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Ç Define Disputed Claims and examine leading practice mechanisms 

to identify, prevent, recover and report Disputed Claims 

Ç Review methods to set-up a successful program, including:  

Conceptual Model 

Organizational Framework 

Technology Enablers 

Deployment Strategy  

Ç Learn other successful operational ideas from other participants in a 

group discussion 

Session Objectives 
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What are Disputed Claims? 

 

Disputed Claims include any response by a 3rd party 

payer that does not provide full expected payment the 

first time, as well as the capture of internal rejections 
 

ÅDisputed Claims include:  

Pre-Service Denials 

Concurrent Denials (Clinical and Technical) 

Retrospective Denials (Clinical and Technical) 

In-House Claim Edits 

Payer Take-backs / Reconciliation Vouchers 

RAC and Payer Audits   

Payment Variances (Underpayments) 
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What are Denials? 

4 

 

ÅRejections 

Any third party notification which indicates that they wonôt pay 

 

ÅDenial   

Closing of an account which means that net revenue has been lost 

Accounts are closed in a number of ways, all of which should be 
considered denials: 

ÅContractual allowances  

ÅSmall balance allowances 

ÅUncollectible allowances 

ÅTransfers or write-offs to bad debt 
 

 

“Denial” is one of those words that is used too 

generically.  Be sure that, when that word is used, you 

understand how it is being used. 
 



Operational Impacts 

High Rate of Disputed 

Claims 

  World-Class DCM 

Program 

- Reduced cash flow 

 

- Increased non-value added re-
work and additional expenses 

 

- Higher write-offs and lower net 
income 

 

- Negative impact to customer 
satisfaction 

 

- Provider and payer relationship 
strain  

- Reduced rejections and lag time, 
leading to increased cash flow 

 
- Reduced work hours, improved 
data integrity and enhanced 
technology 

 
- Proactive prevention minimizes 
write-offs and prevents future 
losses 

 
- Improved payment of claims, 
resulting in customer satisfaction 

 
- Provider and payer collaboration, 
resulting in improved relationships 
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Key Performance Metrics and Potential 
Financial Impacts 
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Ç What percent of denials are preventable in Registration?  

80% - Emdeon, 2009  

 

Ç Write-offs as a percent of net revenue that are preventable?  

1% to 3%  

Metric Industry 

Leading 

Practice * 

1st Pass Clinical Rejection Rate (% of 

Gross Revenue) 

< 5% 

1st Pass Technical Rejection Rate (% of 

Gross Revenue) 

< 3% 

Resolution Rate  70 ï 80% 

Denial Rate / Write-Offs (% of Gross 

Revenue) 

< 1% 



Key Attributes of a Leading Practice DCM Program 

ÅIntegrated Solution 

Seamless and timely hand-offs 

 

ÅException-Based Processing  

Leverage technology to drive account flow (Connectivity to clearinghouse(s) for auto 

claims (276 / 277, 835) and fully populated CARC / ANSI claim status codes)  

Escalation protocols (Insurance specific action / result codes) 

Forecasting / Projections ï Solving the problem before it occurs 

 

ÅEnterprise Reporting and Trending 

Breakdown by payer, ANSI / Claim Status Codes, site (hospital, department) and staff 

member 

 

ÅOutcome-Based Management Culture and Structure  

Accountability 

Provision of appropriate resources and support 

 

ÅClosed Loop System  

ñSelf-Curingò with an eye on prevention 
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Conceptual Model 

Alert & 
Triage 

Response 

 Reporting & 
CPI 

ÅFollow-up, appeal, reduce and prevent  

ÅAssess employeesô efficiency / productivity 

ÅAssess / forecast recovered funding 

ÅAssess preventive measures 

ÅAssess physician and payer relations & 

communications  

ÅIdentify trends and analyze root 

causes 

ÅTarget denial types or service-area 

root causes 

ÅImplement leading practice 

improvement recommendations 

ÅTrack solution progress 

ÅHold accountable 

ÅAccommodate multiple modes of data 

transmission and entry 

ÅEstablish appropriate codes 

ÅIdentify and triage accounts 

ÅDistribute accounts to appropriate 

resources   
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ñTRIAGEò = Identify, Classify and Assign Transaction Code for ANY Payment Variance  

Shared Accountability Customer Excellence 

Standardization -  P&P,  Technology Enablers, Performance Metrics & Reporting,  QA, and Training  

Claims Recovery ñRESPONSEò 

Pre-Service and Time-of-Service (Prevent) 
 

Post-Service (Recover) 

Performance Metrics & Reporting 

Continuous Process Improvement  -- ACCOUNTABILITY 

ñALERTò Payer Verbal 
Communications 

Payer Requests 
for Add. 

