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Good afternoon.  My name is (Kia), and I will be your conference operator today.  At this time, I would like to welcome everyone to the Top Three Mistakes in Revenue Cycle Management conference call.  All lines have been placed on mute to prevent any background noise.  After the speakers’ remarks, there will be answering questions at the end of the call.  


I would like to turn the call over to Ann Loeffler from the National Training Center for Management and Systems Improvement.  


Ms. Loeffler, the floor is yours.  

Ann Loeffler:
Thank you.  And thank you, everyone for joining us for our first HIT-Byte. And this first HIT-Byte is called Top Three Mistakes in Electronic Revenue Cycle Management.  And this is the first in a series of a new format of a Webinar that we’re trying out where you’ll hear a little bit from our experts who are available to you on the Health Information Technology Community of Practice.  And then, you’ll have some time where they will be live at the Community of Practice ready to take your questions and answer them.  


So, just to give you a quick overview of what we’re going to go over today, we’re going to talk about at least three common revenue cycle management mistakes, and then talk about at least one strategy to address revenue cycle management with an electronic practice management system.  


So before we get in to that, I want to give a quick definition.  The Healthcare Financial Management Association defines revenue cycle as all administrative and clinical functions that contribute to the capture, management, and collection of patient service revenue.  It’s very important to know where revenue cycle begins and ends.  


And this is the depiction of what that revenue cycle looks like and we’re going to be talking about all aspects in this process.  So, before I introduce Tom Dawson who will be the first of our three experts, I want to just quickly turn it over to Lauren Corboy to also say hello, and thank you for coming.  

Lauren Corboy:
Hi, everyone.  It is Lauren, the ORISE fellow on the Health I.T. team here at OPA.  I know I’ve spoken to a bunch of you over the past year and a half.  Just want to say thank you so much for joining the webinar.  We’re really, really excited about this and think that it’s going to be a huge resource for everyone and I’m really hoping that the network takes advantage and can learn from each other and all the experts we bring in and really take advantage and learn more about this whole Health I.T. landscape that we know that can be so confusing.  


So, thanks for being here and I really hope that today is super helpful and informative for you.  

Ann Loeffler:
Thanks, Lauren.  So, as I mentioned, we’re going to be hearing from three experts and these experts are accessible to you at the Community of Practice.  And so, we put together this little HIT-Byte so you can hear a little bit from each of them and get to know them a little.  They’re each going to share more about their background as we go through their slide.  


And then, you’ll be able to engage with them at the COP (Community of Practice).  So, the way we view this Community of Practice is really an avenue for you to get technical assistance specific to what your needs are and also to share with each other, including your peers, on how you solve problems and help troubleshoot things together.  And so far, we have a number of the Title X (ten) Community online, answering questions for each other and sharing resources so that people don’t have to reinvent the wheel or try and figure things out all over again when someone already has.  


So, that’s our hope for the COP.  And we’re really excited.  We put together this group of experts who have technical knowledge and understanding of Title X (ten).  And with that, I’m going to start with Tom Dawson from Full Circle Project.  Tom.  

Tom Dawson:
Thanks, Ann.  I’m Tom Dawson; I’m a principal consultant for Full Circle Project.  So, we’re based in Berkeley, California, and we work mainly in the Western half of the United States.  Over the last 20 years, I supported many Title X (ten) grantees; including health departments, women’s clinics, and many Planned Parenthood affiliates.  Next slide, please.  


In the last two years, Title X (ten) grantees that have been operating on paper or only with electronic practice management systems have been moving to EHR in greater and greater numbers.  By far, the most common systems now are innovative EHRs that incorporate practice management functionalities into the EHR.  These systems contain tools required for effective revenue cycle management.  


A certification process was instated by (ONC) in 2010 for EHRs and you should always select a certified EHR vendor.  But understand that you need to do more than just selecting a certified vendor to ensure your success.  Next slide, please.  


So, if you’re just moving to electronic systems, what’s required to succeed?  EHR impacts every department in your organization, so you must select a system that will work for every department.  It’s critical at the beginning of your process to impanel a multi-disciplinary team that includes representatives of all major organizational domains.  


