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• Definitions
– This group, known as high-cost claimants 

(or those whose claims cost $50,000 or more 
per year), remains the largest driver of health 
care expenses.

– High-cost claimants make up about one-third 
of employer health care spending.

– Just 1.2 percent of all members are high-cost 
claimants.

Macro Perspective on High-Cost Claims
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• Categories of High-Cost Claims
– Rx Cell and Gene Therapies
– Preterm Births and NICU
– Transplants

• Liver, Kidney, Heart, . . .
– Complex Cancer Treatment
– Burn Treatment
– Hemophilia
– Accidents

Macro Perspective on High-Cost Claims
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• Multi-Million-Dollar Claims Continue to Rise
– $1M + claims increased 37% from 2018 to 2021.
– Highest-dollar claims were due to combinations 

of in-patient hospitalization, injectable/specialty 
drugs, comorbid conditions and complicated 
surgeries.

– Highest-cost claim in 2021 was $6.23 million, 
for hemophilia.

– High-cost mental health claims increased 21% from 2020 to 
2021.

Macro Perspective on High-Cost Claims
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• The highest COVID-19 claim was $3 million.
• Contributing factors that drove COVID-19 

claims costs included long inpatient stays, 
duration of treatment, extensive diagnostics, 
cost of medication, complications, comorbidities 
and continued care.

• The relatively small number of COVID-19 cases that were severe enough to 
result in a stop-loss claim averaged approximately $340,000 per patient, 
with infection and respiratory failure as the most common comorbidities 
contributing to high costs.

• Other COVID-19 comorbidities that generated high costs in 2020 were 
acute renal failure, encephalopathy (brain damage), pneumonia, and 
cardiac dysrhythmia (abnormal heartbeat).

COVID Impact of High-Cost Claims
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• Build a culture of preventive care
– Proactively engage all employees to be good caretakers of their own health.

• Predict and identify risks
– Flag potential HCCs before they happen via data-driven analytics and sophisticated modeling.

• Intervene early
– Engage high-risk employees, help coordinate their care and better manage their medication 

to prevent escalation.
• Personalize care management

– Support close coordination between patients and providers across the care continuum, as 
well as care management teams and caregivers, to ensure employees are at the center of 
their care and are receiving what they need when they need it.

• Manage cost and ensure payment integrity
– Validate claim accuracy and identify healthcare waste and overuse with stringent reviews 

prior to and after payment.

Strategies to Manage High-Cost Claims
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• Financial Strategies
– Stop/Loss Reinsurance
– Excess Claims Loss Insurance

• Plan Design Changes
– Member Cost Sharing . . . 

Or Shifting Costs?
– Deductible, Copays and Coinsurance
– Second Surgical Opinion
– Case Management

• Insurance Options
– HMO, PPO, EPO, ACO
– Fully Insured vs. Self-Funding 
– Alternative Risk-Sharing Arrangements

Reducing Exposure to High-Cost Claims
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• Delivery System Options
– Centers of Excellence (COE)
– High Performance Networks
– Capitation
– Value-Based Payment

• Other Tools
– Disease Management Programs
– Wellness Programs
– Telemedicine
– Plan Sponsored Clinics/Concierge Services

Reducing Exposure to High-Cost Claims 
(continued)
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• Cost sharing
• Increase in chronic conditions 

and comorbidities
• Member education and 

communication
• Fragmented multi-specialty care
• Rapidly evolving technology and 

innovation

Limitations of Existing Tools
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• Medicare definition: “Health-care services or supplies 
needed to diagnose or treat an illness or injury, condition, 
disease, or its symptoms and that meet accepted 
standards of medicine.”

• American Medical Association Mandate:
– In accordance with generally accepted standards of medical 

practice (based on credible scientific evidence published in 
peer-reviewed literature).

– Clinically appropriate, in terms of type, frequency, extent, site and duration, and 
considered effective for the patient’s illness, injury or disease.

