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Complaints Are Opportunities  
to Solve Problems Permanently

Sometimes, a patient who checked 
in later than others gets called 
back ahead of others who checked 

in earlier. At Cooper University Hospital 
in Camden, NJ, one patient was upset 
enough about a situation like this to com-
plain to staff.

A patient access leader apologized and 
offered an explanation. Further, the de-
partment conducted a root cause analysis 
to find out what really happened. They 
examined the arrival time of each patient, 
which was time-stamped electronically, 
and the patients’ procedure time and loca-
tion. It turned out there was a very simple 
explanation: The other patient was going 
to a different location. This happened 
often, since the same waiting area is used 
for multiple patient types. 

“It became obvious an explanation 
needed to be a part of routine scripting to 
avoid patient dissatisfaction,” says Pamela 
Konowall, CHAM, assistant director of 
healthcare access at Cooper University 
Hospital. Today, registrars explain to 
patients that multiple patient types arrive 
each day. If any service area is running be-
hind schedule, registrars say so. “A patient 
for OR may have arrived after a GI patient 
and is taken to their destination first,” Ko-
nowall says, noting that patients no longer 
assume someone is jumping ahead of 

them. “A simple explanation such as, ‘That 
patient is going to a different destination’ 
avoids dissatisfaction. Communication is 
of the utmost importance.”

Understanding the root cause of a 
complaint is “vital,” according to Maurice 
Winkfield, director of patient access at 
Beebe Healthcare in Lewes, DE. This tells 
patient access if the feedback is related 
to a specific site, process, or employee. 
“We make a point of tracking our patient 
complaints across all of patient access,” 
Winkfield reports. “We review them 
regularly to ensure there are no trends or 
patterns forming.” 

During a root cause analysis, Cooper 
University Hospital’s patient access leaders:

• verify the patient’s arrival time to
identify if the patient was late or too early;

• determine if staff skipped the patient
inadvertently;

• establish whether patients are regis-
tered quickly (two to five minutes);

• resolve excessive delays in registration
areas;

• discover why if a unit was running
behind;

• learn whether patients were updated
with an anticipated time they’d be going to 
the unit.

Recently, Beebe Healthcare noted a 
surge in complaints. Patients were asking 
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for multiple providers not listed on the 
order for testing to receive their results. 
“We started receiving complaints from 
patients, providers, and our quality 
department,” Winkfield says. 

Providers complained that results 
weren’t received because patients forgot 
to list them. Quality complained that 
incorrect providers were listed because 
the patient only knew the doctor by 
last name. 

“This kept leading to misdirected 
results,” Winkfield explains, which 
he says opened the door for potential 
violations of privacy regulations. 

The department switched to a stan-
dardized request form. “Patients need 
to complete it if they want their results 
sent to any provider not listed on the 
original order for testing,” Winkfield 
notes. 

Jason Guardado, patient access 
services manager at Montefiore Nyack 
(NY) Hospital, says failure to institute 
formal prepayment policies (or an 
inability to enforce such policies) is a 
common root cause. Inadequate staff-
ing resources during peak service times 
is another.

“A root cause analysis addresses the 
true source of the issue rather than 
placing a temporary fix to address the 
complaint,” Guardado says. 

Actions intended to address a single 
complaint provide short-term damage 
control. “But failing to address where 
the issue truly lies can result in repeat 
occurrences of the same issue,” Guar-
dado adds.

Patients who are not informed of 
copay or coinsurance amounts due for 
a scheduled procedure might com-
plain about the unexpected expense at 

registration. A full or partial waiver of 
the copay amount may be granted as a 
patient satisfier.

“However, the ongoing issue of 
timely notification of patient responsi-
bility is not being addressed,” Guar-
dado says. 

What’s needed instead is a policy, 
one that clearly defines the timing 
of prepayment and point-of-service 
collection efforts. It should include 
defined time frames for communicat-
ing with the patient, offering payment 
options and financial assistance, and 
following up with reminders prior to 
service date.

“This generates an institutional 
platform on patient financial educa-
tion, which correlates with excellent 
customer service,” Guardado offers.

Now, there is an expectation of 
payment for services prior to, or at the 
time of, services rendered. However, 
this remains a challenge for patient 
access because of patient pushback. 
“Patients need to be educated and 
clearly informed,” Guardado says.

To head off complaints, patient 
access staff should explain why the 
need to collect prepayment is beneficial 
for the patient. Further, staff should 
make it clear that collecting preservice 
is important for the hospital to remain 
financially viable.

 “If there is no formal communica-
tion and enforcement of the expecta-
tion to collect, successful attempts for 
collections will not occur,” Guardado 
warns. “You can bet a patient’s anxiety 
levels will go through the roof if they 
are informed for the first time of a 
hefty out-of-pocket expense on the day 
of a procedure.”  n
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“GOING THE 
EXTRA MILE FOR 

THE PATIENTS 
REALLY HELPS 

IN INCREASING 
SATISFACTION 

SCORES,” 
TERHUNE ADDS.

