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INTRODUCTION

As a Patient Services Representative (PSR), it is your responsibility to ensure that patients and their families  
receive warm, friendly, and considerate assistance. One of the vital functions of the PSR is to ensure that the data and  
patient information is complete and accurate. Errors or incomplete files negatively affect revenue that is generated 
by patient care and is crucial to the cash flow in the medial office. In addition, the PSR must maintain a high  
standard of the patient’s experience. As such, the PSR is an integral part of the medical team. The PSR’s contribution 
is essential to running the medical office. PSR’s may complete claim forms, correspond with insurance carriers and 
other departments, manage office supplies and handle minor accounting for the office. The scope of a PSR’s duties 
often depends on the size of the office. Larger offices may have multiple personnel responsible for running the office, 
setting appointments, and handling the clients. Smaller offices may assign more of these duties to a PSR. Although 
many offices are moving towards, or have already transferred over to the electronic medical record, it is important 
to know how to perform medical office tasks manually. This knowledge is particularly useful if the technology is not 
in working order.

Job Roles and Duties
PSR’s play diverse roles in the medical office. The most coming duties associated with PSR’s include the following:

 • Interviewing, registering, and admitting a patient

 • Updating and creating patients’ medical records

 • Performing accurate and timely processing of all professional and technical fees generated  
  by department providers

 • Performing basic accounting for the practice, including tracking incoming and outgoing cash flow

 • Greeting patients

 • Answering office phones

 • Scheduling appointments for patients

 • Ordering general office supplies

 • Keeping current on software programs used in the office for billing, correspondence and accounting

The Medical Team
In any medical office, a number of people work together to provide complete health care to the patient. Although the 
physician may be the main provider, without the ancillary staff, it would be difficult for the office to function. Each 
member of the team is vital to providing overall patient care. In a medical office setting the members of the team 
typically include the provider, clinical staff, including the medical assistant, and front office staff, including the PSR, 
medical biller and office manager.

Medical assistants not only assist the provider with patient care but also handle some minor producers themselves, 
for example, they are often responsible for sterilization of equipment, room preparation, setting up the patent and 
administering injections.

The PSR and medical biller have important duties. The medical biller follows up on unpaid service and negotiates 
with insurance companies for payment. The PSR greets the patient, checks the patient in, and then prepares the 
patient’s chart. When the patient is ready to leave, the PSR can set a new appointment and/or present a bill for  
services rendered. Some PSR’s are also responsible for insurance verifications, pre-authorizations and responding 
to (or triaging) customer inquiries.

The office manager supervises the staff and handles day-to-day operations of the medical office. The office manager 
may be responsible for scheduling staff, handling payroll and managing office expenses.
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In a hospital setting, the same levels of patient care exist with some minor differences. The doctors usually provide 
the direction of care by giving verbal or written orders to the nursing staff. The nurses and other medical personnel 
provide most of the direct patient car. In a hospital setting, there are many departments, administrative offices and 
reception areas.

Regardless of the number of departments a medical provider has, each department is a necessary part of the whole 
operation. Without any one department, the facility could easily cease it exist.

Employment Opportunities for PSR’s
There are several places PSR’s can work, depending on their experience and their preferences. The most common 
places included those listed here:

Providers Office
Many individuals who provide health care are called providers. These include medical doctors, dentists,  
optometrists, chiropractors, physical therapists and so on. A PSR may work in many areas in a provider’s office.  
In addition to handling the front desk such as greeting clients, handling patient intake, scheduling patent appointments  
and maintaining patient files PSR’s will also be responsible for insurance verifications, pre-authorizations and  
responding to (or triaging) customer inquiries.

Billing Company
Some PSR’s work for independent billing companies. These companies perform billing tasks for small and large 
health care settings. For medical doctors, billing companies often perform the billing for a number of doctors, each 
of whom may have only a small practice and have no need for a full-time medical biller. If the providers only sees  
ten or fifteen patients a day, performing the billing for those patients may only take an hour. Having a full-time  
medical biller would probably not be cost-effective. Other providers that medical billing companies work with  
include those that don’t maintain traditional offices, such as emergency room doctors, anesthesiologists, radiologists 
and ambulance companies.

Hospitals
Hospitals need PSR’s who can make sure that every item the patient uses is accounted for and that services are  
properly documented and scheduled. In a hospital setting, PSR’s have little contact with the patients. The only  
exceptions occur when a patient or family member of a patient comes make a payment, phones to inquire about an 
account, or requires assistance in scheduling services during discharge. Most often, face-to-face contact happens 
when a portion of the fee is payable before services are rendered.

Health Maintenance Organizations
Health Maintenance Organizations (HMOs) are groups that provide services in exchange for premiums. An example 
of an HMO service is Kaiser Permanente. Kaiser is one of the nation’s largest not-for-profit health plans and serves 
more than 8.6 million members. Unlike traditional insurance companies, HMOs that operate like Kaiser Permanente 
act as both the insurance carrier and the service provider. However, there are always times when an HMO facility 
sees a patient who is not one of its members. This usually occurs during a medical emergency when the patient is 
transferred to the nearest facility. If a patient is treated at an HMO facility but is not a member of that HMO, the 
HMO facility will bill the patient’s insurance carrier for the services provided.

Durable Medical Equipment Provider
Companies that supply durable medical equipment (e.g. a wheelchair) for patient use outside the hospital sometimes 
have PSR’s on staff, although some companies may rely on patients to file their own insurance claims. However, 
equipment providers are realizing that it can be a worthwhile marketing tool to file insurance claims for patients.

Other Care Facilities
Other types of facilities also need medical billers on staff. These include nursing homes, convalescent homes,  
hospices, rehabilitation centers, and any other place that provides medical services. Individual providers may  
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specialize in any specialty, such as general practice, cardiology, pediatric medicine and so on. PSR’s are needed and 
may find employment at all of these facilities. When considering all of the facilities where you might be able to work 
in the health care field, what area interests you the most and why?

Basic Skill Requirements of the PSR
Successful PSR’s have mastered certain basic skills and knowledge, including oral and written communication; 
healthcare office procedures and requirements; HIPAA privacy regulations and patient rights; basic anatomy and 
physiology; medical terminology; math; computers; critical reading and comprehension; and attention to detail.

Interpersonal Skills
The following interpersonal skills will help you get along harmoniously with others in the workplace.

 • Place the company ahead of yourself. Give your absolute best at work. Establish a reputation that shows  
  people they can rely on you to do good work on time.

 • Be willing to admit when you’re wrong. People want to be able to trust other’s, If you admit when you are  
  wrong, your honesty and humility about the error will be appreciated and will lead to better relationships.

 • Speak well of others whenever possible. Remember to praise people for a job well done, both to them and to  
  their superiors.

 • Show an interest in what other say. Take the time to listen to others. If you cannot spare the time, politely  
  find words to postpone the conversation – for example, “Unfortunately I am under a deadline. What if we  
  discuss this further over lunch?” Be sure to set a time and a date for lunch and mark it on the calendar to  
  ensure this will be accomplished.

 • Give credit where credit is due. If someone else helps you with a project, even in a small way, do not take the  
  credit for his or her work. Be sure that the superiors know who actually did the work. If you try to take credit  
  for work that someone else has done, this will not only hurt the person who did the work but will hurt the  
  organization and your potential for developing trusting relationships.

 • Compromise. Sometimes you may disagree with a co-worker. In such cases, a compromise can work wonders  
  toward keeping the relationship intact and resolving the conflict. Compromise is not about winning or losing.  
  It is about creating a win-win situation where others don’t feel discredited for their opinions.

 • Provide solutions and take responsibility. If you are asked to help with a project, do your best work. Go the  
  extra mile in finding solutions for a problem, then allow the responsible person to turn in the project and take  
  the deserved credit. If that individual takes credit for you work, do not contest it since you may not know that  
  they gave you credit at another time. If you start insisting that you helped, you will appear to lack confident in  
  others and yourself.

 • Introduce yourself to new people. The office environment will often change quickly. Taking the time to  
  learn the names of those you work with lets them know that they are important to you. Take the time to  
  accomplish this by walking around and interacting with your staff.

 • Build networks. If a task is new or very advanced, be willing to defer the work to someone more experienced  
  than you. Also be willing to explore new tasks. The more knowledgeable you are about your workplace and  
  the more you can multi-task or cross-cover, the more valuable you become to your employer. Talk to people  
  during lunch hours or break times about matters that are not work related. Get to know your colleagues a  
  little better, and let them get to know you.

 • Smile and be positive. Positive people are more pleasant to be around. No one wants to spend time with  
  someone who brings out the worst in everyone. Maintain a positive attitude. If you are positive, it makes other  
  people positive as well.
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 • Try to keep your personal problems to yourself. Constantly discussing personal problems at work can make  
  others feel uncomfortable and will often strain your relationships, as other may be reluctant to engage in  
  conversation with you.

 • Avoid gossiping. If someone passes information on to you, do not share it with others unless you are  
  specifically asked to do so.

Actions to Avoid
You should avoid several actions on the job. These include:

 • Having loud phone conversations

 • Neglecting to say please and thank you

 • Talking behind someone’s back

 • Asking someone else to tell a lie or to be dishonest

 • Asking someone, especially a subordinate, to do an errand that is not work related

 • Telling offensive jokes or making sexist or politically incorrect comments

 • Complaining about another person

 • Spending personal time on the internet

Rate your Interpersonal Skills
Directions: Rate yourself (circle one) on each of the qualities listed below, and then answer the following questions.

Do you:

Embrace innovation? 1 2 3 4 5

Take the initiative 1 2 3 4 5

Consider all aspects that you are responsible for? 1 2 3 4 5

Strive for knowledge recognition rather than social recognition? 1 2 3 4 5

Take pride in the quality of your work? 1 2 3 4 5

Like to learn new skills? 1 2 3 4 5

Align yourself with powerful people? 1 2 3 4 5

Have high morale? 1 2 3 4 5

Are you:

Willing to learn and do someone else’s job? 1 2 3 4 5

Logical, not emotional? 1 2 3 4 5

Self-confident? 1 2 3 4 5

Willing to take on more than your responsibilities? 1 2 3 4 5

1. For which assets did you circle a 5? _____________________________________________________________________________

2. For Which assets did you circle a 4? ____________________________________________________________________________

3. For which assets did you circle a 1, 2, or 3? ______________________________________________________________________

4. What can you do to improve each of those assets for which you ranked yourself 1, 2, or 3? ______________________ 

 _________________________________________________________________________________________________________________
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Stress
Job stress is defined as the harmful physical and emotional responses that occur when the requirements of the job 
do not match the capabilities, resources or needs of the workers. Often people will say, “A little bit of stress is good 
for you.” However, this often depends on your definition of stress, as well as how much is a “little bit.” What people 
often means is that a challenge can be good for you.

Challenges energies us psychologically and physically and help motive us to learn new skills. When challenges are 
met, we feel relaxed and satisfied. Thus, challenge can be an important ingredient for healthy and productive work.

Although challenges can be good for us, stress is not. Stress causes negative physiological reactions, such as an  
increase in adrenaline and heart rate, without the physical ability to expend and use the adrenaline.

Symptoms of Stress
Stress can cause a variety of symptoms that can inhibit your ability to function properly, both at work and in your 
daily life. The following are the most common symptoms of stress:

 • Headaches

 • Anxiety

 • High blood pressure

 • Trouble falling asleep or other sleep disturbances

 • Difficulty concentrating

 • Short temper

 • Upset Stomach

 • Job dissatisfaction

 • Low morale

 • Hyperventilation

 • Clenching or grinding of the teeth

Pent-up stress also can cause emotional outbursts, ranging from intense anger to tears and self-pity. Chronic stress 
can cause problems in relationships, heart problems and may weaken the immune system.

Handling Stress
Although stress is a part of everyday life, it is important to deal with stress appropriately so it does not accumulate 
and become overwhelming. Handling stress is an important part of being able to function in the working world. 
Quick stress relievers include the following:

 • Exercising vigorously

 • Getting a massage

 • Breathing deeply and slowly

 • Getting more sleep

 • Skipping extra caffeine in items such as coffee, cola and chocolate

 • Eating properly and regularly

PATIENT ACCESS
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Other means of accomplishing a stress-free state may take a bit longer but can be more effective. These include  
the following:

 • Finding the humor in life. Learn to laugh at the mistakes you make and things that go wrong. Laughter is a  
  great stress reliever.

 • Creating a new attitude. Try to see each problems as a challenge. Think of it as a chance for you to go up  
  against an imaginary adversary and come out victorious by conquering the problem. By changing your  
  attitude toward problems, you can create an aura of excitement, thus giving yourself the energy to tackle and  
  handle problems.

 • Giving yourself opportunities to relax. You should spend a least half an hour ever day doing something that  
  helps to relax your body and mind. This can be reading a book, exercising socializing with friends or anything  
  else that helps you work off stress and relax. Remember, these should be activities that give you pleasure, not  
  those that give you stress of a different nature.

 • Creating a stress barrier. Do not bring your family or life problems to work, and do not take your work  
  problems home with you. Establishing a routine that provides a break between the two environments can  
  help. Some people create this barrier by having a long commute home; others will take a few minutes after  
  arriving home to relax before tackling home activities; and other will stop off on the way home to do  
  something else. These types of habits can help you keep the troubles of work and home from interfering with  
  each other.

 • Making a “To Do” list. We often get overwhelmed thinking of all the things we need to accomplish, and  
  sometimes everything we think of leads to something else. There is only so much that one can accomplish  
  in a day. To accomplish as much as possible, prioritizing tasks and breaking them down into smaller pieces can  
  be helpful. It is important to celebrate when tasks are successfully completed.

  Also, remember to do one thing at a time. Multitasking does not mean doing everything at once. Performing  
  the items on your list one at a time allows you to concentrate on each item and be more productive, which  
  gives you the opportunity to complete them more efficiently.

 • Asking others not to disturb you. If you have a time-sensitive project or a fast-approaching deadline, ask not  
  to be disturbed. Hand a sign on your desks with the words “Please do not disturb, Important deadline  
  looming.” In some companies, notifying others that you do not want to be disturbed can be easily  
  accomplished by closing your door.

  Ask the receptionist to hold your calls, or, if you have voice mail, switch to a greeting that informs people that  
  you are working on a very important project. Include your message when you will be available, and ask callers  
  to leave a message or call you back later.

  Other people are busy, too, and they understand the need to buckle down and focus on a project. Most people  
  are more than willing to respect your request.

Online Research: The Impact of Stress
Directions: Conduct online research regarding the impact of stress and how stress can be managed. Put together 
a short presentation on the information that you discovered in your research. Be prepared to discuss your findings 
with your classmates.
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Pre-vacation Work Planning
Taking a vacation can be great for you but stressful for your co-workers. Taking a vacation means the rest of the staff 
is left with one less person to do the work.

Although many people think only of themselves when planning a vacation, a good PSR also thinks of their organization. 
Following are some guidelines to sue when planning a vacation.

 • Take your vacation during the company’s slow period. Nearly all companies have one or two seasons that  
  are busier than others. Schedule your vacation around these times so that you are there when you are most  
  needed. Co-workers and especially your bosses, will appreciate your thoughtfulness. Some people may think  
  that scheduling a vacation during the busy time will reveal how valuable they are. Unfortunately, this will give  
  the negative impression that the individual is only thinking of himself and not of the company and will  
  outweigh any thoughts of how important the person’s skills are.

 • Before leaving, be sure that your desk is in order. All paperwork and folders should be filed appropriately.  
  This allows anyone who needs something to find it while you are away. All work with a due date before you  
  vacation should be completed and turned in. Sometimes, this means working through lunch or working  
  harder to make sure everything is accomplished. Others can get a negative impression of you if you leave  
  without completing your assignments or without properly filing items so others can find them. If important  
  tasks are pending and must be dealt with during you absence, be sure to leave detailed notes with your  
  supervisor or the person covering your desk.

 • Let others know two weeks in advance that you are leaving. This gives your supervisors and others enough  
  advance notice for any projects that need your input for completion. Leave a contact number with a trusted  
  co-worker for emergencies. Providing a number where you can be reached in case of emergency shows those  
  in your office that you care. A brief comment, such as “So-and-so knows how to reach me if it is an  
  “emergency” should be enough to let people know how you can be contacted.

 • Enjoy your vacation. Ignore what is happening at work. Give your mind and body a break. This will allow  
  you to come back and face work with a fresh outlook because you will be more rested, refreshed, and ready to  
  take on new challenges.

PATIENT ACCESS
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Certification Programs for Patient Services Representatives
Currently, no state or federal certification or licensing is required for PSR’s. However, more and more employers are 
requesting or requiring certification of their PSR applicants. In addition, certification offers increased job security, 
income, prestige, advancement, recognition and professional affiliation.

There are several different certification programs:

National Association of Healthcare Access Management 
2025 M Street, NW 
Suite 800 
Phone: (202) 367-1125 
Website: www.naham.org 
Certifications offered: Certified Healthcare Access Associate (CHAA), Certified Healthcare Access Manager (CHAM)

American Health System Information Management Association (AHIMA) 
100 Sycamore Avenue, Suite M 
Modesto, CA, 95354 
Phone: 800-335-5535 
Website: www.ahima.com 
Certifications offered: Certified Coding Associate (CCA), Certified Coding Specialist (CCS), or Certified Coding  
Specialist-Physician (CCS-P)

American Medical Billing Association (AMBA) 
2465n E. Main 
Davis, OK 73030 
Phone: (580) 369-2700 
Website: www.ambanet.net 
Certifications offered: Certified Medical Reimbursement Specialist (CMRS) 
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Revenue Cycle Realities 

Jonathan Domingo, CPC, CMRS 
 

E-mail:  jonathan.domingo@aplusgps.org 

The Financial Equation 
 Revenue minus expense = bottom line 

 Improved bottom line comes from either increasing 
revenue, decreasing expense or both!! 

 Revenue Cycle Managers just like Clinical Managers 
must be successful at both! 

 

Today’s Agenda 
 Review phases & functions of Revenue Cycle 

Operations 

 Discuss management issues for Revenue Cycle 

 Discuss operational challenges & 
people/process/technology solutions for some of 
those challenges 

 Discuss strategies for collaborating with clinical & 
non-clinical departments crucial for Revenue Cycle 
success 

 Future Issues Raising Challenges 

Management of Revenue Cycle 
 Overarching all phases & functions of the revenue 

cycle is the management of people, processes & 
technology 

 Improvement analytics should dictate prioritization  

 Regardless of organizational structure, collaboration 
with other departments is crucial for revenue cycle 
success 

Management of Revenue Cycle (cont.) 
 For each function of revenue cycle – think 

about: 
 Quality improvement/cost reduction/automation & 

informatic initiatives & strategies 
 Compliance & documentation requirements  
 Employee success initiatives 
 Patient satisfaction initiatives 
 Alignment with Organization’s strategic plan 
 Outcome measures with targets and results  
 Barriers & key stakeholders  
 Who is the leader for this area 

PRE-ENCOUNTER
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Pre-Service Phase Functions 
 Scheduling 

 Eligibility Verification 

 Pre-Admission 

 Financial Counseling/Healthcare Eligibility 

 Coverage, Authorizations & Waivers 

 Point-of-Service Collections 

 Compliance & Documentation of all functions 

Scheduling 
 Centralized Scheduling? 

 De-centralized Scheduling? 

 Feedback loop for missing information? 

 Relationship to authorizations? 

 Late Add-On Accounts? 

Verification 
 Eligibility Verification 

 Real time? 
 270/271 batch? 
 Manual web site reseach 
 CMS instability/OR MMIS inaccuracy 

Pre-Admission 
 Creating accounts versus calling patients- work list 

differentiation 

 Swing shift schedules for optimal patient contact 

 Scripting to support patient satisfaction initiatives 

 Late add-on analysis 

 

Financial Counseling/Healthcare 
Eligibility Assessments 

 Financial Assistance Policy – Up-Front Charity 
determination 

 Financial Assistance for elective procedures? 
 True Self Pay contractual at average commercial 

rates or Medicare rates 
 Terms for interest-free payment plans 
 Loans for long-term payment plans 
 Publicizing Financial Assistance 
 Expert Governmental Healthcare Eligibility 

Assistance 
 

Coverage Verification/Authorization & 
Waivers 

 Authorizations – Notification of admission versus 
authorization for O/P service 

 Professional versus facility authorization 

 Imaging authorizations 

 Referring Office Issues 

 Registration staff versus RNs? 

 Reference labs – missing info on orders 

 ABNs for O/P Services 
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Point-of-Service Collections 
 Cost Estimates – how services are scheduled vs 

how they are billed? 

 Incentives for up-front payment? 

 Prompt-pay discounts? 

 Phone collections during Pre-Admission? 

 ED collections 

 Inpatient Admissions  

 Incentives for staff to collect 

Compliance & Documentation 
Requirements 

 Condition of Services Rendered, HIPAA, 
Patient Rights, Genetic Research Opt-Out,Red 
Flag 

 Financial Assistance & Cost-estimate  

 ABN/Waivers 

 eSignature – direct to EMR vs paper & scan 

 Audit software to edit/audit all accounts 

 Productivity standards  

Timing is Everything! 
 A lot of work happens between the 

service being scheduled and the actual 
date of service – how much time is 
optimal? 

More & more requirements at time of 
Patient Check-in- How much time 
needed to keep Clinical on-time? 

 

Service Delivery Phase 
 Activate the account – correct inpatient admission 

date/time 

 Admission status 

 Documentation of services – orders & execution of 
orders 

 Charge capture – dep't info systems, EMR vs key 
punch & development from documentation 

 

Suspense Phase 
 Begins at Discharge – ends when bill drops 

 Charge capture reconciliation 

 Charge capture audits w/o coding 

 Coding – automated work lists, telecommunting, cross-
training, ICD10 

 Coding & charge capture edits w/coding 

 

Billing & Collections 
 Day end automation 

 Profile maintenance in PM system 

 Adverse Event auditing 

 Claim scrubbing/clearinghouse 

 Account segmentation for AR follow-up 

 Payment validation 

 ERA/Lockbox 

 On-line patient payments & discounts 

 

PRE-ENCOUNTER
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Billing & Collections (cont.) 
 Late Charge Management 
 Denial Management  
 Financial Assistance Approvals 
 Account segmentation for collections – in-house vs 

outsourcing 
 Batch 270/271 eligibility 
 Collection cycle – scripting, prompt-pay discounts 

& dunning messages/timing 
 Collection practices – agencies, liens, etc. 

 

Important Definitions FYI 
 Never Events – 3 types of Adverse Events that are 

NEVER covered by insurance:   

 1-Procedure performed on the wrong 
body part 

 2-Procedure performed on the wrong 
patient, or 

 3-The wrong procedure performed on the 
patient 

Important Definitions FYI 
 Adverse Events – OAHHS defined a list 

including such things as foreign body retention 
after procedure, blood incompatibility, burn 
caused by facility 

 Commercial plans & their lists - Contracts 

 Hospital-Acquired Conditions – Defined by 
CMS based on coding of conditions not 
Present on Admission (POA) such as stage 3 
or 4 pressure ulcers, UTI from indwelling 
catheters.   

Denial Management 
 Tracking Revenue Cycle requests 

 Collaborating with Release of Information 

 Chart analysis prior to sending to Revenue Cycle 

 Response letter and appeal tracking 

 Results reporting to Management 
 

Strategies for Collaboration 
 Revenue Dept. Manager Education on Denials 

- Government payers and increasingly 
commercial insurances are mounting massive 
initiatives to take away payments we have 
already received. We have to get better at 
documentation and following complex rules to 
hold onto our payments from Medicare, 
Medicaid & Commercial payers. Health reform 
increases these initiatives!! 

 

Strategies for Collaboration (cont.) 
 Explain Revenue Cycle’s relationship to the 

Value Equation 

 Value Equation: Quality/Cost 
 Reduced readmissions 
 Reduced Hospital-Acquired Conditions 
 Reduced adverse/serious safety events 
 Improved compliance with I/P & O/P CMS Core 

Measures 
 Improved patient satisfaction 
 

 

Revenue Cycle Realities
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Strategies for Collaboration 
(cont.) 

 Explain Revenue Cycle’s Role in Improving 
Customer Service 

 Customer Service 
 Patients increasingly expecting up-front estimates 
 Linkage to EMR – safety in correct patient ID 

paramount! 
 Performing your organizations values consistently 

with each interaction throughout the Revenue Cycle 
 Patient relations & Risk Management 

Strategies for Collaboration (cont.) 
 Educate Physician, Risk Management & 

Revenue Dept. Managers on Documentation 
Needs based on Denial Analysis  

 Clinical staff should “Always Consider” – 
Can I, as a provider of service tell the story 
of my patient care from the resulting 
documentation [i.e., the legal medical 
record] one or more years after the 
service? 
 

 

Strategies for Collaboration (cont.) 
 Clinical Documentation Improvement Program 

(CDIP) 
 Coding & CDIP staff collaboration critical 
 Review of Revenue Cycle denials 
 Adjusted mortality 

 Since only physicians and other practitioners 
can diagnose & perform certain procedures by 
virtue of their scope of practice, then only their 
authenticated documentation can be used to 
substantiate coding 

 
 

Strategies for Collaboration (cont.) 
 Is your IT department maxed-out with meaningful use 

projects? 

 Consider a Revenue Cycle IT department 

 Is Revenue Cycle present at Coding & EMR planning 
sessions?  Charge capture automation possible with 
EMR integration. 

Future Issues & Challenges 
 ICD10 

 Increased regulations of outpatient services 

 Payment Reform 

 Cost Reform 

ICD10  
ICD9 Diagnosis Codes ICD10 Diagnosis Codes

Used by hospitals, physicians & payers. Used by hospitals, physicians & payers.
Dependent on practitioner documentation Dependent on practitioner documentation
Approximately 14,000 codes Approximately 68,000 codes 
Alpha-numeric 2-5 characters Alpha-numeric 4-7 characters
Few codes available for expansion Codes available for expansion

Lacks detail w/non-specific codes
Very specific for improved reporting of 
morbidity

ICD9 Procedure Codes ICD10 Procedure Codes
Used by hospitals & payers for Inpatients Used by hospitals & payers for Inpatients
Dependent on practitioner documentation Dependent on practitioner documentation
Approximately 3,000 codes Approximately 87,000 available codes
Based on outdated terminology Reflects current terminology & devices
Few codes available for expansion Codes available for expansion

Lacks detail w/o method or approach for 
procedures or body part definitions

Precisely defines procedures w/detail on 
body part, approach, method & devices 
used.

Limits DRG assignment
Allows improived DRG definitions for new 
technology and devices

PRE-ENCOUNTER
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Outpatient Services
 Two types of outpatient services:
 Diagnostic – think tests
 Therapeutic including ED visits & RN

services – think assessment/tx
 CMS supervision rules

 Orders for services – electronic vs paper vs oral

 Provider-based – how much longer?

Payment Reform
 Financial systems & allocation strategies – RBRVS, fee

schedules, Medicare rates, aligning incentives

 Bundled payments

 Accountable Care Organizations

Cost Reform
 Bending the cost curve

 Automation & Informatics
 Performance standards
 Telecommuting
 Presumptive charity
 Aligning incentives

Questions?

Revenue Cycle Realities
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MASTERING THE COMPLEXITY OF 
REVENUE CYCLE 

 
Presented by:  

Jonathan Domingo, CPC, CMRS 
 

E-mail:  jonathan.domingo@aplusgps.org 

TEAM COMPLEXITY  

C H A L L E N G E S  W I T H  A  T E A M  S P I R I T  

COMPREHENSIVE PRACTICE MANAGEMENT SYSTEM 

 Many of the systems today are equipped 
with modules that technologically are quite 
impressive. 

   The System to include: 
 Billing processes, Electronic Claims, 
Electronic Remittance Advice, Electronic 
Eligibility, Electronic Health Records, 
Electronic Prescribing, Clinical Measures, 
Management Reporting, Dashboard, and 
an overall Practice Management 
Philosophy, one that will assist you in 
Mastering the Complexity of the “Revenue 
Cycle”. 

COMPREHENSIVE PRACTICE 
MANAGEMENT SYSTEM 

Credentialing- Participating 
with all providers 
Scheduling 
Insurance Verification 
Patient Registration 
Financial Screening 
Electronic Claim Submission- 
Scrubber 
Review Claim Errors/Top 5 
Errors 

Electronic Funds Transfer 
(EFT) 
Electronic Remittance Advice 
(ERA) 
Write-Off’s/Bad Debts 
Days in A/R 
Policy & Procedures 
Training- Professional 
Development- On Going 
Dashboard Reporting 
Management Reports 

MASTERING THE COMPLEXITY OF 
REVENUE CYCLE – 14 STEPS STEP # 1- CREDENTIALING  

 *  To evaluate the qualifications 
and practice history of a doctor and evaluates the 
qualifications of doctors who provide care to their 
members of insurance plans.  

 

 *  Review of a doctor’s completed 
education, training, residency and licenses.  It also 
includes any certifications issued by a board in the 
doctor’s area of specialty.   

 

 *  Insurance plans conducts this 
process before the doctor is permitted to join the 
Network.  

