
Revamp your billing and
collections processes to
maximize practice revenues

In an environment where operating costs are rising more
quickly than revenues and collections are shifting from commer-
cial and government payers to patients paying out of pocket or
enrolled in high-deductible health plans, it’s more important than
ever to organize your billing and collection function to strengthen
your bottom line. Optimizing this operation requires you to
examine your processes, evaluate the division of responsibilities
among your collections staff, and track key metrics so you can
quickly identify and correct any shortcomings.

Obviously, the size and scope of your practice plays a big
role in determining how best to retool your billing and collec-
tions process so you can stay a step ahead of the pack. Whether
you’re a solo practice or a multi-site orthopaedic group, exam-
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Special Focus: RACs and Your Practice

Arm your practice to 
survive Recovery 
Audit Contractors

The RACs are here. Orthopaedic groups that bill for any
Part A or Part B service under the Medicare fee-for-service pro-
gram are or soon will be subject to automated review by the
Centers for Medicare & Medicaid Services (CMS) 

If you’ve waited to see if, or how, the RAC program might
affect your practice before developing a coding and billing
compliance plan, don’t waste another day, sources tell OPM. 

“This is a serious compliance concern,” says Michael G.
Apolskis, PC, a Chicago-based health care attorney. Practices
that don’t understand Medicare policy or apply it properly
could risk enormous exposure. 

On top of that, RACs are paid on a contingency basis rang-
ing from 9% to 12.5% of over- or underpayments, so the first
year that RACs are operating on a national scale could make
even the most fastidious orthopaedic practice vulnerable to
scrutiny, says Ranjan Sachdev, MD, MBA, CHC, an orthopaedic
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enforcement efforts of the Health Care
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pendent contractors seeking to perform
RAC-like audits for commercial payers.



surgeon at Wellmont Hawkins Orthopedics in
Rogersville, TN. The July 2008 CMS report evaluat-
ing the three-year RAC demonstration indicated that
RACS corrected more than $1.03 billion in improper
Medicare payments at a cost of $187 million, return-
ing $694 million to Medicare. Of the improper pay-
ments identified, 96% were overpayments.

Although RACs are likely to target high-dollar
services and suspicious billing patterns, no practice is
safe -- including orthopaedic groups with a history of
clean claims. In fact, “if I were a RAC auditor, I’d go
looking for them first because they’d be fresh meat,”
warns Maria K. Todd, MHA, PhD, CEO of AskMaria
Todd in Brooklyn, NY. When it comes to RAC com-
pliance, “practices should never rest on their laurels.”

HealthDataInsights, Inc., of Las Vegas was the
most recent contractor to go live, in Region D,
which covers Alaska, Arizona, California, Hawaii,
Idaho, Iowa, Kansas, Missouri, Montana, Nebraska,
North and South Dakota, Oregon, Utah,
Washington, and Wyoming. Previously, Diversified
Collection Services, Inc., of Livermore, CA, began
operating in Region A; CGI Technologies and
Solutions, Inc., of Fairfax, VA, began operating in
Region B; and Connolly Healthcare of Wilton, CT,
began operating in Region C. 

Each RAC contractor also has a subcontractor --
PRG Schultz, USA, in Regions A, B, and D, and
Viant Payment Systems, Inc., in Region C. Those
subcontractors have taken on different responsibili-
ties in each RAC region, including some claim
review, according to Apolskis.

Although CMS has not adopted a phase-in strat-
egy by provider type, any reviews undertaken by a
RAC must first have been approved by CMS and
posted to the RAC’s web site. In addition, outreach to
providers must occur in a given state before
providers are subject to RAC review there. All of the
RAC contractors’ web sites now are live, and

provider outreach meeting dates to state physician
and hospital trade associations are scheduled to con-
clude in November, according to CMS. Thus, auto-
mated review, DRG validation, and complex review
for coding errors already are underway in some states
and will be fully phased in by November. DME med-
ical necessity complex reviews will begin during fis-
cal year 2010, while medical necessity complex
reviews will begin during calendar year 2010. 

Practices subject to two types of scrutiny 

RACs may attempt to identify improper pay-
ments -- overpayments or underpayments -- result-
ing from four types of situations:

1. incorrect payment amounts, except where
CMS directs contractors otherwise;

2. non-covered services, including services that
are not reasonably necessary;

3. incorrectly coded services, including DRG
miscoding; and

4. duplicate services.
Situations where a provider submits a claim

with an incorrect code but the mistake doesn’t
change the payment amount will not be considered
an improper payment, Apolskis notes. 

