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Overview 

 The PMI value chain 

 Product trends 

 Claims trends 

 Leveraging technology: auto-claims adjudication 
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PMI Value Chain 

Marketing Branding Distribution 
Product 
Design 

Pricing Underwriting 
Customer 
Servicing 

Claims / 
Provider 

Management 
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Marketing / Product Led Evolution 
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The Simpler It Looks… 



6 

6 

The Simpler It Looks… 
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Types of Fraud Coding

Payment 

Rules DRGs

Fee 

Schedules

Direct 

Settlement

Misrepresenting severity of illness -

Misrepresenting diagnosis +

Services not rendered as billed +

Misrepresenting intensity of service - -

Medically unnecessary/ inappropriate services + + +

Excessive services + + + +

Excessive use of assistant surgeon + + +

Inappropriate setting (could be outpatient) + + + +

Unbundling charges + + + +

Services billed but not rendered + + + -

+ Helps address the problem 
-  Contributes to the problem 

…The More Complex the Backroom 
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Medical Trends 

Higher 
charges 

More tests and 
investigations 

Over-
prescription 
of drugs 

Unbundling 

More day 
procedures 
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Specialist Outpatient Procedures 
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Surgeon 
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Claims Management Interventions 

Policy terms 
& conditions 

Fraud detection 

Retro claims 
adjudication 

Prior 
approval 

Provider 
contracts 
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Claims Management Interventions 

Pre-settlement 
claims adjudication 

Provider 
profiling 

Usual & 
Customary 

Packaged 
rates 

Concurrent 
case review / 
gatekeeper 
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Claims Management: Key Objectives 

 Detect fraud 

 Reduce transaction cost 

 Timely settlement of claims 

 Reduce unwarranted excess payments & inappropriate billing 

 Derive information for data driven contracting 

 Monitor outcomes, promote provider transparency and 

accountability  

 Promote customer involvement and awareness in managing 

claims 
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Ideal Claims System 

 Desirable features in claims management system 

– Workflow management / process management 

– Policy and insurance checks through rules engine 

– ICD Code specific processing checks 

– Integrated clinical logic 

– Usual & customary charges checks 

– Provider profiling 

 Ideally, system should aggregate benefit, beneficiary and claim 

information at single source  (also referred to as policy, enrolment  and 

claims data) 

 Good rules engine with in-built logic key to auto-adjudication 

 



15 

Strengthen Your Claims System 

Components required to achieve significant automation and reduce 

claims processing time. 

 Work flow management module 

Ensure optimum work routing and distribution, in-built escalation and strong 
external communication features 

Product configurator 

Enables the automation of various validation checks on policy, 
claimant, benefits and provider 

Business process builder 

Builds operational workflow compatible with new 
products 

Rules engine 

Interacts with the product configurator to 
define product benefits and exclusions 

Medical appropriateness 
check  

Fraud  
management 

Reduces claims processing  
time and simplifies claims  

processing  
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Auto-Adjudication Systems 

Assist a claim processor to accurately determine the severity of a 

patient’s condition and identify if claimed items and services are in 

proportion to the condition 

 Indications for investigations, ICU stay, need for surgery   

 Goal length of stay 

 Expected routine investigations and  consumables 

 Pre / Post hospitalisation resource utilisation 

 Impact of co-morbidity 

 Specifications for standard inclusions and non-chargeable items 
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Suggestion 
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Suggestion 
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Suggestion 
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Suggestion 
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Data Entry 

May 15, 2012 
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Variation Screen 

May 15, 2012 
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Variations Identified 

 ICD CPT mismatch / not indicated for the age group / gender 

 Delay in surgery / length of stay / duration of ICU stay 

 Excessive physician / unwarranted specialist visits 

 Unwarranted assistant surgeon fee  

 Excessive / unwarranted investigations  

 Excessive / unwarranted consumables 

 Excessive / unwarranted drug use 

 Drug charges above printed price 

 Non chargeable consumable  ….. and more 

Savings identified during pilots with 11 TPAs and insurers range 

from 2 to 5%. Currently used by clients in India and Middle East.  
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Back To Reality 

 Stumbling blocks in Southeast Asia 

– Coding 

– Availability of itemised bill information 

– Data entry 

– Ability to negotiate with providers 

– Scale 

– Return on investment 

 However….. 

– The information is there and we do have the technology 

– You cannot manage what you cannot measure 

– PMI will play an increasingly important role in society 


