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“IT’S A TOUGH 
CONVERSATION TO HAVE 

WITH A PATIENT WHEN 
YOU EXPLAIN THEIR 

INSURANCE COMPANY 
WILL NOT COVER THE 

PROVIDER — OR, IN SOME 
CASES, THE HOSPITAL.” 

— BRENDA A. MULLIGAN, 
EASTERN MAINE MEDICAL 

CENTER
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‘Narrow’ Payer Networks Put  
Patient Access in Difficult Spot
Payers ‘are really cracking down’

The patient is ready for a sched-
uled service, the provider has 
completed a valid 

order, and all systems are 
“go”— that is, until the 
registrar discovers the 
hospital is out of net-
work. 

“We are finding 
insurance companies 
are really cracking down 
— and requiring their 
members to seek care 
based on a certain list of 
providers and hospitals,” 
says Brenda A. Mul-
ligan, MBA, CHAM, 
director of access 
management at Eastern 
Maine Medical Center 
in Bangor. Patients who 
decide to ignore payer 
requirements and seek care at the hos-
pital anyway incur steep costs — some-
times, the entire bill. 

“We are finding insurance prod-
ucts being sold with limitations in the 
member’s coverage have been increas-
ing,” Mulligan explains. 

Plans bought through the Health 
Insurance Marketplace are the usual 

suspects.
“A year ago, we may 

have had one or two 
plans that required an 
out-of-network referral,” 
Mulligan says. 

A new wrinkle: Sev-
eral new exchange plans 
cover specific geographic 
counties. If the patient 
seeks services outside 
the geographic region, 
the hospital automati-
cally is considered out of 
network.

The department’s 
insurance verification 
software helps by alert-
ing employees if they are 

pre-registering a patient 
who is out of network. The patient is 
notified right away.

A few patients don’t learn the bad 
news until they present for services. 

“Unfortunately, the patient is 
informed the care they will be receiv-
ing is not covered, or it may need an 



50   |   HOSPITAL ACCESS MANAGEMENTTM / May 2017

Hospital Access Management™, 
ISSN 1079-0365, is published monthly by  
AHC Media, a Relias Learning company
111 Corning Road, Suite 250
Cary, NC 27518
Periodicals Postage Paid at Atlanta, GA 30304 and at 
additional mailing offices . 

POSTMASTER: Send address changes to: 
AHC Media, LLC
P .O . Box 74008694
Chicago, IL 60674-8694

SUBSCRIBER INFORMATION: 
Customer Service: (800) 688-2421
Customer .Service@AHCMedia .com
AHCMedia .com

SUBSCRIPTION PRICES: 
Print: 1 year (12 issues): $429 . Add $19 .99 for shipping & 
handling . 
Online only: 1 year (Single user): $379
Outside USA, add $30 per year, total prepaid in U .S . funds

Back issues: $80 . Missing issues will be fulfilled by 
customer  service free of charge when contacted within one 
month of the missing issue’s date .  
GST Registration Number: R128870672 . 

Opinions expressed are not necessarily those of this 
publication, the executive editor, or the editorial board . 
Mention of products or services does not constitute 
endorsement . Clinical, legal, tax, and other comments are 
offered for general guidance only; professional counsel 
should be sought in specific situations .

AUTHOR: Stacey Kusterbeck
EDITOR: Jonathan Springston
EXECUTIVE EDITOR: Leslie Coplin
AHC MEDIA EDITORIAL GROUP MANAGER: Terrey L . 
Hatcher

Copyright © 2017 by AHC Media, a Relias Learning 
company . All rights reserved . Hospital Access 
ManagementTM is a trademark of AHC Media, a Relias 
Learning company . The trademark Hospital Access 
ManagementTM is used herein under license . No part 
of this newsletter may be reproduced in any form or 
incorporated into any information-retrieval system without 
the written permission of the copyright owner . 

EXECUTIVE SUMMARY

The growing trend of “narrow” networks means patient access must inform 

an increasing number of patients they’re out of network . To address this:

• identify the patient’s coverage status as early as possible;

• use technology to alert registrars they’re registering an out-of-network 

patient;

• refer patients who want to continue despite noncoverage to financial 

counselors .

out-of-network referral based on the 
insurance plan,” Mulligan laments. 
Probably the worst scenario is if the 
out-of-network status goes undis-
covered. 

“The claim will be denied. The 
patient then receives the bill for the 
services performed,” Mulligan adds.

Bearer of Bad News

Registrars are in the unenviable 
position of telling patients — some 
of whom have gone to the hospital 
for many years — they’re no longer 
in network. 

“We have been using scripting to 
inform patients when they are out of 
network,” Mulligan explains. 

If patients need additional 
information about their coverage, 
registrars refer the patients to their 
insurance company.

Jacqueline Chevalier, a pre-
registration access associate, recently 
saw an alert stating that a patient’s 
coverage was out of network. She 
immediately explained the situation 
to the patient. 

“She was so grateful we let her 
know ahead of time so she could 
address the situation and decide 
whether or not to have the MRI at 
our hospital,” says Chevalier, who 
then referred the patient to a finan-
cial counselor.

