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Data

January 26, 2017

Speaker
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Brad has proven experience in spearheading healthcare revenue cycle and 
patient financial experience transformation projects, having partnered with 100+ 
provider organizations—from community hospitals to children’s hospitals to large 
integrated delivery networks—to conduct diagnostic assessments, lead 
transformation initiatives, develop mitigation/optimization strategies, and 
implement best practice solutions that fit. 

Prior to HBI, Brad served as operational leader for a large national consulting firm.

2



1/18/2017

2

The Most Trusted Partner to Healthcare Leaders

Healthcare Business Insights (HBI) offers healthcare leaders access to a variety of actionable services 
that help them drive results. From best practice research and implementation tools, to networking and 
educational opportunities, to advanced analytics and deployed consulting, we ensure that our clients stay 
on the forefront of leading business practices.
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96%
Renewal Rate

1,700
Hospitals

6
Content Areas

Our Mission
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To serve and support the 
healthcare community 
by providing best in 
class data, best 
practices, analytics, 
insights, and education.

Research

� Annual thesis

� Journals and newsletters

� Best practice reports

� Peer benchmarking

� Implementation resources

� Analyst advisory services

Analytics

� Account-level auditing

� Custom/semi-custom analytics and 

dashboards

� Big data centered algorithms

� Digital marketing

E-Learning

� E-learning courses

� Certification programs

� Competency exams

� Career ladder development

� Customized courses

Consulting

� Strategic planning

� Program leadership

� Process design and 
optimization

� Operational assessments

Events

� Monthly virtual 
Conferences

� Member networking and 
continuing education
events

DRG Analytics

“Data Science 

Team”

DRG Analytics

“Data Science 

Team”
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Agenda

• Healthcare Today
– Looking Ahead
– 4 Perspectives

• What is Big Data? (overview)

• What Do We Know About Denials?

• Strategies for Mitigation
– Denial Governance
– Innovation 
– Driving Change

• Case Study – JPS Health

• Statistics Around Denial Management
– Peer to Peer Insights

• Recommendations

• Q&A
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Today’s Premise

• What does the future of healthcare look like? 

• What data are facilities gathering?

• How are health systems managing those data ?

• Today’s presentation: What does this mean in terms of Denial Mitigation?
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Looking Ahead

• Where will the four sites of care be in 2021?
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Today’s Premise: 4 Perspectives

8

• Emerging denial mitigation strategies from four perspectives:

Denial Governance

Drive Change

Innovation

“Sharpen the Saw”



1/18/2017

5

8.9
8.2

7.8 7.5 7.2 7.1 7.1 6.8 6.6
6.2

0

1

2

3

4

5

6

7

8

9

10

Category 1 Category 2 Category 3 Category 4

The Strategic Priorities of your Peers & Community Moving into 2017

Results of HBI’s 2016 Revenue Cycle Leadership Survey of Top Priorities (Scale of 1–10):

Priority Scale
High Low

Tracking and 
Analyzing 

Denials

Patient 
Collections 
Ecosystem

Consolidate 
Pre-Service 

and Financial 
Clearance

Financial 
Assistance 

and 
Insurance 
Enrollment

Payer 
Performance 

and 
Contracting

OP Clinical 
Documentation 
Improvement

Staff 
Productivity 

Measurement

Staff 
Development, 
Recruitment, 
and Retention

Charge 
Capture 

Improvement 
via EHR 

Update Pricing 
Methodology

The Tyranny of “OR:” are you Choosing the Appropriate Strategy?
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You don’t get to choose this “OR” that…

...You live in an “AND” world.

� You have tough choices, competing priorities, limited bandwidth, and unrelenting 
complexity.

� You are forced to make trade-offs of time and budget.

� Trade-offs do not excuse you from the obligation of completing multiple initiatives.
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BIG DATA?
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What is “Big Data”?
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Definition: Extremely large data sets that may be analyzed 
computationally to reveal patterns, trends, and associations, especially 
relating to human behavior and interactions
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How big is BIG?

• Byte = 1 byte

• Kilobyte = 1,000 bytes

• Megabyte = 1,000,000 bytes

• Gigabyte = 1,000,000,000 bytes

• Terabyte = 1,000,000,000,000 bytes

• Petabyte = 1,000,000,000,000,000 bytes

• Exabyte = 1,000,000,000,000,000,000 bytes
“one quintillion bytes” or “one billion gigabytes”

It has been said that 5 
exabytes would be equal 
to all of the words ever 

spoken by mankind.

