SELECTING A
RADIOLOGY
BILLING
SERVICE
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By Pat Kroken, FACMPE, CRA, FRBMA

It has been more than a decade since this article first appeared in
the Radiology Business Management Association (RBMA) national
publication, the Bulletin, and much has happened since then. This version
has been updated to reflect changes in the industry, many of which have
had an impact on billing company pricing.
The RBMA was formed in 1968 with the support and direction of the
American College of Radiology (ACR) and under the guidance of Dr.
Joseph Calhoun. The goal of the organization was to provide professional
development and recognition of radiology business managers and
to “improve the administration of radiology practices.” The RBMA is
recognized as a leading professional resource for practice managers,
executives and physician owners.

ABOUT MSN
MSN Healthcare Solutions specializes in revenue cycle and
practice management services for radiology. Founded in 1996,
MSN is a private company serving more than 140 radiology
practices. The company credits its sustained growth to client
satisfaction, which has been built through long-term client
relationships. MSN participates with several organizations to
support the practice of radiology, including contributions of
expertise and financial support to the American College of
Radiology, the Radiology Business Management Association,
and RADPAC.
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T

he question frequently appeared on the Radiology Business Management
Association (RBMA) Practice Management Forum: “What’s a good rate for a
billing company?” It isn’t a bad question in itself, but the issue is unfortunately

much more complicated than price alone, including what represents a “good deal.”
What else beyond price should a practice be looking for? What are the variables
impacting fees and what constitutes value—as opposed to just a good price?
First, a few comments about billing fees. Overall, rates have declined over the
past decade as leading companies implemented advanced technology to improve
productivity and efficiency. In fact the aggressive use of advanced technology has
been the greatest single factor in terms of reducing fees. Another variable involves
whether the billing company is outsourcing certain processes, including the use of
offshore companies. Coding services have successfully been outsourced for a number
of years, and the use of offshore companies for other billing/collections functions has
grown more recently.
Finally, there is such a thing as “too cheap.” It’s easy to assume billing is billing
and that the company undercutting in price is equally competent. As a consultant, I
watched the impact in real life after recommending a practice not accept the proposal
of a billing company with low fees, big promises, and insufficient infrastructure. The
group decided to “give them a chance” and physician income dropped by more than
20% the following year—and never fully recovered.
What happens when billing fees are too low? Claims follow-up can represent the
most expensive part of the billing/collections operation and is usually the first area
impacted as fees drop too far. What does that look like? Ideally there is a dominant
use of technology, but with (well-trained) humans plugged in at key junctures. For
example, a claim is bounced back because it cannot be processed—representing a
“soft denial.” This doesn’t mean it was officially denied for payment by the insurance
company but needs a minor correction to make it a clean claim. The human quickly
identifies there is a missing or incorrect element in one of the information fields,
corrects the issue and resubmits. The claim is paid. On the other hand, if the billing
company has minimal staff due to reduced fees, it simply relies on the billing
technology to resubmit the claim, which will remain unpaid since it is still incorrect.
For example, a process audit revealed a major billing company, known to rely heavily
on automation and with minimal support staff, resubmitted an otherwise payable
claim seven times (without correcting it), had it rejected seven times and then wrote
off the charges. With the size and volume of even a mid-sized radiology practice, this
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pattern could occur thousands of times each year. It left the physicians wondering
why revenue was down when exam volume had increased.