Most out-of-network patients 
choose to cancel the planned proce-

dure and go to another in-network 
facility. Some want to know how 
much it would cost to continue 
before making the decision. 

Financial counselor Makenzie 
Lugdon, CHAA, says, “When 
we come across a patient who has 
insurance that is out of network, we 
complete an estimate for the service 
they are coming in for.”

In some cases, the patient’s plan 
covers only certain counties, mean-
ing the service won’t be covered at 
Eastern Maine Medical Center. 

“The cost of the service would 
then be the patient’s full responsibil-
ity,” Lugdon adds.

Early Identification

Bridget Puryear, regional direc-
tor for patient access at Hagerstown, 
MD-based Trivergent Health Alli-
ance, a management services orga-
nization providing regional health-
care services for three Maryland 
hospitals, says, “We try to obtain as 
much information as possible from 
our patients and providers prior to 
scheduling services.”

Real-time insurance eligibility 
is an important tool, paired with 
price estimation software that can 
calculate the cost of out-of-network 
benefits based on an estimate of 
charges. “More information is avail-
able earlier in the process,” Puryear 
explains.



50   |   HOSPITAL ACCESS MANAGEMENTTM / May 2017 HOSPITAL ACCESS MANAGEMENTTM / May 2017   |   51

Preregistering patients allows 
Eastern Maine Medical Center’s 
registrars to identify out-of-network 
plans early in the process. 

“The sooner we can alert patients 
the services they will receive are out 
of network, the better the patient’s 
experience,” Mulligan notes.

Some patients are relieved to find 
out their care won’t be covered by 
their insurance beforehand. 

“That being said, we have had 
some patients where we did not 
know their plan was out of network, 
and the claim was denied,” Mulligan 
recalls. These patients received a sur-
prise medical bill and were frustrated 
to learn they had little recourse.

“It’s a tough conversation to have 
with a patient when you explain 
their insurance company will not 
cover the provider — or, in some 
cases, the hospital,” Mulligan says.

To add to the frustration, the 
payer’s out-of-network status can be 
tricky to pinpoint. 

“We are challenged identifying 
some payers as out of network when 
they don’t use unique identifiers as 
part of their policy numbers,” Mul-
ligan notes.

If patients don’t know the limita-
tions of their insurance coverage, 
they can’t make an informed deci-
sion. “Patients deserve to know if the 
quality care they are seeking will not 
be covered by their insurance compa-
ny,” Mulligan underscores.

Most out-of-network patients 
cancel their services; some opt to de-
lay their scheduled care in the hopes 
something can be worked out. 

“We have had some patients 
reschedule their services while they 
contact their insurance company to 
see if they can get the service cov-
ered,” Mulligan says.

It is rare for payers to make 
exceptions for out-of-network 
patients. 

Prepare Well for Narrow Networks
 Patient access sees a “steady increase” of narrow networks, according to 

Michelle Tremé, senior consultant at Pittsburgh-based Revenue Cycle Solu-

tions . Here are some strategies for patient access:

• Display a list of in-network providers on the hospital’s website. When a 

payer contract is either added or terminated, hospitals can inform patients via 

their website .

• Direct the contract management team to give continual updates to pa-

tient access on which payers are in-network. “Price estimation tools should 

also be updated accordingly,” Tremé says .

• Verify insurance coverage as early as possible. “From a patient access per-

spective, this is the key to minimizing negative impacts of narrow networks,” 

Tremé notes . Sometimes, this is difficult because of a high volume of add-ons 

scheduled within 48 hours of service . “There should be policies in place to 

encourage scheduling nonemergent elective services at least three days in 

advance — and possibly longer for services that may require prior authoriza-

tion,” Tremé adds . This allows enough time for insurance verification and pre-

registration activities . “Ideally, an electronic insurance eligibility check is done 

at the time of scheduling,” Tremé says .

• Determine if the policy provides out-of-network coverage. Regardless, 

says Tremé, patients should be given an estimate of their financial responsibil-

ity as soon as possible before the date of service .

• Train registrars comprehensively in interpreting specific insurance 

benefits. These concepts should be covered: in network vs . out of network, 

family coverage vs . individual coverage, deductibles, coinsurance, and out-of-

pocket costs . When Tremé provides upfront collections training, comprehend-

ing the information returned by insurance verification software is a common 

issue . “One of the biggest challenges for patient access is reading eligibility 

responses in a meaningful way that leads to accurate patient estimates and, 

ultimately, increased up-front collections,” she says .  n

SOURCE

• Michelle Tremé, Senior Consultant, Revenue Cycle Solutions, Pittsburgh . 

Phone: (412) 322-2100, ext . 104 . Email: mtreme@revenuecyclesolutions .com .

“But we have been successful in 
a few cases,” Mulligan reports. “For 
several bariatric surgical cases, we 
were able to get an out-of-network 
referral to the surgeon.” The surgery 
was authorized.

Another patient was admitted 
on an emergency basis for orthope-
dic surgery. The patient needed to 
come back for an additional surgery, 
and the insurance company wanted 
the patient to go to an in-network 
provider. 

