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ABSTRACT 

 

Title: Managing the unhonored denial rate and turnaround time of med claims at 

Zulekha Hospital Sharjah, UAE 

  

Name of Author: Sakshi Gambhir 

 

Introduction: Standards of health care and investigations are considered to be generally 

high in the United Arab Emirates; Compulsory health insurance is emerging in UAE. 

Health insurance is insurance against the risk of incurring high cost medical expenses 

among individuals. By estimating the overall risk of health care and health system 

expenses among targeted group, an insurer can develop a routine finance structure 

 

Health Insurance works based on mainly 2 types of policies 

 

•    Group policies 

•    Individual policies 

 

There are 4 major players in Health Insurance system 

 

•    Payer 

•    Provider 

•    Insured 

•    TPA 

 

A health care provider is an individual or an institution that provides preventive, 

curative, promotional or rehabilitative care services, hospital has a dedicated department 

to offer quality and affordable specialized superior medical care to the members of most 

of the insurance companies through Insurance department. 

 

Couple of times patient have to pay out of pocket in spite of having health insurance 

coverage due to the rigid process followed by the healthcare provider to take approval 

from insurer. When the claim process is rigid, many times it ends up with increased 

turnaround time and high denial rate leading to decreased efficiency of provider.  Hence 

planning the process is very necessary in order to fight the above said challenges. 

 

 

Aim of the study: 

 

•    To reduce turnaround time 

•    To decrease rejection rate 

•    To smoothen the approval process 

•    To increase efficiency 

Objective: 



 To identify the reasons behind high turnaround time and rejection of mediclaim 

in Zulekha Hospital 

 To identify the policy level ambiguities leading to high mediclaim rejection 

 To suggest measures to reduce turnaround time and rejection rate of mediclaims 

in Zulekha Hospital  

Methods:For the purpose of study, primary data was collected through Daily approval 

request tracker to track the number of investigations being prescribed and approval 

requests received, their average turnaround time and rejection rate. Secondary data was 

collected through Receipt settlement summary report from finance department for data 

of latest 5 months rejection rate and through reconciliation platform for the reasons of 

rejections. A detailed Value Stream Mapping was prepared to mark all the value added 

and non-value added process, value added and non-value added time was noted. 

Results and Recommendations:After analyzing turnaround time, rejection rate, 

reasons of rejection and common causes for high turnaround time and rejection rate 

recommendations were made for Process improvement through Upgrading HMIS, 

Manpower planning and Insurance department redesigning and appointment 

rescheduling. Result of which, the turnaround time can be reduced to 1/4th and the 

rejection rate can be reduced to 1/2. 

Conclusion:Turnaround time and the rejection rate are the important measures for 

insurance department in a hospital. As per IRDA any hospital having rejection rate less 

than 2% is considered to have good practice of claim process management. Hence 

hospitals having high turnaround time and rejection rate should work on process 

improvement. 
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DISSERTATION REPORT 

 

1. INTRODUCTION 

 

In current times medical costs and investigation costs are sky rocketing, and not having or 

having inadequate amount of health insurance cover can prove to be a huge financial 

disaster with high cost expenses.  If an individual is unable to afford proper health care it 

could lead to poor health. 

 

1.1 Health insurance 

Health insurance is insurance against the risk of incurring high medical expenses among 

individuals. By estimating the overall risk of health care and health system expenses, 

among a targeted group, an insurer can develop a routine finance structure, such as a 

monthly premium or payroll tax, to ensure that money is available to pay for the health care 

benefits specified in the insurance agreement. 

 

According to the Health Insurance Association of America, health insurance is defined as 

"coverage that provides for the payments of benefits as a result of sickness or injury. 

Includes insurance for losses from accident, medical expense, disability, or accidental death 

and dismemberment" 

 

Standards of health care are considered to be generally high in the United Arab Emirates, 

resulting from increased government spending during strong economic years. Health care 

currently is free only for UAE citizens. UAE has seven Emirates. 