Finding a good match

I

s the proposed billing company located in and/or currently working in your
geographic region? If the company is currently operating in several states, that
may serve as a positive indication regarding its capability to quickly adapt to state-

specific Medicaid and Workers’ Compensation plans. Variability in Medicaid rules has
been known to trip up even some of the largest billing companies and since that
payor class can represent a substantial amount of business for a hospital-based group,
successful experience with new market expansion is crucial.
The next step is ensuring the size of the organization matches the demands of the
practice, so key questions involve the scope of the billing company and the number
of radiology clients, including the size of the largest radiology client. A company
handling a group larger than yours is a good sign, but it is a red flag to be the first large
hospital-based group for a company that has previously handled only imaging centers.
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(On the other hand, it is easier for a company with hospital-based experience to take
on imaging centers, due to lower exam volumes). Success in hospital-based billing
begins with capacity, in other words, the ability to handle large procedure volumes
in a manufacturing-type environment that utilizes technology to mainstream charge
information electronically so the staff can focus on exceptions—those claims that fail
to get paid by the insurance company on the first pass.
Is bigger better? Not necessarily, although it makes for a strong sales pitch. The
important takeaway is that the prospective company should have sufficient depth and
experience to demonstrate they can handle your practice size and configuration. It
is essential to look past the polished sales presentation to the details of operational
structure, staffing and radiology-specific experience.

Staffing and experience

I

n many cases, the people involved selling the qualifications of the billing company
are not involved in its operations and in some cases may not be seen again after the
transition phase. Therefore, it is important to verify which top management people

will remain involved on an ongoing basis and to meet the practice’s account manager

in advance if possible.
Most of the high performing radiology billing companies ensure top management
remains involved after the sales pitch—and hopefully, several of these people have
former experience at the radiology practice level with operational problem-solving
experience. Why is this important? Managers with practice experience understand
the interpersonal dynamics among physicians in a group as well as the importance
of hospital/health system relationships. They will not only speak the language of
revenue generation but can more fully support the practice when problems occur
(and problems always occur).
The group should feel comfortable with the expertise of the management team,
including a gut level measure of the chemistry of their interactions. In other words,
there should be a premium placed on the authenticity and authority of responses,
rather than the feeling of “telling us what we want to hear.” You will inevitably work
through some difficult challenges together that require mutual trust and cooperation.
For those billing companies using offshore support, there should be a comprehensive
management plan that includes standard operating procedures, a program of ongoing
communications and training, and secured data access. Billing information should not
be sent out of the United States.

Do they have the coding horsepower?

C

oding represents the heart and soul of the billing effort. Failure to code properly
results not only in denied claims and lost revenue but places the practice at
risk for compliance violations and penalties. Top performing billing companies

have invested heavily in their coding departments, including encouraging employees
to achieve Radiology Certified Coder (RCC) status. While other certification exams
will have a few radiology-specific questions, the RCC exam is dedicated to radiology
coding issues (including compliance) and requires continuing education in radiologyspecific topics. Those top companies will also be able to provide an active feedback
process, whereby coders communicate regularly with physicians in the group to
proactively address coding denial issues.
The Radiology Coding Certification Board (RCCB) has also added a separate
designation for interventional coders (RCCIR), requiring the demonstration of
knowledge in that specific area.
There can be a wide variation among billing services in the support offered to
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coding, so it is worth asking detailed questions about resources and training. Again,
there are both financial and regulatory implications for the radiology practice, whose
physicians may be held to a “know or should have known” obligation in terms of
ensuring billing company compliance with governmental regulations.
Some of the questions to be answered in terms of coding competency include the
following:
•

Who supervises the coders and what are that person’s qualifications? It is
preferable to have an RCC supervising coding activities, but at a minimum the
person should have sufficient years of radiology-specific experience with the
ability to demonstrate proficiency.

•

Are coders certified? RCC? RCCIR? Coders may hold other certifications, and
in some cases billing companies internally “certify” their coders. Internal
certification can indicate a good educational component within the company
and the implementation of baseline performance standards, but preference is
given to those who have earned an RCC/RCCIR designation.

