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The healthcare revenue cycle is the end-to-end process that turns patient care into revenue. It spans registration, 

insurance verification, care delivery, coding, claim submission, and reimbursement. In practice, it begins with 

scheduling and patient intake, proceeds through documentation and billing, and ends with insurer payments and 

patient collections. Efficient management at each step is critical: it maximizes cash flow, ensures compliance, 

and enhances patient satisfaction. 

1. Pre-Service (Scheduling, Registration, Eligibility) 

• Appointment Scheduling: Book and confirm patient visits using robust scheduling systems or patient 

portals. Automated reminders and online self-scheduling improve efficiency and reduce no-shows. 

• Patient Registration: Collect and verify patient demographics, insurance ID, and contact info at check-in. 

Accurate data entry here prevents billing errors later. Digital intake forms or patient portals can capture 

information before the visit, giving staff time to correct issues. 

• Insurance Verification: Before care is delivered, confirm that the patient’s policy is active and check 

benefits (covered services, deductibles, copays). Real-time eligibility checks and benefit lookups 

minimize claim denials and provide patients with clarity on their financial responsibility. 

• Prior Authorization: Determine whether planned services (e.g., surgeries, advanced imaging, specific 

therapies) require insurer approval. Submit necessary authorization requests before treatment, since 

missing pre-approval is a leading cause of claim denials, extra costs, and delayed payments. Modern tools 

automate authorization workflows, streamlining approvals and securing timely payment. 

By front-loading these pre-service tasks, providers reduce errors downstream. For example, patient portals and 

EHR scheduling ensure that demographic and insurance data are captured accurately. Verifying eligibility 

electronically before the visit also gives patients the chance to resolve coverage gaps in advance. Together, these 

intake steps lay the groundwork for a smooth billing process. 

2. Service and Charge Capture (Documentation & Coding) 

• Clinical Documentation: During the encounter, clinicians record every diagnosis, procedure, and service 

in the medical record. Thorough documentation (often aided by templates) ensures no billable item is 

missed. Real-time documentation (documenting care as it happens) both improves accuracy and speeds 

coding. 

• Charge Capture: All billable services must be identified and entered into the billing system. Many modern 

EHRs automatically capture charges (for example, recording medications administered or supplies used) 

as providers document care. Staff then review and verify these charges against medical records and fee 

schedules, ensuring nothing is overlooked. 

• Medical Coding: Trained coders translate clinical documentation into standardized codes (ICD-10 for 

diagnoses and CPT/HCPCS for procedures). Correct coding is essential – payers rely on these codes to 
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process claims. Mistakes (wrong codes, missing modifiers, mismatched diagnoses) often trigger denials 

or delays. Regular coding audits and coder education help maintain high accuracy. 

• Charge Entry & Compliance: Using correct fee schedules and payer rules, coders assemble the coded 

charges into a claim. Billing compliance checks (e.g., verifying medical necessity and clinical validation) 

are conducted before claims are submitted. Tools like automated claim scrubbers can flag missing 

information or invalid code combinations, reducing the chance of an insurer rejecting the claim. 

Effective charge capture means no chargeable service is lost. EHR automation plays a key role by logging routine 

charges, while coders ensure all services are billed. As one guide notes, “Charge capture ensures that all services 

delivered to the patient are documented and billed. Any missed charges directly translate into lost revenue”. 

Similarly, accurate coding translates “details of clinical documentation into standardized codes…Errors at this 

stage often lead to denials, delays, or compliance risks”. Together, this stage produces a clean, billable claim ready 

for submission. 

3. Claims Submission and Payer Processing 

• Claim Preparation and Scrubbing: Billing staff aggregate patient demographics, service dates, codes, 

charges, and insurance details into an electronic claim. Before sending, claims are “scrubbed” by software 

or staff to catch errors (such as typos, invalid codes, and missing modifiers). Clean claims (errors-free and 

correctly formatted) drastically reduce denials. 

• Electronic Claim Submission: Most claims are sent electronically (EDI) to insurance payers via 

clearinghouses. EDI speeds processing and provides immediate feedback on specific issues (e.g., if the 

format is incorrect or a provider isn’t contracted). Timely filing (submitting claims within payer deadlines) 

is critical: late claims are often denied by default. 

• Payer Adjudication: Once a claim is received, the insurer adjudicates it. This means checking patient 

eligibility, verifying coding against benefits and contract rules, and calculating the allowable payment. 

The payer then either pays in full, pays a partial amount, or denies the claim. The result is communicated 

via an Explanation of Benefits (EOB) or Electronic Remittance Advice (ERA). 

• Denial Management: Any denied or underpaid claim is analyzed immediately. Staff review the EOB to 

determine why (missing info, non-covered service, coding issue, etc.). They then correct and resubmit the 

claim or file an appeal if appropriate. Prompt, systematic follow-up is crucial: unchecked denials directly 

hurt cash flow. Research notes that “timely handling of denials will increase cash flow…therefore, 

preventing denials is the goal”. 

In short, claims submission is the handoff from provider to payer. Clean, well-timed claims lead to quick payment; 

errors result in denials. By the time this stage begins, providers have documented and coded the visit. Now they 

must package that data into a claim and shepherd it through the insurer’s review process. According to experts, 

submitting the claim correctly the first time (often via automated “claim scrubbers”) is the most critical revenue 

goal. Even after submission, robust claims management (tracking statuses, clearinghouse reports, and payers’ 

feedback) is needed to catch issues early. 