 

Compulsory health insurance is emerging in UAE, The aim of the Law is to create an 

integrated health system for UAE, based on a sustainable financing system that supports the 

competiveness of Dubai and protects the rights of all participants 

 

The implementation of the health insurance is linked to various socio-economic factors 

such as ensuring the entire population with minimum coverage at reasonable costs, 

guaranteeing the healthcare services and  infrastructure  capacity, safeguarding  the system 

from all abuses and fraudulence, and empowering the financial base with sufficient flow of 

funds. 

 

 

 

 

 

 



1.2 Basics of Health Insurance 

 

Health Insurance works based on mainly 2 types of policies: 

 

 Group policies  - Insurance that covers a group of people, usually that are the 

members of societies, employees of a common employer, or professionals in a 

common group. 

 Individual policies – Policies bought by individuals to cover the expenditure of 

one’s own health 

 

The health care expenditure is covered through these policies by purchasing through 

premiums; premium is the amount you pay for the coverage. The range of coverage for 

expenses varies depending on the type of plan. You can purchase the insurance directly 

from the insurance company through an agent or through an independent broker but most 

people get their insurance coverage through employer-sponsored programs. 

Aside from premiums, there are other costs associated with health insurance coverage. 

 

Deductible: The amount that you pay out of pocket. Generally, the higher the deductible, 

the lower the premiums. 

Co-insurance: The percentage of covered expenses paid by the medical plan. The co- 

insurance amount is per family per calendar year. 

Co-payment: Sometimes referred to "co-pay", there is a set cap amount that you will pay 

each time you receive medical services. The co-payment and the coinsurance are not one in 

the same. If the share of insurer and insured is 80:20 respectively then 80 is coinsurance 

and 20 is copayment. 

 

1.3 Framework of Health Insurance 

There are 4 major players in Health Insurance system 

•    Payer 

•    Provider 

•    Insured 

•    TPA 



 

 

Figure: 1 

Framework of Health Insurance 

 

Payer/Organizer/Insurer 

The insurer is the entity that manages the fund and takes the risk. The insurer develops the 

product and manages the risk, so that the insured get their benefits. The main role of payer 

is to orchestrate the various stakeholders and takes responsibility for the operations. They 

would include creating awareness, collecting and pooling revenue, purchasing healthcare, 

reimbursing claims and monitoring the entire program. It plays a dual role of governance 

and administrator. 

TPA (Third Party Administrator) 

A Third   Party   Administrator is   an   organization   that. There   can   be   viewed   as 

"outsourcing" the administration of the claims processing. It could be an entity with 

government or it could be a Para state body or an NGO. It acts as a broker between 

provider, payer and Insured. 

 

 

 

 



 

Insured 

A person whose interests are protected by an insurance policy; a person who contracts for 

an insurance policy that indemnifies her against loss of life or health etc. 

Provider/Hospital 

A health care provider is an individual or an institution that provides preventive, curative, 

promotional or rehabilitative care services in a systematic way to individuals, families or 

communities. These may be public or private healthcare providers. 

Major Health insurance companies in UAE 

 Al Wathba National Insurance Company 

 Al Sagr National Insurance Company 

 Al Khazna Insurance Company 

 Al Buhaira National Insurance Company 

 Al Nabooda Insurance Company 

 Daman, National Health Insurance Company 

 Noor Takaful Family PJSC 

 Abu Dhabi National Insurance Company 

 Emirates Insurance Company 

 Abu Dhabi National Takaful Company -Takaful 

 Ras Al Khaimah National Insurance Company 

 Al AinAhlia Insurance Company 

 American Life Insurance Company 

 Arab Orient Insurance Company 

 Alliance insurance Company 

 Qatar Insurance Company 

 Arabian Scandinavian Insurance Company 

 Al Dhafra Insurance Company 

 Lebanese Insurance Company 

 Al Fujairah National Insurance Company 

 Arabia Insurance Company 

 Islamic Arab Insurance Company (Salama) 