“The surgeon became an advocate 
for the patient, and received approval 
from the insurance company to have 
the surgery performed by the same or-
thopedic surgeon,” Mulligan says.  n 

SOURCE
• Bridget Puryear, Regional Director, 

Patient Access, Trivergent Health 

Alliance, Hagerstown, MD . Phone: 

(240) 566-4088 . Email:  Bridget .

Puryear@trivergenthealth .com .
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WITH THE 
DEPARTMENT’S 

NEW “ONE-CALL” 
SCHEDULING 
SYSTEM, AN 
ORDER AND 
FACT SHEET 
ARE FAXED 

DIRECTLY TO THE 
SCHEDULING 

OFFICE.

Stop Registration Delays With ‘One-call’ System
Process puts stop to time-consuming calls

Unexpected bottlenecks at 
registration at Baptist Health 

Lexington (KY) occurred for one of 
two reasons: An order was missing 
or incomplete, or an authorization 
wasn’t in place.

Either way, it meant a 
time-consuming phone call to 
the physician’s office, whose 
multitasking staffers routinely 
placed registrars on hold.

“Hold times, no matter how 
long, are extremely inconvenient. 
It all added to the overall time 
we spent on these accounts,” says 
Myndall V. Coffman, MBA, direc-
tor of patient access. 

With the department’s new 
“one-call” scheduling system, an or-
der and fact sheet are faxed directly 
to the scheduling office. 

“This process eliminated several 
useless workflows we were seeing,” 
Coffman says.

The flurry of calls between regis-
trars and the physician’s offices are 
a thing of the past. “This process 
is extremely helpful for physician 
offices,” Coffman notes. “It is also a 
huge timesaver for the facility.”

Too often, patient access re-
ceived an order that wasn’t what 
the office had originally scheduled. 
Usually, this meant obtaining a new 

authorization — and more phone 
calls. With the new process, “we 
are able to determine that we have 
a signed, compliant order right 
away,” Coffman says. “This elimi-
nates the back and forth with the 
office because of scheduling con-
flicts.”

At that point, registrars contact 
patients directly to:

• obtain accurate demographic 
and insurance information;

• run insurance eligibility;
• give a price estimate; 
• collect the patient’s out-of-

pocket responsibility.
Obtaining complete information 

prior to service “is a no-brainer. It 
is imperative,” Coffman stresses.

All most patients must do is sign 
documents when they arrive for 
service. 

“This results in quick flow from 
registration to the service area,” 
Coffman says.

Additionally, registrars contact 
the insurance company right after 
speaking with the patient. 

“This ensures that we are obtain-
ing an auth for the exact services 
we are providing — at the correct 
location,” Coffman explains.

With all this completed prior to 
the patient’s arrival, the patient can 
bypass registration. A simple check-
in process can occur at the service 
area.

“With this workflow perfected on 
the front end, we have seen amaz-
ing results in our registration timing 
metrics,” Coffman reports.  n

SOURCE
• Myndall V. Coffman, MBA, Director, 

Patient Access, Baptist Health Lex-

ington (KY) . Phone: (859) 260-2162 . 

Fax: (859) 260-6935 . Email: myndall .

coffman@BHSI .com .

Pre-Encounter Calls Put Registration Times Under 
Two Minutes

Ninety percent of all surgical 
patients at Albany (NY) Medi-

cal Center receive a pre-encounter 
phone call. This has significantly 
decreased wait times, Brenda Pas-
carella, CHAM, associate director of 

patient access, reports.
“If we capture the demographic 

and insurance information, and even 
collect the financial obligation over 
the phone, then check in takes sig-
nificantly less time,” she explains.

The only thing left for most 
patients on the date of service is 
signing the consent and other regula-
tory forms. “This brings the registra-
tion time from about seven to eight 
minutes down to two minutes,” 
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Pascarella says.
Here, patient access leaders share 

some other approaches for reducing 
registration wait times:

• A group of surgical patients 
are registered earlier in the 
morning.

The bulk of first-round surgical 
cases arrive all at once. Now, the 
registration start time begins 30 min-
utes earlier. By the time the clinical 
staff is ready to take patients back, 
about eight already have been regis-
tered, hastening the process. “This 
keeps us ahead of the clinical team 
who is ready to prep the patients for 
surgery,” Pascarella notes.

• Patient access consults with 
clinical leaders to develop with 
process changes.

“We collaborate to solve any 
issues that may arise,” Pascarella 
says. Recently, patient access worked 
with clinicians to create a workflow 
for moving the first-round surgical 
patients through check in as quickly 
as possible. 

“This avoids delays in surgery 
start times,” Pascarella adds.

• Registrars use electronic tools 
to speed insurance verification and 
copay collection.

“We are currently streamlining 
our registration process by maximiz-
ing use of electronic health records 
to their full capacity. This involves 
ongoing training for our staff by the 

EHR vendor,” David Rodriguez, 
director of patient access at Nyack 
(NY) Hospital, reports.

Staff also train to capture as much 
information as possible during the 
initial registration. 

“This avoids duplication at recur-
ring visits,” Rodriguez adds.

• Registrars complete a lot of 
behind-the-scenes preparation 
prior to the patient’s arrival.

