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Rachelle Galant:  Hi, everyone. This is Rachelle Galant, and we are very much 
excited to welcome you to our Webinar. We're going to get 
going in just a few seconds. There's still a couple of people 
who are entering the Webinar, and we're looking forward to 
it, so thank you all. 

Okay, let's get started. So good morning. Good afternoon. 
My name is Rachelle Galant, and I'm the Vice President of 
marketing for CMT Solutions, and it is my pleasure to 
welcome you to our Surprise Billing and Financial 
Transparency Webinar. This is the second in our series.  

So that's why you see part two. We had our first webinar 
back in September with Adam Buckalew. I'd like to thank you 
all for attending, and before I introduce our speaker, I'm just 
going to go through a quick slide on CMT Solutions. We are 
the first diagnostic hub services focused company. We were 
founded in 2017 when health plans and payers began 
requiring physicians to perform prior auths for our diagnostic 
testing. And in those four years, we currently have 45% of all 
OBGYNs in our network. And our network has over 72,000 
physicians, and we have 30+ current laboratory customers.  

So it is my pleasure - I'm really looking forward to hearing 
our speaker today, Julie Barnes. Julie is the founder and 
principal of Maverick Health Policy. She has a law degree 
from American University, and Julie is a health care policy 
expert with a great deal of experience helping the private 
sector navigate the fast-moving federal government activities 
that impact the healthcare system. Before we get started, I'd 
like to say some minor housekeeping this webinar is being 
recorded. It'll be available shortly after this session is over 
and it will be sent out to all attendees. 

You can ask questions via our chat. Rory here will be 
monitoring our chat and will be helping. And all attendees 
are in a listen only mode, and we'll take questions at the end 
of the session once Julie goes through her presentation. So 
without further ado, I'd like to turn it over to Julie. 

 



 

 

Julie Barnes: Well, thank you so much, Rachelle and Rory, it's so good to 
be with you all today. Congratulations for making time for a 
webinar in the midst of the holiday rush. We will make this as 
painless as possible and just give you the news you can use. 
And we'll begin with what I feel like is breaking news. A 
couple of weeks ago, the White House announced their 
winter plan for how to deal with COVID-19, that pandemic 
that just won't go away, by saying among many, many other 
things, that health plans would reimburse individuals when 
they bought at home COVID tests. 

 
That's kind of a new big deal. So basically, not only are they 
going to be giving away a lot of at home over the counter 
COVID tests for free, they will also be asking private health 
plans to reimburse individuals for their buying them. So that 
happened on December 2 and ever since there has been a 
massive lobbying campaign because there needs to be 
pretty substantial guidance in order to explain exactly how 
this is going to work. So we just wanted to flag that for you. 
It's kind of the issue of the day for health insurance plans, as 
you might imagine, so that they can understand what the 
limitations of this policy is going to be, if any, how you 
prevent fraud and abuse and price gouging whether or not 
there will be any quantity limits on how many people can buy 
and be reimbursed for. 
 
And then, of course, I'm sure all of you have noticed, I've 
heard it's happened all over the country, that there's supply 
chain issues with these over the counter tests. So although 
the federal government has contributed a copious amount of 
money to manufacturing these over the counter tests, they're 
just not available yet. So we'll see on January 15th, what 
happens with the new guidance that's supposed to come out 
from three different agencies, that the ones that are being 
lobbied so hard right now about what should be included in 
that guidance. 
 
If you are interested in hearing more about this after that 
January 15th date, please tell your contact at CMT Solutions 
and we will see what we can do about putting on another 
webinar about that, at least in part, because I know that'll be 
interesting for you all as well. So that is the latest and 
greatest and has nothing to do with the no Surprises Act. But 
we're moving on now to the No Surprises Act, which is the 
bulk of our program today. And just to give a sense about 



 

 

what it's all about, it's really just this first bullet. Really 
Congress, who thinks of people in the form of voters, 
 
some people call them patients, some people call them 
individuals. Congress calls them voters, and voters have had 
a long term pain point with surprise medical bills. So 
Congress wanted to fix that. So now basically the object of 
the game with the no Surprises Act is that that will no longer 
happen ever. People will not be surprised by a medical bill 
that they did not know was coming - ever. So if you just 
listen to the rest of this presentation with that in mind, and if 
you have questions about it, and you really do look through 
the prism of "Would this surprise a person if they got it in the 
mail because they didn't know about it because X-Y-Z" that's 
no longer allowed. 
 
So if that's a thing, that's the answer. That's where this is all 
coming from. So basically, we're now holding patients 
harmless from big surprise medical bills, and these other 
three bullets are about how to make that happen. So 
essentially, health plans are going to only hold individuals 
accountable for the cost sharing they would normally be held 
accountable for if the service was in-network - it was part of 
their covered benefit, and it was provided by an in-network 
provider. The other two parts of this very massive and 
complex law is how you go about arguing between plans and 
providers about what the payment should be, because now 
the patients are left out of it. 
 
