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Discussion Topics

1 Review denials by category

Best practice for working denials

Understand what the denial means

Steps to take to prevent future denials
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What Is a Denial?

“The refusal of an insurance company or carrier to honor a 

request by an individual (or his or her provider) to pay for 

healthcare services obtained from a healthcare professional.”

- healthinsurance.org



Cost of Unnecessary Denials

Cost to rework a claim due to denial = $118

Denial rates average 10-40% of claims

Almost 60% of claims rebilled after a denial DENY AGAIN!

20,000 claims x 10% FPDR = 2,000 denials

2,000 x $118 per denial = $236,000/month

1500 denials worked per FTE per month



Impact of Denials

• 15-20% of all claims come back with an initial denial when first billed

• Organizations rework or appeal 1 out of every 5 claims

• This rework costs staff, resources and time and is ultimately inefficient

• Initial denials

• 61% due to demographic/technical errors

• 16% due to eligibility 

• 12% due to medical necessity 

• Denial write-offs 

• 42% due to demographic/technical errors

Source: 4 ways healthcare organizations can reduce claim denials - Becker’s Hospital Review 



Denials by Category 

Denial Category # of Claims Total $ Denied % of Claims % of Dollars

Additional info requested - Patient 132 $           131,942.51 3.6% 4.2%

Additional info requested - Provider 204 $         621,305.48 5.6% 20.0%

Authorization/Pre-Cert 106 $           101,816.42 2.9% 3.3%

Benefits Exhausted 42 $             33,012.81 1.2% 1.1%

Billing Related - Edit Review needed 785 $        308,042.52 21.6% 9.9%

Bundling/CCI Edit 98 $            14,184.00 2.7% 0.5%

COB Issue 284 $          109,451.93 7.8% 3.5%

Coding 112 $             55,211.77 3.1% 1.8%

Duplicate/Overlap 461 $       854,248.06 12.7% 27.5%

Eligibility/Coverage 756 $        297,024.26 20.8% 9.6%

Exceeds Frequency 51 $          45,073.67 1.4% 1.5%

Medical Necessity 72 $          211,779.28 2.0% 6.8%

Other 191 $        109,688.08 5.3% 3.5%

Other Facility Overlap 37 $             5,638.18 1.0% 0.2%

Provider Enrollment 41 $             11,518.50 1.1% 0.4%

Timely Filing 264 $           197,471.87 7.3% 6.4%

Grand Total 3636 $    3,107,409.34 



Timeline of a Paid Claim
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Payment Turnaround



Timeline of a Denied Claim
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Denials Types

• Denial that results in lost or written-off revenue

• Appeal is required

• Examples:

• No pre-authorization

• Not a covered service

• Bundling

• Untimely filing

• Temporary or interim denial that has the potential 

to be paid if the provider takes effective follow-up 

action

• Examples:

• Pending receipt medical records

• Denied due to missing or inaccurate information

• Coding or charge issues

• Pending itemized bill

Hard Denials Soft Denials



Timeline of Critical “Denial” Points
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Denials Management

• Track all denials by payer

• Use system reports – zero pay posting with reason codes

• Select highest volume and highest dollar denial reasons each month to focus on reducing 

or eliminating

• Add required registration fields, coding, prior authorization and billing edits or system 

holds to prevent claims from billing with incorrect data.



Sample Denial Report

Denial Code Description

22 This care may be covered by another payer per coordination of benefits.

18 Exact duplicate claim/service (Use only with Group Code OA except where state workers' compensation regulations requires CO)

227
Information requested from the patient/insured/responsible party was not provided or was insufficient/incomplete. At least one Remark Code must be 
provided (may be comprised of either the NCPDP Reject Reason Code, or Remittance Advice Remark Code that is not an ALERT.)

A1
Claim/Service denied. At least one Remark Code must be provided (may be comprised of either the NCPDP Reject Reason Code, or Remittance Advice 
Remark Code that is not an ALERT.)