Before you start, you need to document what your organization needs the system to do, and you need to do that in writing, in the form of requirements.  These requirements will then form your selection process.  Once you’ve signed the contract, the vendor will provide consultants to implement their system, but don’t assume that the implementation consultants know anything about you.  You need to manage them closely to ensure that your new system will really meet your requirements.  


Next slide, please.  So, what’s the cost for selecting the wrong system or not managing your implementation closely?  In the first case, a large clinic selected a system with only input from clinicians.  They didn’t include other departments like billing and finance, operations and I.T.  The outcome was a system that worked exceptionally well for the providers but the problems came when they tried to bill.  It took them over nine months and over $100,000 out-of-pocket before they were able to bill their major payer.  


In the second case, a clinic conducted a well-managed procurement process and selected an EHR capable of meeting their needs but their problem came in implementation.  They trusted the vendor’s implementation consultants knew the requirements since they made them clear during the selection process.  Unfortunately, the vendor’s implementation consultants didn’t communicate with their sales team and the system was configured for a typical doctor’s office, not the Title X (ten) clinic.  


After limping along for 18 months, doing reports manually and billing sub-optimally, this clinic was forced to reimplement their system from scratch.  That was very disruptive, and needless to say, very expensive.  Next slide, please.  


So, readiness is step one.  You need to be – take positive, proactive approaches to EHR selection to avoid the pitfalls.  The first thing, as I mentioned before, is to document workflows, payers, and reports.  This documentation is important during procurement but also when you go to implement a new system.  


Also make sure that organization leadership is part of your multidisciplinary selection teams.  They need to be their advocate for organizational priorities and strategies and to encourage consensus decision making.  Remember that change management is critical in EHR adoption, as well.  


Start communicating early and communicating and communicating at all levels.  Encourage feedback and respond to it.  Show people that you’re listening.  Next slide, please.  


So, when you start selection process, you identify EHRs that have worked in your environment.  Don’t select an EHR solely because a colleague has been successful with it.  But that might be enough reason to justify adding it to your shortlist.  This kind of shortlist allows your selection team to concentrate on proving EHRs and that EHRs have been proven in your environment.  


Drill up an RFP and send it to your vendor or your vendor shortlist.  There are resources available for you in this area on the Community of Practice.  There are links to procurement tools, including RFP templates.  And there’s a lot of good material on the Community of Practice.  


Once you get the proposals back from the vendors, evaluate them and narrow the field.  Is their bid too expensive, is it missing key functionality?  Does it lack – does the vendor lack critical experience or expertise?  If so, then eliminate them and focus on the strongest vendors in EHRs.  


Your next step will be vendor demos.  Don’t let vendors demonstrate their systems without using a script, and you need to provide that script.  It’s impossible to evaluate them in a non-structured environment.  Give them an agenda.  


Make sure that they demo the system in the way that you intend to use it.  This gives you an opportunity to do an apples to apples evaluation of vendors and again, you’ll eliminate the weakest ones.  To ensure a competitive process, they’ll take at least two vendors to your due diligence.  


Remember, any questions that come during the process so far, resolve them, get your concerns and questions dealt with by doing additional structure demos, reference checks, and vendor interviews.  And finally select your vendor of choice and negotiate a contract.  Use the contract to mitigate those risks that you’ve seen in the selection process and remember it’s only safe to eliminate your runner-up after you’ve signed a contract with your vendor of choice.  Next slide, please.  


Assign someone from your selection team to project manage the implementation and manage the vendor closely.  Give them your documentation and provide oversight to be sure your requirements are being met.  If the vendor understands your current workflows, they can configure the EHR to meet your needs.  


To make sure adequate resources are available – you need to make sure that adequate resources are available, I’m sorry, to deal with the setup and implementation of the EHR, including staff training, don’t forget this.  Next slide, please.  


Remember, all EHRs are different and you need to select a system and a vendor that once you certified and will meet your specific needs.  Also remember that revenue cycle management requires that your electronic tools be configured and implemented in a way that you bill and pay, and report.  And never stop managing and optimizing your EHR after the vendor leaves.  Next slide, please.  
In conclusion, it’s important to select the right tool for the right job.  And now, I’d like to introduce you to your next presenter, Breione St. Claire of the California Family Health Council.  Breione.  