RACs may not attempt to identify improper
payments arising from services outside Medicare
FFS coverage, he adds. Other payments and
provider reports that are not subject to RAC review
include:

• the cost report settlement process;
• claims more than three years past the initial

determination date;
• claims with paid dates earlier than October

1, 2007;
• claims where the provider is without fault;
• randomly selected claims;
• claims with special processing numbers, such

as those related to Medicare demonstrations; and
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• prepayment review.
RACS have broad jurisdiction to make cover-

age, coding, and other determinations, such as
duplicate claim determinations. They’re expected to
comply with Medicare national coverage determi-
nations, coverage provisions in interpretative man-
uals, national coverage and coding articles, local
coverage determinations, local coverage/coding
articles in their jurisdiction, and relevant joint sig-
nature memoranda supplied by CMS.

RAC audits are likely to be widespread and tar-
get provider organizations with large Medicare
claims -- especially hospitals and physician groups
with high-cost or high-volume procedures and serv-
ices, putting orthopaedic practices near the top of
the list. CMS supplies the RACs with a data file
containing claims history followed by monthly
updates, Apolskis explains. The RACs then use pro-
prietary software and their knowledge of Medicare
regs to determine which entities to review. CMS
documents suggest that RACs also will use recent
and past Office of Inspector General and General
Accounting Office reports to identify claims that are
likely to result in improper payments.

RACs can analyze claims using two methods.
During “automated” review, they attempt to find
“the low-hanging fruit” by making a claim determi-
nation at the system level without even reviewing
the medical record, Apolskis says. Automated
review must be guided by a clear written policy --
for example, a statute, regulation, or national or
local coverage determination that specifies the cir-
cumstances under which a service will always be
considered an overpayment. But automated review
also must be based on a medically credible service,
so a RAC may examine a “clinically unbelievable”
issue -- one where it’s certain of a violation of med-
ical necessity or coding rules but where no explicit
policy or guideline exists, Apolskis notes. And
RACs may use automated review for other determi-
nations, such as duplicate claim determinations,
when they’re “certain” that an overpayment or
underpayment exists.

If the conditions for automated review are not
met, RACs may use the second, “complex,” claim
review method, which allows them to request med-
ical records. CMS may apply different limits to the
number of medical records by provider type. For
physician practices, the limit is based on the number
of National Provider Identifiers (NPIs), so practices
billing under a group NPI have an advantage over

those billing under individual physician NPIs,
explains Carla Hannibal, CMM, CPM, CIMBS, presi-
dent of Hannibal Professional Services, LLC, in
Peoria, AZ. For example, RACs are limited to
requesting 10 records per 45-day period from solo
practitioners but may request 50 records per billing
NPI per 45-day period for groups with 16 or more
providers. However, RACs may not bunch medical
record requests, so if the limit for requests for an
orthopaedic practice is 50 records per billing NPI per
45-day period and a RAC skips two 45-day periods,
it cannot request 150 records for the next period. 

Based on the CMS phase-in schedule, the more
rigorous component of the RAC process involving
medical record review will begin next year.
Practices should brace now for these audits,
Apolskis advises. During the RAC demonstration
project, 40% of overpayments were identified from
medical necessity reviews.

The RACs also are subject to a three-year look
back period that starts from the initial determina-
tion date and ends with the date a RAC issues a
medical record request for complex reviews or the
date of the overpayment notification letter for auto-
mated reviews. The initial determination date is the
claims paid date, but RACs may not review claims
with paid dates earlier than October 1, 2007. Thus,
at the onset of the program there will be situations
in which the look back period is less than three
years. This window offers an opportunity to adopt
or improve your compliance program on the front
end, since RACs will have the authority to audit
claims with October 2007 paid dates until October
2010.

Respond quickly or lose appeal rights

When making a claim determination in the
absence of a written Medicare policy, RACs must
use appropriate medical literature and apply clini-
cal judgment, and their medical directors must be
actively involved in examining the medical evi-
dence. Similarly, RACs are required to have regis-
tered nurses or therapists make coverage and med-
ical necessity determinations and certified coders
make coding determinations. 

Even if they make a decision favorable to the
provider, however, a complex review could be an
onerous exercise for orthopaedic groups. Although
RACs are required to pay for medical records asso-
ciated with acute and long-term care hospital
claims, they’re not required to pay for medical

continued on page 100
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records associated with physician and outpatient
surgery center claims.