• In 2012, the amount of U.S. healthcare data reached 150 Exabyte's. It is estimated that 
data will double in less than a decade.

• Why is this concerning to healthcare leaders?

The Healthcare Perspective

14

― Majority organizations don’t have the 
technology infrastructure to handle the growing 
size and complexity of data assets

― Data often lacks a “single source of truth” which 
leads to data shopping to support one’s 
viewpoint

― Shortage in data analytic talent. It is estimated 
that by 2020, 50 – 60% of data scientist jobs 
will go unfilled[2].

2Institute for Health Technology Transformation (IHT2).
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Healthcare Data: Industry Challenges & Insights

• Location
– Where is your data?

• Data Structure
– Structured vs Non Structured

• Data Definitions
– Subjective based on source

• Data Format
– It’s not all digitized in healthcare

• Data Complexity
– From humans to data warehouses

• Regulations & Requirements
– Keeping up with government

• Regulatory and reporting requirements continue to 
increase and become more complex. 

• CMS requires quality reports around measures like 
readmissions, and healthcare reform means more 
transparent quality and pricing information for the 
public. 

• The shift to value-based purchasing models will only 
add to the reporting burden for healthcare 
organizations.

Big Data and The 
Impact of Denials

16
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HBI’s Deep Understanding of Payer Denials

17

$5M
Average Cash 

Improvement 

Opportunity

for a $250M NPR system operating 

at average performance

90%
of Providers Rank

Denials Management

as #1 Priority

50–70% 
of Denials are Preventable

40–60% 
of Denials are Never Worked

18

Industry Research: Denial Causes

Source: Revenue Cycle Academy (2016)

77%

53%

37%

27% 27%

No Auth/
Auth Incorrect

Medical
Necessity

Additional
Documentation

Needed

Coding Error Level of Care

Five Most Common Denial Root Causes 
at Attendees’ Organizations

Three Most Common Payers 
Denying Claims 

at Attendees’ Organizations

49%
Medicaid

**Including managed 
Medicaid and Medicaid 

HMOs

54%
Medicare**Including Medicare Advantage, 

managed Medicare, and 

Medicare HMOs

49%
BlueCross 
BlueShield*

*Including all plan types
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HBI’s research team surveyed revenue cycle leaders across the country on their top denial causes and 
their top deniers, here are some of the results: 

A previous survey has also revealed that 48% of net revenue lost to denials 

are either authorization related or services deemed not medically 
necessary.

Research into Your Peers Top Denial Causes and Top Deniers

19

18%

18%

38%

51%

56%

0% 20% 40% 60%

Aetna

UHC

BCBS

Medicaid

Medicare

26%

34%

37%

56%

74%

0% 20% 40% 60% 80%

Coding Error

Level of Care

Additional Documentation
Needed

Medical Necessity

No/Incorrect Authorization

% of Organizations Naming Below Payers As One of Top Three 
Deniers

Source: Revenue Cycle Academy (2016)

% of Organizations Naming Below Denial Reasons as One of Top 
Three 

Source: Revenue Cycle Academy (2016)

Although likely not a new revelation for revenue cycle leaders, governmental 

payers were named a top denying payer at a much higher rate than 
commercial insurers.

Research into Your Peers Top Denial Causes and Top Deniers

In addition, HBI’s research team surveyed you peer group of revenue cycle leaders regarding strategies 
they have undertaken to help address denial write-offs. Here are the key results of this survey—WHERE
DOES YOUR ORGANIZATION ALIGN?

20

33%

25%

16%

13%

13%

Dedicated, Centralized
Denial Team

Business Office Staff
(Among Other Duties)

Routed Back to Originating
Department

Workgroups Developed
Around Denial Reasons

Other

41%

29%

21%

9%

Homegrown Solution
in Place

Vendor Solution

Do Not Have this
Type of Dashboard

Plan to Implement
Next Year

Responsibility for Denial Resolution and
Prevention at Surveyed Organizations

Source: Revenue Cycle Academy (2016)

% of Organizations Using a Dashboard that
Segments Denials by Department, Payer, etc.