Breione St. Clair:
Good morning, everyone, or afternoon for our East Coast colleagues.  My name is Breione St. Claire.  I’m a project director with the California Family Health Council.  And also on the call is my colleague, Karen Peacock.  Together, we work with over 60 agencies in the California Title X (ten) Network, which is the largest grantee in the country.  


And today, I will be briefly reviewing some of the common mistakes made when inputting patient and encounter-information into your EPM or EHR.  Next slide, please.  So, of course, there are many ways to negatively affect your data.  They can be both direct and indirect.  But the most common way to directly affect data is the failure to enter both complete and accurate information, which is essentially a fast pass to claim denials and rejects.  


One of the most common components of a claim subject to data entry error is the failure to verify patient information.  By this, I mean not only obtaining the proper insurance information but also entering demographic information correctly and making sure that it’s all up-to-date.  Data entry errors also occur commonly with the billing codes attached to the visit and I’ll also talk briefly on some of the ways this happened.  Next slide, please.  


So, just think back to the diagram we all saw in one of the earlier slides about the continuum of revenue cycle management.  And I just want to point out that revenue cycle management is a process and it starts at appointment scheduling.  You should always remember that insurance and demographic information can change at any time for anyone.  And failure to verify that patient insurance coverage is the number one reason why most billing claims are denied.  


Verifying eligibility during the patient scheduling process depends on the collection of accurate and up-to-date information, and this helps to avoid denial which may occur due to a member’s coverage having been terminated, maybe their services were provided without prior authorization when pre-authorization was required, or even denials due to the member’s maximum benefits having been met.  Insurance verifications prior to the scheduled visit will allow you to calculate the out-of-pocket cost for your patient, enabling your process to collect from the patient at the point of care.  


So, be sure to take advantage of all of the available features of the electronic system.  And if needed, use a clearinghouse with the ability to verify eligibility online.  The American Medical Association has a toolkit available on their website for electronic eligibility verification and I suppose that some of those components are specifically from their toolkit for implementing point of care pricing and time of service selections on the CoP.  


And then also, demographic information.  Although it’s tedious to enter accurately in these fields, it’s extremely important when seeking reimbursement.  Inaccurate information is one of the most common reasons for rejections, and obtaining patient information at the point of scheduling and being sure to have it confirmed by the patient upon arrival is of the most important.  Next slide, please.  


Another popular mistake made by practices with electronic systems is the use of incorrect code.  There are typically issues with the use of non-specific codes when more appropriate codes are actually available for you.  It’s also possible for upcoding and unbundling to occur even if unintentional if there are no checks and balances in place and some form of an internal audit system.  


Claims submitted to be reviewed regularly for any discrepancies or patterns of improper coding.  It’s not safe to assume your software will update automatically, either.  So, be familiar with the contract between your practice and your software vendor.  It’s important to be aware of what each of your responsibilities are to ensure the use of the most up-to-date codes at all time.  


You should also be familiar with your practices payer contract as they’ll likely have to set up multiple profiles in your system based on differing pair requirements and coding specificity.  So that brings us to the ICD transition, which is coming soon.  Electronic systems should already have the ICD-10 compendiums available.  
And if you haven’t already started testing with your payers, be sure to reach out to them, confirm you can send both ICD-9 and ICD-10 codes from now, and that will also allow you to perform revenue impact testing and plan for any expected losses in revenue.  


So, just keep in mind, you know, we’re all subject to human error, especially with data entry.  We’re not robots, so there will be mistakes made but the key is to use your system to its optimum capacity and also use reports and supplemental tools for auditing prior to submitting your claim.  


And with that, next slide, I’ll turn it over to Sue Gillies, the COO from HD Consult.  

Sue Gillies:
Thank you, Breione.  Good morning and good afternoon, everyone.  As Breione said, my Sue Gillies.  I’m the chief operating officer at HD Consult.  We’re consultants in tailored health information technology solutions, including EHR implementation, process improvement, data integration and just any sort of problem solving specifically in that area.  And I’m joined by my two colleagues today, Owen Hathaway and Josh Mirley.  


And today, we’re going to look at the common mistake number three which is a failure to use reports to optimize revenue cycle process.  One of the paradigms that I like to look at this is in the form of the difference between data, information, and knowledge.  
And whilst a lot of us will look at reports and see data, we need to understand them in order to turn that data into information, and finally, we need to be able to them apply that information to make changes, positive changes, to our revenue cycle and indeed, other aspects of the process.  


