
In the ever-changing landscape of healthcare, where
reimbursement margins are shrinking and administrative
demands are rising each day, eligibility and coverage denials
have become one of the most persistent challenges in
healthcare revenue cycle management (RCM). It seemed
small, but it is the most significant threat to the profitability
of the practices and providers. As the payer policies keep
changing, payers tighten their policies, and verification
processes become more complex, all these fixable front-end
issues have now escalated into a systemic challenge for the
providers. Even minor front-end errors can lead to claim
rejections and frequent denials. For small and mid-sized
practices, these denials create an adverse effect that is
draining their cash flow, delaying payments, mounting
accounts receivable, creating patient dissatisfaction, and
overburdening staff.

In this whitepaper, we are going to explore the underlying
causes of the rising eligibility and coverage denials, quantify
their financial impact on practices and providers, and see
what actionable strategies can be implemented for
healthcare providers to mitigate revenue leakage.

The Rise in Eligibility & Coverage
Denials: How to Plug the
Revenue Gap

https://stafgo.com/medical/medical-revenue-cycle-management/


Eligibility and coverage denials happen when the claim, which is
submitted to the payer, gets rejected because of multiple reasons, like
the patient’s insurance coverage is invalid, expired, or does not cover
the service that is billed. These types of denials originate from front-
end verification failures means before the claim ever reaches the
payer’s stage of processing. 

As per the industry benchmark near about 27% of all medical claim
denials are due to eligibility or registration errors, and up to 40% of
denied claims are due to the wrong information that could have been
corrected before the claim is submitted to the payer. These denials
can be prevented with stronger processes and smarter technology. 
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Introduction



a. Increasingly Complex Insurance Plans
The healthcare insurance landscape is dramatically changing these
days because payers are now offering tiered plans, narrow provider
networks, and high-deductible health plans (HDHPs), which are
mainly designed to give patients more control over the costs.
However, these plan structures require precise verifications at several
levels; even a minor oversight can lead to a claim being denied for
“out-of-network” or “non-covered” services. As the plan complexity is
increasing, practices should dedicate more time, effort, and
technology to make sure that each patient’s coverage is verified very
precisely at every encounter.

b. Frequent Policy Changes
Insurance companies are updating their coverage guidelines,
authorization requirements, and coding policies at a very fast pace.
Such rapid changes make it very difficult for front-end and billing
teams to stay updated with these ever-evolving requirements,
especially in the small and mid-sized practices where resources are
very limited. Maintaining payer-specific documents and updating
eligibility and authorization requirements is very critical to prevent
this type of avoidable revenue loss.
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The Growing Challenge: Why
Eligibility Denials Are Rising



c. Greater Patient Mobility
Patients' mobility is highly increased with modern employment
patterns, which lead to frequent changes in insurance. Patients tend to
change employers, insurers, or plan types far more often than before.
This led to a significant verification challenge, which means a patient
who was under a certain plan during his last visit may now be covered
under some other plan with an entirely new payer or policy ID. Without
a proper real-time eligibility verification, practices risk submitting claims
with the wrong insurance data, and the claim automatically denied for
“invalid coverage” or “policy terminated” reasons. To avoid such issues,
practices should conduct eligibility checks at every visit to make sure
that coverage is still active and accurate.

d. Manual Verification and Data Entry
Many small and mid-sized practices still depend on manual calls, payer
websites, or fax systems to verify patient insurance details, which is
highly time-consuming and prone to errors, despite all the
technological advances. A single typo, a skipped field, or
miscommunication with the payer representative can lead to claims
being rejected. Additionally, manually entering data into multiple
systems like EHR, billing software, and clearinghouses increases the
chances of inconsistencies and errors. Automating eligibility verification
with the help of advanced technology can drastically reduce these
errors, save the staff time, and improve claim accuracy to a great extent.
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e. Lack of Front-End Process Integration
Fragmentation between front-end and back-end RCM systems is the
major cause of eligibility-related denials. Many healthcare practices
operate with disconnected tools; this lack of integration often leads to
mismatched patient data, missed eligibility updates, or incomplete
claim information being transmitted to the insurance companies. In the
absence of a unified workflow, sensitive information of patients like
active plan dates, status of prior authorization, or network participation
may not flow seamlessly between different systems, resulting in denials
that could have been prevented if taken care of on time.



1. Inaccurate or Outdated Patient Information
Even a small mistake in patient data, like a wrong spelling or name,
entering the wrong date of birth of patients, or missing a single digit
in the policy number, can result in a straight claim rejection. The
missing single digit in the policy number doesn’t match their records
when the front-desk staff fail to validate demographic or insurance
information at the time of check-in. Such a mismatch in the data
automatically triggers a denial. In most of the practice, this happens
when patients change employers, switch insurance plans, or renew
policies without notifying the practice.

2. Policy Terminations or Lapsed Coverage
Insurance coverage of the patients can terminate for a variety of
reasons, like non-payment of premiums, job changes, or the patient
moving to a new insurer. The payers immediately rejected or denied
the claim if a provider submits a claim under a terminated or inactive
policy. Unfortunately, patients are not aware of such terminations,
assuming that their coverage is still active. This leads to unpaid claims
and confusion over financial responsibility.
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Common Causes of Eligibility and
Coverage Denials



3. Lack of Real-Time Eligibility Verification
Many of the healthcare practices still rely on manual processes like
calling insurance representatives, faxing documents, or logging into
payer portals. These outdated methods are very time-consuming as
well as prone to human error and delay. In the meantime, a patient’s
coverage may change, especially in the case of mid-year employer
switches or new policy terms. In the absence of real-time eligibility
verification, such changes may go unnoticed until the claim is denied
by payers.