– Not primarily for the convenience of the patient, physician or other health-care 
provider, and not more costly than an alternative service or sequence of services 
that are at least as likely to produce equivalent therapeutic or diagnostic results 
as to the diagnosis or treatment of that patient’s illness, injury, or disease.

Customized Definitions of Medical Necessity 
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• Elements commonly included in the definition:
• Provided for the diagnosis, treatment, cure, or relief of 

a health condition, illness, injury, or disease; And except 
for clinical trials that are described within the policy, not 
for experimental, investigational, or cosmetic purposes.

• Necessary for and appropriate to the diagnosis, treatment, 
cure, or relief of a health condition, illness, injury, disease or its symptoms.

• Within the generally accepted standards of medical care in the community; 
and/or 

• Not solely for the convenience of the insured, the insured’s family or the 
provider.

Customized Definitions of Medical Necessity 
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• Health insurance plans will provide a definition of “medical necessity” 
or “medically necessary services” in the policy. There may also be a 
definition that is found in state law.

• Medicaid and private insurance have specific guidelines for what is 
considered medically necessary for certain items, procedures 
and/or services. These policies will be found in the payers’ payment 
policies or clinical guidelines.

• Benefit and medical necessity, though, is often argued as a subjective 
measure.

• Because medical necessity is often determined “in the eye of the provider,” payers, including 
Medicare, develop medical necessity guidelines.

• Where there is no formal coverage guideline, Medicare requires that the service be furnished in 
accordance with accepted standards of medical practice, as determined by the reviewing 
physician.

• Medical necessity guidelines must also be carefully reviewed for their applicability to the individual 
patient.

How Is Medical Necessity Applicable to 
Different Provider Networks and Health Plans
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What to know about Gene Therapy
• Gene Therapy is a novel approach to treat, 

cure, or ultimately prevent disease by 
changing the expression of a person’s genes.

• In general, gene therapy involves replacing a 
gene that causes a medical problem with one 
that does not, adding genes to help the body 
fight or treat disease, or turning off genes that 
cause medical problems.

• Cost of treatment in excess of $500,000 per 
patient.

• Current treatments for Leukemia, Rare Genetic 
Blindness and Spinal Muscular Atrophy (SMA).

Gene Therapy
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As of September 2022, 3 new gene therapies were approved in the U.S.
• 2017: Kymriah, Luxturna, Yescarta

Current Status of Gene/Cell Therapy in U.S.

Brand Generic Year Approved Disease Company

Carvykti Ciltacabtagene autoleucel 2022 R/R multiple myeloma Janssen Biotech

Zynteglo Betibeglogene autotemcel 2022 Beta thalassemia Bluebird bio

Skysona Livaldogene autotemcel 2022 Cerebral adrenoleukodystrophy Bluebird bio

Zolgensma Onasemnogene abeparvovec 2019 Spinal muscular atrophy Novartis

Tecartus Brexucabtagene autoleucel 2020 Mantle cell lymphoma Kit Pharma (Gilead)

Breyanzi Lisocabtagene maraleucel 2021 DLBCL Celgen (Bristol Meyers 
Squibb)

Abecma Idecabtagene vicleucel 2021 Multiple myeloma Bluebird bio

Note that Imlygic is the first oncolytic viral therapy—Described as a modified genetic therapy for local treatment of melanoma lesions recurrent after initial surgery.
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• An unavoidable consideration for gene therapies is cost. 
Luxturna launched with a cost of $425,000 per eye or 
$850,000. Zolgensma launched with a $2.125 million price tag.

• Currently 25 FDA Approved Cellular and Gene Therapy products. 
• The FDA is currently evaluating 900 new gene therapy drugs. 

By 2025, the agency anticipates approving 10 to 20 new cell 
and gene therapy products per year.

• Types of Financing
– Stop-loss type: Plan sponsors pay a per-member-per-month (PMPM) fee to cover specific 

gene therapy treatments
– Full Carve-Out Coverage: Similar to a stop-loss type product, a plan sponsor pays a PMPM 

premium for coverage
– Payment or Installment plans: The plan sponsor must pay for the full cost of treatment, 

but it can amortize the amount over a number of years into the future

Gene Therapy: Exclusions or Not?
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• What is Lasering?
– Stop Loss practice in which an individual participant—

Based on prior claims experience or known 
conditions—Is covered by the stop loss policy at a 
higher specific deductible than the rest of the group.

