How Well Is Your Statf Positioned
for Denials Management?

cross the country, hospital executives are boosting their bottom lines by focusing

new energy on an old problem: claims denials. Key areas of focus include technology
that allows denials to be tracked and addressed more efficiently and processes
designed to improve documentation, particularly in relation to patient access staff. To make

best use of these opportunities, however, organizations need to examine the adequacy of
their staffing functions. In addition to having the right number of people in place, hospitals
need to ensure they possess the right skill set and provide them with the proper level of

training. In the following roundtable, HFMA, with sponsorship from Siemens Corporation,
asks several senior healthcare financial executives about prioritizing denials management
activities, best ways to dedicate staff to denials management, and what they see as most

significant training needs.

Addressing claims denials is an ever-present challenge for
healthcare providers. When developing a denials
management strategy, what is the best “big picture” advice
you have for providers looking to improve processes?

Michael Smith: You need to think of both prevention and
recovery of denials. Recovery is a quick fix, but the need
for recoveries will continue to occur if youre not working
to prevent them. Prevention of denials sometimes can be
time consuming since it often takes operational enhance-
ments and technical enhancements, but I think in the long
run it is worth more than recovery efforts.

Kara Carpenter: I would definitely recommend imple-
menting a denials management system because it helps in
monitoring your inflows and outflows of the work along
with appropriate allocation of resources. It also helps in
denial reporting and working toward your goals of both
denial prevention and recovery of lost dollars. Also, think
about categorizing your denials into opportunity areas
and move forward with denial reporting, at least on a
monthly basis.

Establishing processes for information exchange
among staff is important as well. You might want to

implement a denials task force and ensure that you have the
major departments at the table to work through the issues.
Communicate the denial data and findings to your key
stakeholders, as well as all levels of the organization that
have an impact on denials, so they understand what the
goal is and the position you are in today. You need to make
sure the front end can review the denials so those staff
members can see where the opportunity areas lie. And if
you're a larger system, I would highly recommend hiring a
denials analyst for review due to the complexity of denials.

Determining which individuals to involve in denials
management efforts is an important issue. What are your
thoughts on effective ways to organize staff?

Michael Smith: We are seeing a turnaround in the way that
hospitals throughout the country are dealing with denials
management. Top performers are now taking denials
follow-up functions away from the normal business office
group. Instead, they are recommending that hospitals set
up denial units or, depending upon the size of the hospital,
a mini-group of individuals who are responsible solely for
the capture, tracking, trending, and prevention of denials.
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Frank Gless: We’ve separated our denials management
staff. These days, they actually report to the reimburse-
ment leadership at Spectrum Health. Before, when we had
them under PFS, it was kind of like the fox guarding the
henhouse. If you keep denials management within PFS,
you will be likely to overlook some of the problems that are
really created by errors in financial services. For instance, if
you have denials because you're too late in billing the payer,
a PES director might not feel comfortable letting his boss
know how many of those he has.

Michael Kan: Because process breakdowns can occur any-
where in the revenue cycle, it is important to get key stake-
holders to the table so they are invested in denials reduction
efforts. One of the best ways to get people focused is to
develop a denial reporting system that provides timely feed-
back on progress. Over the years, we have had great success
in reducing and overturning denials by creating an inpatient
denials committee that meets bi-weekly to review processes
and includes, among others, representatives from admitting,
patient accounting, medical records, and case management.
On the outpatient side, we tend to create ad-hoc teams based
on the payer and services involved and focus on a couple of
high impact areas at a time.

How do you determine how many staff members to
dedicate to denials management?

Michael Smith: Scope of the project will have a significant
effect on the staff resources needed, so the first thing you
want to do is identify what payers you want to target. Per-
haps start with one of your HMO payers, possibly looking at
inpatient only and then branching out to outpatient. We’ve
got a 950-bed hospital in Florida that’s focusing chiefly on
inpatient managed care and HMO denials and they’ve got
three folks. Then I've got a denial unit in New York City
that’s looking at everything, and that hospital has seven.
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Frank Gless: For management of denials, we have a fairly

small staff—seven total. We have a manager and a couple
of senior staff, and the other four are techs. They are high-
level PES-trained people.

Denials management requires an ongoing commitment
from staff. What incentives do you use to keep staff
motivated?

Kara Carpenter: Within the business office, we have a
results-sharing program that is focused on yearly goals,
such as A/R days and customer contact center average
speed of answer. The business office staff members receive
the results-sharing incentive if the goals are met.

