
 

OHA PAYER SCORECARD INFORMATION  
AND FREQUENTLY ASKED QUESTIONS 
 

OHA collects payer performance data specific to each member organization twice each year. OHA's team 

aggregates the data and analysis to enhance OHA’s advocacy efforts by providing measurable data that will 

demonstrate the burden hospitals endure in their relations with the payers. Additionally, the data are provided 

back to participating members allowing them to benchmark their organization’s experience with a payer to 

facilitate any internal process improvements and to identify opportunities for outreach to payers to resolve 

issues. 

 

This document provides answers to frequently asked questions regarding the data elements included in the 

data collection.  

 

For more information regarding the data collection, please see our website 

https://ohiohospitals.org/payerscorecard.   

 

 

DATA DEFINITION QUESTIONS  

GENERAL QUESTIONS 

1. What commercial payers should I include in the Survey response? 

For commercial payers, include the name of the payer and corresponding data for your top 5 

commercial payers or for the number of payers that make up 90% of gross charges from discharges 

(both inpatient and outpatient) during the survey period of your commercial business, whichever is 

fewer. 

 

2. What Medicare payers should I include in the Survey response? 

For Medicare payers, report data for traditional Medicare and the top 4 in gross charges from 

discharges (both inpatient and outpatient) billed to Medicare Advantage plans you have contracts 

with.  

 

3. What Medicaid payers should I include in the Survey response? 

For Medicaid payers, report data for Fee-for-Service Medicaid and all Medicaid managed care plans 

you have contracts with. 

 

4. If I cannot provide all data elements requested, can I still submit data and receive reports? 

Yes, you can submit what data you have available and will receive a report on that data. 

 

 

5. Should I include secondary payers in my submission? 

No secondary payer information should be included in the submission. Only primary payers should 

be used across all data measures in this Survey. 

https://ohiohospitals.org/payerscorecard
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6. What if I can’t report on a certain data point, what should I do? 

You should leave the missing data point(s) blank.  

PAYER INFORMATION 

7. Should I report Total Gross Charges or Expected Reimbursement? 

Report Total Gross Charges, not Expected Reimbursement. The methodology for calculating 

Expected Reimbursement varies across respondent. In order to promote a consistent dataset across 

all respondents, we ask for Total Gross Charges. 

 

8. Should I report Total Accounts or Total Claims? 

Report Total Accounts, not Total Claims. An account for one patient encounter can have more than 

one claim. To ease reporting, we ask that the basis of reporting be at the account level, not the claim 

level. 

 

9. What types of accounts should I include? 

Include hospital inpatient, outpatient, and ED discharged accounts for the time period, for the 

selected payer.  

 

10. Should professional/physician claims be included? 

No, professional/physician claims should not be included. Only hospital inpatient, outpatient, and 

ED discharged accounts should be reported across all data measures. 

 

11. Should we include or exclude $0 charge accounts in our account total? 

If those accounts never get billed but show up in your accounts volume, exclude the $0 charge 

accounts as they never get billed to the payer. 

 

12. What is the official start date of an account? 

For Survey reporting purposes, an account’s first day is when it is released from the clearinghouse to 

be sent to a payer. For example, for the Survey period January 1—December 31, all accounts that 

were released from the clearinghouse between January 1—December 31 are to be included in the 

Survey. 

 

13. Should we include reimbursement for rehab services? 

We do not explicitly exclude reimbursement for rehab services for our Payer Scorecard reporting, so 

ultimately it is your choice as to whether you want to include it. However, it may be in your best 

interest to include rehab services as it would give you a more complete look at your hospital/health 

system’s experience with a particular payer. 

 

14. How do I report Initial Denied Accounts? 

Report Initial Denied Accounts as the number of remits reflecting an initial denial for the selected 

payer. Please do not include remits denied with partial payment. 
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15. How do I report Final Denied Accounts? 

Report Final Denied Accounts as the number of accounts finally denied, for the selected payer, 

during the survey period after all reconsiderations and appeals have been pursued. Discharges do not 

have to be within the survey period (i.e. you can include older accounts that were adjusted within the 

survey period). Do not include partial denials (claims that have been paid in part and denied in part). 

ACCOUNTS RECEIVABLE 

16. How do I report aging accounts receivable? 

Aging accounts receivable is reported as a snapshot on the last date of the reported scorecard 

timeframe (either December 31 or June 30). For this measure, you’ll report the total amount of 

outstanding gross billed charges in AR for each payer at the end of each Survey period. For example: 

at the end of the Survey period, current outstanding gross billed charges for payer for 30 days or less 

is $15,000.  

INITIAL AND FINAL DENIALS 

17. How do I report Initial and Final Denials? 

Assign each initial or final denial into one of the identified denial categories detailed in the Denial 

Code Matrix.  If a claim is denied for multiple reasons, please use the Denial Hierarchy to identify 

the "root cause" of the initial denial. 

 

18. How do I use the Denial Code Matrix/Hierarchy? 

The Denial Code Matrix/Hierarchy assigns a denial category to each active CARC and RARC denial 

code. If an account was denied for multiple reasons, you’d assign each CARC or RARC denial to its 

appropriate category and then follow the Matrix/Hierarchy to identify the primary reason why the 

account was denied. 

 

19. We have CARCs and RARCs in our payer data that are not included in the remark codes 

denials matrix. How should we report these denials? 

The Denial Code Matrix is updated every data submission cycle to incorporate new remark codes 

and remove outdated remark codes that are no longer effective per X12. OHA has formed a 

workgroup to help assign denial categories to new remark codes. We have heard that some payers 

use deactivated remark codes. We recommend finding the next active remark code in our Matrix to 

report that denial. 

 

20. Should we include downgrades and down-coding in the initial and final denials data? 

Yes, downgrades and down-coding should be included in both the initial and final denials data. 

 

21. Can Final Denied Accounts include discharges outside of the Survey reporting period?  

Yes, Final Denied Charges can include discharges outside of the reporting period and should include 

accounts that were adjusted during the reporting period. 
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DATA SUBMISSION PROCESSING QUESTIONS 

22. How do I select a Payer from the template? 

To select a payer, use the drop-down boxes in the upper-most rows of the Quantitative Survey tab of 

the template. Your selections will carry over to the Qualitative Survey tab of the template.  

 

23. Can I resubmit data for a prior submission period? 

OHA will accept re-submissions for prior periods on a case-by-case basis. The re-submission will be 

reviewed by the OHA team to determine if there is a material change from the prior submitted data. 

 

24. I am a new user that needs access to submit, how can I get access for my facility? 

Email support@ohiohospitals.org. Please include the facility that you need access to submit data for.  

 

 

 

mailto:support@ohiohospitals.org

