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1. Welcome

2. Market Challenges + Insights

3. 3 A’s to Outsmarting Denials

4. Final Takeaway

5. Q&A
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Learning Objectives
3 A’s to Outsmarting Denials

In this session, we will cover how to:
1. Allocate denials for smart follow-up

2. Automate front-to-back processes

3. Avoid write-offs across all channels
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70%

D E N I A L S  E P I D E M I C

What we already know
STATE OF THE INDUSTRY

82%
of denials are 
potentially 
avoidable and 
2/3 are appealable

of healthcare 
leaders 
reported an 
increase in 
denials in 2021

69%

RESOURCE + REVENUE IMPACT

of organizations 
have a minimum 
write-off amount to 
alleviate resource 
constraints

of gross revenue 
impacted by denials 
in 2022

of RCM teams are 
allocated to 
working denials 

10%

3%

Presenter Notes
Presentation Notes
B.  --- So let’s go over some of the research related to what is now becoming ‘the denials epidemic’.  We see that about 86% of denials are preventable, but successfully preventing them requires strengthened leadership and work to improve the skills of your denials prevention teams. Another staggering data point tell us that that 65% of denials are never worked and we probably all know why?  -staffing challenges, -lack of exception-based workflow, and -deficient technology. 
20% of denials cost more to work than the cash they yield because It can cost almost $118 to make an appeal plus 70% of invoices < 6 months become non-collectable.:    All of this adds up to a serious problem we are allowing insurers to keep money that should have made it's way back to our frontline workers especially when they need it the most. 
And it seems to be getting worse…
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D E N I A L S  E P I D E M I C

Denials are entering a dangerous zone

9% 9.5% 10%
11.0%

12.0%

0%

2%

4%

6%

8%

10%

12%

14%

2016 2019 2020 2021 2022

33% 
increase in 
denials over the 
years

N A T I O N A L  D E N I A L S  T R E N D I N G

Negative 
margin 

pressure
Sicker 

patients
Higher 
costs

Fewer OP 
visits

The pandemic has 
contributed to…

Staffing 
challenges

Presenter Notes
Presentation Notes
B. -- Hospital claim rates have hit new highs, with a 20% increase in those rates over the past five years, suggesting that better claims-denial management processes are necessary.  Make no mistake about it, the denial rate was climbing prior to the pandemic BUT the ongoing COVID-19 pandemic has only made the trend worse, as 33% of hospital executives report average claims denial rates of 10% or more. 
Since the onset of the pandemic, medical claim denials have risen over 11% nationwide.  We can see a 1.5% gain in 2020 alone compared to a rise of just .5% over the last 3 years prior. 
Why do they continue to rise? Lack of denial resources, such as expertise to support appeals and data for root cause analysis, as well as staff attrition and training, growing denials backlog and legacy, inefficent technology. 
Plus, the pandemic added several new problems including: 
Workflow and technology changes introduced with a remote workforce.
Uncertainties surrounding payment for an unprecedented volume of telehealth services. 
Delays in claim adjudication became common as both ends struggled to get used to the "new normal" of working from home. 
Revenue cycle staff were challenged by the speed with which new rules for telehealth billing and new codes related to Covid 19 and virtual care were introduced.  New codes were released at a "blink and you'll miss them" rate. 
So the reason you all came today is to hear ‘what can we do about it?’
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The 3 A’s to Outsmarting Denials

A l locate Automate
denials for 

smart follow-up
write-offs across 

all channels
front-to-back 

processes

Avoid

Presenter Notes
Presentation Notes
Barry
Since payers continue to deny claims, healthcare providers and their revenue cycle teams must focus on outsmarting denials . 
The high rate of denials creates challenges for maximizing revenue, all but necessitating the use of tools and technology to curb the problem. 
As revenue cycle teams navigate a changing environment, they have to determine the keys to maintaining stability, reduce the risk of denials and protect cash flow. 
During the preparation for today’s discussion we came up with three key strategies, the 3 A's to working smarter, not harder, to outsmart denials. 
Allocate: How can you allocate and prioritize denials? 
Automate: How can you use automation to remove non productive work across your revenue cycle? 
And last but not least, Avoid: how can you move from denial management, which is a losing battle, to becoming more proactive and avoid denials and lost revenue? 