So there is no component where people are a part of it 
unless they're uninsured, in which case they don't have 
anybody to argue for them. But insured people don't have to 
fight about what gets paid and what doesn't get paid ever 
again. It is literally only between providers and plans now, 
and there's a new arbitration process in place and the law to 
explain how that process works. The other part is the price 
transparency provisions, which really just mean the 
explanation and all the different ways that people can find 
out how much things cost, what they can expect to pay out-
of-pocket, what providers can get expected to pay by plans 
and what plans should be expected to pay. 
 
So basically every different kind of way you can make prices 
transparent. So that is what the no Surprises Act is in a 
nutshell. We go to the next slide. I just did a quick and dirty 
of all of the mandates because you can't have that be the 



 

 

case in this law without a number of new rules and 
requirements that are not currently in place by any stretch of 
the imagination. The first one is to give notice to people 
about everything I just said. So health care providers and 
health plans now have to notify people about their rights. So 
they get to know at the time that there are no more 
surprises, and the law does a good long diatribe about how 
to make that possible, in addition to a number of 
implementing regulations we'll talk about in a minute. It also 
requires a very specific payment formula in order to 
understand exactly what people will pay out-of-pocket, 
otherwise known as cost sharing. So health plans have to 
pay what is now known as the qualifying payment amount, 
which is not one amount. It is not the in-network amount. It is 
not a particular amount at all. It's basically a formula that 
says: Dear plan, this is what you have to look at in order to 
figure out what the amount is, and that's what the qualifying 
payment amount is all about. 
 
And really the whole purpose of that even existing is so that 
plans understand exactly how to calculate what is out-of-
pocket for people. Again, a consumer centric bill, if there 
ever was one. It's about what the patients pay. And then we 
talked about the arbitration process. So there is an entirely 
new dispute process that is really undergoing a lot of 
litigation and is under pressure. But as far as we know, the 
independent dispute resolution process will begin on 
January 1, 2022. So despite the fact that there is a lawsuit 
challenging it, or two, and a number of bipartisan members 
of Congress that are trying to get the agency to sort of 
change its guidance on this, as far as we know, January 1st, 
it's totally happening. So that's the arbitration mandate, and 
then we have the transparency that we talked about. So 
that's really about estimating in good faith, what people have 
to pay. And it's also about plans explaining like they do now, 
but better and beforehand, of what people can expect from 
their benefit package and in advance of the services actually 
being provided. So there's sort of a laundry list that we'll go 
over in a minute about what all those things involve. 
 
So if we go to the next slide, we just want to talk about who it 
impacts. I could have just put everyone but really, again, if 
you put the sort of consumer centric glasses on and look 
through that prism through all of this, that's really what it is. 
Anyone who can be surprised by a medical bill or anyone 
who is in the position of surprising with the medical bill is 



 

 

who's impacted. It's simplified, but that's it. That's really it. So 
for you all, I just wanted to put a finer point on it. 
 
So labs are in a particularly interesting position because a lot 
of times you all operate your processes off campus, off site 
from where the patient is actually getting services. So that is 
sort of an interesting conundrum on how you're supposed to 
be doing all this when it sort of hangs in the balance of 
patient interaction that you don't have. So how does that 
work? Well, it really does apply to you almost always, 
anyway. And it's because the hook is whoever is providing 
the services at the point of service, whether it be a hospital 
or a clinic or a physician group or whatever, really labs, 
whether they are participating or non participating, so long 
as it's a covered service, so long as that lab test is 
something that's covered by the health plan, certainly in an 
emergency context, but a lot of times in a non emergency 
context as well. It is covered by this law. Labs are covered 
by this law. So I gave an example just to make it easy. An off 
campus, non participating lab that does not participate with 
the health plan gets a sample collected from the patient 
during a visit, at a participating facility with the health plan, 
that's covered. So that starts on January 1, 2022. So 
hopefully that clears up some, how does this really work? 
But just in case it doesn't, we have another one. 
 
So the next slide has two different scenarios. One on the left 
is the in-network scenario, and one on the right is the out-of-
network scenario. So if you do the in-network where a 
patient goes to their own physician for nausea and the 
provider says, okay, I don't know what's wrong with you so 
we're going to order a series of blood tests. And sends the 
blood tests off to an off site nonpar(ticipating) lab, and that 
lab, of course, does what it does. And the blood tests are 
just almost always covered by the insurance plan. In that 
scenario, the lab may not balance bill the patient for any part 
of those lab tests that is covered. No two ways about it. On 
the right hand side, we have the out-of-network situation 
where a patient has an emergency, goes to the hospital, 
does not participate in his insurance, which of course doesn't 
matter because it's an emergency, and they get treatment 
and the copious amount of lab orders go to the hospitals on 
site but non participating lab. Those blood tests that are 
performed by the lab that does not participate in the health 
plan are absolutely covered by No Surprises Act because 



 

 

again, pretty typically, those kinds of tests are going to be 
covered by the health plan benefits. 
 