221

Claim is under investigation. Note: If adjustment is at the Claim Level, the payer must send and the provider should refer to the 835 Insurance Policy 
Number Segment (Loop 2100 Other Claim Related Information REF qualifier 'IG') for the jurisdictional regulation. If adjustment is at the Line Level, the 
payer must send and the provider should refer to the 835 Healthcare Policy Identification Segment (loop 2110 Service Payment information REF). (Note: 
To be used by Property & Casualty only)



Best Practices for Working Denials

• Sort by ANSI code/denial reason category

• Work related codes all at once

• Refer to other departments for review and updates

• Patient access

• HIM

• Case management

• Work denials daily to avoid untimely situations



No Authorization Denials

• Authorization number IS listed on claim

• Authorization number IS NOT listed on claim

• Rebills DO NOT help

• Communicate authorization requirements with staff 

responsible for obtaining it

• Make sure contracts are clear on what requires 

authorization

• Design edits to look for payers/services that require 

authorization – stop claims with no authorization 

before billing

Action to Take Prevention



Medical Necessity Denials

• Work denials based on modifiers

• GZ/GA/GY/None

• Denials not reviewed prior to bill should be worked 

by HIM

• Appeal when additional DX codes are added

• Edit against LCD/NCD

• Implement an ABN process

• Know payer requirements

• Coding error or documentation issue?

• Educate physicians with documentation issues

Action to Take Prevention



Medical Necessity Denials - GZ Modifier



Medical Necessity Denials - GA Modifier



Medical Necessity Denials - GY Modifier



Medical Necessity Denials - No Modifier



Eligibility Denials

• Denials should be worked by Registration staff

• Check insurance card on file

• Verify via website and other sources

• Contact patient

• Use auto-verification or electronic methods to 

confirm coverage prior to billing

• Require ID fields in Registration to match payer 

requirements

• COB edits

Action to Take Prevention



Duplicate Claim Denials

• Review payer website for prior billed claims

• Go back to original claim and see if there is a denial 

from payer that did not get addressed

• Check if claim should have been billed as an 

adjustment, corrected claim or appeal

• Reduce first pass denial for other reasons

• Review multiple visits on same day

• Reduce late charges

• Use a claims scrubber that checks for conflicting 

claims

• Turn off automated claim generation in PFS system if 

no payment posted to account

Action to Take Prevention



Untimely Claim Denials

• Review account to determine if denial is appropriate

• If claim denied in error, send appeal with supporting 

documentation showing why claim was billed after 

time limit

• Mass denials due to technical issues can be 

appealed

• Submit claims as quickly as possible after services 

rendered

• Retain payer acknowledgement of receipt of claim

• Add edits to billing system to add time limits for 

different payers

• Reduce first pass denials for other reasons

Action to Take Prevention



Timely Filing Appeal - Example

Original Claim

Billed to Medicare on 12/1/16

Date of service: 11/23/16



Timely Filing Appeal - Example

12/12/16 Denial received stating patient has Medicare Advantage plan

12/14/16 Registration adds hold in system

04/10/17 Received updated insurance information 



Timely Filing Appeal - Example

04/11/17 Correct insurance billed 

04/18/17 Claim denied by correct insurance for untimely filing

05/01/17 Appeal sent with copy of notes from system and original claim billing information



MUE - Frequency Denials 

• Refer to HIM to review number of units billed for 

denied CPT

• If HIM updates units, will need to do re-opening in 

Connex (if Medicare) otherwise send as corrected 

claim to other payers

• If no changes, post adjustment in PFS system for 

that charge. Appealing with records to support 

medical necessity will still deny.

• Use a billing system that is editing charges against 

Medicare’s practitioner and facility MUE table

• If able to locate information for other payers, add 

edits for those also.  Update based on denials

• Patient access should be checking benefits for 

preventative services

• Tracking system for therapy services

Action to Take Prevention



Additional Information Denials 

• Contact patient immediately and set a specific time 

for compliance before moving to self pay

• If records are requested, refer to HIM

• Release only the specific records requested, not the 

entire record

• Create edit in system to flag Work Comp claims to 

add records on initial submission

• Keep track of which commercial payers are 

requesting records before paying claims. 

• Include record request restrictions in payer 

contracts

Action to Take Prevention
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Thank you for attending!
Add the next webinar in the series Rolling Up Your Sleeves to your calendar for 

Wednesday, February 20th at 1:00 PM CST.

https://register.gotowebinar.com/register/561799158800537859