  

 *  The Insurance Plans reviews the 
doctor’s credentials on a regular basis, following 
standards established by states, regulatory bodies 
and accrediting organizations. 

 

 Why is doctor credentialing 
important to members of the Insurance Plans?  
Credentialing plays an important part in assuring 
member’s access to quality health care. 

 What does the doctor credentialing 
process involve? 

PRE-ENCOUNTER
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STEP # 2- SCHEDULING  
 Perhaps one of the 

most important factors in the 
success of the practice is the 
patient flow.  An office that can 
successfully smooth out the 
peaks and valleys in its 
schedule can see more 
patients more efficiently, 
reduce wear and tear on office 
staff and physicians and 
“make more money”.   
 

 Open Access 
Scheduling- Some practices 
realize that there is a need to 
better schedule patients and 
found a solution in open-
access scheduling, also called 
“same-day” or “calls. ” 

STEP # 2- SCHEDULING - CONTINUED 
   
 

Some practices may find a real benefit to open access, but this will 
requires a full understanding with Executives, Administrative 

and Clinical Staff members.   
 

 Peaks and Valleys:  A scheduling process that many practices 
find as a simple technique where patients are purposely double-
booked at the font end of each hour and the end of the hour is 

left open for catch-up. 
 

 Seasonal Variation:  The geographic area where the practice 
resides will have a high and low season uniquely its own.  

Identify the low season of your practice and encourage patients 
to have their comprehensive evaluations performed during the 

low season.  
 

 While some of these type of appointments can not be avoided 
but can be minimized. 

STEP # 3-ELIGIBILITY VERIFICATION 

 Eligibility Verification is a 
part of the cycle that rounds up 
integrity.  It assures the patient and 
the services you are about to 
provide are covered by the 
patient’s insurance company 
during the pre-registration and 
registration process.  Staff 
members will check Eligibility one 
– two days of the patient’s 
scheduled appointment.  Steps 3 
(Registration) and Step 4 (Eligibility 
Verification) are joined at the hip.  
Both are necessary and will reduce 
claim rejections and reduce bad 
debt by identifying ineligible 
patients and services in advance.   
 

  

STEP # 4-PATIENT  REGISTRATION  

 Accurate 
registration data results 
in reduced denials, fewer 
rejected claims, less 
returned statements, and 
a reduction of other 
delays that impede the 
collections process and 
slow your revenue cycle.  

STEP # 5- FINANCIAL SCREENING 
 *Uninsured patients may 

be eligible for the “Sliding Scale”.  
The Sliding Scale is determined 
based on your household income 
and the size of your household.  
Insured patients may also be 
eligible for “Sliding Scale”; making 
it possible for services that may be 
denied by the Medical and/or 
Dental Plan to be eligible for Slide 
Benefits. 
   

 *Patients may also be 
referred to the State Social Services 
for other programs entitled.  For 
example:  Cash Assistance, 
Temporary Assistance for the 
Needy, General Assistance and 
Medicaid including eligibility for 
Managed Care Plans. 

    

Claim Electronically 
Transmitted to 
Clearinghouse 
Performs Series of 
Edits – HIPAA 
Requirements 
Compliance of 
Coverage 
Payment Policy 
Requirement 
Edit Report 
 

STEP #6 – ELECTRONIC CLAIM SUBMISSION 
 EDIT REPORT 

Revenue Cycle Complexities
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STEP # 6- EDIT REPORTS 

 After successful 
transmission, an acknowledgement 
report is generated and is either 
transmitted back to the submitter of 
each claim, or placed in an electronic 
mailbox for downloading by that 
submitter and/or office. 
 
 

 Claim Scrubber:  Many of 
the Software systems offers a “Claim 
Scrubber”, another way to perform 
entry level edits to meet the minimum 
requirements for passing claims into 
payers.    The scrubber and/or rules 
within the software can be set up to 
capture the potential errors before 
submitting claims electronically.  
Claim Scrubber is another tool to get 
“Clean Claims” processed with “No 
Errors”. 

STEP # 7- REVIEW OF CLAIM ERRORS /TOP (5) ERRORS /FOLLOW-UP: 

 Reports that are returned 
from the carriers will assist you in 
controlling future errors. The best 
way to identify errors would be to 
group them in priority order.  Often 
the errors can be eliminated with 
software edits and the follow-up 
process becomes less 
cumbersome. 
 

 Errors that get passed 
edits are usually those that can be 
avoided and must be documented 
and handled on the back-end.  

STEP # 8- ELECRONIC FUNDS TRANSFER  

 Electronic Funds 
Transfer is a method that 
allows Health Plans to 
make an Automated 
Clearing House (ACH) 
Debit transaction.  EFT 
payments can be nearly 
instantaneous (avoiding 
postal delays) and may 
reduce administrative 
steps associated with 
issuing or depositing 
payments  

STEP # 9- ELECRONIC REMITTANCE ADVICE:  

 An Electronic Remittance 
Advice is an electronic version of a 
payment explanation which provides 
details about providers' 
claims payment, and if the claims are 
denied, it would then contain the 
required explanations.   The ERA 
process is a seamless process and is 
the “Billing’s Dream Team” ERA will 
allow more follow-up and accuracy in 
posting payments against patient’s 
account, alleviating write off’s and bad 
debts. 

STEP # 10- BAD DEBTS/WRITE OFF’S:  
 

 
 Bad debts are a by-product of the business of rendering health care. 

  
    Unless a facility has funds available for every patient contingency or lives in a 

world where each account can be accurately assessed at the time when the 
patient is first seen, some level of bad debt will exist.  

 
 The goal is to limit bad debts within the boundaries set by a facility's mission 
statement, legal requirements and policy and procedures. An ongoing study of 
a facility's bad debts can help keep them to a minimum. 

STEP # 10- BAD DEBTS/WRITE OFF’S: (CONT’D) 
 
 
 

Focus on account groups.  
 
Healthcare organizations can examine groups of accounts for most of its 

estimate and rely on a number of individual accounts that may be large 
enough to warrant a specific review. 

 
Each account to be reviewed when making a bad debt estimate. 
 
Most facilities separate accounts into payer designations that allow them 

to determine bad debt potential. 
  
Not all accounts or groups of accounts have the potential to create a bad 

debt.  
 
By their nature, some will either be paid in full or will have known 

adjustments or allowances that reduce the balances to zero. 

PRE-ENCOUNTER
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CURRENT

A/R  0- 30 A/R    31-60 A/R    61-90
 A/R   91-

120
 A/R  121-

180 A/R  181-999 TOTAL
 PAYER CLASS

MEDICAL
PERSONAL  (Self Pay) 64,504.31 62,932.14 24,526.16 14,321.47 34,909.97 0 $201,194.05 

MEDICARE 83,484.72 12,736.08 10,999.93 39,193.63 78,844.70 0 225,259.06

MEDICAID 332,152.00 25,628.00 33,815.44 16,598.68 42,152.82 0 450,346.94

COMMERCIAL 129,370.47 18,705.59 24,612.81 38,069.29 171,332.92 0 382,091.08

CITY WELFARE 0 0 0 0 0 0 0

CONTRACTS 397 344 0 100 1,840.00 0 2,681.00

HMO's 288,497.86 23,474.78 31,544.47 36,138.45 365,545.56  745,201.12

UNAPPLIED CREDITS 0

   TOTAL MEDICAL  A/R $898,406.36 $143,820.59 $125,498.81 $144,421.52 $694,625.97 $0.00 $2,006,773.25 

DENTAL

PERSONAL  (Self Pay) 2,840.90 1,526.85 2,469.10 6,530.30 3,393.27 0 $16,760.42 

MEDICARE 0 0 0 0 0 0 0

MEDICAID 95,983.04 10,571.24 1,577.64 1,196.76 106,257.19 0 215,585.87

COMMERCIAL 16,660.60 1,675.00 22,544.98 2,815.00 58,385.36 102,080.94

CITY WELFARE 0 0 0 0 0 0 0

CONTRACTS 0 0 0 0 0 0 0

HMO's 63,889.72 3,021.66 27,434.50 22,980.97 173,099.86 0 290,426.71

UNAPPLIED CREDITS       0

   TOTAL DENTAL A/R $179,374.26 $16,794.75 $54,026.22 $33,523.03 $341,135.68 $0.00 $624,853.94 
$1,077,780.62 $160,615.34 $179,525.03 $177,944.55 $1,035,761.65 $0.00 $2,631,627.19 

A/R GROUPING - PAYER 

CONTRACTUAL ALLOWANCE % ACCRUAL
A/R     CURRENT A/R    31-60 A/R    61-90 A/R   91-120 A/R  121-180 A/R  181-999

MEDICAL
PERSONAL  (Self Pay) 0.95 0.95 1.00 1.00 1.00 1.00
MEDICARE 0.40 0.40 0.40 0.50 0.50 0.50
MEDICAID 0.55 0.55 0.55 0.65 0.65 0.65
COMMERCIAL 0.50 0.50 0.50 0.60 0.75 0.75
CITY WELFARE 1.00 1.00 1.00 1.00 1.00 1.00
CONTRACTS 0.50 0.50 0.50 1.00 1.00 1.00
HMO's 0.70 0.70 0.70 0.75 0.75 0.75

DENTAL
PERSONAL  (Self Pay) 0.95 0.95 1.00 1.00 1.00 1.00
MEDICARE 0.40 0.40 0.40 0.50 0.50 0.50
MEDICAID 0.55 0.55 0.55 0.65 0.65 0.65
COMMERCIAL 0.50 0.50 0.50 0.60 0.75 0.75
CITY WELFARE 1.00 1.00 1.00 1.00 1.00 1.00
CONTRACTS 0.50 0.50 0.50 1.00 1.00 1.00
HMO's 0.70 0.70 0.70 0.75 0.75 0.75

Percentage- Contractual Allowance 

A/R,   NET OF ACCRUED ALLOWANCES
A/R     CURRENT A/R    31-60 A/R    61-90  A/R   91-120 A/R  121-180A/R  181-999 TOTAL

MEDICAL
PERSONAL  (Self Pay) $3,225 $3,147 $0 $0 $0 $0 $6,372
MEDICARE 50,091 7,642 6,600 19,597 39,422 0 123,352
MEDICAID 149,468 11,533 15,217 5,810 14,753 0 196,781
COMMERCIAL 64,685 9,353 12,306 15,228 42,833 0 144,405
CITY WELFARE 0 0 0 0 0 0 0
CONTRACTS 199 172 0 0 0 0 371
HMO's 86,549 7,042 9,463 9,035 91,386 0 203,476

TOTAL MEDICAL $354,218 $38,888 $43,587 $49,669 $188,395 $0 $674,756

DENTAL
PERSONAL  (Self Pay) $142 $76 $0 $0 $0 $0 $218
MEDICARE 0 0 0 0 0 0 0
MEDICAID 43,192 4,757 710 419 37,190 0 86,268
COMMERCIAL 8,330 838 11,272 1,126 14,596 0 36,163
CITY WELFARE 0 0 0 0 0 0 0
CONTRACTS 0 0 0 0 0 0 0
HMO's 19,167 906 8,230 5,745 43,275 0 77,324

TOTAL DENTAL $70,832 $6,577 $20,213 $7,290 $95,061 $0 $199,973

425,049 45,465 63,799 56,959 283,457 0 874,730

A/R NET ACCURED ALLOWANCES STEP #11- DAYS IN A/R 

*    A/R problems point to systemic issues.  
*  Analyze why the A/R Buildup  
*  Staffing Issue – New Hire- Learning Curve 
*  Identify Problem 
*  Make Modifications to Work Flow 
 

 You can be certain that if you have not rectified your work flow, the A/R problem 
will rear its ugly head “sooner rather than later.”  
 

*  Not all the attention to accounts over 90 days.  
  

 “Over 90 days, you’ve got a problem. By 120 days, it’s too late — or at 
least close to it.” 

 
*   A/R less allowances for uncollectible accounts is divided by the average daily 

operating revenue (i.e., total net operating revenue divided by 365). 
 
 
 

STEP #12- POLICY & PROCEDURES 

Four very basic reasons that necessitate writing 
policies and procedures: 

 
 1.  Operational needs- Policies and 

procedures ensure that the fundamental 
organizational process are performed in a 
consistent way that meets the organization’s 
needs. 
 

 2.  Risk Management- Established 
policies and procedures are identified by specific 
Committees of your agency as a control activity 
needed to mange risk 
 

 3.  Continuous Improvement- 
Procedures can improve processes by 
implementing a Plan-Do-Check-Act approach by 
building important internal communication 
practices. 
 

 4.  Compliance- Well defined and 
documented processes (i.e. procedures, training 
materials) along with records that demonstrate 
process capability can demonstrate an effective 
internal control system compliant with regulations 
and standards. 
 

STEP # 13- DASHBOARD REPORTING 
MANAGEMENT REPORTS:  
 

 Dashboards are summarized, easily readable, usually 
graphical display of the key performance indicators a 

management team wants to monitor regularly. It provides a 
single view of information from across an organization and 

presents it in a readily accessible way. 

Revenue Cycle Complexities
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Graphical representation make 
strategic data easy to understand. 
 
Make it possible to quickly assess an 
organization’s overall status. 
 
Concise presentation enables quick 
reviewing and highlighting problem 
areas. 
 
Facilitates decision making by 
comparing the organizations 
performance with predetermined 
benchmarks and standards. 
 
 
 
 

 
The consolidated format is linked 
to more detailed data which 
supports in depth consideration 
of issues when necessary. 
 
 
Helps in gaining financial support for 
current and future improvement 
efforts by highlighting the benefits of 
change initiatives. 
 
Focuses users on information 
about the indicators judged as 
the most important to the 
organization. 
 

STEP # 13- DASHBOARD REPORTING 
MANAGEMENT REPORTS:  
( CONTINUED) 

STEP # 14- TRAINING AND DEVELOPMENT:  

 Training involves an expert working 
with learners to transfer to them certain areas of 
knowledge or skills to improve in their current jobs.   

  
 Development is a broad, ongoing multi-

faceted set of activities (training activities among 
them) to bring someone or an organization up to 
another threshold of performance, often to perform 
some job or new role in the future. 
 

 There are many companies offering 
innovative ways of training.  Webinar sessions, 
audio videos, conference, etc. are prevalent in 
today’s future.  
 

  

“Empower the Employee” and the Reward Leads to Success!!! 

Questions  
and  

Answers 

PRE-ENCOUNTER
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HIPAA - Patient’s Rights

HEALTH INSURANCE PORTABILITY AND  
ACCOUNTABILITY ACT (HIPAA)

In 1996, the Health Insurance Portability and Accountability Act (HIPAA) was signed into law to set a national standard 
for electronic transfer of health data. The portability issues refer to persons being covered by insurance when they 
transfer from one job to another. These issues are most important to the health claims examiner. However, the  
privacy issues and health insurance fraud and abuse issues are vitally important for the medical biller to understand.

HIPAA encompasses the following:

 1.  Portability, or the ability to transfer insurance coverage, and still be covered for preexisting conditions; and

 2.  Accountability, generally dealing with the patient’s right to privacy from the health care provider, health  
  insurer, and any other parties required in the health care process (e.g., billers, clearinghouses, etc.), and the  
  lack of fraud and abuse when dealing with health care

The Standards for Privacy of Individually Identifiable Health Information (“Privacy Rule”) establishes, for the first 
time, a set of national standards for the protection of certain health information. The U.S. Department of Health and 
Human Services (HHS) issued the Privacy Rule to implement the requirement of the Health Insurance Portability 
and Accountability Act of 1996 (HIPAA). The Privacy Rule standards address the use and disclosure of individuals’ 
health information—called “protected health information” by organizations subject to the Privacy Rule— called 

“covered entities,” as well as standards for individuals’ privacy rights to understand and control how their health  
information is used. Within HHS, the Office for Civil Rights (OCR) has responsibility for implementing and enforcing 
the Privacy Rule with respect to voluntary compliance activities and civil money penalties.

A major goal of the Privacy Rule is to assure that individuals’ health information is properly protected while allowing 
the flow of health information needed to provide and promote high quality health care and to protect the public’s 
health and well-being. The Rule strikes a balance that permits important uses of information, while protecting the 
privacy of people who seek care and healing. Given that the health care marketplace is diverse, the Rule is designed 
to be flexible and comprehensive to cover the variety of uses and disclosures that need to be addressed.

Statutory and Regulatory Background
 • The Health Insurance Portability and Accountability Act of 1996 (HIPAA), Public Law 104-191, was enacted  
  on August 21, 1996. Sections 261 through 264 of HIPAA require the Secretary of HHS to publicize standards  
  for the electronic exchange, privacy and security of health information. Collectively these are known as the  
  Administrative Simplification provisions.

  HIPAA required the Secretary to issue privacy regulations governing individually identifiable health  
  information, if Congress did not enact privacy legislation within three years of the passage of HIPAA. Because  
  Congress did not enact privacy legislation, HHS developed a proposed rule and released it for public  
  comment on November 3, 1999. The Department received over 52,000 public comments. The final regulation,  
  the Privacy Rule, was published December 28, 2000.

In March 2002, the Department proposed and released for public comment modifications to the Privacy Rule.  
The Department received over 11,000 comments. The final modifications were published in final form on August 
14, 2002. A text combining the final regulation and the modifications can be found at 45 CFR Part 160 and Part 164, 
Subparts A and E.
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Who is Covered by the Privacy Rule?
The Privacy Rule, as well as all the Administrative Simplification rules, apply to health plans, health care clearinghouses, 
and to any health care provider who transmits health information in electronic form in connection with transactions 
for which the Secretary of HHS has adopted standards under HIPAA (the “covered entities”). For help in determining 
whether you are covered, use CMS’s decision tool: 
https://www.cms.gov/Regulations-and-Guidance/HIPAA-Administrative-Simplification/HIPAAGenInfo/index.
html?redirect=/HIPAAGenInfo/

Health Plans. Individual and group plans that provide or pay the cost of medical care are covered entities. Health 
plans include health, dental, vision, and prescription drug insurers, health maintenance organizations (“HMOs”), 
Medicare, Medicaid, Medicare+Choice and Medicare supplement insurers, and long-term care insurers (excluding 
nursing home fixed-indemnity policies). Health plans also include employer-sponsored group health plans,  
government and church-sponsored health plans, and multi-employer health plans. There are exceptions—a 
group health plan with less than 50 participants that is administered solely by the employer that established and  
maintains the plan is not a covered entity. Two types of government-funded programs are not health plans: (1) those 
whose principal purpose is not providing or paying the cost of health care, such as the food stamps program; and  
(2) those programs whose principal activity is directly providing health care, such as a community health center, or  
the making of grants to fund the direct provision of health care. Certain types of insurance entities are also not 
health plans, including entities providing only workers’ compensation, automobile insurance, and property and  
casualty insurance. If an insurance entity has separable lines of business, one of which is a health plan, the HIPAA 
regulations apply to the entity with respect to the health plan line of business.

Health Care Providers. Every health care provider, regardless of size, who electronically transmits health information 
in connection with certain transactions, is a covered entity. These transactions include claims, benefit eligibility 
inquiries, referral authorization requests, or other transactions for which HHS has established standards under 
the HIPAA Transactions Rule. Using electronic technology, such as email, does not mean a health care provider is a 
covered entity; the transmission must be in connection with a standard transaction. The Privacy Rule covers a health 
care provider whether it electronically transmits these transactions directly or uses a billing service or other third 
party to do so on its behalf. Health care providers include all “providers of services” (e.g., institutional providers 
such as hospitals) and “providers of medical or health services” (e.g., non-institutional providers such as physicians, 
dentists and other practitioners) as defined by Medicare, and any other person or organization that furnishes, bills, 
or is paid for health care.

Health Care Clearinghouses. Health care clearinghouses are entities that process nonstandard information they 
receive from another entity into a standard (i.e., standard format or data content), or vice versa. In most instances, 
health care clearinghouses will receive individually identifiable health information only when they are providing 
these processing services to a health plan or health care provider as a business associate. In such instances, only  
certain provisions of the Privacy Rule are applicable to the health care clearinghouse’s uses and disclosures of  
protected health information. Health care clearinghouses include billing services, repricing companies, community  
health management information systems, and value-added networks and switches if these entities perform  
clearinghouse functions.

What Information is Protected?
Protected Health Information. The Privacy Rule protects all “individually identifiable health information” held or 
transmitted by a covered entity or its business associate, in any form or media, whether electronic, paper, or oral. 
The Privacy Rule calls this information “protected health information (PHI).”
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“Individually identifiable health information” is information, including demographic data, that relates to:

 • the individual’s past, present or future physical or mental health or condition,

 • the provision of health care to the individual, or 

 • the past, present, or future payment for the provision of health care to the individual, 

AND that identifies the individual or for which there is a reasonable basis to believe it can be used to identify the  
individual. Individually identifiable health information includes many common identifiers (e.g., name, address, birth 
date, Social Security Number).

The Privacy Rule excludes from protected health information employment records that a covered entity maintains 
in its capacity as an employer and education and certain other records subject to, or defined in, the Family Educational 
Rights and Privacy Act, 20 U.S.C. §1232g.

Most health care entities were required to meet the standards set in the privacy issues section of HIPAA on April 14, 
2003. HIPAA calls for severe civil and criminal penalties for noncompliance, including fines up to $25,000 for multiple 
violations of the same standard in a calendar year; and fines up to $250,000 or imprisonment up to ten years for 
knowledge of misuse of individually identifiable health information.

General Rules to Ensure Privacy
There are several general rules for ensuring that privacy guidelines are met:

 1. Always obtain an authorization for release of medical information before releasing any information. Most  
  releases routinely signed in the medical practice only authorize the provider to release information necessary  
  to process patient’s claim. Additional authorization should be obtained to release any information to other  
  parties. These releases should state exactly what information is to be released, the dates of any services  
  provided that fall within the release, the person to whom the information may be released, the signature of  
  the patient, the date of the signature, and the date the release expires.

 2. Gather only the information that is necessary and relevant for billing or processing the claim. 

 3. Use only legal and ethical means to collect the information requires. Whenever permission is necessary,  
  obtain written authorization from the insured or patient (guardian or parent of the patient is a minor).

 4. When requested, and the subject to any applicable legal or ethical prohibition or privilege, the insured or  
  patient concerned should be advised of the nature and general use to be made of the information.

 5. Make every reasonable effort to ensure that the information on which an action is based is accurate, relevant,  
  timely and complete.

 6. On request, the patient or insured should be given the opportunity to correct or clarify the information given  
  by or about he or she, and the file should be amended to the extent that it is fair to both the provider and the  
  patient or insured. Requests for review or clarification of medical information are accepted only from the  
  person from whom the information was obtained.

 7. In general, disclosures of information to a third party (other than those described to the insured or patient)  
  should be made only with the written authorization of the patient or insured. This includes disclosure to  
  employers, family members, or former spouses.

 8. All practical precautions should be taken to ensure that medical files are physically secure and that access to  
  the use of these files is limited to authorized personnel. This includes not leaving files out, locking up all files  
  and even turning your computer screen away from where it might be seen by other persons. Security  
  passwords and other security measures also may be required, depending on your office situation.

 9. All personnel involved in keeping the medical records should be advised of the need to protect the right of  
  privacy in obtaining required information and the need to treat all individually identifiable information as  
  confidential. Willful abuse of the privacy of any insured or patient by an employee may be cause for dismissal.
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 10. The disclosure of a diagnosis should never be made to a patient or his or her family. If the patient requests  
  this information, refer the patient to the provider. It is not the place of the biller or coder to tell the patient  
  about the medical information.

 11. Unless otherwise instructed, never release any information to an ex-spouse. This includes the patient’s  
  address, phone number, when services were rendered and to whom, and other information. The ex-spouse  
  should be instructed to contact the patient directly.

 12. Do not leave files, patients’ records, to appointment books open on a desk in an areas where they may be seen  
  by others. This includes patients’ files or information that may be displayed on a computer screen. The best  
  way to handle is to be sure that all files are closed or are face down on your desk. Computer screens must be  
  placed in such a way that they cannot be seen by anyone passing by. If necessary, use a screen saver or other  
  unrestricted document that can be clicked on to instantaneously replace the one you are working on.

 13. When addressing a patient in the waiting room, use as little information as possible to gain the attention of the  
  patient. Never use full names. For example, you might address the patient as Bob L., or better yet a first name  
  only. If there is more than one patient in the waiting room with the name Bob, you might address the patient  
  as B.Smith, Mrs. Smith, etc. Actually, the more cryptic, the better for maintaining confidentiality.

 14. If a minor patient has the legal right to authorize treatment for services, disclosure to the parents, legal  
  guardians of the minor, or to other persons may be a violation of HIPAA or the confidentiality of the Medical  
  Information Privacy and Security Act (MIPSA) .

If in doubt as to whether specific information should be released, check with your supervisor before, not after,  
releasing it.

These guidelines cover some of the basic aspects of HIPAA privacy regulations. For detailed information regarding 
HIPAA guidelines, complete rules and regulations regarding HIPAA are printed in the Federal Register. The Federal 
Register is the daily newspaper of the federal government. For those who are concerned with government actions 
that affect topics such as health care, financial services, and education, the Federal Register is a good source. The 
Federal Register is available in paper, on microfiche and on the World Wide Web at www.gpoaccess.gov/fr

Maintaining Confidentiality when Faxing
When faxing items, be aware of sensitive information. All faxes should contain a cover sheet that announces to 
whom the fax is addressed, who sent it, and that the enclosed information is personal and confidential. Information 
regarding diagnosis, treatments, sexually transmitted diseases, HIV, drug or alcohol abuse, or financial information 
should never be faxed.

When faxing other information, consider asking the receiving party for a code number (e.g., the patient’s ID number 
or birth date), then black out all pertinent information about the patient stances, such as emergency or if a patient is 
scheduled for an unexpected procedure on the same day, when possible avoid faxing information and use regular or 
certified mail. If faxing, it is always a good practice to call first and have someone waiting for the fax. When verifying 
that someone will be waiting, you can verify the fax number to ensure that the information is going to the correct 
place. Most important, the biller when faxing must follow the rules of HIPAA along with the processes in place of 
the office. Medical Documentation Forms
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HIPAA-Health Insurance 
Portability and Accountability Act  

 Federal Law 
 Regulates how electronic patient information is 

stored and shared- use of common code sets 
 Privacy Standards- must have safeguards in place 

to protect against unauthorized disclosures of PHI 
 OCR(Office of Civil Rights) regulation enforcement 
 NOPP- Notice of Privacy Practices given to all 

patients 
 

EMTALA- Emergency Medical 
Treatment and Active Labor Act 

 Federal Law 
 Protection against discrimination for ability to 

pay 
 Patients must receive a screening exam and 

stabilization prior to conversations regarding 
finances and payments 

CDC- Centers for Disease 
Control 

 Establish by Dept of Health 
 Maintain and monitor public health issues 
 Infection prevention standards and practices 
 Applies to all patients and employees 
 Hand hygiene and PPE standards 

PSDA- Patient Self 
Determination Act 
 Gives patients the right to participate in their own 

healthcare decisions 
 Right to receive or refuse treatment 
 Advance Directives: living will, medical power of 

attorney.  - written instructions regarding wishes 
when they cannot make decisions themselves 

 Activated once patient becomes incapacitated- can 
be revoked at anytime by destroying all copies 

 Kept in patients medical record 

JCAHO- Joint Commission on 
Accreditation of Healthcare 
Organizations 
 Independent not-for-profit organization. 
 Mission: to improve quality of healthcare for the 

public by providing accreditation related services 
that support performance improvement 

 Voluntary 
 Keeps from having Medicare audits, provides policy 

leadership and oversight, serves as a governing 
body and evaluation of services performed 

CMS- Center for Medicare and 
Medicaid Services 

 Federal agency 
 Responsible for administration of Medicare,  

Medicaid and SCHIP 
 Make policies for the payment of services 
 Evaluates healthcare facilities quality and 

takes corrective action 
 Administers PRO (peer review organization) 
 Combats fraud and abuse 

Government Healthcare Organizations
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Tips and Tools 
For the Health Clinic 

Presented by 

Jonathan Domingo, CPC, CMRS 

Agenda 

• Self- assessment 
• “General Hospitable” - video 
• Importance of customer service 
• Telephone etiquette 
• Dealing with difficult patients 
• Customer service basics 

Customer Service 
Self-Assessment 

 
 

What kind of business are you 
in? 

 
 

One-Question Test to determine what 
the other half of your business is: 

If all of your customers went away for 
good, would you still have a business?  

Would you still have a job? 
“General Hospitable” 

 
 

ENCOUNTER - CUSTOMER SERVICE
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Reception Area 

• Eye contact with warm friendly greeting 
• Patient’s comfort 
• Respect patient’s privacy 
• Don’t make patient feel like a burden 
• Patient should be greeted as soon as they 

enter the office/clinic 
• Acknowledge patient – even if on the 

phone. 
 