Before pursuing a new issue, RACs need to
obtain CMS approval. CMS has contracted with
Erie, PA-based Provider Resources, Inc., which con-
ducts medical peer review, coding audits, and regu-
latory and policy analysis and development, to help
the federal agency review and approve new issues.

RACs are beginning to post the issues they
intend to review on their respective web sites.
Among the CMS-approved audit issues cited by
RAC contractors at press time, most don’t seem to
directly target orthopaedic surgery practices. With
the exception of wheelchair bundling, which could
affect practices that provide DME, approved audit
issues include untimed codes, blood transfusions,
bronchoscopy services, IV hydration therapy, once
in a lifetime procedures, and pediatric codes exceed-
ing age parameters.

But don’t be lulled into a false sense of security
by this limited list of issues. “CMS reports that, if a
RAC is investigating a new issue, a provider might
receive a medical record request letter for an issue
not identified on a RAC web site,” Apolskis warns.
“According to CMS, such a request should be for a
small sample size and used to make a decision on a
RAC performing a widespread review.”

And turnaround time is short. You’ll have only
45 days to respond to RAC requests for medical
records, though you might be able to obtain an
extension if you make the request within that peri-
od. Follow the process carefully, Sachdev says. “If
you don’t appeal in a timely manner, the RAC will
simply designate the claim as an overpayment and
you’ll lose your right to appeal,” he warns.

The timetable for appeals begins when your
practice receives a demand letter identifying an
overpayment and requiring a refund. The sample
demand letter posted by CGI on its web site
(http://racb.cgi.com/Docs/Automated%20Demand
%20letter.pdf) indicates that “providers, physicians,
and suppliers have 15 calendar days from the date
of this demand letter to submit a rebuttal state-
ment,” with accompanying evidence indicating why
recoupment should not be initiated. This period
offers practices an opportunity to discuss a RAC’s
concerns, if they act quickly. 

However, your rebuttal statement is not a for-
mal appeal of the overpayment determination and
will not stop recoupment activities. A demand letter
must advise providers how to stop recoupment,

which otherwise begins on the 41st calendar day
from the date of the demand letter. In general,
Medicare permits providers to stop recoupment by
submitting a valid request for a redetermination
within 30 calendar days from the date of the
demand letter, Apolskis explains. Although
providers have 45 calendar days from the date of a
RAC demand letter to initiate the appeals process, if
you wait longer than 30 days, Medicare may not
refund any previous recoupment, he adds. Even if
Medicare stops recoupment somewhere along the
line -- for example, if you file a request for reconsid-
eration with the Qualified Independent Contractor
following an unfavorable redetermination decision 
-- interest continues to accrue.

Moreover, RACs can demand repayment not
only to Medicare but also the refund of incorrect co-
pays to patients. CMS has cited actual overpay-
ments of $1,221 for medical necessity and $1,504 for
incorrect coding during the demonstration project.
Such amounts could add up quickly if errors occur
across a series of claims.

Responding to RAC reviews is yet another
process that orthopaedic practice managers need to
incorporate into their work flow, sources agree. The
RACs will stay in business as long as they return
money to the Medicare program. Given the state of
the federal budget, they’re not likely to ease up any-
time soon. 

Editor’s note: Contact Apolskis at 312-498-8372 or
michael@apolskislaw.com; Hannibal at 623-204-8992 or
carla@hpservices.org; Sachdev at 484-239-2797 or
sachdevr@aol.com; and Todd at 800-209-7263 or
maria@mariatodd.com. �

Special Focus: RACs and Your Practice

Follow these strategies to
limit your RAC exposure

Responding to a RAC request is similar to
appealing a claims denial by a managed care payer,
says Maria K. Todd, MHA, PhD, CEO of AskMaria
Todd in Brooklyn, NY. Managed care contracts often
stipulate that practices must notify the payer of a
short-paid claim within 10 days or forfeit their right
to pursue additional reimbursement, so the quick
turnaround on appeals isn’t new. What’s different is
that, if you don’t meet the deadline to appeal a RAC
determination, you won’t just skip a chance to

continued on page 101
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Reimbursement. Plan agrees to reimburse all
reasonable copying and shipping charges, including
labor costs, that Provider incurs to furnish the infor-
mation the Plan requests pursuant to the inspection.

