Denials are the slowest kind of problem to solve. They arrive after the work is done, after the patient is already
treated, and after staff have moved on to the next claim. Most organizations respond the same way: track denial

codes, update policies, tweak documentation templates, and then hope the next batch behaves better.
It usually doesn't.

The quickest path | have seen to meaningful denial reduction is not another rules engine or a fresh spreadsheet. It
is a tight feedback loop that turns denial outcomes into operational change while the information is still actionable.
When the loop is designed well, the organization learns faster than payers deny, and it corrects issues at the point

where the problem originates, not at the point where the check is missing.

This article lays out what a feedback loop looks like in real revenue cycle workflows, what it needs to include, what

can break it, and how to implement it without turning your denial team into an island.

Why denial improvement feels so slow

Denials are often treated as a downstream event, but the causes are frequently upstream. A missing prior
authorization can trigger an entire claim denial. A “not medically necessary” judgment can rest on a single line of
clinical reasoning that was never documented. A claim that is coded incorrectly might fail edits, but the deeper

root is usually training, workflow design, or system defaults.

The problem is that many denial processes have a long loop time. Denials are reviewed days or weeks later, then
escalated, then assigned to someone who works on it when there is time. By the time the correction lands, the

organization has already generated hundreds of similar claims.

A feedback loop changes the timing and the ownership model. It makes denial outcomes an input to day-to-day

work, not a quarterly report.
In practice, that means four things happen together:
1) You gather denial data quickly enough to matter

2) You connect each denial to the workflow step that produced it 3) You feed the learning back to the people and

systems that can prevent recurrence 4) You measure whether the prevention is actually happening

When those steps are separated, the loop becomes a chain of delays. When they are connected, denial

improvement accelerates.

The core idea: treat denials as signals, not verdicts

A denial code is a label. The signal is what the label indicates about your operational reality. Two claims can share

the same denial reason and still have different root causes.

For example, “insufficient documentation” can mean anything from missing clinical notes to missing signature
dates to a claim that references tests that are not included. If your team treats the denial reason as the fix, you will

standardize the wrong behavior.
In the teams | have coached and worked alongside, the fastest improvements came from a shift in language:

* From "we got denied for code X"



* To "here is what the payer asked for, here is where our workflow failed to provide it, and here is the new rule

that ensures it shows up next time”

That shift is the beginning of the feedback loop. It turns denial review into process engineering, not only claim

correction.

What a real feedback loop includes

A feedback loop is not a meeting. It is an operating system. It has a cadence, defined roles, and a translation layer
between payer language and internal workflow.

Here is what matters most.

1) A short denial review cadence

If you review denials weekly, you will still improve, but your learning will lag. If you review daily or near-daily for
the top denial drivers, you can catch pattern changes sooner, especially for issues tied to new staff, policy updates,

or system configuration drift.

Many organizations start with a compromise: “near-real-time"” within their internal capacity. That might look like a
daily review of the most frequent denials, plus an expanded review on Mondays that includes less frequent but

high-dollar issues.

The key is that the loop must be short enough to influence the next work batch.

2) Root cause tagging, not just denial coding

Denial reason codes tell you what happened to the claim. Root cause tagging tells you why it happened in your

operations.

Good tagging is specific and consistent. It might include workflow-step categories like eligibility verification, prior
authorization handling, ordering and documentation capture, coding and billing rules, claim submission format, or

payer-specific medical policy alignment.

The goal is to create a “route to action.” If your taxonomy is too broad, the feedback becomes generic. If it is too
narrow, it becomes hard to maintain. The sweet spot is driven by how your organization actually works.

3) Action ownership tied to the workflow step

A feedback loop fails when the denial team is the only party that cares. Denials can originate in clinical

documentation workflows, authorization processes, coding practices, or scheduling and patient intake.

Ownership must match origin. If the root cause is missing documentation from the clinical team, the action owner

needs to be on that side, even if the denial team provides the analysis.

This is where many organizations stumble. They create “denial committees” that review data but do not change
upstream behavior. The meeting becomes a way to share pain, not to modify the process that produces it.