Elevator scene 

Hold off discussing concerns related 
to your organization until in a private 
area 

Patient with Technician 

• Listen to the patient’s concerns 
• Apologize for the situation 
• Help resolve the problem 

Physician Visit 

• Knock before entering the room 
• Make eye contact 
• Refer to patient properly 
• Make patient feel comfortable 
• Talk in terms the patient will 

understand 

Nurse’s Station 

• Provide informational material 
 

Patient Discharge 

• Provide instructions patient will 
understand 

• End on a positive note 
• Collect the patient portion or 

copayment 
• Thank the patient 

Customer Service in Healthcare
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Appointment Scheduling 

• Apply telephone etiquette skills when 
answering the call  

• Gather as much information as 
possible 

• Patient education 
• Thank the patient 
 

Moment of Truth 

Any encounter that the physician, staff 
has with a patient or the patient’s 

family and/or friends.  This 
influences people’s opinion of the 

quality service they feel they’ve 
received. 

Who are your Customers? 

External  Patients and vendors 
 
Internal  Clinic physicians & staff 

 
 

Why take that extra step?  

• You owe it to the customer 
– they have chosen to give their hard-earned 

money to YOUR business. 

• You owe it to your organization 
– they not only give YOU money, but they 

entrust you with the livelihood of their future 

• You owe it to yourself 
– receive the pride, satisfaction and reputation 

from giving your best. 

Test your Telephone Etiquette IQ 

Scenario 1 
It’s 11:45 am, and Cindy is at her desk 
entering the last few charges into the 
system which needs to be input by noon. 
She is on the last chargeslip when the 
phone rings.  Cindy tries to ignore it for a 
few moments (hoping the person will go 
away), but the ringing continues. Eventually, 
she picks up the phone and says with a 
smile, “This is Cindy, how may I help you?” 

Is Cindy demonstrating good telephone 
etiquette? 

Scenario 1 

The time is 11:45 am, and Cindy is at her desk 
entering the last few charges into the system 
which needs to be input by noon.  She is on the 
last chargeslip when the phone rings.  Cindy 
immediately stops what she is doing and picks 
up the phone by the second ring.  She answers 
with a smile and says, “Goodmorning, this is 
Cindy, how may I help you?” 
 

ENCOUNTER - CUSTOMER SERVICE
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Test your Telephone Etiquette IQ 

Scenario 2 
Mary Jane is a medical assistant at a clinic. 
Her supervisor, Debara, is giving her 
instructions regarding the last patient they 
saw.  Mary Jane’s  telephone rings.  She 
immediately picks it up, greets the caller on 
the other end of the line, and politely says, 
“Let me put you on hold for just a moment.” 
 
Is Mary Jane demonstrating good telephone 
etiquette? 
 

Scenario 2 

Mary Jane is a medical assistant at a clinic.  Her 
supervisor, Debara, is giving her instructions 
regarding the last patient they saw.  Mary Jane’s 
telephone rings.  She immediately picks it up, 
greets the caller on the other end of the line, and 
politely says, “I am just finishing off with 
instructions.  May I please put you on hold a 
minute?”  Mary Jane waits for a response and 
when the caller agrees, she says “Thank you”.  
When she returns to the line within 1 minute, she 
says, “Thank you for holding.  How can I help 
you?” 
 

Test your Telephone Etiquette IQ 

Scenario 3 
Jim is the receptionist at a large clinic.  He 
handles the appointment scheduling.  His 
phone rings and on the line is a patient 
questioning her bill.  Jim explains to the 
caller that he doesn’t handle the billing by 
saying, “I’m sorry, I’m the receptionist, you 
need to talk to billing.  Hold on for a moment, 
and I will transfer you.” 
 
Is Jim demonstrating good telephone 
etiquette? 

Scenario 3 

Jim is the receptionist at a large clinic.  He 
handles the appointment scheduling.  His phone 
rings and on the line is a patient questioning her 
bill.  Jim explains to the caller that he does not 
handle the billing by saying, “I’m sorry, I am the 
receptionist.  You need to talk to Gary in billing;  
would you like me to transfer you to him?”.  The 
customer agrees, and Jim says, “All right, I will 
transfer you now.  When Gary picks up, Jim says, 
“Gary, I have Mrs. Jones on the line; she needs 
some help with her bill.”  The transfer is 
complete and Jim hangs up. 
 

Test your Telephone Etiquette IQ 

Scenario 4 
Jan is Dr. Domingo’s nurse.  She receives a  
call for her boss – from a person whose 
voice she doesn’t recognize – and says, 
“May I ask who’s calling please?”  The 
caller on the other end of the line gives her 
name and Jan replies, “I’m sorry, he isn’t in 
right now, may I take a message?” 
 
Is Jan demonstrating good telephone 
etiquette? 

Scenario 4 

Jan is Dr. Domingo’s nurse.  She receives a call 
for her boss – from a person whose voice she 
doesn’t recognize – and says, “Dr. Domingo 
isn’t in right now, but I am expecting him at 
9:00 this morning.  May I ask who is calling 
please?”  After the customer gives her name, 
Jan goes on to say, “Mrs. Jones, can I take a 
message for Dr. Domingo, or can I help you with 
something myself?” 
 

Customer Service in Healthcare
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Dealing with difficult patients 

• Let them vent (if not abusive) - they’ll 
calm down sooner 
– If abusive:  

• Give the benefit of the doubt and ask to refrain from  
using that type of language 

• Give a second warning and restate what you said 
• Let caller know you can no longer help him/her. 

• Don’t take it personally 
• Keep them off of the defensive - Use “I” 

in place of “you” 
• Empathize 

Dealing with difficult patients 
(con’t) 

• Never end with “no” or “we can’t” - 
represents non-service 

• Don’t pass them around - adopt the 
“two-person” rule  

 
 

Customer Service Basics 

• A first impression is created in the first 
few seconds of contact 

• Never let your customers feel invisible 

• Body language 

Customer Service Basics 
(Continued) 

• Customer-friendly Attitude 
• Calls on hold - should not be more than 

1 minute without status 
• Never say you CAN’T do something 

without following it with what you CAN 
do 

 

Customer Service Basics 
(Continued) 

• Talk less, listen more 
• Don’t forget your internal customers 
• Follow-up on your promises 
• ALWAYS thank them for their business 
• Go the extra mile 

“Customer service doesn’t come from 
a manual, it comes from the heart.  
When you’re taking care of the 
customer, you can never do too 
much.  And there is NO wrong way - 
if it comes from the heart.”            

      -   Debbie (“Mrs.”) Fields 
 

ENCOUNTER - CUSTOMER SERVICE
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Medical Documentation Forms

MEDICAL DOCUMENTATION FORMS

Whether the patient has insurance coverage or will be responsible for self-payment for the services, a claim or bill 
for the services rendered by a provider will be prepared. In the following sections we will walk you through the basic 
forms needed in a medical chart to properly bill for services provided. When a patient walks into a provider’s office 
for the first time, a patient file must be established and several forms must be filled out. These forms provide all the 
information needed to treat and bill the patient. The most commonly used forms include the following:

 • Patient information Sheet

 • Release of Information Form

 • Assignment of Benefits Form

 • Patient History Form

Each form has a distant purpose and, in one style or another, will be present in nearly every provider’s office. However, 
sometimes two or more items are combined on a single form. This is most often true of the Release of Information 
Form, the Assignment of Benefits Form, and the Patient Information Sheet.

Filling out these forms is relatively simple, as the information called for is self-explanatory. Let’s look at each of the 
forms in greater detail.

Patient Information Sheet
The Patient Information Sheet, also sometimes called the Patient Registration Form, is used to collect  
general information regarding the patient. The medical biller should always ensure that the information  
obtained on the Patient Information Sheet is complete and accurate, as this information will be used for billing and 
collection and for notifying family members in case of emergency. For those offices using electronic medical records, 
patents may be asked to complete the registration information online, or a computer may be set up in the reception 
room that allows the patient to complete the registration form at the time of the patient arrives for an appointment. 
The Patient Information Sheet should be updated periodically to ensure its accuracy.

There are various versions of this form, but they all usually request the following basic information:

 • Name: first, middle, and last

 • Address and telephone number

 • Business address, telephone number, and occupation.

 • Date of birth

 • Social Security Number, or the ID number from the patient’s insurance, or the driver’s license number if the  
  patient does not have insurance.

 • Person responsible for payment, or insured’s name

 • Spouse’s name and occupation

 • Information about patient referral

 • Driver’s license number

 • Insurance billing information

PRACTICE PITFALLS: Patients should be asked to present their insurance card and a valid form 
of ID. This is done to ensure that the person seeking treatment is actually the person to whom the  
insurance card has been issued. A copy of both the insurance card and ID should be made and 
placed in the patient’s chart.
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Obtain the names, addresses, and policy and group number of all carriers insuring the patient. This is important 
because of coordination of benefits clauses include in most health insurance policies. If the patient has an insurance 
card, make a copy of the card to keep in the patient’s files. Insurance coverage should be verified before rendering 
services. The insurance information may change. For Medicaid patients, the insurance card should be checked at 
each visit to ensure that coverage still exists.

Guarantor: A guarantor is a person who undertakes the responsibility for payment of a debt. This situation is most 
commonly presented in a medical practice when services are rendered for care of a child. The parent or guardian 
of that child is legally obligated for payment of the child’s medical services. A form should be signed indicating that 
the guarantor will be responsible for the payments fees for medical services rendered. This signature requirement is 
usually located on the Patient Information Sheet. An anticipated insurance payment does not replace the guarantor’s  
obligation to pay an outstanding balance.

Emancipated Minor: Emancipation is a legal process whereby a child assumes responsibility for himself or herself,  
and the child’s parent or legal guardian is no longer legally responsible for the child. A child can become an  
emancipated minor is several ways. In some states, a minor can become emancipated just be claiming so; in other 
states, court approval is required. However, regardless of the process used to attain emancipation, once a minor is 
considered emancipated, the child is entitle to make his or her own medical decisions and also is responsible for 
payment of any medical services received.

Encounter Form
Encounter Forms are used to record both clinical and financial information about the patient’s visit and are used 
as billing and routing documents. These forms also are referred to as charge tickets, fee slips and superbills in the 
provider’s office, and as a charge master in the hospital. The Encounter Form should be filled out and attached to the 
front of the patient’s medical chart when a patient comes for a visit. These forms should be sequentially numbered 
so that they may be accounted for.

To fully capture revenue, the Encounter Form is submitted to the billing department and the biller transfers the 
information onto a CMS-1500 Form. When this form is completed, it should contain all the patient’s insurance  
information, demographic information, diagnosis and procedure codes, pricing, and physician information.

Release of Information Form
The Release of Information Form is used to allow the provider to request additional information from other  
providers of service or to share information with an insurance carrier. 

If the provider submits an insurance claim for the patient, the patient must sign a Release of Information Form before 
information may be given to an insurance company, attorney, or other third party. According the HIPAA Privacy 
Rule, it is illegal to release any information regarding a patient without the patient’s knowledge and written consent.

The patient’s signature is good for the length of time indicated on the form, allowing the provider to release information 
requested for one year maximum. If the patient is a child, the parent or guarding must sign the release. Often a  
release-of-information statement is include on the actual claim form describing treatment. This brief statement 
does not take the place of having a completed and signed Release of Information Form in the patient’s file.

Requesting for Additional Information Form
The Request for Additional Information Form is designed for gathering information or records from varies sources. 
The medical biller will usually use a Request for Additional Information Form to request additional information 
needed to bill for services rendered. All information needed from a particular source should be requested at the 
same time.
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Assignment of Benefits Form
The Assignment of Benefits Form is a request for all insurance payments to be directed to the provider holding the 
assignment. Most providers consider this a necessity for those patients who have insurance, because the assignment 
ensures that monies paid for services provided are issued directly to the provider and not to the patient or subscriber. 
Assignment of benefits indicates that the payer is authorized to send payment directly to the provider or services.  
The Assignment of Benefits Form should be signed, dated (preferably date stamped), and attached to the insurance 
verification form. If the patient has signed an Assignment of Benefits, you would type “Signature on File” (or “SOF”) 
in the signature field on the claims form or other document to indicate that payment is to be made to the provider. The 
information contained on an Assignment of Benefits Form may be contained at the bottom of a Patient Information  
Sheet. If this is the case, there is no need for the patient to sign an additional form to authorize assignment of benefits.

Patient History Form
The Patient History Form is important to the provider, it helps identify previous medical history that may be important  
in treating the patient’s present condition. This is usually a detailed form with basic health questions requiring only 
yes or no answers. The provider gives the patient a complete physical in the exam room and includes the findings on 
the Patient History Form. Some providers may dictate a medical history report

The Patient Information Sheet, Release of Information Form, Assignment of Benefits Form, and Patient History 
Form should all be completed by the patient at the time of the first visit. In an effort to simplify patient registration, 
some physician offices will mail the Patient History Form to the patient’s home so it can be filled out and brought to 
the initial visit. Physician offices with electronic records may put these forms on their Web site. However, it is the 
job of the person receiving the forms from the patient to ensure that these forms are complete. If the answer to a 
question is “no”, the patient should write the word “no” in the field. If the information is not applicable, the patient 
should write “N/A” in the field. This ensures that the patient has looked at and responded to all of the fields. This 
can prevent problems when a patient mistakenly skips over a questions, particularly when the answer could be  
important for proper care.

IMPORTANT MESSAGE FROM MEDICARE

Insurance
Most healthcare professionals prefer to practice medicine and leave the crucial task of collecting insurance to  
their staff. But like it or not, medical insurance, with its regulations, forms and terminology is only going to  
become more complicated. Unfortunately, many practices do not invest enough time and effort in the billing and 
reimbursement process.

In 2009 (the latest year data is available), total national health expenditures were:

 • $2.5 trillion or $8,086 per person, and accounted for 17.6% of Gross Domestic Product (GDP)

 • Medicare spending was $502.3 billion, or 20 percent of total NHE

 • Medicaid spending was $373.9 billion, or 15 percent of total NHE

 • Private health insurance spending $801.2 billion, or 32 percent of total NHE

 • Out of pocket spending was $299.3 billion, or 12 percent of total NHE

 • Hospital expenditures grew to 5.1% in 2009, slower than the 5.2% in 2008

 • Physician and clinical services expenditures grew 4.0%, slower than the 5.2% in 2008

 • Prescription drug spending increased 5.3%, faster than the 3.1% in 2008
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• The federal government share of health care spending increased just over three percentage points in 2009 to  
  27 percent, while the shares of spending by households (28 percent), private businesses (21 percent) and state  
  and local government (16 percent) fell by about 1 percentage point each.

 • Per person personal health care spending for the 65 and older population was $14,797 in 2004, 5.6 times  
  higher than spending per child ($2,650) and 3.3 times spending per working-age person ($4,511).

 • In 2004, children accounted for 26 percent of the population and 13 percent of PHC spending.

 • The working-age group comprised the majority of spending and population in 2004, at 52 percent and  
  62 percent respectively.

 • The elderly were the smallest population group at 12 percent of the population, and accounted for the remaining  
  34 percent of spending in 2004.

 • Spending for those 85 years and older relative to spending for all other age groups, decreased from 1987 to  
  2004, mainly due to a slowdown in nursing home spending. Medicare enrollment growth is anticipated to be  
  a stronger influence on future spending growth than the changing age-mix of the Medicare population.

 • In 2004, 255.9 million non-elderly people had health insurance. In most recent estimates, 47 million people  
  do not have health insurance.

 • According to US Census Bureau data from 2009, approximately 64% of the people in the US are covered by  
  private health insurance while 56% are covered by employment-based plans and 31% are covered by  
  government plans (like Medicare and Tricare) and 16% are covered by Medicaid. Some of the people were  
  counted more than once as they were covered by more than one insurance plan.

Tremendous changes in health care reimbursement are already under way. Providers who realize that major changes  
are and will continue to occur, understand the changes are not irreversible, and prepare for the changes now, will 
find themselves enjoying more success and prosperity than they are now. Insurers currently pay about seventy  
percent of all health care costs in the U.S.

Contract Interpretation
The health care contract is one document that is used to determine the benefits that the insurance carrier will 
pay for services rendered. The wording and terminology of health insurance contracts can often be confusing to  
someone who is not well versed in the insurance field. For this reason, medical billers be called on to interpret the 
provisions of a contract for billing purposes or to explain benefits to a patient.

Also, many medical practices prefer to collect the patient of the bill (that portion not covered by insurance) at the 
time services are rendered. To properly calculate the amount due from the patient, it is important that medical  
billers be able to interpret the benefits covered in the contract.

In addition, an astute PSR should be able to explain the policy options to the patient or provider. For example,  
contract may provide 100 percent coverage for certain services that are performed on an outpatient basis. If a patient 
has inpatient surgery scheduled for a listed procedure, it can beneficial for the PSR to inform the provider and the 
patient to determine if the increased coverage is beneficial to the patient in the particular circumstance or situation.

Indemnity insurance plans
Indemnity insurance plans also called fee-for-service, have been the traditional form of commercial health insurance.  
Indemnity insurance is a principle of insurance that provides medical coverage when a loss occurs and restores 
the insured party to the approximate financial condition he or she was in had before the loss occurred. Under an 
indemnity plan, the covered person chooses his or own physician, specialist, hospital, or other provider. Indemnity 
plans require the insured person to pay an insurance premium (the actual amount of money charged by insurance 
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companies for active coverage). Once plan has become active, the insured person has deductible that must be paid. 
The deductible is a predetermined portion of annual out-of-pocket medical expenses. These plans also require the 
covered person to pay a predetermined percentage of additional annual expenses up to a preset maximum; that 
share is called the coinsurance requirement.

These plans often pay benefits at a set amount, such as 80 percent of the covered services. The patient is responsible 
for the remaining 20 percent, as well as any amounts not covered by the insurance carrier.

Contract Provisions
PSR’s who are familiar with the provisions of specific contract may be able to provide added benefits related to the 
scheduling of patient or the manner in which a claim is filed.

Eligibility
The first item that is considered in the contract is eligibility, or the qualifications that make the person eligible for 
coverage. To be eligible for benefits under most group insurance policies, the member must be a full-time employee 
at the company. For example, in the creative creations corporation/white corporation contract (see appendix). The 
contract also covers anyone who is considered a dependent of the employee keep in mind that companies sometimes 
offer benefits to part-time employees but at a higher cost. Of course, if a person has purchased individual coverage 
and is not associated with the employer, no minimum work requirement would apply. However, there would still be 
qualifications for coverage of dependent under this plan.

Coverage for children has changed with federal legislation introduced in 2010. This legislation states that health 
plans that offer dependent coverage must offer health insurance to enrollee’s adult children age twenty-six and 
younger, even if the adult children no longer live with their parents, are not dependents on their parents tax’s return, 
or are no longer students. This new rule applies to both married and unmarried children, although their spouses and 
children do not quality for coverage.

Effective Date
The next item to be considered is whether or not the contract was in force at time the services were rendered. This 
often is defined as the minimum length of time that an employee has worked for a company.

There also is an actively-at-work provision that is included in many contracts. The actively-at-work provision states 
that a person must be at work (or actively engaged in his or her normal activities) on due coverage becomes effective. 
If the enrollee is not work or actively engaged in his or her normal activities, the contracts does not become effective 
until the employee returns to work. As a PSR, it is important to verify that a patient is covered under an insurance policy  
and eligible to receive benefits. Medical offices will typically contact the insurance company prior to performing  
a procedure to ensure that the patient covered.

Termination of Coverage
This section of a contract provides information regarding when coverage will terminate for both the employee and 
his or her dependents. It is important to note when coverage ceases as the insurance carrier will not pay benefits 
after this date. Coverage will often continue until the end of the month in which an employee terminates. If this is 
the case, it would be important to schedule any follow-up visits before the end of that month.

Pre-authorizations
A number of insurance carries require that certain benefit be pre-authorized before the service are received  
Pre-authorizations is the means of clarifying what charges the insurance carrier will cover for services that are to 
be performed, as well as obtaining approval to perform those services. Many insurance carriers have a standard  
Pre-authorizations Request form. This form is used to give the insurance carrier information regarding the patient, 
the diagnosis, and the procedures to be performed.
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In addition to pre-authorizations, pre-certification and/or predetermination are sometimes needed. Pre-certification  
is sometimes required by insurance companies. To pre-certify means to get approval from the insurance company 
for admission for elective, non-emergency hospitalization or other procedures deemed by the insurance company  
as needing pre-certification. Predetermination involves the provider sending the patient’s insurance carrier a  
statement listing proposed treatments and/or tests. The insurance company will typically respond with a statement 
of the amount of reimbursement the company will pay for the test or treatment. Some insurance companies do not 
require predetermination, whereas most require pre-certification. The difference between predetermination and 
pre-authorizations is that with predetermination the medical office is providing the insurance company information 
to determine if the insurance carrier agrees with the provider that the proposed treatment is required.

Depending upon the practice of a given provider’s specialty, sixty to ninety percent of their income will come from 
insurance carriers.

While providers are trying to collect insurance, carriers are trying to hold onto the money, longer. Commercial  
carriers seem to want to pay less, pay later, or pay nothing at all. The reason is simple. Carriers are publicly held 
companies. Their job, is not only to administer insurance, but also to make a profit for their shareholders. Insurance 
carriers have more lobbying money and power than any other business in America.

The carrier, also known as the insurer, payor, underwriter, third party administrator or the administrative agent is  
responsible for providing coverage as outlined in a contract between the carrier and the insured or group (employer). 
The carrier should not be expected to reimburse for charges which are not purchased.

Health insurance provides coverage for payment of benefits as a result of sickness or injury including insurance for 
losses from accident, disability, medical expense, or accidental death and dismemberment.

Benefits are paid out of a general fund established by the insurance carrier to which numerous other groups of 
insured’s or individual policyholders have contributed policy premiums. The amount of the premium an insured 
person or family pays is determined by the insurance carrier, cost-saving provisions, types of coverage purchased, 
health factors, risk involved, and the law of averages.

Carriers pay benefits to either the insured or a third party to whom the insured person has assigned his or her  
benefits to be paid.

The insured, also known as the subscriber, usually pays a deductible and or co-payment before the carrier will pay any 
benefits. A deductible is a specified amount the insured must cover, or be responsible for.

The coinsurance is an amount shared by the insured and the carrier, with the carrier contributing the highest amounts 
ranging from 90% of the allowed amount to a set amount as low as $5. A copay is like a deductible, charged per visit 
at the provider’s office. Some plans require a copay and coinsurance to be paid by the insured.

What most people don’t realize, is that insurance was never intended to cover 100% of charges incurred. It was 
meant to share the burden of cost between the insured and the carrier. The carrier expects the insured to share the 
cost of his/her health insurance, and is not very understanding when providers forgive coinsurance and deductibles.

Each carrier offers many different plans. Most government plans are administered by commercial carriers called intermediaries.

Basic categories of policies:

 • Group Policies

 • Individual Policies

 • Government Programs

 • Self-Funded Group Policies

 • Consumer-Directed
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Group & Individual Policies
Group policies are generally employer supplemented or subsidized, however, any organized group or association 
can take advantage of group rates. Group policies have three distinct advantages:

 • Since there are more people in a group, rates are usually lower.

 • When an employee leaves a company, they may convert their group policy over to an individual policy through  
  COBRA coverage (Consolidated Omnibus Budget Reconciliation Act).

 • No individual member of a group can be terminated. The entire group must be canceled.

Coordination of Benefits (COB) applies to group policies. COB means that when an insured has two group policies, 
neither carrier will pay more than 100% of the total charges incurred for the same claim. It means that both carriers 
will coordinate benefit reimbursement with each other.

With individual policies, there is usually no coordination of benefits. That is one reason why the cost is so high. 
There are no COB savings for the carrier.

Individual policy coverages are typically the same as group policies, however, the cost of the premium is usually 
much greater because individual policies don’t get “grouped or pooled” with other policies. Therefore, the insured 
doesn’t get a discounted or volume premium price.

Government Programs
Government programs such as Medicare, Medicaid, and Tricare (formerly Champus (Civilian Hospital and Medical  
Program of the Uniformed Services) are federally funded programs that are designed to provide healthcare for  
individuals who would not otherwise be able to afford the coverage.

Self-Funded Policies
Self-funded policies are usually administered by a third party administrator (TPA). Regardless of the type of  
policy holder, the administrator performs its services in the policyholder’s name. The employer gets to pick the 
provisions in their plan that best suits their needs. The TPA assists in all aspects from collecting premiums to claims 
paying. These types of plans are usually the easiest for the carrier to deny coverage on. The (TPA), whoever it  
is, interprets the policy provisions their own way, and may not be subject to the same rules and regulations as an 
insurance company.

Each state has an Insurance Commissioner who monitors insurance carriers, keeps them honest, and settles  
disputes. However, they usually do not have authority over self-funded plans, so the employer and the TPA’s  
sometimes interpret the plan provisions to their benefit. Most insured people do not know their rights, let alone 
understand insurance. It is up to those of us who are specialists to discover these discrepancies and fight for benefits.

Most carriers offer many different policies. Each policy differs in the types of services covered, deductibles, and the 
limits of coverage.

Consumer Driven Health Plans (CDHPs) provide individuals with an incentive to control their healthcare costs. 
With these types of plans, individuals assume higher cost sharing expenses while receiving full coverage. These 
plans are typically cheaper, but allow the individual to control things like having a higher deductible or higher  
catastrophic limit.

Another example of a CDHP is a health savings account (HSA), which is a tax advantaged medical savings account 
available to taxpayers in the United States who are enrolled in a high-deductible health plan (HDHP).

The funds contributed to an account are not subject to federal income tax at the time of deposit. Unlike a flexible 
spending account (FSA), funds roll over and accumulate year to year if not spent. HSAs are owned by the individual, 
which differentiates them from company-owned Health Reimbursement Arrangements (HRA) that are an alternate 
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tax deductible source of funds paired with either HDHPs or standard health plans. HSA funds may currently be used 
to pay for qualified medical expenses at any time without federal tax liability or penalty.

There are three main types of coverage:

 • Basic

 • Major Medical

 • Comprehensive

Basic coverage usually has no deductible and low dollar limits of reimbursement. Basic benefits cover hospitalization,  
surgery, physician’s visits, diagnostic lab and x-rays, anesthesia and emergency room services.

Basic health insurance plans are limited according to set allowances regardless of the actual charge. Many plans 
pay basic benefits with no deductible up to a certain dollar amount. For example, a patient is admitted through the 
emergency room for inpatient observation. The charges for the emergency room are paid with no deductible up to 
and including the first $150.00. The charges for diagnostic laboratory are also covered with no deductible up to and 
including the first $150.00.

The physician who visits an “in the hospital” patient each day of confinement is reimbursed with no deductible up 
to $6.00 per day, then the deductible and coinsurance kicks in through major medical coverage. Another example 
would be accident benefits which pay the first $150.00 at 100% with no deductible.

Major Medical plans provide benefits to cover the high costs of major illnesses or injuries not covered by basic. The 
deductible is usually higher than basic, but there is broader coverage.

Comprehensive plans combine basic benefits as well as major medical benefits. Most comprehensive and major 
medical policies have both an individual and family deductible to meet. Family deductibles are usually limited to 
three family members regardless of the size of the family. Also, limitations usually apply for the same accident or 
illness in a family, charging only one deductible to the family for claims related to that incident.

Most comprehensive and major medical plans include a stop loss provision, or maximum out of pocket (OOP). Once 
the insured’s costs have reached their OOP or specified stop loss amount, the plan pays all covered expenses at 100%.

Other Types of Coverage
Same day surgery or surgical benefits usually pay 100% for the surgeon, the facility, and anesthesia. The services 
which are covered under this provision are determined by the carrier.

Disability insurance covers income loss due to disability, injury or illness. The benefit is usually paid in the form 
of weekly checks made payable to the insured. These payments are coordinated with the employer. A person on 
disability cannot collect unemployment benefits or employer compensation benefits. Most policies do not pay until 
after the sixth week an employee misses work for the illness.

Vision Care benefits include reimbursement benefits for exams, lenses and frames. Refraction is usually not covered. 
Most plans reimburse up to a limited dollar amount each year.

Accident policies provide coverage for an injury, usually at 100% up to a certain dollar amount with no deductible. 
Many health plans include accident coverage.

The Carriers
As a medical claims processor, your job is to facilitate the paying process, therefore, it is important for you to  
understand how carriers operate. There are many insurance carriers, and each has their own rules. Although some 
of them follow the same rules, at times, there are differences. Some carriers are not-for-profit entities, and others 
are federally funded.
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There are in excess of 2,000 health insurance carriers in the United States, with three or four times as many  
plans. The basic types of health insurance coverages are: Commercial, Blue Cross and Blue Shield, Medicare, Tricare, 
Medicaid, Worker’s Compensation, PPO, and HMO.

Commercial Carriers
Commercial carriers offer contracts to individuals and groups, mostly groups, under which payments are made to 
the beneficiary (or to providers who have accepted assignment of benefits) according to a schedule of benefits for 
specified medical services.

Many carriers purchase claim data that was “data mined” from real claims at the clearinghouse level. This information  
comes from companies such as Ingenix or McKesson for pricing and claims editing, so it is important to set fees 
appropriately.

Blue Cross and Blue Shield (BCBS)
Blue Cross plans are nonprofit, community service organizations providing health care services to their subscribers.

Blue Cross plans usually pay for hospital charges. Some BCBS carriers have merged to provide comprehensive plans, 
although they remain separate entities. Blue Cross and Blue Shield (BCBS) is the world’s oldest and largest medical 
carrier.

