
Put a stop to needless claims denials:
ID root causes in people and processes
You’ll need to look at training, technology, and process redesign

Benefits exhausted, coverage not in effect at the time of service,
patient ineligible at the time of service, no authorization prior to
service, and patient unidentified. Each of these reasons for a

denied claim is different, but the result is the same — the hospital does-
n’t collect. And in today’s economy, this spells trouble for patient access
departments. Instead of “fixing” claims denials in the business office, a
better approach is to avoid the denials in the first place. 

Previously, hospitals recognized that claims needed to be “scrubbed
before they went out the door,” says Katherine Murphy, CHAM, direc-
tor of access services for Nebo Systems, a subsidiary of Passport Health
Communications in Oakbrook Terrace, IL. “Now we are recognizing
they need to be scrubbed before they go to the back end, for a final
blessing so to speak,” she says. 

Sue Green, MBA, vice president of revenue cycle at St. Luke’s Epis-
copal Health System in Houston, says, “the big issues for us are to
ensure accuracy, eligibility, and medical necessity up front.”

Green says the organization is redesigning processes to prevent deni-
able admissions such as orders written pre-surgery and inpatient
admissions for outpatient procedures. 

“You really do need software to manage denials, in order to be able to
drill down into root causes and prevent them in the future,” she says.
“These days, people are not just buying software that accounts for
denials, but an application that integrates data all along the revenue
cycle.” 

St. Luke’s is in the process of implementing new denials management
software to replace an old application that was developed years ago,
says Green. 

However, technology can’t stop denials caused by human error. For
this reason, a lot of effort at St. Luke’s goes into training registration
staff about how they affect the ability to submit a “clean” claim, says
Green. “We are trying to teach them about the whole cycle, so they have
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a context to understand their job.” 
The core training program for patient access is

three weeks and covers customer service, the rev-
enue cycle, necessary applications, government
compliance issues, legal issues such as the Emer-
gency Medical Treatment and Labor Act, man-
aged care basics, and reimbursement basics.
“Staff are not granted access to our system with-
out completion,” says Green. “Staff are then
given further specialized training and mentoring
with a seasoned staff member.”

Still, Green says that the underlying reason
that claims are denied is “more often processes,
not people.”

For example, an organization may not have a
defined process for real-time review of orders
after what was anticipated to be outpatient
surgery. If the patient becomes an observation
patient or is admitted as an inpatient, there must
be a process to ensure compliance and authoriza-
tion as that decision is being made. 

Retrospective review too late

“Retrospective review will result in denials,
since it is too late to intervene effectively,” says
Green. “The knowledge needed from the first
contact with the patient has multiplied signifi-
cantly. This is really crucial as the economy 
tightens.”

The goal is to partner with patients, says
Green, so they understand what their cost will be
and what resources they have to help pay for
their health care. 

“Also, most people have become more aggres-
sive about appealing claims,” says Green. “We
used to accept denials if we erred. But now, if we
miss a deadline, for example, and get a ‘techni-
cal’ denial, we appeal. If we provided the appro-
priate care, the payer should reimburse. We will
elevate the denial to receive payment whenever
possible.” 

The person who processed the account origi-
nally is the one who “works” the denial in order
to enhance accountability and organizational
learning. “We have seen an increase in payer-
related issues,” says Connie Renfro, director of
patient financial services at St. Luke’s. “They may
not have their own database up to date but will
pay the claim if it is appealed.”

About five years ago, St. Luke’s formed a 
call center to centralize access, which performs
preservice activities such as scheduling, pre-
registration, eligibility checks, and obtaining
authorizations. 

“This allows for greater standardization of
those processes and a single access point,” says
Green. “We use software to allow registrars to
scrub their work in real-time to increase accuracy,
aiming for the right patient, the right care, and
the right authorization.”

Analyze root causes

In January 2008, Cypress Fairbanks Medical
Center in Houston was averaging $130,000 in dis-
puted denials. In September 2008, these denials
were at $50,000 a month. 
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The organization used a “three-pronged
approach” to achieve this impressive result: peo-
ple, process and technology, says Tony Lovett,
MBA, CHAM, director of patient access services.
(See sidebar on claims denials due to employee
errors below.)

First, patient access staff tracked the errors that
ultimately led to denial write offs, and analyzed

the root causes of those errors. “Our analysis
quickly illustrated that our problem involved one
of the three issues,” says Lovett.

Lovett pulls the disputed denials report for his
department each month. “My team then goes
through each account,” says Lovett. “We read all
of the documentation on the account, we review
all scanned items on the account, and we listen
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Stop needless denials, 
re-train employees

In their quest to reduce claims denials, one impor-
tant component for patient access professionals at

Cypress Fairbanks Medical Center in Houston was to
“ensure that we had the right fit for the right job,” says
Tony Lovett, MBA, CHAM, director of patient access
services. “Patient access is fast-paced and can be
tedious and difficult.”

First, Lovett clearly outlined the specific tasks a
patient access representative was responsible for
doing. “We created a job ladder that demonstrated
what attributes and duties were meant for new hires;
second-tier representatives; supervisors; and, finally,
managers,” he says.

The next step was to find the right people for the
right roles, which included developing some of the
hospital’s employees for growth opportunities. 

At Carolinas Medical Center, any training issues
identified are taken back to the patient financial ser-
vices training department and the patient access
management team, who then deliver training to the
frontline staff.

For example, some denials occurred because staff
were not aware of Cobra coverage. Staff were re-
trained to ask additional questions that would
uncover the fact the patient was covered under a
Cobra plan.  

