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Operator:
Good afternoon, everyone.  My name is (Vera) and I’ll be your conference operator today.  At this time, I’d like to welcome you all to the Revenue Cycle Management Part II: After the Client Visit Conference Call.  All lines have been placed on mute to prevent any background noise.


If you should need assistance during the call, please press star then zero and an operator will come back on the line to assist you.  Thank you.


I’d now like to turn the call over to our host, (Caitlin Hungate), you may begin your conference.

(Caitlin Hungate):
Thank you.  Welcome and thank you, everyone, for joining us for part two of our three parts Revenue Cycle Management Series today, “After the Client Visit”, presented by (Lou Anne Wilroy), Business Strategies Consultant at RT Welter and Associates.


My name is (Caitlin Hungate) and I am from the National Training Center for Management and Systems Improvement funded by the Department of Health and Human Services Office of Population Affairs.  We will begin shortly with the presentation.  Please be aware that there will be opportunities to ask questions of the presenter.  You may ask questions by chatting your question in via WebEx.  If you have a question that is not addressed, we encourage you to direct your questions to the National Training Center for Management and Systems Improvement at chungate@jsi.com, and we will direct your questions along to the presenter.


Today, we will be utilizing the polling functions throughout the webinar so please to activate the poll, go to ‘View’ then ‘Panel’ then ‘Managed Panels’ and select ‘Polling’ in ‘Available Panels’ and ‘After Current Panels’.  If you have any issues, please chat your questions to (Paul Rohde).


The presentation materials and transcripts along with answering any questions not addressed in today’s webinar will be posted about a week after today’s webinar on the National Training Center’s website www.fpntc.org.  After this webinar, you will receive an e-mail with a link to an online evaluation.  Please complete the evaluation by Monday, August 19th.


The intended audience for this webinar is Title X grantees and sub-recipient agency staff who would like to implement a structure from managing revenue that will contribute to long-term sustainability of their clinic.  The revenue cycle management Webinar Series consists of three webinars covering components of the revenue cycle management process.  The first webinar on July 24th covered key components before the client’s appointment and when the client’s arrived.  This webinar is now archived on the National Training Center’s website.


Today’s webinar, After the Client Visit, will cover the framework for billing and collections process that takes place after the client is seen.  The final webinar, contracting with Payers, on Thursday, August 29th will cover negotiating fee schedules and executing contact with third-party payers.


As a reminder, CNE credits will be awarded upon completion and full participation of each live webinar.  One point five contact hours per webinar will be awarded.


After today’s webinar, participants will be able to apply the steps involved in coding, plain submission and follow-up to ensure that reimbursement is received for the services provided, describe the components of the revenue cycle management process that occurs after the client visit, identify the necessary resources for financial management and Title X agencies based on clinic capacity, and assess agency’s level of capacity to effectively carry out these components of revenue cycle management.


At this time, we have opened up a poll in the polling panel of your screen.  Please take a moment to answer who is participating in today’s webinar.  We will give you a minute to select your answer.  And while you are selecting your answer, I would like to introduce our presenter, (Lou Anne Wilroy).  Ms. Wilroy is the Business Strategies Consultant for RT Welter and Associates, a healthcare consulting firm based in Denver, Colorado.  Ms. Wilroy works with hospitals, clinic, public health agencies, and non-profit organizations and focuses on sustainability of the safety net.


Before we turn it over to (Lou Anne), let’s close the poll and see who is participating in today’s webinar.


We will have the results shown in the screen in about 15 minutes – or 15 seconds, I’m sorry.  And (Lou Anne), we’ll turn it over to you.

(Lou Anne Wilroy):
Thank you, (Caitlin), for the introduction.  Welcome, everyone, to our second webinar in this series.  As you heard from (Caitlin), today’s webinar is going to cover the components of the revenue cycle management process that occur after the client visit.  And as we talked about on the first webinar, sometimes you’ll hear us use the terms patient and client interchangeably.  And when we use those terms, we really mean the same thing, the individual that’s receiving services in your clinic.  Specifically today, we will provide an overview of the code – of coding and documentation, claims submission and claims follow up, and monitoring of your accounts receivable process.


As a quick recap, the first webinar which was on July 24th focused on the components of the revenue cycle management process that take place before and during the client visit such as appointment, scheduling, check-in and check-out.  We’ve provided you with some tips for collecting payment from clients.  And if you are unable to participate in that first webinar, as (Caitlin) mentioned, you can access the recorded version on the National Training Center for Management and Systems Improvement website.


I’ll get in to just a little bit more detail in recapping the first webinar before we move on to the content for today.  During the live session for the first webinar, we actually received a significant number of questions from participants about different topics.  A lot of those questions seem to revolve around being able to provide confidential services to client and questions about (sliding fee scale).  So, the National Training Center is working on providing answers to all the questions that came up during the first webinar.  And those are going to be posted on the website eventually.  Some of the other themes of the questions sort of revolved around how to implement these best practices for revenue cycle management while also being able to maintain your compliance with Title X guidelines.


So we’re going to talk a little bit more about that today.  I’ll provide a recap – a little bit more detailed recap of webinar one now.  And then we’ve also put together a few case scenarios which we’ll walk through to help provide an understanding of how the federal guidelines apply to billing and collections.  So, back to webinar one just quickly what we covered, we talked about the pre-visit and what happens before the appointment.  And we talked about what happens once the client arrived on site.  And the takeaways from that were just to make sure that you have a staffing structure in place in your clinic that support the data collection process and making sure that you can obtain as much information as you need from the client at the time of appointment scheduling versus waiting until the/ client arrives for the visit or after the visit to put the pieces together about the client’s demographics and their needs.


Also, we talked about having a mechanism in place confirmation calls or sending out confirmation text to client prior to the appointment as reminders which helps reduce no shows.  We talked about the importance of implementing practice management or at least electronic scheduling software.  And also, we talked about how beneficial it can be to have a process for e-mailing forms out to your clients or having those available on your website for download so that your clients can fill out forms and bring them to the visit versus completing those once they arrived.  And then we talked about the process of electronically verifying eligibility and insurance benefits prior to the appointment to find out if the client has insurance, what health plan they have and what it covers before the client arrives so that you can communicate that to them and all be on the same page about how much the insurance is going to cover.


And then we talked about on site at the clinic, how important it is to have – for your clinic to be HIPAA compliant and have policies and procedures in place that are compliant with the Health Insurance Portability and Accountability Act.  We recommended that if you haven’t had a HIPAA assessment that you should have one as soon as possible and make sure that you are compliant with HIPAA.  Make sure that you have staffing structure and technology in place that you need to support an efficient check-in and check-out process.


We talked about the super bill also known as the encounter form and how it’s important these days to try to get that form to appoint where it’s pre-populated and electronic if possible rather than filling those out manually at the time of the patient visit just to be more efficient.


We also covered the end of day process and how you close out your books at the end of the day.  We talked about the importance of having cash controls in place as your collecting funds from clients to decrease your risk.  And we talked about making sure that your staff are trained in effective communication regarding collecting payments from clients.  It’s not something that a lot of Title X agencies are accustomed to doing.  It’s kind of a culture change and we provided some tips for training your staff in those areas.