Blue Shield plans are nonprofit voluntary associations originally established so subscribers could pay in advance for 
expenses incurred for surgery, inpatient hospital, and in some plans, outpatient emergency services. These types of 
plans usually pay for medical care, and not the actual hospital charges.

BCBS participating providers are paid benefits checks directly by the carrier, while the patient receives the check 
when there is a non-participating provider involved.

Medicare
Medicare receives over 1.2 billion claims per year. This equates to:

 • 4.5 million claims per work day

 • 574,000 claims per hour

 • 9,579 claims per minute.

Future sections will discuss Medicare in detail.

Tricare (Formerly Champus)
Champus (Civilian Hospital and Medical Program or the Uniformed Services) or Tricare is a program that makes 
benefits available to dependents of active military personnel, as well as retired military personnel and their families.

Under the program, covered people can go to civilian (non-military) physicians for medical care and have part of 
the cost of care paid by the Federal government. At age 65, all Tricare beneficiaries are transferred to the Medicare  
program. Tricare is similar to Medicare, but there are differences in the deductible and co-payment. Usually the higher  
the rank, the less the premium, deductible and coinsurance.

Tricare benefits are always paid to the beneficiary. In addition, Tricare always pays secondary benefits to group  
insurance plans if an individual is covered under both.

Tricare seminars are held on a regular basis in most states. If you are experiencing problems with Tricare, call your 
nearest military base and ask to speak with the HBA (Health Benefit Analyst). The HBA can direct you to the proper 
person or address for your state.
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If you are planning to submit claims electronically, you need to request Tricare forms from your clearinghouse in  
addition to the initial enrollment forms. You may be told by the clearinghouse you cannot submit claims electronically  
to Tricare, but it can easily be done.

ChampVA
ChampVA, (Civilian Health and Medical Program for the Veterans Administration) provides coverage for spouses 
and dependents of veterans who are permanently or totally disabled due to service related injuries, illnesses or diseases.

Worker’s Compensation
Worker’s Compensation covers medical and disability benefits for workers who’s injury or illness occurred on the 
job, or as a result of performing their job. Typically, services include rehabilitation of disabled workers through 
prompt treatment and therapy, psychiatric and social services, as well as vocational counseling and treatment.

Anyone who employs an individual is required to carry worker’s compensation insurance with a carrier of the  
employer’s choice. Many times, special information is required such as, the date of the injury or illness, the name 
of the employer, the case number and the adjuster’s name. Some states use special coding systems or older versions  
of Relative Value Studies.

Treatment of a work related condition usually must be authorized. Many second opinions are required both by the 
attorney for the injured person, and by the attorney for the responsible insurance carrier to determine fault, and or 
impairment or disability.

An initial medical report or first report of injury report must be sent to the employer and or the responsible insurance  
carrier. When treatment is completed, a final report is necessary to determine the extent of the disability.

Benefits are divided into three categories:

 1. Medical Care

 2.  Disability Benefits

 3.  Survival Benefits and Burial Expenses

There are four disability benefit classifications:

 1.  Total Temporary Disability (TTD)

 2.  Temporary Partial Disability

 3.  Permanent Partial Disability (PPD)

 4.  Total Permanent Disability

Worker’s Compensation claims can be submitted electronically to some clearinghouses. Instead of classifying the 
insurance carrier as a Work Comp carrier, you must classify it as a commercial carrier. You will still answer yes to 
the question asking whether it is a work related injury or illness, and key in the accident or illness date. Worker’s 
Compensation seems like a lot of work, but can be managed easily if attention to details comes easy for you.

Federal Employees’ Compensation Act (FECA)
The Federal Employees’ Compensation Act, (FECA) provides benefits to civilian employees for disability due to 
personal injury or occupational disease sustained while working. FECA is administered by the Office of Worker’s 
Compensation Programs (OWCP) by the U.S. Department of Labor. District offices are located throughout the U.S. 
for claims submission.
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No-Fault Automobile Insurance
Many states have enacted no-fault automobile insurance laws and basically there are two standards used to  
determine coverage:

 1. All persons injured in an automobile accident or compensated for personal injury losses (medical and  
  disability) up to a specified amount per person, with the compensation generally being provided by the  
  automobile insurance company covering the owner of the automobile in which they were riding, and

 2. Legislation eliminates or restricts the right to recover for personal injury losses sustained in an automobile  
  accident that is the “fault” of the other party. Where the right to recover is not entirely eliminated, it may only  
  apply where damages exceed a specified amount.

The statutes of most states make no-fault coverage the primary source of payment with health insurance coverage paying 
the balance. The laws of states and the interpretation of them vary considerably, particularly regarding integration of  
disability income insurance and coordination of benefits with group medical care expense insurance benefits.

If a state is not a no-fault state, and a person is injured in an auto accident, there may be medical coverage included  
with the automobile policy of the not-at-fault party. Among the easiest collectable insurance, medical coverage  
included on the auto policy of the not-at-fault party covers medical charges regardless of who is at fault.

Auto medical insurance is not subject to Coordination of Benefits in some states, and therefore allows patients to 
“double-dip”.

There are several types of interrelated parts contained in an automobile policy: Declarations, coverage, supplemental  
payments, definitions, exclusions, and conditions.

Declarations

This part of the policy is completed to show the policy number, the insured’s name and address, the term of the  
policy, the coverage with dollar limitations on each type, the description of the automobile covered and the name of 
the loss payee who has a financial interest in the automobile.

Liability Coverage

Bodily Injury Liability
This coverage protects an insured against a claim, up to the limits stated in the declaration of the policy, which may 
be made by someone who has been injured in an accident for which you the insured is to blame.

Property Damage Liability
This coverage protects an insured against a claim, again up to the limit stated in the declarations, for damage to 
another automobile or other property, real or personal, in an accident for which the insured is legally liable. Some 
states have a certain dollar amount that is mandatory. Often, insured’s opt for a higher amount.

Physical Damage
These coverages are carried by the insured to protect against financial loss caused by damage to their automobile. The two 
most frequently purchased damage coverages are collision and comprehensive or other than comprehensive coverage.

Collision
This coverage pays for damage to the insured’s car from an accident, irrespective of fault. Collision coverage is  
purchased with a deductible amount payable before the carrier pays.
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Comprehensive or Other than Collision
This is a catch-all coverage which pays for damage to the insured’s car caused by something other than collision. 
Hazards covered under Comprehensive include fire, theft, missiles, falling objects, larceny, earthquake, windstorms, 
hail, water, flood, malicious mischief, vandalism, riot and civil commotion. This coverage may be purchased with or 
without a deductible.

Medical Expense
This coverage is generally referred to as Med-Pay. This pays for medical or funeral expenses up to the limit  
purchased, for the insured or others injured or killed while riding in the insured’s car. Med-Pay pays regardless of 
fault. There is generally no deductible.

Uninsured/Underinsured Motorists Coverage
This coverage pays for the insured, family and occupants of the insured’s automobile for personal injuries caused by 
an uninsured/underinsured motorist or a hit-and-run driver. This coverage will pay if the other person who was at 
fault either does not have enough liability insurance to pay for injuries sustained by the insured or anyone riding the 
car. Payments are also made for injuries caused by another driver whose insurance company is or becomes insolvent. 
This coverage will be included on the policy unless the insured signs a statement rejecting this coverage.

A lien form should be filed to protect the provider in cases where there is a chance of the at-fault carrier settling a 
claim without paying your provider. After a claim has been paid, you should file a lien release. The lien should be 
filed with the at fault carrier, the attorney for the at fault party, the at fault party (insured), the not at fault carrier, the 
not at fault attorney, and the not at fault insured party.

If you miss one of the at fault parties, your lien may not be valid, and you risk loosing a chance to collect the monies. 
Send everything certified. You may need to prove you sent the lien before a carrier will pay.

Some attorney’s will not honor a provider’s request to withhold monies from a settlement, and therefore, you must 
file a lien. This forces the attorney to withhold the monies. If there is not a lien, the patient can tell their attorney 
not to withhold monies, and the attorney has no choice but to honor his/her client’s wishes. This is not a method we 
recommend. It lets the patient out of their obligation with the provider. It happens, so be aware of this.

If you are processing claims for providers who treat personal injuries, there are three types of insurance to file claims on:

 1. The at-fault insurance carrier

 2. Medical coverage on the not-at-fault auto insurance (Medpay)

 3. Group health insurance

Injuries that are not related to automobiles may be covered under Homeowners or third party liability insurance.

Managed Care
Managed care plans such as health maintenance organizations (HMO’s) and preferred provider organizations (PPO’s)  

“manage” the care given by providers to insured people while regulating the amounts charged, or  
“managing the money”.

Legislation is now being considered that would automatically make any provider eligible to participate in any PPO or 
HMO. This legislation is called “Any Willing Provider”. Insurance carriers are against this legislation because right 
now they are able to limit who is eligible to participate in their HMO’s and PPO’s. Their point is that they regulate 
participation to keep out the bad providers. You will find that most Chiropractors are not allowed in a PPO or HMO, 
and this legislation would make it illegal to discriminate against them.

PPO’s and HMO’s generally charge a per visit copay in addition to a monthly premium. For providers, it’s a way to 
establish a practice, or increase their patient base.



PATIENT SERVICES REPRESENTATIVE                        Student Manual49

Important Message from Medicare

Health Maintenance Organizations
An HMO consists of a group of physicians, specialists, nurses and other healthcare providers who provide total 
health care to groups of people. HMO compensation is prepaid monthly to providers. Some HMO’s pay the monthly 
fees only when patients are well, thereby promoting wellness and prevention. Insurance carriers are billed set fees 
for services.

Capitation
A Capitation Plan is a prepaid plan where the carrier pays the contracted provider a specified amount, usually on 
a monthly basis, for each of the carrier’s insureds who have selected the provider for their health care. Most HMO 
plans are referred to as Capitation plans.

Preferred Provider Organizations
A PPO is similar to an HMO in that it is managed care. Pre-negotiated fees are charged for services rendered by PPO 
providers. The coinsurance rate paid by insurance carriers usually is higher than the normal fee for service rate, and 
usually a copay is charged per visit. When members (insured people) use providers outside of the PPO, they are 
generally penalized and a lower coinsurance rate is paid. Since PPO’s are generally local organizations, most cannot 
receive electronic claims. If you can by-pass the PPO and submit claims directly to the insurance carrier, you will be 
able to get claims paid faster. Some PPO’s frown on this form of claim submission because they want to be able to 
show the discounted amounts they make the provider write-off to the insurance carrier. Therefore, they want the 
claims to be mailed directly to the PPO. Most carriers who contract with PPO’s have the PPO fee schedule in their 
computer systems.

Understanding How Insurance Coverage Works

Limitations
The benefits are spelled out clearly in the terms of the contract, and exclusions are also stated. Generally, the more 
exclusions, the less the premium. Carriers are not responsible to pay for exclusions. Most people do not know what 
is covered because it is hard to understand the policy provisions. Some don’t even read their policy booklet.

Exclusions
Anything listed as an exclusion is not covered under the terms of the policy.

Maximums
Most policies have specific dollar amounts they will pay. This could be annual, lifetime, or for a specific illness.  
Mental/Nerve Conditions and Chemical Dependency. 

The most common limitation is a separate schedule of benefits that cover mental disorders, and the treatment 
of drug and alcohol addiction. They may be excluded completely, or be subject to limitations. Currently, policies  
usually cover 50% for this type of illness. The Clinton Health Security Plan would change this making these illnesses 
the same as any other (SAO).

Determining Eligibility and Verifying Benefits
It is important to make a determination of what is covered and what is not covered before the patient leaves the  
provider’s office. Sometimes changes may occur in the policy, and it may be necessary to check with the carrier  
before a large bill is accumulated. Keep a record of all calls, and the information obtained.

It might be necessary to refresh the memory of the carrier if they deny claims when you previously verified benefits. 
Claims have been paid which might otherwise not have been paid if we had not kept our phone conversation records.
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Key Points

 1. All new patients - ask for insurance card.

 2. Make a copy of the card and use it to verify benefits with the carrier.

 3.  Update insurance information frequently.

 4.  Patients with Medicaid are required by Federal Law to provide current proof of eligibility.

 5.  Pre-Certify all hospital stays, and surgeries. Penalties will be assessed if the plan is not followed.

This is probably one of the most important tasks a provider’s office should perform. What happens is, the office 
staff get too busy to call, and then end up eating or writing off the charges when the carrier denies coverage for one  
reason or another. This can become extremely expensive for the provider.

Why Insurance Claims are Rejected
During a hearing of the U.S. House & Senate Health Committees, it was determined that 30-35% of all paper claims 
were rejected due to missing information or incomplete information. According to this information then, for every 
100 paper claims a provider submits, 30-35 claims will get rejected by the insurance carrier, causing the billing office 
of the provider to have to resubmit the claims.

Most Common Reasons for Rejected Claims

 • Errors to patient demographic data - age, date of birth, sex, etc. or address

 • Errors to provider data

 • Incorrect patient insurance ID

 • Patient no longer covered by policy - insurance info is not up to date

 • Incorrect, omitted, or invalid ICD or CPT codes

 • Treatment code doesn’t match the diagnosis code

 • Incorrect modifiers

 • Lack of pre-authorization

 • Incorrect place of service code

 • Lack of medical necessity

 • No referring provider ID or NPI number

Another frustrating cause is that providers do not send in operative reports when extenuating circumstances cause 
the value of a procedure to be worth more than the usual allowed amount.

According to Linda Bowser of The Principal Financial Group, providers often fail to report the service(s) provided 
when using a non-specific code, or a generalized code like 99070. Since only the procedure code itself appears on a 
CMS 1500, you must include some information either as an addition to the claim, or in a free-form area electronically 
which describes the service or procedure performed.

Example: Surgical Tray or Ace bandage. The code 99070 works for both procedures, however, you could use HCPCS 
coding and there would be no question.

Other Common and Frequent Reasons For Denied or Rejected Claims

 • The patient’s subscriber number and or group number is incorrect or missing

 • The physician’s signature is missing

 • Dates are obviously incorrect.
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 • The diagnosis is missing or incomplete.

 • Reasons for multiple visits made the same day are not listed on the claim.

 • Charges are not itemized.

 • Necessary information about physical therapy or durable medical equipment prescribed by the physician is  
  not included.

 • The procedure codes are missing or incorrect.

 • The patient did not answer all questions on his or her portion of the form.

 • The fee column is left blank. Many insurance carriers will not process a claim which has blank fees.

 • The diagnosis is not coded using ICD-9-CM coding. This is now mandated for all Medicare claims.

Pre-existing Conditions
Depending upon the terms of the policy, coverage for treatment of pre-existing conditions may also be excluded 
or limited. Usually, any condition which existed 12-18 months prior to the effective date is considered pre-existing, 
whether the patient received care, or knew about the problem. This includes prescription drugs, and medical care.

Some policies only look for treatment 90 days prior to the effective date of coverage, and will waive the exclusion 
after the patient goes 90 days treatment free. Some plans make the patient go 12 months treatment free. Usually,  
the insured has to be covered by the plan for 6-12 months, and dependents for 12 full months before the  
exclusion is waived. There are more limitations now with HIPAA laws regarding pre-existing conditions. With the  
PPACA (Patient Protection and Affordable Act) enacted in 2010, there are new limitations on how carriers apply 
pre-existing conditions. You can review a list of provisions at the link above.

Insurance Claims Management
It is recommended that you review claims before they are mailed, or sent electronically. Review all claims where 
reimbursement was less than expected to make sure no mistakes were made in coding procedures or diagnoses. If 
mistakes are found, correct them and refile the claim with a cover letter to the carrier as soon as possible. Some  
carriers have a 30 or 60 day clause for timely review of denials.

If no coding mistakes are found and you still believe that a payment was denied improperly, file a request for review 
with the carrier. Follow up on claims no less than once a month – two weeks for electronically filed claims and 30 
days for paper claims.

Keep a log of all claims submitted. Use the log as a “tickler” to know when to check the status of an unpaid claim. 
Once you have identified claims that need to be followed up, you should either send a form letter to the carrier  
requesting the status, or call the claims examiner. Keep a record of all calls. Recommend getting the patient involved 
in claims follow-up activities.

Getting Claims Paid Faster
 • Manage your provider’s fee schedule

 • Code properly

 • Rank procedures by order of importance

 • Use modifiers appropriately

 • Code procedures instead of time

 • Don’t send documentation unless asked to

 • Send claims promptly and frequently
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 • Review insurance payments (and payor contracts to insure correct payments)

 • Utilize the insurance commissioner’s office for claims you feel are handled improperly by the carrier

Fraud and Abuse

What is Fraud?
Medicare fraud is purposely billing Medicare for services that were never provided or received.

Some examples of Medicare fraud include:

 • Billing Medicare or another insurer for services or items the patient never received.

 • Billing Medicare for services or equipment or services that are different from what the patient actually received.

 • Use of another person’s Medicare card to get medical care, supplies, or equipment.

 • Billing Medicare for home medical equipment after it has been returned.

Detection Tips
You should be suspicious if the provider tells you that:

 • He’s giving away free tests but is billing Medicare or another carrier.

Be suspicious of providers that:

 • Charge co-payments on clinical laboratory tests, and on Medicare covered preventive services such as PAP  
  smears, prostate specific antigen (PSA) tests, or flu and pneumonia shots.

 • Routinely waive co-payments on any services, other than those previously mentioned, without checking ability  
  to pay and documenting the hardship.

 • Advertise “free” consultations to People with Medicare.

 • Claim they represent Medicare.

 • Use pressure or scare tactics to sell you high priced medical services or diagnostic tests.

 • Bill Medicare for services the patient did not receive.

 • Use telemarketing and door-to-door selling as marketing tools.

For every case of over-billing and upcoding that insurance carriers come up with, we can come up with several cases 
of physicians who have under-billed and downcoded their own services.

What Carriers Look For

Fraud

 • Billing for services that were not provided. This includes “no shows”. You can bill the patient, but not the  
  insurance and you must apply your policy to all patients, not just Medicare patients.

 • Provider claim forms which have been altered to obtain a higher reimbursement amount.

 • Duplicate billing

 • Soliciting, offering, or receiving a kickback, bribe or rebate for referrals

 • False representation of the services rendered

 • Claims for non-covered services billed as covered services, such as routine foot care billed as a more involved  
  form of foot care

 • Collusion between a provider and a beneficiary



PATIENT SERVICES REPRESENTATIVE                        Student Manual53

Important Message from Medicare

 • Use of another person’s card to obtain medical care

 • Alterations of claims history records and medical records

 • Repeated violations of assignment

 • Waiving deductibles and coinsurance

Abuse

 • Excessive charges for services

 • Improper billing practices

 • Violations of Medicare participation agreements

The Provider
The provider is the person in relation to the insurance program who provides covered services and supplies to the 
beneficiaries. The provider may be a physician, chiropractor, physical therapist or other health care professional 
who treats the patient. The provider may also be the pharmacist who fills the prescription, the outside lab which 
conducts tests, or the medical supply house that rents or sells the patient equipment such as a wheelchair or walker.

The Insured
The insured is the term used to designate the person who represents the family unit in relation to the insurance  
program. This may be the employee, whose employment makes this coverage possible. This person may also be 
known as the enrollee, certificate holder, policy holder, or subscriber.

Dependents
Dependents are the spouse (husband or wife) and children of the insured as defined in the contract. The following 
is an example of how dependents are defined:

 • The insured’s spouse who is not legally separated from the insured and who is not a member of the Armed Forces.

 • The insured’s unmarried child (including any stepchild, legally adopted child or foster child) who is not a  
  member of the Armed Forces, provided that any child over 19, but less than 23, shall be considered a  
  dependent only if he is not employed on a full-time basis and if he has the same home address as the insured,  
  and is a full time student (college students).

 • A child who is physically or mentally incapable of self- support upon reaching the age of 23 may be continued  
  under the plan while remaining incapacitated and unmarried, subject to the insured’s coverage continuing in effect.

Coordination of Benefits (COB)
Coordination of benefits (COB) is a process by which two or more insurers, insuring the same person for the same 
or similar group health insurance benefits, limit the total benefits received to an amount not exceeding the actual 
amount of allowable health care expenses incurred. COB was developed because of the rapid increase in duplicate 
coverage or overinsurance.

 • Overinsurance occurs when a person is covered under two or more group health care plans and may collect  
  total benefits that exceed actual loss. Possible sources of overinsurance are:

 • Both husband and wife are employed and eligible for group health coverage, and each covers the other  
  as a dependent;

 • A person is employed in two jobs, both of which provide group health insurance coverage; and A salaried or  
  professional person who has group health insurance coverage with an employer may also have an association  
  group plan 
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For example, a person who is covered by two group health care plans for identical group medical care expense  
benefits, incurs $1,000 of covered medical care expenses. Conceivably as much as $2,000 in benefits could be  
collected unless there is a COB provision in at least one of the policies. This historical concept of COB has been to 
limit the total benefits an insured can collect under both group plans to not more than 100 percent of the allowable 
expenses ($1,000 in this example). Therefore, the insured is prevented from making a profit on health insurance 
claims. COB works by applying established rules.

The plan that pays benefits first is determined by using Order of Benefits Determination Rules.

The order may differ from state to state depending on which model of NAIC rules have been adopted, if any.  
NAIC - National Association of Insurance Commissioners States have the authority to regulate COB within their 
jurisdictions, just as they regulate other aspects of the business of insurance. Each state may choose to enact  
COB regulations based on NAIC guidelines and model language to facilitate consistent claim administration.  
Therefore, the primary plan pays benefits up to its limit, as it would in the absence of any complicating factor. The 
secondary plan pays the difference between the primary insurer’s benefits and the total incurred allowable expenses  
(historically 100 percent of allowable expenses) up to the secondary insurer’s limit. If more than two plans cover a 
person, the rules determine which plan pays next, and how much.

Order of Benefit Determination Rules
Using the NAIC Model, the process is as follows:
If only one plan has a COB provision, the plan without the COB provision pays its benefits first and the plan with a 
COB provision would then coordinate its benefits with the benefits paid by the other plan.

When both plans have a COB provision, the Order of Benefits Determination is generally as follows:

Non-Dependent/Dependent  - The benefits of the plan that covers the person as an employee, member, or a subscriber  
(that is, other than as a dependent) are determined before those of the plan that covers the person as a dependent.

Dependent Child/Parents not Separated or Divorced - The benefits of the plan of the parent whose birthday falls 
earlier in a year are determined before those of the plan of the parent whose birthday falls later in that year (The 
Birthday Rule); but If both parents have the same birthday, the benefits of the plan that covered one parent longer 
are determined before those of the plan that covered the other parent for a shorter period of time.

However, if the other plan does not have the rule described above, but instead has a rule based upon the gender of 
the parent (The Gender Rule), and if, as a result, the plans do not agree on the Order of Benefits, the rule based on 
gender will determine the Order of Benefits.

Dependent Child/Parents Separated or Divorced - If two or more plans cover a person as a dependent child of 
separated or divorced parents, benefits for the child are determined in this order:

 • First, the plan of the parent with custody of the child;

 • Then, the plan of the spouse of the parent with custody of the child; and

 • Finally, the plan of the parent not having custody of the child

However, if the specific terms of a court decree state that one of the parents is responsible for the health care  
expense of the child, and the entity obligated to pay or provide the benefits of the plan of that parent has  
actual knowledge of those terms, the benefits of that plan are determined first. The plan of the other parent is the  
secondary plan. If the specific terms of a court decree state that the parents share joint custody, without stating that 
one of the parents is responsible for the health care expenses of the child, the plans covering the child follow the 
Order of Benefit Determination Rules for dependent child/parents not separated or divorced.
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Active/Inactive Employee - The benefits of a plan that cover a person as an employee who is neither laid off nor 
retired (or as that employee’s dependent) are determined before those of a plan that covers that person as a laid off 
or retired employee (or as that employee’s dependent). If the other plan does not have this rule, and if, as a result, the 
plans do not agree on the Order of Benefits, this rule is ignored.

Longer/Shorter Length of Coverage - If none of the above rules determines the Order of Benefits, the benefits 
of the plan that covered an employee, member, or subscriber longer are determined before those of the plan that  
covered that person for the shorter term.

Example without COB provisions:
A claim was filed for $2,400 with both Company A and Company B. Company A insures the claimant as an employee 
under a plan covering 80% of eligible expenses after a $100 deductible is satisfied. Company B insures claimant as a 
dependent spouse under a plan providing 75% of eligible expenses after a $100 deductible is met. In the absence of 
COB both companies would have to pay as follows:

 • Company A Eligible Expenses $2,400 
  Less Deductible $ 100 = $2,300 
  $2,300 X 80% Coinsurance Benefits payable $1,840

 • Company B Eligible expenses $2,400 
  Less Deductible $ 100 = $2,300 
  $2,300 X 75% Coinsurance Benefit payable $1,725

In the absence of a COB provision, both insurers would pay their full benefits which in this example would total 
$3,565. In this case the insured would have received $1,165 more than the actual claim. With COB Provisions If at 
least one of the group policies in the example above has a COB provision, the result would be quite different, because 
the plan having the COB provision would coordinate the benefits. Assume Company A is primary. Since Company A 
pays first, it calculates benefits in full as though duplicate coverage did not exist.

 • Company A Eligible Expenses $2,400 
  Less Deductible $ 100 = $2,300 
  $2,300 X 80% Coinsurance Benefits payable $1,840

In determining its benefits, Company B must take into consideration coverage provided by Company A. The Model 
COB provisions require that what is an allowable expense under any of the group policies must be treated as an  
allowable expense under each of the group policies. Therefore, in calculating its benefit, Company B must include 
any expenses that would be allowable expenses under the Company A plan. Once Company A has determined and 
paid its benefits, the claim is then considered by Company B. 

 • Company B Allowable expenses $2,400 
  Less Company A’s benefit $1,840

 • Company B pays $ 560

Under COB Benefits, Company B pays only $560 rather than $1,725 as in the previous example. This method  
produces a benefit savings for Company B of $1,165, which is credited to the claimant to be applied to any future 
claims she might have against.
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Coordination of Benefits Step by Step
Before standardized coordination rules were adopted by the benefits industry, person covered under two policies 
could collect full benefits from both. Thus, the member could actually make a profit by being sick or injured. Because 
each plan would prefer to pay as the secondary payer, it become necessary to develop rules to determine when a plan 
should pay as primary, secondary, or tertiary.

The thirteen rules determining the order of payment are referred to as the Order of Benefit Determination (OBD):

  1. The plan without a COB provision will be primary to a plan with a COB provision.

 2. When a plan does not have OBD rules, and as a result the plans do not agree on the OBD, the plan without  
  these OBD rule will determine the order of payment.

 3. The plan that covers an individual as an employee will be primary to a plan that covers the individual as a dependent.

 4. If an individual is an employee under two plans, the primary plan is the one under which the employee has  
  been covered longer.

 5. If an employee is an active employee under one plan and a retiree (or laid off ) under another, that active plan  
  will pay as primary.

The parent birthday rule, explained in 6 and 7, affects the OBD for depended children of parents who are living 
together and married (not divorced or legally separated).

 1. The plan of the parent whose birthday (based on month and day only) occurs first during the calendar year is  
  the primary plan.

 2. When both parents’ birthdays are the same, the benefits of the plan that covered one parent longer is the  
  primary plan.

For dependents of legally separated or divorced parents and those whose parents have remarried, the Order of 
Benefit Determination is based on the following rules.

 1. The Plan of the parent specified as having legal responsibility for the health care expense of the child is the  
  primary plan.

For dependents of separated parents with no court decree, the following applies.

 2. The plan of the parents with custody is the primary plan.

 3. The plan of the stepparent *if any) with home the child resides is secondary.

 4. The plan of the natural parent without custody is tertiary

 5. The stepparent (if any) who does not reside with the child has no legal right to declare dependency. Therefore,  
  no coordination should be performed because the child is probably not an eligible dependent under the plan.

 6. For joint custody, with no additional responsibility designation, the plan of the parent whose coverage has  
  been in effect longer would be the primary payer. However, this rule may vary by administer. Some parents  
  pay costs on a 50/50 basis, thereby sharing.



PATIENT SERVICES REPRESENTATIVE                        Student Manual57

 

 
Steps to Calculate Patient Liability- Manaaed Care

 
 
 
 
 
 
 

Estimated TOTAL CHARGESbased on resources provided by facility. Total charges are needed IF
insurance contract reimburses based on

Determine CONTRACTUAL DISCOUNT for type of service provided
- Percent of charges
- Per diem
- DRG

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note - the TOTAL PATIENT LIABILITY cannot exceed 
the patient's maximum out of pocket amount

 
 
 
 
 
 

The contract allows
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

Note - the TOTAL PATIENT LIABILITY does not exceed the 
patient's maximum out of pocket amount. The patient owes 

an estimated amount of $120.00 for this visit.
 
 
 
 
 
 
 

100
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AS OF JULY 31, 2008. ALL POLICIES, PROCEDURES, AND FEES SUBJECT TO CHANGE. COPYRIGHT 2008. NATIONAL ASSOCIATION OF HEALTHCARE ACCESS 

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 

In addition to calculating the estimated amount due for the current or upcoming visit,
patient access employees should also review previous balances to determine if the
patient has any liability. If the patient / guarantor owes for a previous account or
accounts, the balance(s) should be requested during the process of collecting the
current estimate.