Designee or third party. Plan may, from time
to time, designate one or more third parties
(“Designee”) to perform all or part of its obliga-
tions hereunder as well as exercise all or a portion
of any of the Plan’s rights hereunder. Plan shall
require its Designee to act in accordance with all
provisions of this Agreement and applicable laws
and regulations, including, but not limited to
terms of confidentiality and non-disclosure. Plan
agrees to oversee any of its Designees’ perform-
ance and shall remain ultimately responsible for
the acts of any Designee or third party it shall
appoint to act on its behalf for any requirements
under this agreement.

1. In the event Plan uses a subcontracted
agency as its Designee to inspect records, perform
audits, or review confidential and privileged infor-
mation, Plan assumes financial, legal, or other lia-
bility for all actions of the agent, its employees, or
assigns for any injury while on the Provider’s
premises and any breach of confidentiality, privi-
lege, or compliance associated with such review.

2. Plan represents and warrants to Provider
that the Designee or third party has been thorough-
ly vetted and is properly credentialed for the activi-
ties in which it will engage:

i. For accounting reviews, Plan asserts that the
Designee or third party is currently credentialed as
a Certified Public Accountant (CPA).

ii. For medical records reviews, Plan asserts
that the Designee or third party is currently creden-
tialed as a Registered Health Information
Administrator (RHIA).

iii. For coding appropriateness determinations,
Plan asserts that the Designee or third party is cur-
rently credentialed as a Certified Professional Coder
(CPC) who has passed a medical coding certifica-
tion examination sponsored by the American
Academy of Professional Coders (AAPC).

3. The Plan retains all ethical, legal, and finan-
cial responsibility associated with any assertions
that the medical records reviewed are or are not,
were or were not, appropriate but only that the
service or procedure is or is not a Plan benefit based
on a review of the medical record.

4. Plan may request a refund or retroactive
chargeback from the Provider based on the findings

by the Designee or third party in the medical
records. In the event a successful appeal is made for
reversal of that decision, if the Plan paid any contin-
gency fee based on recoveries associated with such
findings, it shall be the responsibility of the Plan to
pursue a refund of that contingency fee from the
Designee or third party. Any refund or interest due
the Provider as a result of such appeal shall be the
responsibility of, and wholly borne by, the Plan and
paid by the Plan within (x) business days or addi-
tional fees and interest shall accrue. In the event
that the initial finding that formed the basis of the
chargeback or refund request was erroneous on the
part of the Designee or third party, the Plan shall
additionally indemnify the Provider for liquidated
damages for all costs and fees associated with the
appeal proceedings and recovery efforts for any
monies due the Provider.

5. Any copies of medical or other documents
requested by the Designee or third party, for itself
or on behalf of the Plan, shall be at the Plan’s
expense, at the Provider’s standard copying rate
normally charged to third parties, which shall be
due and payable by the Plan within five (5) busi-
ness days or receipt of such copies.

Editor’s note: Contact Todd at 800-209-7263 or
maria@mariatodd.com. �

Special Focus: RACs and Your Practice

Use RAC preparations to
reduce the prospect of HEAT 

The Recovery Audit Contractor (RAC) pro-
gram isn’t the only Medicare enforcement effort
faced by orthopaedic practices. Within a year, the
Centers for Medicare & Medicaid Services (CMS)
plans to introduce its Medicaid Integrity Program
(MIP). Although MIP will be structured in a simi-
lar fashion to the RAC program, most of the
issues and time frames will be related to individ-
ual state law, says Chicago-based health care
attorney Michael G. Apolskis, PC. Thus, prac-
tices may be subject to simultaneous reviews by
RACs and MIPs that won’t necessarily follow the
same rules.

Of more immediate concern, the Health Care
Fraud Prevention and Enforcement Action Team
(HEAT) is already looking for fraud, waste, and

RAC copycats continued from p. 102
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abuse in Medicare and Medicaid. Systematic billing
errors -- even unintentional ones -- or legitimate
repetitive services could prompt a law-abiding
orthopaedic practice to be swept unwittingly into a
HEAT initiative, experts warn. 

HEAT is a working group of top-level law
enforcement and other staff from the Department of
Justice (DOJ) and the Department of Health and
Human Services (HHS), Apolskis explains. Part of
the effort appears to include the use of Medicare
Fraud Strike Forces -- multi-agency teams of feder-
al, state, and local investigators focused on
Medicare fraud.