4) System and process changes that prevent recurrence

Rework is not prevention. You may overturn denials by appealing, resubmitting, or generating missing

attachments, but if the fix does not live in the workflow, denial volumes will rebound.

Prevention looks like:



® Updated documentation prompts at the moment the note is written
® Updated authorization check steps before services occur

® Revised coding work queues and QA triggers

e System edits that block submission when critical fields are empty

® Provider education targeted to the exact missing elements, not a broad reminder

The loop needs to produce operational changes, then validate their effect.

5) Measurement that distinguishes “recovered revenue” from “fewer denials”

Recovered revenue can temporarily mask a persistent root cause. If your team appeals effectively, denial rates

might stay high even though cash is coming in.
For feedback loops, you want to track at least two dimensions:

® Denial volume trend by driver code or payer reason
® Denial rate adjusted for claim volume and changes in case mix
* Optionally, overturn or appeal success rates, but with caution, because success can be influenced by claim

quality rather than true prevention

In early implementations, | usually recommend focusing on denial drivers with enough volume to be meaningful.

Chasing tiny codes will waste energy and make the loop feel noisy.

The quickest loop design: start where the learning is dense

Not every denial driver is equally valuable. Some denials are low volume but highly painful. Others are high volume

but easy to prevent.

The fastest improvement typically comes from “dense learning” areas: denial reasons that repeat, share a common

underlying workflow failure, and have clear corrective actions.
In my experience, the densest learning tends to concentrate in a few places:

® Prior authorization related denials (missing, expired, incomplete, or not linked to the claim properly)

* Documentation-related denials for medical necessity (missing elements, missing timing, missing provider

rationale)

® Coding or claim format denials driven by work queues, claim submission templates, or inconsistent coder
behavior

* Eligibility and coverage denials tied to incomplete verification or plan mismatches

The exact distribution depends on your payer mix and service lines, but the pattern is consistent: where the same

failure repeats, a feedback loop delivers compound improvement.

A practical example: turning “documentation” into prevention

Let's say your top denial driver is “medical necessity documentation insufficient.” The denial team appeals
successfully for a portion of claims by attaching supporting notes. Cash improves, but the denial volume stays

stubbornly high.

A feedback loop reframes the problem. Instead of only attaching the right files after denial, you determine what

the payer expects and what your note capture process currently produces.



After a week of targeted denial review, the root cause tagging reveals a consistent gap. The notes include the
clinical observations but do not include the ordering provider's explicit reasoning for why the service is medically
necessary for this specific patient at this specific time. The notes may also reference prior tests without including
actual results, or they may fail to include plan-specific criteria language when that language is required for a fast

decision.

In response, the workflow change is not a generic “add more documentation.” It is a specific clinical prompt and

QA check that ensures the missing rationale is present before the claim is prepared.
A practical version looks like this:

® Update the documentation template to include a structured section that captures the payer-relevant rationale

elements
® Require completion of the section for targeted service lines
* Add a quick QA flag for charts that go into billing without the structured rationale

* Train providers on what "good” looks like using anonymized examples from your own denial letters

After rollout, denial volumes typically shift within a billing cycle or two, depending on service timing and claim
submission practices.

The important part is the feedback loop closes in two directions: the payer’'s wording becomes internal prompts,

and internal data becomes measurable denial outcomes.

What can break a feedback loop

A feedback loop sounds straightforward on paper. In real organizations, it can fail in predictable ways.

The loop is too slow

If denial analysis takes weeks, you cannot influence the next batch. You end up with a “post-mortem” culture. That

helps learning, but it is rarely the fastest path to reduction.

The loop has no clear owner

If every department agrees the issue is important but no one owns the fix, you get endless iteration. People will

offer ideas, but nothing changes in workflow systems.
A denial team cannot own prevention alone. Clinical, authorization, coding, and operations must be part of the

loop, each with defined responsibilities.

