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I was recently invited to submit a presentation proposal 
with a focus on the processes for coding and billing for 
infusion services. Initially I resisted, feeling like I had 
already given that talk a hundred times and that no one 
would want to hear another version of it again. Then I 
remembered that we have clients who engage us to do 
chart reviews every couple of years. Some do this just to 
validate the work that their internal auditors do, some do it 
to refresh their staff on changes, and some do it because 
staff does turn over every so often and “what is old is 
new again.” It may sound self-serving, but I believe that a 

periodic external audit is worth your while – both in terms 
of finding missed revenue as well as in terms of ensuring 
compliance with the rules and regulations.

Case study 
Community hospital 29-chair infusion center in the deep 
South. This particular client had undergone an internal 
audit approximately 8 months before our work. We were 
told that the audit was based on the claim scrubber rules 
but did not include a review of nursing documentation as 
compared to billed codes.

We interviewed staff and they described their roles Then we dig deeper and discovered…

Pre-registration and insurance verification are handled 
by a centralized patient access department.

There were numerous out-of-date insurance cards on 
file.  This is because patients just tell the patient access 
department that nothing has changed but nobody ever 
asks to see a new card.

Chemotherapy pre-certs/prior authorizations are 
handled by the centralized financial counselors.  They 
tell patients that co-pays are expected when at check 
in and they offer co-pay assistance if the patient asks at 
check-in.

Pre-certs/auths were not found or were for an 
insufficient number of treatments for numerous 
encounters audited.  Check-in says they never collect 
co-pays so patient assistance is never offered.  The 
financial counselors never meet patients in person.

Pharmacy prepares drugs according to orders 
entered into the EMR by the physicians.  The system 
automatically queues up charges for the drugs based 
on those physician orders.  Charges drop when the 
nurse scans the drug at chair-side.

On rare occasion, a drug is scanned but not then 
administered, causing back-end work to cancel 
erroneous drug charges.  The system had no 
mechanisms to identify, record, document and bill for 
waste on single dose vials.
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Next, we reviewed medical records for 27 separate and 
distinct encounters. 48% of the encounters had no 
coding/billing errors. In the rest, a total of $294.81 was 
discovered in missed revenue (defined as payments at 
local Medicare rates). This equated to $10.92 of missed 
revenue per encounter. Annualized for one full year of 

encounters (32,775), the annual impact was a total of 
$357,866.58 in money that should have been paid. 
In addition, there were two errors in billing for Single 
Dose Vial drug waste that might result in repayment of 
$1,422.85 for those two errors.

Setting aside the drug waste, we still found a great deal 
of un-captured services that, at Medicare rates, would 
amount to over $350,000. So I guess we all should 
take a moment when we think to ourselves that we have 
already done something, because we just might have 
inadvertently let some things slip that need a tune up.

So, are independent audits still necessary? 
The answer of course is a resounding “yes”! Is it possible 
that you are not receiving tens of thousands of dollars 
(and more!) that your oncology team has rightfully earned? 
Again, “yes”. Could you use those tens of thousands of 
dollars -and potentially much more- back in your operating 
budget to benefit your patients? 

I think we all know the answer to that one... 

We interviewed staff and they described their roles Then we dig deeper and discovered…

The infusion nurses enter charges into the EMR at the 
end of the treatment by choosing from drop-down 
menus that list each service type.

Review of the EMR shows that charges are often not 
entered until the end of the day or even the following 
day.  Nurses had difficulty correctly choosing among 
drop-down groups as well as choosing specific codes.

The nurse manager reviews the entered charges daily, 
but confesses that she is not always able to do so.

Nurse manager review was not much more accurate 
than infusion nurse code choices.

Charge data transmits to the centralized billing 
department each morning for the previous day. If any 
charges fail the claim scrubbing software, the infusion 
manager is contacted.  Claims are dropped monthly 
with a 4 day hold.

Claim scrubbers do not identify codes that are simply 
missing such as hydration or that are simply wrong 
such as 1 hour infusion time for a drug that always takes 
several hours.

Finance department tracks and reports denials to 
infusion director.

Unpaid items noted as “not covered” were not 
considered to be denials, leaving vast numbers of 
unpaid line items to be written off unnecessarily (e.g., 
drug/diagnosis mismatch due to inaccurate diagnosis 
coding (codes were selected by ordering physicians).  
We were not able to quantify these findings.

Error Type Frequency Repay Risk Missed Pmts Net

Service provided but not billed 3 314.33 255.55

Code billed but service not documented 4 -170.56 -170.56

Incorrect code billed 13 -733.07 788.08 151.04

TOTAL 20 -903.63 1,198.44 294.81

Encounters audited 27 10.92

Annualized 32,775 357,866.58