Information 

Claim System 
 Billing Edit 

Electronic 
EOB 

Paper EOB 
(Scanned) 

Remittance 
Advice 

RAC and 
Payer Audits 

Payment 
Variances 

Inhouse 
Claim Edits 

Clinical  
Denials 

Technical  
Denials 

Concurrent 
Denials 

Pre-Service 
Denials 

Reconciliation 
Vouchers 

Physician and Payer Relations (Reduce) 

Retrospective Concurrent or Retrospective 

Conceptual Model 
Macro Design 

V Enhanced authorization & certification 
V Complete and timely service documentation (DX, IP vs. OP 

OBS) 
V Improved registration data quality 
V Concurrent utilization review  
V Continued stay clinical reviews 

 

V Coordinate research and input with Key Stakeholders (UR/CM, PA, HIM, MC, etc.) 
V Physician Advisor Review and Input 
V Payer Contracting and / or Legal Review and Input 
V Cross-Functional Advisory Council 

V Electronic Data Interchange with Payers V Payer Contract Negotiation, Modeling (Language and Terms) & 

Contract  Compliance 

V Payer Contract Education  

V Standardized Transaction Codes  
V Integrated Technology Enablers 

(Workflow) 

V Operational Controls / Performance Dashboards; Data  Mining & 
Trending 

V Root Cause Analysis & Improvement Recommendations 

9 



Organizational Framework 
Considerations for design 

ÅGoals:  What are we trying to accomplish?  Mission, vision, goals, strategy, 

objectives  

How does the current enterprise-wide structure serve its current customers? 

What strategy drivers will affect the future enterprise-wide structure? 

What components of the current structure need to change to serve the future 

customers? 

What components of the current structure need to be built to serve the future 

customers? 

What components of the current structure need to be dismantled?  

 

ÅThe Environment:  Constraints, cost, competitors, government regulations 

How are other industry leading practice organizations currently organized? 

What upcoming governmental regulations may affect the future enterprise-wide 

structure? 

What trends will affect external partnership structures in the future? 
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Organizational Framework 
Considerations for design (Continued) 

ÅTechnology Advances:  Structural implications and potential of new 

technology 

Are new or different skill sets required based upon technology deployment? 

Who will program and/or maintain the technology (i.e., workflow rules and protocols)? 

 

ÅImplementation Considerations:  Assessment of the current state, including 

culture, history, core competencies, and leadership strengths and weaknesses   

Where has Disputed Claims reported?  Where should it report in the future? 

Will staff be grouped into production units?  Will cross-training be required? 

What skills sets will be required (i.e., Coders, RNs, Attorneys, etc.)? 

Will work be in-house, out-sourced, and/or co-sourced? 

 

ÅStakeholders:  External Customers (Payers and Vendors) and Internal 

Customers (Hospital leadership and employees)    

What level of the enterprise will the departmentôs leadership be primarily engaged?   

Will the job require skills in strategy marketing, communications and/or content 

knowledge and experience?   

 
11 



Sample Organization Chart 
Large, National Healthcare Organization with Regional Business Offices 
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Technology Enablers 

ÅTransaction Codes 

ï Review code classification and usage in order to ensure consistency in process 

flow and ultimately reporting / trending 

 

ÅWorkflow Management Tool 

ï Agnostic system that is fully integrated with the Patient Accounting, EHR and 

UR/CM systems in order to ensure seamless data flow 

 

ÅData Repository & Reporting 

ï Ability to collect data from multiple sources, report and trend 

ï Performance Dashboards to drive operational control and root cause analysis 

 

ÅPayer Contract Management System 

ï Ability to review and analyze payments against payer contract terms 
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Deployment Strategy 
How to get started . . . 

ÅIdentify Existing Trends  

Comprehensively categorizing and stratifying the reasons for the disputed claim 

Identifying the organizational pathways (i.e., UR/CM, Billing, RAC requests, etc.) 

Define the disputed claims in play and identify sources (i.e., payers and services) 

 

ÅDefine the Conceptual Model 

The future state ñlook and feelò of the new operating model (i.e., components, 

phasing, etc.) 

 

ÅDefine the Organizational Framework 

Direct Reporting versus Matrix Management Structure 

In-source, Out-source (On-Shore, Off-Shore) versus a Blend 

Staff Skillsets (Collections, Clinical, and Legal) 

 

ÅEvaluate New Technology 

Workflow Management / Work Queue or Routing System 

Data Mining / Analytics 

Direct Provider Access 

 

ÅEstablish the Deployment Strategy 

Design, Build, Test and Implementation 

Change Leadership and Communications 
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Deployment Strategy 
Key Phases 

   

PLAN & MOBILIZE: 
-  Analyze current state (People, 

Processes & Technologies)  

-  Conduct external benchmarking  

-  Validate and test data 

-  Identify opportunity & create 
business case 

-  Develop Project Management 
Documentation and Tools  

-  Create Project  Infrastructure 

-  Hold Kick-off meetings  

 

DESIGN / BUILD & TEST 
-  Develop Conceptual Model 

-  Develop Change Mgt Strategy & 
Communications Plan 

-  Create Operating Model 

-  Develop Organizational Framework 
and Process Documentation (Process 
Mapping/Workflows, P/Ps, Job 
Descriptions, etc.) 

-  Develop Technology Enablers 

-  Develop Learning and Performance 
Management Strategy and Content 

-  Develop Performance Metrics and 
Monitors Strategy and Content 

-  Develop Service Management Frame-
work (SLA) Strategy 

-  Initiate Workforce Transition (Recruit / 
Reallocate) 

  

DEPLOY: 
-  Communicate events 

-  Transition staff 

-  Initiate training 

-  Initiate Performance Monitors  

-  Roll out Go Lives (phased approach) 
ï People, Process & Technology 
deployment 

-  Conduct Work Shadowing  / Floor 
Coaching 

- Document Process Variations 

- Transfer Knowledge  
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Questions & Participant Input 
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Appendix A: Definitions 

ÅDisputed Claims ï any response by a 3rd party payer that does not provide full expected payment the 

first time. 

ÅRejections ï Any 3rd party payer notification, which indicates that they wonôt pay 

ÅTechnical Denial ï Any denial of payment made by 3rd party payers that are related to the technical 

features of the claim. Technical features include validation of insurance benefits, seeking approval of 

care by a payer in certain situations, completing billing according to requirements established by insurers 

and advising of their personal liability for payment prior to rendering service. 

Examples: No authorization éNo referraléNon-participating provideréUntimely billingéLack of follow-up or necessary 

actionéMissing or incomplete medical recordéInappropriate coding/billingéNo Advance Beneficiary 

Notification 

ÅClinical Denial ï Any denial of payment made by 3rd party payers that are related to lack of medical 

necessity, some types of pre-certification, untimely discharge, failure to move the patient to a lower level 

of care as appropriate, untimely service such as delayed procedures or surgery and inappropriate use of 

observation care. 

Examples: Acuity is insufficient for acute careéDischarge is delayedéPatient is at a rehab, sub-acute or skilled level of 

careéCoronary catheterization is delayed due to weekendéNon-acute patient is held in ñobservationò for 

social reasons 

ÅConcurrent Denial ï Payer communication of reduced or denied payment for a day, procedure or entire 

stay while the patient is still in the facility 

ÅRetrospective Denial ï Payer communication of reduced or denied payment for a day, procedure or 

entire stay after the patient has been discharged 

ÅAppeal ï Process of requesting the payer to reconsider reinstating the payment; may be verbal for a 

concurrent denial or written for a retrospective denial 
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