
A 2011 report by the U.S. Government 
Accountability Office (GAO) found that 
aggregate rates of coverage denials in the 

states reviewed, including denials of pre-authorizations 
and claims, ranged from 11% to 24%.1 Each denial 
has significant downstream impact on a practice: the 
average cost to rework a single claim is $252 and 
resource-intensive appeals can take months with no 
guarantee of success with many practices ending up 
with write-offs in the range of 1% to 5%.3 Regardless of 
number, denials can be detrimental to the health and 
sustainability of a practice.

CODING AND DATA ERRORS

A single typo, missing piece of information 
or an empty field on a claim form can 

trigger a denial. Examples include an incorrect or 
missing patient social 
security number; 
Current Procedural 
Terminology (CPT) 
code, Diagnosis-
Related Group (DRG) 
or All Patients Refined 
Diagnosis Related 

Groups (APR) code; benefit plan number; place of 
service; prior authorization number; ICD- 10 diagnosis 
code; or modifier. Make sure to identify the correct  
ICD-10 diagnosis code for the reason for the surgery 
and not the primary complaint for the first visit. The lack 
of this one change is the leading cause for denials of 
surgical claims.

 FAILURE TO CONFIRM A PATIENT’S 
ELIGIBLE COVERAGE AND PLAN

When a practice fails to check whether 
a patient has coverage through a specific payer, or a 
physician is out of network and 
the patient doesn’t have 
out-of-network benefits, 
reimbursement 
may be denied 
or significantly 
reduced. 
Confirmation of a 
patient’s insurance 
plan and coverage 
is significantly easier 
now through payer 
portals via the Internet. 
The patient’s eligibility 
should be checked prior to the 
physician exam. The plan confirmation also provides 
the exact amount of copays/deductibles to be collected 
prior to the physician exam or surgical procedure.
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LET’S TAKE A LOOK AT THE TOP NINE 

REASONS WHY INSURANCE COMPANIES 
MAY DENY REIMBURSEMENTS.



FAILURE TO CONFIRM THAT A  
SERVICE IS COVERED

Practices often fail to confirm with a 
payer’s medical policy that a certain 

technology, service or procedure is covered. Even once 
coverage is determined, it is important to understand 
the specific criteria that must be met to ensure full 
reimbursement. All payer coverage policies can be 
found on the payer website or through a client portal. 

Following the clinical, 
documentation and 
coding guidance 
noted in the policy 
will eliminate the risk 
of denials or pay 
backs to the payer 
following audits.

 

PATIENT HASN’T MET  
PLAN DEDUCTIBLE

If a practice neglects to review the details 
of a patient’s plan and all applicable 

deductibles, a practice may receive only partial 
reimbursement for a 
service and will have 
to work with the patient 
directly to secure any 
remaining balance. It 
is recommended that 
the practice is aware of 
the co-payments and 
deductible obligations 
from the outset.

LACK OF CONFIRMATION ABOUT 
SERVICE CAPS

If a physician performs services or 
procedures beyond what is capped in the 

patient’s benefit plan, the additional service claim will be 
denied. This reinforces the need for practices to confirm 
all details of a patient’s coverage prior to the rendering 
of services. An example of a service cap is the global 
surgical days. Each surgical procedure has designated 
surgical days included in the surgical payment packet. 

These days can range 
from zero to 90 and 
during the assigned 
global period, 
additional services 
related to the surgical 
procedure cannot be 
billed separately. 

SUBMISSION OF  
DUPLICATE CLAIMS

The submission of duplicate claims—such 
as multiple claims for a single encounter 

on the same date by 
the same provider or 
a resubmitted claim 
for a service already 
paid for—drives a large 
number of denials 
and time researching 
and correcting the 
duplicates in the payer 
and practice software.

 

LACK OF UNDERSTANDING ABOUT 
BUNDLED SERVICES

When multiple services related to a 
single diagnosis are completed on the 

same day, or a patient has multiple encounters (such 
as pre-op and post-op visits) all related to a single 
diagnosis or procedure, a practice may receive a 
single “bundled” payment instead 
of payment for each 
individual test, service 
or procedure (even if 
each carries its own CPT 
code). Understanding the 
global surgical days for a 
procedure is important 
to prevent unbundled 
payments and 
subsequent denials.
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LACK OF UNDERSTANDING  
ON THE USE OF MODIFIERS

There may be multiple services rendered 
on the same day that are included on the 

same claim form. However, if the appropriate modifiers 
are not added, payers are likely to deny secondary and 
tertiary services, even if all the claims are legitimate. 
Modifiers tell the claim 
software how to pay 
for CPT codes. It is 
recommended 
that payer 
policies are 
reviewed 
specific to 
modifier use.

LATE FILING

Payer filing deadlines can range from 
45 days to one year for full payment, 
depending on the payer. If a practice fails 

to file a claim before the deadline, the claim will not be 
reimbursed. Be sure to identify the filing deadlines for 
each of your 
payers and 
include in your 
billing software.
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WAYS TO HELP ENSURE CLAIMS ARE ACCURATE. 
The complexity of the reimbursement landscape, constantly changing regulations 

and codes, and the nuances of medical billing mean that practices will never 
eliminate denials completely. The good news is that there are several steps that 

you can take to ensure that claims are accurate from the start. 

HERE ARE A FEW TIPS THAT I HAVE FOUND USEFUL:

Ensure proper training and  
communication for 

 clinical support staff. 

Clinical support staff are critical to proper claims 
management and documentation. Hiring skilled 
employees and continually training them is essential to 
a high-performing revenue cycle. These staff members 
are responsible for confirming coverage and criteria, 
communicating with physicians to ensure proper 
documentation, and handling patient payment for any 
non-covered services.

Create a claims  
review task force.

Form a committee that meets weekly or monthly to 
review denials, identify and analyze trends, determine 
resources needed to make improvements, activate 
fixes, and track and report on progress. Meet with 
your private payer customer service representative to 
speed the delivery of supporting documentation for 
denials and corrections to claim payments. Have the 
documents organized with a cover letter requesting his/
her assistance in the payment process.
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Stay up-to-date on  
CPT code changes.

CPT codes are reviewed yearly and updated regularly 
at the end of each calendar year. Practices should 
stay abreast of CPT changes and coding guidelines by 
sending physicians and/or staff to industry conferences, 
signing up for email notifications and/or newsletters 
from payers and Medicare, buying new coding books 
each year or hiring a consultant. All coding updates 
should be in the computer software by the early part 
of January. Hold claims until the software is updated 
to ensure claims are consistent with CPT changes and 
decrease the number of denials. 

Establish documentation guidelines 
for the top procedures for the office 
visit and the operative sessions.

Use the payer medical coverage policy guidelines 
to build the important documentation areas in to the 
practice dictation software. The number one request 
from payers when appealing a denial is written 
documentation. Having properly documented clinic 
notes and operative notes can quickly move a denied 
claim to a paid claim. 

Establish multi-factorial  
practices. 

The complexity of reimbursement necessitates that 
every practice have multiple levels of checks and 
balances to ensure accurate entry of information, 
efficient management of claims, and effective follow up 
and communication throughout the process. 

The process of managing reimbursement is complex, 
but practices that hire an adequate number of billing 
staff, train staff effectively, provide conscientious 
billing practices, file in a timely manner, and have a 
closed-loop system in place for reviewing denials and 
implementing fixes are poised to ensure that claims are 
accurate and minimize denials. 3
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