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Executive summary

Hospitals and health systems are being pressured from two directions
at once: margins remain under strain, while reimbursement complexity
is moving deeper into specialty workflows. Many organizations still
manage revenue cycle performance through enterprise averages, yet
payer rules, documentation sensitivity, authorization burden, and denial
behavior increasingly vary by service line, site of care and
community-provider setting.

That mismatch matters because hospitals do not exist as billing
factories. They are care-delivery anchors for communities, referral hubs
for physician networks, and operating platforms for essential specialties
that must remain clinically available even when reimbursement
becomes harder to manage. When specialty-level leakage is invisible,
the consequence is not only slower cash; it is weaker capacity to sustain
access, fund growth and protect strategic service lines.

Specialty intelligence is the discipline that closes this gap. It uses
specialty-specific benchmarks, payer-pattern detection, workflow
insight, and operational intervention to help hospital finance leaders
govern margin with more precision, preserve cash with less friction, and
support care delivery with fewer preventable disruptions.



The hospital problem hiding

inside enterprise KPIs

Hospital CFOs and revenue leaders are
accustomed to monitoring familiar enterprise
measures: denial rate, days in A/R, clean claim
rate, net collection rate, and cost-to-collect.
Those metrics remain necessary, but they

are no longer enough because they summarize
performance after complexity has already
been averaged away.

Inside the same system, anesthesia may be
exposed to time-based documentation precision
and payer edit sensitivity, orthopedics may be
constrained by prior authorization and
surgical-medical-necessity rules, oncology may
be affected by high-dollar infusion
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reimbursement risk, and community-based or
rural facilities may face a very different mix of
staffing, payer and reimbursement challenges.
A single enterprise denial figure can therefore
conceal multiple specialty failures that have
different root causes and different

margin consequences.

This is where many hospital revenue strategies
break down. By the time consolidated KPIs visibly
deteriorate, the organization is already paying for
rework, delayed reimbursement, staff overload
and weaker cash predictability across priority
service lines.
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Why this matters to the
provider community

For hospitals, revenue cycle performance is That is one reason the combined KNACK RCM and
inseparable from mission performance. Every EqualizeRCM footprint is strategically relevant to
preventable delay in reimbursement narrows the provider audiences. KNACK publicly serves
resources available to maintain specialty access, hospitals and health systems, multispecialty
support clinical staffing, invest in digital tools, and practices, ambulatory surgery centers, eye care
sustain services that communities depend on, providers, DME/HME suppliers, and anesthesia
especially in systems serving rural markets, practices, while EqualizeRCM focuses heavily on
critical access settings, community health community health providers, critical access
centers, and hospital-affiliated clinics. hospitals, RHCs, FQHCs, PPS hospitals, physician

clinics, laboratories, DME companies, and ASCs.

For provider leaders, this mix signals something
important: specialty intelligence is not a niche capability
for isolated physician practices. It is a scalable operating

model for health systems that must manage enterprise
performance while protecting highly variable service lines
and diverse care settings under a single financial strategy.




Benchmarking proves the

variance problem

Benchmark data underscores why provider
organizations can no longer treat RCM variance
as background noise. BillingBench reports
primary care denial rates at roughly 4-7 percent
with days in A/R around 25-32, while cardiology
rises to 6—10 percent and 32-42 days, orthopedics
to 8-13 percent and 38-52 days, and oncology to
1015 percent and 40-55 days.

Those ranges show that specialty economics
differ materially even before labor cost, contract
structure, or care setting is considered. A hospital
can therefore look operationally stable at the
enterprise level while still carrying meaningful
specialty margin drag inside high-value
procedural or infusion-heavy service lines.

The market has already recognized the need for
stronger comparative visibility. Kodiak promotes
revenue cycle benchmarking reports for hospitals
and health systems, and its broader
benchmarking intelligence positioning reflects
growing buyer demand for peer context, KPI
stratification, and actionable operating insight.

Yet benchmarking alone is not enough. It can
reveal that a hospital or service line is
underperforming relative to peers, but it does not
automatically explain the source of the variance
or direct the intervention that should come next.

¢¢ benials can rise
from 4-7%in

Primary Care to
10-15% in Oncology.
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Anesthesia is the clearest proof point

Anesthesia offers one of the clearest examples of
why hospitals need specialty intelligence rather
than generic revenue reporting. KNACK has
expanded its anesthesia focus through dedicated
anesthesia services and acquisitions including
PPM Partners and Merrick Management,
reinforcing its position in a specialty where
coding precision, care-team structure, charge
capture, documentation alignment, and payer
edits can all influence reimbursement outcomes.

From a hospital perspective, anesthesia is
strategically significant because it touches
operating room throughput, physician alignment,

procedural economics, and patient access.
When anesthesia revenue processes are
unstable, the impact is not limited to back-office
denials; it can ripple into scheduling
performance, surgical service-line productivity,
and overall margin confidence.

That is why anesthesia should be treated
as more than a specialty case study.

It is a leading indicator of whether the
organization has the infrastructure to
govern reimbursement complexity where
it is most operationally sensitive.




What specialty
intelligence changes

Specialty intelligence begins where conventional analytics stop. Instead of reporting only lagging
outcomes, it links specialty benchmarks to payer patterns, documentation risk, workflow breakdowns,
and intervention pathways before cash loss becomes normalized.