The loop collects data but does not translate it

Denial data can become a dashboard that nobody can act on. You need translation layers, like:

® Denial reason to workflow step
* Workflow step to missing documentation element or required field

* Missing element to template prompt, training content, or system guardrail

If the translation step is missing, you will keep generating appeals instead of fewer denials.

The organization optimizes for overturns instead of recurrence

Appeals success rates can mask preventable errors. Your loop should measure recurrence, not only resolution.



Even when appeals are effective, prevention improves operational stability. https://www.dezyit.com/post/the-best-
ai-powered-tools-for-medical-billing-and-coding It reduces staff burnout, reduces rework time, and typically

improves payer relationships.

How to implement feedback loops without blowing up your
operations

Most organizations cannot redesign everything at once. The key is to implement the loop in a way that fits

existing workflows while increasing learning speed.

| have seen it work best when the implementation is staged:

First, establish the cadence and the tagging framework for the top denial drivers

Second, build a short translation step from denial letter to internal requirement

Third, assign owners for prevention actions tied to the exact workflow step

Fourth, validate changes with a measurable decline in denial rates

Two short practices help a lot.

Practice 1: Make the “denial letter to requirement” step standard

Different payers write denial language differently. If you translate inconsistently, your internal teams will receive

mixed signals.
A standard translation approach might include capturing:

* The payer requirement as written (in plain language)
® The internal data element needed to satisfy that requirement
® Where that element should be collected in your workflow

* What happens if it is not collected (a guardrail or checklist step)

This translation layer is the heart of the feedback loop. It reduces confusion and prevents the “we appealed it, so

we assume it is fixed” trap.

Practice 2: Use short learning reviews with action outcomes

A review meeting that ends with “we should look into it" is not a loop. A review meeting should end with decisions

that affect the next work batch.

When possible, keep learning reviews focused on a short list of denial drivers and timebox them. The denial team
can present findings, but the output should be operational decisions: which workflow changes get made, who

owns them, and when you will validate impact.
To keep this concrete, use a small checklist when you review a denial driver set.

1. Identify the top repeating denial drivers by volume and dollar impact
2. Tag each denial with the likely workflow-step root cause

3. Translate the payer requirement into an internal “must-have” element
4. Assign an owner to update a template, training, or system guardrail

5. Set a validation window tied to your billing cycle


https://www.dezyit.com/post/the-best-ai-powered-tools-for-medical-billing-and-coding
https://www.dezyit.com/post/the-best-ai-powered-tools-for-medical-billing-and-coding

That is one loop in miniature. The rest is execution and consistency.

Building the loop around real roles, not org charts
Feedback loops work when they match how work is actually performed.

Here is a common misalignment: organizations assume “denials live with billing.” In reality, many denial drivers are
upstream. Clinical documentation capture influences medical necessity denials. Authorization workflows influence

payer policy and eligibility outcomes. Coding practices influence claim format and edit-related denials.
Instead of focusing on titles, focus on responsibilities at the moment of service.

* |f the service requires prior authorization, the loop must touch authorization staff and the ordering process.

¢ |f the denial relates to medical necessity, the loop must touch the clinical documentation workflow and clinical

leadership.

e |f the denial is about coding accuracy or claim fields, the loop must touch coders and the claim submission

process.

This approach also helps with edge cases. Some denials look like documentation failures but are actually
scheduling or patient selection issues. Others look like authorization issues but are actually related to payer plan

mismatch during verification.

The loop gives you a structured way to find the real upstream cause.

Feedback loops and payer behavior: what to expect

Payers are not static. Policy requirements, documentation expectations, and adjudication logic can change. That is

why feedback loops must include a mechanism for detecting change, not just repeating last month’s playbook.

If you only track denial volumes, you might miss a subtle shift. For example, denial patterns can shift from “missing
documentation” to “insufficient medical record detail” within the same general category. The fix may require a

different template section or additional fields.
A good loop watches for pattern changes in:

® The most common denial reason text across similar codes
® The sub-reasons listed in remittance details

® The requested attachments or missing elements implied by denial language

You do not need fancy analytics to do this. You do need a habit of reading denial rationales and comparing them

across time, even if the organization’s main KPI is denial rate.