 
 
 
 
 
 

101
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C  E  N  T  E  R  S    F  O  R    M  E  D  I  C  A  R  E    &    M  E  D  I  C  A  I  D    S  E  R  V  I  C  E  S

Medicare & Other Health Benefits:
  
Your Guide to

Who Pays First

This official government 
booklet tells you:

•	 How Medicare works with other 
types of coverage

•	 Who should pay your bills first

•	 Where to get more help
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Introduction
How this guide can help you
Some people with Medicare have other health coverage that must pay 
before Medicare pays its share of the bill. This guide tells how Medicare 
works with other kinds of coverage and who should pay your bills first.

Tell your doctor, hospital, and all other health care providers about your 
other health coverage to make sure your bills are sent to the right payer 
to avoid delays.

Where can I get basic information about Medicare?
Visit Medicare.gov, or call 1-800-MEDICARE (1-800-633-4227). TTY users 
should call 1-877-486-2048.
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Welcome to Medicare & Other Health Benefits:  
Your Guide to Who Pays First

The information in this booklet describes the Medicare 
program at the time this booklet was printed. Changes 
may occur after printing. Visit  Medicare.gov, or call 
1-800-MEDICARE (1-800-633-4227) to get the most current 
information. TTY users should call 1-877-486-2048.

“Medicare & Other Health Benefits: Your Guide to Who 
Pays First” isn’t a legal document. Official Medicare 
Program legal guidance is contained in the relevant 
statutes, regulations, and rulings.
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SECTION

1
When you have other 

health coverage 

Who pays first if I have other health coverage?
If you have Medicare and other health coverage, each type of coverage is called 
a “payer.” When there’s more than one payer, “coordination of benefits” rules 
decide who pays first. The “primary payer” pays what it owes on your bills first, 
and then your provider sends the rest to the “secondary payer” to pay. In some 
cases, there may also be a “third payer.”
Whether Medicare pays first depends on a number of things, including the 
situations listed in the chart on the next 2 pages. However, this chart doesn’t 
cover every situation. Be sure to tell your doctor and other health care 
providers if you have health coverage in addition to Medicare. This will help 
them send your bills to the correct payer to avoid delays.
Note: Paying “first” means paying the bill up to the limits of the payer’s 
coverage. It doesn’t always mean the primary payer pays first in time.

Where to go with questions
If you have questions about who pays first, or if your coverage changes, 
call the Benefits Coordination & Recovery Center (BCRC) toll-free at 
1-855-798-2627  TTY users should call 1-855-797-2627 

To better serve you, have your Medicare number ready when you call. You can 
find your Medicare number on your red, white, and blue Medicare card. 
You also may be asked for additional information, like: 

•	 Your Social Security Number (SSN) 
•	 Address 
•	 Medicare effective date(s) 
•	 Whether you have Medicare Part A (Hospital Insurance) and/or 

Medicare Part B (Medical Insurance) coverage

Words in purple 
are defined on 
pages 29–30 
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How Medicare coordinates with other coverage
Use the chart below to find your type(s) of coverage and situation to see which payer pays first:

If you Situation Pays first Pays second  Page(s)

Are covered by 
Medicare and 
Medicaid

Entitled to Medicare and 
Medicaid

Medicare Medicaid, but 
only after other 
coverage (like 
employer group 
health plans) has 
paid

11

Are 65 or older and 
covered by a group 
health plan because 
you or your spouse is 
still working

Entitled to Medicare

The employer has 20 or more 
employees

The employer has less than 20 
employees*

Group health plan

  

Medicare

Medicare 

 

Group health plan

12

 

12

Have an employer 
group health plan 
through your own 
former employer after 
you retire and are 65 
or older

Entitled to Medicare Medicare Retiree coverage 13–15

Are disabled and 
covered by a large 
group health plan 
from your work, 
or from a family 
member (like spouse, 
domestic partner, 
son, daughter or 
grandchild) who is 
working

Entitled to Medicare

The employer has 100 or more 
employees

The employer has less than 100 
employees

Large group 
health plan

Medicare

Medicare 

Group health plan

15 

15

**Have End-Stage 
Renal Disease (ESRD) 
(permanent kidney 
failure requiring 
dialysis or a kidney 
transplant) and 
group health plan 
coverage (including a 
retirement plan)

First 30 months of eligibility or 
entitlement to Medicare

After 30 months of eligibility or 
entitlement to Medicare

Group health plan

Medicare

Medicare  

Group health plan

16 

16

Have ESRD and 
COBRA coverage

First 30 months of eligibility or 
entitlement to Medicare on the 
basis of ESRD

After 30 months

COBRA

 

Medicare

Medicare

 

COBRA

27

 

16

* If your employer participates in a plan that’s sponsored by 2 or more employers, the rules are slightly different.

** If you originally got Medicare due to your age or a disability other than ESRD, and Medicare was your primary payer, it still pays first 
when you become eligible due to ESRD.



PATIENT SERVICES REPRESENTATIVE                        Student Manual65

Important Message from Medicare

7Section 1: When you have other health coverage 

If you Situation Pays first Pays second  Page(s)

Are 65 or over OR 
disabled and covered 
by Medicare and 
COBRA coverage

Entitled to Medicare Medicare COBRA 26–27

Have been in an 
accident where 
no-fault or liability 
insurance is involved

Entitled to Medicare No-fault or liability 
insurance for services 
related to accident claim

Medicare 17–19

 

Are covered 
under workers’ 
compensation 
because of a 
job-related illness or 
injury

Entitled to Medicare Workers’ compensation 
for services related to 
workers’ compensation 
claim

Usually doesn’t 
apply. However, 
Medicare may 
make a conditional 
payment (a payment 
that must be repaid 
to Medicare when 
a settlement, 
judgment, award, 
or other payment is 
made.)

19–23

Are a Veteran and 
have Veterans’ 
benefits

Entitled to Medicare 
and Veterans’ benefits

Medicare pays for 
Medicare- covered 
services.

Veterans’ Affairs pays for 
VA-authorized services.

Note: Generally, 
Medicare and VA can’t 
pay for the same service.

Usually doesn’t apply 23–24

Are covered under 
TRICARE

Entitled to Medicare 
and TRICARE

Medicare pays for 
Medicare- covered 
services.

TRICARE pays for 
services from a military 
hospital or any other 
federal provider.

TRICARE may pay 
second.

24–25

Have black lung 
disease and are 
covered under the 
Federal Black Lung 
Benefits Program

Entitled to Medicare 
and the Federal Black 
Lung Benefits Program

The Federal Black Lung 
Benefits Program for 
services related to black 
lung.

Medicare 26
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How Medicare coordinates with other coverage
I’m not yet 65  How will Medicare know I have other coverage? 

About 3 months before you get Medicare, Medicare will send you a letter with 
a username and password for MyMedicare.gov. This is a free, secure online 
service where you can keep personalized information on your Medicare benefits 
and services. Medicare doesn’t automatically know if you have other coverage. 
Fill out your “Initial Enrollment Questionnaire” (IEQ) at MyMedicare.gov to 
make sure your medical bills are paid correctly and on time.
The IEQ asks if you have group health plan coverage through your work or a 
family member’s work. Medicare uses your answers to help set up your file and 
make sure your claims get paid correctly.
You can also complete your IEQ over the phone by calling the Benefits 
Coordination & Recovery Center (BCRC) toll-free at 1-855-798-2627. 
TTY users should call 1-855-797-2627.

Example: Harry is almost 65 and is getting ready to retire and enroll in 
Medicare. Harry’s wife Jane, 63, works for a large company (more than 20 
people). Both Harry and Jane have health coverage through Jane’s employer’s 
group health plan.
After he gets a letter from Medicare with his username and password for 
MyMedicare.gov, Harry goes to the website and fills out his IEQ. He reports he 
has coverage through his wife’s employment. This insurance will pay Harry’s 
claims first, and Medicare will pay Harry’s claims second.

What happens if my health coverage changes after I fill out the IEQ?

Call the BCRC and give this information:
•	Your	name
•	The	name	and	address	of	your	health	plan
•	Your	policy	number
•	The	date	coverage	was	added,	changed,	or	stopped,	and	why

Tell your doctor and other health care providers about changes in your coverage 
when you get care.
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How Medicare coordinates with other coverage (continued)
What if I have Medicare and more than one type of coverage?

Check your insurance policy—it may include the rules about who pays first. 
You can also call the Benefits Coordination & Recovery Center (BCRC) toll-free 
at 1-855-798-2627. TTY users should call 1-855-797-2627.

Where can I get more information about who pays first?

Call your health insurance plan’s benefits administrator. You can also call the 
BCRC. 
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Notes
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SECTION

Medicare & other types  
of health coverage 2 Medicare & Medicaid

Medicaid (also called Medical Assistance) is a joint federal and state 
program that helps pay medical costs for certain people and families 
who have limited income and resources and meet other requirements. 
Medicaid never pays first for services covered by Medicare. It only 
pays after Medicare, employer group health plans, and/or Medicare 
Supplement Insurance (Medigap) policies have paid.

Medicare & group health plan coverage
You have a number of important decisions to make when you turn 65, 
like whether you should enroll in Medicare Part B (Medical Insurance), 
join a Medicare Prescription Drug Plan, buy a Medigap policy, and/or 
keep employer or retiree coverage. By understanding your choices, you 
can avoid paying more than you need to, and get coverage that meets your 
needs.
Visit Medicare.gov/find-a-plan to compare Medicare health and drug 
plans in your area. You can also call your State Health Insurance 
Assistance Program (SHIP). Visit Medicare.gov/contacts, or call 
1-800-MEDICARE (1-800-633-4227) to get the SHIP phone number. 
TTY users should call 1-877-486-2048.

Should I get group health plan coverage?

Many employers and unions offer group health plan coverage to current 
employees or retirees. You may also get group health plan coverage 
through the employer of a spouse or family member.
If you have Medicare and you’re offered coverage under a group health 
plan, you can choose to accept or reject the plan. The group health plan 
may be a fee-for-service plan or a managed care plan, like an HMO or 
PPO.

Words in purple 
are defined on 
pages 29–30 
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Medicare & group health plan coverage (continued)
I have Medicare and group health plan coverage  Who pays first? 

Generally, your group health plan pays first if both of these are true:
1. You’re 65 or older and covered by a group health plan through your current 

employer or the current employer of a spouse of any age.
2. The employer has 20 or more employees and covers any of the same services 

as Medicare (this means the group health plan pays first on your hospital and 
medical bills.)

If the group health plan didn’t pay all of your bill, the doctor or health care 
provider should bill Medicare for secondary payment. Medicare will look 
at what your group health plan paid, and pay any additional costs up to the 
Medicare-approved amounts as appropriate. You’ll have to pay whatever costs 
Medicare or the group health plan doesn’t cover.
If your employer has less than 20 employees, Medicare generally pays first. But 
if your employer joins with other employers or employee organizations (like 
unions) to sponsor a group health plan (called a multi-employer plan), and any 
of the other employers has 20 or more employees, Medicare would generally 
pay second. However, your plan might ask for an exception, so even if your 
employer has less than 20 employees, you’ll need to find out from your 
employer whether Medicare pays first or second.

I’m in a Health Maintenance Organization (HMO) Plan or an employer 
Preferred Provider Organization (PPO) Plan that pays first  Who pays if I go 
outside the employer plan’s network?

If you go for care outside your employer plan’s network, you might not get any 
payment from your plan or Medicare. Call your plan before you go outside the 
network to find out if the service will be covered.

I decided not to take group health plan coverage from my employer  Will 
this affect what Medicare will pay? 

Medicare pays its share for any Medicare-covered health care service you get if 
you don’t take group health plan coverage from your employer, and you don’t 
have coverage through an employed spouse.
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Medicare & group health plan coverage (continued)
What happens if I drop coverage from my employer? 

Medicare pays first unless you have coverage through an employed spouse, and your 
spouse’s employer has at least 20 employees.
Note: If you don’t take employer coverage when it’s first offered to you, you might 
not get another chance to sign up. If you take the coverage but drop it later, you 
may not be able to get it back. Also, you might be denied coverage if your employer 
or your spouse’s employer generally offers retiree coverage but you weren’t in the 
plan while you or your spouse was still working. Call your employer’s benefits 
administrator for more information before you make a decision. 

If I’m 65 or older and still working, what health benefits does my employer 
have to offer me?

Generally, employers with 20 or more employees must offer current employees 
65 and older the same health benefits, under the same conditions, that they offer 
younger employees. If the employer offers coverage to spouses, it must offer the 
same coverage to spouses 65 and older that it offers to spouses under 65.

Medicare & group health plan coverage after you retire
How does my group health plan coverage work after I retire?

It depends on the terms of your specific plan. Your employer or union or your 
spouse’s employer or union might not offer any health coverage after you retire. 
If you can get group health plan coverage after you retire, it might have different 
rules and might not work the same way with Medicare.

Can I continue my employer coverage after I retire?

Generally, when you have retiree coverage from an employer or union, they manage 
this coverage. Employers aren’t required to provide retiree coverage, and they can 
change benefits or premiums, or even cancel coverage.

What are the price and benefits of the retiree coverage, and does it include 
coverage for my spouse? 

Your employer or union may offer retiree coverage that limits how much it will pay. 
It might only provide “stop loss” coverage, which starts paying your out-of-pocket 
costs only when they reach a maximum amount.
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Medicare & group health plan coverage after you retire 
(continued)
What happens to my retiree coverage when I’m eligible for Medicare?

If your former employer offers retiree coverage, the coverage might not pay your 
medical costs during any period in which you were eligible for Medicare but didn’t 
sign up for it. When you become eligible for Medicare, you may need to join 
both Medicare Part A and Medicare Part B to get full benefits from your retiree 
coverage.

What effect will my continued coverage as a retiree have on both my health 
coverage and my spouse’s health coverage? 

If you’re not sure how your retiree coverage works with Medicare, get a copy of 
your plan’s benefit materials, or look at the summary plan description provided by 
your employer or union. You can also call your employer’s benefits administrator 
and ask how the plan pays when you have Medicare. You may want to talk to your 
State Health Insurance Assistance Program (SHIP) for advice about whether to 
buy a Medicare Supplement Insurance (Medigap) policy.

How does retiree coverage compare with a Medicare Supplement Insurance 
(Medigap) policy?

Since Medicare pays first after you retire, your retiree coverage is likely to be 
similar to coverage under a Medigap policy. Retiree coverage isn’t the same thing 
as a Medigap policy but, like a Medigap policy, it usually offers benefits that fill 
in some of Medicare’s gaps in coverage, such as coinsurance and deductibles. 
Sometimes retiree coverage includes extra benefits, like coverage for extra days in 
the hospital.

If I choose to buy a Medigap policy, when should I buy it?

The best time is during your 6-month Medigap Open Enrollment period, because 
you can buy any Medigap policy sold in your state, even if you have health 
problems. This period automatically starts the month you’re 65 and enrolled in 
Part B, and once it’s over, you can’t get it again.
Remember: You and your spouse would each have to buy your own Medigap 
policy, and you can only buy a policy when you’re eligible for Medicare.
For more information about Medigap policies, visit Medicare.gov/publications to 
view the booklet “Choosing a Medigap Policy: A Guide to Health Insurance for 
People with Medicare.” To find and compare Medigap polices, visit  
Medicare.gov/find-a-plan, or call 1-800-MEDICARE (1-800-633-4227). TTY users 
should call 1-877-486-2048.
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Medicare & group health plan coverage after you retire 
(continued) 
I’m retired and have Medicare  I also have group health plan coverage from 
my own former employer  Who pays first?

Generally, Medicare pays first for your health care bills and your group health 
plan (retiree) coverage pays second.

I’m retired and have Medicare  My spouse is still working and I have group 
health plan coverage through my spouse’s employer  Who pays first?

If your spouse’s employer has 20 or more employees, your spouse’s coverage 
pays first and Medicare pays second. If your spouse’s employer has less than 20 
employees, Medicare pays first.

What happens if I have group health plan coverage after I retire and my 
former employer goes bankrupt or out of business?

If your former employer goes bankrupt or out of business, federal COBRA rules 
may protect you if any other company within the same corporate organization 
still offers a group health plan to its employees. That plan is required to offer 
you COBRA continuation coverage. See pages 26–27. If you can’t get COBRA 
continuation coverage, you may have the right to buy a Medigap policy even if 
you’re no longer in your Medigap Open Enrollment Period.

Medicare & group health plan coverage for people who are 
disabled (non-ESRD disability)
I’m under 65, disabled, and have Medicare and group health plan coverage 
based on current employment  Who pays first?

It depends. Generally, if your employer has less than 100 employees, Medicare 
pays first if you’re under 65 or if you have Medicare because of a disability.
Sometimes employers with less than 100 employees join with other employers to 
form a multi-employer plan. If at least one employer in the multi-employer plan 
has 100 employees or more, Medicare pays second.

 



PATIENT SERVICES REPRESENTATIVE                        Student Manual74

ENCOUNTER - CUSTOMER SERVICE

16 Section 2: Medicare & other types of health coverage

Medicare & group health plan coverage for people who are 
disabled (non-ESRD disability) (continued) 
I’m under age 65, disabled, and have Medicare and group health plan 
coverage based on current employment  Who pays first? (continued)

If the employer has at least 100 employees, the health plan is called a large group 
health plan. If you’re covered by a large group health plan because of your current 
employment or the current employment of a family member (including, but not 
limited to a spouse, a domestic partner, son, daughter, or grandchild), Medicare 
pays second. A large group health plan can’t treat any plan member differently 
because they’re disabled and have Medicare.

Example: Mary works full-time for a company that has 120 employees. She has large 
group health plan coverage for herself and her husband. Her husband has Medicare 
because of a disability, so Mary’s group health plan coverage pays first for Mary’s 
husband, and Medicare pays second.

Medicare & group health plan coverage for people with 
End-Stage Renal Disease (ESRD) 
I have ESRD and group health plan coverage  Who pays first?

If you’re eligible for Medicare because of ESRD, your group health plan will pay first 
on your hospital and medical bills for 30 months, whether or not you’re in Medicare. 
During this time, Medicare pays second.
The group health plan pays first during this period no matter how many employees 
work for your employer, or whether you or a family member are currently 
employed. At the end of the 30 months, Medicare pays first. This rule applies to 
most people with ESRD, whether you have your own group health plan coverage, or 
you’re covered as a family member.

Example: Bill has Medicare coverage because of ESRD. He also has group health 
plan coverage through his company. Bill’s group health plan coverage will pay first 
for the first 30 months after he becomes eligible for Medicare. After 30 months, 
Medicare pays first.
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Medicare & no-fault or liability insurance 
What’s no-fault insurance?

No-fault insurance may pay for health care services you get because you get injured 
or your property gets damaged in an accident, regardless of who is at fault for 
causing the accident.

Some types of no-fault insurance include:
•	Automobile	insurance
•	Homeowners’	insurance
•	Commercial	insurance	plans

What’s liability insurance?

Liability insurance protects against claims for negligence— for example, 
inappropriate action or inaction that causes someone to get injured or causes 
property damage.

Some types of liability insurance include:
•	Homeowners’
•	Automobile
•	Product
•	Malpractice
•	Uninsured	motorist
•	Underinsured	motorist

If you have an insurance claim for your medical expenses, you or your lawyer 
should notify Medicare as soon as possible.

Who pays first if I have a claim for no-fault or liability insurance? 

No-fault insurance or liability insurance pays first and Medicare pays second, if 
appropriate.
If doctors or other providers are told you have a no-fault or liability insurance claim, 
they must try to get paid from the insurance company before billing Medicare. 
However, this may take a long time. If the insurance company doesn’t pay the 
claim promptly (usually within 120 days), your doctor or other provider may bill 
Medicare. Medicare may make a conditional payment to pay the bill, and then later 
get back any payments the primary payer should have made.
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Medicare & no-fault or liability insurance (continued) 
Who pays first if I have a claim for no-fault or liability insurance? (continued)

Example: Nancy is 69 years old. She’s a passenger in her granddaughter’s car, and 
they have an accident. Nancy’s granddaughter has Personal Injury Protection/
Medical Payments (Med Pay) coverage as part of her automobile insurance. While 
at the hospital emergency room, Nancy is asked about available coverage related to 
the accident. Nancy tells the hospital that her granddaughter has Med Pay coverage. 
Because this coverage pays regardless of fault, it’s considered no-fault insurance. The 
hospital bills the no-fault insurance for the emergency room services, and only bills 
Medicare if any Medicare-covered services aren’t paid for by the no-fault insurance.

What’s a conditional payment?

A conditional payment is a payment Medicare makes for services another payer may 
be responsible for. Medicare makes this conditional payment so you won’t have to 
use your own money to pay the bill. The payment is “conditional” because it must be 
repaid to Medicare when a settlement, judgment, award, or other payment is made.
Note: If Medicare makes a conditional payment for an item or service, and you 
get a settlement, judgment, award, or other payment for that item or service from 
an insurance company later, the conditional payment must be repaid to Medicare. 
You’re responsible for making sure Medicare gets repaid for the conditional 
payment.

Example: Joan is driving her car when someone in another car hits her. Joan has 
to go to the hospital. The hospital tries to bill the other driver’s liability insurer. 
The insurance company disputes who was at fault and won’t pay the claim right 
away. The hospital bills Medicare, and Medicare makes a conditional payment to 
the hospital for health care services Joan got. When a settlement is reached with 
the liability insurer, Joan must make sure Medicare gets its money back for the 
conditional payment.
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Medicare & no-fault or liability insurance (continued) 
How does Medicare get its money back for the conditional payment?

If Medicare makes a conditional payment, you or your representative should call 
the Benefits Coordination & Recovery Center (BCRC) toll-free at 1-855-798-2627. 
TTY users should call 1-855-797-2627. The BCRC will work on your case, using the 
information you or your representative gives it to see that Medicare gets repaid for 
the conditional payments.
The BCRC will gather information about any conditional payments Medicare made 
related to your pending settlement, judgment, award, or other payment. Once a 
settlement, judgment, award, or other payment is final, you or your representative 
should call the BCRC. The BCRC will get the final repayment amount (if any) on 
your case and issue a letter requesting repayment.

Who pays if the no-fault or liability insurance denies my medical bill or is 
found not liable for payment?

Medicare would pay for covered services, unless you have group health plan 
coverage that must pay before Medicare. You’re responsible for your share of the 
bill, like coinsurance, copayment, or a deductible, and for services Medicare doesn’t 
cover.

Where can I get more information?

If you have questions about a no-fault or liability insurance claim, call the insurance 
company. If you have questions about who pays first, call the BCRC.

Medicare & workers’ compensation
What’s workers’ compensation?

Workers’ compensation is a law or plan requiring employers to cover employees 
who get sick or injured on the job. Workers’ compensation plans cover most 
employees. If you don’t know whether you’re covered, ask your employer, or contact 
your state workers’ compensation division or department.
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Medicare & workers’ compensation (continued) 
I have Medicare and filed a workers’ compensation claim  Who pays first?

If you have Medicare and get injured on the job, workers’ compensation pays first on 
health care items or services you got because of your work-related illness or injury. 
There can be a delay between when a bill is filed for the work-related illness or 
injury and when the state workers’ compensation insurance decides if they should 
pay the bill. Medicare can’t pay for items or services that workers’ compensation will 
pay for promptly (generally 120 days).
However, if the workers’ compensation insurer denies payment for your medical 
bills pending a review of your claim (generally 120 days or longer), Medicare may 
make a conditional payment. This isn’t the same situation as when your workers’ 
compensation case has been settled and you’re using funds from your Workers’ 
Compensation Medicare Set-aside Arrangement (WCMSA) to pay for your medical 
care. See next page for more information on WCMSAs.

If you think you have a work-related illness or injury, tell your employer, and 
file a workers’ compensation claim 

You or your lawyer also need to call the BCRC toll-free at 1-855-798-2627 as soon as 
you file your workers’ compensation claim. TTY users should call 1-855-797-2627.

Example: Tom was injured at work. He filed a claim with workers’ compensation 
insurance. His doctor billed the state workers’ compensation insurance for payment. 
Tom’s doctor didn’t get paid within 120 days, so he billed Medicare and sent a 
copy of Tom’s workers’ compensation claim with the claim for Medicare payment. 
Medicare made a conditional payment to the doctor for the health care services Tom 
got. When a settlement is reached with the state workers’ compensation agency, 
Tom must make sure Medicare gets its money back for the conditional payment.
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Medicare & workers’ compensation (continued) 
How does Medicare get its money back for the conditional payment?

If Medicare makes a conditional payment, and you or your lawyer haven’t reported 
your worker’s compensation claim to Medicare, call the Benefits Coordination 
& Recovery Center (BCRC) toll-free at 1-855-798-2627. TTY users should call 
1-855-797-2627. The BCRC will work on your case, using the information you 
or your representative gives it to see that Medicare gets repaid for the conditional 
payments.
The BCRC will gather information about any conditional payments Medicare made 
relating to your pending settlement, judgment, award or other payment. Once a 
settlement, judgment, award or other payment is final, you or your lawyer should 
call the BCRC. The BCRC will get the final repayment amount (if any) on your case 
and issue a letter requesting repayment.

What if I want to settle my workers’ compensation claim?

You or your lawyer should contact the BCRC. Settlements of workers’ compensation 
claims are handled differently than a settlement of a no-fault or liability insurance 
claim. As part of settling your workers’ compensation claim, you must repay 
Medicare for any Medicare payments for workers’ compensation claim-related 
services you already got.

When and why would I need a Workers’ Compensation Medicare Set-aside 
Arrangement (WCMSA)?

If you settle your worker’s compensation claim, the settlement may provide for funds 
to be set aside to pay for future medical and prescription drug expenses related to your 
injury, illness or disease. When you have Medicare, you may wish to ask your workers’ 
compensation lawyer about the possibility of setting up a Workers’ Compensation 
Medicare Set-aside Arrangement (WCMSA) for depositing these funds.
The WCMSA ensures workers’ compensation funds are spent on these future 
expenses otherwise covered by Medicare. In other words, workers’ compensation 
pays before Medicare for these future expenses. If you have a WCMSA as part of 
your workers’ compensation settlement, you must be careful how you spend money 
specifically set aside for Medicare.
You or your lawyer need to send your proposed WCMSA to the BCRC at: 

WCMSA Proposal/Final Settlement
P.O. Box 138899 
Oklahoma City, OK 73113-8899
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Medicare & workers’ compensation (continued) 
How am I allowed to use the money in my Workers’ Compensation Medicare 
Set-aside Arrangement (WCMSA) if I manage (self-administer) the account?

Keep these in mind if you manage your WCMSA account:
•	 Money placed in your WCMSA is for paying future medical expenses, including 

prescription drug expenses related to your work injury or illness/disease that 
otherwise would have been paid back by Medicare. You should also use WCMSA 
funds to pay for these medical services and items, as well as prescription drug 
expenses, if you’re enrolled in a Medicare Advantage Plan.

•	 You can’t use the WCMSA to pay for any other work injury, or any medical items 
or services that Medicare doesn’t cover (like dental services).

•	 Medicare won’t pay for any medical expenses related to the injury until after you 
have used all of your set-aside money appropriately.

•	 If you aren’t sure what type of services Medicare covers, visit Medicare.gov or call 
1-800-MEDICARE (1-800-633-4227) for more information, before you use any 
of the money that was placed in your WCMSA account. TTY users should call 
1-877-486-2048. 

•	 Keep records of your workers’ compensation-related medical expenses, including 
prescription drug expenses. These records show what items and services you got 
and how much money you spent on your work-related injury, illness, or disease. 
You need these records to prove you used your WCMSA money to pay your 
workers’ compensation-related medical expenses, including prescription drug 
expenses.

•	 After you use all of your WCMSA money appropriately, Medicare can start paying 
for Medicare-covered services related to your work-related injury, illness, or 
disease.

What if workers’ compensation denies payment?

If workers’ compensation insurance denies payment, and you give Medicare proof 
that the claim was denied, Medicare will pay for Medicare-covered items and 
services as appropriate.

Example: Mike was injured at work. He filed a workers’ compensation claim. 
The workers’ compensation agency denied payment for Mike’s medical bills. Mike’s 
doctor billed Medicare and sent Medicare a copy of the workers’ compensation 
denial with the claim for Medicare payment. Medicare will pay Mike’s doctor for the 
Medicare-covered items and services Mike got as part of his treatment. Mike must 
pay for anything Medicare doesn’t cover.
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Medicare & workers’ compensation (continued) 
Can workers’ compensation decide not to pay my entire bill?

In some cases, workers’ compensation insurance may not pay your entire bill. 
If you had an injury or illness before you started your job (called a “pre-existing 
condition”), and the job made it worse, workers’ compensation may not pay your 
whole bill because the job didn’t cause the original problem. In this case, workers’ 
compensation insurance may agree to pay only a part of your doctor or hospital 
bills. You and workers’ compensation insurance may agree to share the cost of your 
bill. If Medicare covers the treatment for your pre-existing condition, then Medicare 
may pay its share for part of the doctor or hospital bills that workers’ compensation 
doesn’t cover.

