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The major steps in the traditional revenue cycle
In medical practice, the revenue cycle may be envisioned in seven major steps that begin with the deployment of outsourcing the works to third parties or RCM software, approving patient prior to services, determination of benefits and eligibility of patients, handling posted payments and producing reports and managing denials (Bose, 2003). It needs to become clearer that putting processes in place for revenues is important for any billing cycle of practice.  
Step 1: Outsourcing Processing or RCM Software 
The first step to the cycle is establishing how to deal with the processing (Zelman, et al. 2009).  The health facility may install RCM software on its own servers in case it has a good IT team and team members in place and is fairly restricted in scope. The team should be experienced in applying medical billing software. 
Step 2: Pre-Authorization of Patient 
Patient Pre-Authorization is the next step in RCM. It is worth noting that Pre-Authorization for medicines or procedures does not essentially imply that the insurers shall cover their costs (Bose, 2003). Providers, as well as patients, need to double check in case there are any doubts about the coverage. 
Step 3: Verification of Eligibility and Benefits 
Checking on the benefits and eligibility for patients are some of the office staff drudgery (Zelman, et al. 2009). Digital software of medical office shall involve automatic patient eligibility checking through the internet over safe platforms, implying that utilizing modern software of RCM can make work easier in verifying patients who are entitled to specific benefits. 
Step 4: Submission of Claims 
Until the office properly submits claims for the work it does for its patients, payments shall never be received (Bose, 2003). In this scenario, PM (practice management) software is precious. Improving the revenue flow in the organization shall be simple when the company gains tighter control over claims.
Step 5: Posting of Payment 
The payments are posted and are capable to be paid by the patients after the claims are effectively reviewed and submitted
Step 6: Management of Denial 
Properly implemented management of denial shall improve earning if cash has been of late slow due to problematic claims.
Step 7: Reporting
The health facility should produce various reports for its meetings (Bose, 2003). It can use the software of RCM in defining individualized reports that include major performance indicators, management information, and financial data to monitor if the team is achieving the benchmarks.
How primary payer, secondary payer, deductibles and co-pays affect what is billed
Often, the secondary payers pay some or all of the costs remaining after the primary payers have paid, for example, coinsurances, deductibles, and deductibles (Bose, 2003). In case the Original Medicare is the primary payer, for example, the secondary payers may pay for certain or all of the twenty percent coinsurances for services of Part B-covered. Depending on how much coverage the primary payer offers and its costs, an individual can get secondary insurance important in reducing its health costs. The secondary payer can or cannot pay part of the costs in case primary insurance denies coverage, depending on the coverage. The secondary payer may make no or little payments for costs of health care, in case a person does not have a primary insurer. The deductibles are the total amount patients should pay out of pockets before their insurances start to pay (Zelman, et al. 2009). Moreover, even after patients meet their deductibles, those patients can still owe the person a coinsurance or copay amount for every visit. 
How bundled care will change the traditional billing cycle
Healthcare facilities and providers of health services under a bundled payment model have remunerated a single payment for all the services carried out to treat patients undergoing particular episodes of care (Bose, 2003). Episodes of care are the process of care delivery for care delivered within a specific time period or certain conditions. Bundled care is to streamline the system, support researches, encourage innovations, and to assist personalize and modernize health care in accordance with the mission statement of the act (Zelman, et al. 2009). Among the approaches, the goals shall be achieved includes unleashing the power of social media and digital medicine at the delivery phase of treatment; streamlining the process of device and drug development; and by the cures’ discovery in the basic science.
Transformation the reimbursement system in the healthcare sector from the Fee-For-Service to Value-Based method was confirmed to be continued when the Centers for Medicare and Medicaid Services (CMS) announced a new voluntary bundled payment model (Bose, 2003). Even though the first year of Trump administration was relatively turbulent to the healthcare sector, it was welcoming news that CMS would continue the pilot studies to build and polish the value-based reimbursement criteria. Echoing to the important point Bill mentioned, more pilot studies are needed to test the Bundle Payment for Care Improvement Advanced (BPCI-A) model. CMS is asking all participating providers to stay in the bundle program trials for at least one year, which was longer than in the past. This initiative would ensure more quality data would be collected in order to evaluate the efficiency of the Value-Based model. More and more hospitals are seeing the necessity of implementing value-based care in order to control the rapidly increasing medical costs (Zelman, et al. 2009). The momentum is fueling the movement toward the Performance-Based, Patient-Centric pathway against the current political atmosphere and the significant requirement of time and efforts.
Earlier it was difficult to share patient information across hospitals, clinics, labs, and OPD to give full treatment (Bose, 2003). So communication lagged between providers. Ultimately, the patient suffered. Bundle payment encourages providers to work in synch and with a shared goal. Under the value-based care program, there is a proposed shift in reimbursement models. This is usually allowed for a patient with chronic disease or with highest-cost surgeries. In this program, the payer would release a lump sum amount while analyzing a patient’s disease, health condition and counting the minimum visits/surgeries require curing the patient. All the providers indulged in curing a patient will share the amount. If the patient does not get cure in duration and allocated cost, all the providers are likely to share the loss as well (Zelman, et al. 2009). There are solutions and services available to take bundle payments to implementation.
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