“In various public announcements, DOJ and
HHS have described the Strike Forces as using real-
time analysis of Medicare billing data,” Apolskis
says, noting that Strike Forces are using data analy-
sis and mining to identify fraud and abuse patterns
in similar fashion to -- though with different data-
bases than -- RACs.

But preparing your practice to manage a RAC
review won’t necessarily prepare you for an action
by HEAT.

“While RACs and HEAT may both focus on
Medicare billing and claims, it looks like HEAT
could also include Medicaid issues,” which the
RAC program excludes, Apolskis says. “Further,
based on the HEAT mission statements, it appears
that HEAT could involve other fraud, waste, and
abuse issues outside the Medicare claims review
purview of RACs, such as violations of the federal
anti-kickback statute.” HEAT initiatives also may
involve Medicare Parts C and D, while the RAC
program covers only Medicare fee-for-service Parts
A/B.

The best way to prepare simultaneously for
both initiatives is to have an effective compliance
program, perform compliance risk assessments,
and take corrective actions, if needed, Apolskis
suggests. Use your compliance plan as a template
to conduct internal audits so you identify any
coding or billing errors quickly and prevent
repetitive mistakes -- a serious problem that
could expose you to the HEAT dragnet.
Orthopaedic practices that bill for ancillary serv-
ices should be especially vigilant.

“Based on public announcements, it appears
that HEAT is working on increasing coordination
and intelligence sharing among agencies,” Apolskis
says, noting that Medicare Fraud Stroke Forces are
looking for patterns that suggest fraud and abuse.

It’s possible but not likely that an isolated billing
error could trigger a HEAT or Medicare Fraud
Strike Force investigation.

Outsourced billing may present risk

Small orthopaedic practices could also be vul-
nerable to HEAT enforcement activity if they out-
source their billing operations, says Carla
Hannibal, CMM, CPM, CIMBS, president of
Hannibal Professional Services, LLC, a practice
management company based in Peoria, AZ, that
provides services for small to medium-sized physi-
cian groups. 

“I know of several off-site billers that don’t use
the medical records when billing,” Hannibal points
out. “They simply take the superbills at face value.
This will certainly place them under scrutiny.” In
fact, solo physicians could become a target group
for RAC and HEAT activity due to the heightened
opportunity for fraud and abuse, she suggests.

Physicians hold the ultimate responsibility for
billing policies, so they must ask pointed questions
of third-party billers and document those conversa-
tions, Hannibal advises. For example, has the
billing company designated a compliance special-
ist? Has the company developed internal policies
and procedures apart from those specified by the
specialties for which they bill? Does the company
have checks and balances to prevent internal fraud
and theft? Does the company monitor and audit
claims internally? Does the billing company have a
response team to detect mistakes and a corrective
action plan to fix them? Who enforces this pro-
gram?

Orthopaedic practices that make every effort to
handle their billing and coding correctly minimize
the chances that day-to-day operations will be
flagged by HEAT, Hannibal says. But make no mis-
take: Although RACs are limited in the number of
charts they can request, given any suspicion “HEAT
will pick up the slack,” Hannibal predicts. If an
orthopaedic practice -- or its third-party biller --
inadvertently bills Medicare for a certain type of
wheelchair when the patient received a cheaper
model, the mistake might not show up in an auto-
mated RAC audit, “but HEAT will find it,” she
says. And if the wrong billing code has been used
repeatedly, the practice could find itself in serious
trouble.

In short, be wary of complacency, even if
Medicare denial rates are low, she cautions. 

HEAT continued from p. 103
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“We hear practices say they haven’t had any
problems with Medicare and their claims are rarely
denied, yet a closer look reveals poor documenta-
tion,” Hannibal says. “Maybe they’ve delivered
services that are not medically necessary but
Medicare didn’t ask for the record. Scrutiny is going
to take people out of their comfort zone.”

And if physicians assume they can drop
Medicare to avoid being flagged by RAC, they

won’t necessarily escape the scrutiny of HEAT,
since the DOJ is involved, she adds.

Commercial payers also are ramping up their
anti-fraud efforts. The BlueCross BlueShield
Association has revealed that some of its plans saved
$350 million last year through anti-fraud investiga-
tions, while the number of fraud cases investigated
by BCBSA member plans rose by roughly one third.

Editor’s note: Contact Apolskis at 312-498-8372 or
michael@apolskislaw.com; contact Hannibal at 623-204-
8992 or carla@hpservices.org. �

HEAT continued from p. 105

ine the “cost performance ratio” of your billing
operation to determine the root cause of perform-
ance problems, suggests Elizabeth Woodcock,
MBA, FACMPE, CPC, principal of Atlanta-based
health care consulting firm Woodcock & Associates. 

