URPRISE BILLS TO

SURPRISE COSTS:

HOW THE NSA IS
RESHAPING EMPLOYER
RISK

{ Written By Scott Bennett and Alex Houle

For years, surprise medical billing represented one of the most visible and emotionally charged failures
of the U.S. healthcare payment system. Employees did everything "right” because they went to an in-
network hospital, followed plan rules, and trusted the system; however, they received staggering bills
weeks or months later from out-of-network providers they never chose. In some cases, those balances
reached into the tens or hundreds of thousands of dollars, triggering financial distress, public outrage, and,
eventually, legislative action.

Stories like the Texas public school teacher who received an astronomical emergency room bill after a
routine medical event were not anomalies. They were emblematic of a system that allowed patients to
be caught in the middle of provider payer disputes with no meaningful protections. By the time Congress
passed the No Surprises Act, there was broad bipartisan agreement on one core point: patients should
never again be the leverage point in these payment fights.

In that respect, the No Surprises Act largely succeeded. Balance billing for covered emergency services
and certain non-emergency services is now prohibited. Patients are protected from surprise bills, and
payment disputes are formally redirected away from individuals and into a structured process between
providers and health plans. For employees and their families, that change has been both real and
meaningful.

But solving one problem does not mean the system stops evolving. It means the pressure moves.
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What the No Surprises Act did
was shift the locus of financial
conflict. Instead of patients
absorbing unpredictable and
often devastating charges, those
disputes now play out behind the
scenes through open negotiation
and Independent Dispute
Resolution. And increasingly,

the financial consequences of
those disputes land squarely on
employer-sponsored health plans.

That is the context in which The
Phia Group undertook its National
NSA Report on aggressive
provider billing and arbitration
behavior. The purpose of the
report was not to argue that

the NSA was a mistake, nor to
accuse providers of wrongdoing.
Rather, it was to ask a practical,
data-driven question: how is

the dispute resolution system
actually being used in practice,
and what does that usage mean
for employers who fund health
benefits?

The analysis reviewed more than
one million federal arbitration
disputes across all fifty states
and examined billing and offer
behavior for tens of thousands of
providers where sufficient data
existed. What emerged was not
a picture of uniform behavior
across markets or specialties.
Instead, the data revealed
patterns that suggest strategy,
concentration, and incentive-
driven decision-making rather
than random variation.

One of the most striking findings
is that elevated arbitration activity
and high offers are often driven
by a relatively small subset of

providers. In several states, a modest number of entities account for
a disproportionate share of disputes and aggressive offers relative
to typical billing benchmarks. This matters because it challenges
the assumption that NSA cost pressure is simply the result of broad
market forces. In many cases, the exposure appears to be clustered.

Geographic variation reinforces that conclusion. Some states show

a high proportion of providers making elevated offers, while others
show lower proportions but still meaningful dispute volume. Large
states with complex healthcare markets are not immune; even where
overall percentages are lower, the sheer volume of disputes creates
material exposure for employer plans. In other words, risk does not
disappear just because a market is large or mature.

The report also underscores an important nuance: it is not only about
how many providers are involved, but how aggressively a subset
behaves. When the same providers repeatedly file disputes and
anchor offers at the high end of the spectrum, arbitration can begin to
function less as a neutral dispute resolution mechanism and more as
a payment maximization tool. That dynamic does not benefit patients,
but it does affect plan costs, contribution levels, and long-term
affordability.

At the same time, the report is careful to acknowledge what the

data cannot prove. Public arbitration data does not capture clinical
complexity, patient acuity, or the full context of individual negotiations.
A high offer is not inherently improper. The analysis does not assert
intent, legality, or bad faith. Instead, it highlights signals that warrant
attention and further scrutiny, particularly from fiduciaries responsible
for managing plan assets.

For employers, brokers, and advisors, this distinction is critical.
The takeaway is not that every dispute is suspect or that arbitration
should be avoided. The takeaway is that the NSA environment now
requires active management. Passive approaches that rely solely on
network discounts, automated pricing, or after-the-fact appeals are
increasingly misaligned with how the system actually operates.

One of the clearest lessons from the data is that not all markets
behave the same way. Employers with geographically diverse
workforces may face very different NSA exposure depending on
where care is delivered. Understanding that exposure requires
visibility into provider-level behavior, not just aggregate claim counts
or average outcomes.

The report also points to emerging best practices for managing NSA
risk. Plans that consistently validate eligibility, engage meaningfully
during open negotiation, and submit disciplined, well-supported IDR
positions are better positioned to contain costs over time. Equally
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important is tracking repeat provider behavior. When the same facilities or groups appear repeatedly in
disputes, a tailored strategy is often more effective than a one-size-fits-all approach.

Another important implication is expectation setting. The No Surprises Act was never designed to
guarantee savings on every claim. Arbitration outcomes will vary, and some disputes will result in
higher payments. The real measure of success is whether a plan is managing the process intentionally,
understanding where risk is concentrated, and avoiding systematic overpayment driven by unchecked
arbitration dynamics.

Looking forward, it is unlikely that NSA disputes will become simpler or less frequent. Providers are
becoming more sophisticated, data is becoming more accessible, and strategies will continue to evolve.
At the same time, employers are under increasing pressure to justify benefit costs, demonstrate fiduciary
prudence, and explain premium and contribution increases to employees who no longer see surprise bills
but still feel the downstream impact.

In that environment, the value of the National NSA Report is not that it offers definitive answers. lts value
lies in reframing the conversation. It shifts the focus from anecdote to pattern, from individual disputes to
systemic behavior, and from reactive problem solving to proactive governance.

The No Surprises Act succeeded in protecting patients. The next challenge is ensuring that the system
designed to resolve payment disputes does not quietly undermine the affordability of employer-sponsored
coverage: Data, transparency, and disciplined strategy are essential to meeting that challenge. It is up to
plans and their administrators to make sure the NSA fulfills its promise without simply shifting the burden
to a different, less visible set of stakeholders.®

Scott Bennett is Chief Provider Relations Officer at The Phia Group. Alex Houle is Vice President of Provider
Relations at The Phia Group.
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H.H.C. Group delivers comprehensive cost containment solutions that
safeguard your bottom line — from attorney-led negotiations and bill reviews PR"TECTS YUUR PI-AN
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to reference based pricing and DRG validation.

With 30 years of experience and industry-best turnaround times, we help
self-funded employers achieve savings of up to 90% on high-cost claims,
protect fiduciary responsibility and ensure fair, defensible payments.

REAL PEOPLE. REAL SAVINGS.
== H.H.C. Group

Health Insurance Consultants®

301.960.7092 | sales@HHCGroup.com
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