on this transaction. They are non-par with HTH. 
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Ref. No. 014            Medical                         HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           Claim xxxxxx: 

           REV 490   chg 7500.00   allow UCR 1315.15   ded 1284.55   coins 15.15 

           paid 15.15 on 4/6/18 

           Claim adjusted on 6/19/18 to pay as PPO: 

           allow 1,104.49   coins 220.90 = 883.59 paid 

           Since this is a PPO provider under SHO network, why was original claim 

           paid as non-PPO? 

           HSB response: Provider was Par effective 3-1-17. They were not linked 

           appropriately. This was identified and a report ran and completed of all 

           impacted claims. No error. Adjusted prior to audit pull. 

 

Ref. No. 019            Medical                         HSB claim no.  

           Underpayment - $785.95 

           B4149   chg 1306.20   units 525   allow 651.00 

           S9342            750.00             30              375.00 

                                                                         1,026.00 

                                                                           (545.90) ded 

                                                                           (240.05) coins 50% 

                                                                            240.05  

           Provider is PPO – 598 services w/ this provider since 2012 

           Member/patient has met the OOP. EOB states PPO provider. Claims  

           paid for this DOS before and after paid at 100% of allowance(s). 

           1) Shouldn’t audited claim be paid at 100% of $1026.00 allowable  

           versus 240.05? 

           2) Paid as non-PPO versus PPO? 

           HSB response: 1) Yes. Should be PPO in network.  2) Analyst error. 

           Should be PPO. U/P $785.95. 

 

Ref. No. 022            Outpatient Hospital             HSB claim no.  

           Underpayment - $111.68 

           Charge 1115.00   allow 558.39 

           Services are for first colonoscopy of plan year. Last colonoscopy in 

           Jan 2017 allowed as routine. 

           Please provide policy for PEBP on frequency of colonoscopy as routine. 

           3-5 years?  

           HSB response: Agree. Should have been considered as wellness benefit. 

           UP $111.68.  

 



 

   HCA  07/18                                               Page  17              St.NV.PEBP/HSB 4th Qtr PY 18 

 

Ref. No. 028            Medical                         HSB claim no. 

           Overpayment - $303.00 

           Original claim xxxxxx 

           REV 551   chg 244.00   allow 151.50 

                    424          282.00                0.00 

                    551          244.00             151.50 

                                                            303.00 pd on 1/9/18 check xxxxxx 

           Audited claim: 

 

           REV 551   chg 244.00   allow 151.50 

                    424          282.00             162.50 

                    551          244.00             151.50 

                                                            465.50  

                                           Payable    282.00 

                                           PPO Adj  183.50 

                                                            465.50 pd check xxxxxx 

           Appears 465.50 paid on audited claim on 4/10/18 versus 162.50? 

           Note: No reversals/other adj on claim   

           HSB response: Agree. When audited claim came in, the original claim 

           Should have been adjusted to just pick up additional payment. OP $303.00 

 

Ref. No. 097            Medical                         HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           This claim is for labs w/DX: Z0000 routine exam 

           Claim xxxxxx DOS 4/20/18 is for routine exam paid at 100% w/ DX: 

           Z0000. 

           1) Should audited claim be adjusted to pay at 100% versus 80%? 

           2) Should claim xxxxxx, Quest Labs DOS 4/7/18 paid 31.94 w/DX: 

           Z0000 also be paid at 100% versus 80%?  

           HSB response: 1) No. Lab claim received first & paid as no routine 

           OV 10 days prior or after DOS.  2) No. No OV 10 days prior or after 

           DOS. 
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Ref. No. 143            Medical                         HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           Term 3/1/18 – retro term – HSB notified June 2018 

           99223   chg 413.28   allow/pd 106.56 

           Claim reversed 7/2/18, reprocessed on 7/2/18 to deny as after term 

           1) Per 4/21/17 message Medicare prime 9/1/17. Appears member did 

           not enroll in Medicare. When this claim was originally processed 

           shouldn’t we have assumed Medicare & processed as COB? 

           2) In situations like this where Medicare s/b prime but member not 

           enrolled, does HSB have an SOP requiring claims to be automatically 

           COB’d as if enrolled in Medicare or should claims be denied until  

           enrollment info received?    

           HSB response: 1) No – active members are not required to enroll in 

           Medicare. See attached directive from PEBP.  2) No – this is client 

           specific. Medicare enrollment is checked monthly for PEBP. 