Allocate
Denials for smart follow-up

Presenter Notes
Presentation Notes
Before we dive in to the first A ‘Allocate’ .
Let’s find out more about your organization with a polling question…




Polling Question #1

If you could re-prioritize denials workflow, how 
would you prefer to organize follow-up?Q.

A Highest denied dollars descending (work highest denied dollars first)

B Probability of payment (work denials that have highest chance of getting 
paid)

C Alpha and/or Payer-split (divided by payers or alpha-split)

D Functional/Task split (technical vs clinical denials; appeals-only team, etc.)

E Other 

Presenter Notes
Presentation Notes
Barry; (multi-select)
Will re-read the question….then kick off the timer.



Proactively remediate + increase conversions

W o r k  S m a r t e r
reprioritize denials that 

have highest rate of 
return 

Claim 
Data

Denial 
Patterns

Remit 
Data

Probability 
of 

Payment

Presenter Notes
Presentation Notes
Allocate = ways in which we can leverage tools to help triage and prioritize denial management work.  
‘Tthere is strength in numbers‘.  The reality is that when you have more data, you have powerful insights.  Using a clearinghouse with a lot of scale – payers, payments, claims. 

It’s important because, just the way payers aggregate your claim data and use it to determine data insights, when to pay versus deny, etc., A good revenue cycle management tool will also aggregate healthcare payments data. A vendor who can access an extensive dataset to better understand payer behavior such as denial patterns, remit trending, probability of payment, ultimately helps your organization get paid fuller and faster. 

Next, lets talk about some specific examples of ways to leverage powerful technology with rich data set…


Probability of Payment score within our denials application represents another example of our innovative approach to helping our clients solve their payment problems. We have leveraged our technology , AI and machine learning data modeling to comb through our rich data set including prior claims, denial patterns, and remit data in order to derive a score showing you the likelihood that you will get paid on a claim.  This technological advantage will allow you to outsmart denials by allowing you to better triage denials.   Why do you need to triage denials…..
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W A Y S T A R   | S I M P L I F Y  H E A L T H C A R E  P A Y M E N T S

A smarter way to proactively intervene on denials

Unique claim 
data elements

Payer remit 
performance

Remit Score A

Remit Score B

Remit Score C

Remit  Forecast

Remit behavior modeling

T h e  R e s u l t

Reduced 
white noise

Data-driven 
statusing

Proactive 
denial 
intervention

S y n t h e s i z e  e x p a n s i v e  d a t a s e t P r e d i c t i v e  m o d e l s  g u i d e  s t a t u s i n g

Presenter Notes
Presentation Notes
Imagine having the ability to predict when and how much you’ll be paid? With Remit forecasting is uses large amounts of payment information to apply smart automation to the revenue cycle. When you think about statusing a claim, most providers do it one of two ways:
either they status based on # of days at the payer or 
they status based on average remit date – both of these approaches, although appropriate, are limiting because it can result in statusing claims either too early or too late.

In order to truly status claims at the right time and proactively intervene on denials quickly, Waystar looks at both payer remit performance and unique data elements on a claim in order to predict the right time to status a claim. 
Each remit as a result will have a remit score and those enriched 277 responses can then be routed to customized denial workflow so your team can intervene and overturn those denials faster and more effectively. 
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Triage denials to focus on high-yield opportunities

0%

10%

20%

30%

40%

50%

60%

70%

80%

90%

100%

0% 10% 20% 30% 40% 50% 60% 70% 80% 90% 100%

P
er

ce
n

t 
of

 $
Last 20% of accounts 

generate less than 0.3%
of subsequent $ collected

First 60% of accounts 

generate over 98% of 
subsequent dollars collected

$4,280
add’l recovery per 

claim

$11
add’l recovery per 

claim

A smarter way

Prioritize denials that 
have the highest 
chance to generate 
most of the revenue