Lasering and Stop-Loss Carriers

H06.1-16



• Benefits of Lasering to Consider
– Long-Term savings
– Opportunities for 

cost-containment 
solutions

– Potential cost saving 
for the participants

Lasering and Stop-Loss Carriers
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“Each year, $$$ billions 
of health care dollars are 
wasted because of billing 
errors, many of them 
routinely ignored or 
overlooked by benefit 
management . . . ”

Claims and Billing Audits

H06.1-18



• Most common claims and billing errors
– Lack of medical information
– Upcoding
– Unbundling
– Mismatched treatment
– Diagnosis codes
– Balance billing
– Duplicate billing

Claims and Billing Audits
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• Audit Tools to Manage Claims and Billings
– Defining the Right Services

• Identifying a high-quality audit services
– Alignment of the Right Strategy

• Compare audit services to specific 
organization goals

– Selection of the Right Partner
• Technically competent audit firm with a 

well establish track records

Claims and Billing Audits
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• What are Acute Care Claims?
– Patients treated briefly for severe illness, diseases or 

trauma and during recovery from surgery.
• What are Chronic Care Claims?

– Patients' conditions that last 1 year or more and 
require ongoing medical attention or limit activities of 
daily living or both.

Acute vs. Chronic High-Cost Claims
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• High-Cost Claims
– 50% of the US population has a chronic disease, 

creating an epidemic, and 86% of health care costs 
are attributable to chronic disease.

Acute vs. Chronic High-Cost Claims
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Population Health Management

Population Management

• Individual responsibility
• Early detection
• Health Maintenance

Healthy

• Patient empowerment to improve outcomes
• Efficient resource utilization 

(lower claim costs)
• Timely access to the right care

Health Promotion Strategies
• Promote healthy lifestyle and 

health maintenance
• Health risk assessments
• Screenings
• Immunizations
• Self-care education
• Nurse-line resources
• Stress management

Disease Management Strategies
• Patient identification and enrollment
• Behavior modification
• Intervention and Coaching
• Provider/patient collaboration
• Adopt practice guidelines
• Create Financial Rewards
• Measure Program Results 

At-Risk

Episodic Management

• Patient support
• Family support 
• Optimal integration of 

resources

Chronically Ill to 
Catastrophic

Case Management 
Strategies
• Early intervention
• Patient advocacy 
• Utilization management
• Transitional care planning
• Practice guidelines for 

episodes of care
• Centers of Excellence
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Key Takeaways Session 
Evaluation—
Scan this 
QR code.

Session 
eval QR 

code here

High-cost claim categories: Cancer treatments, heart disease, live birth and 
perinatal conditions and blood infections are among the costliest claims, the report 
says, adding that 53 percent of healthcare spending for high-cost claimants is for chronic 
conditions, while 47 percent is for acute conditions.
1. Engage beneficiaries to be active plan participants, such as offering individual education 

sessions to explain plan options in detail.
2. Implement wellness programs that target those with chronic diseases, adequately inform 

participants of their progress and have metrics to allow for evaluation of return on 
investment.

3. Mine health data to target select chronic conditions and design proactive solutions that 
cut costs while ensuring individuals get needed care.

4. Develop HIPAA-compliant predictive biometric screening profiles and create a culture of 
health at the workplace by offering healthy eating options and onsite fitness centers.

5. Use provider-led, payer-led or purchaser-led care management programs that incorporate 
care teams to address individuals’ medical, behavioral and psychosocial needs.

6. Draw upon state innovation waivers and Medicaid waivers, which allow the public sector 
to experiment with provisions such as implementing managed care programs, charging 
small premiums and using healthy behavior incentives to reduce premiums and/or co-
payments.
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