For hospitals and health systems, that means four connected capabilities:

Benchmark intelligence, Specialty pattern detection,

comparing each service line _ identifying how denial drivers o
against realistic peer | AP differ by anesthesia, cardiology, ?._5)
performance on denial rate, ||]|:||]|] oncology, orthopedics, gﬁp
daysin A/R, clean claims, and laboratories, DME, ASC activity, or

related operational metrics. community-provider workflows.

Operational root-cause

B 1o ssucs back Intervention logic, prioritizing

o and routing work before i,
e authorlzot.lon tlmlr)g, preventable denials, avoidable i) 0
documentation quality, aqi Q)
ging, or unnecessary labor -

coding logic, charge capture,

payer edits, or staffing design. i pound further.

This is the practical shift from visibility to control. Visibility explains what happened to the revenue cycle;
specialty intelligence helps determine what the organization should change next, where, and with what
financial priority.
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The maturity model hospitals
now need

HFMA/FinThrive's five-stage technology adoption framing supports the idea of maturity progressing
from visibility to more advanced operational enablement.

Level State What it means

Enterprise KPIs are visible, but mostly after

! Retrospective reporting revenue delay has already occurred.

Performance is measured against peers,

2 Comparative benchmarking but action remains broad and reactive.

The organization can isolate specialty-specific
3 Specialty intelligence variance, payer friction, and workflow root
causes with precision.

The organization can anticipate likely denials,

4 Predictive intervention delays, and leakage points before they hit cash.

Work, rules, and resources are dynamically
5 Revenue orchestration aligned to prevent leakage and accelerate
margin recovery at scale.

Most hospitals still operate between

Levels 1 and 2 because enterprise finance
infrastructure evolved around consolidated
visibility. But margin pressure is steadily
pushing provider organizations toward
Levels 3 through 5, where service-line
intelligence becomes a core part of revenue
governance rather than a side analysis.
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Benchmarking is
No Longer Enough

Benchmarking has become a baseline
expectation in hospital revenue cycle
management. Peer comparison helps leaders
understand whether denial rates, days in A/R,
and productivity metrics are moving in the
right direction, and it creates a common
language for performance accountability
across the enterprise.

But benchmarking is still a rear-view mirror. It can
show that a hospital is underperforming relative
to peers; it cannot, by itself, determine which
specialty workflow is generating the variance,
which payer rule is amplifying the problem, or
which intervention will improve financial
performance fastest.

That is why the next competitive divide in hospital
RCM will not be between organizations that
benchmark and those that do not. It will be
between organizations that observe variance and
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tells where to intervene. |
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nchmarking shows the

those that can orchestrate around it. In practical
terms, that means connecting specialty-level
benchmarks to denial pattern recognition,
workflow prioritization, staffing decisions,
automation triggers, and executive action before
the loss appears in month-end results.

The strategic shift is significant. Benchmarking
tells a CFO where performance stands. Specialty
intelligence tells the organization where to
intervene. Orchestration determines whether that
intervention happens consistently, at scale, and
with measurable financial effect.

Hospitals that stop at benchmarking will continue
to explain margin erosion after the fact. Hospitals
that build specialty intelligence into daily
operating decisions will begin to prevent that
erosion before it hardens into backlog, burnout,
and cash-flow pressure.
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What hospital finance leaders
should do now

The first priority is to stop treating enterprise KPI The third priority is to connect benchmarking to
performance as the full truth. Every major hospital intervention. A benchmark is only useful when it
service line or provider setting should be informs staffing decisions, workflow redesign,
benchmarked separately so finance can see denial prevention, automation priorities, and
where enterprise averages are hiding executive accountability for the service lines that
specialty-specific weakness. matter most to margin and community access.

The second priority is to focus on high-friction
specialties and care settings as early warning
systems. Anesthesia, oncology, orthopedics,
laboratories, community-provider workflows, and
rural hospital environments often expose
documentation, authorization, coding, and
staffing defects before those issues become
visible in systemwide reporting.
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summary

Hospitals do not need more dashboards in isolation. They need a more precise operating
system for reimbursement complexity. Specialty intelligence offers that precision by aligning
enterprise governance with the realities of specialty care, community-provider variation, and
service-line economics.

That makes specialty intelligence more than a technology agenda. It is a provider strategy
for protecting hospital margin, sustaining access, and giving finance leaders better control
over the service lines their communities rely on most.

In summary, the most differentiated RCM platforms will be those that combine deep
specialty operating knowledge with enterprise-scale intelligence, so hospitals can progress
from Level 3 specialty insight to Level 4 predictive action and Level 5 orchestrated revenue
control. The strategic advantage lies not in reporting more metrics, but in turning specialty
complexity into repeatable financial performance.

About Knack RCM

Knack RCM is a specialty-intelligent, Al-native and
outcomes-focused revenue cycle management
leader that helps healthcare organizations operating
in complex clinical, financial and technology
environments unlock the full value of reimbursement,
safeguard margin and strengthen the delivery of care,
so providers can better serve the communities that
depend on them. Headquartered in Woodbridge, New
Jersey. For more information, visit www.knackrcm.com
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