So they're covered in an emergency situation, regardless of 
whether the providers, including the lab, are participating or 
not participating. So those are our two scenarios. There's 
obviously other scenarios. But you notice in both of these 
scenarios, the No Surprises Act applies, and there's no 
balance billing, which is kind of what they're trying to typically 
make true. So that's our other set of examples. Hopefully, 
that helps with sort of operationally how this works. I put 
together another sort of decision tree so that you can sort of 
work through when exactly the No Surprises Act applies. 
 
So you kind of go through these series of questions, and 
there is a big difference between uninsured and insured 
patients. So for an uninsured patient, the No Surprises Act 
makes sure that there's a moment there where there's a 
discussion between the provider and the patient about how 
much they can expect to pay. And of course, this is going to 
be in all scenarios, but most importantly of course, for the 
non emergency scenarios, when they have days, maybe 
weeks to decide if they're going to actually get services. 
 
So that is something that is specifically in the law that takes 
place starting January 1, 2022, where if the uninsured go 
and get services that require additional services after that, 
they get a good faith estimate from the provider. And if that 
includes lab test, and it includes a good faith estimate of 
what those lab tests cost. So that happens right away if you 
have an insured patient and that lab test is a covered service 
under the health plan, number two is if it's not covered. So if 
it is not a covered lab test, which we all know, there's plenty 
of those these days. And I think increasingly we'll see that be 
true with some genetic testing. If it's not covered the No 
Surprises Act does not apply. So that is sort of one of those 
questions that you need to ask in order to determine whether 
or not the Act applies. The number three question you would 
want to ask is whether the patient sample was collected as 
part of a visit for emergency services. Well, not almost. I've 
got to just be more black and white about it. The No 
Surprises Act applies to lab tests in emergency scenarios. 
Full stop. So the only question right now is whether an 
urgent care center counts as emergency services, and it 
probably depends on what the state says about that. But 
mostly if it counts as an emergency service lab test supply, 



 

 

there's no sort of other moment there. The other question 
you ask is whether the sample is collected as part of a visit 
for non emergency services by an in-network provider. So if 
the ordering health care provider is a participating facility 
with the patient's health plan, then any non emergency lab 
test that's of course covered, a covered benefit, is also 
subject to No Surprises Act. 
 
There you go. It's a lot, mostly because it's just not a direct 
application of the law to labs. For providers that see patients, 
this is much more straightforward. And for health plans, it's 
much more straightforward. But for sort of attendant too kind 
of services, ancillary services. It's not really as intuitive. So 
hopefully that helps with those examples and the decision 
tree. Let's move on to where you can find out more about 
this. Not that I would want you all to read any of these or 
bother yourself with them. Although I understand there's 
going to be resources at the end of this webinar. I mean, 
that's what people like me are for. So you don't have to read 
all these things. Mostly, what I want to flag for you is that 
there's really only three things on this list that I think truly are 
important to you. Again, that's still thousands of pages. No 
lie. So just avoid that like the plague. Call someone like me. 
Call lawyers in order to figure out if you're confused after a 
couple of presentations on this stuff because here's the 
thing. 
 
These five sets of rules here and guidance are not the end. 
They're the beginning. This is an incredibly complex law, and 
I will explain in a little bit just how many more are coming. It 
is truly overwhelming. It is for someone that does this for a 
living overwhelming. So you don't want to have to do it, too. 
Bottom line is the ones that you want to pay attention to our 
July 1st and September 30th, and that's what we'll go over 
next, because those are the bulk of the rules that you need 
to pay attention to, given who this audience is. 
 
So if we go to the next slide, this was the first one that came 
out by statute. It was due by July 1st, and it basically laid out 
the main tenets of the law. And as you can see, the main 
tenet of law is you cannot balance bill anymore. You cannot 
surprise people anymore with medical bills. And so that 
means for all emergency services and for out-of-network 
charges for out-of-network care at an in-network facility. So 
that means, again, labs. So if you're out-of-network and 



 

 

that's supposed to be non emergency services, that's 
confusing. 
 
Sorry about that. So it's supposed to be out-of-network 
charges for non emergency services. But bottom line is that 
if you're a lab, there are just so few scenarios that balance 
filling would be allowed. But here's the deal. Out-of-network 
providers can sort of cop a deal with patients they can 
provide notice plans have to do it, too. But providers have to 
give patients notice about their protections and then Institute 
a consent process if there's no way around getting out-of-
network help for a given medical service. 
 
