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5 Revenue Metrics 
That Hospice Providers 
Should Keep an Eye On
Boost revenue and cash flow by monitoring key metrics 
that matter to your financial health.

NET HEALTH REVENUE CYCLE SERVICES FOR HOSPICE

EBOOK



2

Aside from providing quality patient care and 
supporting families, running a successful hospice comes 
down to your operations. Specifically, your revenue 
cycle management (RCM) process. RCM encompasses 
all the administrative and clinical activities associated 
with revenue generation. In short, it’s your billing 
process—from registration and claims submission to 
payment    and collections. 

If your RCM is running smoothly, then you have the cash 
flow needed to pay staff and manage growth. If RCM is a 
problem—if your claims are being rejected or bills aren’t 
getting paid—then you’re going to run into serious 
issues that could threaten your viability as a business. 

How do you know if it’s time to revisit your RCM operation? 

Well, it’s all in the numbers! Below are five key metrics for 

determining whether your hospice is successfully managing 

revenue or in need of some expert support and coaching.
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Metric #1: Denial Rate

This is the rate at which your claims are 
denied by payers. The lower the rate, 
the better your cash flow. If your denial 
rate is above 5%, then you’ll want to 
investigate the issue. You may be having 
problems with certain payers or your 
billing process. 

Keep in mind that payers have different 
rules for denying claims, which can be 
confusing for billing staff. An American 
Medical Association report revealed 
that there is wide variation in how often 
health insurers deny claims and their 
reasons for doing so.1  That’s why it’s 
important to understand your denial 
rate, so you can take control of payer 
relationships and identify issues and 
opportunities for training.

1 Payers and providers lose big with inefficient claims 

processing, FierceHealthcare, Mar. 23, 2016

Periodically check your denial 
rate. This will provide insight 
into changing factors that 
may affect payment, such 
as a new regulation or staff 
turnover. According to MGMA 
(Medical Group Management 
Association), the average cost 
to rework a denied claim is 
about $25, and more than 50% 
of denied claims are never 
reworked. That adds up to a lot 
of lost revenue, so it’s important 
to stay vigilant. 2

2 You might be losing thousands of dollars per 
month in ‘unclean’ claims, MGMA

PRO
TIP

Total $ of denied 
claims over a 
period of time

÷ =
Total $ of claims 
submitted in 
that timeframe 

Denial
Rate

1

$$

https://www.fiercehealthcare.com/payer/payers-and-providers-lose-big-inefficient-claims-processing
https://www.fiercehealthcare.com/payer/payers-and-providers-lose-big-inefficient-claims-processing
https://www.mgma.com/resources/revenue-cycle/you-might-be-losing-thousands-of-dollars-per-month
https://www.mgma.com/resources/revenue-cycle/you-might-be-losing-thousands-of-dollars-per-month
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Metric #2: Clean Claim Rate

This is the percentage of claims that 
have passed scrubber edits from the 
clearinghouse provider and go to the 
payer without being rejected. The higher 
the number, the faster you’ll get paid. So, 
instead of waiting weeks or months to 
get reimbursed by Medicare, you could 
get paid in as little as 14 days. 

This metric is all about quality 
control, and touches everyone in your 
hospice—intake staff, clinicians, billers. 
Anything below a 95% clean claim 
rate should prompt you to examine 
your data collection process. Is the 
patient’s name, date of birth and MBI 
(Medicare Beneficiary Identifier) 
correctly documented? What about 
hospice certification or recertification 
information? It’s important to get these 
details right from the start to prevent 
rejections and ensure a higher clean 
claim rate. 

Don’t wait to be notified that a 
claim was rejected. Check back 
within 24 hours of submitting 
your claim. This will give you a 
chance to catch any errors and 
refile immediately. You may also 
want to consider an outsourced 
RCM service. Experts who 
understand hospice billing can 
help pinpoint issues in your 
process—and best practices to 
fix them.      

PROTIP

Remember, a clean claim does not mean 
that it will always be paid, but it does 
increase the likelihood. For example, a 
clearinghouse can’t determine whether 
a patient is eligible for hospice care and 
may accept a claim, even when a patient 
received a non-covered service.

Total # of claims that 
pass all edits without 
being rejected 

÷ =
Total # of claims 
submitted in that  
same timeframe

Clean
Claim
Rate

2
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Average 
daily 
charges

Total # of 
days in that 
month

All claims 
billed per 
month

Metric #3: Days in A/R

Your days in accounts receivable or 
“days in A/R” tells you how many days 
on average it takes to get paid on a bill. 
A healthy A/R timeframe for a hospice 
is 30 days or less. The lower the number, 
the better off you are—since the longer 
a balance sits in A/R, the harder it is to 
collect.

One of the factors impacting this metric 
is your payer mix. This is the proportion 
of your patients on Medicaid, Medicare 
and private insurance. Each payer has 
different rules and regulations—and 
different timeframes for payment. 
Some may pay in as little as 14 days, 
while others average 45-60 days. If not 

Understanding your unique 
payer mix will go a long way 
toward lowering your days 
in A/R. This will allow you to 
set realistic goals for each 
payer and manage staffing 
accordingly, including educating 
teams on payer-specific 
requirements, payer timelines 
and expectations for follow-up.