Percent of Accounts Ordered by Likelihood of Subsequent Payment

vs

Presenter Notes
Presentation Notes
Triaging denials is important because 60% of your denials generate an overwhelming amount of revenue. 20% of denials only yields .3%...  In light of this and the fact that 65% of denials don’t even get worked you want to be even more diligent about the ones that you are able to work.  Using powerful tools to help you triage will allow your team to collect more revenue with the same amount of time and effort.   
Waystar has other tools to help you work smarter…
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Authorization

Add’l Info 
Required

Timely Filing

Eligibility
Medical 

Necessity

Claim Error
Level of Care

Non-Covered Services

Attachment 
Needed 

Missing 
Documentation

Invalid Coding

Secondary 
Claim Error

Out of Network

Allowed Maximum 
Benefit MetCoordination 

of Benefits

Duplicate

Control  denial  workf low dynamical ly  +  
quickly  across mult iple parameters

Create New Workgroup+

New Denial Tag+

Denial Closure Settings+

Appeal Settings+

General Denial Settings+

Flexible workflows to keep up with payers

Presenter Notes
Presentation Notes
Workflow management is the key for effective allocation.  You want to leverage technology to help you triage denials to the right person and get the right work done.  An example of using our customizable workflow rules engine: payers are not consistent with their CARC & RARC code combinations and the way so the way in which you apply your workflow engine rules needs to be flexible to accommodate for these differences.  We have built our denial mgmt. platform to be flexible and customizable which includes flexibility to change auto close rules and work que management rules. 
So let’s see some one of our Waystar tools in action.





Automate
Front-to-back processes

Presenter Notes
Presentation Notes
Before we dive in to the first A ‘Allocate’ .
Let’s find out more about your organization with a polling question…




Polling Question #2

What is the leading cause of denials for your 
organization?Q.

A Registration / Eligibility

B Authorization

C Medical Necessity

D Missing / Invalid Claim Data

E Other

Presenter Notes
Presentation Notes
Single-select
If other, please put your answer in the chat box 
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A U T O M A T E

More than half of denials are front-end related

5.0%

6.0%

7.0%

11.0%

13.0%

14.0%

16.0%

22.0%Registration / Eligibility

Medical Documentation Requested

Authorization/Pre-Cert

Service Not Covered

Other

Medical Nec.

Med. Coding

Missing / Invalid Claim Data

Denial Breakdown 
by RCM Areas*

41%
Front-End

Errors

17%
Mid-Cycle

Errors

34%
Back-End

Errors

*Unknown Breakdown = 8%

Presenter Notes
Presentation Notes
It is no surprise that registration and eligibility was the top reason for denials. Almost 70% of a claim generates from the data that we collect pre or at time of service. It's not that the registrar is trying to get it wrong, but they are faced with mounting pressure to get the patient as quickly as possible into clinical care. Payers make financial clearance a difficult process, with many providers still doing everything manually, which simply is not sustainable. 

As you can see, There is no single root cause for denials, nor is there one single trouble area. Rather, problems that lead to a denied claim occur throughout the revenue cycle. 
Errors commonly originate in several areas of the revenue cycle. 
In addition to: 
- Registration data entry 
- Eligibility and benefits checking 
Many of our providers are challenged to maintain prior auth rules across payers and service lines, and often get the "Is Auth Required Yes or No", question and answer, wrong, if they even get to it due to volume and the manual nature of Prior Auth and Med Nec. 

- Clinical documentation – despite extensive Clinical Documentation Initiatives ( or CDI) , there are still denials due to the providers wanting to and needing to focus on clinical care, not documentation. 
- Claim editing – it's amazing that robust edits are not readily available for providers and are only added when the provider finally gets around to trending it, vs using crowdsourced data to proactively deploy edits to providers seamlessly. 
- Other regulatory requirements – they are constantly changing, certainly during COVID 19 it was rapid, but I would expect that they will continue, particularly as healthcare looks to address costs vs quality. 
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A U T O M A T E