And as I stated earlier, a lot of the questions that we received from the participants on the webinar were related to collecting balances that are due, collecting co-payments, how to apply charges to your sliding fee scale especially when your clients are coming in with insurance, and how to continue honor request to provide confidential services.


And (Sue Makowski) is on the webinar today from OPA.  She is joining us and is going to walk us through the next few slides.  We’ve put together some case scenarios for you to hopefully answer some of those questions that are still outstanding from the first webinar.  So I’m going to turn over to (Sue).

(Sue Makowski):
Thank you, (Lou Anne).  And welcome, everybody, to the webinar today.  And I hope that it’s beneficial for all of you.  So in case scenario number one, the agencies full charge of a visit is $125.  But the agency has a contractual agreement with ACME Insurance to discount the charge to $100 and charge the client a $25-co-pay.  A client insured by ACME is eligible for a 90 percent discount based on the sliding fee scale.  Meaning, they only pay 10 percent on the sliding fee scale.  So how much – we had two questions to cover.  Number one, how much does the agency collect from the client?  And number two, what charge amount is submitted to the insurance company?


So the answers to that, the first question, how much does the agency collect from the client, and the answer is $12.50.  Because the client cannot be charged for more than what they owe on the sliding fee scale and $12.50 is 10 percent of the agencies full $125 charge.  And what charge to be submitted to the insurance company?  So the charge that’s submitted to the insurance company is $125 which is the full charge even though the obligation of the insurance company is to pay the discounted rate which is $100 minus the co-pay to be collected by the agency.  But the agency would bill the insurance company for the full amount.


In case scenario number two, we’re going to switch gears a little bit.  The full charge for a visit in this instance, again, is $125.  And the agency has a contractual agreement with ACME Insurance that they’ll discount the charge to $100 and charge the client a $25-co-pay.  But this client is eligible for a 50 percent discount based on the sliding fee scale.  Meaning, they only pay 50 percent on the sliding fee scale.  So in this instance, how much does the agency collect from the client and what charge is submitted to the insurance company?  So the amount that is collected from the client is $25.  The client cannot be charged more than their co-pay.  So $25 is the co-pay, it’s less than 50 percent on the sliding fee scale so they pay the co-pay.  And what amount is submitted to the insurance company?  Again, $125 is the full charge and that should be submitted to the insurance company even though the obligation of the insurance company is to pay the contractually discounted rate of $100 minus the co-pay that is collected by the agency.


So in case scenario number two, we’re going to talk a little bit here about deductibles.  And let’s say that prior to the client coming to the clinic, you have verified that the insurance company – with the insurance company that the client has not yet met the deductible on their health insurance plan.  So what can you collect from the client?  You can charge the client for a total of $62.50 including the co-pay which is 50 percent of the total charge.  The client never directly pays more than what they would owe on the sliding fee scale.  So in this scenario, they pay 50 percent on the sliding fee scale of the $125 charge and you file a claim with the insurance company with a full fee of $125.

(Lou Anne Wilroy):
And, (Sue), on this one if I could just interject for just a moment, some best practices to remember in the – in this where a client has not met their deductible, you want to make sure that you – when you verify coverage benefits prior to seeing the patient, you can call in to check benefits with the insurance company.  And you may be able to find out in advance whether or not the client has met their deductible.  In addition, you can check with the client when they come in and ask them if they’ve met their deductible.  And if they have not, you know that insurance is not going to pay for this – cover the cost of these services.


You will also need to make sure that you check within your individual states about state law regarding waiving or discounting deductible.  Because some states do have statutes on their books that are related to whether or not you can waive or discount a client’s deductible prior to filing the insurance.  Just make sure that there isn’t anything on the books in your state that would conflict with this.  You might be able to check with your Title X grantee and your state to find this out.


And then also, as (Sue) stated, you would – you’re going to file the claim with the insurance company for the full fee of $125 for the service.  That’s the full fee that’s on your schedule, your fee schedule for this service on your charge master.  And then, you’ll slide the patient – in this particular case, the patient falls at a 50 percent discount so you would charge the patient $62.50 out-of-pocket.  Then after you have filed the claim with the insurance, you’ll hear back from the insurance company with an explanation of benefits or whatever communication that insurance company uses to get back with you that they have applied $75 to the client’s deductible.  Because that co-pay amount, which is $25 in this case, is not going to be applied to the deductible.


So remember, your full charge for the service is $125 based on your clinic’s charge master.  The reimbursement amount under your contract with the insurance company was $100.  You gave the client a 50 percent discount on that full charge of $125 so the amount collected from the client was $62.50.


So the next step is you’re going to take the difference between what the insurance would have paid which was the $100 and what you actually collected from the patient which was $62.50 and you’re going to write-off the rest.  So in this case, you’ll take the $100 which is what you would have received from the insurance company and you subtract the $62.50 which is what you collected from the patient.  The remainder is going to $37.50.  So this is the commercial insurance adjustment that you would make on this account.  And that $37.50 that you’re not going to receive from either the client or the insurance company is the amount that you would write-off.

(Sue Makowski):
Right.  Thanks (Lou Anne) for that – for those helpful hints.  So case scenario three, we have a client who is above 250 percent on the – of the federal poverty level on the sliding fee scale and this client has insurance.  And your full charge for the visit, again, is $125.  The contracted rate with the insurance company for the visit is $100.  You verified benefits and found out that the client has not met the deductible and needs to pay for the visit.  So what do you charge?  This client should be charged $100 including the co-pay of $25.  But a claim would be filed with the insurance company for $125, the full charge for the visit.  An insurance client pays the contracted rate for services so that’s why the client is being charged $100.


In the cases where the agency does not know whether the client has met their deductible, the insurance company should be billed and the agency should apply their collections policies to collect any balance due from the client.

(Lou Anne Wilroy):
And this is a great example of what we talked about on the first webinar about having the policies and procedures in place to outline how you are going to handle collections with your clients and making sure that you follow those procedures consistently across all clients and remember that once you hear back from the insurance company and you find out how much they are or are not going to pay and received payment from the insurance company and once you have confirmed the client’s income and you’ve applied the discount if they’re eligible for one on your sliding fee scale, it is the balance that is due after that point, that’s where your collections policies and procedures come in.

(Sue Makowski):
Thanks, (Lou Anne).  So in case scenario number four, we have a teen.  And this teen is covered to his parent’s insurance but he’s requesting confidential services and does not want an explanation of benefits to be sent home.  He has a $25-co-pay and he’s willing to pay it.  So what do you do?  The answer to this one is that unless you have a specific agreement with the insurance company to suppress the EOB, you cannot bill insurance.  And if you’re not billing the insurance company, any donation or payment that you would collect would not be considered a co-pay because the co-pay is a contractual agreement with the insurance company for a portion of their contracted rate.  But you can ask the client if they can pay based on the sliding fee scale.  But if the client cannot pay, then you still provide services and just write-off the cost of the visit.

(Lou Anne Wilroy):
And in this scenario, the concept of providing confidential services comes up and just a couple of factors that we just want to bring to your attention.  Even if you do have an agreement with the insurance company to suppress the explanation of benefits and not mail it to the client home address, if the client is covered under his or her parent’s insurance – excuse me – and the parent is the policy holder, the parent does have access to information about any claims that are filed on their policy.  So even if they suppress the – the insurance suppresses the EOB and nothing is sent to the home address, you should be aware that the parents of this client could still access the information because those services and those charges are going to be applied to the deductible on the insurance policy if there is one and there will be a claim history on file with the insurance company.  And so if the client is covered under a parent policy, just keep in mind that simply suppressing the EOB is probably not going to protect their confidentiality.