4. Missing Prior Authorizations
Many of the complex and certain procedures, tests, and treatments
need prior authorization (PA) from the payer before they can be
performed by the provider. 
If the PA isn’t obtained on time or if it’s obtained incorrectly, for
example wrong CPT code or an expired approval date, the payer will
surely deny the claim, regardless of medical necessity. These denials
are especially common in imaging, surgery, and specialty care.

5. Coordination of Benefits (COB) Issues
Failure to determine the correct order of benefits leads to payment
delays or denials when patients have multiple insurance plans, such
as primary and secondary coverage. If the secondary insurer receives
the claim first, in case, secondary insurer receives the claim first, it will
reject it until the primary payer processes it. In the same way, if the
COB information is outdated (for example, a patient’s spouse’s plan is
now secondary), claims can get stuck in a loop between payers.
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Healthcare organizations are affected by eligibility-related denials in
many ways - financially, operationally, and reputationally.

1. Disrupted Cash Flow
Denied claims require rework, resubmitted, and reprocessed, which
delays the reimbursements by weeks or even months. Each denied
claim can take up to 30 days longer to resolve. Now multiply that across
hundreds of claims, and you have significant delays in revenue
realization.
2. Higher Administrative Costs
Time that can be spent on revenue-generating or patient-facing tasks is
spent on manually chasing payers, manually reviewing rejections,
correcting data, and refile claims, verifying data, and correcting errors.
Hence, it increases the administrative costs.—activities that add no
direct financial value yet consume hours of work.
3. Increased Write-Offs
As per the latest reports and research shows that up to 65% of denied
claims are never resubmitted by the provider to the payers due to
multiple reasons, like resource constraints, resulting in direct revenue
loss.
4. Patient Frustration and Lost Trust
It damages patients' trust and retention when they receive surprise bills
because their insurance didn’t cover a service, and can lead to negative
reviews or attrition.
5. Compliance and Audit Risks
Repeated errors in eligibility verification can attract payer scrutiny or
trigger audits, further straining operational resources. The combined
effect of these issues leads to revenue stagnation, lower staff morale,
and long-term financial instability.
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The Financial Impact of Eligibility
and Coverage Denials



Reducing the chances of eligibility and coverage denials requires a
front-to-back RCM strategy from patient registration to claim
submission.

1. Implement Real-Time Eligibility Verification Systems
Automated eligibility tools integrated with your practice
management system can instantly verify active coverage and detect
discrepancies before claim submission.

Result: Up to 90% reduction in eligibility-related denials and faster
patient check-ins.
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Strategies to Plug the Revenue Gap

2. Standardize Front-End Workflows
Establish a structured, repeatable checklist for registration:

Verify demographics and insurance at every encounter
Confirm plan coverage for scheduled services.
Document payer authorization requirements.

3. Educate and Empower Front-Desk Staff
Train registration staff to interpret eligibility responses, understand
payer requirements, and ask patients clarifying questions upfront.

Pro Tip: Conduct monthly denial review sessions to share real
examples and discuss how to prevent recurrence.

4. Use Automation for Data Validation
Robotic Process Automation (RPA) can cross-check entered data
against payer databases and flag inconsistencies in real time—without
overhauling your current EHR.



5. Improve Patient Communication
Transparency builds trust. Provide patients with cost estimates,
explain coverage limits, and confirm out-of-pocket expectations
during scheduling.

Result: Reduced billing disputes and improved patient satisfaction
scores.
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6. Monitor Denial Analytics
Deploy dashboards that track:

Eligibility denial rate by payer
First-pass claim acceptance rate
Claims requiring rework

Identifying trends helps focus improvement efforts on the most
impactful areas.

7. Collaborate with an RCM Expert
Partnering with a revenue cycle management company like StafGo
Health helps streamline your front-end processes, reduce manual
errors, and leverage technology that might be cost-prohibitive for in-
house teams.



The Role of StafGo Health in Closing
Revenue Gaps

StafGo Health is more than just a regular billing company - We are your complete RCM partner in your growth
journey. We offer End-to-End Revenue cycle management solutions specific to medical and dental practices
in the United States. With experience of more than 15 years, our goal is to add value to healthcare practices in
terms of improved collections, reduced claim denials, and enhanced operations. StafGo Health is owned by
highly experienced industry leaders and a team of experts who deeply understand the RCM services and are
keen to deliver the best quality and great care for healthcare providers. We provide Credentialing & Fee
Negotiation, Insurance Verification, Prior Authorization Management, Coding and Billing, AR and Denial
management, Payment Posting & EFT Reconciliation, Patient billing & support, Legacy A/R resolution, Credit
A/R Resolution, Practice Transition and Planning services to both dental and medical practices across the
United States. Unlock unmatched revenue growth, reduced costs, and streamlined operations with StafGo
Health— The USA-Physician Owned and Managed Nation’s Leading RCM company.
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At StafGo Health, we have a team of professionals who are specialized
in helping medical and dental practices identify, analyze, and
eliminate revenue leakages caused by eligibility and coverage denials. 
 
Our Approach Includes:

Real-Time Eligibility Verification to prevent the coverage related
denials.
Payer-Specific Rule Libraries for preemptive denial prevention.
Front-End Workflow Audits to identify high-risk errors.
Denial Trend Reporting to reveal hidden bottlenecks.
Ongoing Staff Training and Support for sustained results.

By partnering with StafGo Health, practices experience up to 30%
reduction in denial rates and a measurable improvement in cash flow
predictability.

https://stafgo.com/
https://stafgo.com/