•

Who handles interventional coding and what is that person’s training or
experience? Interventional coding represents a complex, highly specialized
area and most top billing companies assign IR coding to an elite coding staff
dedicated to that area (although they may also assist with denials and diagnostic
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coding as well). Interventional coders are more likely to hold an RCC or RCCIR
certification and should be supported with sufficient resources.
•

Is some (or all) coding outsourced by the billing service? If so, how is quality
monitored and managed? Improvements in technology have removed geographic
barriers that often previously impacted the quality of coding, since it can be
difficult to hire qualified coders in certain market areas. Technology has also
made it possible to work with qualified professionals offshore, since the data
can be housed and controlled domestically and does not need to be exported
outside the United States. The “how” of working with outsourced coders needs
to be further explored, especially in terms of how the quality of outsourced
coding is monitored, assessed and managed. A successful outsourced effort will
have a formal auditing and communications mechanism in place.

•

Are radiology reports used as source documents for coding? This is a critical
question in terms of the billing company’s process and while it appears “yes”
would be the only logical answer, there are still companies that code from the
hospital’s order information (the report header) rather than using the dictated
radiology report as a source document. Are there times the header doesn’t match
what was ordered and done? Absolutely. In terms of compliance and good business
practices, the dictated radiology report should logically be the source document
for coding since it will more accurately reflect details of the procedure performed.

•

How is coding accuracy audited (in terms of both internal and external audits)?
Again, most of the leading companies will have a process for auditing and
monitoring coding accuracy, and a few of them also contract for external
audits from an independent source.

•

When coding problems occur, how is that information communicated to the
group? This is especially crucial in regard to addressing medical necessity
denials, since they often occur when there is insufficient information for the
coder to identify an appropriate indication for the study. Teamwork in this area
involves feedback from the coders and a joint effort with practice physicians to
improve the quality of documentation.

Denials management

D

enials management should be more than sales jargon. The billing company
should be able to outline its mechanism for identifying denial trends and
working with the practice to implement corrective measures - or better yet,

delineate how they work with the physicians to prevent denials from occurring. Most
billing companies talk about their denials management programs in terms of how
they appeal a denied claim. They are less successful illustrating feedback mechanisms
and proactive processes to improve performance.
The radiology group should also ask for examples of how the billing company
worked with one or more of its radiology clients to reduce denials. This will most
commonly occur in terms of coding and/or medical necessity, which again not only
represent compliance risks, but opportunities to improve revenue by improving the
quality of baseline documentation.
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Technology

T

echnology has become a differentiating factor in performance and efficiency. Just
as picture archiving and communications systems (PACS), radiology information
systems (RIS) and voice-recognition dictation (VR) improved radiologist

productivity, there have also been dramatic improvements on the practice management
(billing) system front.
What do we look for with improved technology? The following represent some of
the key developments that resulted in improved revenue for radiology practices:
•

Daily charge verification. Radiologists have long suspected a certain number
of charges are “dropped” between the hospital and the billing office. Yes, this
happens. The variable is “how often and how much?” Newer billing systems
electronically match demographic information with radiology reports,
providing an exceptions list for follow-up. This can certainly reduce the volume
of charge capture leakage - but another key question is whether the billing
company matches daily hospital logs to billing system data. What happens when
data files fail partway through transmission, hiccup and lose a charge here and
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there or are not sent at all? The sheer volume of radiology procedures makes
a daily log sheet comparison virtually impossible to do manually, so is truly a
value-added offering since it represents an additional cost for billing companies
and very few will offer audits at this level. Do you want these audits? Absolutely!
•

Extensive claims editing (scrubbing). The ability to improve clean claims quality
means more claims are paid by insurance companies on the first pass, and
today’s claims editing software offers a sophisticated level of review including
missing/incorrect information, eligibility and coding accuracy. The question to
ask about claims scrubbing? Is this part of the core billing software or is it an
add-on, third party feature? (Hint: it should be built in).

•

Real-time productivity and worklist management. Newer systems enable managers
to view daily production activity on a real-time basis. For example, one of the
keys to predictable cash flow lies in the consistent, daily posting of payments, and
top performing companies monitor activity aggressively to ensure even workflow.
Worklists also assign follow-up activity for both pending and denied claims.