This makes registration much 
smoother, according to Pollie 
Martinez, director of operations for 
patient access at Harris Health in 
Houston. 

“We verify insurance in advance, 
and call patients to let them know 
what they will be responsible for at 
the point of service,” she says. 

Electronic signatures have re-
placed paper forms. “In addition, in 
as many areas as possible, we have 
centralized registration operations,” 
Martinez notes. “This allows for a 
more efficient registration flow.”

The biggest hold up at Har-
ris Health? Patients who show up 
without insurance cards or photo 
identification. 

“We are a safety net hospital, so 
insurance is new to many of our 
patients,” Martinez explains.  n

SOURCES
• Pollie Martinez, Director, Opera-

tions, Patient Access, Harris Health, 

Houston . Phone: (713) 566-6628 . 

Email: Pollie .Martinez@harrishealth .

org .

• Brenda Pascarella, CHAM, Associ-

ate Director, Patient Access, Albany 

(NY) Medical Center . Phone: (518) 

262-4559 . Fax: (518) 262-8206 . Email: 

PascarB@mail .amc .edu .

• David Rodriguez, Director, Patient 

Access, Nyack (NY) Hospital . Phone: 

(845) 348-3090 . Email: rodriguezd@

nyackhospital .org .

Average ED Registration Cut from Hours  
to Minutes
Facility changed model so registrations are completed based on the order patients present

ED registrars at Portland-based 
Maine Medical Center recently 

switched to a first in, first out ap-
proach. Registrations are completed 
based on the order patients pres-

ent — the same model used by the 
hospital’s admitting office and call 
center.

“Average time to complete regis-
tration, before this, was almost three 

hours. It is 37 minutes now,” Patty 
A. Johnson, CHAM, manager of 
ED patient registration, reports.

Productivity has improved signifi-
cantly. “All reps are now completing 

PATIENT ACCESS 
WORKED WITH 

CLINICIANS 
TO CREATE A 

WORKFLOW FOR 
MOVING THE 
FIRST-ROUND 

SURGICAL 
PATIENTS 

THROUGH CHECK 
IN AS QUICKLY 
AS POSSIBLE.
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ED Collections Aren’t Worth an EMTALA Violation
Registrars must execute duties with pitch-perfect timing

When it comes to ED collec-
tions, timing is everything. 

“Performing the full registration 
and the point-of-service collection 
process needs to be coordinated 
with multiple factors,” says Miguel 
Vigo IV, revenue cycle system di-
rector at Edward-Elmhurst Health 
in Naperville, IL.

Patient access must take all these 
things into account before register-
ing someone:

• the patient’s medical condi-
tion;

• whether the patient truly is 
cleared for registration to be com-
pleted;

• the patient’s and family’s need 
for privacy.

Even with all these challenges, 
patient access still has a job to do: 
Get the information they need and 
enter it into the system as quickly 
as possible.

“It is a bit of a dance, and the 
process must leave room for flexi-
bility,” Vigo explains. But he argues 
that the ED needs to put hard-stop 

parameters in place to ensure that 
staff members gather all the appro-
priate information. If a patient is 

admitted or placed in observation 
status, for instance, patient access 
must enter this information before 

bed assignment.
Here are two practices Vigo sees 

as problematic:
• If patient access begins the 

full registration process prior to 
the triage and stabilization of the 
patient and their condition.

“Often times, both clinical and 
nonclinical teams need to commu-
nicate more clearly,” Vigo says. 

Clinicians must indicate when 
the patient is stabilized and the tri-
age process is complete so registrars 
know they can complete registra-
tion. Registrars must check with 
clinicians if they’re unsure.

At Edward-Elmhurst, ED track-
ing boards display different colors 
to show a patient’s status. A green 
light signals to registrars that the 
patient is ready for registration to 
be completed. 

“If there is any hesitation, con-
cern, or uncertainty of the patient’s 
status, the patient access and reg-
istration team simply checks with 
the nurse and/or physician prior to 
entering the room to begin their 

registrations, instead of one or two 
carrying the load,” Johnson explains. 

Previously, it took up to nine 
hours to complete a single registra-
tion. “The other day, we had 75 
patients on the department, with 
only four registrations not completed 
— and all four signed up,” Johnson 
exclaims.

Based on Arrival Time

Under the old process, registrars 
were assigned to multiple patients 
at a time. “Who they completed 

first was random,” Johnson recalls. 
Typically, the lowest-acuity patients 
were processed first, and patients 
who would be in the ED longer were 
processed last.

Now, shift leaders assign each 
patient-access associate with a pa-
tient based on arrival time. The first 
patient in is the first registered.

“Our most critical patients have 
their information obtained timely, 
including next of kin,” Johnson says. 
Staffers obtain insurance information 
in case the patient is admitted so the 
payer can be notified immediately.

At first, registrars resisted the 

change. “They fought it hard,” John-
son says. “But after two weeks, they 
were impressed with the results.”

To get buy in from the clinical 
team, Johnson says, “We addressed 
this as a KPI. It resulted in better 
access to the patient.”  n

SOURCE
• Patty A. Johnson, CHAM, Manager, 

Emergency Department Patient 

Registration, Maine Medical Center, 

Portland . Phone: (207) 662-2102 . Fax: 

(207) 662-6361 . Email: johnsp@mmc .

org .