Medicare & Veterans’ benefits
I have Medicare and Veterans’ benefits  Who pays first?

If you have or can get both Medicare and Veterans’ benefits, you can get treatment 
under either program. When you get health care, you must choose which benefits 
to use each time you see a doctor or get health care. Medicare can’t pay for the same 
service that was covered by Veterans’ benefits, and your Veterans’ benefits can’t 
pay for the same service that was covered by Medicare. Also, Medicare is never the 
secondary payer after the Department of Veterans Affairs (VA). Note: to get the VA 
to pay for services, you must go to a VA facility or have the VA authorize services in 
a non-VA facility.

Are there any situations when both Medicare and the VA may pay?

Yes. If the VA authorizes services in a non-VA hospital, but didn’t authorize all of the 
services you get during your hospital stay, then Medicare may pay for the Medicare-
covered services the VA didn’t authorize.

Example: Bob, a Veteran, goes to a non-VA hospital for a service authorized by 
the VA. While at the non-VA hospital, Bob gets other non-VA authorized services 
that the VA won’t pay for. Some of these services are Medicare-covered services. 
Medicare may pay for some of the non-VA authorized services that Bob got. Bob 
will have to pay for services that Medicare or the VA doesn’t cover.
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Medicare & Veterans’ benefits (continued) 
I have a VA fee-basis identification (ID) card  Who pays first?

The VA may give “fee-basis ID cards” to certain Veterans if these conditions apply:

•	 You have a service-connected disability.
•	 You’ll need medical services for an extended time period.
•	 There are no VA hospitals in your area.
If you have a fee-basis ID card, you may choose any doctor listed on your card to 
treat you.
If the doctor accepts you as a patient and bills the VA for services, the doctor must 
accept the VA’s payment as payment in full. The doctor can’t bill you or Medicare for 
these services.
If your doctor doesn’t accept the fee-basis ID card, you’ll need to file a claim with 
the VA yourself. The VA will pay the approved amount either to you or to your 
doctor.

Where can I get more information on Veterans’ benefits?

Visit VA.gov, call your local VA office, or call the national VA information number 
at 1-800-827-1000. TTY users should call 1-800-829-4833.

Medicare & TRICARE
What’s TRICARE?

TRICARE is a health care program for active-duty and retired uniformed services 
members and their families that includes:
•	 TRICARE Prime.
•	 TRICARE Extra.
•	 TRICARE Standard.
•	 TRICARE for Life (TFL). TFL provides expanded medical coverage to  

Medicare-eligible uniformed services retirees 65 or older, to their eligible family 
members and survivors, and to certain former spouses. You must have Medicare  
Part A (Hospital Insurance) and Medicare Part B (Medical Insurance) to get TFL 
benefits.
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Medicare & Veterans’ benefits (continued) 
Can I have both Medicare and TRICARE?

Some people can have both Medicare and other types of TRICARE, including:
•	 Dependents of active-duty service members who are allowed Medicare for any 

reason.
•	 People under 65 with Medicare Part A (Hospital Insurance) because of a 

disability or End-Stage Renal Disease (ESRD) and with Medicare Part B (Medical 
Insurance).

•	 People 65 or older who can get Part A and who join Part B.

I have Medicare and TRICARE  Who pays first?

In general, Medicare pays first for Medicare-covered services. TRICARE will pay 
the Medicare deductible and coinsurance amounts and for any service not covered 
by Medicare that TRICARE covers. You pay the costs of services Medicare or 
TRICARE doesn’t cover.

Who pays if I get services from a military hospital?

If you get services from a military hospital or any other federal health care provider, 
TRICARE will pay the bills. Medicare usually doesn’t pay for services you get from a 
federal health care provider or other federal agency.

Where can I get more information?

•	 Visit Tricare.mil/tfl.
•	 Call the health benefits advisor at a military hospital or clinic.
•	 Call 1-866-773-0404.
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EDI Transactions & Clearinghouses
According to the HIPAA EDI rule, a “transaction” is the exchange of information between two parties to carry out 
financial or administrative activities related to health care.

A BRIEF BACKGROUND ON ELECTRONIC CLAIMS: Electronic claims have been sent between  
providers and health plans since the mid-1980s. Claim transactions in the past were submitted in  
National Standard Format (NSF), ANSI or a health plans proprietary format. NSF was never a  
standard because each health plan could create its own implementation guide, requiring different 
information than another health plan.

HIPAA has changed all that and now requires all health plans and providers to use the standard  
implementation guide. However health plans and providers can use a clearinghouse to translate 
from proprietary formats to standard formats. For instance, a provider could submit claims to a  
clearinghouse in NSF as long as the clearinghouse can translate the claim into an 837 transaction 
before going to the health plan. A health plan can continue to use their proprietary format as long as 
they have a clearinghouse that can accept ANSI transactions from their providers for them.

Any health plan accepting electronic transactions is required to accept those transactions in this 
standard format.

The Department of Health and Human Services has adopted “Implementation Guides” that outline each 
of the transaction standards. These Guides can be found on the Washington Publishing Company website: 
http://www.wpc-edi.com/hipaa/HIPAA_40.asp

Under HIPAA, the use of electronic transactions was mandated October 16, 2003. All covered entities must transmit 
and receive the covered transactions they conduct electronically in the new standardized HIPAA format (Version 
4010). Currently, the industry has changed over to version 5010 so that we could accommodate ICD-10, which has 
been mandated to begin use in October, 2015. That final rule was published Jan. 16, 2009. Moving to the new format 
was necessary to accommodate the change to ICD-10. The deadline for compliance on 5010 was January 1, 2012.

The law also required all Medicare claims be submitted electronically in the HIPAA standard format starting  
October 16, 2003 (with the exception of those from small providers and under certain limited circumstances.)

If a provider doesn’t conduct any electronic covered transactions, then they don’t meet the definition of a covered 
entity under HIPAA. The provider cannot conduct any of the covered transactions either him/herself or through 
an outside billing agency or company in order to meet the definition. If a provider uses a third party biller who 
sends claims electronically, then the provider is considered a covered entity and MUST then comply with HIPAA 
requirements. Furthermore, if a billing company or third party biller has the ability to transmit a covered standard 
transaction to a payor or clearinghouse, under HIPAA, for transaction purposes, the billing company/biller is also 
considered a covered entity and not just a business associate of the healthcare provider.

If a biller can only transmit a print file (saved file of claims), then they are only considered a business associate of a 
provider for HIPAA transaction purposes. A print file is basically a snapshot of the claims data as if you had sent the 
data to a printer. Instead of printing, the data is saved to a file.

Carriers (also a covered entity under HIPAA) must accept EDI covered transactions as a part of the HIPAA Transaction  
legislation. They cannot deny acceptance of a covered transaction and they should not be converting standard  
transactions into non-standard transactions although some payers do.

Learn more about transaction and code set standards on the CMS website.
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EDI Covered Transactions include:

 • Submitting claims electronically

 • Receiving electronic claim payment and remittance information

 • Query insurance companies electronically on the status of a claim

 • Receiving information electronically about the status of a claim

 • Querying insurance companies electronically about the eligibility of a patient to be covered for services

 • Receiving information about patient eligibility electronically

 • Sending referral authorizations electronically

 • Receiving electronic referral authorizations

The HIPAA EDI transaction standards are referred to by both a name and a numerical identifier. For example the transaction 
that is used to support the electronic payment of premiums is often referred to as the 820 transaction standard.

Numerical List of Covered Electronic Transactions

 • Enrollment/Disenrollment - 834

 • Claim Encounter - 837

 • Remittance Advice (EOB) - 835

 • Premium Payment - 820

 • Eligibility Inquiry - 270

 • Eligibility Response - 271

 • Prior Authorization Request & Response - 278

 • Claims Status Inquiry - 276

 • Claims Status Response - 277

Also as a part of HIPAA, Congress mandated the development and use of a national provider ID number (NPI). 
Healthcare providers apply for this 10 digit number through the National Plan and Provider Enumeration System (NPPES).

Providers who are an individual and in a group practice have several options: He/she may obtain an individual NPI 
and a group NPI, or just a group NPI, or just an individual NPI, depending on how the practice is structured. Either 
the group NPI or individual NPI may be used on health care claims.

However, there are situations where an individual NPI is specifically needed by some health plans to process claims. 
For example, some health plans require that laboratory claims include an individual NPI for the prescriber, and will 
reject the group NPI in the prescriber ID field. This means that individual prescribing providers should submit their 
individual NPI to the pharmacy at the time the prescription is submitted, or the laboratory when a test is ordered.

Clearinghouses
For Billers, clearinghouses serve two main purposes:

 1. They check claims for accuracy BEFORE the claims are submitted to the insurance payers. That means claims  
  are edited to a higher standard and reduces the normal error rate of around 30% to less than 2%. When claims  
  are submitted on paper, little errors are forgiven by carriers because they have the claim in front of them.  
  However, claims submitted electronically MUST be exact and correct in order for the claim to be paid. Using  
  a clearinghouse generally results in improved income for a practice because claims are edited to a higher  
  standard. Claims containing errors are rejected to allow for correction.
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 2. They reformat the data a biller sends into the format required under HIPAA carriers need to receive the data  
  in. When you sign up with a clearinghouse, they will map where your billing data is coming from in your  
  software, to where it needs to go in the correct format. You’ll be required to send a test batch of claims to the  
  clearinghouse so they can go through the mapping process.

There are obvious benefits of filing electronic transactions, such as, reduced costs associated with paper claims filing, 
reduced payment turn-around time and fewer errors.

Errors still may exist that are out of your control. For instance, clearinghouses generally cannot reject a claim based 
on whether or not a policy has terminated or is still in force. Also, most cannot tell if you have entered a social  
security number or claim number correctly. Certain information cannot be checked for accuracy, so you must be 
diligent in your data entry.

Use of electronic claims generally results in a shorter payment turn-around time. Carriers save money when they  
receive claims electronically as they are not having to input the claim data for each claim. Medicare actually  
penalizes a provider’s claims that are submitted on paper by holding payments longer. Sending claims electronically 
is a good incentive to speed up payment.

Clearinghouses are also considered a covered entity under HIPAA Transactions because they have the ability to 
convert non-standard transactions into to covered transactions.

Many clearinghouses offer other services such as electronic statement processing, eligibility verification, electronic 
remittance advice and electronic funds transfer. Using electronic eligibility verification allows you to find eligibility  
issues early in the reimbursement process. These transactions relatively low cost, so they are really effective in  
identifying problems often while the patient is still in the office.

Often, clearinghouses earn extra income from carriers for submitting electronic claims on top of what billers 
and providers pay them to submit transactions. However, the latest trend is for carriers to work exclusively with  
one particular clearinghouse, such as WebMD. In doing so, carriers are paying much less or nothing at all to  
clearinghouses under exclusive arrangements. That means that clearinghouse fees may be on the rise (someone has 
to pay) or they may have to restructure their business models to include other services or transactions that will make 
them more money.

With HIPAA administrative simplification, the idea was to create one standard format that could be used by  
providers and billers to submit claims to all carriers in the same way. Before HIPAA, there were about 400 so-called 

“national standard formats.” The creation of standard transactions through HIPAA has also created a multitude of 
problems for providers, clearinghouses and carriers.

Carriers and clearinghouses had invested a lot of money in their current systems, so they wrote companion guides 
to address additional data requirements and to accommodate their current systems. Now, there are over 800  
companion guides and it is very difficult to submit a standard transaction to various carriers. And software vendors 
were quick to promote upgrades that included some HIPAA capabilities but they didn’t necessarily address the 
needs of providers and billers.

The fact is, even if you have the ability to transmit claims in the 5010 standard format included in your billing  
program, you would still have to use the companion guide for each carrier to submit claims directly to that payor, 
which means a lot of extra tweaking and work to get claims to that carrier and you’d have to do this for each one, and 
every time a new change is required for every single payer, which would be cost prohibitive.

In order to alleviate this issue, many billers/doctors purchase additional modules for their billing programs that 
allow them to file claims directly with one or more payors or they simply use a clearinghouse, which simplifies the 
process entirely.
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The end result is that software vendors and carriers are passing the burden of compliance onto healthcare providers.  
Associated with the cost of compliance are time, extra programming, upgrade costs, implementation, employee  
education and etc. That means billers and providers still have little choice as to whether or not they utilize the  
services of a clearinghouse.

Under the Administrative Simplification Compliance Act, (ASCA), Congress made it mandatory for doctors and 
healthcare providers to submit claims electronically, with few exceptions. It is noteworthy to mention that small 
providers with fewer than 10 full time or equivalent employees are exempt, but if they use a billing service to submit 
claims electronically, then they must comply with HIPAA, including privacy, security and transaction standards.

Frequently Asked Questions

What is a print file?
One of many methods used by billers to send claim files to clearinghouses. It is a text file (picture) of the data.  
Instead of actually printing claims to a printer, you can save them to a file and send that file to the clearinghouse. 
This will require you to set up a new printer on your system by choosing a generic text file printer. You can still have  
your printer as the default printer, this would just be another printer choice. You should note that while some  
clearinghouses still accept a print file, many require claim transactions to arrive in the standard format as required 
by HIPAA Transaction Compliance Standards.

Can all clearinghouses accept a print file?
Most of them can but many will not accept print files any longer, so this is one question you need to ask any  
clearinghouses you may wish to use.

When is a Billing Service Considered A Clearinghouse Under HIPAA?
According to CMS, a billing service can be considered a clearinghouse and therefore, obligated to comply with  
HIPAA transactions standards as a covered entity. See CMS’ definition below:

 1. Processes or facilitates the processing of health information received from another entity in a nonstandard  
  format or containing nonstandard data content into standard data elements or a standard transaction.

 2. Receives a standard transaction from another entity and processes or facilitates the processing of health  
  information into nonstandard format or nonstandard data content for the receiving entity.

Given that the designation of an entity as a health care clearinghouse requires an examination of the functions of 
the entity, questions have arisen as to when a billing service’s functions or activities make the billing service a health 
care clearinghouse such that it is a covered entity for purposes of HIPAA.

In some cases, the business relationships that exist among health care providers, billing services, health care  
clearinghouses, and health plans affect their relative statuses as covered entities. The following examples of  
contractual arrangements between health care providers, billing services, health care clearinghouses, and health 
plans illustrate when and how such arrangements confer HIPAA covered entity status on a billing service.

 1. Billing Service 1 is a Health Care Clearinghouse. A health care provider sends claims data on paper to Billing  
  Service 1, with which it has a contractual arrangement whereby Billing Service 1 converts the paper data  
  into the standard claim transaction and then transmits it to a health plan. Billing Service 1 is a health care  
  clearinghouse because it receives non-standard data and converts it into a standard transaction.

  Conversely, a health care provider has a contractual arrangement with Billing Service 1 whereby Billing  
  Service 1 converts standard electronic remittance advices into nonstandard format for transmission to the  
  health care provider. Billing Service 1 is a health care clearinghouse because it receives standard transactions  
  and converts them into non-standard format.
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 2. Billing Service 2 is a Health Care Clearinghouse . A health care provider sends claims data on paper to Billing  
  Service 2, with which it has a contractual arrangement whereby Billing Service 2 converts the paper data into  
  the standard claim and transmits it to a health plan. Billing Service 2, in order to fulfill that contractual  
  arrangement, has an agreement with Health Care Clearinghouse A whereby Health Care Clearinghouse A  
  receives the paper data from Billing Service 2, converts it into the standard claim, and transmits it to a health  
  plan. Essentially, Billing Service 2 has out-sourced the translation function to Health Care Clearinghouse A.  
  Because Billing Service 2 has contracted with the provider to perform clearinghouse functions (which it does  
  by outsourcing the clearinghouse function to Health Care Clearinghouse A), Billing Service 2 is a health  
  care clearinghouse.

 3. Billing Service 3 is NOT a Health Care Clearinghouse . A health care provider has a contractual arrangement  
  with Billing Service 3 whereby Billing Service 3 conducts various claims preparation services and then  
  transmits non-standard claims to Health Care Clearinghouse B for conversion into standard format and  
  transmission to the health plan. The health care provider has a contractual arrangement with Health Care  
  Clearinghouse B whereby Health Care Clearinghouse B receives the non-standard claims from Billing  
  Service 3, converts the data to standard, and transmits it to a health plan. Billing Service 3 is NOT a health care  
  clearinghouse because it neither converts non-standard (paper or electronic) data into the standard claim  
  transaction, nor does it out-source this function.

 4. Billing Service 4 is NOT a Health Care Clearinghouse. A health care provider sends claims data on paper to  
  Billing Service 4, with which it has a contractual arrangement whereby Billing Service 4 conducts various  
  claims preparation services and then transmits a paper claim to a health plan or to Health Care  
  Clearinghouse C. The health plan has a business associate agreement with Health Care Clearinghouse C  
  whereby Health Care Clearinghouse C converts the paper claim to standard claim format and then transmits  
  the standard claim to the health plan. Either the health plan itself, or Health Care Clearinghouse C, converts  
  the paper claim from non-standard format into a standard claim. Billing Service 4 is NOT a health care  
  clearinghouse because it neither converts non-standard data into a standard, nor does it out-source this function.

Unfortunately, not many billers fall into the category of being exempt as most use a clearinghouse to translate or 
reformat claims into a standard format, which equates to (under CMS’ clarification) a biller being the same as a 
clearinghouse and therefore, a covered entity for transaction compliance. While we do not agree with CMS’s  
clarifications above, at this time, billing services usually must comply as a covered entity with regards to HIPAA 
transaction compliance standards. That does not mean a biller is a covered entity for privacy and security purposes.

Do clearinghouses print paper claims?
Some of them will print your claims for a fee. What you have to figure out is if that service will cost you more than 
printing yourself. Printing involved buying claim forms, formatting your printer to print in the right fields on the 
form (a daunting task), buying envelopes and postage, mailing the claims, etc. Often, billers would rather have the 
clearinghouse print and mail their paper claims.

What types of claims can’t be filed electronically and therefore require printing?
Plastic surgery claims are one example that requires extra documentation that must be attached to the claim (and 
therefore submitted on paper). These types of claims may require photos, office notes and an operative report. 
Claims that require additional documentation should be filed on paper and mailed to the carrier with the documents 
that establish medical necessity. Auto accident claims are another example of a claim that oftentimes must be filed 
on paper.

Do clearinghouses offer other services?
There are clearinghouses that offer eligibility transactions, which allow a biller to determine whether a patient is 
eligible for coverage up front, and therefore cutting some denials from the onset. Other services include statement 
processing, which is a service where they print and mail patient statements from an electronic file the biller uploads 
to their system.
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Census Management

Strategic management of hospital beds has become a high-pressure requirement in today’s world of health care 
facilities needing to do more with fewer resources. Hospitals operate more efficiently by determining the right level 
of care, bed availability, and occupancy rates. Manually generating a paper nightly census will not meet the needs 
of most hospitals. Using an electronic bed management system will provide timely notification of hospital activity, 
eliminate delays, and enable management to recognize and manage hospital stays on a current basis. Additionally,  
information from the electronic system may interface with other clinical or housekeeping systems to facilitate  
communication among the various departments.

Example of an electronic census management system:

Customer Information
Maintaining patient confidentiality is one of the most important duties of any health care organization; however 
there are instances when limited information may be relayed to others without the patient’s express permission.

Opting Out of the Facility Directory
Patients have the right to restrict access to their Protected Healthcare Information (PHI) when being treated in a 
healthcare facility by “Opting Out” of the facility directory. A facility directory is defined as the storage repository 
that contains the patients name and location within the facility. This repository may be electronic or paper based. 
By selecting the option to “opt out” of the facility directory, a confidentiality flag is placed in the computer system, 
patient tracking system, and/or on the patients chart alerting staff that no information may be disclosed to callers, 
visitors, florists, or clergy.
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Patient access employees are required to ask if the patient wishes to “opt out” of the facility directory and should 
educate the patient on the implication of their choice. Certain patient populations such as correctional and  
psychiatric patients are usually deemed automatically confidential and facilities restrict the release of information 
related to these patients except information required by law.

Medical Record Release
The patient record is a tool for documenting the care of the patient, whether the format is paper-based or  
computer-based. The purpose of the medical record is to:

 • provide a means of communication between the physician and other members of the healthcare team  
  providing care to the patient

 • provide a basis for evaluating the adequacy and appropriateness of care

 • provide data to substantiate insurance claims

 • protect the legal interest of the patient, the facility and the physician

 • provide clinical data for research and education

The provider owns the physical health records but the patient has the right to inspect, obtain a copy of, and restrict 
release of the medical record. Specific rules apply to the release of Protected Health Information both formally and 
informally.

Protected Healthcare Information (PHI) is any information that may be used to identify the patient. Protection of 
PHI is one of the primary aims of HIPAA. There should be evidence that the requestor has a legitimate right to the 
information on a “need-to-know” basis. The patient has a right to know who has accessed his PHI. Except for limited  
circumstances, the patient should provide written consent for the release of any PHI.

Healthcare organizations are required to have policies and procedures in place to protect PHI both electronically 
and physically. Physical safeguards include policies on unique user identification numbers and passwords to access 
electronic systems, policies on the appropriate disposal of printed PHI, and recommendations on equipment that 
may be to ensure compliance, and education on appropriate staff behavior that is conducive to protecting patient 
privacy and confidentiality.

Departure or Discharge
The Importance of Collecting Patient Liability 
The rising cost of healthcare is leading more insurers and employers to shift a greater share of their healthcare 
costs to consumers. Revenues directly from patients are becoming increasingly important to a hospital’s bottom line.  
Collecting from a patient is significantly different than making an insurance claim. Best practices should begin with 
the patient’s first encounter with the healthcare system – at the time of scheduling or registration – in order to:

 • Assess the patient’s insurance coverage and other financial resources

 • Screen all patients to determine ability to pay vs. those requiring assistance

 • Present the patient with an estimated bill itemizing his/her financial obligations

 • Secure payment from those who can pay at point-of-service (POS) and arrange for payment terms for balance  
  owed based on the hospital’s collection policies

 • Find payment sources for those who cannot afford care (identify potential federal, state, local, private and  
  charity funding sources) and automate the application process

Following these best practices boosts hospital efficiency, reduces costs, improves patient satisfaction levels, as well 
as addresses regulatory requirements for pricing transparency and patient advocacy.
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Hospitals today face growing financial challenges due to a major shift in the way they are compensated. Traditionally,  
healthcare providers obtained most of their revenue from insurers and government health programs; however, 
as healthcare costs escalated 5.5 times the rate of general inflation between 1999 and 2004, insurance companies,  
employers, and federal government programs shifted more of the costs to consumers in the form of higher co-pays 
and deductibles.

The percentage of employers offering health coverage fell nine percent between 2000 and 2005 while the number 
of Americans without health insurance coverage rose to 46.6 million people. As a result, self-pay has become the 
fastest growing hospital revenue segment, jumping from 5% on average in 2000 to more than 10% in 2004. With 
the growing prevalence of high-deductible, consumer-directed health plans, self-pay could easily exceed 30% of 
hospital revenues by 2012.

With the growth in self-pay and uninsured populations has come an increase in bad debt. Most hospitals collect  
between 2% and 8% of charges to uninsured patients. With overall margins averaging only 3% to 5%, hospitals  
cannot afford to ignore self pay accounts. A January 2006 survey in Modern Healthcare found that 67% of hospital 
chief executives listed financial challenges as one of their top 3 concerns, with 68% specifically identifying bad debt 
as one of their biggest issues.

Federal and state governments are also providing relief to patients who cannot afford to pay, as well as placing  
hospitals under greater scrutiny regarding their tax exempt status. Numerous states have adopted legislation related 
to these topics. One example comes from the Illinois House Healthcare Availability and Access Committee passing 
two related bills:

 1. The Tax Exempt Hospital Responsibility Act ensures that hospitals with beneficial tax-exemptions invest at  
  least 8% of total operating costs in providing care for poor patients.

 2. The Hospital Fair Billing and Collection Practices Act requires all tax-exempt and for-profit Illinois hospitals  
  to avoid unfairly aggressive and harassing tactics when seeking payment from patients.

The private sector is also placing new pressures on hospitals, as well as being a key driver in the expansion of  
healthcare consumerism. ‘Healthcare Spending Accounts’ with high deductibles (e.g., $5,000 to $10,000 or more) 
require hospitals to seek more reimbursement directly from patients that would previously have been collected 
from insurance companies. For hospitals that do not have effective patient payment collection practices in place, 
ever greater portions of the hospital’s bottom line are at risk.

Historically, most hospitals’ up-front collection efforts have focused only on patient’s copay and perhaps his or her 
deductible. Today’s financial challenges see more hospitals attempting to take the next step and determine estimated  
charges for services at time of registration. Others are working to present the contractual allowable charges based on 
the payors’ contract with the hospital. However, the ultimate approach is to take into account the patient’s benefits 
plan and the current year-to-date accumulation status for deductibles, co-pays, and out-of-pocket maximums.

Calculating Estimated Patient Liability
From the first day a healthcare provider has contact with a patient until the time the patient’s bill is settled, the  
account moves through a predictable series of steps known as the Revenue Cycle. Different members of patient  
access and Patient Business Services perform actions that affect the entire account flow.

Many healthcare providers unintentionally make the mistake of assuming the collection process begins with  
collection follow–up. However, as the diagram below shows, there are four additional major control points for  
collections before follow–up begins. The activities and communication that occurs during these four control points 
will affect whether or not a patient’s bill will be collected.
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The Five Major Control Points for Collections

There is a psychological advantage of collecting during the early stages  
of the revenue cycle. Consider who is being asked to pay during 
those stages. When collecting during the first four control points, the  
interaction is with a patient – not a debtor. Experience has shown  
patients to be more likely to pay their liability than a debtor.

In order to accurately calculate the estimated patient liability, the following information is necessary:

 • Insurance reimbursement method based on  
  the contract with the facility

 • Percentage contract

 • Per diem

 • DRG

 • Fixed Rate or Case Rate

 • Capitation

 • Estimated total charges, if necessary based on  
  the reimbursement method

 • Patient’s insurance benefits (policy provisions)

 • Remaining amount due for deductible

 • Co-insurance percentage

 • Co-payment amount

 • Remaining amount due for the maximum  
  out-of-pocket (OOP), including or excluding  
  the deductible
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It is important to understand the following definitions to accurately calculate patient liability.

Deductible: A portion of the covered expenses (typically $100, $250 or $500) that an insured must pay per benefit 
period before benefits are paid by the insurance plan. Deductibles are standard in many indemnity and PPO policies, 
and are usually based on a calendar year. Since the deductible must be paid before the insurance pays any benefits, 
that amount must be removed from the calculation at the beginning.

Maximum Out-of-Pocket: The most money an insured can be expected to pay for covered expenses per benefit 
period. The maximum limit varies from plan to plan. Some insurance companies count deductibles, co-insurance, 
or co-payments toward the limit, others do not. Once the maximum out-of-pocket has been met, many health plans 
pay 100% of certain covered expenses.

Patient out of pocket expenses continue to rise and the obligation to collect from the patient at the time or service is 
important to the facilities cash position. At the point of registration, accurate information regarding the patients out 
of pocket obligations must be calculated and communicated to the patient.
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Inaccurate health information may adversely affect the quality of an individual’s 
healthcare, insurance, and employability. As computerization of health information
continues and the scope of organizational exchange of health information widens into
health information exchanges (HIEs), maintaining the integrity and completeness of
health data is paramount.

The overarching goal of HIEs is to allow authorized users to quickly and accurately 
exchange health information to enhance patient safety and improve efficiency. 
Achieving this goal is dependent on the ability to link (match) multiple, disparate
records relating to a single individual.

A 2008 RAND report, “Identity Crisis: An Examination of the Costs and Benefits of a
Unique Patient Identifier for the US Health Care System,” noted that avoiding adverse
drug events, which are often the result of incomplete linking information about a 
patient’s medications or allergies, could save the healthcare system in the US about 
$4.5 billion per year.1 This report also points out that on average an 8 percent duplicate
record rate existed in the master patient index (MPI) databases studied. The average 
duplicate record rate increased to 9.4 percent in MPI databases with more than 1 million
records. Additionally, the report identified that the duplicate record rates of the enterprise
master patient/person index (EMPI) databases studied were as high as 39.1 percent. 

High duplicate record rates within EMPI databases are commonly the result of loading
unresolved duplicate records from contributing MPI files. EMPI systems that leverage
advanced matching algorithms are designed to automatically link records from multiple
systems if there is only one existing viable matching record. If the EMPI system identifies
two or more viable matching records when loading a patient record, as is the case when
the EMPI contains unresolved duplicate record sets, it must create a new patient record
and flag it as an unresolved duplicate record set to be manually reviewed and resolved.
Therefore, if care is not taken to resolve the existing EMPI duplicate records, the duplicate
rate in an EMPI can significantly grow as additional MPI files are added.

Patient identity integrity is the accuracy, quality, and completeness of demographic data
attached to or associated with an individual patient. This includes the accuracy and
quality of the data as it relates to the individual, as well as the correctness of the linking
or matching of all existing records for that individual within and across information
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systems. There are tremendous potential benefits and cost savings within the healthcare
industry contingent on accurate patient identification and interoperability. Participation
in an HIE can also provide increased efficiency in the delivery of healthcare by permitting
access to more complete and timely information regarding individual patients.