Again, pretty darn rare for this to happen in the lab test 
scenario, there is no exception for non emergency ancillary 
services. So that third bullet there that says notice consent 
exception to balance billing. You can balance bill if you give 
notice and you get consent. But that's not true for non 
emergency ancillary services like lab tests. Of course, 
there's an exception to the exception because this is a law 
and there always is accept advanced diagnostic lab tests. 
Here's why advanced diagnostic lab tests are special in that 
regular people can go get something themselves. 
 
They can choose among disparate advanced diagnostic 
laboratories to choose something that they want to go get 
according to what their provider is suggesting. So Congress, 
I'm told, in its wisdom decided that they wanted to leave this 
as an exception so that people could make that choice and 
pay extra if they felt like a particular lab was important for 
what it was that they are ailing from. So that is an exception 
to the rule. You can balance bill, though, if you're an 
advanced diagnostic lab test, if you get consent, otherwise, 
not so much. 
 
So I just wanted to make that clear. The last thing that the 
July interim final rule mandated was really this formula that 
we talked about already. So that health plans sort of review 
that qualifying payment amount formula and apply it to the 
situation. So it's sort of a laundry list of how you determine 
what the payment amount is for a given service for a given 
provider in a given region. So that is what July said. Then we 
move on to September. And that's really when interesting 
things began to happen, because Congress in the No 
Surprises Act thought, I think, according to a lot of members 
of Congress, were trying to lean in the direction of the health 



 

 

care providers, at least making it sort of an even Steven 
debate between plans and providers about how much they 
get paid. When in fact, these rules issued in September 
really leaned in the payers direction. Just straight up, health 
plans average median, which is not the same. But I don't do 
math for a living so you'll have to excuse me, but payers are 
supposed to do the median contracted rate as their default. 
 
And they would, of course, do that sort of anyway and do 
that anyway. The difference now is when you go to court, 
they'll win with that. So there is a rebuttable presumption, as 
we lawyers like to say, if health plans hold up that dollar 
amount and can prove it's the median contracted rate for that 
kind of provider for that kind of service in that region, and 
that's what they normally do. Sort of a usual and customary 
rate, right. And providers don't have some sort of outlier 
bizarre, couldn't have anticipated that other offer of a 
reimbursement rate that would totally sort of combat the 
median contracted rate, payers win. 
 
So basically, the independent dispute resolution is very anti 
go arbitrate this. It basically demands that plans and 
providers get it together ahead of time because going to 
arbitration is very lopsided as the way these rules are 
written. It's just true. Sometimes I feel like I should be more 
even handed about what I say, but it's just true. So there it is. 
The other thing that I'll mention about that final rule are the 
uninsured rules that I've referred to a couple of times now. 
But just to put a finer point on it, this is the only thing that's 
sort of happening immediately. 
 
So in two week’s time, if an uninsured patient shows up and 
will need to get ongoing services, that is a moment where a 
good faith estimate must occur. And if bad things happen 
after a good faith estimate was issued and the service was 
delivered, and then there is a bill that comes that surprises 
the uninsured patient afterwards, they have their very own 
dispute resolution process to go through. And it costs them 
almost nothing to go to dispute that with the hospital or the 
provider. It goes to show you just how important that 
Congress and the agencies felt like this was that you are not 
surprising people and when you have a situation where they 
don't have a heavy weight, like an insurance company to go 
to bat for them, they're going to provide a sort of beyond fair 
process for them to avail themselves of in that situation. So 
that's for uninsured, and that happens in two weeks, which is 



 

 

probably not what everyone is expecting, who's not listening 
to these kinds of presentations. But that's the case. And then 
finally, every state, this is more of a health plan thing. But 
every state has an external review process. 
 
And basically health plans now have to know that it is 
possible for that external review process to include No 
Surprises Act related stuff. So that wasn't true before. But 
now it's true. And it's really just a health plan thing. So that is 
what we have to say about those two rules. And if we go on 
to the next slide, I'll just get into it a little bit with what the 
good faith estimate is all about. 
 
So obviously it's an estimate of the cost of whatever the 
items and services are likely to be. Here's what's true, and 
it's not under obvious to anyone: medical care is not black 
and white. So you can try to do a good faith estimate of the 
anticipated items and services. But the thing is, you might 
not know. So particularly with more complex situations 
there's constantly scenarios where you didn't realize you'd 
have to do this or you'd have to do that. So this is sort of 
striking fear into the hearts of the folks that have to put good 
faith estimates together. So mostly hospitals are going to be 
charged with this because they have the administration to do 
it. 
 