 United Insurance Company 

 Union Insurance Company PSC 

http://www.awnic.com/
http://www.alsagrins.ae/
http://www.alkhazna.com/
http://www.albuhaira.com/
http://www.naboodainsurance.com/
http://en.wikipedia.org/wiki/Daman,_National_Health_Insurance_Company
http://www.noortakaful.com/
http://www.adnic.ae/
http://www.aldhafrainsurance.ae/


 Dubai Islamic Insurance & Reinsurance Co (Aman) 

 Oman Insurance Company 

 Saudi Arabian Insurance Company 

 National General Insurance Company 

 Axa Insurance – Gulf 

 Royal & Sun Alliance Insurance (Middle East) Ltd 

 Dubai Insurance Company 

 Green Crescent Insurance Company 

 Aetna Insurance Company 

 

2. HOSPITAL INSURANCE DEPARTMENT 

The hospital has a dedicated department to offer quality and affordable specialized superior 

medical care complemented by a warm and personalized human touch to the members of 

most of the insurance companies through Insurance department. 

This Department is staffed by a team of expert professionals who assist in administering to 

the needs and queries of patients holding insurance cards. 

Roles and Responsibilities 

 Communicating and guiding the patients regarding the Insurance process 

 Coordinating with insurance companies for initial cashless approvals 

 Coordinating with various departments and doctors for handling the queries of 

insurance companies 

 Verification of the documents before submission for claims 

 Coordinating with finance department for billing process 

 Justifying the rejected claims for reconsideration 

 Negotiation with different insurance companies for the tariff and price list of 

different procedures 

 Maintaining all the patient documents with confidentiality 

 Maintaining the documents of hospital related to insurance 

 

 

 

http://en.wikipedia.org/wiki/Oman_Insurance_Company


 

 

2.2 Process of Insurance Claim 



The process flow of the Insurance claim can be divided in to 3 major headings 

Stage 1: Approval Process 

The patient entering the hospital are of 2 types – Out patient/Inpatient, Patients with valid 

Insurance card are guided to Hospital reception to generate the unique hospital Id, followed 

by insurance department in case there is need of approval for consultation or else he is 

directed to the consultation, depending up on the prescription of doctor the request is 

generated. 

Patient brings the request to insurance department, the request is received and the approval 

process is initiated. Request is approved based on the terms and conditions of the respective 

insurance policies, via some are directly approved, as the price of request is less than the 

limit of approval required. 

Requests of outpatients and inpatients are as follows 

 

Those requests which require approval are processed verbally or through written approval 

Verbal approval: Those which need verbal approval are processed by calling insurance 

company, explaining the case, mentioning the requested prescriptions, mentioning the total 

amount in turn taking approval/rejection and updating the same in the HMIS Written 

approval: Those requiring written approval are kept for processing by taking the phone 

number of patient for intimating the status, patient is given a time of 2 days and the 

documents are sent to insurance company through mail/fax/online platforms, insurance 

company replies back either for query/ rejection/ approval. Queries are replied by referring 

to medical records or doctors etcwhere as rejections and approvals are updated in the HMIS 



and patient is given a call for collecting the document and procedure for the procedure the 

doctor has prescribed. 

The time taken for their initial cashless process has huge variation of 30 min to 3days 

depending on the insurance companies. 

Stage 2: Verification & Reconciliation 

The process of verification and reconciliation is to decrease the rejections from insurance 

companies. 

The process has 3 basic steps: 

•    First verification 

•    Claim processing 

•    Second verification and reconciliation 

First verification: The documents processed by initial approval process are verified for the 

approval code/ written approval copy, in the absence of which the document is sent for 

approval     and     approval   code/ written     approval     copy     is     taken. 