Also, a process for Blue Cross/Blue Shield radiol-
ogy denials had to be developed, due to no autho-
rization from the center’s vendor, AIM. “This involved
specific items for the pre-service area, as well as the
front-line staff at the facility,” says Katie M. Davis,
director of patient financial services. 

As a result of Blue Cross/Blue Shield of North Car-
olina requiring prior plan approval obtained by the
physician’s office for outpatient high-tech diagnostic
services, these procedures must have an approval
number three days prior to the scheduled service, or
be submitted by pre-service for re-schedule to radiol-
ogy centralized scheduling. 

At Cypress, an interdisciplinary revenue cycle
committee meets monthly. On that committee sits the
hospital’s CFO, business office director, patient
access director, case management director, medical
records director, and appeals coordinator. 

Monthly review

“Each month, we review and analyze our respec-
tive denials and discuss trends and opportunities,”
says Lovett. “We have found it helpful to have this
joint discussion, as many of our issues overlap and
involve our respective departments.”

At times, the committee also includes other areas
that may contribute toward denials, from the clinical
or departmental side of operations. “Many times, we
have discovered that staff from each of the respective
areas are in need of training,” says Lovett.

The physical therapy department, for example,
recently had a department-specific meeting and
discovered that their staff needed training on denial
prevention and billing procedures. Similarly, patient
access staff needed additional training with 
workers’ compensation practices, as well as job
coaching for the correct assignment of insurance
plan codes. 

Davis says that any denial that can be tracked to
an employee results in the employee not receiving
incentive for the month the denial occurred. “If errors
continue, we follow our disciplinary process,” she
says.

One example of this is with insurance verifica-
tion. If the registrar fails to verify the policy number
and the claim is denied because of an incorrect
policy number, the registrar who completed the
insurance verification would be credited with the
denial. 

“We have the ability to listen to the phone calls, so
we can hear if the registrar asked and did not docu-
ment, or if they did not ask,” says Davis. “The regis-
trar would lose their monthly incentive, which is
based on a number of key performance indicators.
The employee has the potential to lose up to
$450.00.”  ■



to all recorded transactions on the account.”
From that exhaustive review, one of the “three-

pronged” reasons is identified — people, process,
or technology. The next step is to determine the
root cause and the employee responsible for the
error. 

“We look for patterns regarding type of
accounts, payers, work groups, and employees,”
says Lovett. “We then develop a tactical action
plan to address each issue per grouping.”

This past year, a problem was identified with
the hospital’s physical therapy (PT) accounts. At
the facility, PT accounts are registered as recur-
ring accounts. After 30 days, these accounts are
automatically re-registered. 

“As a result of this automated system, the
accounts were not touched by my employees,
and the PT staff were not ensuring correct docu-
mentation to ensure authorization and prevent
denials,” says Lovett. “Because of our analysis,
we were able to close that gap and prevent fur-
ther loss.”

The department had to “take a step back and
look at our overall process before we could
zoom in to the small step of each process,” says
Lovett. “We had some overlooked areas that
created gaps in which denials could sneak by
us. We closed the gaps, and cemented those
gaps with necessary and strategic redundancy.”
For example, both the quality assurance coordi-
nator and the denials coordinator now audit
accounts.

Monitor trends closely

Denials have been approached in several dif-
ferent ways at Carolinas Medical Center in Char-
lotte, NC, says Cassandra Lowery, director of
patient access. “Patient access is an essential
member of Carolinas HealthCare System’s denial
management team. We are very passionate about
preventing denials,” she says. 

The denial management department is a part
of patient financial services and is made up of
representatives from patient access, clinical care
management, patient accounting, and radiology
scheduling. 

First, patient access reviews accounts to deter-
mine if the denial is due to an employee error or
a process problem. If it is an employee error, the
employee is re-trained. 

The hospital’s denial management team runs
reports based on specific denial codes. These
codes reflect the area that could have had an

impact on the denial, such as patient access, clini-
cal care management, or contracting. 

“We receive the report and review the
accounts that are in our scope, to see if we could
have done something to prevent the denial,”
says Lowery. 

Suggested process changes

Changes to processes are made, depending on
the trends found each month. “We constantly
review and make changes to our processes to be
sure we are doing all we can to prevent a denial,”
says Katie M. Davis, director of patient financial
services. 

Here are proven strategies to reduce denials:
• Develop a better process with your hospi-

tal’s financial counseling department. 
“We developed a process where they place any

insurance they find on our online admission log
for us to verify, as well as placing the insurance
information on the account,” says Davis. 

• Create a web site to communicate more
effectively with front-line staff.

“Upcoming changes, such as insurance cards
and the plan codes that are attached to them, can
be broadcast to the entire staff at one time,” says
Davis. 

• Work with your hospital’s information ser-
vices (IS) team to develop reports that show
accounts requiring authorization.

“Our process for developing reports starts with
an online service request, detailing what we want
the report to show,” says Davis. 

The report is assigned to a member of the IS
patient management team, who works as a go-
between with the requestor and the programmer
to get to the end result. For instance, before the
health system opened the new Levine’s Chil-
dren’s Hospital, IS was asked to add the new
patient types to insurance verification and fol-
low-up reports. 

Reports also were developed showing
accounts that require authorization, which are
scheduled up to three days in advance. “The
report is then used to be sure we obtain the
authorizations,” says Davis.

• Use software to prove that contacts with
payers were made. 

At Cypress Fairbanks Medical Center, patient
access was looking to “adopt technology that
would partner with us in our overall pursuit of
denial nirvana,” says Lovett.

One big problem causing denials was that
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