A unified + automated platform
Eligibility

Registration QA

Claim Attachments

Claim Monitoring

Appeal Wizard

Coverage Detection

Pre-Claim Eligibility

Authorization

Medical Necessity

Revenue Capture

Claim Management

Medicare Enterprise
Unified 

RCM 
Automation

Mitigate top denial 
issues through 
unified automation, 
powered by AI + 
RPA + Rules Engine

Registration / Eligibility

Authorization / Pre-Cert
Service Not Covered

Medical Records Request
Medical Necessity
Timely Filing

Missing / Invalid Claim Data

Top Denial Issues Mitigated via Smart Automation

Presenter Notes
Presentation Notes
A truly unified and automated platform is machine learning technology from the front to the back of your revenue cycle- looking at expected outcomes and using AI to analyze actual outcomes to continue to improve. It allows your team to focus on more strategic work without the need to invest staff time or additional money on other tools. And it should be purpose built for healthcare. 

Identifying eligibility at the very beginning of the revenue cycle is the first line of defense. When front office staff have accurate patient financial information up front, the provider experiences fewer rejected and denied claims.  Finding coverage for patients that identify as self pay, such as Medicare, or Medicaid or Advantage plans that are often missed, these patients can be reclassified to "covered" and the provider can secure payment from the insurance and not try to chase the patient. 
Another important area of focus is pre-authorization and med necessity management. Providers struggle with the increasing complexity of those changing requirements. Automating the management of pre-auth and med necc can prevent denials, accelerate overall care decisions through administrative care coordination, and improve productivity by more than 50% by intelligently automating when you can. 
Robust claim edits will prevent rejections and denials before they happen, including identifying claims that will require attachments that can be sent electronically and proactively with the claim and not waiting for the payer to request, for example, therapy notes for Workers Compensation, or ER visit notes for a Blue Cross plan. 
Timely working of Medicare claims, particularly those in an RTP status, is critical when Medicare is a large portion of your payer mix. For anyone that has tried to manage Medicare suspense claims, it is a daunting task with limited visibility into what the trending issues are. 
And knowing that a claim will deny before the 835 comes in allows you to  accelerate your working a denial when they do occur, before the 835 gets received and posted, and can bring that cash in the door 8-10 days sooner. 
Lets do a deeper dive into automating appeals. 
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1 0 0 %  P a p e r l e s s  A p p e a l  P a c k a g e

A U T O M A T E

A paperless + automated appeal workflow

Standard 
Mail

Certified 
Mail e-Fax

The Before The After

Comm’l + 
Govn’t
Payers

Appeal 
Settings

Attachments

HIS/PM 
Integration

Denial 
Conversion

manual + cumbersome appeal process with low visibility accelerate appeals and convert denials into payments

P a y e r - S p e c i f i c  A p p e a l  T e m p l a t e s

T r a c k i n g  +  R e p o r t i n g  +  C o n t r o l

Pre-Saved 
Answers

Presenter Notes
Presentation Notes
Despite taking every preventative measure available, denials will still occur. The key to lessening the negative impact is advanced workflow, using intelligent automation,  to make the process as efficient as possible. When a claim is denied, one goal is to act in a way that helps gain the most complete and accurate reimbursement. It is imperative to review all denials within 72 hours maximum and act on them within seven days.  The sooner staff knows a claim is in trouble, the sooner they can begin to work toward the best resolution possible. When given the right tool set to appeal a claim, like 900 pre-built templates,  pre-populating claim and remit data into the template and creating saved answers to guide their response, will make them more efficient. And when they can leverage a mass appeal option, to submit up to 100 claims with a few simple clicks and make the process paperless- removing less valued processes so they can get back to getting cash in the door- then you've gotten a powerful way to combat denials! 



Avoid
Write-offs across all channels

Presenter Notes
Presentation Notes
Before we dive in to the first A ‘Allocate’ .
Let’s find out more about your organization with a polling question…




Polling Question #3

What investments would you like to see as 
part of your denial prevention strategy?Q.

A Increased RCM automation (e.g., eligibility, authorization, attachments)

B Add ‘value’ component to denial probability score (high payment recoupment 
value)

C Predict denial probability prior to claims submission 

D Payer accountability tools: scorecards, contract violations, etc.

