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N ow is the time for spine practices
to focus on revenue generation.
The ability to capture the right

information and secure the highest 
reimbursement depends on your 
operational and staffi ng expertise. The 
typical billing offi ce usually contains 
“the girls” that handle the billing. This 
was good enough for some many years ago, 
but in today’s environment, fi nancially 
and administratively, “the girls” must 
be on their game and be able to handle
the bureaucratic complexity your practice
faces today.

For example, 27% of claims submitted 
by the billing offi ce contain submission 
errors, such as incorrect AMA CPT
codes and modifi ers. Most spine practices 
perform 200 cases per year and recover an  
average $3,524.96 from each appealed 
claim. If 27% of claims are incorrectly 
submitted by the billing offi ce, a practice 
can expect to lose millions of dollars 
in revenues over the lifetime of the 
practice. Surrounding yourself with the 
most knowledgeable and dedicated 
billing and office staff can save you
this from this potential loss of profits.

To begin the process of structuring 
your reimbursement offi ce, you must be 
prepared to handle the areas of concern 
involved in your medical process. The 
following departments are critical to 
the internal working structures of the 
billing and collections offi ce. It must 
be remembered that these departments 
should run independently, but if you do 
not have the luxury of staffi ng to this 
extent, the combination of responsibilities
must make sense and allow for effective

work flow. When outsourcing work, 
look for qualifiers and milestones for 
the outsourced company to meet.  Cost 
and reputation matter, as does the 
customer service.  What is of signifi cant 
importance is that your practice is staffed 
with highly organized, quality workers, 
with experience and education.

1) Administration:  This is the
 component of the Central Billing Offi ce
 as well as for each satellite offi ce where
 staffi ng is physically involved in the
 insurance process. Management and
 supervisory positions will be required to  
 skillfully promote the highest working
 environment possible.
 

Patient Liaison/Customer Service
 should allow for continued and open
 communications from the pre
 admission to the post submission
 stage of the patient’s hospitalization.
 This department must be able to
 communicate with the patient or the
 family regarding concerns surrounding
 the insurance process. This department
 will allow for patient involvement when
 necessary and will also work to minimize
 any patient concerns surrounding their
 insurance coverage and payment issues.
 
2) Credentialing: Each provider of 
 service, facility, physician or ancillary
 personnel that is able to submit claims
 on their own behalf for services will
 require credentialing for several carriers.
 This department plays a vital carriers role
 in the acceptance of claims by insurance
 carriers. Failure to perform this critical 
 function will result in signifi cant losses
 that may be avoidable with proper setup.

3)   Pre-Authorization:      This           department
 is required to perform all coverage
 investigations, advise insurance carriers
 of pending surgical and medical care
 and perform all the duties required for
 effective pre-authorization of treatment.

4) Coding: In an area of high level of  
 competency, the coding department is 
 ultimately responsible for the conversion
 of treatments to the appropriate
 CPT/ DRG/ HCPCs, etc. Coders should
 be familiar with the Coding Edits
 incorporated into the CMS protocols,
 as well as having the capabilities to
 utilize National Coding Guidelines and
 research specifi c carrier guidelines via
 the Internet and other resources.

5) Billing/Processing: While not
 requiring a higher level of education in 
 this department, the staff in this area
 must be dedicated to completing high 
 volumes of work with the utmost 



 efficiency and with minimal error ratios. Often mistaken as 
 a low level task oriented position, these staffers play the  
 role of watchdog, reconfirming both the preauthorization  
 and coding submitted for charge-out. Equally as important 
 as the task of charge-out, is the proficiency in posting 
 payments, recharging secondaries, and filing electronic  
 billing to carriers. This department is responsible to reduce  
 the “garbage in” to minimize the “garbage out”.

6) Collection: Collections is an area often minimized 
 in the amount of work efforts needed to complete the 
 initial reimbursement cycle. Failure in closing the 
 reimbursement cycle in an expectable time frame will allow 
 for funds to remain in the insurance carriers possession and 
 costs will rise exponentially as the time frame creeps beyond 
 60+ days. This department is responsible to collect  
 "first money”, which is the initial payment before audit. 
 In addition, this department is responsible to audit claims 
 to ensure that all charges are paid and all units are 
 accounted for. This department’s qualification requires 
 an understanding of the revenue cycle, the reimbursement 
 regulations of the state that the service is performed in and, 
 more importantly, have the wherewithal to complete the 
 payment cycle timely.
  