Florida Facility Shows High Satisfaction Scores 
Possible in ED

Patient satisfaction scores of at 
least 90 out of 100 have been 

maintained at Sarasota (FL) Memorial 
Healthcare’s two EDs for several years. 
“The few hits we have taken on surveys 
are related to asking for insurance or 
payment,” reports Vanessa Gordon 
Lewis, MBA, CHAM, patient registra-
tion manager.

Upfront collections totaled more 
than $1.3 million in 2017 at the two 
EDs. One reason is the emphasis on 
collections for all new hires. 

“We maintain our collection goals 
and customer satisfaction scores because 
we provide adequate training,” Lewis 
says. Sarasota Memorial Healthcare 
achieves high satisfaction in the chal-
lenging ED setting, even while continu-
ing to emphasize collections, for a few 
reasons:

• Staff are accurate. 
“We take time with our new hires 

on how to read the eligibility response,” 
Lewis says. Staff can determine what 
the patient’s financial responsibility is, 
and give accurate information on out-
of-pocket costs.

• Staff are compliant. 
Newly hired ED registrars are 

thoroughly trained on the Emergency 
Medical Treatment and Labor Act. 
Registrars do not ask for any payment 
until a provider sees the patient.

“If the patient is unable, you do not 
want to push the topic to where they 
feel pressured or as though they will not 
be treated for inability to pay,” Lewis 
adds.

Once new hires are working in the 
ED, they’re continually reminded of 
expectations to collect. 

“We also have a registration bonus 
as an incentive,” Lewis notes. Meeting 
collecting goals is one way the registrar 
achieves the bonus.

• Staff are consistent. 
“We provide scripting on how to 

have this conversation with the patient 
while still providing excellent customer 
service,” Lewis explains.

Staff members use this script: “In 
reviewing your benefit information, you 
have an ED responsibility of a $200 
copay. How would you like to take care of 
this today?”

If the patient is unable to pay the 
full amount, staff ask for a portion of 
the amount. If the patient is unable to 
pay anything, staff provide a payment 
slip with their visit information and a 
self-addressed envelope to mail the pay-
ment. Staff members ask the patient to 
mail the payment within four business 
days.

“Ultimately, to be successful with 
collections, you just have to ask the 
patient,” says Tabatha Terhune, pa-
tient registration assistant manager at 
Sarasota Memorial Healthcare. Staff are 
efficient, but they’re also compassionate.

 “If I had to name a specific pain 
point, there are those patients who, no 
matter how many times they present, 
aren’t very happy when we get to asking 
for their responsibility,” Lewis says. 

Registrars are trained to always ask for 
payment, but they stop short of pressur-
ing the patient to pay. 

• Staff nail timing. 
It is important to approach the con-

versation at the most appropriate time 
for the patient. “If they are in excruciat-
ing pain, you would want to wait until 
they are more stabilized to approach the 
topic,” Terhune offers.

The department doesn’t receive 
many complaints about its collection 
practices. Those who complain have ob-
jected to staff collecting in the ED at all. 
Some recent survey comments reflect-
ing this mindset include: “The priority 
should be the patient, not their insur-
ance,” and “The clerk could see I was in 
severe pain, but insisted on asking me 
questions and getting a payment.”

These negative comments reflect 
the difficulty of engaging in a financial 
conversation in the ED. “But if you 
take extra steps to make them feel as 
though you are helping them, they are 
likely to have a positive experience,” 
Terhune says.

Some patients share their apprecia-
tion for the help they’ve received from 
ED registrars. One self-pay patient 
explained that her son was uninsured 
due to custody issues, with neither par-
ent obtaining insurance. “Rather than 
make the patient feel as though all that 
is cared about is payment, we provided 
resources from the patient assistance 
team to help them get assistance,” Ter-
hune reports.

Another happy patient reported that 
the registrar went out of her way to help 
by calling the insurance plan to get in-
formation faxed. “Going the extra mile 
for the patients really helps in increasing 
satisfaction scores,” Terhune adds.  n
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When Patients Call for Price Quote,  
Offer Education With Estimate

If patients call to request a price 
estimate at one hospital, they’re prob-

ably calling other hospitals, too. Some 
patients will pick the service at the 
cheapest price quoted, but this doesn’t 
tell the whole story.