OFTEN, 
CLINICIANS 

ASSUME THE 
SOLE PURPOSE 
OF UPFRONT 

COLLECTIONS IS 
TO ASK PATIENTS 

FOR MONEY. 
THEY EVEN SEE 
REGISTRARS AS 
INTERFERING 
WITH PATIENT 

CARE.
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Two Upfront Payment Exceptions
 Upfront collections are a major focus for many patient-access departments, 

but many question whether the process conflicts with federal 501(r) require-

ments for financial screening . The new charity regulations include some guid-

ance .

 “In general, it’s still OK to ask patients to make a payment upfront at the 

time of service — with two big exceptions,” says Jessica Curtis, JD, senior 

advisor of the Hospital Accountability Project at Boston-based Community 

Catalyst . She sees these practices as problematic:

• Asking for upfront payments in the ED. “There is a lot of concern about 

creating situations where patients who need care and can’t pay upfront either 

leave the hospital without getting help, or rely on a credit card or loan they 

can’t repay,” Curtis says . These patients should be encouraged to find out 

if they qualify for financial assistance . “The new federal guidance strongly 

encourages hospital staff to wait until patients have either been screened and 

stabilized or admitted for inpatient care to bring up payment,” Curtis adds .

• Asking patients with overdue balances to pay the past-due amount be-

fore they’re seen for nonemergency care. “In this scenario, it’s still OK to ask 

the patient to pay their portion of cost-sharing for that day’s visit before being 

seen, like a copay or deductible,” Curtis explains . However, requiring patients 

to pay the overdue amount before they are seen is considered an “extraordi-

nary collection action” under the new rules .

 Curtis says if the hospital cancels or reschedules the patient’s visit until they 

pay the overdue amount, patient-access staff must give patients these items:

• oral notice about financial assistance; 

• a deadline for completing their application;

• hard copies of the policy, a summary, and an application . 

 “Hospitals have to expedite applications from patients in these circum-

stances,” Curtis adds .  n

SOURCE

• Jessica L. Curtis, JD, Director, Hospital Accountability Project, Community 

Catalyst, Boston . Phone: (617) 275-2859 . Email: jcurtis@communitycatalyst .org .

work,” Vigo says.
• If patient access begins the 

full registration process while a 
patient is receiving treatment.

The patient may not be in an 
emergent condition at that point. 
For instance, he or she might 
simply have a wound that needs 
suturing. Though not an EMTALA 
violation, Vigo says, “it is still bad 
practice to have a full registration 
completed at that time.”

Understand the ‘Why’

Vigo has found it helpful to edu-
cate clinicians on the importance of 
copay collection in the ED. 

“Everyone involved needs to un-
derstand the ‘why’ for the point-of-
service collection process,” he says.

Often, clinicians assume the sole 
purpose of upfront collections is to 
ask patients for money. They even 
see registrars as interfering with 
patient care.

“However, there is a huge pa-
tient experience piece that plays an 
important role in point-of-service 
collections and the subsequent bill 
that patients receive,” Vigo notes.

When collecting copays, pa-
tient access also educates patients 
on how their insurance works — 
something that can be very helpful 
after patients leave the ED. 

“There are normally follow-up 
care appointments, services, and 
testing needed after the patient’s 
ED visit,” Vigo explains. 

With some insurance know-how, 
patients leave with a better under-
standing of what to expect going 
forward. They also are aware of a 
contact person. 

“For billing questions, we pro-
vide the patient accounts’ contact 
number,” Vigo explains. 

“For insurance questions, we 

provide a direct line to our insur-
ance verification team.”

Good communication and lots 
of training have produced head-
turning results: The ED’s collec-
tions increased 20% over the last 
fiscal year. 

“We were averaging around 
$75,000 per month. We are now 
collecting over $110,000 consis-
tently,” Vigo says.  n

 
 

SOURCE
• Miguel Vigo IV, Revenue Cycle 

System Director, Patient Access & 

Pre-Service Center, Edward–Elmhurst 

Health, Naperville, IL . Phone: (331) 

221-3413 . Email: mavigo@edward .

org .

To read more Hospital Access 

Management content, sign up 

for new webinars, and much 

more, please visit  

AHCMedia .com .
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Quality Team Speeds Claims Processing by  
Reducing Errors
Staff shifted priorities without adding more full-time employees

EXECUTIVE SUMMARY

Patient-access leaders at Upstate University created a quality team by 

reallocating existing revenue cycle roles, which put accounts receivable to less 

than 30 days .

• Previously, each supervisor managed their own accounts that fell to various 

work queues .

• Experienced registrars were moved into the quality positions .

• Areas where employees were making errors were incorporated into training .

A group of five dedicated quality  
 specialists achieved dramatic 

gains at Syracuse, NY-based Upstate 
University Hospital, including put-
ting accounts receivable at less than 
30 days.

After the department went live 
with the Epic electronic record 
system several years ago, accounts 
were sent to work queues in real time 
so that errors could be fixed before 
claims were sent out. All supervisors 
managed their own accounts when-
ever they could find a spare moment.