(Sue Makowski):
Thanks, (Lou Anne).  So just a brief summary of all of the scenarios that we’ve covered with the main points being highlighted.  First is that the client pays the lower of what they would owe on the sliding fee scale or the co-pay.  So whichever is lower is what the client would pay.  The second point, the client does not pay more than what he or she owes on the sliding fee scale even insured clients.  And third, when a client requests confidential services, agencies should have collection policies, there are consistent with Title X rules and applied equally to all clients.  So the main thing is that for all of these, there does – there do need to be clear policies and procedures that are followed and staff that are having to make decisions and having to deal with patients need to know what the agency policies are so that they’re not at the last minute trying to figure out what to do with a particular client that either can’t pay that day or has another issue.  There need to be clear policies – collection policies in place.


(Lou Anne), I’m going to turn it back over to you.

(Lou Anne Wilroy):
OK, thank you so much, (Sue).  And thank you for coming on and sharing those case scenarios and answers with us.  If you have questions about anything that we covered during the case scenarios or if you still have questions from the first webinar that were not answered, I think we’re going to have an opportunity for questions and answers at this point.  And we may not get to all of your questions during today’s webinar due to time limitations but we will address them and make sure that they get posted on the website later.

(Caitlin Hungate):
It’s great.  We will pause for a couple of brief questions at this time to discuss the case scenarios as (Lou Anne) mentioned.  Please chat in your question now to everyone.  We will select one or two to answer now.  And we will move forward with the presentation.  And there is already one in the chat, I’m – (Lou Anne) and (Sue), this is a question for you.  I thought CMS regulations prohibit the discounting or waiving of co-pays and deductibles.  Can we begin some documentations that Title X (trump) CMS?

(Lou Anne Wilroy):
And I am assuming that this is referring to Medicare and Medicaid regulations and co-pays and deductibles that are covered under Medicare and Medicaid is what I’m assuming this question is about.  As far as Medicaid is concerned, it’s up to the individual states Medicaid provider to set the regulations for collections of co-pays and deductibles.  And in fact, in my state, which is Colorado, we do have co-pays for Medicaid services for office visits to co-pay is $2.00 but our state Medicaid has made the decision to waive that co-pay for any family planning services.  And so, I would suggest for Medicaid that you check with your particular state to find out what the regulations are.


I am not aware that from Medicare that there’s – there is anything that prohibits you from making decision to waive deductibles and co-pays but we will look into that.  As I’ve mentioned earlier, there – in some states, there are statutes in place that actually protect low income populations.  In some states, there are laws that insurance companies actually have to agree to waive deductibles and – deductibles in particular for clients that are low income.  And if they are receiving services in a safety net facility such as the federally qualified health center, that rule – the federally qualified health center has the flexibility under the law not to collect the payment from the client and apply the charges to a sliding fee scale and waive or discount the amount of the charges and not collect the fees.  And then the insurance company still applies that amount to the patient’s deductible.  And that is actually on the statute – on the book in some states.

(Sue Makowski):
If I could just add to what (Lou Anne) is saying too, as you noticed (Lou Anne) was talking about her specific state’s Medicaid laws.  And so that would be – in terms of CMS nationally, I’m not aware of CMS nationally having any kind of requirement about co-pays or deductibles.  So it’s probably the way that a state has chosen to initiate their CMS’ related laws and some of it would be a state issue.  And we can get some advice from our Office of the General Counsel but I’m assuming since it’s how the state has chosen to implement, it would be considered a state law.  And that in that instance federal law in terms of Title X or FQHD law would actually take precedent.


Meaning that you would have...

(Caitlin Hungate):
Great.  And so...

(Sue Makowski):
...to (inaudible) the Title X rules around sliding patients to zero.  But we can – we can actually also check with our Office of the General Counsel but I believe it’s probably is – would become a state Medicaid law.

(Caitlin Hungate):
Great.  And, (Sue), here is another question for you.  Are we required to use these guidelines for non-Title X services that we provide or just family planning services?

(Sue Makowski):
With regard to any Title X service whether it’s – and it depends on how you’ve defined your Title X project within your grant application.  And I’m not sure if you’re speak – the person who’s asked the question, whether you’re a grantee or a sub-recipient agency but it all goes back to however you’ve defined your family planning project and what’s covered into that family planning project so even services that may not be – you may not think of them strictly as a family planning service but if they’re actually within the Title X project and you’re providing it on a sliding fee scale and in compliance with Title X, it would apply to any of those services.

(Caitlin Hungate):
Great, thank you.  And we’re going to move along with the presentation.  Please note that we do see your questions coming in through the chat and we will try to address them today.


(Lou Anne), back to you.

(Lou Anne Wilroy):
Thanks, (Caitlin).  And thanks, (Sue), for jumping in and addressing those questions.  We’re going to move on to our second webinar in the series, the content for that webinar on Revenue Cycle Management, After the Client Visit.  We are going to be covering some basics on coding and documentation today.  We will talk about billing and claims submission, collections and claims follow up, accounts receivable, and whether or not it’s a good idea to outsource all or part of your revenue cycle management process.


Before we get started, I’d just like to note that we will be launching an extensive e-learning on coding in the fall that will go into great detail on how to optimize your coding efforts.  Today, we’re just going to touch on some basics of coding and what coding is and some of the components of it, why do we do this and it is fairly complicated.  So we’re just going to talk about kind of where do these – where do these codes come from and what does this all mean.  But just make sure that you watch for an announcement from the National Training Center about the in depth to e-learning on coding that will be taking place in a few – in a few months.


So what is medical coding?  It’s the transformation of services, diagnosis, and supplies into alphanumerical codes.  CPT codes are one of three primary codes – CPT codes actually report the medical services and procedures that are provided to the patient such as your diagnostics, radiology, lab, surgical, and many other types of services.  And CPT codes identify the type of visit or encounter that the patient encounters when they visit your clinic.  It can be an office visit, an ER visit, a procedure surgery.


And then second – the second type of code is an ICD-9 code.  ICD-9 codes identify the particular diagnosis.  These codes describe the disease or condition of the client.  In the United States, we currently use the (9-3 vision) or ICD-9 but many countries are already using the (10-3 vision) which is ICD-10.  The United States will transition to ICD-10 on October 1, 2014.


So the CPT manual is published by the American Medical Association.  And the ICD book is actually published by the World Health Organization.  So, two totally different organizations published these two sets of codes.  And both manuals, just so you know, can be purchased from the American Medical Association’s website.  When coding a patient visit, the ICD-9 codes actually must match the CPT codes.  In other words, the diagnosis must justify the procedure or the services that are provided.  More than one ICD-9 code may be listed per CPT code.  CPT codes identify the type of visit or encounter.


The third type of code set is HCPCS.  HCPSC Level II codes are subset of CPT codes that are used by Medicare and Medicaid.