E Other 

Presenter Notes
Presentation Notes
Multiple-Select
If you do put other, we'd love it if you would put your thoughts in the chat box. 
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5.0%

6.0%

7.0%

11.0%

13.0%

14.0%

16.0%

22.0%

A V O I D

Denial reason ≠ root cause

Registration / Eligibility

Medical Documentationn Requested

Authorization/Pre-Certification

Service Not Covered

Other

Medical Nec.

Med Coding

Missing / Invalid Claim Data

Registration 
Error

OON Provider Allowed Max 
Benefit Met

Order 
Change

Add-on 
Service

Invalid 
Coding

Missing 
Provider Info

Secondary 
Claim Error

S a m p l e  R o o t  C a u s e  I s s u e s

Recurring 
Encounters

ABN Not 
Signed

Experimenta
l Procedure

Procedure Not 
Contracted

Payer Needs 
More Info

Medical 
Necessity

Missing/Insuff. 
Documentatio

n

Missing/Insuff. 
Documentation

Unlisted Dx 
Code

Length of
Stay

New User 
Training

Process 
Gap

New 
Technology

Retro 
Coverage

Primary 
Claim Delay

Delayed 
Appeal

Root cause analysis is critical 
to manage + prevent denials in 
a data-driven, strategic way

Presenter Notes
Presentation Notes
Telling the story of why a denial happened in the first place begins with understanding the reason, the issue, and ultimately the root cause. Claim adjustment reason codes, or CARC codes are used to communicate a reason for a payment adjustment- why a claim or service line was paid differently than it was billed. 
While CARCs describe why the payer is not paying for a service or claim, the root cause is the confirmed or potential internal failure that caused the variance in payment for the service or claim. What did the organization, do, or not do, to cause the denial? 
An example at UMMS- pre-auth.. 

Identifying the root cause requires internal analysis of processes within the organization to determine the internal failure reason. 
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W A Y S T A R   | S I M P L I F Y  H E A L T H C A R E  P A Y M E N T S

Analytics can help you see your denial universe

A comprehensive 
analytics solution 
will help you quickly 
discover denial 
patterns + gain 
actionable insights

Denied 
Procedures

Payer 
Scorecard

First Pass 
Clean Claim 

Rate

Denial 
Overturn 

Rate

Avoidable 
Denial 

Write-Off 
Rate

Claims 
Denied + 

Reworked

Dollars 
Denied / 
Adjusted

Claims by 
Denial 
Reason

Root Cause 
Reason

S
a

m
p

le
 d

e
n

ia
l 

m
e

tr
ic

s

Presenter Notes
Presentation Notes
To avoid denials, it is important to collect valid data based on actual root cause supplementing the reason codes returned by the payer. When properly collected, analyzed and reported, this information can be used to : 
- Identify patterns and trends that inform denial management strategies 
- Define the service site, service type, payer and possibly physicians where issues originate and offer education and training. STORY on SURGERY 
- Communicate with payers to establish specific contract terms regarding payment and appeal rights. 

Analytics helps break down silos through a multi disciplinary approach that promotes honest discussions about internal processes that may require re-education, or revision. The goal of data analytics is to identify and quantify preventable errors on the front end before they become denials on the back end. 
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A V O I D