Really what's known as co-providers, people that are 
attendant to whatever the facility is, that's sort of running 
herd over all of the services. Those folks have enforcement 
discretion for lack of a better way of putting it for about a 
year. So mostly in the near term, it's the bigger facilities that 
will have to somehow magically, frankly, put together these 
good faith estimates and just hope for the best. And if you 
see number three, you can tell lawyers are involved right? 
There's going to be disclaimers all over the place. 
 
We tried really hard to get this right, we're just really not 
sure. Here's why this is particularly terrifying, in my mind. It's 
one thing for providers to aim and fire about their own 
services, right? It's one thing for hospitals and physicians 
and everybody else to sort of figure out this is what we're 
likely to do in this scenario. This is how much this typically 
costs, here it is. It's quite another thing for health plans to 
take that information and then write it down in an explanation 
of benefits in advance, because that's what patients care 
about. 



 

 

 
They care about what they pay out-of-pocket. So who are 
they going to be mad at? The providers that got it wrong 
about what was about to happen or the plans that said, "Oh, 
sorry, we didn't know about that extra $650. Sorry." Yeah, 
that's not going to go well. So this good faith estimate is a 
pretty critical component of the rest of it. So if we go to the 
next slide, we'll see what we don't know about yet. So in that 
laundry list of here's all the rules that already happened. 
 
The August FAQ, which is really guidance, frequently asked 
questions about the No Surprises Act and transparency rules 
that are already on the books. Basically, it was a laundry list 
of here's what we don't know how to write rules about yet, 
but we're going to do it later, love, the agencies. So those 
August FAQs were all about this is coming next, and here 
are all the things that are coming next. So it's sort of, again, 
mind boggling how much hasn't been done yet. The good 
faith estimates is up there for the insured. 
 
So insured good faith estimates is not a thing yet only for the 
uninsured. So good faith estimates, which is a trigger for the 
advanced explanation of benefits, right, for health plan and 
release, which makes sense. You can't have health plans do 
the math until the providers say what the good faith estimate 
is. So that's again, just logistically terrifying. If it's not just 
terrifying to know that everyone is now officially going to be 
mad at you when people didn't actually love their health 
insurance before. So that's the whole thing over there. 
 
Then you've got the provider directory transparency 
mandate, which basically says, "Dear health plan, you need 
to know exactly who's in-network and who's out-of-network 
every day all the time." And that's not exactly what the rules 
say, but I've been giving advice that goes something like 
that. And it's because how do you do the math? How are you 
right about all these calculations? If you don't know every 
day all the time, who's in and who's out. You can't. You can't 
apply the health benefit package if you don't know if 
somebody's covered or not covered by an in-network 
provider, an out-of-network provider, and all the copay 
changes that are intended to that and all that. So the online 
provider directories, which have always notoriously been 
outdated and terrible, are apparently going to have to be 
really updated, clean and lovely every single day. Or this 
whole thing isn't going to work. And then on the right hand 



 

 

side, you've got a whole other laundry list of price 
transparency mandates. So you've got, "Yes, you can 
compare provider rates and different items and services in 
terms of prices." So that again, it's not clear to me. Sorry, I 
should not laugh, but I don't know if you've noticed, but the 
health industry has not ever been good at that. 
 
The people that are good at that are called Amazon and 
Apple and Google and people like that or Expedia, right, or 
Yelp. This is not our area. So while these price comparison 
tools exist at some level and I can list off who they are, 
they're never used. There's no incentive to use them, and 
they're a small universe of the cost to be compared. So there 
is no universal truth. There is no equivalent of looking at all 
of the airlines that fly into Austin, Texas, one day. 
 
That's not true. And yet someday, apparently that's what's 
going to happen in health care. So it'll be interesting to see 
how that works out. The rest of this is also to be decided 
later. So the membership ID card information is almost 
uninteresting, it's not that hard for people. But the machine 
readable files are terrible. The machine readable files is 
basically like your worst nightmare set of spreadsheets, but 
way worse and not clear how exactly that's going to be 
useful for anyone except investigative reporters who are paid 
to look through all the spreadsheets and find that diamond in 
the rough about how one hospital is asking 20 times the 
amount for service than somebody else is. 
 
So the machine readable files is something else that 
everyone is struggling with how to actually make happen, 
and how to hire enough people to make it happen because 
it's something that's just never been true about how we 
basically keep our data in these health care systems. And 
then the continuity of care piece is really just another health 
plan thing that basically says if somebody is seeing a 
provider now, they get to see them later, too. And there's 
sort of a bridge from either a switch from one health plan to 
another, a switch from one provider to another. There's just 
mandates in there about how patients get to keep seeing the 
doctor they need to see in order to continue their care. So 
lots of mandates is really the bottom line. And hopefully you 
got that memo from this slide. So if we go to the next slide, it 
basically just shows you what we're looking at here in terms 
of time-frame. So again, just a couple of weeks from now, 
we've got sort of enough to work with just from "But you can't 



 

 

balance bill, that IDRs the independent dispute resolution 
process." 
 