“Within a few weeks, that became 
overwhelming. We knew we had 
to change our approach,” Shelley 
White, director of patient access 
services, recalls.

It became apparent that a desig-
nated quality team could produce 
a dramatic effect on the overall rev-
enue cycle. “It was an ‘aha’ moment. 
It’s a lot more efficient to have a few 
people who do this well,” White says.

Finding the resources for the 
new positions was the first step. “I 
knew I couldn’t just go ask for six or 
seven more FTEs [full-time employ-
ees]. But it was so important to me 
to make this happen,” says White, 

who devised the idea of reassigning 
existing FTEs to a designated quality 
role. “We had people throughout the 
department experienced at working 
on these accounts. I was able to take 
experienced registrars with seniority 
and technical skills, and move them 
into these promotional roles.”

The team of four people, who 
are at a supervisory pay grade level, 
go through work queues, conduct 
quality assurance for new hires, 
and audit accounts. “No longer are 
supervisors doing that only if they 
can get to it,” White says. “That was 
really where it became successful — 
it was no longer just one more task 
of a busy supervisor.”

The quality team review has 
avoided scores of claims denials by 
fixing errors on accounts. “Having 
the team on these accounts every 
single morning to make sure there is 
no delay in claims has been instru-
mental in the revenue cycle’s suc-
cess,” White says. “If there’s any kind 
of questionable error, they fix it.”

White says that given time, she 
probably could have obtained suf-
ficient data to justify adding new 
FTEs for the quality roles. “At the 

time, I needed to act fast and come 
up with resources,” she says. “But the 
payoff has been ten-fold.”

Rapid-fire Changes

Targeted audits are conducted to 
see how employees are handling new 
requirements, such as the Medicare 
Outpatient Observation Notice. 
“That has helped us immensely, with 
the constant new regulations coming 
our way,” White says. “All of us in 
patient access are experiencing rapid-
fire changes.”

The quality team identifies chal-
lenges the employees are facing. “We 
have real-time information on what 
we are doing well and what we are 
not doing as well,” White explains, 
noting that training targets problem 
areas. “We refine policies, whether 
administrative or departmental, 
based on the quality team’s feed-
back.”

At times, quality scores dip 
because of a new regulation or other 
process change. It’s not because over-
all quality has declined, she says. 

“If our total accuracy score is 
sometimes not at a number that 
we think would be acceptable, it’s 
because we are getting nitpicky,” 
White admits. Recent areas of focus 
have included legibility of scanned 
documents and whether a consent 
was properly witnessed. “While these 
things technically don’t cause a bill 
edit, we have really gotten ‘into the 
weeds’ in areas we didn’t previously 
look at,” White says. Here are some 
other benefits of the department’s 
quality team:
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Give Struggling New Hire Chance to Turn  
Things Around
Face time can make all the difference 

• New hires can strive to move 
into quality roles.

“You can be a registrar, do a good 
job, have your seniority, and hope-
fully move to this team over time,” 
White says. 

• Cross-training allows the qual-
ity team to fill in during sudden 
volume surges in the ED or other 
registration areas.

“Even though I don’t want to use 
them on a regular basis to fill staffing 
voids, there are times when we really 
need them to plug in some gaps,” 
White says.

• It has shifted the department’s 
overall focus to quality.

“We do everything possible to 
remind people of quality,” White 
says. Data on employee performance 
are covered during a monthly meet-
ing with a supervisor. “We created 
a database, which at the moment is 
pretty manual. Out of that, we get 
an employee scorecard,” White says.

Supervisors no longer meet with 
employees only if there’s a prob-
lem — they do so to continually 
emphasize quality. “It may just be a 
10-minute meeting, but it’s a dedi-
cated time to meet,” White says. “We 
get so busy sometimes that you meet 
with the problem employees and you 
forget the top performers.”

New hires are expected to hit 
certain performance targets, and this 
is taken seriously. Some recently have 
failed probation. “It sent a message 
that it’s no longer a ‘warm body’ 
syndrome,” White says. “We lay out 
every resource you can imagine to 
help them. But you can no longer 
just kind of skate by.”  n

SOURCE
• Shelley White, Director, Patient 

Access Services, Upstate University 

Hospital, Syracuse, NY . Phone: (315) 

464-5035 . Fax: (315) 464-5062 . Email: 

whites@upstate .edu .

A new registrar at Lewes, DE-based  
 Beebe Healthcare struggled after 

completing his required training. 
He did not come from an insurance 
background and, too frequently, the 
registrations he completed contained 
errors. However, he was very courte-
ous and worked quickly.

Understanding that the informa-
tion registrars are required to know to 
perform their job can be overwhelm-
ing for some, leaders met with the 
employee to discuss the situation.

“Thankfully, this employee recog-
nized his struggles and was humbled,” 
Maurice T. Winkfield, director of 
patient access, recalls. The employee 
received additional training, real-time 
support on the floor, and an extended 
probationary period. “That gave us 
time to determine if he was going to 
make it,” Winkfield says. “Thankfully, 
this person caught on and improved, 
growing into one of the best registrars 
we have.”