HIM Professional Involvement
Traditionally, the primary responsibility of the HIM professional has been to provide 
accurate data to support the delivery of quality healthcare. The HIM professional has to
balance the patient’s right to privacy with the need to allow access to health data for 
legitimate uses. Application of HIM skills within the HIE arena will expand opportunities
in the areas of information technology, database management, data analysis, and 
patient identity. HIM professionals possess the knowledge and skills that add value to
the effective planning and implementation of an HIE while ensuring compliance with
the HIPAA privacy and security rules. 

The unique skill set of the HIM professional is increasingly recognized and sought after
in today’s electronic healthcare environment. The increased importance of collecting
accurate and timely health data across multiple organizations and the integration of
new technology in the healthcare delivery system continue to both shape and expand
the role of the HIM professional. 

The purpose of this report is to provide general concepts and current examples of
methodologies for the development of data integrity and quality standards in HIE. 

HIE Models
HIEs typically have one of three architectures; centralized, federated (or decentralized),
and hybrid. The choice of architecture is driven by the organization’s privacy and 
security practices.

» In a centralized model each organization transmits patient demographic and clinical
information to a shared repository. This centralized repository is queried to obtain a
patient’s linked results and other information

» In a federated model the data source organization maintains custodial control over
the patient’s medical record and indices. When requested, data is queried from the
data source organization.

» A hybrid model is a mixture of the federated and centralized models. For example,
some HIEs use a modified hybrid model consisting of independent databases (federated)
for each data source on “virtual servers,” replicating all the benefits of federation
while leveraging economies of scale from centralized management capabilities. This
approach utilizes “virtual servers” and is believed to be more cost effective and 
scalable, providing additional security that would not be available through 
a more conventional approach. 

HIE organizations are governed by an HIE board of directors and/or executive committee
that provides oversight to specialty committees. The specialty committees develop 
policy and procedures that ensure health data are accurate, complete, relevant, 
and up to date. These committees are responsible for subject matter expertise and 
operational aspects including HIM, finance, technology, communication, and clinical
priorities. Each HIE must develop policies to ensure high levels of data integrity, including
data content standards and definitions to promote submission of quality data for which
the HIE and participating organizations are responsible.

Ensuring Data Integrity in Health Information Exchange
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The HIE governance structure specifies the distribution of rights and responsibilities of
the board, as well as the managers, shareholders, and other stakeholders. It also spells
out the rules and procedures for making decisions on corporate affairs. HIE governance
is also focused on promoting corporate fairness, transparency, and accountability. 
According to the Office of the National Coordinator for Health Information Technology,
the governance structure also incorporates the organization’s strategic response to risk.2

Some initial tasks traditionally include: 

» Establishment of a governance structure that achieves broad-based stakeholder collaboration

» Setting initial goals, objectives, and performance measures for the exchange of health
information that reflect agreement among the healthcare stakeholder groups and 
that accomplish regional or statewide coverage of all providers for HIE requirements
related to meaningful use (MU) criteria

» Establishment of mechanisms to provide oversight and accountability of HIE to 
protect the public interest

As an HIM professional, how can you get involved in your HIE? 
One way for HIM professionals to participate and guide HIE activities regarding data
integrity is to join HIE leadership—the board of directors or executive committee—or
specialty committees—HIM, finance, legal, audit and compliance, clinician, technology/
technical advisory, consumer advocacy, community project, or nominating—that 
develop policy and procedures that ensure health data are accurate, complete, 
relevant, and up to date.

Patient Information Exchanged within an HIE
The overall goal of HIE is to provide a patient’s requested clinical information in real time
and in a format that allows it to be used effectively by the provider currently seeing the
patient. To achieve this purpose the HIE may provide the requested information in a 
variety of ways. For example, accepted formats for exchange documents are varied and
include the Continuity of Care Document (CCD) or Continuity of Care Record (CCR),
scanned documents in PDF, TIFF or other format, HL7 records, plain text records, and
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the like. In most cases the document formats are dependent on the original source 
formatting. The “gold standard” is a document that can be “parsed” to provide discrete
data elements that can be incorporated into the current provider’s electronic health
record (EHR) using standard mapping and conversion techniques.

Although many HIEs have the ability to translate documents into other formats, 
providing such a service is expensive and requires constant maintenance and review.
Therefore, the HIE itself often only provides a view of a document provided by 
another source. 

Many HIEs are still developing their business models and working to establish transactional
volumes and records to ensure HIE viability and sustainability. In order to maximize
record volume they are willing to work with provider systems to accept records in a 
variety of formats. More fully developed HIEs permit participating providers to retrieve
data elements in standardized formats, which may then be incorporated within the
provider’s EHR. The actual incorporation of these data elements into the provider 
systems is the responsibility of the provider. One strategy some HIEs have adopted, 
and which others are considering adopting, is incorporation of both the NHIN and 
the Direct Project protocols in order to facilitate electronic information access. 

Incorporating the HIE’s information into a participant’s medical record
There are three models with regard to incorporating patient information obtained from
the HIE. One model permits cut and paste with attribution; one model permits scanning
the report itself into the chart so that the source is visible; and the third model permits
summarizing the content of the received information. The policy in each case is 
determined by the HIE’s board of directors. 

Patient Identification

How a patient’s information is maintained, corrected, or updated when
new information is sent to the HIE 
A combination of automated and manual processes are in use in various HIEs to 
maintain the integrity of any EMPI. Typically the HIE uses the same processes as a 
self-contained EMPI. It is continuously updated by data sources regarding patients 
who have opted in and out of the exchange. To a greater or lesser extent, historical 
information is maintained with all updates as patient matching algorithms match new
patient demographic information against existing information. Systems that rely on the
algorithm usually set a confidence level, so that if a match does not meet a confidence
threshold, then a new patient is created. A report is periodically run to identify likely
matches subsequently reviewed by the HIE staff. Depending on staffing availability, 
HIE staff follow up with the submitting facilities as necessary to verify the validity of the
demographic data. Corrections are made as necessary and when indicated. Duplicate
patients are merged or linked. Many HIEs also receive HL7 merge messages from each
participant. These messages are routed into a work queue and patients are electronically
and manually merged, linked, or updated.

The processes to correct demographic data depend on the individual HIEs and their
agreements with the participating hospitals or providers. At a minimum, the HIE’s 
policy should clearly state who can initiate a correction, what notifications are required
(by whom, and to whom), and within what time frame of the correction.
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Clear and concise policies and procedures are required at both the organizational and
HIE levels to ensure corrections are handled in an appropriate manner. For example, in
Massachusetts, Hospital A requires that all requests for amendments or corrections to
health information be submitted to the hospital within five business days.3 The HIE is
not allowed to independently and arbitrarily make patient amendments to health 
information. As the HIE will most likely not be the source system for either the patient’s
demographic or clinical information, corrections in the HIE environment can be risky. 

Since it is essential to propagate any change to all copies of the health record across the
continuum of care, all participants within the HIE should understand how and when
corrections will be made by the HIE and the impact those corrections may have on the
patient’s records. HIM professionals can provide leadership and guidance regarding
HIPAA privacy rule amendment requirements for both the source organizations and
the HIE.

Process for ensuring all information in the record attributed to a patient
actually belongs to the patient
A combination of algorithms and programmatic matching, human review of matches
that fail programmatic linking, and periodic sampling and review of data quality should
all be represented in a well-rounded data integrity program. 

Ideally, before sharing data with an HIE each organization will have made a formal
commitment to accurate patient identification by establishing guidelines for data 
stewardship and data governance with quantifiable expectations and performance 
standards in order to decrease the number of duplicate patients in their healthcare 
systems. Many HIE organizations will employ advanced matching algorithms capable 
of identifying up to twice as many potential duplicate record sets than most duplicate
record reports found in healthcare information systems. This increased accuracy in 
duplicate record detection within the HIE has the potential to highlight the need for
greater patient identity scrutiny and possibly improved patient identity management
technology with the patient access and HIM departments. 

Ensuring Data Integrity in Health Information Exchange
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Although improved technology is important, inside each participating organization and
within the HIE there should be multiple stakeholders who identify problem areas and
monitor performance. This group should also define the format for each field and data
definitions for each field (to increase consistency) and create processes for complete and
accurate data capture for all required fields. HIM and IT staff, in their collaborative
roles, should examine each system interface and any affiliated domains with reasonable
tests to assure accurate patient identification. The individual healthcare organizations
should establish internal review and acceptance criteria and performance metrics, 
perform baseline and continuous assessments of patient identification practices, and
provide performance feedback to affected staff. 

Data Elements Used in Patient Selection

Process to ensure accurate selection, by requester, of information belonging
to the correct patient
HIEs have varying minimum criteria for searching for a patient. 

At a minimum we believe that the patient’s last name, first name, and date of birth
should be used to score and match a patient. If the requester does not supply the 
required elements, no patient data will be accessed. Not only is it necessary to ensure 
the information in the index associated with that patient’s identifiers actually belongs to
the patient in question, but care must also be taken to ensure the requestor selects the
correct patient from the available choices. The literature discusses both “pull” and
“push” technology in relation to the combining of clinical data from multiple sources
into one view for the requester and the various algorithms used to provide the list of
possible candidates, but little information is available regarding how to ensure the 
requestor selects the correct patient.4

Process to ensure all available patient information maintained in the HIE is
displayed and/or accessible to the requesting party
In order to perform this task, the HIE must use some type of intelligent search mechanism
or protocol that can first present a concise list of possible matching patients and records
and allows for minor errors such as typos and “sounds-alike” naming. Once the user 
selects the specific patient, the HIE must then search its databases for records identified
as belonging to that specific patient. The identified records may be contained within the
HIE (centralized) or held by an affiliated source (federalized) or may be a hybrid. The
list of possible matching patients is returned to the requester, who then selects the 
patient. A request is then sent through the system to find any available documents for
the specified patient. From the list of available documents, the provider selects which
document(s) he or she wishes to actually see or review. This selection initiates a query
for the actual document(s), which is then retrieved and displayed for the provider. 
For the HIE to successfully present a comprehensive list of records for the specified 
patient, there must be some type of patient matching process in place. 

Process/method for locating patients outside the jurisdiction of your HIE
(an external HIE query)
Presently, inter-HIE patient inquiries can occur through the National Health Information
Network utilizing the Integrating the Healthcare Enterprise Cross-Community Patient
Discovery (XCPD) profile.5 The XCPD offers a means to discover mutually known 
patients and a method to correlate the patient's identifiers across those communities. 

Ensuring Data Integrity in Health Information Exchange
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In conjunction with the XCPD, the Cross-Community Access (XCA) profile provides a
method to assemble clinical documents (CCD, CCR, radiology [DICOM] images, and
the like).

To illustrate, imagine that Dr. Graff has an encounter with his patient, Elizabeth “Beth”
Hexom. Currently, Beth lives in Dallas; however, she recently moved there from Detroit.
Thus, the majority of Beth’s past medical history is stored in the clinical systems of
provider institutions in the Detroit area. Fortunately, Dr. Graff 's HIE has the ability to
discover patient data that exists outside of the local, Dallas-based community. Dr. Graff
directs a patient inquiry through the North Texas HIE utilizing the Cross-Community
Patient Discovery (IHE XCPD profile) protocol supported by the NHIN to the Detroit
HIE and finds the relevant patient identifiers from the Detroit community who repre-
sent Beth Hexom. With this information, Dr. Graff can subsequently use the Cross
Community Access (IHE XCA profile) to look for documents containing Beth’s past
medical history held within the Detroit community.

It is important to note that according to the NHIN Patient Discovery Specification 
Version 2.0 that HIEs provide advanced probabilistic matching for patient inquiries.
Specific restraints are also defined in order to mitigate the risk of false negative and false
matches.6 These restraints require that inter-HIE searches can return multiple records
from different healthcare organizations, but can only return one record per “assigning
authority” or organization-specific MPI (data source). Therefore if a hospital contains a
duplicate record for the requested patient, then the HIE is required to return an error
message and is not allowed to return any results (from that data source) to the requesting
HIE. The HIE is still able to supply the requesting HIE with non-duplicated patient
records, but must block any information from the organization that has not resolved 
a compromised patient record within their own organizational/enterprise MPI.7

If multiple matches occur, the requester can resubmit the query with additional 
demographic information or contact the healthcare provider directly to verify the 
possible existence of clinical records for their patient.

Ensuring Data Integrity in Health Information Exchange
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Secure Data Transfer
HIEs employ a combination of approaches depending on their integration architecture.
Some examples include an encrypted virtual private network for interfaced clients, se-
cured sockets layer (a protocol for encrypting information over the Internet) or secured 
portal with applicable HIPAA safeguards (password complexity, timeouts, and so forth)
for portal users.

Of the HIE survey respondents, all are committed to providing secure clinical data 
exchange as defined by ONC and HITSP, including public key encryption and hardware/
software tokens. ONC recognizes that secure data transfer is essential from both a 
security and privacy perspective. A clinical message service that meets industry 
security standards will be utilized and required for HIE certification. For example, 
the Commonwealth of Virginia HIE is committed to implementing the HITSP Secured
Communication Channel Transaction to provide the mechanisms to ensure the 
authenticity, integrity, and confidentiality of transmissions, and the mutual trust 
between communicating parties.8,9 Their objectives include providing: 

» Mutual node authentication to assure each node of the other’s identity

» Transmission integrity to guard against improper information modification or 
destruction while in transit 

» Transmission confidentiality to ensure information in transit is not disclosed to 
unauthorized individuals, entities, or processes 

Data stewardship of the data maintained by the HIE
Health data stewardship is a responsibility, guided by principles and practices, to ensure
the knowledgeable and appropriate use of data derived from individuals’ personal
health information. Data stewardship is everyone’s responsibility. This is a particularly
sensitive issue in healthcare today because there is no federal law establishing
precise ownership rights or responsibilities. Health data stewardship encompasses the
responsibilities and accountabilities associated with managing, collecting, viewing, 
storing, sharing, disclosing, or otherwise making use of personal health information.10

This is further complicated by HIPAA because organizations must consider the relationship
between covered entities, organized healthcare arrangements, business associates, and
the obligations for disclosure of information to patients. EMPI managers must consider
how data should be distributed in the HIE ecosystem. A patient record source can 
control data distribution by specifying which entities should see patient data either 
during patient query or during patient identifier cross reference notification. The 
patient can control which providers should see their data using a patient consent portal
by using the portal to grant or revoke the consent given to a provider.

In 1973, a task force was formed at the US Department of Health, Education, and 
Welfare—now Health and Human Services—to look at the impact of computerization
on medical record privacy. The task force developed a code of fair information practices,
consisting of five clauses: openness, disclosure, secondary use, correction, and security.11

The value of fair information practices not only rests in providing a framework for pri-
vacy laws, but in forming the foundation of an individual organization’s privacy policy, 
regardless of whether it is a private, public, or nonprofit organization.12 The principal

Ensuring Data Integrity in Health Information Exchange
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components embodied in this framework are those that make sense for any organization
adopting enhanced HIT. They include:

» Individual access

» Correction

» Openness and transparency

» Individual choice

» Collection, use, and disclosure limitation

» Data quality and integrity

» Safeguards

» Accountability

Health data stewardship is becoming increasingly important—not only to ensure privacy
protection, but also to ensure the data used to make decisions are sound and properly
maintained and retained. Within healthcare, the importance of health data stewardship
has arisen because of concerns regarding data management—especially in light of 
automated collection and enhanced data mining tools that potentially make electronic
health data more vulnerable to risk—again, not only in terms of privacy protections,
which are of utmost importance, but also in the quality of data with which health-related
business and clinical decisions are made. 

Summary
Ensuring data quality is not a trivial task. Ideally, the health data in an electronic record
should be accurate, up-to-date and complete; but unfortunately the real world is far
from ideal. High-quality data requires us to have a very clear understanding of the
meaning, context, and intent of the data—unambiguous and, ideally, standardized 
computable definitions of data that can form the basis for future safe decision making.

To facilitate data quality, the ultimate goal of any HIE should be accurate identification
of the patient. HIE patient identity and administration has three patient identification
profiles: (1) the patient identifier cross-reference profile that matches patients by 
cross-referencing IDs; (2) the patient demographics query profile queries a central patient 
information server; (3) patient administration management knows where the patient is,
was, or is going.13 In addition the HIE should assign a unique patient/person identifier
by using advanced record matching techniques, for example, probabilistic algorithms,
and manual processes, as needed.

Nine influences have been identified as industry standards: system interfaces, algorithms,
unique identifiers, business processes, data accuracy, data quality, training, and medical
devices. Very high MPI duplication rates have been identified in all arenas. Meeting 
industry standards regarding data quality could therefore produce tremendous benefits
both in terms of monetary savings and quality of care. 

Quality information is essential to all aspects of today's healthcare system, so improving
the quality of data, information, and knowledge is paramount as we transition from
paper to EHRs. Many errors and adverse incidents in healthcare occur as a result of
poor data and information. In addition to threatening patient safety, poor data quality
increases healthcare costs and inhibits health information exchange, research, and 
performance measurement initiatives. 

HIM professionals play a critical role by leading initiatives related to standards, 
technologies, education, and research that are vital for capture, use, and maintenance 
of accurate healthcare data and facilitating healthcare’s electronic evolution.

Ensuring Data Integrity in Health Information Exchange
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PTARGS_0_12811_955287_0_0_18/NHIN_Patient_Discovery_Production_
Specification_v2.0.pdf 

5. Ibid. 

6. US Department of Health and Human Services. NHIN Patient Discovery Production
Specification, Section 6, Risks and Mitigation.

7. US Department of Health and Human Services. NHIN Patient Discovery Production
Specification, Section 3.1.6, Returning Multiple Entries.

8. Commonwealth of Virginia Health Information Exchange (COV-HIE) Strategic
Plan, Version 1.0, July 30, 2010. www.hits.virginia.gov/hits-devel/HITAC/
COV-HIE%20Strategic%20and%20Operational%20Plans%20Version%201%
200_FINAL.pdf.

9. HITSP Secured Communication Channel Transaction T-17. www.hitsp.org/
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10. Safran, Charles, et al. “Toward a National Framework for the Secondary Use of
Health Data.” Journal of the American Medical Informatics Association 14, no.1 
(Jan.–Feb. 2007): 1–9. 

11. Federal Trade Commission. “Fair Information Practice Principles.” 
www.ftc.gov/reports/privacy3/fairinfo.shtm 

12. US Department of Health and Human Services. “The Nationwide Privacy and 
Security Framework for Electronic Exchange of Individually Identifiable Health 
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13. The HIE would be wise to invest in and implement the following industry standards:

1. ASTM–E1714, Standard Guide for Properties of a Universal Healthcare Identifier;

2. ASTM–E2553, Guide for Implementation of a Voluntary Universal Healthcare
Identification System (no standards exist for the data elements); 

3. HITSP TP22, Patient ID Cross Referencing Transaction Package; 

4. HITSP T23, Patient Demographics Query Transaction; 

5. Health Level Seven (HL7) Version 2.5 or higher. 
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1 

Our Patients’ Experience 

Why It Matters 

Why does 
patient 

experience 
matter? 

It matters because  
the patient  

is the center  
of the care  
we provide. 

We can  
continue to offer 

great care  
only if we 

continue to have 
patients! 

Did you know? 
 
•  Patients find it easier to evaluate the quality 

of the service they receive than to evaluate 
the quality of the care they receive. 

•  Therefore, quality of service may play a 
bigger role in their choice of physician and 
practice. 
     
    And if the service isn’t 
great ... 

 

Even if we provide the highest quality 
of care … 

If the patient 
perceives poor 
customer service, it 
could have a 
significant, adverse 
impact on the 
practice.  
For example… 
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Jane Jackson, a 45-year-old wife and 
mother of two, comes to the clinic for 
shoulder pain. 

Once inside, Ms. Jackson finds the 
receptionist sending a text message         
and receives no greeting or help  
for several minutes. 

Ms. Jackson knows there are other 
options in town, so she doesn’t tolerate 
the poor service. She walks out the door. 

Once she leaves, she won’t 
come back … and it’s not 
just  
Ms. Jackson the practice 
loses as a patient … 

Remember, Jane Jackson is a wife and 
mother of two. If she has a bad 
experience, she won’t hesitate to take 
her family elsewhere for healthcare.  
 
That one poor customer service 
experience can prove costly. 
 

Jane’s healthcare costs  
for the year are significant  
because she needs: 
 
  •  Initial shoulder checkup  
     and x-ray  

  •  Follow-up visit for injury and supplies 
 
  •  Annual preventive exam  

  •  Acute visit to walk-in clinic 

  •  Acute visit to walk-in clinic 

  •  Flu vaccine 
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3 

Her 47-year-old husband needs: 
 
  •  Annual preventive exam 

  •  Flu vaccine 

Her 13-year-old son needs: 
 
  •  Annual preventive exam 

  •  Sports physical  

  •  Acute visit to family 
     physician 

  •  Flu vaccine 

Her 15-year-old daughter needs: 
 
  •  Annual preventive exam 

  •  Sports physical and second  
     HPV vaccine 

  •  Acute visit to family 
     physician 

  •  Third HPV vaccine 

  •  Flu vaccine 

What did that one bad 
customer service experience 
cost the practice?  
 
How many people did Ms. 
Jackson tell about the poor 
customer service? 
 
How many patients will never 
come to the practice as a 
result of that one bad visit? 
 
When you have a bad 
experience somewhere, how 
many people do you tell? 

Think about it … 

If Ms. Jackson had walked out  
of our practice, how much income 

would we have missed  
because of that one bad  

patient service experience? 

Who could a patient possibly 
deal with during a visit? 

• Receptionist 

• Locum Tenens or other contracted temp worker 

• Medical assistant 

• Nurse 

• Physician 

• Billing 

• Medical records 

• Radiology staff 

• Phlebotomist  

• Administrator  

• Any of the clinic or contracted staff  

• Mid-level providers 

Information desk associate 
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Many people interact with a patient before, 
during and after a clinic visit. Just one poor 
exchange with someone in our clinic could 
turn a patient away. This could even be 
before the first visit, as a result of a call to 
the practice.  
 
Every contact with a patient or patient 
representative is important and should 
be treated as such! 

It doesn’t stop with one family 
•  An average dissatisfied patient tells  

25 others about the negative experience. 
•  For every patient who complains,  

20 other dissatisfied patients don’t complain. 
•  Of those dissatisfied patients who don’t 

complain, 10 percent will return while  
90 percent won’t. 

•  It costs 10 times more to attract new 
customers than it does to retain current ones. 

 

Zimowski, HFMA Journal 2004    Rubin, et. al. JAMA 270 

•  An average dissatisfied patient tells  
25 others about the negative experience. 

•  For every patient who complains,  
20 other dissatisfied patients don’t complain. 

•  Of those dissatisfied patients who don’t 
complain, 10 percent will return while  
90 percent won’t. 

•  It costs 10 times more to attract new 
customers than it does to retain current ones. 

 

Times are changing 

•  National healthcare focus has shifted  
to put a greater emphasis on accountability. 

•  Patient satisfaction ratings, such as Centers 
for Medicare & Medicaid Services (CMS) 
indicators, are public information and readily 
available online for potential patients to view 
and compare. 

  

Patient  
experience  
strategy 

Strategy 

•  We should identify customer service as 
one of our key priorities. 

•  Great patient experience is important  
to our patients and to our bottom line. 

•  We should identify patient service issues 
and address them.  

•  Are there gaps or inconsistencies in our 
service? Are there things that frustrate our 
patients that we don’t know about? 

Our plan of action 

•  Collect information from patients about 
the customer service we provide 

•  Celebrate high marks from our patients, 
and take steps to improve service issues 

•  Do it again and again, so our service 
gets better and better 
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Expectations of the team 

•  If asked, agree to serve on the patient 
satisfaction work group, to be formed soon. 

•  Work group will collect first round of patient 
satisfaction information.  

•  All of us will review the collected information. 
•  We’ll celebrate areas of good service – and 

develop improvement projects around areas 
that need help. 

Questions? Comments? 
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Current Trends in Revenue Cycle 
Performance Benchmarks, ,
Outsourcing and Reform

1
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Benchmarking

Discussion Outline

 Discussion Objectives and Approach
 Process Definition Process Definition 
 Leading Practice Comparison
 Trends in Outsourcing Trends in Outsourcing 
 Reform Update for Revenue Cycle Professionals 

© 2011 Huron Consulting Group. All rights reserved. Proprietary & 
Confidential. 2
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RelevanceRelevance

3
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What do you Consider the Revenue Cycle ?

Almost all processes and inputs can have measurement tailored that targets 
t iti h it l f i l f l

y y
Definition of Revenue Cycle

opportunities across a hospital or professional fee revenue cycle.  
Key Selection Factors: Accuracy, Relevance, Actionable

© 2011 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 4
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Definitions

Benchmarks, performance standards, 
 A performance standard something can be measured or judgedp g j g
 A measure of performance of a process relative to another similar item 

in an impartial scientific manner
 Benchmarks can be # or other process performance indicatorsBenchmarks can be # or other process performance indicators 

What isn’t a benchmark or performance standard 
 Simple counting : How much is there? How many there are of Simple counting : How much is there? How many there are of 

something? That’s Measurement …. 
 Tracking outcomes or volumes across a set of similar processes / 

locations without ownership That’s pointless comparisonlocations without  ownership ‐ That s pointless comparison 
What  destroys benchmark value 
 Normalization of data 
 Poor alignment  ‐ or does your team find value in the measure

© 2011 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 5
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The Error of Normalizing Data 

© 2010 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 6
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Critical Success Factors 
 Measure to improve …. Not to promote 
 Measurement should foster distributed accountability …..personal ownership 
 Invest in automation of measurement and report production 

• Stability is as important as relevancy!  If a performance report, data 
elements, format or distribution frequency changes  it is viewed as less 
relevant  

 Standards can be internal or external to your organization
• Don’t be a snob  ‐ e.g. UHC g

 Don’t normalize a national / regional  / benchmark … 
 Can’t find a relevant benchmark?  Set relevant performance comparisons 

• Requires more frequent review for relevancy• Requires more frequent review for relevancy 
 Align with performance standards – benchmarks  ‐ real $ 

• This is not an academic exercise .   

© 2011 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 7
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Leading Practice Comparison
Current Performance Metrics and Practices

Revenue Cycle Function Revenue Cycle Leading Practice Performance Indicator

Pre‐Registration & 
Insurance Verification

On average, pre‐registration and insurance verification 
activities are completed 7 days out for scheduled services

Pre‐Registration & 
Insurance Verification

95%+ of patients are financially secure at admit/service for 
scheduled or elective cases

Financial Counseling 90%+ of uninsured and underinsured patients are financially 
d b d hFinancial Counseling screened by discharge

Charge Capture
OP Charge capture audits are performed for high dollar and 
high volume areas on a regular basis with a error rate of < 
10%10% 

Clinical Documentation

Comprehensive, concurrent clinical documentation 
improvement program driven by dedicated CDS associates. 
The Average CDS contributes > $500K in MSDRG NR

© 2011 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 8

The Average CDS contributes > $500K in MSDRG NR 
improvement 

Below Average Performance/Not Measured =           /    Average Performance =           /    Strong Performance =   
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Leading Practice Comparisong p

Revenue Cycle Function Revenue Cycle Leading Practice Performance Indicator

Current Performance Metrics and Practices (continued)

Bill Hold Resolution
Comprehensive Billing Work‐In‐Process (WIP), post 
suspense, is within 2 days gross Average Daily Revenue 
(ADR)

HIM / Medical Records Chart deficiencies and uncoded accounts are tracked, 
reported, and communicated 

Account Follow‐up Average follow‐up activity (productivity) is within leading Account Follow up practice range (45‐55 accounts per day per staff member)

Revenue Cycle‐wide Total A/R (including unbilled) aged over 360 days from 
discharge is below 2%

Vendor Management

Vendors are strategically deployed throughout the 
Revenue Cycle.  Vendor performance is tracked and 
monitored on a monthly basis.  Regular vendor meetings 
are conducted to review performance

© 2011 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 9
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Other High Level Revenue Cycle Benchmarks  

Category Berkeley TargetsCategory Berkeley Targets 
 Accounts have timely, proactive,  > 90%

and effective processing
F ll Q li 75% Follow‐up Quality  > 75%

 Avoidable Administrative Codes <1.5% of NR
 Total AR Agings 360+  <5%
 Total AR Agings 90+ <19%
 Bad Debt Write‐Off Codes <3% of NR 
 Billing Work In Process 3 days ADRBilling Work In Process 3 days ADR
 Net AR Days <40 days
 POS Collections 1% of NPSR

© 2011 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 10
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Analysis Process 

 Performance Measure Objective: Determine opportunity for cash flow / process 
improvement by reviewing the frequency quality and effectiveness of account

Active A/R Account Reviews – Account Processing Activity

y

improvement by reviewing the frequency, quality, and effectiveness of account 
processing activity (e.g., billing, follow‐up, appeals)

 Leading Practice: Every Supervisor needs to be able to explain the measure 
• More than 90% of accounts have timely proactive and effective processingMore than 90% of accounts have timely, proactive, and effective processing
• Proactive processing occurs at least every 30 days for accounts over $1,000                           
and more frequently for accounts over $10,000

• All processing activity (including vendor activity) is 
Account Processing Activity

(% of accounts)p g y ( g y)
thoroughly documented

 What are the main areas of process breakdown: 
• Coding issues delaying billing

Not Timely, Proactive, 
or Effectiveg y g g

• Large gaps in follow‐up
• Interdepartmental hand‐offs including medical 

record requests

50%
Timely, 

Proactive, and 
EffectiveNo record requests

• Coordination of benefits
• Lack of escalation impacting account resolution

© 2011 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 11
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Analysis Process 

 Measurement Objective: Determine opportunity for cash 
flow improvement by reviewing the frequency and

Active A/R Account Reviews – Denials Management

flow improvement by reviewing the frequency and 
impactability of denials (e.g., authorization, timely filing, 
missing documentation)

 Leading Practice: Supervisor presents  Summary of Impactable and 

• <5% of accounts receive impactable denials
• Appeal steps and status are thoroughly documented

 Denial Trends Observed in Reviews: 

Potentially Impactable Denials
(% of accounts)

• Approximately 13% of the accounts reviewed received an 
impactable denial

• Approximately 22% of the accounts reviewed received a 

Med. Necessity / 
Non Covered

32%
Eligibility / 

Authorization
25%

potentially impactable denial
• Appeal steps and status were not thoroughly documented

Coding /

Other
19%

© 2011 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 12

Coding / 
Documentation

14% Timely Filing
10%
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Outsourcing Trends g

Knowledge 
Flexible 
Contract 

Accelerated 
Cash & 

People | Best Practice Process | Technology

Transfer Terms with  
Shared Risk

Reduction 
of A/R

People  |  Best Practice Process  |  Technology

Qualitative &
Utilizing & 
Optimizing

Patient 
Centric

Qualitative & 
Quantitative 
Reporting

Optimizing 
Tools to 
enhance 

Performance

Example: Some vendor programs are designed to audit and correct 100% of patient 

registrations, specifically evaluating data completeness and accuracy of patient 

© 2011 Huron Consulting Group. All rights reserved. Proprietary & Confidential. 13

demographic and insurance information.  The program blend of automation and 

people power to make corrections prior to the time of service or bill drop.  
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Reform Update

Its 1993 Again!  

