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P
hysicians may give more than
100 percent of themselves in
their work, but the managed
care providers are not nearly
so noble when it comes to

paying them. It is estimated by a number
of sources that health providers lose an
average of three to five percent of net rev-
enue because of denials from insurance
companies. This may not be as big of a
cut as most taxes take, but expressed as
dollars it becomes a rather noticeable
sum, especially when considering the
already discounted rates HMOs enforce.

Insurance denials are a key issue for a
neurology practice because of the nature
of the specialty. A large majority of our
services are comprised of office based
evaluation and management services that
require a referral from a managed care
plan. And since there are few cash proce-
dures in our repertoire, we need to get as
much as possible from coding. 

In some ways, providing these types of
clinical services is like making widgets in
a factory: in order to cover our fixed costs
such as rent and support staff, we need to
provide a high volume of patient visits.
Inevitably as patient visits grow, insur-
ance denials will grow. Because most of
the charges and reimbursement for these
services are relatively low, the work
involved in appealing an insurance denial
may not seem to be worth it. That is why
the key to managing denials in your prac-
tice is to ensure that you have good busi-
ness practices on the front end. What is
your staff doing to make sure that the
claim will get paid the first time?

In our practice, we try to organize
insurance denials into two broad cate-

gories, front-end and back-end. We tend
to focus on front-end denials because
these can be prevented by our front desk
or check out staff. What’s more, these can
comprise about 60 to 80 percent of all
denials for a neurology practice. There are
several reasons for denials, and in this
month’s column we’ll take a closer look at
how to deal with them.

Missing Referral Information
Most managed care companies require
that a patient have a referral from a PCP
on file with their plan before they will pay
for a specialist visit. It is critical that prac-
tices establish a methodology for tracking
PCP referrals and the plans identifying
referral number. 

Many major scheduling software
packages are enabled to track insurance
referral information and allow the sched-
uler to “link” the visit to the referral for
tracking purposes. Staff would enter the
referral information in the system along
with the number of allowed visits. When
visits were scheduled against that referral,
they would designate the number of visits
left until that referral was expired.
Reports can then be run against this sys-
tem to identify managed care patients
who do not have valid referrals in hand. 

No matter what method your practice
uses, these reports must be tracked. Many
insurance plans are offering electronic
methods (point of service devices or web-
site) to check on the presence of referrals
or there are commercially available web
services (WebMD, for example) that will
provide electronic data interchange serv-
ices with providers. 

Staffers should be assigned to obtain

missing referrals before the patient visit
by calling the PCP directly. If this fails,
the patient’s record should be flagged
and, when they arrive for service without
a referral, the practice staff should assist
them with calling their PCP office or
insurance company to obtain a referral
prior to visit. Another option would be to
have them sign a waiver that states that
they did not have a required referral and
will pay for the visit out of pocket at the
time of service.

Registration and 
Insurance Verification
Now that people commonly switch jobs
and employers, it becomes harder and
harder to maintain accurate registration
and insurance information on file.
Today’s practices need to establish elec-
tronic tools that allow them to verify
patient demographic information with
the insurance plans. 

Many insurance plans allow for elec-
tronic data interchange, where informa-
tion can be sent from the practice to the
plan to validate information, and many
software packages allow for this directly
from their system. At our practice, we run
all of our patient schedules against the
insurance carriers one week in advance of
the visit to identify any invalid insurance.
For any patients who are identified as
having insurance eligibility issues we
work with either the insurance company
(through phone or internet contact) or
the patient directly to secure the correct
insurance information before the visit. If
that cannot be done, we work with the
patient on site to obtain the required
insurance information, have them con-
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tact their insurance company, or pay out
of pocket. 

Our patients have been very receptive
to this proactive work because it avoids
billing nightmares in the future. The key
to this entire process is to use work lists
and a flagging system to identify issues
before we bill the insurance company.

Coding Issues
Many clinicians think of insurance
denials related to coding as something
that their back-end billing shops should
be working with through claims appeals.
However, we were able to eliminate some
common coding denials by working the
front-end process. 

One way to do this is to use modifier
25. This describes separate, distinctly
identifiable services from other services or
procedures rendered during the same
visit. We have trained our front-end
charge entry staff to look for encounter
forms that have an evaluation and man-
agement visit coded on the same day as a
in office procedure and to make sure the
clinician has selected a 25 modifier. If
they have not selected that modifier, the
staffers go to the clinician and ask to
either remove the visit code or to add a
modifier. This process has virtually elimi-
nated the denial and also clinicians for-
getting to add the 25 modifier.

There continues to be coding denials
that have to be appealed to the insurance
carriers. We identified these issues by per-
forming a monthly review of all denied
claims to identify potential mistakes in
the way the insurance companies are
treating our common procedures. We dis-
covered that one of our major insurance
plans was denying all multiple units of
nerve conduction studies as duplicate or
bundled charges, so we engaged the help
of our neuromuscular medical director to
write directly to the medical director of
the insurance company about the testing
that he was performing and why the com-
pany should be paying for multiple units.
After a 30-minute conversation, we

resolved the issue and have not had pay-
ment problems with that study since
then. Engaging our physicians helps with
the appeals process.

Filing Limit Denials
When a claim is denied because it was not
billed to the insurance company within
its time limits, it is easy to place the blame
on the billing staff. However, in most
cases, we have found that an issue at the
front end of the process has created the
delay in getting this charge billed. It is
important that medical practices create
an internal control to be sure clinicians
are submitting all encounter forms for
every patient seen on a daily basis. If

charges are not submitted, the business
staff should remind the physician what
they need to submit their charge informa-
tion immediately. Practices should look
to electronic charge capture tools to
decrease the lag from date of service to
charge submission as mush as possible.

Another issue that causes claim sub-
mission delays is incomplete data submis-
sion from the front end. We found one of
our practices had a higher rate of filing
limit denials because 25 percent of the
time the diagnosis was not included on
the encounter form on charge submis-
sion. The billing staff then had to go back
to the physician to get the correct diagno-
sis, and this caused huge delays. So we
trained the staff on the front-end to do a
quality check on all encounter forms and
make sure the required data elements
were there before sending it on to billing.
Based on a continuous feedback loop
from practice staff to billing staff to clini-
cians, we now get complete information
99 percent of the time.

A Focus on the Front-End
Insurance denials seem to be an over-
whelming issue to many practices, espe-
cially when the administrative staff is
manually appealing each case. This is
time consuming and often unproductive
when the high volume of small dollar
claims are ignored. 

By focusing on the trends that you see
in your denials, you can understand
process flaws that are resulting in unpaid
claims. Making a few small changes to
your front-end practices will yield major
results. You will see your insurance
denials decrease and your practice cash
increase when you identify and correct
process flaws. PN
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