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There are multiple channels effective in the prevention, diagnosis, and treatment of illnesses. There are no exact paths, and all of them have to be recorded and accounted for, thus creating the need for medical coding. Medical coding serves as an influential aspect, particularly as the motor of operation that caters to finances in healthcare. Its influence in billing ascertains the need for the interventions and procedures based on the patient’s medical condition. 
According to Gapenski (2013), finance in healthcare plans for, acquires and utilizes various resources intending to maximize the efficiency of the facility. The activities in such organizations have financial implications and cover the controlling of resources, acquisition of capital, management of cash, and measuring and minimizing costs. The finances included cover effectiveness for current operations, and also planning and budgeting for the future. Healthcare institutions also endeavor to reduce cost implications and ensure operational effectiveness through proper management of supply and cash inventories and also collecting of debts owed. A critical decision for healthcare managers is capital investment decisions. Performance for the facilities is subject to external reference through financial reporting. As such, the analysis should account for financial and operational assessments. Furthermore, the inclusion of contract management engages such organizations in negotiation, signing, and monitoring contracts with health insurers and managed care organizations. 
The International Classification of Diseases (ICD) serves as a resource that classifies diseases according to various signs, symptoms, and external causes of injury (Gapenski, 2013). The universal use of ICD codes details numerous distinctions in health proceedings. The codes may have between three or five digits, with the first three identifying the category of the disease, and the rest providing additional information. Federal law promotes the use of ICD-9 codes to all clinical providers in documenting patient services to improve on the use of electronic medical records and also standardization. However, the ICD-9 are technical and complicated, with the need for an in-depth understanding of abbreviations and medical terminology for the coders involved. If done correctly, the codes improve on financial efficiency through the provision of accurate, reliable, and timely information, hence the need for proper reimbursement of third parties involved. 
Third-party payers are a significant source of revenue through insurance that reimburses health services and organizations (Gapenski, 2013). The insurers can either be public or private. They adopt various methods in reimbursing providers, subject to services rendered, and the patient. Specific features associated with the group include indemnification, payment for random losses, transfers risks, and spreading of risks. The last aspect involves the accumulation of all the losses for a larger group to influence the risk of a single entity (Meyer, 2011). The functioning of third-parties consists of the absorption of risks associated with healthcare costs since they have a better chance of settling the debts from their premiums. Occasionally, third-parties pay for random losses that occur by chance. Indemnification is the last feature that involves partial or full compensation to the insured for losses incurred from illness or injury. 
The classification of methods appropriate for reimbursing healthcare providers for services rendered includes fee-for-service or capitation. The former option offers higher reimbursement for the provision of more services. The payments could be cost-based, prospective, or charge-based. Cost-based type includes third-party payers reimbursing the healthcare providers for all the insured and is limited to only the provided services. The reimbursement from the third-party payer is periodic, and they also get to establish the final settlement when ending the contract. A prospective type of payment includes setup with already defined rates of pay before providing any services (Jiwani et al., 2014). Charge-based payment bills the third-party payer according to the established standards by the provider. 
Capitation allows reimbursement of a specified amount according to the number of insured from the provider, without taking into consideration the number of services the organization provides. Coding requires all parties involved, including the third-party payers, to have a firm comprehension of the codes and systems adopted. Additionally, the code influences the amount for reimbursing the healthcare providers in the fee-for-service payment method. 
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