Claim processing: In this process all the documents are confirmed before sending to 

finance department for claiming the bill.  

Second verification & Reconciliation: The rejections and the reasons for rejections are 

verified accurately and replied back to the insurance company with proper justifications to 

reconsider and approve the rejected amount. 

Stage 3: Invoice processing and Final bill settlement 

This process is more related to the accounts and finance department, where in all the bills 

and invoices are gathered, verified and sent for insurance company for final settlement of 

the claimed amount. 

Background of challenges & problems 

Challenges faced are of long waiting period for the patients, patients wander between 

departments for the process, rejections due to improper submission and improper 

justification of the  approval  request,  untimely intimation  of  the  status  of  approval 

request to the patient, time spent in checking the status of the approval request, time spent 

in referring the records of patient, time spent in collecting the medical report/justification of 

the request from doctor. The reason for the above said challenges are rigid approval process 

and improper work distribution, which ultimately leads to increased tat or rejection. 

 



 

2.3 Problem statement 

In current times medical costs are skyrocketing, and not having or having inadequate 

amount of health insurance cover can prove to be a huge financial and health disaster. Many 

times patient still have to pay out of pocket in spite of having health insurance coverage due 

to the rigid process followed by the healthcare provider to take approval from insurer. 

When the claim process is rigid, many times it ends up with increased turnaround time and 

high denial rate leading to decreased efficiency of provider.   Hence planning the process is 

very necessary in order to fight the above said challenges. 

2.4 Aim 

•    To reduce turnaround time 

•    To decrease rejection rate 

•    To smoothen the approval process 

•    To increase efficiency 

2.5 Objective 

 To identify the reasons behind high turnaround time and rejection of mediclaim 

inZulekhaHospital 

 To identify the policy level ambiguities leading to high mediclaim rejection 

 To suggest measures to reduce turnaround time and rejection rate of mediclaims in 

ZulekhaHospital 

3. Literature review 

Comparatively Health insurance coverage is high in developed countries like USA, UAE, 

Canada, but there are very few reports and work done on the rejection rate and process 

improvement of Health Insurance claim processing. Few of the literatures worked on 

rejection rate and process improvement are as follows. 

A reporter of Kiser Health news (Galewitz P) through her report has given overview of 

rejection rates of different insurance companies in America - Kentucky, Columbia. The 

findings of the report in ther context are the denial rates of different insurance companies, 

comparison between the policies, reasons for the variations in rejection rates, as per the 

report the reason for variation is difference in claims process adopted between the payers 

and providers. 

 



A similar study conducted in 2011 (Carmel P.W) gives details about the denial rates, 

comparative data of before and later stages, and the reason of betterment in America. The 

key findings of report are health insurers shows that claim denial rates in 2011 are 

dramatically lower than in previous years. Billions of dollars per year are saved by 

eliminating administrative waste, by processing the claims timely, accurately and 

specifically. Health insurers’ claims-payment processes are still littered with inaccuracies 

and inefficiencies. Claim process campaign was introduced; campaign’s goal is to spur 

improvements in the industry’s billing process. 

Accumed Pm is a TPA; it works on the gap between healthcare providers and service 

payers. The report made by accumed pm says the gap between health care providers and 

service  payers  has  been  well  established  and  clearly defined  in  the  United  States, 

Canada and Europe, there relationship has yet to mature in the Middle East. The result is 

lost money and poor business management. As per the report In the UAE it is estimated that 

up to 15% of claims submitted to insurance companies by private practices are rejected. 

Another 15% of claims are delayed because of inappropriate processing of claim forms and 

supporting documents. The average claim payment cycles are between90 and 120 days. The 

report works on medical coding, billing, insurance validation, financial   and   business   

management   through   assisting   healthcare   providers   by optimizing healthcare    

delivery   and operational processes.A report (by Xerox) made aggressive 75 days study 

with data capture services of over 

250000 claims per week.  Report gave solution through a smart  system  to  auto- adjudicate 

claims, processing cycle time was accelerated by 75 percent, from 10 days to 

60 hours. Report worked on Implementation of state-of-the-art technology to perform all 

claims processing services, including full mailroom services, data entry, storage and 

retrieval,   digital   imaging,   x-ray   processing,   online   updating   and   Intelligence 

Queue/Data Cleansing.  