So a little bit more information about CPT codes.  CPT actually stands for Current Procedure Technology.  As I mentioned, CPT codes were developed by the American Medical Association and they were initially developed in 1966.  They’re all size character alphanumeric codes.  They’re updated annually.  And /the updates are effective on January 1st of each year.  CPT codes will provide you within a uniform language to describe the services that you’re providing.  They provide an effective means of reliable communication between providers and payers for reimbursement, and of course, are used for the basis for payment.  They’re also used for data collection.  And CPT codes, additionally, include your evaluation and management codes, or ENM codes, which you’re probably all familiar with because quite a few of our family planning services fall under the ENM codes.


The Centers for Disease Control, the CDC, and the National Center for Health Statistics as well as the Centers for Medicare and Medicaid Services, CMS, are the United States governmental agencies that are responsible for overseeing all of the changes and modifications for the ICD-9 codes.  IC-9 – ICD 9 – excuse me – was federally mandated by HIPAA, the Health Insurance Portability and Accountability Act in 2003.  HIPAA mandated that the healthcare industry use standard formats for electronic claims and related transactions.


The implementation of ICD-10 to replace ICD-9 was actually also mandated by HIPAA and the HIPAA Final Rule in January 2009.  But as we talked about earlier, we’re not implementing ICD-10 until October of 2014.


Although CPT and ICD-9 codes are typically updated annually, both code sets have been on a code freeze requirement in the last couple of years.  Meaning that no revisions could be made to either codes set prior to the implementation of ICD-10 next year.


So why are we changing to ICD-10?  As we all know, change can be difficult and the transition to ICD-10 will certainly be challenging for payers and provides. However, there are definitely some benefits and improvements with ICD-10.  ICD-9 is 30 years old and is based on medical knowledge from the late 1970s.  Think of how much has changed since then.  ICD-9 consists of outdated and obsolete terminology and is inconsistent with current medical practice.  We really need to get up-to-date.  ICD-9 also hampers the ability to capture cost and compare cost and outcomes of different medical technologies and really can’t support the United States in transitioning to an interoperable – excuse me – health data exchange which is where we’re heading with healthcare reform.


ICD-10 will improve our ability to be able to measure healthcare services.  It increases sensitivity when refining grouping of codes and reimbursement methodologies and helps us to better conduct public health surveillance as well.


This slide provides you with a comparison of the number of codes included in ICD-9 compared to ICD-10.  So as you can see, ICD-9 has a little over 15,000 diagnosis codes.  ICD-10 will have almost 70,000.  ICD-9 has almost 4,000 procedure codes whereas ICD-10 will have almost 72,000.  There are a lot of tools available out there to assist providers with converting or mapping codes from ICD-9 to ICD-10.  However, just be aware that these mapping tools are not a substitute for being trained to code with ICD-10.  There are training opportunities available as well and many are free of charge.  So, all providers are encouraged to start preparing for this transition now.  If you’re using a clearinghouse or if you have a billing service or even your software vendors should be able to assist you in the transition as well.


So next, we’ll talk about HCPCS coding.  HCPCS stands for Healthcare Common Procedure Coding System.  HCPCS codes are basically the standard codes that are required by the Centers for Medicare and Medicaid Services for Medicare and Medicaid reimbursement.  HCPCS codes are monitored and approved by CMS.  They were mandate for use for all healthcare transactions, again, by HIPAA.  HCPCS Level I includes all of the standard CPT-4 codes that are included in the American Medical Association’s current procedural technology in CPT as we discussed previously.  Level II of HCPCS is a standardized coding system that is used primarily to identify products, supplies and services that are not included in the CPT-4 codes.  Examples would be ambulance services, durable medical equipment, prosthetics, orthotics, and supplies when they’re used outside of a physician’s office or clinical setting.


And some examples of HCPCS Level II in family planning includes Depo-Provera, Implanon, ParaGard, the Mirena, and some – and some injections.  Because Medicare and other insurers cover a variety of services, supplies and equipment that are not identified by CPT codes – CPT-4 codes, the Level II HCPCS codes were established for submitting claims for all of these items.  And just to confuse things further, in the past, there were some state specific HCPCS codes that were considered Level III HCPCS codes that were also called local codes and they were used by Medicaid agencies, some Medicare contractors and some private insurers.  But these were discontinued in December of 2003 in order for us to be able to adhere to more consistent coding standards across the country.


So what are ENM codes?  Evaluation and Management Codes.  These are a subset of the CPT codes that are actually used for your typical medical office related visits.  All ENM codes start with a 99 and have five digits beginning with 99210 and ending at 99429.  Specifically, codes 99201 and 99205, as outlined on the slide, describe services to first time patients.  And then 99211 to 99215 are for visits for established patients, 99241 to 99245 are for office consultations and lastly, 99354 to 99360 describe prolong services.


Some great news for you about ENM codes, the Affordable Care Act required an increase in Medicaid reimbursement for ENM codes and vaccine administration up to 100 percent of the Medicare fee schedule for qualified providers in 2013 and 2014.  This became effective on January 1st of 2013 and every state was required to implement these enhanced fees.  Qualified providers that are eligible for these enhanced fees include physicians that are board certified and family medicine, internal medicine and pediatrics, physicians who bill 60 percent of all Medicaid services as ENM codes and vaccine administration codes, and non-physician provides such as nurse practitioners and physician assistants if those PAs are supervised by a qualified physician.  Excuse me.


Just keep in mind that every state varies as to how they’re processing these enhanced Medicaid payments.  And the Centers for Medicare and Medicaid Services is actually required to approve each state’s plan of adoption.  So you should check with your local Medicaid office to find out if there’s anything you need to do to be eligible to receive these enhanced payments if you haven’t heard anything yet.


So as I mentioned earlier, quite a few family planning services are covered under ENM codes.  In fact, 80 percent of our family planning claims are for ENMs.  These exams fall into four major categories, your problem focused exams which describe a health exam that is limited to an area of chief complaint.  And then you have your expanded problem focused exam which involves the chief complaint and two to seven other affected areas.  And then you have your detailed exam which is the area of chief complaint and then two to seven additional other body or organ areas.  And then finally, the comprehensive exams is a complete review of the affected area plus eight or more organ systems or body areas.


Some other factors that are used to determine which ENM code you should use to best describe the services you’re providing would include the patient’s chief complaint, of course, how long symptoms have been present, and a consideration of the patient’s past medical family and social history, and then the amount of time that it actually takes for the office visit.  And in your documentation for ENM codes, you have to make sure that you have a comprehensive history that you describe the exam that took place and your process for medical decision making.


This slide gives you the top ten ENM coding errors.  And the first one is upcoding which means that you’re actually coding for more services that were actually provided.  Downcoding is the opposite, you’re undercoding and not accurately capturing what happened during the patient visit, if you’re not documenting the patient’s chief complaint, if you have an unclear assessment, if the documentation is not actually signed by the provider, if there are tests that are billed but not ordered also known as phantom test, if the documentation of medications is unclear, if the patient’s diagnosis – list of diagnosis is incorrect, if there’s documentation missing, and if the record is illegible.


If it isn’t documented in the record, it may as well have not happened.  Your documentation must be clear and it must be concise and it must substantiate the medical necessity of the services that you’re providing.  Coding for services that are not provided is considered fraud and can get you into quite a bit of trouble.  The medical record provides documentation of the assessment, decision making and the general management of the patient.  It’s also used to recreate events in the event of a professional liability action and can be used as a definitive piece of evidence in legal action.  It’s considered a legal document.