 

Ref. No. 357            Medical                         HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           Claim xxxxxx surgeon’s bill for DOS 5/22/18 

           43279   chg 5692.96   allow 5408.31   pd 4622.66 

           Claim xxxxxx assistant surgeon’s bill for DOS 5/22/18 

           43279.80   chg 1423.24   allow 1352.08   pd 1352.08 

           Shouldn’t assistant surgeon’s bill be no more than 20% of surgeon’s 

           allowable as per PEBP rules/SPD? 

           HSB response: No error. Per Mayo Clinic contract, they apply all cuts 

           prior to submitting claim. 

           HCA Note: Per SPD: “Assistant surgeon’s fees will be reimbursed for 

           medically necessary service to a maximum of 20% of the eligible expenses 

           payable to the primary surgeon.” 

 

Ref. No. 393            Medical                         HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           Claim xxxxxx same DOS as audited for outpatient surgery – Renown  

           paid as: 

           allow 13,391.00 – 2522.56 coins = pd 10868.44 

           Claim contains REV 922 which was allowed at 49% of BC. Per new 

           contract effective 5/1/18, REV 922 s/b allowed at 47.11% of BC. 

           Allow for claim s/b 13,342.74 – 2522.56 coins = 10,820.18 payable 

           Claim overpaid 48.26 

           HSB response: HTH agrees priced incorrectly. 
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Ref. No. 430            Dental                          HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           Billed under individual DMD 

           D0150   chg 88.00   allow 62.00   pd 62.00 

           D0274          72.00             53.00        53.00 

           D0330         117.00            79.00        34.40 

           D1120           81.00            60.00        60.00 

           D1208           29.00            26.00        26.00 

           Claim xxxxxx exact duplicate of services – billed under dental group name 

           Paid D0150 at 62.00 & D1120 at 60.00 = 122.00 paid 

           Duplicate payment? 

           HSB response: Txxxxxx – audit claim auto paid on 6-13-18 – no 

           error. Duplicate trans xxxxxx billed with different tax id. Different  

           providers. Txxxxxx – overpayment will be requested.  

 

Ref. No. 453            Medical                         HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           Originally claim paid on 5/29/18 under claim xxxxxx as non-par provider 

           w/169.00 going towards deductible & 96.00 not covered. 

           Audited is adjusted to now pay as par w/corrected HTH repricing. 

           Appears HTH incorrectly identified as non-par? 

           HSB response: Yes. Claim initially returned 6/13/18 as non-contracted. 

           Reprocessed on audited transaction. 

 

Ref. No. 504            Outpatient Hospital             HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           REV 278   1679.00 x 40% 

                    636   did not reach threshold of $1838 

                    360   CPT 93656 & 93657 

                    480   CPT 93312, 93320, 93325, 93613 & 93662 

           Charge 215,084.00   allowed 47,575.45 

           Please provide adjudication/contract application to this claim. Could 

           not match.    

           HSB response: Non-covered implants included in discount instead of  

           non-covered. Analyst error. No change in pricing or allowable.  
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Ref. No. 509            Inpatient Hospital              HSB claim no. 

           NOT charged in statistical calculation. Note to client for information only. 

           Charge 397,322.75   allow 108,771.80 paid at 100% 

           Shouldn’t adjudication be: 

           REV 111 x 15 days x 2965.00   =   44,475.00 

                    200 x 5 days x 3557.00     =   17,785.00 

                    278  $30,334.00 x 40%     =   12,133.60 

                    636  $85,945.50 x 40%     =   34,378.20 

           DRG 31 Surgical add-on            =    2,816.00 

           Appears Surgical add-on not applied?  

           HSB response: Agree. HTH pricing attached for claim. We checked with 

           portal & there is corrected pricing there but this was not sent to HSB. We 

           have double checked all reports. Claim will be corrected.   

 

Ref. No. Focus 18 

           NOT charged in statistical calculation. Note to client for information only. 

           First date of dialysis 6/22/15. Per notes Medicare effective 12/1/17 – claims 

           not being COB’d with Medicare. 

           Why were dialysis claims from DOS 12/1/17 forward not COB’d with  

           Medicare? 

           HSB response: Disagree. Per CMS – Part B voluntarily termed 1/31/17. 

           This is an active employee. The 12/1/17 effective date is for Part A only. 

           These charges pay under Part B. 

 

 