4. METHODOLOGY 

4.1 Study design and methods 

•    Type of study – Descriptive cross sectional study 

•    Location of study – Zulekha Hospital, Sharjah 

•    Study subjects – All Approval requests received between 10 march 2015 to 10 may 

2015 

Sample size – All Approval requests processed for initial approval, claim process, 

reconciliation - 7326 

•    Data collection method 

Technique - qualitative research technique 



 

Primary Data                                                                Secondary Data 

Daily approval request tracker                          Receipt settlement summary report 

                                                                           Reconciliation platform for Rejection 

reasons 

                                                                          Table: 1 

                                                             Data collection method and tools 

 

•    Study period - March 10 to May 10  

4.2 STUDY PLAN 

 

 



 

 

Initial 10 days, with the assistance and guidance of the existing staff the process of 

insurance was observed and learnt, the gaps were noted down, a process flow chart was 

made for clear understanding of the process of insurance department, out of which a deep  

study was  made  through  value  stream  mapping  to  explore  the  problems  and rigidity 

of process in each minute steps of the process. Out of the need for the same a tool was made 

to collect the data of daily received approval request and the cases were tracked for the 

turnaround time and rejection rate and their reasons. Causes were identified in the process, 

probable solutions were recommended for improving the process, reducing turnaround time 

and rejection rate. 

 

4.3 Interpretation 

As per the data collected, total new approval requests received between 10 March 2015 to 

10th  May 2015 were 7326, on average 140 new Outpatient approval requests were 

received every day. 

All the new approval requests processed were either for verbal approval or for written 

approval. 

Verbal approval is by calling the insurance company, giving the insurance card number to 

verify the policy terms and condition and explaining the medical condition and requesting 

the approval for prescription of doctor and taking the approval code and updating in HMIS. 

Written approval is processed either through online or offline, viz, online is sending the 

requests directly through the available platforms of insurance companies and offline is 

through scanning the approval request document and sending through email or fax.  

Insurance companies processed online and offline are as follows 

 

 

 



   

Sl.No      Offline Processing Insurance companies  

1 ALICO INSURANCE 

2 NAS INSURANCE 

Sl.No   Online Processing Insurance companies 

1   ADNIC INSURANCE  

2 AETNA GOOD HEALTH INSURANCE  

3 AFIYA  MEDICAL INSURANCE  

4 AL BUHAIRA NATIONAL INSURANCE  

5 AL DAFRA INSURANCE  

6 AL KHAZNA INSURANCE  

7 ALMADALLAH INSURANCE  

8 AMITY COMERCIAL BROKER LLC  

9 ARAB ORIENT INS CO ALLIANZ WORLDWIDE CARE  

10 ASCANA INSURANCE  

11 AXA INSURANCE  

12 DAMAN INSURANCE COMPANY  

13 DUBAICARE INSURANCE COMPANY  

14 FMC NETWORK UAE  

15 GLOBALNET TPA LLC  

16 GLOBMED GULF FZ-LLC  

17 INAYAH TPA  

18 INTERGLOBAL LIMITED  

19 MAXCARE  LLC  

20 MEDNET INSURANCE  



21 MSH INSURANCE  

22 NEURON INSURANCE  

23 NEXTCAR INSURANCE  

24 NGI INSURANCE  

25 NOW HEALTH INTERNATIONAL 

26 OMAN INSURANCE  

27 PENTACARE INSURANCE  

28 WAP MED INSURANCE  

Table:2 Insurance companies processed online and offline 

 

                            Figure: 6 Approval process of insurance companies 

 

Out of the data collected mainly 2 things were inferred 

•    Turnaround time 

•    Rejection rate 

4.4 TURNAROUND TIME 

Through the VSM, all value added and non value added process in the process of approval 

were noted down, the average time of approval has a huge variation of 30 minutes to 3 

days. 