This is our agency’s self assessment checklist for you to be able to gauge your capacity to carry out the steps involved in the revenue cycle management process that we have just covered.  First of all, make sure you have access to current ICD-9 and CPT coding resources.  And remember you can purchase those on the AMA website.  Also, you want to make sure that you have a strategy in place for starting to get your providers and the rest of your staff trained on the transition to ICD-10.  And make sure that you’re conducting coding audits at least annually to just identify any areas for improvement in your patient records and then put together a plan for providing education and training on coding regularly to keep everyone up to speed on the changes that are happening in the coding world.

(Caitlin Hungate):
At this time, we’ll open up again for questions.  If you have a question, please either – please chat your question to everyone.  And we have a question from the earlier chat that wasn’t addressed.  And this is a question for (Sue).  I have adults requesting confidential services and there is no information mailed home.  If they do owe money and don’t pay, can I turnover to collection or does this violate their right to confidential services?  Is there a set off program where payment is collected from tax returns?

(Sue Makowski):
As far as the last part of that question, I am not aware of any tax write-off, any kind of extra fund where those clients could be funded out of.  But in your particular state, you may be aware of something that I’m not aware of.  But in answer to the question, I think, there’s nothing in Title X law that prohibits the use of collection agencies.  However, I think that in this instance, it really would defeat the whole purpose of confidential services if they’re being turned over to collections.  And collections agencies and the way they work or they’re going to contact folks at home.  And so, I think, that while there’s nothing in Title X that specifically prohibits the use of collection agencies in all instances that your agency should have clear policies that are developed that actually – if you’re going to use collection agencies which we actually discouraged but we can’t say you absolutely can’t but they should be used rarely and you should have clear policies for when they’re used.


I hope that helped.

(Caitlin Hungate):
Great, thank you.  And that was just an example.  And here is another question in the queue.  What diagnosis code should be used on the claim, the initial complaint of a visit or the end result of the visit?  The admission or the discharge?

(Lou Anne Wilroy):
Oops, sorry.

(Caitlin Hungate):
And that’s for (Lou Anne), I’m sorry.

(Lou Anne Wilroy):
Sorry, (Caitlin), I think I had myself on mute there while (Sue) was talking.  On this question, the diagnosis code that would be used on the claim would be the end result of the visit what you determined to be the diagnosis.  I would also suggest that we probably won’t have time to get in time to particulars on today’s webinar on coding instructions so I would suggest that we – that you participate in the comprehensive coding training that’s going to take place this fall.

(Caitlin Hungate):
Great.  And here is another example from North Carolina.  There is a program called MC.setup, you can garnish a tax return or lottery winning but you have to send the letter to the house of your intent to turn them over to the state.  So hopefully everyone saw that example on the chat.  And we will be opening up a poll in the polling panel of your screen so please take a moment to answer.  Is your agency currently utilizes a clearinghouse for claimed submission?


And while everyone is collecting – or submitting their responses, we’ll turn it back over to (Lou Anne).

(Lou Anne Wilroy):
Thanks, (Caitlin).  And thanks, everyone, for the great questions.  I know it’s frustrating that your questions are not all being answered at this point but we will definitely get back to you with the answers.


The next slide is going to move us into our discussion about claim submission.  Hopefully all of you recognize this form that’s on the slide.  This is the 1500 form that all claims are submitted on.  Most payers require electronic claims submission today.  This means that the claim is transmitted electronically via a HIPAA compliant secure encrypted data transmission to the payer.  Vaccine a claim form to the payer is not considered electronic claim submission.  Your claim should have – you should have an appropriate mechanism in place to complete claim forms electronically.  Manual completion of paper claims is not cost effective and is really not an efficient use of your personnel time.  There are myriad of systems and software programs out there to enable size clinic to implement electronic claim submission.  And many are available at a very reasonable price.


Most clinics would greatly benefit from utilizing a clearinghouse as well.  It looks like based on the results – (Caitlin), can you share the results with us on the clearinghouse question?

(Caitlin Hungate):
Yes.  So they are shared – (Lou Anne), so it looks like of those two answers, 55 said yes, they currently utilize the claims clearinghouse and about 31 participants said no, and about 100 left it blank.  So of those two respondents, 27 percent said yes, they do utilize the claims clearinghouse.

(Lou Anne Wilroy):
OK, great.  So some of you are familiar with the clearinghouse and some of you may not be familiar with the clearinghouse and what clearinghouse – the purpose of a clearinghouse is.  Most clinics would probably benefit from using a clearinghouse.  Most medical record vendors require the use of a preferred clearinghouse that they have a relationship with.  But there are certainly effective and reputable clearinghouses on the market today.  So we’ll talk a little bit more about the clearinghouse and what’s the – what services clearinghouse has provide on the next slide.


Clearinghouses were actually first developed by the payer.  So the insurance companies wanted to make it the claims submission process more streamlined themselves and rather than receiving claims from each individual provider that they contracted with.  The commercial payers thought that it made sense to have clearinghouses that would be available at the national level to process claims and submit them in bundles to the insurance companies.  Clearinghouse has standardized the claim information that is submitted to payers.  Clearinghouse has prevent errors and actually allow you to catch and correct any errors within minutes rather than the time that it would take you to do this and how.


Fewer percentages of your claims are delayed or rejected when you use a clearinghouse.  And clearinghouses have been shown to reduce your reimbursement time to under 10 days.  So helping you get that cash in the door quicker.  Clearinghouse has submit electronic claims in batches all at once rather than submitting each claim separately to each individual payer and also provide a single location for you to manage your claims.


So how do you know if you need a clearinghouse or not?  Well, ask yourself if your agency is currently billing electronically.  Many payers today actually require you to submit claims electronically.  Very few insurance companies will accept paper claims and we’re moving in this direction more and more.  If you do not have the capacity to bill electronically, you’ll need to implement a necessary technology to do so in order to successfully and effectively submit claims and receive reimbursement.  A basic practice management system will allow you to create an electronic claim and then submit it on to the clearinghouse.


How many health plans does your agency bill?  If your agency is only planning to contract with one payer, Medicaid for example, using a clearinghouse might not make sense.  However, if you’re billing multiple payers, getting set up with each new payer can involve a potentially long and involve testing and certification process that can take weeks.  You’ll send in multiple test claims and then attempt to send live claims.  Those might get rejected until you or your staff get all of the details you need to that payer worked out.  If you bill directly to each payer, this means that you would repeat this process over and over each time you add a new payer.  The clearinghouse already has all these things worked out so it makes the process much more efficient.


If your staff experience set electronic billing, submitting claims directly to more than one single entity also puts an extra burden on your billing staff.  They’ll be required to keep track of multiple transmission methods, multiple logins and passwords for each payer.  They’ll have to have multiple file names and file types and then learn each payer’s error code and interpret each payer’s claim status reports process.


If your staff are not experienced with electronic billing, using a clearinghouse provide you with a safeguard to make sure claims are completed appropriately for submission.  Even if your staff is experienced with electronic billing, the clearinghouse can provide you with a cost effective option for outsourcing all or part of this process.