Source: Revenue Cycle Academy (2016)

While dedicating a team or department specifically to denial management and/or prevention is more common, a number of organizations have 

resorted to gathering staff from various areas to collaboratively evaluate tracked root causes and brainstorm, as well as implement 
multifaceted solutions.
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Building the Framework: 
Data and Processes 

21

Building the Denial Framework: Understanding What’s Under the Surface

22

70%
of denials are 
preventable

10–20%
is the average rate 

of denials

3–5%
of yield loss is 
due to denials

40–60%
of denials never 

get worked

• We think of denials as defects. 

• Defects create cost through rework, deceleration of cash, and they often 
result in uncompensated care.  

• Our definition of denials is intentionally broad. We believe anything that 
impedes (slows or stops) a claim from 100% expected reimbursement without 
rework is a denial.

• We thematically believe that the most efficient way to reduce the amount 
of lost revenue is to target the root-cause of disputed claims

• Only way to get there is to first understand where the problem begins.

• Often, there is tremendous opportunity for hospitals and health systems 
to prevent yield loss with a deeper understanding of reasons for disputed 
claims, using improved analytical solutions and business intelligence.

• Our framework provides an intelligent, holistic view of the root causes, 
quickly bringing the findings to the surface 

On the Surface You See Defects

Under the Surface is Where we Begin to 
Understand the Root Causes of Those Defects
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Building the Data Foundation: Map Denials To Analyze, Trend, and Prevent 

Groupings are Foundational for Mapping Denials

Group denial reason and remark codes for 
analysis, identification of root causes, and 
assignment of responsibility
• Denial code groupings drive management reporting to 

identify high level issues
• Denial code groupings support root cause analysis to 

resolve issues and reduce denial rates
• Denial code groupings support routing of claims for 

more efficient follow-up

Best Practices for Distilling Big Data

• Focus on a limited number (<20) of denial 
reason code groupings

• Group first to “owner”, or responsible party, 
then to denial reason

• Group denials into recoverable and 
unrecoverable buckets

• Use both reason and remark codes for 
grouping/assignment 

Revisiting Denial Governance: Establishing Accountability

• Create a meaningful task force that includes representatives from clinical 
departments, revenue cycle, and IT/EHR

• Come to Consensus: What do you consider a denial?
– Difference between a pre-bill rejection and denial?

• Classify Denial Codes to Route to the Responsible Party  
– Organizing and cleaning of payer codes will help standardize the interpretation of payer responses, 

contributing to streamlining the review and recovery process, and who is accountable

24

• Access
• Billing
• CDM
• Contractual

• HIM
• Utilization
• Other

Originating Area

Ex. Reason code 96 (Non-covered charges) - Utilization

• Administrative
• Authorization
• Contractual

• Medical Necessity
• Policy
• Technical

Denial Type

Ex. Reason code 18 (Duplicate claim/ service) - Administrative
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Innovation: What’s on the Horizon?

With a deluge of data, how do you make sense of it? 

25

https://vublsts.files.wordpress.com/2011/11/cartoon3.jpg

• Intelligence (machine and artificial)
– Use Tools/applications to make insights with the 

information available

• Predictive Insight

– Translate Intelligence insights into anticipatory denial 
behavior

– Allows you to estimate what might happen to certain 
claims and allow you to preempt roadblocks

• Visual Insights

– Utilize Dashboards and other modules that can make 
sense of the data on one screen so information and 
trends are easy to digest

A. 
Effectively 

Translating Payer 
Denial (ANSI) 

Codes to Internal 
Reason codes

B. 

Identifying Denial 

Origins Through 

an Interactive 

Dashboard

C. 
Monitoring, 

Analyzing, & 
Understanding 

Denials by Payer

D. 
Deriving 

Meaningful and 
Relevant Data 
Insights from 
Denial Data

E. 
Developing Denial 

Tolerances and 
Predictive 
Analytical 

Capabilities

F. 
Disseminating 
Denial Data 

Throughout All 
Departments of 
Revenue Cycle

Innovation – A Best Practices Tactical Approach

Laying the foundation for denial prevention through innovative analysis:

26

Develop balanced and 
flexible denial reason 
code matrix that is 
large enough to elicit 
necessary details, but 
is easily managed and 
updated to promote 
optimal efficiency

Dashboard should 
allow staff from all 
areas to, at the click of 
a button, pull up denial 
causes by specific 
department or even by 
individual employee

Modify reporting to 
monitor various denial 
measures per each 
payer type, and to 
produce detailed 
reports for payer 
discussions, promoting 
accountability and 
collaborative problem-
solving.