As per the VSM, the value added process and the non value added process are as follows 

 



 

                                                                         Table: 3 

                                         Value added and non value added process 

                                      

Through the above table, Value added process, non value added process, total time, total 

value added time and total non value added time for the process can be noted down, and the 

total non value added time is taken for the analysis for mapping the causes.  

The  turnaround  time  for  different  processes  followed  for  approval  requests  are  as 

follows 

 

 

 



COMPARISION OF OFFLINE, ONLINE AND VERBAL PROCESS 

 

 

                                                   Figure: 7 

Comparative representation of different process of approval request 

 

The above graph shows the huge variation of time between the approval processes, the least 

time consumed is through verbal approval process and online processing of the approvals 

where as the approval request processed manually i.e, offline takes highest amount of time.  

4.5 REJECTION RATE 

After the process of approval request and claim processing, the invoice/bill that are 

generated are submitted to respective insurance companies. By verifying policy terms and 

conditions, insurance companies send the request back by rejecting the amount not justified 

and the reason of rejected amount. The reconciliation team verifies the reasons and replies 

back with the proper justification to reconsider the rejected amount. 

 

The total number of cases received in between the month of march and April were 7326, in 

the month of march 3301 new approval requests were received, in the month of April 

4025 new approval requests were received. 

 



The avg rejection rate before reconciliation is 4.28%, and the rejection rate after the process 

of reconciliation is below 2% 

On an average 140 new requests are processed every day, consecutively the processed case 

are claimed for the bill settlement through Finance team, the amount claimed in the month 

of march and april are  2696010.50 AED and 3668404.54 AED out of which the rejected 

amount was 162174.47 AED and 152782.78 AED respectively. 

For the comparative rejection rate the KPI data of last 5 months were collected, following 

table shows the rejection rate between dec 2014 to apr 2015. 

                                                                      Figure: 8 

                                              Rejection rate dec2014 – apr 2015   

The  above  graph  represents  the  rejection  rate  between  dec  2014  to  apr  2015,  the 

rejection rate is inclined between jan and march, showing the highest rate in the month of 

march - 6.02%, where as we can make a note of decline in the month of april bringing the 

rate down to 4.16% by applying few methods of process improvement, lean six sigma, 

smoothening the process. 

 



4.6 Reasons for Rejection 

The reasons for above rejection rate were collected from the reconciliation platform of the 

HMIS and they were categorized in to 3 major headings as follows 

•    Clinical 

•    Administrative 

•    Non coverable 

Clinical reasons 

•    No medical justification 

•    Incomplete claim form 

•    Unclear diagnosis 

•    Service performed after last date of coverage 

Administrative reasons 

•    Co insurance not taken 

•    Co pay not applied properly 

•    Calculation discrepancies 

•    Provider excess charges 

•    No prior approval taken 

•    Pre authorization necessary 

Non coverable reasons 

•    Permanent exclusions 

•    Screening tests 

•    Policy non coverable 

•    Not under agreed tariff 



 

                                                             Figure: 9  

                                                  Reasons of rejection rate 

 

Out the above mentioned reasons Clinical reasons are 30%, Administrative reasons are 

40%  and  non  coverable  reasons  are  40%  out  of  the  total  rejection  rate  before 

reconciliation. 

All clinical, administrative and screening tests of non coverable reasons are justifiable and 

re-modifiable, where as rest of the non coverable reasons are non remodifiable as they are 

as per policy terms and condition. The justifiable reasons can be reduced by following the 

proper process flow, process improvement, HMIS upgradation, mistake proofing. 