Michael Kan: We have an incentive compensation program
that rewards staff for cash collections over and above the
target. In many parts of the healthcare business, it’s hard
to measure success. But in the patient accounting world,
you really can measure cash, and that’s a very defined
metric that the world is willing to reward if the targets

are exceeded.

Technology is another key piece of effective denials
management. How does your staff use technology to
tackle denials?

Michael Kan: At the end of the day, the key to successful
denial management is having the right reporting tools to
point you to the root cause for the denial. For the person
who has to work the denial, technology that can segregate
the claims is essential. It’s also important to use technol-
ogy that provides staff with the necessary information at
their finger tips to determine whether a claim is able to be
appealed. Also, we provide them with data elements and
canned appeal letters to make their jobs easier. That’s the
key to getting through the volume.

Frank Gless: Technology has a role throughout the entire
revenue cycle with respect to denials management. That
starts on the front end with scheduling and registration,
insurance verification, and those areas. At the back end,
my organization is involved in installing a computer sys-
tem that’s a bolt-on to our billing system. It will allow us to
receive electronic remittance information from the insur-
ance company, and we will be able to prepare reports based
on those electronic data that show what claims were denied
and the reasons they were denied. Currently, we are using a
Microsoft Access database, so this is going to make us a

whole lot more effective.
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Kara Carpenter: Technology has been a significant factor

in our success with both a ‘bolt on’ denials management
system as well as our current transition to an electronic
medical record system that includes denials management.
In addition to tracking the inflow of denials, our denials
management system allows us to do significant denial
reporting to better understand payer issues, system issues,
and process issues. The system lets us sort by a number of
different fields, such as timely filing indicator, date of ser-
vice, dollar, and payer. The system gives us the ability to
filter or sort the work queue in a number of different ways
to make the processes much more efficient in the business
office as well as medical records and other departments at
each facility.

What tips do you have about staffing and management
strategies to reduce denials?

Michael Smith: I've found it’s particularly helpful if people
who work in a denials management unit have a combina-
tion of financial and clinical backgrounds. At one of our
client hospitals, the denial unit is headed by an RN with a
financial background. And we’ve got people in that unit
from the business office and case management. Having
individuals on hand with such varied backgrounds aids
communications with payers regarding inpatient clinical
denials—which tend to have significant revenue impact—
since they have a solid understanding of relevant clinical-
related language and process.

Having the right level of experience is also key. Pretty
often, you’ll see that the people working denials have a lit-
tle bit more tenure, have a little bit more knowledge of how
the payers work, a little more knowledge of the actual con-
tracts that the payer and the provider have agreed upon.
It’s not your basic first year follow-up person.

Kara Carpenter: I think another important issue in regard
to managing staff is having a process in place to support
effective collaboration. We have a denials task force that
includes the business office director responsible for denials
and follow-up, billing manager, follow-up/denials man-
ager, admitting manager—who represents all 11 sites, the
payer relations contract manager, our denials analyst, the
revenue cycle managers for patient access and for coding,
the chargemaster director, and myself. The task force over-
sees action plans for specific types of denials. The plans
identify the root cause for a group of denials and action
steps to address the problem.

How do you keep patient access staff informed about the
changes payers implement?

Kara Carpenter: We have a number of initiatives in place.
It’s not just about informing the business office staff;
admitting/registration areas need to understand what kind
of changes and payer requirements are happening, as well
as other areas. We have a payer plan code committee, and
any new player plan code requested is approved by the
committee. And then, those changes are communicated
out to make sure everyone is aware of the new plan code
and the requirements.

We also meet with payer relations consistently to
keep apprised of the changes, which has been helpful. Payer
newsletters discussing changes that are coming from the
payers are distributed to all the staff. Usually, we receive a
monthly or quarterly newsletter from payer relations or the
payers themselves via email. The contracts also are available
on our network for some staff to view them. We also have
a representative from payer relations on the denials task
force who also attends monthly or quarterly revenue review
meetings with the sites. And at staff meetings, managers
and supervisors share payer requirements and updates.

Michael Kan: We actually have a dedicated payer opera-
tions unit, a professional group whose job it is to keep up
with what the payers are doing. We have monthly work
group meetings with our large payers, so we are in a posi-
tion to get some early warning on some changes. Our payer
operations staff members monitor the payer websites and
they communicate that information out to all the key
stakeholders.
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Frank Gless: We’re on several listservs with our payers, and

as updates come out, we have a group that prepares docu-

ments and sends them out to let everybody know what the
changes are. Those staff members interpret the new infor-
mation and figure out how it’s going to affect us, and then
send out an e-mail to all the people who need to know.