Guardrails beat reminders
One of the biggest lessons from high-performing teams is that reminders alone do not scale.

“Please document X" trains good intent, but it does not prevent missing data. If you rely on human memory, you

will always have exceptions, especially with high volume and staffing variability.

Guardrails are prevention mechanisms that reduce variance. They include template requirements, required fields in
documentation systems, automated completeness checks before claims are submitted, and work queue rules that

prevent billing when essential elements are missing.



The trade-off is that guardrails require thoughtful configuration. Too strict can delay claims. Too loose can provide

a false sense of security.

The feedback loop helps you calibrate guardrails. If you implement a guardrail and denial rates do not drop, either

the guardrail is not tied to the real requirement or you are collecting information too late to be useful.

The right guardrail is anchored in the payer’'s requirement and validated by outcomes.

Where appeal strategy fits, and where it distracts

Appeals can be valuable. They protect revenue and they provide additional evidence about payer expectations. But

an appeals-first mindset can drain the loop.
A balanced approach looks like this:

® Use appeals to recover revenue and to learn what worked
® Use denial analysis to identify prevention actions

* Measure prevention outcomes separately from appeal success

If your denial team spends most of its time re-creating the same attachment set, prevention is likely underbuilt.

The feedback loop should point you toward the root cause and prevent that rework in future claims.

Metrics that tell the truth

A feedback loop needs metrics that match its purpose. The purpose is prevention and learning speed.
A practical measurement set might include:

® Denial rate for selected top drivers

* Denial volume trend for those drivers

® Appeal rework time or “hours per denial recovered,” where available

* Percentage of denied claims that share the same workflow root cause tag

* Time from denial received to prevention decision

would not overcomplicate it. In early stages, the most important metric is whether denial recurrence declines

after prevention actions roll out.

If you do not see movement, treat it as a diagnostic signal. Either the action did not address the payer
requirement, or the action did not reach the correct workflow step, or you did not allow enough time for the new

process to affect claims.

A realistic timeline for impact
Expect improvement faster in some areas than others.

Denials related to claim submission fields and missing required attachments often improve within one billing cycle

once the workflow and claim preparation steps change.

Denials related to clinical documentation and medical necessity can take longer because behavior change requires

provider adoption, template updates, training, and then the next set of patient encounters.



Even then, you should see directional improvement relatively quickly if you are focused on the top repeating

drivers and your prevention actions are targeted.

If you see no movement after the appropriate validation window, revisit the feedback loop inputs. A common issue
is incorrect root cause tagging. Another is delayed implementation, where the "fix" gets approved but does not

reach the team handling the next batch.

A third issue is that the payer requirement might be broader than the action you implemented. In that case, the
denial analysis needs a better translation layer, closer reading of denial language, and a few more examples to

identify the exact missing elements.

The payoff: fewer denials, less chaos, better predictability
When feedback loops work, the benefits go beyond denial rate.
You usually see:

® Less time spent on repeated rework and resubmissions

® Fewer escalations and fewer “last-minute” claim corrections

* More consistent documentation quality

* A better ability to onboard new staff because the loop turns learning into standard workflow steps

® Improved payer communication because your team can explain what changed and why

The biggest operational shift is predictability. Revenue cycle work becomes less like firefighting and more like

controlled production.

That is what “fastest way” really means here. You are building a system that learns quickly, not a system that only

corrects after damage.

One question to test whether your loop is real
If you want a fast reality check, ask this internally:

When a denial pattern appears, can we prevent the next batch from making the same mistake within days, not

weeks?

If the answer is no, you likely have denial reporting without a feedback loop. If the answer is yes, the organization
is already operating in prevention mode, and denial improvement becomes a continuous practice rather than a

recurring project.
That is the difference between chasing denials and shrinking them.

A feedback loop does not eliminate disagreement with payers. It eliminates preventable denials caused by internal
workflow gaps. And once preventable denials fall, the remaining denials are usually fewer, more specific, and easier

to address with targeted clinical or policy work.

That is where speed becomes sustainable.