 

4.7 Common causes for high turnaround time and high rejection rate: 

•    Manual workload on the manpower 

•    Multiple access platforms and login ids to the MRD and Lab reports 

•    Incomplete clinical information on claim form 

•    No record of status of processed or pending cases 

•    There is no waiting area and queue system for the patient 

•    The patient needs to be called manually after the approval or rejection 

•     If the limit is crossed for a patient it doesn’t show on the system for which each time 

lab or radio  department  is  called  to  upload th request  on  HMIS  to  update the 

approval/rejection. 



• There is no track system/ intimation on HMIS for the patient to be discharged, the nurse 

has to inform the Insurance department every time while the pt is getting discharged. 

5. SOLUTION & RECOMMENDATIONS 

After analyzing the data, total approval request turnover, turnaround time, rejection rate and 

the reasons for the high turnaround time and high rejection rate were inferred. 

The solution for the above said problems were recommended through 3 measures of 

process improvement as follows 

•    HMIS Upgradation 

•    Manpower planning 

•    Insurance department layout redesigning 

5.1  HMIS 

Through the data analyzed it was inferred that the turnaround time of the approval requests 

processed online was very low compared to those processed offline, as well as considering 

rejection rate, the approval requests processed online were more accurate than the offline 

requests. 

Hence most of the offline processed approval requests are converted into online process by  

upgrading  the  HMIS.  Currently  the  HMIS  has  different  platform  for  approval request, 

MRD, LAB report, Radiology reports (Annexure i), while processing the approval  

requests,  the  Approval  request  plat  form(annexure  ii)  is  logged  in,  the requested 

services are printed out, attached to claim form, MRD, LAB reports and radiology reports 

are printed out by logging in to respective platforms(annexure iii) and are attached with 

claim form as supporting documents, card copy (Annexure iv) is printed out and attached, 

the whole document which is prepared is sent through email or fax by scanning all the 

above said papers. 

The entire process is making the process more rigid as there is involvement of more manual 

work, hence upgrading the HMIS was recommended, The salient feature of HMIS 

upgradation are as follows 

•  Bringing the multiple login system like MRD, lab reports, radiology reports card copy, 

claim form, other documents in to one single platform (Annexure v) 

•    Option of add button in front of each requested services and supporting documents 

•    Conversion in to Pdf document once added 

•   Submitting directly through HMIS through linking with email and fax system there by 

reducing the manual work of printing out, scanning, and sending the approval request 



•    Option of status and time of process show in the approval request platform 

•    Status of received, processed, query, pending, handed over option 

•   Link between the insurance department approval request platform and the treating doctor 

for any communications such as query reply, medical report, clinical justifications etcthere  

by reducing the time of 5 hrs consumed in sending the document to treating doctor and 

collecting the justification. 

•    Option of automated message generation once approved/rejected/partially approved 

•    Discharge intimation option in HMIS 

•    Login expiry time to be increased  



5.2 Manpower Planning

 

 



                                                                         Table: 4  

                                                                 Manpower planning  

 

5.3 Insurance Department layout Redesigning 

 

                                                  Current layout     Figure: 10 

 

 

 



Proposed Layout of Insurance department  

 

 

 

6. RESULTS 

Regular  meetings  were  held  with  HOD  Insurance  department,  Assistant  medical 

director and IT team, the above said issues and problems were discussed, the solutions were 

explained and implementation of the same was initiated. 

Last meeting (Annexure vi) was held on 1st May 2015 in which the following proposal of 

updating HMIS was agreed and implantation process was started. 

Till 7th of May 

•    Limit cross problem 

•    Discharge Intimation 

•    View page on single platform- Lab and radio reports 

•    Increase expiry page time 



•    Request update button 

 

No deadline given but agreed 

•    View medical records of 6 months: consultant name, date, diagnosis and drugs given 

•    Status Change as the requests are received and processed 

•    Link to email and fax from the system 

•    Single platform module 

•    Option to add link of lab and radio reports 

•    SMS sent as soon as processed 

•    In patient current admission status 

Through implementation of above said process improvement measures turnaround time and 

the rejection rate can be reduced to 3/4th.  