And then also, you should know your claims volume.  The clearinghouse has charged a flat fee or a claims transaction fee based on volume, so usually the higher the volume, the lower the cost per transaction.  So when you’re accessing potential clearinghouses to work with, it’s important to know your anticipated claims volume and the fee structure that the clearinghouse is offering.  And if you have a fairly low volume of claims and I would consider that to be about anything less than 500 claims a month, a monthly flat fee with the clearinghouse is probably more cost effective for you.


So your self assessment checklist for this portion of the webinar, you want to have staff struc – staffing structure in place and make sure that your staff have the expertise to support claims submission whether or not you’re using a clearinghouse or doing this in-house.  You also want to make sure that you have technology to carry out electronic claims submission and remember that doesn’t mean a fax machine.  You need to be able to submit secure claims electronically to payers and also make sure that you have access to clearinghouse services if you – if it’s applicable to you.

(Caitlin Hungate):
At this time, we will open now the presentation again to questions.  If you have a question, please either chat your question – please chat your questions to everyone.


And this is a question for (Lou Anne) that came in earlier that was not be able to be asked.  Can you again explain what part of the charge is a contractual adjustment due to contractual agreement and which part do you write-off?

(Lou Anne Wilroy):
Sure, we can walk through that again.  So I’m going back to the case scenario that we were on earlier because I think it helps to just use that as an example.  So in the case scenario that (Sue) shared with us, the full fee for that scenario was $125 for whatever service was being provided.  And that full fee is the amount in the clinic’s charge master for those services.  So your – the pay – and this particular patient had not met their deductible so once the patient is seen, you file the insurance and you put the full charge for the service on the claim which is the $125.  This particular client was eligible for a 50 percent discount on the sliding fee scale so the actual charge that the patient paid out-of-pocket was half of the $125 which is $62.50.


So you take the difference between what the insurance would have paid and your contract.  And in this case, the clinic had a contract with the insurance company for a discounted fee of $100 for that service.  So you take the amount the insurance would have paid which was the $100 and you take the amount the client paid which was $62.50 and then you write-off the rest.  So the balance is $37.50, that’s the remainder.  You’re not going to collect that from the insurance company or the client.  So this is the amount that you write-off and that’s the commercial – so that’s the commercial insurance adjustment that you make on the account.

(Caitlin Hungate):
Great.  Thank you, (Lou Anne).  And just to let everyone know, to please look to the chat as other participants are answering other questions that you have – you may have posted.


And here is a question that came in just from the chat now.  (Lou Anne), would speedy claims software be considered a clearinghouse or is it in-house billing?  This participant is just trying to get clarification of the clearinghouse versus in-house billing.

(Lou Anne Wilroy):
Speedy claims software, I’m not sure – I’m not familiar with speedy claims software.  But we can try to find out before the end of the webinar.  And if not, we can get back to you.

(Caitlin Hungate):
Great, thank you very much.  And we’ll turn it back over to you, (Lou Anne).

(Lou Anne Wilroy):
OK.  Thank you, (Caitlin).  OK, so now we’re talking about collections and claims follow ups.  So, this is the process that takes place after you have submitted the claims after the client visit.  Regardless of how your claims are submitted whether it’s through the clearinghouse or if it’s electronically in-house, or even if you’re still submitting paper claims to some payers, it’s imperative that you follow up with the payers to obtain the status of your claim.  Once you confirmed that the claim has been received by the insurance company, you actually do not have to sit and wait at the mercy of the payer to get paid in a timely manner.  You can and should be proactive in working your claims.


Depending on your billing method, you should expect to receive payment at least within 10 to 15 days.  For claims that are not paid within 10 to 15 days of submission, you should implement a process for following up.  The most common reasons for payment delays are that the claim was never received.  This mainly happens with paper claims that just mysteriously get lost in the mail.  And another reason that you should be sending electronic claims today if the claim hasn’t been followed up in a timely manner by your internal staff, it could be a month or longer before you even realize that the payer hasn’t received the claim.  For paper claims, you should probably allow about 10 business days before you contact the payer to confirm that the claim has been received.


For electronic claims, if you use a clearinghouse, you’ll receive confirmation quickly that the claim was received.  If you file the electronic claim in-house versus using a clearinghouse, you should call the payer within five days to confirm.  The sooner you’re aware that the claim has not been received, the sooner you can resubmit the claim and the sooner you’ll get paid.


Another reason for delay is that the claim has been denied.  If you find out the claim has been denied by the payer, you’ll receive notification from the payer.  And if this – if there’s an issue that you can correct, you’ll correct that issue and then you should resubmit the claim as soon as possible.


Another reason for delay would be that the claim is pending additional information, maybe there was something missing from the claim form.  They can be categorized depending for certain amount of time while the insurance company is trying to get the information they need from either you, the provider, or the insured individual.  Even if the payer has contacted the client to try to obtain information from that individual, you can also notify the client as the provider and expedite the process in getting the information to the insurance company that they need to process the claim.


When claims are actually denied which means the insurance company notifies you that they’re not going to be paid, if the issue is something that you can correct in order to resubmit the claim, then you might want to consider appealing the claim denial.  However, it’s important for you to think about how much time and effort it will take to file an appeal.  Some providers actually choose to only appeal claims that are higher than a certain amount like over $100 or over $10.


You’ll want to look at the reason for the denial.  And if you think the payer wrongfully denied your claim, then you should definitely make an attempt to appeal their decision.  A common reason for denial that can easily be appealed is if the insurance company tells you that the claim was denied because of no prior authorization.  If it’s a procedure or a service that required pre-authorization, many times the authorization took place but it just was simply not documented appropriately on the claim form.  And this can easily be resolved if you contact the insurance company and just provide them with the documentation.  They will probably have it themselves.  They would have a record of approving it.  So you just go back to them and work through that process and then you can get the claim resubmitted.


Also, you need to file the claim – the claim as quickly as possible – excuse me – the appeal as quickly as possible.  You need to try to file it within seven days of receiving a denial notice from the payer.  The longer you wait to resolve the denial, the lower your chance of approval of the appeal due to timely filing requirements.  Also, ask your client for assistance, we talked about this earlier.  It’s in the client’s best interest for you to get that claim paid because claims denial might result in more out-of-pocket cost for the client.  They might be willing to call the insurance company on your behalf to pursue the appeal.


Also, go back and look at the terms of your contract with the insurance company.  Review the conditions of your contract.  Some denials may actually be against the conditions of the contract.  And if this is the case, you want to be proactive because those claims should never been denied in the first place.


Accounts receivable is actually the money that’s owed to your clinic.  In general, account aging is usually broken down into buckets as demonstrated on this slide.  In order to ensure sustainability in your clinic, common business practices for medical clinics involve reviewing accounts receivable on a regular basis.  This helps analyze the financial health of your organization using the discharge date on the account.  Your accounts receivable report calculates the length of time it takes for claims to be paid.


So the first category is the zero to 30 days.  This includes insurance claims that are in process.  They’ve been submitted and they’re pending receipt of payment.  Second is 31 to 60 days.  These are claims that remain unpaid within this period of time between 31 to 60 days.  These claims have the greatest chance of being paid.  Payers are required to respond to claims within 30 days of receipt.  During this time, if the claim hasn’t been paid, the payer has to get back with you and respond in some way.  It’s during this time period that you may receive a request for more information.  You might receive notification that something – some additional information has been requested from the client or a notification that the claim needs further review or that it’s even been denied.


