
Session Summary:
Reducing Denials &

Improving A/R

Evolving root causes of payer denials:

Collaborative approaches to denials
Root cause analysis & utilization management
Partnerships between revenue & clinical teams
Prevention strategies: Technical & clinical denials

In October 2022, the healthXchange Patient Financial
Services online meeting featured an interactive session
focused on Reducing Denials and Improving A/R. Led by
Alexander Forbis, Associate Director, Centralized Denials
Management for Banner Health and Sergio Quiej,
Independent Consultant and Revenue Cycle Manager for
Advent Health, the discussion focused on several key areas
including:

            DRG Downgrades
            Medical Necessity
            Underpayments / Leakage

Read on for a full summary of this enlightening discussion,
featuring comments and feedback from the moderators as
well as audience members.
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Session Leaders:



Medical Necessity was also mentioned as a common cause
of payer denials with a common approach of conducting a
peer-to-peer in order to validate the medical need of the
course of the treatment. One organization mentioned the
benefit of having medical directors on staff responsible for
care coordination, where they are able to more readily
connect with payers and speak the payer language,
smoothing approval processes and overcoming denials.
Ultimately, while the patient’s medical record needs to meet
the requirements for payer coverage, it also needs to tell a
complete story of the patient’s condition and the treatments
planned.

Underpayments and revenue leakage was also a concern,
with many noting that even small amounts of revenue
missed result in much larger revenue leaks over time.

DRG Downgrades
Medical Necessity
Underpayments / Leakage

To start the discussion, the audience was asked to share
areas of common causes of payer denials, and while the
challenges varied, three primary trends were shared:

As related to DRG Downgrades, which were ranked as the
most pressing challenge in denials, the moderators
discussed the common response from payers that
information was missing from the medical record, missing
notations, for example, which then lead to the downgrade.
The focus here was on education for clinicians on the
information that payers would want to review or expect to
see in order to avoid a DRG downgrade.

Evolving Root Causes of Payer Denials



Conducting regular roundtable discussions with clinical
staff, care coordinators, and revenue cycle executives was
discussed at length, with a focus on creating strong
relationships across departments to better understand the
language of each to ensure clear communication. 

A primary focus for revenue cycle teams is continued
education for clinical staff on the importance of
documentation to support clear, clean, claims. Explaining
the causes and impact of denials to clinical teams, with a
focus not on a negative but on the positive of how
processing clean claims and reducing denials ultimately
helps patients and the hospital community.

On top of regular roundtable discussions and open
communication, the group also discussed the importance of
regularly reviewing the data and monitoring improvements,
and providing routine feedback on how improvements were
being made, in order to maintain momentum and
engagement across the teams.

While much of the session focused on overcoming payer
denials, hospitals and health systems are of course eager to
prevent denials from occurring in the first place, and the
group discussed creating work queues and safety nets for
denials prevention. Pre-emptive review of cases by
utilization management teams was one approach used, with
teams looking to ensure supporting documentation was not
only included for all cases, but was positioned in such a
manner that payers would more quickly provide coverage
approval.

Securing real-time authorization for medical necessity while
patients are in the hospital was also seen as an important
strategy, but one that often creates challenges in work
queues and in documentation, given the time constraints
faced by healthcare providers.

With a focus on documenting medical necessity and
monitoring utilization management closely, hospitals are
making gains in reducing denials.

Creating Workflows and 
Mechanisms to Avoid Denials

Collaborative Approaches to 
Denial Prevention



From an operational perspective, teams are monitoring
technical and clinical denials in order to categorize and
analyze the denials. Some of the aspects discussed as
related to technical denials included inpatient DRG
downgrades, where payers are denying care or delaying
payments, and the focus here was on how to make the
process of payment smoother, reducing the A/R days. From
an outpatient perspective, teams were looking towards
patient access to make improvements in securing prior
authorization, particularly for pre-scheduled services.

In the case of clinical denials and post-billing denials, some
of the aspects discussed included lack of authorization,
unclear medical necessity, and the need for contractual
language that allows medical necessity appeals. 

Partnering with Clinical Staff

Technical vs. Clinical Denials 

When working to reduce denials, participants agreed that
having physician perspectives in the conversation with payers
was of critical importance, especially as payers will also have
medical directors working on their behalf to confirm medical
necessity. For some groups, nursing staff are also being
leveraged in the discussions, creating an additional layer of
clinical support and appeal.

Preparing and training doctors and nurses to talk to payers
was also discussed as an important tactic, to ensure that the
appropriate bases were being covered in the conversation,
meeting the payer checklist for coverage.

Conclusion
Perhaps the most impactful comment came towards the end
of the conversation where one of the panelists mentioned that
at times we must have the uncomfortable conversations with
our organizations. Whether that means requiring additional
education for already very busy healthcare professionals,
whether it means providing more clarification or clarity on
payer requirements and why information and documentation
is so critical, or whether it means finding new ways to
collaborate – ultimately, having these tough conversations will
enable teams to come together and make improvements.