PROTIP

Total 
accounts 
receivables 

÷

÷

=

=

Average
daily

Days 
in A/R

carefully managed, these variances can 
easily prolong payment and burden staff.

3

$$
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Metric #4: Late NOEs/NOTRs

A hospice Notice of Election (NOE) 
and Notice of Termination/Revocation 
(NOTR) must be filed within 5 calendar 
days of the admission date (NOE) or 
after discharge/revocation (NOTR). 
Hospices that aren’t able to meet this 
deadline won’t receive payment for 
services provided. 

Timely NOE/NOTR submissions 
are imperative, yet this can be an 
issue for many hospices. In general, 
documentation is a key area of 
vulnerability. According to a hospice 
industry survey, 59% of respondents 
indicated that weaknesses in their 
approach to clinical documentation 
negatively impacted their compliance 
with regulations.3  94% said 
documentation had to be sent back for 
correction or completion, and 64% said 
Medicare claims had to be reworked 
due to rejections. This not only creates 
additional burden on hospice staff, it 
impacts reimbursement. 

3 Hospice Industry Survey, Optima Healthcare Solutions

Aim to submit your NOE/NOTR 
within three days. This will give 
you time to identify and correct 
any errors in the paperwork, 
such as an issue with patient 
eligibility or certification 
date, and still meet the 5-day 
deadline. Your hospice software 
should also help you stay on 
track with reminder alerts for 
NOE/NOTR submission dates.   
collection rate and reward staff 
for a job well done. 

PROTIP

Common issues for late NOEs include 
clinician delays with inputting data 
into the hospice software, CMS posting 
delays when patients are discharged and 
readmitted quickly, and paperwork issues 
between hospices when a patient is 
transferred from one hospice to another.   

= Lost 
Revenue

Late submission 
NOEs/NOTRs

4

https://www.optimahcs.com/company/press-releases/survey-reveals-nearly-half-hospice-providers-uncertain-able-survive-audit/
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Metric #5: Hospice Cap

The hospice cap is designed to ensure 
that hospice care doesn’t exceed the 
cost of conventional care. There are two 
annual limits to hospice payments—an 
inpatient cap and an aggregate cap. 
According to CMS, any amounts in 
excess of either cap are considered to 
be overpayments and must be repaid to 
Medicare.

The inpatient cap, which limits the 
number of inpatient days to 20% of a 
hospice’s total Medicare patient care 
days, is rarely exceeded according to 
MedPac.4 The aggregate cap, however, is 
another story. 

The hospice aggregate cap limits the 
total aggregate payments any individual 
hospice can receive in a cap year to an 
allowable amount, based on an annual 
per beneficiary cap amount and the 
number of beneficiaries served.
4Report to the Congress: Medicare Payment Policy-Hospice 

Services, MedPac, Mar. 2019

MedPac analysis found an upward tick 
in the number of hospices exceeding the 
cap in recent years, which it attributed 
to two factors—the rise in the number 
of hospices and increases in patients 
with very long stays. Whether your 
hospice is new or well-established, it will 
be important to monitor your cap and 
achieve a balanced mix of short-term 
and long-term patients that can support 
your success as a business, without 
exceeding the annual cap.

PROTIP

Average Census

÷ =
Monthly admissions 
over the last six 
months

Hospice
Aggregate
Cap

Your hospice software should give you 

reports on where you stand with your 

hospice cap, along with individual patients 

associated with the cap. This will help 

you to understand if you’re managing the 

short-term and long-term patient mix 

appropriately or having issues that you need 

to address, such as admitting patients too 

soon for hospice care.

5

http://www.medpac.gov/docs/default-source/reports/mar19_medpac_ch12_sec.pdf
http://www.medpac.gov/docs/default-source/reports/mar19_medpac_ch12_sec.pdf
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Taking time to understand your financial health is critical to 
the success of any business. While it may seem like a daunting 
task, especially for a busy hospice, the time you invest now will 
pay dividends later—in terms of higher revenue and cash flow. 

Successfully managing RCM requires a realistic understanding 
of your needs and billing expertise. Many hospices have 
turned to outsourced RCM services to help evaluate their 
billing process and take their revenue cycle to the next level. 
When considering providers, make sure the RCM service has 
experienced hospice billing experts on staff who understand 
the unique regulatory, payer and billing requirements of hospice 
care. They should be well equipped to handle every part of the 
billing cycle, so you can focus on patient care.   

Regardless of whether you outsource or go it alone, using these metrics to 
understand how your hospice measures up will, ultimately, help you make 
smarter decisions for your business.

To learn more about outsourced RCM services, read about 
Net Health RCM for Hospice.

https://1qblb015q58ipcln51ov1m9g-wpengine.netdna-ssl.com/wp-content/uploads/2020/04/DataSheet20_HospiceRCM_01.pdf

