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The New Frontier for HIM Professionals

IMPROVING REVENUE INTEGRITY  
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A LOOK BACK:  

REGULATORY ISSUES IMPACTING HEALTHCARE
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A Look Back
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Over the years:   Notable Healthcare Headlines
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Health Information Management is 
the backbone of many healthcare 

trends ensuring accurate 
documentation and coding

to capture every appropriate dollar



REVENUE INTEGRITY?

What is 
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No silver bullet
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What is Revenue Integrity
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• Revenue integrity is the achievement of operational efficiency, 

compliance, and legitimate reimbursement. 
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• Revenue integrity can be achieved only with the proper processes, 

tools, and related expertise aimed at effectively pricing, charging, 

and coding for services and supplies related to patient care. 
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“Revenue integrity means right revenue, right delivery, and right 

protocols to ensure right [accurate] reimbursement and compliance. 

Revenue integrity doesn’t begin with a charge.”

Suzanne Lestina, revenue cycle technical director for the Healthcare 

Financial Management Association (HFMA),



WHAT IS REVENUE INTEGRITY?   

The basis of revenue integrity is to prevent recurrence of issues 

that can cause revenue leakage and/or compliance risks through 

effective, efficient, replicable processes and internal controls across

the continuum of patient care, supported by the appropriate 

documentation and the application of sound financial practices 

that are able to withstand audits at any point of time.

National Association of Healthcare Revenue Integrity
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What is Revenue Leakage
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• Unintended loss of revenue due to not billing or under-billing

• Common causes

– Inadequate documentation

– Inaccurate coding

– Missing charges 

– Denials (clinical and non-clinical)



What are denials?

Denials erode profitability 
and impact a health 

system’s bottom line.
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What is a denial?

A payor refuses payment 

for any reason.

Why are denials such an 
impactful business issue?

• Inhibit cash flow

• Contribute to an 

organization’s write-offs

• Drive up days in A/R 

• Decelerate cash collections



Different types of Denials
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• A clinical denial is the denial of payment by an insurance payor on 

the basis of medical necessity, length of stay or level of care. 

Typically, clinical denials require an appeal on the part of the health 

care organization to achieve payment.

• Technical or Administrative Denial – a denial in which the payer 

has notified the provider, by way of remittance advice, with specific 

information describing why the claim or item was denied. 

– Missing or more specific documentation is needed

– Coding clarification 

– Requests for medical records

– Itemized bills



Utilizing Denial Information to Address 
Regulatory Compliance 

Healthcare Business Management Association: 

ICD-10 Benchmark Survey Results

Reported increased

requests for

medical records

Source: Healthcare Billing and Management Association Member Survey – February 2016

39% 47% 58% 21% 
Reported an increase 

in coding 

error denials

Of the responding 

organizations reported 

a 10% increase 

in denied claims

Reported no increase 

in denials

Survey represents 13-15 million claims per year
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Why Denials ?

18



Revenue Cycle Opportunities for Denial Prevention

Scheduling

• Benefit plan coverage

• Benefit maximums 
exceeded

• Eligibility

• Experimental 
procedure

• Authorization

• Pre-existing condition

• Medical necessity

• Credentialing

• Documentation

Access

• Benefit plan 
coverage

• Benefit maximums 
exceeded

• Coordination of 
benefits

• Eligibility

• Experimental 
procedure

• Authorization

• Pre-existing 
condition

• Medical necessity

• Documentation

Patient Care

• Medical necessity

• Authorization

• Experimental 
procedure

• Documentation

HIM, Charge Capture

• Documentation

• Medical necessity

• Experimental 
procedure

• Authorization

• Benefit plan 
coverage

• Coding

Billing / Collection

• Bundling

• Coding

• Demographic 
mismatch

• Documentation

• Eligibility

• Authorization

• Pre-existing 
conditions

• Timely filing

• Coordination of 
benefits

Denials Occur and Should be Prevented 
Throughout the Revenue Cycle
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DENIALS MANAGEMENT 

A Focus Area



DENIALS MANAGEMENT

More Records Requested 
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DENIALS MANAGEMENT

Inpatient Coding Errors
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DENIALS MANAGEMENT

Coding Errors
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DENIALS MANAGEMENT

Dollar Values



Two Simple Truths bout Denials Management

DENIALS MANAGEMENT

An Industry Wide Trend

of denials are preventable90% 

of denials are recoverable>60% 
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An ounce of prevention…

Denials prevention is the 
proactive process of 
using root cause analyses 
of payer denials to 
correct the fundamental 
activities which are 
causing claim denials in 
the first place, thus 
eliminating future 
denials for the same 
causes, eliminating 
rework and reducing 
costs.
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What is Charge Integrity
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• key component of an organizations' revenue integrity strategy focused on 

ensuring:  

• all appropriate items are available in the Charge Description Master 

• all charges during a patient's stay are present on the patient bill.



Charge Capture Audit and Charge Description 

Master
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Charge Capture Audit is focused on missing, incorrect and/or incomplete charges. Combination of 
technology and/or services.    

Charge Description Master is a list detailing the official rate charged by a hospital for individual procedures, 
services, supplies, and pharmacy items.

• Key data elements that typically resides within a CDM are

• CPT/HCPCS codes – Compliance, change often

• Revenue codes – Payors (Medicare, private)

• Description of item

• Charge amounts (list price) –

• Department numbers -GL numbers

• Modifiers

• Alternative coding

Successfully managing a corporate charge description master (CDM) is arguably one of the most important 
steps in streamlining and centralizing revenue cycle operations across a health system with multiple 
hospitals.



