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Poor denial capture hampers both targeted denial prevention and effective denial recovery

Denial “feedback” from payers is often received through a variety of channels, such as a phone call to case -
management or EOB letters to the billing othce. These disparate payer communications typically supply
only cursory explanations for a given denial and rarely help to identify the internal root causes that produce
consistent patterns of denials across the revenue cycle. At Redbrook Health, a multihospital system in

the Southwest, lack of aggregare denial information prevented administrators from assessing the extent

or location of the system’s denial problem. Efforts to improve revenue capture were consistently stymied,

as appeals coordinators and contract negotiators lacked the information necessary to deal effectively with
payers, and administrators lacked the informartion required to launch effecrive denial prevention programs.
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IMPLEMENTATION

[}Evel{'.-p a mmpmhensive database to track denials in real time

As a first step, administrators install a multi-access darabase to consolidare all incoming denial information.
Best-practice denial databases have three principal functions. First, they capture specific denial case
information in real time to allow for more effective appeals and rargeted recovery efforts. Second, they
aggregate information from across the revenue cycle into a single, fully searchable database to facilitate a

comprehensive denial trend analysis. Finally, they provide a set of preformarted charts and reports ro enable
senior executives to make timely and accurate decisions.

Database Aggregates Denial Information

Denial Case Information
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Reason for denial
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Establish discrete, actionable codes for denial follow-up and trending

Staff enter and categorize every incoming denial using an internal set of denial reason codes. To facilitare
trending, best-practice institutions typically practice “dual coding,” where payer denial reason codes are
systematically translated into internal hospital denial reason codes. Unlike payer denial reason codes, these
internal codes, such as "pa}rt:r not notified,” cﬂrrcspﬁnd direcl;]}r' to spe:::iﬁc hnspital operations and are linked
to the particular department responsible for follow-up. At Redbrook Health, administrators limited the
number of denial codes to 20.

Catalog of Internal Denial Codes

Internal v Follow-Up
Denial Code e Responsibility
| 01 Payer not notified of admission Admissions
| 02 Coverage/benefits not verified Registration
Technical 03 Patient status incorrectly assigned Registration
- | 04 Diagnosis/procedure code conflict Ceding
.| 05 UR clinicals not given to payer Case management
Clinical |— 06 Inadequate clinical documentation Attending physician
.| 07 Admission/continued stay not authorized =~ Case management
Avoidable ; 08 Delay in procedure Scheduling
Days r 09 Delay in discharge Case management

Unknown L._ 10 Other Denial coordinator
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Deploy uniform denial capture tools to standardize data collection

Department staff are required to complete standardized denial tracking forms within 24 hours of payer
notification of a denial. The standardized forms, used hospitalwide, ensure that all relevant clinical and
hnancial denial information is collected and appropriately entered into the database. These forms are
distributed in advance to all departments that receive denial feedback from payers.

Denial Tracking Form Standardizes Information Capture

Forms distributed to all
departments that receive
denial notifications
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