I keep referring to all the notices and disclosures have to 
happen, and then the good faith estimate for the uninsured. 
That's all in two week’s time, which is just kind of amazing. 
Then six months later, we've got the machine-readable files 
for all of the in-network rates and all of the out-of-network 
allowed amounts. Again, in the history of America, this has 
never been put together. So it's going to be a really 
interesting time. And I don't know how they really are going 
to enforce that, to be honest. 
 
So that's July, and then as you go further into 23 and 24, 
you've got these Expedia tools that aren't happening yet. 
That's what we know. What we don't know is a little asterisk 
small text at the bottom. All of those deadlines haven't 
happened yet. So all of that stuff hasn't been invented yet. 
So if we all didn't have enough to do, I'm laughing because 
this is great work for me, right? This is perfect for 
consultants, but Holy cow, the health care industry has all of 
this that they know, and then the fine print down there, which 
is bigger than the stuff that we know. So it's really kind of 
going to be fascinating to see how this rolls out. I think we 
have come to the end of our slides. We have. And with that, I 
will turn it back over to our fearless leaders here who can 
start asking questions. 
 
Do you want to take us through some of the chats? 

 

Rory Nachbar:  Yeah. We've got one question so far from Samantha Fowler. 
I've posted it in the chat between Rachel and Julie, and 
myself, so you can read it, but out loud: "So we determined 
that OOP is average of $100, but most are covered at 100%. 
So is the benchmark supposed to be based on majority or 
average across all in-network plans? This is considering the 
HDHP uninsured is based on OOP or allowable. 

 

Julie Barnes:  Okay. So we're talking about uninsured out-of-pocket costs 
for lab tests. Is that right? Is that what I'm getting out of that? 

 

Rory Nachbar:   I believe so. 

 



 

 

Rachelle Galant:  I would assume that. Yeah. 

 

Rory Nachbar:   “Insured OOP based on average or majority.” 

 

Rachelle Galant  Yes. 

 

Julie Barnes It's confusing because for Uninsured, so are we talking about 
calculating the qualified payment amount? Maybe? 

 

Rory Nachbar:  So they said "Ensured OOP based on average or majority, 
and then uninsured based on the out-of-pocket or allowable." 

 

Julie Barnes:  Or allowable. Yeah. Well, I think I would start with this is a 
matter of negotiation between the providers and the plans for 
anything that is non participating. So if that's what we're 
asking, if this is a non network question, that's when you 
would need to do the calculating of what the out-of-pocket is, 
right. Because you know what the in-network out-of-pocket is 
because that rate has been decided. So if you have an 
undecided rate because it's an out-of-network provider, then 
yeah. It's a median right of all the in-network plan 2019 rates 
in that particular region. So there's parameters around how 
you figure this out. But it sounds to me like that's flushing out 
of the qualifying payment amount formula for out-of-
networks. And I really don't think it's necessarily sort of a 
single handed decision. I think it's... For labs, you have the 
conversation with your facilitating providers, the people that 
are facing the patients, about what these lab tests are going 
to cost moving forward, what you've been paid by plans in 
the past as an out-of-network provider, and have that 
conversation about what should it be now that these things 
are true? 

 
Because honestly, it's really about what plans are going to 
decide they're paying so that they can explain to the patients 
what their out-of-pocket is. It's a historical review of how 
much you've been paid on average in the past. But then, 
really, the rub is what plans have paid as their average, right. 
So it's not from your single vantage point. It's about what 
payers pay in the region for those tests, for those kinds of 
providers for those things, right in the area. So hopefully that 
helps a little bit. 



 

 

 

Julie Barnes:   Rory, do you want to go to the next one? 

 

Rory Nachbar:  Yeah. This is from C Fravel: "Are payers ready to pay the 
QPA to non participating providers?" 

 

Julie Barnes:  Ready? Probably not. But that's what they're supposed to be 
doing. 

 

Rory Nachbar:  Okay. From Kristen Pepe: "All these rules will apply to all 
payer types, correct? As in commercial government, et 
cetera." 

 

Julie Barnes:  Yes. 

 

Rory Nachbar:   Okay. 

 

Julie Barnes: This isn't a thing for Medicare or Medicaid, because those 
rates are already decided. There's no wiggle room there. 

 

Rachelle Galant:  And if we have, like, a TRICARE or a DoD plan? Would that 
also...? 

 

Julie Barnes:  I believe those also run off a fee schedule. Though it's been 
a long time since I've looked at any of those. 

 

Rory Nachbar: Okay, Samantha, I see that you rewrote your question, and 
I'll get to that in a second. Got a couple others that popped 
up in the meantime. We have from anonymous: "Will out-of-
network deductibles and coinsurance be okay to bill 
patient?" 

