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	Job Title
	Coding Reimbursement Analyst

	Job Level
	Staff 

	Functional Area
	Post Encounter

	Submission Demographics
	551-bed, not-for-profit community hospital

	Notes
	


TITLE:
Coding Reimbursement Analyst


DEPARTMENT:  Patient Accounts Adm.



FLSA STATUS:





DIVISION:  Finance








 

Exempt _x    Non-exempt      


SUPERVISED BY:  Clinical Reimbursement  Cord. 
Revision 04/2002       


I. RESPONSIBILITIES:

ASSISTS IN REIMBURSEMENT ANALYSIS FOR FINANCIAL OUTCOMES AFFECTING ALL AREAS OF HOSPITAL OPERATIONS.  RESPONSIBLE FOR DETECTION, DIAGNOSIS, ASSESSMENT AND RESOLUTION OF REIMBURSEMENT AND COMPLINACE CONCERNS AS WELL AS ASSOCIATED SYSTEMS COORDINATION.  DUTIES INCLUDE DATA COLLECTION, TRACKING, TRENDS AND REPORTING THROUGHOUT THE ORGANIZATION.  INDIVIDUAL ALSO RESPONSIBLE FOR INSERVICE TO EDUCATE AND CREATE FINANCIAL AWARENESS THROUGHOUT THE ORGANIZATION.  PROVIDES STRATEGIC INFORMATION TO SUPPORT ADMINISTRATION AND SENIOR MANAGEMENT IN REIMBURSEMENT AND COMPLIANCE.  COORDINATES EFFORTS REQUIRED TO ATTAIN DESIRED FINANCIAL OUTCOMES IN RESPONSE TO INTERNAL AND EXTERNAL ENVIRONMENT/INDUSTRY CHANGES.


II.
MAJOR AREAS OF RESPONSIBILITY

Code of Conduct
*
1.
Always works as a team player to provide quality patient care, whether direct or indirect.  Within scope of licensure, each employee will assist other team members in accomplishing their job duties in order to get the job done.

*
2.
Holds self and team members accountable for knowledge of and full compliance with customer service performance standards as listed on all team members job descriptions.  Customer is defined as patient, physician, visitor, fellow employee, volunteer, supplier and payor.

*
3.
Participates in planning and in the efficient, effective management of resources.  

*        4.
Supports Performance Improvement and Patient Safety activities.

Job-specific Major Areas of Responsibility
*
5.
Serves as coding reimbursement analyst within patient financial services.  Responsibilities include audit of customized reports available through various patient accounting modules and report writers in order to maximize reimbursement and identify areas that represent a high risk with respect to compliance issues.  Recommends and/or takes corrective action after communicating with clinical reimbursement coordinator.












*
6.
Represents Finance Department as necessary at cross functional meetings to assure Medicare local medical review policies are implemented in a timely manner.  May be called upon to create financial policies and/or develop training programs on compliance.

*
7.
Special projects/other duties include taking leadership roles with (1) w/Chargemaster Team and (2) implementation of Compliance Software.












.

III.
QUALIFICATIONS
Education:

Bachelor’s degree in Health Information Management or equivalent or college degree with certificate from an accredited school for Health Information Management required.  Masters prepared in Health Care Administration or related field preferred.  Undergraduate work in Business, Finance, Accounting or Computer Science a plus.  Must be certified RHIA (Registered Health Information Administrator and CCS (Certified Coding Specialist).

Licensure/Certification: 
Experience:

Five years coding experience required to include both impatient and outpatient.  Awareness of and exposure to utilization management/reimbursement finance/patient accounting issues a plus.

Knowledge, skills, abilities:

1. Typing (40 WPM) required.

2. Demonstrated PC proficiency in the following software applications:  Word or Word Perfect, Excel or Lotus 1-2-3, Lotus Notes Mail or CCMail.

3. Medical terminology and extensive ICD9/CPT coding experience required.

4. In-depth familiarity with Medicare/Medicaid/Manage Care/Agency billing and reimbursement required.

5. Working knowledge of patient account billing system(s) – preferably HBO Medipac – required.

6. Strong written and verbal communication skills necessary to deal with physicians, nursing directors, department heads/directors required.

7. Demonstrated strength in analytical skills and problem solving skills required.


8.
Ability to work independently.


Physical Abilities:


Ability to move throughout hospital/campus sites to accomplish duties.


Visual ability to read records and computer terminals.


Manual dexterity to enter data into and retrieve data from computer.


Ability to communicate verbally and in writing.


Ability to sit long periods of time.


Ability to move moderately heavy objects (e.g. boxes of paper, manuals, boxes of supplies, and light equipment).

IV.
WORKING CONDITIONS:

Normal office environment.