Medical claims are actually unique to accounts receivable in other industries due to our timely filing restrictions in the insurance environment.  The timely filing restrictions are set by each payer.  So depending on the payer, you might have as little as 30 days to up to a year to file a claim.  So you want to familiarize yourself with timely filing requirements for each of the payers you work with and make sure that you pay attention to those.


For claims that are out for 61 to 90 days, these should be your top priority.  Although the 31- to 60-day bucket are the easiest to collect, your unpaid claims between 61 to 90 days should be the ones that you spend the most time on in working.  These claims are at risk for becoming uncollectible.  This is a critical time for your billers to make sure that unbilled claims are filed or resubmitted if necessary.


And then finally, claims that are out for over 90 days, once they’ve remained unpaid for this length of time, your chances of collecting payment decreased dramatically.  The longer the claim remains unpaid, the stronger the likelihood that it won’t be paid.  At this point in your revenue cycle, you need to consider whether or not each claim is likely to be paid.  And if you determine that the claims are uncollectible, you need to write those off to prevent valuable time from being spent that could be used on collecting your collectible accounts.


Collections from clients, any Title X agencies really don’t have a lot of experience with invoicing clients.  It’s just not something that’s been part of your culture in the past.  Although others that provide wider range of services and contract with multiple payers are familiar with the collections process.  Just keep in mind that the collections process applies to your clients with outstanding balances after payment has been received from the insurance company and after you’ve determined the client’s income level and applied any discount that they’re eligible for under your sliding fee scale.  Then you can engage in the collections process for any out-of-pocket balance that’s still due from the patient.


And, again, you want to make sure you have financial policies and procedures in place to outline how you process collecting outstanding balances and be consistent across your clients.  Keep in mind, again, that if your Title X – that your Title X clients that fall below 100 percent of the federal poverty level, you can’t charge those clients for services.  So these collections processes don’t apply to those clients.  However, if they are covered by insurance, clients below 100 percent of the federal poverty level, you can file their insurance if they have coverage such as Medicaid.


So the collections process (clicks in) if there is an outstanding balance that you need to collect based on any guidelines or regulations that you have in your clinic.  Most medical practices send out statements at the same time each month.  This is called monthly billing.  Another option is cycle billing which means that you’ll send out statements in a more timely manner.  You can do this every few days or weekly.  This reduces the time between the patient encounter and the delivery of the statement to the patient.  And this improves your chances of collecting payments.


When it comes to collecting from clients, a common practice is the one, two, three strikes and you’re out concept.  This means you send out three statements, one at 30, one at 60, and one at 90 days.  If the payment is not received after the third statement, then the account is either written-off or turned over to a collections agency.  This concept would be something Title X agencies might want to consider implementing as you move forward in implementing standard business practices for clients that don’t fall into your low income bracket on the sliding fee scale and your clients that are insured and have outstanding balance just because they haven’t met their deductibles or maybe they didn’t pay the co-pay when they came in or other out-of-pocket expenses.  This is a common practice in medical collections.  The patient has three chances or three billing cycles to pay the balance due.  And then they still have an outstanding balance – if they still have an outstanding balance, they’ll be sent to collections.


It’s important to make sure that you’re following any federal or state guidelines that govern that collection practices in your state or any federal guidelines that you would be subject to in order to develop your written policies and procedures for collections and write-offs, just make sure they’re consistent with the laws.


So how do you know if your revenue cycle management process is working well?  This slide provides you with some performance measures for revenue cycle management.  If your total monthly charges are actually – that’s actually the total amount that you build for the month.  And then your total monthly payments are the total amount that you have been paid.  You calculate the ratio of payments to charges.  And then that charge amount, of course, will usually be higher and should be higher than what you actually are paid.


If you’re being paid less than 50 percent of what you’re charging, you might want to consider conducting a cost analysis and maybe revising your fees.  The total amount in accounts receivable is the total dollar amount that’s outstanding that is due to your clinic.  And accounts receivable by aging breaks down the accounts receivable into the categories that we discussed earlier.  And remember, your outstanding accounts receivable greater than 90 days has the least chance of being collected so you want to pay attention to this portion.  And you don’t want this number to be any more than 15 to 20 percent of your total accounts receivable.  And if it is, this indicates a red flag that could be a problem and you can look at that and trace it back to your internal processes or your personnel or maybe a combination of both.


And then the average claim days in accounts receivable, this you calculate by taking the total of your gross charges for the last three months period divided by the ending receivables balance.  And this will provide you with the average days for receivable that are outstanding.  This should always be 30 days or less.


And then to count – to calculate your accounts receivable ratio which is the last bullet on this slide, you divide your total accounts receivable by your average monthly charges.  This ratio should be between 1.0 and 2.0 of your average monthly charges.  Any clinic with over four times your average – the average of monthly charges in your accounts receivable balance probably has a collection problem so you want to watch out for that.

(Caitlin Hungate):
Great.  And at this time, we will open up the chat again for questions.  And (Sue), this is something for you.  A participated chatted in, my understanding of co-pays is that it is not subject to sliding fee scale.  But it is the contractual agreement that we collect this from the patient.  Could you please respond and clarify?

(Sue Makowski):
Again, the – when we went through this steps of how you determine what a client would owe, you actually determine what they pay on the sliding fee scale.  The agency may have entered into a contract with the insurance company that is in violation of Title X law.  And so in that case, the agency would either, one, need to go back and renegotiate their contract with the insurance company or, two, the agency if the client would owe less than the sliding fee scale than what the co-pay is then the agency would need to write-off that difference between what this patient owes and what the co-pay actually is.


So, for instance, if the co-pay is $25 and on the sliding fee scale, the patient would have owed nothing, then the agency needs to write-off the amount of the co-pay which would be $25.

(Caitlin Hungate):
Great, thank you.  And this is a question that came in from the chat for (Lou Anne).  How do we handle faxes from multi health that offer reduced payment often only 20 percent of the charge?

(Lou Anne Wilroy):
Can you repeat that, (Caitlin)?  I’m sorry.

(Caitlin Hungate):
Sure, it’s how do we handle faxes from multi health that offer reduced payment often only 20 percent of charge?

(Lou Anne Wilroy):
Multi health?  I’m not sure what multi health is.

(Caitlin Hungate):
Great.  If the participant who asked this question could clarify that and we’ll move on to the next question and go back to that.


So this is another question for you, (Lou Anne).  Does the one, two, three strikes you’re out then mean you can deny future services to those clients?

(Lou Anne Wilroy):
Typically, that is the decision that’s up to the agency.  You’ll have – you’ll develop your financial policies and procedures as to how you’re going to handle clients that don’t pay the balance due.  So the one, two, three strikes you’re out is a pretty common methodology for sending out statements where you do three statements and then if they don’t pay by the third statement, you make the decision as to whether or not you’re going to write-off those amounts or if you’re going to send those clients to collections to try to get the funds.


Deciding whether or not you’re not going to allow these patients to receive services in your agency after that point is your decision.  And I don’t know if, (Sue), there’s any reason under Title X that you can’t make that decision.  But that’s something that you would decide how you want to handle within your own agency.

(Sue Makowski):
I think, you know, in Title X – this is (Sue).  I think we discourage not serving clients that need services.  And so I would urge – I know we hear instances where folks talk about clients that are able but refused to pay versus clients or people that are unwilling versus unable.  And, again, it goes back to how your agency policies and procedures are developed.  I don’t think that that happened all that often.  Although the way it gets described, you would think that it happens all the time.