With patients taking on a greater portion of payment
responsibility these days, the need for front-line staff to
verify benefit structure and provide appropriate financial
counseling upfront is increasing. In what ways are your
hiring and training efforts taking into account this trend?

Kara Carpenter: Keeping pace has definitely been a chal-
lenge to us as the self-pay population increases. Right now,
we are rolling out a patient access accountability model
that allocates more staff to address those issues. It also
combines insurance verification and preregistration to
implement a more streamlined process for the patient.
Allina faces the challenge that many hospitals have
regarding the job grade for those positions. The job descrip-
tion has been rewritten to better outline the responsibilities.

Frank Gless: It hasn’t been as dramatic a change as we
thought, but the number of patients who have high deduct-
ibles is growing. We try to catch them at the front end, so
our financial counselors are receiving a greater volume of
cases in which they have to ask the patient for money.

How do you measure the success of your denials
management initiatives?

Michael Smith: I think it’s important to decide what
benchmarks you want to meet. For example, you might set
the goal of reducing the overall denial rate—not by insur-
ance plan, but the overall denial rate as a percent of gross
revenue—to less than or equal to 4 percent. You might
work for clinical denials less than or equal to 5 percent and

technical denials as a percent of gross revenue less than or
equal to 3 percent. Those are very aggressive numbers—
and depending upon your payer mix, sometimes it’s hard
to get there.

Frank Gless: We couldn’t compare performance with
benchmark numbers before we started our current process
because we weren’t formally reporting the denials in the
same fashion we are now. But we are confident that there
have been major improvements—20 percent to 30 percent
improvement in the denials—and we have a game plan for
fixing a whole lot more.

Kara Carpenter: About five years ago, we started a revenue
cycle improvement project—a process redesign project with
technology implementation around the denials manage-
ment piece—to get a better handle on our cash flows and
reduce accounts receivable days. At that time, we were at
about 25 percent denials of claims submitted and 90 days
of gross accounts receivable. The redesign project resulted
in significant improvements. We’re now at approximately
44 gross accounts receivable days, and on our denials, we’re
at approximately 9 percent to 10 percent. The benchmark is
4 percent to 5 percent, and that is our goal.

Is denials management an activity that can be “fixed”
once and for all? Or is it a moving target?

Michael Kan: It’s a constantly evolving process. For exam-
ple, we were making a lot of progress on preauthorization
denials and that was a tremendous administrative saving
on both sides. But now, we run into the whole radiology
preauthorization issue, and it’s just ripe for the opportu-
nity for claims to fall through the cracks and be denied. So
we need to build new processes around those.

It’s a constant give-and-take if the payers try to do
their job and manage utilization in an intelligent way. But
since there is no simple way to do this, it just creates opera-
tional complexity and that keeps us busy.

SIEMENS

Siemens Medical Solutions is known for bringing together innovative medical technologies, healthcare information systems,

management consulting, and support services, to help customers achieve tangible, sustainable, clinical and financial outcomes.

The company is headquartered in Malvern, Pa., and is one of the largest suppliers to the healthcare industry in the world.

4 HFMA EXECUTIVE ROUNDTABLE




<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket true
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /SyntheticBoldness 1.00
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveEPSInfo false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (Color Management Off)
  /AlwaysEmbed [ true
  ]
  /NeverEmbed [ true
  ]
  /AntiAliasColorImages false
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasGrayImages false
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.15
    /HSamples [1 1 1 1] /VSamples [1 1 1 1]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 30
  >>
  /AntiAliasMonoImages false
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 300
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile ()
  /PDFXOutputCondition ()
  /PDFXRegistryName (http://www.color.org)
  /PDFXTrapped /False

  /Description <<
    /JPN <FEFF3053306e8a2d5b9a306f300130d330b830cd30b9658766f8306e8868793a304a3088307353705237306b90693057305f00200050004400460020658766f830924f5c62103059308b3068304d306b4f7f75283057307e305930023053306e8a2d5b9a30674f5c62103057305f00200050004400460020658766f8306f0020004100630072006f0062006100740020304a30883073002000520065006100640065007200200035002e003000204ee5964d30678868793a3067304d307e30593002>
    /DEU <>
    /FRA <>
    /PTB <>
    /DAN <>
    /NLD <>
    /ESP <>
    /SUO <>
    /ITA <>
    /NOR <>
    /SVE <>
    /ENU <>
  >>
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