The key to successful radiology billing/collections lies in the ability to effectively handle
large volumes of information, mainstream the processes of clean claims submission,
and then focus on the “exceptions” requiring human intervention—every single day.

Management reporting

T

imely and flexible management reporting supports data-driven decision
making for the practice and allows for real-time actions, rather than old school
“management in the rear-view mirror” limitations of retrospective reporting. In

addition, the more recent addition of sophisticated business intelligence analytics
and “dashboard reporting” allows for a snapshot of claims status at various stages
within the system, again enabling more accurate cash flow projections and letting
physicians keep track of how things are progressing.
•

Standard management reports. Practice leadership should have a set of standard
reports to clearly illustrate activity and trends. This means the reports should
summarize and format data clearly—not provide inches of line-item detail that
is meaningless in terms of management decision-making. At a minimum, the
set of standard reports should include (but not be limited to) the following,
although once a baseline set of reports is run, physicians may view some sets
of information less frequently.
a. Accounts receivable aging by payor (insurance companies and private
pay patients)
b. Charges, adjustments and collections (including trends)
c. Reports by site of service (procedure volumes and dollars)
d. Payor mix analysis
e. Credit balances
f.

Adjustments (overall and by payor)

g. Referring physician activity (volume and dollars)
h. Activity by modality
i.

Write-offs/bad debt activity

j.

Detailed reports for A/R follow-up

k. Activity by radiologist
l.

Denial trends
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•

Advanced analytics and custom reporting flexibility. The practice should also be
able to access data for analysis based on varying criteria. Giving clients access
to billing system data is a more recent development facilitated by advanced
technology and enables the client to view areas of interest and focus on practicespecific issues. The billing company should also offer custom reporting, although
in some instances this requires an additional fee for detailed projects. The
ability to drill down is especially important as payors implement new payment
rules, market fluctuations occur, or new services are offered (or marketed).

Emerging regulations and evolving payment mechanisms

A

s the Medicare program shifts its payment mechanisms from fee for service
under the Medicare Physician Fee Schedule (MPFS) to a quality-based
methodology under the Merit-based Incentive Payment System (MIPS), it is

increasingly important for a billing service to demonstrate competence in this area.
The program is complex, the penalties for non-compliance or inadequate compliance
have become substantial and it is more difficult to find qualifying measures. In addition,
the program continues to evolve and last year’s knowledge can to be insufficient for
next year’s success.
Does the billing company offer a Qualified Clinical Data Registry (QCDR) or do they
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count on an external organization to provide those services? Is there adequate in-house
expertise to guide the group to improved documentation and performance? How does
the billing company plan to ensure competence as MIPS continues to evolve? Are there
subject matter experts who can offer more in-depth MIPS consulting if desired?
MIPS represents new operational challenges with resulting rewards and penalties.
It can no longer be minimized in terms of its impact on revenue.

Compliance

C

ompliance requirements can be easily overlooked during the billing company
selection process. While the billing company should explain the scope and
functionality of its compliance plan, under requirements of the Affordable

Care Act (ACA) the practice will still need to maintain its own plan as a condition of
participation with Medicare and Medicaid.
The radiology practice is also held to a “know or should have known” standard

in terms of the appropriateness of the billing company’s policies and procedures.
The compliance program should be more than a check-the-box exercise, with robust
support offered by qualified people.
In addition, details should be requested regarding billing company employee
background checks, internal audits, training and feedback in the event a suspected
compliance incident has occurred. Other critical areas involve levels of virus
protection in place, security measures for protected health information (PHI), use and
storage of system back-up media and confirmation of a formal disaster recovery plan.
It would not be unusual to find a billing company conducts only the most cursory
background checks; for example, validating employment but not checking criminal
background or Medicare exclusion activity. In a world where identity theft is
increasingly prevalent, background checks should be prioritized.
In addition, does the billing company have expertise assisting clients in the event
they detect a compliance violation? This would not replace guidance from legal
counsel, but the billing company should be able to assist with gathering required
billing documentation. Not only is that a key question but the billing service should
be able to explain how it previously supported its clients in the resolution of practice
compliance problems.