Denials is an everyday problem, alignment is key

1. Executive support + multi-disciplinary alignment

2. Establish expectations, ownership, cadence

3. Perform root cause analysis

4. Define + execute action plan

5. Track + measure improvement

6. Continuous refinement

P A T I E N T  
A C C E S S H I M

U R  /  C A S E  
M A N A G E M E N T

P A T I E N T  
F I N A N C I A L  
S E R V I C E S

C L I N I C A L
T E A M

M A N A G E D
C A R E

Key steps to establishing successful  
denials prevention strategy

Presenter Notes
Presentation Notes
Organizational issues are major barriers for providers hoping to tackle inflating rates. Responsibility for claim denials is often split across half a dozen department, if not more. 
For organizations looking to reclaim the time and money they're spending to reprocess a claim, they need to implement a denial prevention strategy that includes staff education and training and the use of advanced technology and analytics. 
This is not just a revenue cycle problem- visibility and accountability must be throughout the entire organization. 
When I was at University of Maryland, we created a Denial Prevention team, along with an executive steering committee, that worked closely together to  analyze denials, determine root causes, and prioritized remediation based on where and what actions would have the greatest impact. We had executive buy in, it was one of the top priorities of our CEO, who made sure it was on the agenda and made it a burning platform across the organization. 
Denials prevention requires all hands on deck. It requires cooperation and corrective actions at every point in the revenue cycle—patient access in the front, clinical services and HIM in the middle, and patient financial services in the back.
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W A Y S T A R   | S I M P L I F Y  H E A L T H C A R E  P A Y M E N T S

Not all clearinghouses are created equal

U s i n g  a  s i n g l e  p l a t f o r m  p r o v i d e s  w o r k f o r c e  f l e x i b i l i t y  w h i l e  i n c r e a s i n g  s e c u r i t y

P r o p e r  d a t a  +  a u t h o r i z a t i o n s  u p f r o n t  d e c r e a s e s  d e n i a l s ,  s p e e d s  
p a y m e n t

E f f i c i e n c y  g a i n s  r e d u c e  e f f o r t  +  i m p r o v e  
a c c u r a c y

A u t o m a t i n g  r e m i t  p r o c e s s i n g  
y i e l d s  f a s t e r  +  f u l l e r  p a y m e n t s

+ All claims 

+ All payers

+ Remote + secure access

+ Service + partnership

+ Real-time eligibility

+ Automated authorizations

+ Charge capture analytics

+ Curated edits

+ System integration

+ Enriched web data

+ Paperless attachments

+ Paperless appeals

+ Remit forecasting

+ Automated claim-to-remit matching 

+ Automated cash posting

+ Performance monitoring + analytics

CLEARINGHOUSE 
TABLESTAKES

RIGHT DATA THE 
1ST TIME

EFFICIENT 
WORKFLOW

TRANSMISSION ISN’T EFFICIENT, 
PAYMENTS ARE WHAT MATTER

Presenter Notes
Presentation Notes
What should you demand from your most important partner? Clearinghouses are no longer a commodity – rightly so, revenue cycle leaders expectations have changed and the demand for smarter automation, streamlined workflows and faster, fuller payments is the new norm. 
Market changes are demanding new evolutions that enable operational flexibility, simplicity and security that healthcare providers need to scale, reduce staff burnout and optimize and simplify payments. 

Waystar is very thoughtful about designing each component of our solution to fit together perfectly. Our vertically integrated solution includes every single component required for revenue cycle leaders to roll out the most comprehensive and advanced automation solution available, eliminating the need for a cumbersome patchwork of solutions. 
This drives unparalleled performance for your teams. It allows you to do more with less. And in todays environment, it is very much needed. 
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The 3 A’s to Outsmarting Denials
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Presenter Notes
Presentation Notes
Barry
Since payers continue to deny claims, healthcare providers and their revenue cycle teams must focus on outsmarting denials . 
The high rate of denials creates challenges for maximizing revenue, all but necessitating the use of tools and technology to curb the problem. 
As revenue cycle teams navigate a changing environment, they have to determine the keys to maintaining stability, reduce the risk of denials and protect cash flow. 
During the preparation for today’s discussion we came up with three key strategies, the 3 A's to working smarter, not harder, to outsmart denials. 
Allocate: How can you allocate and prioritize denials? 
Automate: How can you use automation to remove non productive work across your revenue cycle? 
And last but not least, Avoid: how can you move from denial management, which is a losing battle, to becoming more proactive and avoid denials and lost revenue? 



Q + A

Presenter Notes
Presentation Notes
Shelly
Seeded Questions:
Can you expand on POP score capabilities? Is POP score specific to regions and/or is it inclusive of all payers? Barry
Can you batch appeals packages and set criteria for batching (e.g., batch by particular payer or denial code)?
Leveraging analytics to discover denial trends--- 
How customizable are denial tags, work queues ---




26

Thank you
Simplify healthcare payments
Visit waystar.com
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