Patient-access managers now 
schedule a monthly 30-minute 
meeting with each employee. “These 
one-on-ones are a great opportunity 
to find out a lot about the employee 
— personally and professionally,” 
Winkfield notes.

Since the meetings occur regard-
less of how the employee is perform-
ing, there’s no negative connotation. 
“It allows for feedback to be given 
constructively, without it feeling like 

being called into the principal’s of-
fice,” Winkfield adds.

Top Pain Points

Although Rose Bonet, patient-
access director at SCL Health in Den-
ver, schedules performance reviews at 
least quarterly, she acknowledges it’s 
difficult to find the time. 

“Many patient-access associates 
struggle to stay invested without this 
review time,” Bonet laments. Here, 
leaders share the top areas with which 
staff struggle:

• Accurate completion of 
Medicare as Secondary Payer 
questionnaires.

“Many associates do not complete 
these correctly because of lack of 
understanding,” Bonet explains. “This 
a challenging area, but is also easily 
corrected.”

• Collections.
Although many registrars flounder 

“MANY PATIENT-
ACCESS 

ASSOCIATES 
STRUGGLE TO 

STAY INVESTED 
WITHOUT THIS 
REVIEW TIME.”
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Leaders Share Top KPIs
 Maurice T. Winkfield, director of patient access at Beebe Healthcare, 

names these as the top key performance indicators (KPIs) for his department:

• For centralized registration and ED: registrations per hour and average regis-

tration time;

• For schedulers: call handling time, scheduled appointments, and calls an-

swered per hour .

• For the entire department: registration accuracy rates (all staff are expected 

to hit 98% accuracy rates) and point-of-service collections .

 Patient access leaders at Reading (PA) Health System focus on three areas 

when giving feedback to individual employees . These are collections, registra-

tion accuracy, and patient satisfaction .

 “This is linked to their performance expectations and annual performance 

appraisal goals,” notes Paige Popp, director of patient access .

 In addition to these three KPIs, feedback on individual productivity is a 

major focus . “We have used multiple approaches to drive improved results,” 

Popp says .

 Recently, employees were entered into a gift card drawing if they ex-

ceeded their collections compared to the previous month . “This incentivized 

some of our employees who previously collected less than their peers,” Popp 

reports . “As each employee strives to achieve more, the entire department 

benefits .”

 The department also uses trivia contests to test employees’ knowledge 

of key topics . The winners are given gift cards . This sharpens employees’ skill 

sets .

 “It also challenges others to become educated on the subject or process,” 

Popp notes . “This results in a group of higher-performing employees .”  n

with collecting money at first, it’s 
something that’s easily measured and 
improved. 

“Tools for this include scripting — 
especially for overcoming objections 
— understanding insurance benefits, 
and associate shadowing,” Bonet 
offers.

Leaders realize that collecting 
money from patients is intimidating 
for some registrars. 

“Offering incentives seems to as-
sist, especially when the incentives are 
generous, clear, and goals are attain-
able,” Bonet says.

• Multitasking.
Registrars act as a receptionist, a 

cashier, give directions, and escort 
patients, among many other roles. 
“Learning how to prioritize those 
tasks — and when to call for help 
when you have 15 people waiting to 
be registered — is something a lot of 
staff struggle with,” Winkfield notes.

• Productivity.
Beebe’s patient access department 

recently conducted a Lean initiative 
for the registration process and found 
all kinds of distractions caused delays. 

“Phones ringing, patients walking 
up to ask questions, or getting up to 
obtain forms all limit the amount of 
registrations someone can complete 
in a given shift,” Winkfield explains. 
The department is switching to a 
standardized process that limits the 
amount of movement the registrar 
makes.“We tested this at one of our 
sites,” Winkfield says. “We saw im-
mediate results and increased registra-
tions per staff member.”

Bonet posts metrics for productiv-
ity and collections publicly, with the 
employee’s name visible to colleagues. 

“As an associate who promoted up, 
I like transparency in metrics,” Bonet 
says. “I have even seen positive peer-
to-peer coaching as a result of this 
level of transparency.”

At Reading (PA) Health System, 

whether the employee’s name is 
posted publicly depends on how well 
a particular patient access team is 
performing. Patient Access Director 
Paige Popp finds transparency works 
very well for high-functioning teams. 
“In addition to recognizing the out-
standing individual performances, we 
openly share individual productivity 
results with the team,” she says. This 
creates healthy competition within 
these high-performing teams. 

“However, we also have some 
teams that are not as high-function-
ing, and individual comparisons 
become more sensitive,” Popp says.

Winkfield distinguishes between 
the type of metric shared. Collection 
totals have been excellent motivators. 
When it comes to quality or produc-

tivity, though, it’s a different story. 
Because morale is affected negatively 
for low performers, he avoids direct 
comparisons: “It hurts the team 
dynamic.”  n
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Data Reveal Top Causes of Duplicate Records
More than one strategy needed

Department Boasts Low Error Rate
Leaders credit audit trails and productivity reports

At Nationwide Children’s  
 Hospital in Columbus, 

OH, patient access employees are 
assigned a number so they can see 
anonymously how they perform 
against monthly productivity reports.