 

Julie Barnes:  Out-of-network deductibles be okay to bill patient? No. So 
I'm a little confused by that, because that would normally be 
handled by the health plans. Right. But balance billing of any 
kind, whether that be deductible, coinsurance or propay is no 
longer allowed. 



 

 

 

Rory Nachbar:  Okay, here's one from C Knowles: "How would we ever be 
expected to communicate an estimate when we have no 
direct patient contact? Samples are shipped to us. The test 
ran test ran before the billing department is aware." 

 

Julie Barnes:  Yeah, I think this is the best question and most confusing 
part for labs in particular, although there's some other 
ancillary providers that are also in this situation where you 
just don't have direct patient contact. But the answer is in 
your communications with the attending provider, the 
facilitating provider. Whoever it is that you are sending the 
lab results back to is in charge of this estimate. You're not 
patient facing as a lab. So that estimate is something that 
you have communicated to the people that are. 

 

Rory Nachbar:  This one is from C. Thompson: "As a pathology lab servicing 
hospital and private practice, the past lab informs the clients 
(the hospital or practice) of plans we are out-of-network [for]. 
The client is responsible to obtain advanced EOB prior to 
patient surgery process. Hence, the path exam? 

 

Julie Barnes:  Informs clients of plans that were out-of-network. Clients are 
responsible to obtain advanced part of the client... Okay, 
hospitals. Okay, so you're asking if the hospital is 
responsible to get an advanced EOB. Is that right? 

 

Rory Nachbar:   Yes. 

 

Rachelle Galant:  I think so, yes. Would the hospital have to give a good faith 
estimate and then the plan? 

 

Julie Barnes:  Yes. The advanced explanation of benefits is on health 
plans. That's not a provider thing. Providers are not 
necessarily privy right to all of the bells and whistles of a 
health benefit package. Although there's a prior auth rule 
that's coming that's probably going to change that, too. But 
bottom line is that hospitals are on the hook for good faith 
estimates, like Rachelle just said. So that is what triggers the 
advanced EOB. So as a path lab that is contracting with 
hospitals, you tell your hospital this is what we're going to 



 

 

charge for X Y and Z. And it's for the hospitals to prepare a 
good faith estimate for the patient, based on what you told 
them about the labs. 

 

Rory Nachbar:  Sam says, "Hospitals have no incentive to do this. They lose 
nothing. We the lab, an ancillary service, don't get paid." 

 

Julie Barnes:  Well, that would be bad for the hospitals for a number of 
reasons. One is, I think labs would be loath to do those tests 
then, but also because that would be in contravention of the 
No Surprises Act, which maintains pretty serious penalties 
for violations. 

 

Rachelle Galant:  Julie, can you go into some of like what those potential 
penalties are if they kind of talked about that or what you 
would anticipate that to be? 

 

Julie Barnes:  I don't have that in front of me, and it's too complicated to go 
off the cuffs. So what I can do is send you some notes that 
you can send to the participants afterwards, if that's helpful. 
But we also have a second bite of this apple, right. And we 
can decide if enforcement is interesting and how that works. 
Actually, it's an excellent question. I hadn't thought about the 
sort of how ancillary providers are going to be very 
interested in that. I was thinking more of hospitals are going 
to be very interested in that. But I can see now where that 
would be pretty important for everyone. So let me go flesh 
that out for you, and I'll send you some quick and dirty 
bullets about it, but we can flesh it out in the next webinar. 

 

Rory Nachbar:  Okay. We got a couple of follow ups now. So this is from 
Samantha, the first question again, "Let me ask this another 
way. We have a very limited list of services. We are a lab 
and do not see the patient. Can we publish the out-of-pocket 
based on our cost sharing benchmark that we have 
determined as an average across all in-network plans and 
use that as the benchmark?" 

 

Julie Barnes:  So the out-of-pocket is not important for labs to do or not, 
right. The out-of-pocket is for health plans. So what you do is 
create your charges based on what you understand some 



 

 

combination of the hospitals and the plans paying 
for/absorbing. Right. The out-of-pocket is not for the 
providers to do unless they're uninsured, but that's more of a 
straight "we charge you you pay it" kind of situation. It's not a 
calculation of who pays what. 

 

Rory Nachbar:   Okay. 

 

Rachelle Galant:  And maybe if they're an out-of-network or if they're out-of-
network with the health plan, do they charge the average of 
the in-network rates across all their plans? Is that perhaps 
part of Samantha's question? 