4. Payment Posting, Denials & Insurance Follow-Up 
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• Payment Posting: Payments received from insurers (and patients) are recorded in the billing system. 

Automated ERAs (electronic remittance advice) help post payments directly to patient accounts. Each 

payment is matched to its claim; any deductible, copay, or contract adjustment is noted. Timely posting is 

essential for an accurate picture of accounts receivable (AR). 

• Reconciliation: The practice reconciles paid amounts against expected reimbursement. Any discrepancy 

(an underpayment, a claim that wasn’t paid at all, or an unexplained write-off) is flagged for review. This 

step ensures that no payments are missed and that contractual terms (e.g., discounted fee schedules) are 

honored. 

• Denial/Underpayment Management: When a claim is denied or only partially paid, the billing team acts 

quickly. Denials are investigated and corrected by providing missing information, fixing coding errors, or 

clarifying a patient’s insurer policies. Staff may resubmit corrected claims or formally appeal to the payer. 

As one source notes, “Even with a strong billing process, denials happen. The key is having a system to 

track, correct, and resubmit claims efficiently”. 

• Insurance Follow-Up: Dedicated AR personnel often specialize by payer, following up on claims 

according to each insurer’s timetable. Automated follow-up tools can query payer systems or send status 

requests. This proactive approach prevents simple denials from lingering; each day a claim sits unpaid ties 

up cash flow. In practice, many providers set reminders to review high-value claims and address any 

outstanding claims weekly or monthly. 

Effectively, this stage turns accepted claims into cash. Clean payments boost revenue, but underpayments or 

denials must be recovered. For example, practices record every ERA line item against patient accounts so they 

immediately see shortfalls. A good rule is: “Post payments from payers and patients promptly… Otherwise, the 

amount of accounts receivable can be inaccurately large, resulting in bad decision-making”. By following up on 

any issues, staff prevent revenue from slipping through the cracks. Over time, analysts even use denial trends to 

improve front-end processes and reduce future denials. 

5. Patient Billing and Collections 

• Patient Statements: After insurer payments are applied, patients receive bills for any remaining balance 

(deductibles, co-pays, or non-covered services). Statements should be sent promptly and clearly list 

services rendered, payments made, and the amount due. Transparency is key: explaining charges in plain 

language helps patients pay faster. 

• Payment Options: Practices should offer multiple convenient payment methods. This includes online 

portals, mobile payment apps, credit/debit card processing, and payment plans. Flexible options make it 

easier for patients to settle their bills. Studies show that patient-friendly policies (like easy payment plans) 

improve collection rates compared to aggressive collection tactics. 

• Collections Workflow: Patient balances are actively managed. Automated reminders (texts, emails, calls) 

prompt patients as due dates approach. For seriously overdue accounts, organizations may escalate to 

professional collection agencies following a compassionate outreach. However, many RCM systems now 

segment patient accounts by risk or balance. High-risk accounts receive more intensive follow-up, while 

low-risk accounts receive only reminders. The goal is to recover revenue without alienating patients. 
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• Financial Clearance: Some practices use software to pre-assign patients to a financial “pathway” based on 

insurance status and credit profiles. For example, high-deductible patients might receive extra counseling 

or be placed on extended payment plans. This triage approach focuses on collecting resources where 

they’ll be most effective. 

Patient billing is the final leg of the cycle, but it’s growing in importance as deductibles and co-insurance rise. As 

Canvas Medical observes, “with high-deductible health plans becoming more common, [the patient collections] 

phase has grown increasingly important”. Clear communication and an easy payment experience can significantly 

speed up patient payments. In practice, healthcare leaders balance firmness with empathy, recognizing that a 

satisfied patient is both more likely to pay and to remain loyal. 

6. Monitoring, Metrics, and Continuous Improvement 

• Key Performance Indicators: Effective RCM is data-driven. Practices track metrics like Days in Accounts 

Receivable (target ~30–40 days), clean claim rate (claims accepted first-pass; benchmark ~95%+), denial 

rate, and net collection rate. These KPIs reveal where revenue is getting stuck. For instance, a spike in 

denials indicates a coding or eligibility issue, while high AR days indicate a lag in follow-up. 

• Auditing and Quality Control: Periodic reviews of random charts (front-to-back audits) catch process 

gaps. Audits may examine whether patient information was correctly entered, whether documentation 

supported billed codes, or whether claims were filed promptly. Based on findings, teams retrain staff or 

tweak workflows. Quality control closes the loop on mistakes before they become systemic. 

• Process Refinement: Continuous improvement is a hallmark of thriving RCM. Practices regularly refine 

fee schedules, update payer contracts in their systems, and adapt to regulatory changes. Analytics tools 

can highlight “leaks” – for example, if a particular service line has unusually low collection rates, 

administrators dig deeper. High performers use dashboards to drill into specific payers or service types 

when metrics flag an issue. Over time, these refinements boost financial health: shorter AR, fewer denials, 

and higher cash collection. 

In summary, the revenue cycle is a complex, multi-step process. Each stage, from patient intake and authorization 

to coding, claim submission, and payment collection, must be managed rigorously. When done well, the cycle 

ensures that providers are paid promptly and in full for their services. This, in turn, supports a steady cash flow, 

reduces administrative waste, and allows healthcare organizations to focus on patient care. 

 

 

 

 

 

 

  