Business Issues and Problems Solved through 

Charge Integrity Program
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Business Issues

• Hospitals face revenue leakage and eroding margins due to missing charges

• Hospital systems are challenged to maintain an accurate and compliant 
chargemaster with limited visibility to ensure pricing strategies are competitive 
(versus being too high or too low) to optimize revenue

Related Problems

– Volume is increasing at faster rate than revenue indicating charge capture issues

– Lost revenue from missing charges and coding errors

– Repayments due to non-compliant overcharges or penalties for overcharging

– Increased regulatory changes

– Defensible pricing for all charge codes

– Compliance with changing coding and compliance rules

– Patient dissatisfaction due to inaccurate charge capture 



Compliance Aspect
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• “A review of federal laws and regulations revealed that providers 

had to comply with 629 discrete regulatory mandates in nine 

domains as of March 2017. The domains were quality reporting, 

value-based reimbursement models, meaningful use, conditions of 

participation (CoP), program integrity, healthcare fraud and abuse, 

privacy and security, post-acute care, and medical billing and 

coverage verification.”   Recent AHA Study

• That’s a lot of compliance on the plate of a CFO’s collections team 

just trying to work on reducing healthcare claim denials.

• Hospital systems spend $39 billion annually on regulatory 

compliance as reported in a related article in RevCycleIntelligence.

https://revcycleintelligence.com/news/hospitals-systems-spend-39b-annually-on-regulatory-compliance


HEALTH INFORMATION MANAGEMENT AND THE 

LINK TO REVENUE INTEGRITY
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• Accuracy of Clinical 
Documentation

• Re-Admission Risk 
Management

• Lack of insight into 
complications of care metrics

• Accurate capture of 
complicating conditions

• Lack of traceable 
documentation

• Denials Mitigation

• Resource Redundancy

Current Issues

Graph Source: HFMA’s Executive Survey: clinical Documentation Meets Financial Performance

How does Health Information Management 

Link to Revenue Integrity?
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A Value-Based Model
What is currently True

Staff turn-over in all 

areas of the Middle Revenue 

Cycle will continue to be a 

business issue for providers 

making role integration and 

outsourcing acceptable options 

(Alvarez & Marsal)

Physician documentation 
“habits” will continue 
to support their own billing

requirements which does 
not require a high degree 
of specificity

Physicians will 
continue to provide
clinical documentation that 
doesn’t support the accurate 
assignment of codes

33



How will Value-Based 
Reimbursement Models help?   

Incentivize quality of care 
over quantity of services, promote coordination 

and integration, and share health information. 

Pressure providers 
to manage clinical and financial data convergence 

and focus on providing the: 

• Right Care   • Right Provider   • Right Value
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How to Leverage the 
Value-Based Model opportunity?  

In order for providers to maintain their current 
reimbursement levels, they have to demonstrate 
quality care, which is increasingly derived from 
coded claims data

Care coordination will allow providers to bridge 
the gap between quality of care issues, 
documentation issues, and accurate code 
assignment

The focus of Care Coordination will shift from 
case mix index management to outcome measures.

Long term view from providers to position the patient 
to be successful outside of the hospital requires 
focus on appropriate patient placement
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Clinical documentation 
provides the only opportunity 

to demonstrate the quality 
of care that was provided.



What will be Needed for Success

Payer and Provider clinical data collaboration 
will require an integrated platform to create efficiencies 

among and between providers and payer

Robust data 
to support process improvement and public reporting

Reimbursement appropriateness 
through denials mitigation, denials management and 

avoiding revenue shortfall
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SHIFTING TO A 

VALUE-BASED CARE MODEL 
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Will IMPROVE

Revenue Integrity 

And REDUCE 

Compliance Issues



A Collaborative Approach
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Documentation

Right

Middle Revenue Cycle Paradigm

Treatment

Setting and Timing
(testing, treatment, status change, etc.)

Status
Charges

Coding

Discharge / 

Transition 

of Care Plan

Fee for Value will drive 

Care Coordination to 

manage and monitor each 

patient encounter for the:



Educate providers on quality 

documentation to meet ICD-10-CM

and ICD-10-PCS coding guidelines as 

well as success under MIPs/APMs

Collaboration: Coding, CDI, Denials, and 
Revenue Integrity Working with Providers
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All HACs are reviewed pre-bill

Review any trend in 

DRG or APR-DRG

discrepancy or denials

Review any recently reported HACs
All DRG denials accepted 

by the facility are reviewed

Discuss clinical indicators 

of commonly targeted 

CCs/MCCs by RACs



To improve patient care, revenue and 
compliance, a clinical documentation 
chain requires collaboration throughout 
the organization

Weak links anywhere along the chain 
will contribute to poor data quality

Collaboration along the Entire Clinical 
Documentation Chain
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COLLABORATION IN 

EMBRACING TECHNOLOGY

Successfully automating the 

entire clinical documentation, 

coding, charge capture and 

CDM workflow requires 

integrating People, Process

and Technology
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What does Success Looks Like?

Aspirations

• Denial Mitigation through 

clinical excellence

• Capture every entitled dollar

• Drive early adoption of 

Middle Revenue integration



Industry Aspirational Statements

Leverage comprehensive clinical and financial 

integration solution to transform the delivery of the revenue 

cycle, driving significant improvement to ensure the capture 

of every dollar to which a healthcare organization is entitled 

across the continuum of care. 

Define and drive adoption of role and departmental 

integration in every aspect of the revenue cycle sustaining 

improved financial outcomes and effective clinician 

engagement. 

Drive success in a Fee for Value market by ensuring 

complete clinical documentation, maintaining revenue 

integrity and quality data management.
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Aspirations



QUESTIONS