“These show the number of calls 
taken, the error rate, and customer 
service quality score,” Ila Kartavich, 
director of patient access and central 
scheduling, reports.

In central scheduling, the time 
from when the phone rings until it’s 
answered is a key metric. “We want 
it to be 25 seconds. For our aban-
donment rate, we strive to hit 4%,” 
Kartavich says.

If a provider believes an error was 
made in pre-registration or schedul-
ing, it’s reported electronically to 
patient access trainers.

“We look at the audit trails in 
Epic to see if it was truly an error. If 
so, we do additional training,” Karta-
vich says. “We have a 1% error rate. 
We take that very seriously.”

Often, it turns out there was no 
error. A parent might report hear-
ing the incorrect appointment time 
or location, but a review of the call 
shows the scheduler gave the cor-
rect time. “Sometimes, we find it’s a 
system error,” Kartavich notes.

If a complaint involves rudeness 

on the part of a staff member, and 
the supervisor feels this is a valid 
concern after listening to the call, the 
call is played back for the employee.

“We discuss how we would have 
handled it differently,” Kartavich 
says, noting trainers pull five random 
calls for every scheduler each month. 
“We listen for all benchmarks, and 
they are graded on that.”  n
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Duplicate medical records are 
one of the most dangerous and 

costly problems in patient access, but 
finding the root cause can be surpris-
ingly difficult.

Researchers examined the un-
derlying causes of duplicate records 
using a multisite data set of 398,939 
patient records with confirmed 
duplicates.1 Some key findings of the 
analysis, which examined reasons 
for data discrepancies between those 
record matches, include:

• the field that had the great-
est proportion of mismatches was 
the middle name, accounting for 
58.30% of mismatches;

• the Social Security number was 
the second most frequent mismatch, 
occurring in 53.54% of the duplicate 
pairs;

• most mismatches in the name 
fields were the result of misspellings 

(53.14% in first name and 33.62% 
in last name), or swapped last name/
first name, first name/middle name, 
or last name/middle name pairs.

These findings didn’t surprise the 
study’s lead author, Beth Haenke 
Just, MBA, RHIA, FAHIMA, 
founder and CEO of Just Associates, 
a Centennial, CO-based consulting 
firm specializing in data integrity 
and data quality. She discovered 
similar results in a previous study 
conducted in 2007.

“The one data issue that improved 
from then until this recent study was 
the accurate capture of the patient’s 
date of birth,” Just says. “I believe 
this is due to the large emphasis 
over recent years on positive patient 
identification.”

Just would like to see patient 
access departments incorporate the 
findings into their training programs.

“If patient access staff understood 
more clearly the top data capture 
challenges and their impact on 
duplicate record creation, their 
data capture quality would 
increase,” she says. Just offers these 
recommendations:

• Capture the patient’s legal 
name accurately.

Nearly 50% of all duplicate 
records feature a discrepancy in the 
last or first names, some with both. 
“Nicknames and misspellings are 
common issues, and of course, the 
last name changes for women and 
some children,” Just says.

• Query the patient or parent 
about prior names used.

• Obtain a legal document from 
the patient, such as a driver’s li-
cense, and use that for entering the 
patient’s name.

• Ask the patient, “Have you 
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ever been here before?,” and 
define the locations that “here” 
covers.

If the patient says “Yes,” and the 
registrar does not find the patient 
when searching the database, fol-
lowing up with a question such as, 
“Have you ever been here under 
another name?” is important.

• Obtain the patient’s full 
middle name.

“This is key to ensure there are 
enough data points captured on 
each record to uniquely identify 
the patient,” Just explains. In her 
view, it all starts with staff train-
ing. “I find that when registrars and 
schedulers understand that they are 
actually creating the patient’s medi-
cal record when they add a new 
person to the database, their quality 
increases,” Just says.

Adding technology solutions, 
such as an advanced record-match-
ing algorithm and biometrics, 
is equally important. “This is a 
complex issue requiring multiple 
strategies,” Just adds.

Human Error

Deirdre LeBlanc, MS, RHIA, 
vice president of Health Informa-
tion Management (HIM) at Park-
land Health and Hospital System 
in Dallas, says biometrics, such as 
palm scanning, iris scanning, finger-
printing, and headshots of patients 
attached to their electronic health 
record, are important tools to 
prevent duplicate medical records. 
The same is true of technology that 
flags information that appears to be 
similar to another record, so that it 
can be reviewed. 

“That being said, those tools are 

only as good as the person paying 
attention to such alerts and using 
the tools,” LeBlanc warns.

A registrar may rush through 
the process to meet productivity 
standards, bypass alerts, misspell a 
patient’s name, or transpose num-
bers on a patient’s date of birth. 
“Human error is the most common 
cause of duplicate medical records,” 
LeBlanc notes. She suggests these 
approaches:

• using two to three patient 
identifiers when registering patients;

• creating and enforcing ad-
equate accountability measures;

• providing sufficient education 
of staff on the consequences related 
to duplicate medical records.

HIM monitors duplicate medi-
cal records closely, to identify any 
trends in registration areas. “We 
report that information back to pa-
tient access leadership for resolution 
and further education of registrars,” 
LeBlanc says.  n
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