And finally…fees

B

illing company fees are still, for the most part, paid as a percentage of collected
revenue. This is changing in certain parts of the country and is an ongoing
regulatory concern so it would not be out of the question to see mandated

increases

in per-procedure code fees. In general, fees strictly for professional

component billing will be higher than those for imaging center global fees, and in
practices with both sources of revenue a blended rate may be developed.
Fees should be a reflection of value; that is, what is offered in terms of the key
points discussed in this article. While technology has decreased baseline fees on a
national basis, there can be regional and/or market variability. The following should
be expected to influence the final fees:
1.

Level of Medicaid and/or private pay business. Medicaid is notoriously difficult
and less efficient to work, so a group with a large proportion of Medicaid
business or private pay patients could be quoted a higher fee.
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2. Modality mix. Needless to say, a high level of MRI, CT and interventional cases
represent better revenue opportunities for both the group and the billing
company on a per-case basis. On the other hand, a disproportionately large
volume of plain film and emergency department cases might result in lower
per-case revenue, and a higher fee percentage.
3. Payor requirements. Certain payors have a national reputation for being difficult
to work with, which consequently increases the intensity of claims follow-up
and/or denials. This is one reason billing companies will request payor mix
information as part of the proposal process. (On the other hand, they may also
have a good record working with a payor that is currently underperforming for
the group, and that is also good for them to know in advance).
4. Number of locations and data acquisition challenges. It is more efficient and
less costly if billing information is received electronically rather than on paper.
Multiple hospital locations (if electronic) will require multiple interfaces—and
interface development may be included in baseline fees. On the other hand, the
greater the number of paper sites, the higher the fees! Again, this aspect also takes
into consideration whether or not sites are billed for professional component
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only, involve global fees, or are itemized on statements for outside reads.
What happens if the practice does not provide detailed information in an effort to
get a better, generic fee? Or because they don’t want to divulge this much information
at an early stage of negotiation? Failure to provide specific information as a negotiating
strategy will most likely backfire. While a specific, detailed practice profile can result
in minor adjustments (up or down), if the billing company has to guess about details
based on vague information, they will most likely come in with a higher rate. The
partnership begins early!
A baseline fee can also be highly variable in terms of what is—or is not—included.
Even when a breakdown is requested in a request for proposal, it can be difficult to
decipher inclusions and exclusions so it is best to ask. For example, does the fee include:
•

Postage (and postage increases)?

•

Statements and/or collection letters?

•

Credentialing for insurance plans? Hospitals?

•

Shipping (for example, getting any paper billing information to the billing
company’s processing site)?

•

Insurance contracting?

•

Interfaces? All of them? New sites? Changes to facility systems?

•

Custom reporting?

•

Credit card fees?

•

Lockbox and/or banking fees?

•

Coding?

If the baseline fee seems too low (compared to the competing companies), it should
be questioned. In some cases, the “extras,” when added to the base fee and itemized, can
exceed an inclusive rate that first appears too high—and value in terms of compliance
plans, training, coding and/or denials feedback and audits may not be taken into
consideration. It is in the best interest of the practice for the billing company to
provide comprehensive service levels and staff quality as well as be profitable as a
business. Ideally this is a one-time decision for the practice, with an emphasis on
value, experience and a solid operational infrastructure rather than a compelling but
empty sales pitch.

In summary

S

electing the right billing service should be a long-term decision, with the goal of
establishing a mutually successful partnership that will adjust and endure over
time. It is a major financial decision for any practice and therefore worth the time

to do the homework, establish selection criteria and exercise care. Billing companies
vary dramatically in terms of experience, resources and operational structure, and
unless the foundation for a sound decision-making process is established by the
practice it will be too easy to go with the most polished sales pitch and/or cheapest
price—and that can be a painful experience.
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