• Capitation 
• Hospital Employed Physicians
• Government having an increased role in decision making

14

• Government having an increased role in decision making
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Reform Update for Revenue Cycle Professions 

Three common elements of healthcare reimbursement over the next 20 years

Q lit d A t bilit f Q lit• Quality and Accountability for Quality

• Payment Transformation

• Delivery Model Redesign• Delivery Model Redesign

Maryland is leading the way…..

• Quality and Accountability for Quality HSCRC Quality Indicators• Quality and Accountability for Quality - HSCRC Quality Indicators

• Payment Transformation – Total Patient Revenue Hospitals 

• Delivery Model Redesign – Downtown Medical Home ModelDelivery Model Redesign Downtown Medical Home Model

15
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Maryland Quality Reimbursement Examples 

Maryland Hospital Acquired Conditions (MHAC) 
• 49 patient conditions tracked and reported 
• Complications are measured against CMI – Adjusted ‘expected” 

number of complications 
• Hospitals with less complications than expected , will receive 

dditi l i b tadditional reimbursement
• Hospitals with less complications than expected , will receive 

less reimbursement 

Readmissions
• Admission Readmission Revenue (ARR) 
• The bundling of 30 day impatient episodes of care 
• Currently a voluntary program that offers revenue protection for 

hospitals that reduce readmissions for a 3 year period 

16
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Maryland Patient Transformation Examples

Total Patient Revenue: TPR 
• A 3-year demonstration project has begun where some Maryland hospitals will not be 

paid on a volume-based model (charge per case) They are now paid under a totalpaid on a volume based model (charge per case). They are now paid under a total
patient revenue model. 

• Under TPR, our annual amount of total revenue is fixed for all services, care, treatment 
and procedures provided in the hospital. 

• The focus is now the appropriateness of the admission rather than the number of 
admissions.

• TPR focuses on wellness and the cost effectiveness of the care delivered; it is 
preparing us for health care reform on a national level.

Calvert Memorial Hospital
Carroll Hospital Center
Chester River Hospital Center
Garrett County Memorial Hospital

preparing us for health care reform on a national level.

Garrett County Memorial Hospital
McCready
Meritus Medical Center
Shore Health System
Union Hospital

17

p
Western Maryland Health System
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Maryland Medical Home Model Creation 

• Medical Home models aim to provide accessible, continuous, coordinated and 
comprehensive patient centered care

• Regional structure that covers all care delivered in an area to a given• Regional structure that covers all care delivered in an area to a given
population

• Managed centrally by a primary care physician
• Physician practices and hospitals are encouraged or required to improve 

practice infrastructure and meet certain qualifications.

The Goal 
• Medical Homes are intended to encourage a population-based proactive andMedical Homes are intended to encourage a population based, proactive and

planned approach to care, whereby care is coordinated across various 
providers.

• Targeting improved service, access, reduced unnecessary care and engaging 
ti t i th it b ttpatients in the community better .

East and West Baltimore medical home models are under design.  We expect 
them to be rolled out in the next 1-2 years 

18
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HYPERTENSION, HEART 
DISEASE & STROKE 

 
Celeste Sison & Lehuanani Akau 

HEALTHY PEOPLE 2020 
GOAL 

“Improve cardiovascular health 
and quality of life through 
prevention, detection, and 

treatment of risk factors for heart 
attack and stroke; early 

identification and treatment of 
heart attacks and strokes; and 

prevention of repeat 
cardiovascular events.” 

What is Blood Pressure 

 Blood pressure (BP) is the pressure exerted 
by circulating blood upon the walls of 
blood vessels, and is one of the principle 
vital signs.  When seud without further 
specification, blood pressure sually refers 
to an arterial pressure of the systemic 
circulation during each heart beat, BP 
varies between maximum (systolic), 
minimum (diastolic) pressure. 

Pathophysiology of HTN 
 What happens when BP is increased… 

 Blood pressure measures the force pushing outwards 
on your arterial walls. 

 The organs in your body need oxygen to survive. 
Oxygen is carried through the body by the blood. 
When the heart beats, it creates pressure that pushes 
blood through a network of tube-shaped arteries and 
veins, also known as blood vessels and capillaries. The 
pressure --- blood pressure --- is the result of two forces. 
The first force (systole) occurs as blood pumps out of 
the heart and into the arteries that are part of the 
circulatory system. The second force (diastole) is 
created as the heart rests between heart beats. 
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Causes of HTN 
 Two forms of high blood pressure have been described: 

essential (or primary) hypertension and secondary 
hypertension.  

 Essential hypertension is a far more common condition 
and accounts for 95% of hypertension.  

 The cause of essential hypertension is multifactorial, that 
is, there are several factors whose combined effects 
produce hypertension. 

  In secondary hypertension, which accounts for 5% of 
hypertension, the high blood pressure is secondary to 
(caused by) a specific abnormality in one of the organs 
or systems of the body.  

 Groups or societies that have a fairly high intake of salt, 
exceeding 5.8 grams daily. Salt intake may be a particularly 
important factor in relation to essential hypertension in 
several situations, and excess salt may be involved in the 
hypertension that is associated with advancing age,  

 African American background, 

 Obesity,  

 Hereditary (genetic) susceptibility, 

   Kidney failure (renal insufficiency). 

 The current research in this area is focused on the genetic 
factors that affect the renin-angiotensin-aldosterone system. 
This system helps to regulate blood pressure by controlling salt 
balance and the tone (state of elasticity) of the arteries. 

 FACT:  Approximately 30% of cases of essential hypertension 
are attributable to genetic factors. 

 
Kieran McGlade  Nov 2001  

 
Department of General Practice QUB 

Hypertension and 
Diabetes 

 Hypertension co-exists with type II in about 
40% at age 45 rising to 60% at age 75. 

 70% of type II patients die from cardio-
vascular disease. 

 At least 60% of patients will require 2 or 3 
antihypertensive agents to achieve tight 
control. 

 
Kieran McGlade  Nov 2001  

 
Department of General Practice QUB 

Aetiology of Hypertension 

 Primary – 90-95% of cases – also termed “essential” of 
“idiopathic” 

 Secondary – about 5% of cases 
 Renal or renal vascular disease 
 Endocrine disease 

 Phaeochomocytoma 
 Cusings syndrome 
 Conn’s syndrome 
 Acromegaly and hypothyroidism 

 Coarctation of the aorta 
 Iatrogenic 

 Hormonal / oral contraceptive 
 NSAIDs 
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Kieran McGlade  Nov 2001  

 
Department of General Practice QUB 

ACE Inhibitor Side Effects 
 Cough (15% of patients. Is reversible) 

 Taste disturbance  (reversible) 

 Angiodema 

 First-dose hypotension 

 Hyperkalaemia ( esp. in patients with type II 
diabetes and renal dysfunction) 

 
Kieran McGlade  Nov 2001  

 
Department of General Practice QUB 

Follow-up 
 For patients with BP stabilised by management, 

follow up should normally be three monthly 
(interval should not exceed 6 months), at which 
the following should be assessed by a trained 
nurse:  
 

 *   Measurement of BP and weight   
*   Reinforcement of non-pharmacological advice  
*   General health and drug side-effects   
*   Test urine for proteinuria (annually) 

 
 

Kieran McGlade  Nov 2001  
 
Department of General Practice QUB 

Drug Treatment of Essential 
Hypertension in Older People 

 There is strong evidence to support the use of diuretics 
as first-line agents.  

 Antihypertensive treatments are most cost-effective 
when targeted at older patients.  

 There is evidence of under detection and under 
treatment of hypertension.  

 Factors influencing patient adherence with treatment 
are not well understood and require further research.  

 
Kieran McGlade  Nov 2001  

 
Department of General Practice QUB 

Drug Treatment of Essential 
Hypertension in Older People 

 Hypertension is very common, occuring in over 50% of 
older people, and is a major risk factor for stroke and 
ischaemic heart disease.  

 Drug treatment of hypertension in older people saves 
lives and prevents unnecessary morbidity.  

 Treating isolated systolic hypertension also saves lives.  

HEART DISEASE 
OVERVIEW 

Heart disease is the umbrella 
term that covers numerous 
heart conditions 

Most common type is coronary 
artery disease (CAD) 
Caused by a build-up of 

plaque in the arteries 
Plague limits blood supply 

and oxygen to heart 
Complete occlusion of 

coronary arteries causes 
heart attack 
 

Risk factors: 
Hyperlipidemia 
Hypertension 
Diabetes mellitus 
Diet 
 Inactivity 
Smoking 
Obesity 
Alcohol 
Hereditary 
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HEART DISEASE STATISTICS 
 Every year around 785,000 people in the U.S. have a heart 

attack 
 470,000 people with a history of a heart attack have another 

 1 out of 2.9 people have cardiovascular disease (CVD) 

 CAD is the most common type of heart disease that causes the 
highest mortality rate 

 Every 25 seconds an American suffers from a cardiovascular 
event 

 An American will die every minute from CVD 

 According to a health survey done in 2009, Native Hawaiians 
and Pacific Islanders are at risk at a younger age (0-14 y.o.) 
compared to other ethnicities 

 In 2010, heart disease cost the U.S. $316.4 billion 

 

HEART DISEASE STATISTICS CONT. 

0

1000

2000

3000

4000

5000

6000

7000

0-14 15-17 18-24 25-34 35-44 45-54 54-64 65-74 75+

N
um

be
r o

f P
eo

pl
e 

w
ith

 H
ea

rt 
Di

se
as

e 

Age Range 

Hawaii Health Survey 2009: Number of Persons with 
Heart Disease by Ethnicity and Age in Hawaii 

Caucasian
Hawaiian
Filipino
Japanese
Other

HEART DISEASE STATISTICS CONT. 

0
100
200
300
400
500
600
700

A
m

er
ic

an
In

di
an

/A
la

sk
an

N
at

iv
es

A
sia

n/
Pa

ci
fic

Isl
an

d
er

s

Bl
ac

ks

Hi
sp

an
ic

s

W
hi

te
s

A
vg

. d
ea

th
 ra

te
s 

(d
ea

th
s 

pe
r 

10
0,

00
0)

 

Population by Race 

Average of Deaths from Heart Disease in the State of 
Hawaii of individuals over 35 Yeas Old 

Hawaii
National

STROKE OVERVIEW 
Stroke aka “brain attack” 
Two main types of stroke 
Transient Ischemia Attacks 

(TIA) aka “mini-strokes” do not 
have lasting effects however 
are a warning sign to a major 
stroke 

Strokes may result in inability to 
understand or form speech, 
numbness or paralysis, pain, 
cognitive impairments, and/or 
depression 

 

Risk Factors: 
Heart disease – CAD 
Hypertension 
Hyperlipidemia 
Diabetes 
Previous TIA 
Sickle cell anemia 
Smoking 
Alcohol 
Physical inactivity 
Age & sex (see statistics) 
Ethnicity (see statistics) 
Hereditary 

 

STROKE STATISTICS 
 Each year, around 795,000 experience a stroke 

 610,000 cases are first attacks 
 185,000 cases are recurrent strokes 

 Third leading cause of death 

 1 out of 18 deaths are caused by a stroke 

 Stroke death rates have declined 44.8% over a 10 year span 
(1997-2007) 

 Actual stroke deaths declined by 14.7% during this time 

 Leading cause for long term disability 

 Cost in US $68.9 billion in 2009 
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Ethnicities 

Deaths from Stroke for Persons 35+ in Hawaii (200-
2006) 
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National

*For American Indians/Alaska Natives and Blacks, data for Hawaii was insufficient and not concluded at 
zero deaths  
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STROKE STATISTICS CONT. RECOMMENDATIONS 
FROM HEALTHY PEOPLE 2020 

 FOR HEALTHCARE: 
Aspirin for prevention 
Men 45 – 79 y.o. 
Women 55 – 79 y.o. 

 Behavioral counseling for nutrition 
and heart healthy diet choices 

 Hypertension screening for 
persons over 18 y.o. 

 Hyperlipidemia screening 
Men with increased risks 20-35 

y.o 
Women with increased risks 20-

45 y.o. 
Men on avg. 35+ y.o. 
Women on avg. 45+ y.o. 

RECOMMENDATIONS 
FROM HEALTHY PEOPLE 2020 

 FOR LIFESTYLES: 

Talk to your doctor about taking aspirin 
Check your blood pressure 
Check your cholesterol 
Watch your weight 
Get active 
Eat healthy 
Take control of your own health 
Quit smoking 
Drink alcohol in moderation 
Reduce risks for heart attack and stroke 
Learn first aid in case of an emergency 

HEART DISEASE & STROKE 
RESOURCES 

Just a few of many… 
 American Heart Association – main resource for heart disease 

information 

 American Stroke Association – main resource for stroke information 

 Go Red For Women – healthy heart initiative for women by the 
American Heart Association 

 Centers for Disease Control and Prevention: Division for Heart Disease 
and Stroke Prevention – national website for health information 

 Hawaii Department of Health Chronic Disease Management and 
Control Branch – resources for residents of Hawaii who suffer from 
chronic health conditions 

 Mended Hearts – Aloha United Way – free program for Hawaii residents 
dealing with heart disease that are facing surgery or recovering 

 Kaiser Permanente Live Healthy – tool for prevention and treatment 
resources such as exercise, nutrition, quit smoking links 

 

REFERENCES 
 Center for Disease Control and Prevention (2011). Division of Heart Disease and 

Stroke. Retrieved from http://www.cdc.gov/dhdsp/ 

 Center for Disease Control and Prevention (2011). Heart Disease. Retrieved from 
http://www.cdc.gov/heartdisease/index.htm. 

 Center for Disease Control and Prevention (2011). Stroke. Retrieved from 
http://www.cdc.gov/stroke/. 

 Healthypeople.gov (2011). Heart Disease and Stroke. Retrieved from 
http://www.healthypeople.gov/2020/topicsobjectives2020/overview.aspx?topici
d=21. 

 Roger, V., Go, A., Lloyd-Jones, D., Adams, R., Berry, J., Brown, T., & ... Wong, N. 
(2011). Heart disease and stroke statistics--2011 update: a report from the 
American Heart Association. Circulation, 123(4), e18-209. Retrieved from 
EBSCOhost. 

 State of Hawaii Department of Health (2007). Chronic Disease Management and 
Control Branch. Retrieved from http://hawaii.gov/health/family-child-
health/chronic-disease/index.html. 

 State of Hawaii Department of Health (2007). The Burden of Cardiovascular 
Disease in Hawaii. Retrieved from http://hawaii.gov/health/family-child-
health/chronic-disease/cvd/CVD2007.pdf. 
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The Endocrine System & Diabetes 
Mellitus 

Lehuanani Akau 

Healthy People 2020 
 

Goal is to reduce the disease and 
economic burden of diabetes 
mellitus (DM) and improve the 
quality of life for all persons who 
have, or are at risk for, DM. 

Pathophysiology of Endocrine 
 The endocrine systems consists of hormones and 

glands. 
  Hormones are the chemical messengers of the body 

that travel down to the various body parts concerned 
transferring information. There are many hormones 
secreted by the endocrine system, and each individual 
hormone affects only those body cells that have a 
genetic program that allows them to react only to 
those hormones that are related to them. 

  The hormones influence the body to react according 
to the changes in the balance of fluids and minerals in 
blood, stress, infection, etc.  

Pathophysiology of 
Endocrine(cont) 
 Every reaction in your body: 
 Breaking down food into energy 
Mood swings that you have, 
 Physiological development of your body, 
Development of your reproductive system, etc. 
Are all carried out by certain chemicals. 

 
  These certain chemicals are known as hormones 

in your body. These slow processes that take time 
to develop are a part of the endocrine system 
functions. Breathing, body movement, sudden 
reaction to the surroundings are a part of the 
nervous system functions. 

 There are 8 major glands that help in the functioning 
of the endocrine system. These major endocrine 
glands are as follows: 
 

 
 Hypothalamus 
 Pituitary gland 
 Parathyroid gland 
 Thyroid gland 
Adrenal glands 
 Pancreas 
Ovaries (in female body) 
 Testes (in male body) 

 Hypothalamus:The hypothalamus is the main 
link between the endocrine system and the 
nervous system. The nerve cells of the 
hypothalamus control the pituitary gland by 
stimulating or suppressing the hormone 
secretions. 

 Pituitary Gland: The pituitary gland is the most 
important part in the endocrine system. The 
pituitary gland secretes hormones on the 
basis of the emotional and seasonal changes. 

1. Growth Hormone: To stimulate the growth of 
the bones and tissues. It also plays a role in 
the body's absorption of nutrients and 
minerals. 

2. Prolactin: To activate the production of milk 
in lactating mothers 

3. Thyrotropin: To stimulate the thyroid gland to 
produce thyroid hormones 

4. Corticotropin: To stimulate the adrenal 
glands to produce certain hormones. 

Disease Pathology
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 Thyroid Gland: produces thyroxine and triiodothyronine, 
that controls the rate at which the cells use up energy 
from food for production of energy. The thyroid hormones 
are very important as they help in growth of bones and 
the development and growth of the brain and nervous 
system in children.  

 Parathyroids: They release the parathyroid hormone that 
helps in regulating the level of calcium in blood along with 
another hormone produced by thyroid known as 
calcitonin. 

 Adrenal Glands: The adrenal gland is divided into two 
parts. The outer part called the adrenal cortex produces 
corticosteroids, that influence and regulate the salt and 
water levels. They are also helpful in the body's response 
to stress, metabolism, immune system and the function 
and development of sexual organs. The inner part called 
the adrenal medulla, secretes catecholamines like 
epinephrine. This hormone is also called the adrenaline, it 
increases the blood pressure and heart rate when the 
body is under stress. 

 Reproductive Glands or Gonads: The testes are located 
in the scrotum and secrete androgens. The most 
important hormone for men testosterone is secreted from 
the testesThey produce estrogen and progesterone 
hormones. Estrogen is involved during the sexual 
maturation of the girl, that is, puberty. Progesterone 
along with estrogen is involved in the regulation of 
menstruation cycle. These hormones are also involved 
during pregnancy. 

 Pancreas: These glands are associated with the digestive 
system of the human body. They secrete digestive 
enzymes and two important hormones insulin and 
glucagon. These hormones work together to maintain 
the level of glucose in the blood. If these hormones are 
not secreted in the required levels, it leads to 
development of diabetes. 

 Pineal: The pineal gland is located in the center of the 
brain. Melatonin is secreted by this gland that helps 
regulate the sleeping cycle of a person. 

Summerizing 
 Thus, the endocrine system fact is it 

regulates metabolism, growth, 
development, tissue functions, puberty 
and even moods. These are the basic 
endocrine system functions that help 
keep our bodies in working condition. 

Pathophysiology of DM 

 
 

 

Diabetes Mellitus (DM) 
Diabetes Mellitus occurs when the body cannot 

produce or respond appropriately to insulin.  
 

 Insulin is a hormone that the body needs to absorb an 
use glucose as fuel for the body’s cells. 
 

 Without properly functioning insulin signaling system, 
blood glucose levels become elevated and other 
metabolic abnormalities occur, leading to the 
development of serious, disabling complications. 

 
(Healthy People 2020) 
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Common Types of DM 
 Type II DM 
 Results from a combination of resistance to the action 

of insulin and insufficiency 
 Type I DM 
 Results when the body loses its ability to produce 

insulin 
Gestational DM 
 Common complication of pregnancy. 
Occurs more often in African American, Hispanic/Latino, 

Pacific Islanders and American Indian women 
 
(Healthy People 2020) 

Total Prevalence of Diabetes 
 

 Total: 25.8 million children and adults in the United 
States—8.3% of the population—have diabetes. 

Diagnosed: 18.8 million people 
 Undiagnosed: 7.0 million people 
 Prediabetes: 79 million people 
New Cases: 1.9 million new cases of diabetes are 

diagnosed in people aged 20 years and older in 
2010. 

(National Diabetes Fact Sheet 2007) 

Cont’d Prevalence of 
Diabetes 
 
 Under 20 years of age 
 215,000 of all people in this age group have diabetes 
 About 1 in every 400 children and adolescents has 

diabetes 
 Age 20 years or older 
 25.6 million of all people in this age group have diabetes 

 Age 65 years or older 
 10.9 million of all people in this age group have diabetes 

 Men 13.0 million of all men aged 20 years or older 
have diabetes 

 Women 12.6 million of all women aged 20 years or 
older have diabetes 
 

 
 
 
 
 
 
 
 
Race and ethnic differences in 
prevalence of diagnosed 
diabetes 

National survey data (2007-2009) for people 
diagnosed with diabetes, aged 20 years or older 
include the following prevalence by race/ethnicity: 
 7.1% of non-Hispanic whites 
 8.4% of Asian Americans 
 12.6% of non-Hispanic blacks 
 11.8% of Hispanics 

Morbidity and Mortality  
 In 2007, diabetes was listed as the 

underlying cause on 71,382 death 
certificates and was listed as a 
contributing factor on an additional 
160,022 death certificates. This means that 
diabetes contributed to a total of 231,404 
deaths. 

Diabetes mortality by ethnicity 
in Hawaii 2000-2002 
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Complications of DM 
 Heart disease and stroke 

 Heart disease was noted on 68% of diabetes-related death 
certificates among people aged 65 years or older. 

 Stroke was noted on 16% of diabetes-related death certificates 
among people aged 65 years or older. 

 Adults with diabetes have heart disease death rates about 2 to 
4 times higher than adults without diabetes. 

 The risk for stroke is 2 to 4 times higher among people with 
diabetes. 

 High Blood Pressure 
 In 2005-2008, of adults aged 20 years or older with self-reported 

diabetes, 67% had blood pressure greater than or equal to 
140/90 mmHg or used prescription medications for hypertension. 

 

Complications of DM 
 Blindness 
 Diabetes is the leading cause of new cases of 

blindness among adults aged 20–74 years. 
 In 2005-2008, 4.2 million (28.5%) people with diabetes 

aged 40 years or older had diabetic retinopathy, and 
of these, almost 0.7 million (4.4% of those with 
diabetes) had advanced diabetic retinopathy that 
could lead to severe vision loss. 

 Kidney Disease 
 Diabetes is the leading cause of kidney failure, 

accounting for 44% of new cases in 2008. 
 In 2008, 48,374 people with diabetes began treatment 

for end-stage kidney disease in the United States. 
 

Complications of DM 

 In 2008, a total of 202,290 people with end-stage 
kidney disease due to diabetes were living on 
chronic dialysis or with a kidney transplant in the 
United States. 

Nervous system disease (Neuropathy) 
 About 60% to 70% of people with diabetes have mild 

to severe forms of nervous system damage. 
Amputation 
 More than 60% of nontraumatic lower-limb 

amputations occur in people with diabetes. 
 In 2006, about 65,700 nontraumatic lower-limb 

amputations were performed in people with diabetes. 

Cost of Diabetes 
 $174 billion: Total costs of diagnosed diabetes in the 

United States in 2007 
 $116 billion for direct medical costs 
 $58 billion for indirect costs (disability, work loss, 

premature mortality) 
 After adjusting for population age and sex differences, 

average medical expenditures among people with 
diagnosed diabetes were 2.3 times higher than what 
expenditures would be in the absence of diabetes. 

 The American Diabetes Association has created a 
diabetes cost calculator 
http://www.diabetes.org/advocate/resources/cost-of-
diabetes.html that takes the national cost of diabetes 
data and provides estimates at the state and 
congressional district level. ( see notes) 

Hawaii and Diabetes 

 It is estimated that 72,000 to 100,000 people currently 
have diabetes in Hawaii, of which 25,000 or more remain 
undiagnosed 

 Native Hawaiians, Filipinos, and Japanese have higher 
rates of diabetes than Whites. 

 Native Hawaiians have the highest diabetes mortality 
rates when compared with the other major ethnic 
groups. Whites have the lowest diabetes mortality rates. 

 Hawaii has a higher incidence and prevalence rate of 
patients with end-stage renal disease (ESRD) on kidney 
dialysis when compared with the national average. 

 Almost 60% of patients receiving kidney dialysis for ESRD 
have a primary diagnosis of diabetes. 

(Hirokawa , R., Huang, T., Pobutsky, A., Nogues, M., Salvail, F., Nguyen, HD. (2004) 

 

Recommendations 
 Reducing A1c by one percentage point can reduce the 

risk of eye, kidney and nerve diseases by 40.% 
 Controlling blood pressure can reduce the risk of heart 

disease and stroke by 33-50% and the risk of eye, kidney, 
and nerve diseases by 33.% 

 Improving control of low-density lipoprotein (LDL) 
cholesterol can reduce cardiovascular complications by 
20-50%.  Treating diabetic eye disease with laser therapy 
can reduce the risk of loss of eyesight by 50-60%. 

 Accessing comprehensive foot care programs can 
reduce amputation rates by 45-85%. 

(CDC. 2011) 
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Health promotion/ disease 
prevention programs  

Working to Reduce Disparities 
 CDC provides funding to all 50 states for programs to: 
 Prevent diabetes among people at highest risk 
 Promote adoption of diabetes care guidelines in 

healthcare settings 
 Help state Medicaid programs monitor quality care 

outcomes amount people with diabetes 
 Educate healthcare providers and the public about 

optimal diabetes care and self-management 
 Reduce health disparities through approaches that have 

been proven to work. 
 

Cont’d Hawaii Diabetes 
Prevention and Control 
Program 
 Resource materials translated CDC 

patient guide, Take Charge of Your 
Diabetes, by HI DPCP into nine languages: 
Ilocano, Tagalog, Vietnamese, Chinese, 
Chuukese, Marshallese, Samoan, Tongan, 
and Hawaiian.  

Resources 
 The Adolescent and School Health Tools website includes links 

to a number of tools to support adolescent health such as: The 
Health Education Curriculum Analysis Tool, The Physical 
Education Curriculum Analysis Tool and The School Health 
Index: A Self- Assessment and Planning Guide. 
http://www.cdc.gov/healthyyouth/SchoolHealth/tools.htm 

 Evidence-based recommendations for programs and policies 
to promote population health. Topics include: Alcohol, 
Cancer, Diabetes, Mental Health, Nutrition, Obesity, Oral 
Health, Physical Activity, Pregnancy, Tobacco, and Worksite. 
http://apps.nccd.cdc.gov/dach_chaps/Default/index.aspx 

 The website provides policy and legislation resources for 
professionals working in the physical activity, nutrition and 
obesity arenas. 
http://www.cdc.gov/nccdphp/dnpao/policy/index.html 
 

Cont’d Resources 
 Join the Millions℠ in the fight to Stop Diabetes 

® 
http://www.stopdiabetes.com/?utm_source=
WWW&utm_medium=ContentPage&utm_ter
m=Statistics&utm_campaign=SD 

 Make a Donation to American Diabetes 
Associationhttp://www.diabetes.org/living-
with-diabetes/treatment-and-care/health-
insurance-options/health-insurance-in-your-
state/hawaii.html 
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