7) Appeals: In an environment that involves high dollar 
 claims, it is imperative to incorporate a knowledgeable and  
 assertive auditing and appeals department. While this is the 
 most costly of the departments to service the program, it 
 will bring in the highest reimbursement possible. Training 
 and education are the keys to success in this area, and 
 constant, steadfast support by administration will prove 
 only to enhance the program.  Extensive knowledge of the 
 reimbursement mechanisms, essential coding and medical 
 record review skills allow this department to employ the 
 highest level of auditing and promote the strongest appeals 
 possible.  This combination will produce the unexpected and 
 very much appreciated funds that most facilities and practices 
 never experience. This department must be housed with 
 high-level reimbursement specialists.

8) Compliance: Compliance is an area that everyone is  
 concerned about, and the only way to remain compliant is 
 to be diligent in the documentation, educational and auditing 
 process. This department brings all of these areas together 
 to ensure the most reliable program with the ability to make 
 corrections when necessary. Not to be considered a “policing” 
 department, but to be considered an area of improvement 
 to the overall program.  Certified Compliance Officers are a 
 strongly recommended consideration in this area.
 

 

The recent changes in the healthcare environment have 
certainly impacted Spine Businesses nationally. This 
challenging atmosphere has hampered the ability of most 
practice and facilities to keep cash flow at an optimum.  We 
have certainly been frustrated by the delays and denials 
in claims management in recent months; more than 
experienced in the recent past years.  

We have always aggressively pursued the appropriate level 
of reimbursement in our appeals department, moving to 
complete the reimbursement process to the highest level 
due to the practice and facilities.  We have found that the 
current appeals have shifted from reimbursement specific 
denials such as bundled procedures and unpaid codes, to 
medical necessity and undocumented procedures.  The 
reimbursement mechanisms systems are now set to force 
third and executive level appeal in order for the appropriate 
payment to be released to the surgeon. This process is time 
consuming and exasperating to say the least.  
At Business Dynamics RCM, we are staffed with the best 
caliber of spine reimbursement specialists in the business, 
and we can boast the highest level of successful appeals 
in the industry.  Just last year alone, we collected over $5 
Million, by way of submitting 720 appeals. Our Appeals 
staff is dedicated to overturning incorrect denials and 
inappropriate payment reductions. The claims submitted 
have the highest level of coding expertise available, coupled 
with the most sophisticated processing and collection 
program; yet carriers still find areas of denials and reductions 
that hold back surgeon and facility funds.  We are steadfast 
in our efforts to push claims to the executive level appeals 
department, spend hundreds of working hours per client 
and force carriers to recognize their claims processing error.  

The tenacity of our appeals department, headed by 
Samantha Aucone, has continued to have a success rate of 
over 80%, with an additional payment rate of approximately 
$6,945.00 per appeal.  Our success over the past history of 
BD has exceeded $60 Million.  

This success is a direct result of our efficient processing 
department, our effective auditing department and the 
dedicated appeals department; all of whom I am proud to 
have as part of BD-RCM.

BD-RCM APPEALS:
"OUR BEST KEPT SECRET"

These eight areas of concern can help ensure that 
your office is set for success.



Why should you consider negotiating with a carrier 
on a case that has already been performed?  
The case has already been preauthorized, you are not 
contracted with the carrier, and you have already explained 
this to the patient who has accepted responsibility for the 
balance or contractual obligation for the procedure.  Well, you 
do not have to negotiate at all, but if you choose to, just think 
of the following:

1. How long has the claim been outstanding and 
  waiting for payment?
 You may ask yourself “What does that have to do with           
 negotiations?” If the claim has already been out for  
 review and pending payment for 3 months, you may not 
 want to “work” with the carrier and demand immediate 
 payment. However if the claim has been outstanding 
 for a reasonable amount of time, say 30 days or less, you  
 may  consider negotiations if they are to your benefit.  
 This will speed up the payment process and reduce the  
 liability of the patient and any possible audit or refund.

2.  When and why should you negotiate?
 There are times when a negotiation works to your benefit. 
 Say you have experience with a certain carrier who holds up  
 the claims for extended periods of time going through the  
 “high dollar review” process.  You can shorten the time it  
 takes to get paid by negotiating with the carrier to produce  
 payment  within a designated time period if all of the stars  
 are aligned and the moon is in a favorable position with 
 the earth! Obviously I jest at moon and stars, but there are  
 certain areas that need to be firmed up before continuing  
 the process.  Early payment that is not considered acceptable 
 should not be agreed to in any negotiation.

3.  What is my Minimum Expected Payment?
 You need to have a clear number that identifies the  
 minimum expected payment for any procedure or case  
 before entering into negotiations.  If not, you will certainly 
 be duped because the negotiation company has a 
 minimum and maximum before they begin communicating 
 with any practice or facility.  You must do the same.  Know 
 your minimum and the industry maximum before you sign 
 on the dotted line.  Never accept  the first negotiation as 
 that is the beginning number for these companies, do not 
 fret that you will not get another offer. Negotiation 
 companies can never guarantee payment above the policy  
 provisions, so you can be sure that any first offer is well  
 below policy obligation.  Hold off until you have reached 
 your minimum expected payment before agreeing to the 
 payment offered by the company.

 

 Surgical Case Negotiations: 
Know when to accept, know when to walk away. 

4. What other considerations should I hold out for 
 in negotiations?
 There are certain perks to negotiations. Among those include  
 timeframe for payment and refund or retraction risks, so if you 
 are considering any negotiations, add in a few perks for taking 
 a discount.  Tell the carrier/negotiator that you have some 
 other items that need to be added into this agreement. First, 
 you will dictate how long the carrier has to make good on 
 the agreement: 10 days, 14 days, 5 business days; otherwise, the 
 agreement will be voided and the claim will need to be paid 
 in full.  Second, the agreement must state that both parties 
 are entering into this agreement in good faith and the carrier 
 releases the practice/facility from all audit and retractions just 
 as the practice/facility is prohibited from all appeals and from 
 balance billing the patient for all non-covered services, except  
 for any deductible and co-insurance. The carrier/negotiator 
 needs to sign off on this component of the agreement as well 
 as the practice/facility.  Don’t forget to make sure the payment 
 comes directly to you; if it goes to the patient the negotiation  
 is nullified, therefore, holding the carrier responsible for  
 the entire balance.  

5.  How can I make all that happen?
 Negotiation companies and the carriers they represent 
 have a vested interest in making this happen.  In general, 
 negotiation companies are paid a commission on savings 
 resulting from reduced carrier payments if the negotiation 
 is a successful  one. When the patient balance is reduced 
 and the surgeon/facility has received a fair settlement for 
 the services rendered, in the true spirit of negotiation, all 
 parties are satisfied as long as all parties keep their promise.

6. What do I do with a negotiation that is unfair 
 or unreasonable?
 Do not accept any contract or negotiation that you are not 
 comfortable with or believe is not acted upon in good faith 
 to reduce the patient liability or from removing any audit or 
 potential retraction.  Most negotiations void out the ability of 
 the practice to appeal payments or fight refunds.  If you do not 
 feel that both the patient and the practitioner are protected, 
 say no to the offer.  Hold out for a better offer/position until 
 you are satisfied or refuse the offer in total.  By doing so, 
 you will not lose your ability to appeal underpayments or 
 denied codes and your appeals opportunities will remain  
 available to you.  

 
In conclusion, be aware of the opportunities to negotiate case 
payments. Do not accept the first offer as a way to close the case.  
Do not accept any offers if you are deep into the reimbursement 
process and have filed complaints to the Insurance Commissioner 
of your state.  Hold out for reasonable and customary payments 
that reduce the patient liability, and make sure that the payment 
is received in an acceptable timeframe.
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