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I t’s easy to blame a practice’s 
skyrocketing accounts receivable 
(A/R) on coding and the insur-

ance companies. But our experi-
ence with orthopaedic practices, 
and the results of AAOS/Karen-
Zupko & Associates (KZA) pre-
workshop surveys on coding and 
reimbursement, indicate that the 
problem is a lot more complex. 

To ensure that “clean” claims 
go out and proper payments are 
received, physicians and staff must 
accurately code and document 
services. But coding is only one 
component of a practice’s revenue 
cycle—a highly interrelated process 
that begins before the patient ar-
rives for his or her appointment 
and includes various steps, staff, 
and processes (Fig. 1). We have 
found that A/R and collection 
problems often arise when a rev-
enue cycle is in disarray.  

Most practices today do not ad-
dress the inefficiencies within their 
practices that can negatively im-
pact payment. In the past, enough 
money flowed from insurance 
reimbursements to keep practices 
in the black. “We’ll bill you after 
insurance pays” was good enough 
because the patient’s portion of 
the bill was not that substantial. 
Remember the days of the $250 
deductible?

Over the years, however, practic-
es have been experiencing declining 
reimbursements and increases in 
patient financial responsibility—a 
trend that is expected to con-
tinue. For example, the number 
of employed patients with high 
deductible health plans (HDHPs) 

has increased by 600 percent since 
2005. By 2018, it’s predicted that 
50 percent of employers will offer 
HDHPs. If practices’ revenue cycles 
do not adapt to include proac-
tive processes, cleaner workflows, 
and well-trained staff, they will 
be forced to continue to write off 
more accounts to collection agen-
cies and to bad debt. To avoid that, 
we suggest practices implement the 
following six strategies:

1. Conduct a root cause analysis of 
payment problems. 
Similar to delivering good patient 
care, getting paid is a team sport. 
Claim denials or uncollected pa-
tient payments are rarely the fault 
of one person. Rather, they result 
from poorly designed processes, 
lack of information or training, 
and/or team communication errors. 
Because staff and physicians in 
many practices work in silos, not 
everyone on the team understands 
what’s needed to generate a bill or 
follow up on an unpaid account. 
Team involvement in root cause 
analysis is vital. 

Digging into process flows and 
staff competencies can be messy 
and uncomfortable, and that’s 
why few practices do it. But until 
practices have data, they are just 
shooting from the hip. For groups 
that have blissfully separated the 
clinical and business sides of the 
practice, it’s time to study up and 
scrub in.

The same techniques used to 
conduct a root cause analysis in the 
event of a bad outcome can also be 
used to identify the root cause of 
claim denial trends or an increasing 

percentage of A/R greater than 90 
days old. In short, practices must 
assess processes and communica-
tion, ask questions, and gather 
data and results. The information 
in Fig. 1 can be used to guide dis-
cussions and observe workflows. 
See the sidebar for additional 
help with conducting a root cause 
analysis. 

2. Provide patients a cost estimate 
and collect presurgical deposits. 
Collecting presurgical deposits 
provides practices one of the best 
returns on revenue and patient 
experience for the least amount of 
effort. Yet, results of the AAOS/
KZA’s preworkshop survey on cod-
ing and reimbursement indicate 
that 57 percent of practices sur-
veyed collect presurgical deposits, 
which means a significant number 
of them don’t. 

Implementing collection of pre-
surgical deposits is critical, par-
ticularly as HDHPs proliferate. 
The Advisory Board Company’s 
analysis of 400,000 claims found 
that a patient’s propensity to pay 
decreases as deductibles rise, ir-
respective of the patient’s income 
level. In other words, as HDHPs 
increase, so too will bad debt 
write-offs. Practices that schedule 
high deductible ($1,500; $2,500; 
or $5,000) patients for surgery 
without collecting any money up 
front will find that many of the 
patients won’t pay their bill. A pa-
tient’s propensity to pay by deduct-
ible size is illustrated in Fig. 2. 

Patients who pay deposits have 
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Fig. 1 All the steps of the revenue cycle (shown above) are important in the process of physicians 
getting paid. 

Questions to ask during 
a root cause analysis
1. Does our practice preregister new patients? Is this done by phone, 

on paper, or online? 
2. Who is held accountable when claims are rejected for errors such 

as “wrong address” or “wrong date of birth?” Have we provided 
enough training to avoid these errors?

3. If we want staff to collect at the point of service, have we provided 
them with the amounts they can collect, by service/CPT code and 
by insurance plan? Do we have the right staff in these positions? Do 
they know how to ask for money and handle objections?  

4. Which staff is empowered to offer payment plans? At what point 
in the process? Do they have the tools necessary to help them auto-
mate this for patients (ie, a recurring payment technology)? Is our 
policy to proactively offer a plan or have physicians instructed staff 
to wait until the patient asks?
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