But I would just be very, very careful and just say that you need to have very clear agency policies that are implementing consistently across the project in terms of how you determine whether clients are unwilling versus unable to pay and that not seeing clients that you’ve determined are – or should be able to pay but are not that that should be very clear in your policies and procedures.  And it will be something that you’ll be actually monitored on.  If you’re a grantee, you’ll be monitored by your federal folks in the regions or if you’re a sub-recipient, your grantee should be monitoring you to make sure that whatever way you’ve developed those policies is not developed in a way that is a barrier to care particularly for low income clients.


I hope that helps a little bit.

(Caitlin Hungate):
Great, thank you.  And we’ll have one more question but I wanted to respond to the earlier question that a participant clarified about that multi health question.  So please refer back to the chat where someone mentioned that we also receive faxes from intermediaries want to negotiate claim payments.  And that agency typically just (shrug) and ignore them.


So we’ll go back to another question in the chat.  Should the total monthly charges be less Title X adjustments?


And that is for (Lou Anne).

(Lou Anne Wilroy):
OK.  I was just trying to think through the question.  Should the total monthly charges in your account receivable be less – that’s less the Title X adjustment?


Actually, no.  You would need – you would want to have – your total monthly charges would be – is the actual amounts that you’ve charged so – based on your full fees.  I think that’s the question that you’re asking.

(Caitlin Hungate):
Great.  Thank you, (Lou Anne).  And we’re going to turn it back over to you for the rest of the presentation.

(Lou Anne Wilroy):
So we’ll talk a little bit now about outsourcing any or all of components of the revenue cycle management process.  There certainly are consulting firms and professionals out there who can provide any of these services to you on a contractual basis.  There are billing companies that provide comprehensive revenue cycle management services from start to finish.  There are clearinghouses that not only provide claims submission services but also provide outsourced eligibility verification, claims rejection analysis, and even patient statement services.


And in fact, it looks like the speedy claim software that someone asked about earlier has – is an example of this type of service.  It’s a – it’s a company that has a software program that has several packages from simply allowing you to fill in the claim form electronically all the way up to comprehensive clearinghouse services.  So it’s not a practice management system but it does offer clearinghouse services.  Someone asked about that earlier.  And a lot of the clearinghouses are set up this way where they have sort of a catalogue of services and you can subscribe to which ever service you’re interested in.


In order to determine whether or not to outsource or keep the services in-house, a cost benefit analysis should be contacted to weigh the cost to your agency in personnel, training, technology, and other resources versus the cost of contracting with an outside organization.  Often if you have a small volume of claims, it makes sense for you to outsource rather than trying to develop the internal capacity.


This slide includes some pertinent decision making factors that you can consider when you’re thinking about outsourcing or keeping things in-house.  It’s not a fine science and it’s difficult to calculate your internal costs and accurately estimate the potential for increased revenue by using a contracted billing service.


This matrix is just sort of a starting point for you to identify the factors that are important to consider in the decision making process.  And once you’ve looked at these factors, then you can conduct a cost benefit analysis to determine whether outsources is prudent for you.


Some examples of how much clearinghouses and outsourced billing companies would charge.  Clearinghouses often will charge a setup fee plus a flat fee per provider per month.  And the average per provider per month fee on the market right now is about $50 to $250.  And then another payment mechanism common for clearinghouses is a per claim fee versus a per provider per month fee.  The per claim fee is based on your average daily claim volume.  And as I talked about earlier, the higher the volume, the lower the cost per claim.  Usually the cost per claim for using a clearinghouse to submit your claim is less than a dollar per claim.


And for outsource billing in today’s market, we’re seeing billing companies charge anywhere from $5 to $10 per claim.  And another way that billing companies often will set up their charges is a percentage of collections versus a price per claim.  And on the market today, that percentage is going at about 7 to 9 percent depending on what services you received from the billing company.  And then for patients’ statements, you can actually outsource the process of sending out statements to your clients.  It’s about the same as the billing companies are charging today.  It’s about 7 to 9 percent.


This next slide provides you with an example of a cost benefit analysis that was conducted by a primary care practice that had three primary care physicians.  This is just so you can get an idea of the difference in the cost for keeping your revenue cycle management process in-house or outsourcing it.  This particular practice had two medical billing specialists on staff.  They had about 80 insurance claims per day.  And the average billing was about $125 per claim.  So you can see the cost comparison between keeping the services in-house versus outsourcing them.  They probably saved about $200,000 by outsourcing the billing process.  And the source for this was the “Profitable Practice” which is a publication.  This was an article on whether or not you should outsource your medical billing.


So our agency capacity self assessment checklist for this portion of the webinar includes making sure you have staffing structure and the expertise that you need to support claims followup.  The important piece of working those claims, finding out if they were actually received by the payers, and then making sure that you’re receiving payment in a timely manner within 10 to 15 days.  And if not, finding out why, resubmitting the claims that you can resubmit, if the problem is something that you can fix, and then deciding whether or not you’re going to pursue an appeal.


Also, make sure you have the technology in place, hardware and software, to track your accounts receivable and collections process.  We talked about those best practices for performance measurement that you want to look at for your account receivable on an ongoing basis.  And then in addition to that, make sure that you consult with someone who has finance and accounting expertise to set up your financial policies and procedures and your collection processes.  And if you don’t have anyone in health, you can certainly outsource with someone who has this expertise such as a CPA.

(Caitlin Hungate):
At this time, if you have questions, please continue to chat them in via the WebEx chat.  Unfortunately, we – due to time, we will not be able to address them now.  But we will make sure that (Lou Anne) responds.  We will post them on the Family Planning National Training Centers website with the archive materials.  And we will also leave the WebEx open for you after this (inaudible) have ended for you to continue to chat your questions.


We look forward to seeing you at our final webinar in the Revenue Cycle Management Series, Contracting with Payers on August 29th from 2:00 p.m. to 3:30 p.m. Eastern Standard Time.


We have chatted the link for an outline evaluation.  Please complete the brief evaluation by Monday, August 19th in order to receive continuing nursing education credit or certificate of attendance.  You will also shortly be receiving an e-mail with these instructions in your inbox.


At this time, we have opened up another poll in the polling panel on the right of your screen.  And please take a moment to answer this quick question.  How would you rate the length of this webinar?


And we also wanted to take this opportunity to share other exciting training events offered by the National Training Center.  For a complete schedule of upcoming events, please visit www.fpntc.org.


And our polling results of today’s webinar will be shortly viewed in the polling panel of your screen.  And as I mentioned, here are some upcoming training activities with the next webinar tomorrow in the STI Series Part 2:
STI Update Q&A for Clinicians.


Thank you for your participation in today’s webinar.  Thank you to our presenter (Lou Anne Wilroy) for sharing her expertise and experiences.  And once again, we will stay – we will keep the WebEx open for you to continue sending your questions in for (Lou Anne) to address after the webinar.


Thanks.  This concludes the webinar.

Operator:
This concludes today’s conference call, you may now disconnect.

Male:
(Inaudible).

(Caitlin Hungate):
(Lou Anne)?

(Lou Anne Wilroy):
I’m still here.

(Caitlin Hungate):
OK, great.

END