The ideal billing operation provides high per-
formance at low cost when measured by days in
A/R, percent of A/R over 120 days, adjusted collec-
tion rate, and cost per claim. If your billing opera-
tion demonstrates high performance but at a high
cost, look for opportunities to cut expenses without
negatively affecting the operation. If you’ve poured
money into your billing operation but the perform-
ance is still subpar, it’s time to adopt performance
improvement initiatives, Woodcock says. If, on the
other hand, your billing and collections department
runs on a shoestring -- and its performance reflects
that meager investment -- you should consider
committing additional resources to the operation.
(To examine specific reasons for low collections, see
a list of problems and possible causes in Figure 1 on
p. 106.) 

Don’t throw people at the problem

The financial clearance process at the front end
of your practice should involve a “seamless inter-
face” between the front office and billing staff for
the collection of co-pays, balances, and unmet
deductibles, Woodcock says. Over the past decade,
practices have become comfortable collecting $10 or
$15 from patients at the time of service. Today, you
must collect the full portion of each patient’s bal-
ance for every appointment. For scheduled surger-
ies, you should have a detailed financial agreement
in place that defines a minimum deposit prior to
the procedure and a fixed or monthly payment
schedule afterwards, she adds. When patients balk,

give them the option of rescheduling the procedure
and see if their attitude changes. 

Your billing and collections process also should
grow incrementally with your practice. “The
biggest mistake that practices make as they grow is
that they don’t get an information system that’s
sophisticated enough to support their operation,”
Woodcock says. But efficient billing and collections
processes also rely on simple techniques like know-
ing how to ask patients for money. “So many recep-
tionists still say, ‘Would you like to pay today?’”
Woodcock points out. “We have to learn to say,
‘How would you like to take care of this? We accept
cash, check, or credit card.’ It’s the simple solutions
that practices often overlook.” (For a simple billing
office incentive plan, see Figure 2 on p. 107.)

You don’t necessarily need more staff to adopt
process changes. In fact, “throwing more people at
a problem is very expensive,” Woodcock says.
Southern Orthopaedic Specialists (SOS), LLC, in
Atlanta uses only three collectors to handle a group
that has grown to 15 orthopaedic surgeons and
encompasses a variety of ancillary services, includ-
ing physical therapy and multiple MRIs. The prac-
tice previously employed a fourth collector who
also managed the collections function. That individ-
ual resigned three years ago and hasn’t been
replaced. Instead, the group changed some collec-
tion processes and its productivity actually
improved, says Scott Ferguson, the organization’s
vice president of finance.

Although SOS examines industry benchmarks,
the group also adopted internal metrics that help to
gauge the resources needed to handle a certain
threshold of collections or claims processing. With
so many people already involved in the collections
process -- coders, front desk and checkout staff, and
even schedulers -- Ferguson advises practices to
think carefully before adding another FTE. For

continued on page 106
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80 of them are enrolled in managed care plans, you should collect 95%
of those 80 expected co-pays at the time of service,” she explains. 

• Ensure that coding practices meet established CMS standards so
you have the opportunity to compare your reimbursement with those of
other orthopaedic practices. If you fall short, examine your documenta-
tion and/or services rendered.

Editor’s note: Contact Ferguson at 770-953-6929, ext. 107 or
sferguson@sos-atlanta.com; Shattuck at 919-256-1675 or rose@shattuckcon-
sulting.com; and Woodcock at 404-373-6195 or
elizabeth@elizabethwoodcock.com.

Coming next month: How an orthopaedic practice uses MGMA’s Data
Dive to improve its billing and collections operation. �

Use these tricks to reduce your paperwork costs • How will the American
Joint Replacement Registry affect your practice? • Improve your access to
increase value to patients, payers • Challenge inaccuracies in your payer
rankings • Track your imaging costs to defend utilization patterns • Use
productivity, pay benchmarks to measure PAs

Coming in future issues...
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Question of the month:
How do you use physician assistants?

How do your PAs add value to your practice? Do they manage their
own panel of patients or work collaboratively with physicians? What produc-
tivity and compensation benchmarks do you measure? OPM wants your
feedback on the topic. Contact Editor Marie Powers at 770-487-8673 or
mpowers@oakstonepub.com. �


