


• Current State of Denials

• Most Common Types of Denials

• Reducing denials

• Denial Management

• Managing the Appeals process

• Reporting

• What can you do to reduce denials?
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• What type of practice are you 
representing? Primary care, Specialty 
Practice or Facility

• What Position do you hold in your 
organization? 
Administration/Management, Front 
office staff, Clinical Staff, Back office 
staff

• What is your current denial rate? <5%, 
5-10%, 11-25%, 26-50%, >50%
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• American Academy of Family Physicians (AAFP) states the 
average practice has a claims denial rate of 5-10%

– Less than 5% they are indicative of the most efficient 
revenue cycle

– 50 to 65% of denials are never re-worked (reviewed, 
corrected, resubmitted, appealed)

– Cost of reworking a denied claim between $30 and $40 
per claim

– Average practice could lose as much as $20,000 
annually in addition to staff expenses
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• Advisory Board reported in 2014 that 90% of claim denials 

are avoidable

• Crowe Horwath LLP published whitepaper with 

benchmarking database results that included 868 health 

systems across 43 states 

• They separated denials into two categories:

– Final Denials: payment never secured from payer for 

services rendered 

– Payment Delays: payment finally secured from payer
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• How are denials communicated to a provider

– Electronic Remittance Advice (ERA): generally utilizing 
national standard denial codes to communicate reason 
for denied payment which are included on each line item

– Paper Explanation of Benefits (EOB): may use national 
standard denial codes but frequently utilize payor
specific codes. Generally include code w/explanation of 
code on last page of multi-page EOB

– Letter to provider: notification received from the payer to 
request additional information
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• How do ERAs help?

– Automatic posting of EOBs to practice management 

system with validation of data rather than manual entry

• Pitfall: 

– Denial codes on ERA must match denial codes set up in 

practice management system or they will not be posted 

correctly

• Verify that all denial codes utilized by payer are built 

into practice management system 
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• Failure to submit initial claim, corrected claim or appeal 

within timeframe required by contract

• How to prevent:

– Review existing contracts to identify payer requirements 

and distribute to everyone involved in the revenue cycle

– For payers with limitations, define follow-up timeline to 

accommodate payer requirement

– When working denials for a payer with limitations, ensure 

you communicate the deadline
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• Failure to verify patient’s 

insurance coverage and any 

restrictions on 

services/procedures prior to 

performance

• May also fall into the clinical 

category if denial is due to 

CPT or Diagnosis code 

assignment

11



• How to prevent:

– Identify services provided that have coverage limitations for 
contracted payers and communicate requirements to all staff 
involved

– Verify patient’s benefits prior to all encounters. When 
procedure is being performed, verify patient has coverage for 
planned procedure. If not, notify patient and make 
arrangements for alternate form of payment

– When submitting claim for known non-covered service, use 
appropriate modifiers to communicate that patient was 
notified and agreed to have non-covered service performed
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• Information provided to payer on claim form is inaccurate.

– Generally involves the patient demographic and 

insurance policy data.

– Most frequent denial reason – member not found
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• How to prevent:

– Validate all patient demographic information at every 
patient encounter and implement a data verification 
process (patient name/DOB entered accurately; no 
nickname or middle name entered as first name) 

– Determine if practice management system is capable of 
defining required fields (as well as defined formats for 
specified fields (ex. Subscriber ID)

– Consider using a system that can electronically validate 
demographic and insurance information 
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• Inconsistent data is submitted on claim form. For example, 

female diagnosis code assigned to a male patient; patient 

age and diagnosis or CPT mismatch

• How to prevent:

– Ensure patient demographic data is always complete 

and accurate 

– Consider building edits to scrub claims prior to 

submission data discrepancies
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• Failure to assign diagnosis codes to the highest level of 
specificity 

• How to prevent:

– Ensure diagnosis codes assigned are the highest specificity 
supported by the provider’s documentation. Do not fall back 
on unspecified codes because they are on the “list”

– Provide feedback to providers when needed specificity is not 
documented in the patient’s record so that improvements 
can be made

– Track payers denying for specificity and locate coverage 
policies for services being denied. Share information with 
providers
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• Services billed together are deemed not separately 

reportable 

• How to prevent:

– Identify services provided that when performed together 

are bundled and not separately billable

– Identify when these services may be appropriately 

unbundled with a modifier

– If services don’t meet requirements for modifier, do not 

enter charge for bundled service
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• Modifiers used inappropriately or applied to incorrect CPT 

code

• How to prevent:

– Ensure individuals assigning modifiers to CPT codes 

understand appropriate use of modifiers 

– Validate prior to claims submission that modifiers 24, 25 

and 59 are being used appropriately and being assigned 

to the appropriate CPT code
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• Diagnosis code and CPT® code do not match. 

– For example, patient is seen for follow-up on hypertension 

and diabetes but now has new complaint of joint pain so 

received a joint injection. The office visit should be linked to 

all diagnosis codes while the joint injection should only be 

linked to the joint pain code. Linking to hypertension would 

cause denial
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• How to prevent:

– Ensure individuals responsible for assigning diagnosis codes 

understand linking diagnosis to service provided

– Review denials (medical necessity) to identify trends in 

diagnosis/CPT code linking issues and educate on 

appropriate diagnosis code linking
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• The best way to reduce denials is to 

clean up the processes that led to the 

denial

• Everyone in the revenue cycle has a 

role to play in reducing denials. Not just 

the billing office
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• Develop report 3 days prior to appointments

– Verify in advance, reach out to the patient prior to visit, and 
update system with new information

• These actions can prevent common denials:

– Incorrect plan, patient not eligible on DOS, unable to identify 
patient as a member (Insurance information can change at 
anytime)

– No prior authorization (Allows the staff to inquire about the 
necessity of authorization and what information is required)

– Non-covered service (just because someone has insurance 
doesn’t mean the insurance covers your service)
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• Denials related to documentation and coding

– Invalid modifier

– New patient criteria not met

– Invalid diagnosis code

– Expired code(s)

– Bilateral procedures

– Bundled procedures

• Evaluate the edits of the software / clearinghouse edits to 
minimize these denials
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• It is important to review and audit charge entry daily

– Are charges getting entered on the right patient?  For the 

right provider?

– Are all charges being captured for all providers? (timely 

filing limits)

– Are payer coverage guidelines and requirements 

understood by the staff (think modifiers)?
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• Questions to answer daily 

– Did the clearinghouse receive our file?

– Are there any claims that are ‘unbilled’?  WHY?

– What rejections are we receiving at the clearinghouse 

level

• What is the source of the missing information?

• Can they be prevented? HOW
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• Get to the root of the denial –

avoid repetition and identify 

payer denial pattern

– What is the source of the 

information?

– Track / Trend types of denials

– Identify what tools are 

available to prevent the 

issues

27



• Categorize denials by the root cause so that they can be directed back 
to those areas to correct the errors. For example:

– Administrative (generally due to demographic information that can 
be updated and then refiled)

• Member not on file

• Not primary payer

• Past timely filing limit 

– Clinical (generally due to coding or clinical information that may 
require an appeal) 

• Not medically necessary

• Authorization required

• Records not provided
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• Best way to fix a problem, stop it from happening

• Excellent tool for communicating claims issues

• For every denial, send it back to the owner

• Creates a method of education and gives responsibility of 

accurate claims back to the originator

• Require action and response from the originator

• Example: claim denied due to medical necessity; request 

supporting documentation from physician



• Monitor action taken on denials

– Did the action result in payment – or an additional denial?

– How long did it take to resolve the denial?

– How much staff time was involved in resolving the denial?
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Know why the 

claim was denied.



• Documentation of Payer Correspondence

– Essential to have written documentation on all verbal and 

written correspondence 

– Should include: date and time, people whom you spoke with 

and any authorization numbers or treatment numbers

• Clinical Documentation

– Factual documentation

– Ensure physicians/staff document thoroughly and completely

– Involve clinical staff in all denials documentation requests



Once an initial claim determination is made, beneficiaries, providers, and suppliers have 

the right to appeal Medicare coverage and payment decisions.

• Must file appeal w/in 120 days of the initial decision

• MAC must issue its decision w/in 60 days
Redetermination by a CMS 

Contractor (FI, carrier, MAC)

• Must file appeal w/in 180 days of the redetermination

• QIC must issue its decision w/in 60 days
Reconsideration by Qualified 
Independent Contractor (QIC)

• Must file appeal w/in 60 days of the QIC’s reconsideration

• Must be more than $140 in dispute

• The ALJ must issue a decision w/in 90 days

Administrative Law Judge 
(ALJ) Hearing

• Must file appeal w/in 60 days of the ALJ’s decision

• Medicare Appeals Council must issue a decision w/in 90 
days

Review by Medicare Appeals 
Council

• Have 60 days to file for judicial review

• Must be more than $1,400 remaining in dispute
Judicial Review in U.S. District 

Court



Detailed But Simple Story

• What is the primary reason the patient is seen?

• What are the conditions for which the patient is being treated?

• What risk factors may impact the patient’s outcome for this 

condition?

• What information is required by the code set?

Copyright® 2017 

CSI All Rights 
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• A certified coder?

• A certified coder in your specialty?

• A clinical person in your 

specialty?

• A physician?

Copyright® 2018 

CSI All Rights 
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Copyright® 2018 

CSI All Rights 
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Copyright® 2018 

CSI All Rights 
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Copyright® 2018 

CSI All Rights 
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• Cover letter

– Define / describe / 
defend

• Pages in order

– Identifying 
information on each 
page

• Limited information 
shared – need to know

Copyright® 2018 CSI 

All Rights Reserved, 

Copyright® 2018 RCI 
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• What are your average days in 

AR currently? <50 days, 60-

90day, 120+ days

• What is your biggest challenge 

in managing denials? Unclear 

payor rules, Lack of staff, 

Overwhelming volumes of 

denials, other
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• Why is this important?

– Helps measure success 

– Helps identify training 

opportunities/deficiencies

"Those who are unaware of history

are destined to repeat it."



• For each department to identify where it originates

• Provide monthly to trend denial reasons



• Time between charge entry and claim submission

– Expected 48-72 hrs

• Coding – Days to code

– Looking at delinquency rate

– Within 48 hrs of charge entry

• Medical records if needed

• Provided invoices for claims





• Measures number of days it takes to collect money after it is 

entered into the billing system

• MGMA and HFMA benchmark for Days in AR (days receivable 

outstanding) <50 days

– 5-8% 90-120 days

– 10-18% 120+ days

• Important to track these metrics as an increase in denials will 

cause an increase in total days in AR as well as increase in aging 

buckets
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Adjudicated during the first 30 days

0-30

31-60

61-90

91-120

Secondaries, patient responsibility, 

refiled claims

Rejections, denials, 

patient responsibility, 

pended claims 

Problems, 

appeals



• Over 120 days –

– Ideally limited to self-pays, workers compensation or litigations.  

– Previous action should have been taken for claims for which 

there is no third party payer

– Work comp or litigation claims, 

• be in contact with the attorney or representative monthly.  

• ANY unpaid claims need intense follow-up with the payer until 

resolved 

– define when they anticipate the claim being resolved



• Contractual vs. Bad Debt

• “Write-offs” typically represents bad debt adjustments

• Contractual adjustments are the difference between the 

service charge and the payer allowable fee

– These are typically applied by EDI

• Bad Debt write-offs are those items we expected to collect 

but did not

– Firm bad debt write-off policy is highly recommended

– Create hierarchy and develop adjustment forms



• Track adjustments by type to identify collectable charges 

which were not collected and why

• Tie those adjustments back to line item charges to identify 

root cause

• Tracking payments should correspond with negotiated 

contract fees
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• Trending denials to determine root cause

• Request reports by denial code/type with subtotals by 

service, physician, insurance

• Measure by quantity & dollar amount 

• Identify major reasons for denials

• Create a tracking/reporting process to measure successes 

and failures

• Share with management team and develop action plan

• Measure results



• Include administrative, clinical and billing office staff

• Develop an agenda to address:

– Summary of Denials & Appeals

– Specific procedure and/or diagnosis coding issues

– Any payer updates or policy changes since last meeting

– Review procedures receiving request for 

documentation/medical necessity

• Take minutes & disseminate to attendees



• Ensure patient demographic information is updated at every 

visit and is entered into the system quickly and accurately

– If claim drops 48 hours after encounter, updates to 

demographic/insurance information must be completed 

before then to ensure claim is directed to correct payer
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• Verify patient insurance coverage prior to date of visit

– When insurance is verified, not only should the 

patient/subscriber information be validated, but also 

specific coverage policies and 

precertification/authorization requirements

– All information from verification process should be 

entered into the patient’s account
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• Document EVERYTHING in your practice management 

system

– Anyone who looks at a patient account that has been 

reviewed should quickly be able to determine why that 

claim is still outstanding
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• Quickly communicate any changes in payments/denials 

– Payer suddenly denying for provider not eligible when 

the provider or service line is not new

– New CPT and/or diagnosis codes are not being 

processed appropriately
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• Communicate common denials/rejections to the 

management team so they can be shared with Denials 

Management Committed

• Communicate with providers and clinical staff when denials 

involve clinical information to ensure documentation 

practices are addressed
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Let our expert consultants guide you through the ever 

changing healthcare landscape with a Business Operations 

Review

• New Patient Intake

• Financial Counseling

• Insurance Verification

• Patient Scheduling

• Refund Methodology

• Adjustment Process

• Payment Posting

• Charge Entry

• Authorization/Pre-Determination Process

• Research (Drug Trial) Process

• Incentives/Penalties (includes PQRS and EHR)

• Claim Submission

• Cash Posting

• Accounts Receivable

• Collections

• Fee Schedule/Charge Master Review

Front Office Process Review includes:

Back Office Process Analysis includes:



WE CAN HELP YOU:

• Identify areas of risk

• Potentially discover untapped revenue

• Achieve regulatory compliance

Want more information?



Tired of Online Training

That’s Not Right for You?

We offer courses designed with YOU in mind.

• Comprehensive courses for intricate specialties

• State-of-the-art graphics

• Instant Feedback

• Exercises

• Case Studies

• Real-World Documentation

•  Interventional Radiology  •  Diagnostic Radiology  

•  Radiation Oncology  •  Infusion Centers  

•  Invasive Cardiology  •  ICD-10-CM  •  Much More!



The support you need to get the job done right.
The Client Resource Center provides:

• Secure client login and online access 24/7.

• Up-to-date resources and helpful industry 

• Message center for the latest news and tips

• Educational webinars 

• Client support via the secure portal
Q&A Forum that provides prompt answers to your questions 

from our experts and is visible only to you and your staff

• Each question and subsequent comment is maintained 

as a separate item

• Questions and advice are saved and available for future 

reference

• Our convenient search feature allows for easy reference 

to already-posted questions

• Access is provided to unlimited users, including 

physicians and clinical staff as well as management and 

compliance officers



• Specialty Specific

• Bundles

• Digital Navigators

• Job Aids

Ask about the Volume Discounts for 

2019 Navigator Reference Guide 

Orders 





Info@codingstrategies.com