V.
STANDARDS OF PERFORMANCE
Note - listed below are meets expectationlevels of performance that match the Code of Conduct.  Below expectations: and above expectations levels will be described/provided as part of the performance appraisal.

Weights


( Standards #1-5 relate to Teamwork.)

3%
1.
Willingly assists team members, shows flexibility in accepting alternative assignments or working additional hours when asked.

2%
2.
Keeps co-workers and supervisor informed about work related issues and concerns.

3%
3.
Shares constructive ideas about work and is respectful of different points of view.

3%
4.
Accepts constructive criticism about job performance and behavior.

3%
5.
Addresses conflicts with co-workers and supervisor in a constructive manner.

(Standards #6 - 10 relate to Customer Service)

3%
6.
Acknowledge a customer’s presence immediately.  Smile and introduce yourself in a friendly, professional manner.

3%
7.
When anyone appears to need direction, escorts that person to his or her destination.

3%
8.
Always answers the phone by the third ring and gives name, department, and asks “how may I help you?”

3%
9.
Makes sure that patient information is kept confidential.  Never discusses patients and their care in public areas.

3%
10.
Practices elevator etiquette by giving patients first priority.

(Standards #11 - 13 relate to Planning and Resource Management)

3%
11.
Uses resources and materials efficiently and effectively. 

3%
12.
Suggests cost saving opportunities.

3%
13.
Does not waste time.

(Standards #14 - 17 relate to Performance Improvement and Patient Safety)

3%    14.        Recognizes that patient safety and performance improvement are priorities by striving to continuously improve  service excellence, clinical excellence, improve performance and patient safety, quality outcomes, teamwork, patient care coordination, and resource management

3%
15.
Stays current within profession as well as hospital/unit/department policies.  

3%
16.
Is familiar with the legal and ethical obligations of the work.  Reports instances of impropriety through provided mechanisms.  

3%
17.
Complies with hospital policies and regulatory standards, including JCAHO, OSHA, Medicare, etc.

*Note – Listed below are “meets expectations” levels of performance.  “Below expectations” and “above expectations” levels will be described/provided as part of the performance appraisal.)

(Standards #18 – 23 relate to job specific duties of coding reimbursement analyst.)

.05%
18.
Monitors hospital departments and physicians for reimbursement issues.  Plans and coordinates reimbursement strategies.  Also responsible for providing medical record coding review and appeals for resolution on reimbursement/utilization issues from third parties in order to maximize financial outcome/benefit to the organization.  Monitors effectiveness of action plan to assure corrective action is maintained.

.05%
19.
Works APC Grouper/Pricer Error report on a daily basis to correct errors prior to the next batch cycle.

.05%
20.
Handles all retroactive Medicaid precerts (including inpatient, 23 and 48-hr. observation) in a timely manner.

.05% 
21.
Keeps up-to-date and maintains records on Medicare, Medicaid, Champus and JCAHO regulations/requirements by maintaining a complete understanding of the billing process, payor regulations, industry, standards and health care trends in order to assure timely communication/education/dissemination to service areas to protect revenue.

.03%
22.
Conducts “as needed” audits of the coding accuracy of UH’s DRG/CPT 4 codes as requested by Health Information Services.

.02%
23.
Audits other reports as needed to maximize reimbursement and identify areas that represent a high risk with respect to coding/compliance issues.  Recommends and/or takes corrective action as needed under the direction of CRC or Director of HIS

(Standards #24 – 26 relate to Serving as department representative/liaison.)

.05%
24.
Coordinates involvement of Department Heads, Patient Financial Services, Health Information Services, Compliance Officer, and Chief Medical Officer (for physician involvement) to formulate and implement a corrective action plan (i.e. change in process, additional medical justification, appeal, etc.) for all underpaid/disputed claims resulting from coding issues.

.05%
25.
Provides leadership and strong communication skills when acting as a liaison between Patient Financial Services and departments in use of Interqual and M&R coding standards.

.05%
26
Visits clinical and ancillary service areas and physician staff when needed to provide education and information as to financial outcomes while developing and implementing solutions/objectives designed to improve reimbursement.

(Standards # 27 – 28 relate to Special projects/other duties)

.05% 
27.
Educates and coordinates Charge Master Team whose responsibility is to maintain the CDM’s (Charge Description Master) are receiving the highest allowed reimbursement through hospital contracts (PPO & HMO), government and state agreements.

.05%
28.
Responsible for development and implementation of Compliance Software in hospital to assure Medicare compliance and appropriate reimbursement.

© Copyright 2005, Healthcare Financial Management Association. All rights reserved.  For redistribution information call 1-800-252-HFMA x 691.