Denial data collection 
goes beyond standard 
metrics to allow for a 
fuller picture of trends 
and is communicated to 
staff in an easy-to-
understand manner to 
ensure clarity and 
meaningfulness for all 
involved staff members

Use predictive tools to 
facilitate proactive 
analysis of denial 
trends, enabling staff 
members to make 
adjustments for optimal 
performance before 
trends escalate into 
larger issues

Department leaders 
and supervisors 
regularly communicate 
denial data and 
establish a 
standardized manner to 
distribute findings to 
their respective staff 
members, promoting 
awareness for area-
specific issues
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Driving Change

What kind of change will it be, immediate or incremental?

• In order to implement a successful Denial Mitigation strategy, 
organizations should consider the following actions:
– Conducting Cost/Benefit analyses
– How to create buy-in
– How to empower people and teams
– Centralizing systems

27

Is your organization ready for change?

Case Study

28
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Case Study: JPS Health

Forming an Multi-faceted Approach and 
Team to Analyze and Prevent Denials

A Case Study in Detailed Data Reporting

Learning Objectives

• Recognize the benefits of an organization-wide approach, including both clinical and revenue 
cycle representation, to denials prevention and management

• Identify opportunities for process improvement throughout the revenue cycle, based on root-
cause analysis, to prevent denials

• Determine how inconsistent use of reason-specific denial adjustment codes could be 
hampering denials prevention and management initiatives

Hospitals 1

Staffed Beds 573     

Net Patient Revenue          $337.4M              

Employed Practitioners      247

Employees 5,000+                  

30

• In 2014, data and communication were a major barrier to denials 
management and prevention at JPS

– Due to these issues, the 
director of patient financial 
services was unsure of the 
total volume and financial 
impact of denied accounts

– Without a clear understanding 
of the organization’s baseline,
it would be difficult to craft
effective performance 
improvements and to gain
buy-in for such initiatives

Discussion among departments, 
including clinical functions, was sporadic, 

and staff did not have a holistic 
understanding of how all areas of the 
revenue cycle contributed to denials

Case Study: JPS Health - Background
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Case Study: Identify Key Stakeholders

• To combat these issues, the 
organization developed a 
denials prevention and 
mitigation task force that 
included representatives from 
clinical departments and the 
revenue cycle

• The task force, which has grown since its creation, meets 
monthly to discuss denials data and to brainstorm process 
improvements to rectify any identified inefficiencies or gaps

32

Case Study: Mapping, Categorizing, and Analyzing Denials

• This organization is able to distil a massive amount of data and organize it into a clear, 
concise dashboard to help identify trends and drive process improvements. 

• Initial denied charges over time
• Assigned to an “originating area”

• Access
• Billing
• Utilization
• HIM
• Clinical / Service Area
• Charge Description Master
• Other

• Denial volume trends over time
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Case Study: JPS Health – Developing Denials Analysis

• Below is a single view of their initial denials

• End users can filter the Interactive dashboard to view denials data specific to their 
departments and key root causes, such as a missing pre-authorization, or drill down to view 
individual patient account information for internal audits.

34

Case Study: Leveraging Data to Drive Decisions and Strategies

• The taskforce evaluates denials data from the customized dashboard enabling staff to 
analyze accounts from throughout the system, making it easy for them to identify trends

HBI categorizes data 
based on key details, 
such as patient type, 
service area, or the 
denial’s originating area

JPS staff then can filter 
the dashboard to see data 
specific to root causes, 
departments, or even 
individual patients

JPS sends denial 
files to HBI’s 
Provider 
Analytics 
Solutions team 
each month
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Case Study: Accessibility

• Simplifying the data by making it extremely visual and accessible to the task force ensures 
that the staff members most familiar with process gaps and inefficiencies have the data and 
facts to help design meaningful and effective improvements