 

Julie Barnes:  Again, there's two sides of the house. There's uninsured and 
there's insured, right. The good faith estimate is for both 
uninsured and insured. But what happens about the good 
faith estimate is different. For a good faith estimate, it is 
about what the patient pays because they're uninsured. 
Right? But for the good faith estimate for insured, that's what 
triggers the advanced explanation of benefits where the plan 
is on the hook. For what people pay out-of-pocket that is not 
on the provider. 

 

Rachelle Galant:  Yes. So as your slide, I can put that up there. What is the 
good faith estimate? So description, disclaimers, and the 
expected charge. 

 

Julie Barnes:  The expected charge, right. It doesn't say expected out-of-
pocket cost. It is the expected charge of the services fully. 
So it's on the plans to determine what patients then pay. 

 

Rory Nachbar:  All right, we've got a double header here from C Fravel. So 
the first question, "Will the QPA rates be published so the 
labs will know what they will be paid? And if non participating 
providers have in the past denied claims, will they have to 
pay the claim on January 1, 2022?" 

 

Julie Barnes:  So QPA rates do not have to be published at all, mostly 
because there is no such thing. QPA refers to a definition 
that involves a formula of how plans decide what it is that 



 

 

they're supposed to pay. So there is no QPA amount. 
There's no QPA thing. That's just a number. So that's sort of 
one confusing response. And then the other part is the 
machine readable files that are not...There's no rulemaking 
for the machine readable files. That's where all the price lists 
are. Right. That is the laundry list of prices, including allowed 
amounts for out-of-network providers. 

 
That's where that lies, and that's some other day. Those will 
come some other day. That is not something that's going to 
happen right away. What happens by January 1 are only the 
things that I sort of listed off. So it'll be good faith estimates 
for uninsured and those are prices. But everything else is 
about determining what the qualifying payment amount is, 
the sort of reckoning between plans and providers about 
who's going to pay, how much for what and then the dispute 
resolution process and the notices and disclosures, and 
consent forms and all that stuff. Bottom line is, I think it's 
going to take a couple of years to flesh all this out. And it's 
going to get ugly, and there's going to be fights about who 
gets paid, what and how this works. But I would think the 
diagnostic industry would lean into this quite a bit because 
you are this very explicitly called out planet in these rules 
that you get your lab test. You get your lab test, labs are just 
sort of just absolutely part of this no surprises program, 
because, like anesthesiologist, there is no choice. 
 
There's no choice for the patient. So again, if you wear the 
glasses, that is the prism, if you look at it from the patient's 
viewpoint, how are they supposed to know where their 
samples are going? They have no idea. They have no 
control if there's no control and they have no idea from the 
patient's perspective, it's covered. Meaning it's between 
plans and providers who get to decide. So for you all 
because you're once removed from really the negotiating 
table, it's about the relationship you have with the contracting 
entity that's having the discussion with the health plan. 

 

Rachelle Galant:  So I think we have time for maybe just one more question, 
Rory, is there one more that we… 

 

Rory Nachbar:  Yeah, there are a lot of follow ups. So this is from C 
Knowles: "So we, the lab, has to create a way for the 
referring provider to know or ask us, the lab, if we are in-
network and what the estimated patient responsibility will or 



 

 

could be. So we could just make our list pricing public and 
include in our consent form stating simply, you may be 
charged X, and we only bill for one CBT and four HCPCS." 
My apologies very long. 

 

Rachelle Galant:  The question is that I think there needs to be more 
transparency between the lab and the referring provider, 
what they're in-network and what the expected cost could 
be. 

 

Julie Barnes:  Yup. That is definitely a thing. The thing that I would take 
issue with, the first question there, is labs don't have to 
decide what the estimated patient responsibility will or could 
be. That's not a thing, not for insured. The question is, how 
much is the lab going to charge? And obviously you're going 
to have to decide how much you charge based on what you 
think you will likely be paid. Because there will be no balance 
billing. So the charges should be more in line with what the 
actual payment is going to be. Or there's a discussion right 
with the hospital or whoever about what that looks like now, 
because there is no patient responsibility side of this. 

 

Rachelle Galant:  Okay. Thank you, Julie. I think there's a lot of discussion 
here, and I know that I think there's going to continue to be 
more discussion. So for our attendees, we are looking to 
have a part three, a follow up with Julie in January. And I'm 
asking for those questions out there, and for those nuances. 
Please get with your CMT Solutions kind of counterpart, your 
account manager, or your key contact, and let us know what 
you want to hear about. And we can hopefully help answer 
those questions with Julie. And then if there's anything kind 
of burning and coming across as the latest and greatest 
news, you'll also hear that from Julie's newsletter as well. So 
I'd like to thank you all for your time and thank you, Julie, 
and Rory for all your help today and educating us. 

 

Julie Barnes:   Yeah, my pleasure. Happy holidays for everybody. 

 

Rory Nachbar:   Happy holidays, guys. 

 

Rachelle Galant:   Thank you. Bye. 
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