And the first example I’m going to use today kind of piggybacks from what Breione was just talking about in terms of charge capture.  With the advent of electronic medical record, the selection of appropriate codes is becoming more and more a responsibility of providers.  In the past, they were able to just circle a code on a super bill and often accompanied by scribbled note that either the medical assistant or coder have to decipher.  


Providers now need to select the correct code the first time and often in real time.  And this is where we can use reports to help us in terms of education and training.  If you can identify the appropriate reports in your system that look at trainings in coding across the providers, what are the common codes that providers use, you can design training and education that is meaningful and relevant to the provider, along with setting up standardized policies and procedures.  


I found that often, one-on-one is the best approach in this, and you can – as I said, you can tailor it by selecting the appropriate report.  You can then use the information from those reports just to help set up favorites list within your EMR which often can reduce the chances of the provider selecting the incorrect code in the first place.  


Those reports can also help you determine how often a provider uses the code.  Knowing and understanding your provider’s coding and charge capture can help you by comparing reports from month to month and look for variances.  If you see variances, you can spot-check by drilling down on random progress notes to determine if the correct codes are being used.  


If you see your code emerging in your provider’s coding patent, make them understand why this occurred to make sure that it’s making pin or perhaps the code is just – beg your pardon.  Perhaps the provider just accidentally started choosing incorrect code.  You can also look at coding volume within that in terms of type of CPT code.  


Critical in all of it is if you – when you’re looking at those trends, if you are finding variances, often, that’s where our information doesn’t get turned into knowledge.  At that point, it’s important to go back and talk to the provider and find out what they’re doing, explain what the situation is, explain the impact of selecting the incorrect code on the revenue cycle.  You’re either going to get into rejection or you might get a reduced payment or not appropriate payment for that particular code.  


The other part of report to help you out there is obviously the denials report.  You will want to sort them by why they’ve been denied and which coding errors you have.  And again, looking for trends and patents, understand why the claim is being denied and what the necessary changes are.  Do you need further education, do you need to remind?  And this is a continuous process improvement.  Next slide, please.  


Another area in which we fail to optimize the revenue cycle process through our reporting is through reporting and reconciliation.  How does your system calculate the different numbers that you have in different reports?  Are their calculations the same?  Is the data pulled from the same part of the system from the same data set indeed?  Are the time frames the same?  


It’s critical to understand the daily use to generate your report.  Then you’ll know that you’re comparing apples to apples or not.  And most importantly, you’ll know whether you can trust the numbers coming out of your EMR.  I’m sure all of us didn’t have that experience where we print the report and we’re like, “That number seems a little bit off.”  


And if we understand how that number is calculated in the first place, it gives us a better level of confidence.  And an example here is, you know, a common report that we run as a charge of payment adjustment report.  Does that report match the numbers in your end of month practice management report or operations report, depending on what you call it in your practice?  If not, why not?  Is it related to the way the numbers are calculated or is there a variance that you actually need to explore in a more detailed level?  


How did the numbers from your EMR compare towards that with your accounting data?  If you’ve got a high level of confidence that the information coming out of your EMR is correct, if there’s a variance with your accounting data or any other sort of outside data outside of the EMR system, it will give you a much larger degree of confidence as to whether there’s actually a problem there or not.  


The second example here is when do you run your aged trial balance so that the report where money just sort of by payer type and age in brackets.  For example, those 69 days, et cetera.  It’s important to understand what constitutes a particular payer type.  For example, does your Medicare bucket include supplemental Medicare funds or is it just pure Medicare?  How is your patient pay bucket calculated?  Is it strictly purely self-pay patients or does it include balances owed by the patient once the insurance is being paid?  


Again, do the numbers on your aged trial balance report match the summary numbers on your practice management report?  So, the takeaway here is really understand how those reports are generated and what each of the numbers in those reports actually mean.  Next slide, please.  


