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Question one
Revenue cycle in healthcare refers to all the administrative and the clinical processes revolving around the capture, management and collection of patient service revenue (Greg Kay, 2019). In a sense, revenue cycle entails all the activities occurring from the time of the creation of a patient's account at intake, possibly at a health facility through to the payments for the healthcare services rendered. To ensure efficiency in the collection of this revenue, there exist predictable steps that must be followed to avoid errors in billing and other costly negative actions. The steps are as outlined below;
Pre-Registration
This step involves the collection of patient information before they arrive at the facility.  Arguably, this is usually an essential step in the revenue cycle since it holds substantial financial benefits to both parties. Besides helping to save a patient's time, they can know their out of pocket payments so they can prepare adequately for their bills. Similarly, pre-registered patients are likely to pay on time, thereby eliminating bad debts for the hospitals. 
Registration
The registration phase entails the verification and validation of the information collected during the pre-registration stage. This is the phase where any error captured in the initial step is corrected; arguably, this ensures the elimination of lengthy delays by hospitals during reimbursement due to errors in patient information.



Charge capture
At this stage, charges are captured on the bill from the medical services rendered and are consequently forwarded to the insurer. Believably, this is also a significant step in the revenue cycle since it ensures that hospitals are fully reimbursed for the billable services given to the patients. 
Utilization review
At this step, insurance companies review the request for medical treatment, particularly to ascertain if the plan covers the medical procedures and services to be rendered. Again, this is an essential step in the cycle since it helps the insurers determine the necessity of the treatments, consequently allowing them to cut on costs. 
Coding 
Essentially, coding is crucial since it translates written descriptions of the procedures and services and other conditions into numeric codes that assist the hospitals in generating maps to the guidelines.  Also, the billers use these codes to create claims to the insurers and medical bills for the patients.
Claim submission 
After coding all the care information, this step requires the submission of these claims to the insurance companies for the processing of the payments. 
Remittance processing 
At this point, the hospital accounting staff analyses the payment received by the payer and determine the status of the payment; whether it was approved or not. 
Insurance follow-up
This step involves the collection of payments from the payers, either commercial or federal agencies as per the contract terms. The subsequent issues at this point can either be underpayments, denials and non-payments.  In case a facility is not satisfied with the payment received, they are free to readjust their terms with the insurer in the next contract.
Patient collections
The financial responsibility held by the patients has drastically increased due to the high deductible healthcare plans. For this reason, this step involves monitoring of the outstanding balances held by the patients.
Question two
It is important to note that high deductible health plans have placed a huge burden on patients with a current contribution of close to 30% of hospital revenues. Arguably, this has not only resulted in the patient's bad debt that has continued to grow and become a major issue of concern for the country's hospitals. For this reason, considering its impact on the revenue cycle of medical practices is that it has led to increased patient bad debts, consequently leading to significant loss of revenue at nation's hospitals (Oakley, 2015). Although, this is a good strategy for health insurance providers due to the rise in Copays and patient deductibles it has resulted in revenue declines at hospitals, clinical laboratories, and pathology groups as well other fields of medical practice. Observably, with the increased high deductible incomes, hospitals are literally struggling to collect patient's higher share of the bills.

Question three
Admittedly, Medicare has coverage and can be confusing to some. For this reason, the service has been divided into four parts ranging from hospital care, doctor visits to the prescription of drugs (Amy Schultz, 2020). It is essential to understand that some of the parts are optional while others are not. 
Part A
This part covers the costs of hospitalization. Applying for Medicare gives you an automatic enrollment in part A. most people under this category do not have monthly deductions but instead have a 1, 408-dollar deductible as of 2020. Coverage under this part includes surgeries, inpatient care, home healthcare services, hospice services and inpatient care in non-medical care institutions. Patients covered under this category are required to pay a portion of each day's expenses if they are hospitalized for more than 60 days. 
Part B
Part B covers a wide array of medical services, including doctor's visits, medical equipment, outpatient care, outpatient procedures, purchase of blood, mammograms, cardiac rehabilitation, and cancer treatment. Ideally, this coverage is mandatory unless one has creditable coverage, possibly from an employer. In a sense, coverage for this part requires payments of monthly premiums. Usually, those on social securities have their share deducted from their monthly payments. Also, under this category, it is free to receive services for diseases such as diabetes, and flu shots from a Medicare accredited provider (Medicare Interactive, 2020).  
However, individuals may be required to pay up to 20% of the Medicare-approved costs of the services they receive for diseases such as cancer. Currently, premiums are set at 144.60 dollars per month.
Part C
Part C is also referred to as the Medicare advantage. This is a private health insurance alternative to the federal scheme covering both parts A and B. This part covers all the services of the Medicare plans, including dental and vision care. Most of the plans under this category also fold in drug prescription. 
Part D
Prescription of drugs covered under this part is provided by private companies and is mandatory unless one has a plan for drug prescription from another provider. Observably, depending on the plan, individuals may have to meet their annual deductible targets before getting under the plan. Other plans also have co-pays under this category. 

Question four
ICD-10-CM, ICD-10-PCS, CPT, and HCPCS are codes used in classifying clinical diagnoses, medical tests, procedures, treatments and equipment and supplies (Medical Billing Coding certification, 2020). In a sense, these codes are essential in medical billings sent to the third-party payers and for statistical purposes. 
Concerning their impact on the practice's revenue cycle, coders must become aware of the coding guidelines by using codes that are accepted by a particular insurance plan. To be compliant, coding requires an efficient understanding of the regulations.
Managing the entry of these codes is done by certified medical billing specialists who review the patient records determining the kind of procedures tests carried out. To ensure accuracy, this position requires certifications such as Certified Medical Reimbursement Specialist (CMRS) offered through the American Medical Billing Association (AMBA) and the Certified Medical Billing Specialist (CMBS) from the Medical Association of Billers (MAB).
Question five
Various issues are surrounding the collection of revenue in healthcare facilities. For instance, denial of claims, employers seeking to cut costs and changes in health plan rules which require efficient automation. Managers have to choose high performing metrics able to handle the increasing complexity of the coding and the invoicing processes (Edward Wrzesinski, 2013). Some of the choices managers have include; strength of the technology solutions, optimization of the office processes, support for the solution and data transparency.
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