The staff-led case studies 
have helped identify 
multiple issues that have 
prompted improvement
initiatives, such as 
revealing that many 
pre-authorization-related 
denials for radiology 
services stemmed from a 
misunderstanding about the 
extent of payers’ approvals

The task force has a 
strong emphasis on 
denials prevention, and 
many meetings include 
staff-led case studies 
on past denials, their 
root causes, and how 
the originating area plans 
to alter procedures to 
prevent similar denials from 
occurring

36

Case Study: Driving Change in Pre-Authorization

• Pre-authorization-related denials continue to be a major focus for the task force, and one of 
the first process improvements prompted by the group targeted radiology services

Head

Neck

Shoulders

Approved Performe
d 

✓
✓

✓

✓

Similar issues occurred when 
radiologists performed 
add-on procedures that would not be 
reflected on pre-authorizations 

The process gap occurred when the 
radiologist did not alert the revenue 
cycle that the CPT code on the pre-
authorization would not match the 
code on the claim

– Before the task force was created, it was common for 
radiologists to perform services that were medically 
appropriate but that did not match pre-authorizations—
such as performing a CT of the head, neck, and shoulders 
rather than just a CT of the head—without alerting the 
revenue cycle
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Case Study: Driving Change in Pre-Authorization

• After the task force identified this trend, it educated radiologists about the importance of 
ensuring the CPT codes for the services they provided would match those on pre-
authorizations

– To achieve this, JPS developed a process for 
radiologists to call in same-day, add-on services
for non-urgent patients, which allowed the 
organization to obtain an amended pre-
authorization

– Radiologists also now have a procedure to follow 
to alert pre-authorization staff when they perform 
services that vary slightly from those that payers 
approved

zIf there is a variation 
from the authorization 
on file, the registrar 
contacts the payer 
that day to secure 
an amended 
authorization for 
what was actually 
performed

After a procedure, radiology 
registration staff reconcile the test 
performed to what was scheduled 

• The task force’s work in radiology helped guide similar process improvements in oncology, 
where services were often being scheduled without a pre-authorization on file

– To resolve this issue, a separate, multidisciplinary 
team developed a hard-stop within the electronic 
health record (EHR) system that would prevent 
staff from scheduling an infusion without entering 
pre-authorization data

– The task force now is assisting with implementing 
similar changes to prevent authorization-related 
denials for chemotherapy injections

• JPS determined that staff 
were obtaining authorization 
for the injection service 
but were not seeking 
authorization for the 
drug itself, which 
could cost about $12,000

38

Case Study: Driving Change in Oncology

Key Facts and Figures

� 19% of infusion 
referrals had 
pre-auths before 
implementing 
the hard stop

� 51% now have 
pre-auths

� Patient access-
related denials in the 
oncology infusion 
clinic decreased by 
47%

� Reimbursement lost 
due to these denials 
decreased 53%
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• The task force also helped identify unnecessary use of STAT orders in radiology, where 
many patients required pre-authorizations but were being treated too soon for staff to 
obtain them before service

– A radiologist now reviews all STAT orders to determine if the patient’s need for services is indeed 
urgent

• If a patient could wait to be 
scheduled, the radiologist 
sends the STAT order back 
to the physician and tells 
them the patient will be 
scheduled within the week

• That additional time 
allows front-end staff 
to obtain necessary 
pre-authorizations, 
preventing denials

39

A similar post-service review process was 
established in the OR recovery room. A 
utilization management 
staff member compares 
the services performed 
to the pre-authorization 
on file to determine if 
additional payer 
approval is needed 
before billing.

Case Study: Driving Change in Overuse of STAT

40

• Beyond pre-authorization concerns, the task force has helped improve processes 
related to inpatient notification for Amerigroup, one of JPS’s major payers

• Previously, front-end staff knew Amerigroup required clinical information when a patient 
was admitted, but they were waiting for the payer to officially request it, which created 
unnecessary delays

If a patient was admitted 
on a Thursday or Friday 
and clinical information 
was not sent immediately, 
the weekend could push 
JPS past the timely 
notification window 

Now, the task force is helping front-end staff 
work with JPS’s IT team to develop a 
process to export an Amerigroup-specific 
portion of the inpatient census to send as a 
batch notification, which would further 
streamline the process

The task force helped front-end staff work with 
Amerigroup to determine where they could 
proactively send that clinical 
information when a patient was admitted