Another area in which failure to use reports to optimize the revenue cycle and management process is in the area of error report.  I understand not all of you use clearing houses but we have error reports not only at the clearing house level but also as part of that at the electronic medical record level or the practice management level.  And it’s important that these reports would work on a daily basis.  Your EMR might have particular – EMR, beg your pardon, might have particular edits such as the data (surf) makes sense, that the insurance company makes sense, et cetera. 


If you’re getting rejections at that level, working them, you know, routine basis rather than leaving them with a week or two weeks, et cetera, will help get cleaning times through to the clearing house and then to the insurance company will increase the opportunity for them.  Secondly, you want to look at the error reports generated by your clearing house and again, make sure that they are worked routinely.  


Stock members should be familiar with the types of errors and the trends of errors that are occurring because they may want to speak with them and look at, “OK.  Why are these errors occurring?  Can we actually do something to change them?”  Again, that feedback loop is absolutely critical.  


Another really important point that applies to all of the different reports that you – monitoring and looking to – monitoring for trends, et cetera, within the revenue cycle is making sure everyone’s clear about who’s responsible.  For example, who’s responsible for working the clearing house edits?  Who’s responsible for working the EMR errors?  Who’s responsible for looking for trends in your accounts receivable management reports, et cetera, et cetera.  


That responsibility and accountability is absolutely critical.  But just wrapping up and leaving you again with this last point, don’t just look at the reports and go, “Oh.  That’s nice.  That’s a nice number.”  Take the time to really understand what’s in those reports so that you can informed that report is now information.  


And finally, take the time to use the information report so that you can turn that into knowledge and help to continuously improve the revenue cycle for that information.  Thank you.  

Ann Loeffler:
Thank you, (Sue).  This is Ann Loeffler again, and I just wanted to thank all of our experts for sharing just a taste of their very high level knowledge.  You are welcome to ask them more in-depth and detailed questions at the Community of Practice.  And I’m going to just toggle over to that so you can see.  


What we want you to do now is to post your question, discussion topics, and engage on Community of Practice.  Our experts are standing by to interact with you there, and we’re really hoping that this Community of Practice becomes a vehicle for you all to have and establish new relationships with each other so that you can learn from each other and get the expertise that you need.  It’s a place where you can get technical assistance from these experts that you just heard from, as well as from your peers.  


And it really – those conversations are really what makes this Community of Practice successful.  So, it totally depends on how the community chooses to use it and this is our initial attempt at trying to help bridge that experience from the online Webinar over to the Community of Practice.  


With that, I’m just going to show you what that Community of Practice looks like here in real time.  So, here I’m logged in to the Community of Practice.  There’s always going to be a featured post, and this time, it’s customizing your EHR templates for reproductive health data.   And you’ll see here a list of topics that have already been posted on the Community of Practice.  


We have six pages of posts that have been populated so far, people asking questions, people engaging in conversations.  Let me show you an example of what that looks like.  So, Karen Peacock at the California Family Health Council asked about what kinds of way you – how do you customize your EHR templates to collect reproductive health data?  And there was a very robust conversation that took place on that, including conversations about e-clinical works.  


So, you’ll see here that there is a bit of a back and forth and some resource sharing that happened with regard to customizing your EHR for collecting that kind of data.  So, this is the kind of one-on-one help that one Community of Practice participant received and ended up sharing.  And that – those are the kinds of things that we would love to see more of.  We would love to see more of people posting that kind of information.  


So, just to take a look at the other data or the other, sorry, the other titles that are listed there.  I’m going to give you a moment to just look at that list and hopefully by now, you’re logged in and you’re able to post your own questions.  


So at this point, we’re going to conclude the web portion of this meeting – I’m sorry.  We’re going to conclude the phone portion of this meeting and we’re going to ask you to have your questions posted, to log in and post your comments and questions as you go through the COP.  


The experts will be monitoring the COP in real time online, so most cases, your question will get answered right away.  So, please, please, please, post your questions, share any resources that you have that you think people might be – people might find useful.  A question we get a lot is, you know, do you know any health departments that are using (Ethic)?  So, things like that, those are perfect questions to post out into the universe of the COP in the Title X (ten) community.  


So again, I’m going to conclude the phone portion of this meeting and encourage you to continue the conversation online at the Community of Practice.  Thank you, everyone, for joining this first HIT-Byte.

Operator:
This concludes today’s audio conference call.  You may now disconnect.  

END