 

6.1 Turnaround time 

 



                                                  Table: 5 

                                                  Reducible turnaround time 

 

•  The total time taken for verbal approval is 23min+7min buffer time and correctable non 

value added time is 10 min, hence turnaround time for verbal approval can be reduced to 20 

min 

• The total time taken for written approval is 69 min and the correctable non value added 

time is 28 min, hence turnaround time for written approval can be reduced to 41 min 

• Total time taken foe status check is 20 min and the correctable non value added time is 

15min, hence turnaround time can be reduced to 5 min 

•  Total time taken foe query reply is 368 min, correctable non value added time is 300min, 

hence turnaround time can be reduced to 68 min. 

 

6.2 Rejection Rate 

  

                                                Table: 6  

                             Correctable rejection reasons  

 

 



 

•    The ratio of Administrative, Clinical and Non coverable reasons is 42%, 30% and 

28% respectively. 

•  Out  of  the  above,  correctable  proportion  of  administrative,  Clinical  and  Non 

coverable reasons are 16%, 20% and 8% respectively. 

•    The total correctable rejection reason is 44% 

•  Hence by reducing these correctable rejection reasons, the rejection rate can be reduced to 

less than half of the current rejection rate  i.e Rejection rate of 4.28% can be reduced to 2 % 

 

7. CONCLUSION 

Turnaround time and the rejection rat are the important measures for insurance department 

in a hospital as they have the direct impact on efficiency ant the revenue generation of 

hospital. 

As per IRDA any hospital having rejection rate less than 2% is considered to have good 

practice of claim process management. 

Hence hospitals having high turnaround time and rejection rate should work on process 

improvement. 

Through ther study, process improvement is targeted through upgrading HMIS, manpower 

planning and insurance department layout redesigning in Zulekha hospital Sharjah. Result 

of which, the turnaround time can be reduced to 3/4th  and the rejection rate can be reduced 

to 1/2.  
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APPENDIX 

Annexure (i) 

Multiple login modules of HMIS 

 

 

 

 

 

 

 

 



 

 

Annexure (ii) 

Approval request page 

 

 

 

 

 

 

 

 

 

 

 



Annexure (iii) 

Lab/radio reports page 

  

 

 

 

 

 

 

 

 

 

 

 



 

Annexure (iv) 

Card copy page 

 

 

 

 

 

 

 

 

 

 



 

Annexure (v) 

Single platform view page 

 

 

 

 

 

 

 

 

 

 

 

 

 



Annexure (vi) 

Minutes of meeting 

3rd May 2015 

ATTENDIES 

 Insurance Department  

I T Department  

Medical Director 

 

AGENDA 

 To discuss the problems and few changes to be made in the insurance module of 

HMIS 

 Limit cross problem 

 Discharge Intimation 

 View page on single platform- Lab and radio reports 

 Increase expiry page time 

 View medical records of 6 months 

 Status Change as the requests are received and processed 

 Link to email and fax from the system 

 Single platform module 

 Option to add link of lab and radio reports 

 SMS sent as soon as processed 

 In patient current admission status 

 Request update button 

 

Approval of Proposed agenda 

Till the 15th of May 

 Limit cross problem Discharge Intimation 

 View page on single platform- Lab and radio reports 

 Increase expiry page time 

 Request update button 

 

 



 

No deadline given but agreed 

 View medical records of 6 months: consultant name, date, diagnosis and drugs 

given 

 Status Change as the requests are received and processed 

 Link to email and fax from the system 

 Single platform module 

 Option to add link of lab and radio reports 

 SMS sent as soon as processed 

 In patient current admission status 

 

 

 

 

 

 

 

 

 

 

 

 

 

 