Case Study: Driving Change in Timely Notification



1/18/2017

21

41

• Some of the improvements spurred by the task force have resolved 
frequent EHR user errors that were resulting in denials

STAT

– For example, if a patient received a STAT service 
pre-authorization, billing staff were entering “STAT” 
in the EHR’s field for the pre-authorization number 

• While the actual pre-authorization number was located elsewhere within 
the system, the word “STAT” was what was being sent to the payer as 
proof of the pre-authorization, prompting a denial because it did not match 
the information within the payer’s system

– However, some changes have resulted from a single staff member’s need for re-education

• For example, a patient access team member 
incorrectly changed a setting to indicate that 
a pre-authorization was not required, resulting 
in a denial 

• The task force discussed this error and decided 
to require additional documentation within the 
system to cite a source for the change

Case Study: Driving Change in Misstep in EHR 

42

• At each task force meeting, the director of patient financial services asks 
certain departments to bring case studies of recent denials, including 
suggestions for prevention of similar errors

– A case study presented this month 
addressed a $126,000 denial for 
no authorization stemming from 
a disconnect between registration 
and utilization management

– This case study helped reinforce
that staff should not delay sending 
clinical documentation to payers 
until contact information is received

After presenting on the account and 
describing what had occurred to the 
task force, JPS decided registration 
and UM staff will work together to 
develop a phone list for high-volume 
payers and/or a list of where to send 
clinical information after notification 
so UM staff will be better prepared to 
send necessary records to payers

Case Study: Driving Change in a $126,000 Denial
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• Attention to denials throughout JPS has increased, 
with many staff members having a better 
understanding of how they affect the organization’s 
financial health

– This increased attention to denials 
has yielded significant financial benefits 
and improvements, such as:

• Modified processes for updating
authorizations when clinical plans 
change after securing the authorization

• An increased awareness for resolving
accounts in pre-billing work queues 
to reduce timely filing denials 
(DNFB checks and claim edits)

• Executive-level discussion for a confirmed 
organizational process for redirecting
out-of-network patients once stabilized

For example, the revised oncology 
infusion workflow resulted in more 
than $5 million of reimbursement 
within the first several months of 
implementation that could have 
been missed without the EHR 
hard stop

Case Study: Driving Significant Results

44

• Because the task force relies so heavily on the dashboard and analytics, JPS 
realized it was necessary to share data with as many stakeholders as possible

Access to data helps provide 
the perspective needed for 
clinical areas to understand 
how what they do directly 
affects the revenue cycle as a 
whole

Physician engagement 
has improved as case 
studies are performed 
that point back to clinical 
documentation and 
coding

Case Study: Lessons Learned

• The dashboard tool being so user-friendly makes 
the use of the tool less daunting than other 
graphical and numerical data-driven reports can 
seem to clinical staff who are not used to looking 
at financial reports
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• The task force’s successes have encouraged foundational change, such as a recent clean-
up of reason-specific denial adjustment codes, and an expansion in analytic initiatives

– Analytics is expanding into other areas including 80/20 
analysis of Write-offs by Reason, Provider, Payer, and 
ICD Codes, as well as deeper dives into transactional 
data such as 835 / 837 files

– The clean-up eliminated unused codes and helped 
standardize interpretation of payer responses, which can 
vary greatly

– The director of patient financial services intends to begin 
using this data to better understand denial root causes 
by the end of the year, after collecting a sufficient pool of 
information

Case Study: Driving Change in the Future

Recommendations

46
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Take Home – Some Simple Thoughts

47

Denial 
Governance

Innovation

Drive 
Change

“Sharpen 
the Saw”

• Identify data capabilities
• Create data structure 

Establish organization’s 
baseline

• Implement a Denial Task 
Force

• Structure Denial Code 
Mapping

• Maximize tools/apps
• Automate Predictive IT
• Create dashboards if there 

are no visual insights in 
place

• Re-evaluate current 
mapping and system logic

• Re-evaluate Governance
• Enhance Payer Relations
• Meet regularly to discuss 

roadblocks and drive 
change

• Create accountability 
matrix

• Create buy-in
• Centralize systems
• Reestablish effective 

governance and processes

Q&A

48

Who’s got a question? 
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THANK YOU! ☺