“There are so many competitors. 
Families need to have the sense that 
they are the decision-makers,” says Sta-
cy Hutchison-Neale, CRCR, CHAA, 
preauthorization department supervisor 
at Nemours/Alfred I. DuPont Hospi-
tal for Children in Wilmington, DE. 
Patient access staff at Trinity Health in 

Livonia, MI, use automated tools to 
provide estimates to patients online, 
over the phone, or in person. “The 
more detail the patient can provide, the 
more accurate the estimate,” says Linda 
Schaeffer, vice president of patient fi-
nancial services. To get a more accurate 
estimate, Schaeffer says “we compare 
to our negotiated payer contracts and 
claims data history.” 

There are two issues Hutchison-
Neale sees regarding price estimates:

• Patients don’t provide enough 
information. “Patients, when calling 

around, do not have the correct CPT 
codes for the procedure that they are 
requesting,” Hutchison-Neale says. Staff 
explain that they need more than just a 
generic description of the service to give 
an accurate estimate.

• Things can change. Some-
times, price estimates given preservice 
change because additional procedures 
are necessary. For instance, a patient 
may be under anesthesia longer than 
anticipated, or a condition is discovered 
that surgeons must address during the 
procedure.

Strengthen Communication Between Patient  
Access, Clinical Areas

When tension arises between clini-
cal areas and patient access, poor 

communication usually is the culprit.
“Friction can occur with two dif-

ferent reporting lines,” says Brenda 
Pascarella, MS Ed, CHAM, associate 
director of patient access at Albany 
(NY) Medical Center. “Often, admin-
istrative staff are entrenched in clinical 
areas but report to a different manager.” 
For example, patient access staff work 
side by side with clinicians on bedside 
registrations in the ED.

“Open and ongoing communica-
tion is essential,” Pascarella says. Patient 
access meets regularly with clinical areas 
that they interact with frequently. “In 
our nonpatient lab stakeholder meet-
ings, we discuss workflow changes that 
may impact our staffing,” Pascarella 
notes. 

If patient access is informed 
of the time of specimen drop-offs 
or additional business coming in, 
staffing can be adjusted as needed. 
“Mutual respect for each other’s roles 

in the patient experience is essential,” 
Pascarella stresses.

If patient access builds a strong rap-
port with clinical directors, “they will 
trust your leadership,” says Kim Rice, 
MHA, director of patient access and 
communications at Shasta Regional 
Medical Center in Redding, CA. 

Clinical leaders want to see that 
patient access takes care of issues imme-
diately. Some examples include:

• Delays in preoperative appoint-
ments. If patient access is running 
behind, wait times increase for preop-
erative or other clinical departments 
that are waiting for the patient.

“This scenario is not always avoid-
able, due to patients running late 
themselves,” Rice notes. Patient access 
contacts the clinical team to warn them 
of delays. “Giving them a heads up 
when we foresee a bottleneck in flow 
can usually keep the clinical staff from 
getting too upset,” Rice reports.

Concurrently, additional staff are 
pulled from other registration areas to 

unclog bottlenecks. “It gets the flow 
caught up, and keeps the clinical staff 
happy,” Rice adds. “They often don’t 
even know we were behind due to an 
increase in patient check-ins.”

• Delays in admitting patients to 
the floor. “If we don’t admit the patient 
timely, the clinical staff can’t access the 
account,” Rice says.

It’s important that patient access 
staff members understand how their 
role affects other areas of the hospital. 
Otherwise, says Rice, “they will not 
know the trickle-down effect their work 
has on the clinical team.”

• The incorrect status entered in 
the computer. For instance, an order 
may have been for an inpatient, but it 
was incorrectly entered as observation 
or same-day surgery. This is a red flag 
on which a registrar needs some ad-
ditional training. 

“Making the correct admission 
status to match the physician order is 
critical, as it determines room charges,” 
Rice says.  n
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People Skills Top List of Vital Patient  
Access Training

With a greatly expanded, broader 
role, different expertise, includ-

ing “people skills,” has become impor-
tant for patient access. Patient access 
leaders share their must-have abilities:

• Conflict management. How have 
you managed conflict with a patient, 
co-worker, or supervisor? Patient access 
applicants at St. Joseph’s Wayne Hos-
pital and St. Joseph’s Regional Medical 
Center in Paterson, NJ, always field this 
question.

“This lets us know how the candi-
date views the work environment, and 
how they problem-solve,” says Sandra 
N. Rivera, RN, BSN, CHAM, director 
of patient access. 

Candidates usually give an example 
of a conflict they experienced at their 
current job, such as handling a patient’s 
anger over a copay question. “We are 
looking for how they describe the is-
sue,” Rivera notes.

A good response? The applicant lis-
tened carefully to the patient, did their 
best to help the patient, and involved 
a supervisor if needed. A concerning 
response? The applicant blamed the is-
sue on staffing problems, or shifted the 
blame to someone else.

Managing conflict is a top priority 
for patient access leaders at Beaumont 
Hospital-Royal Oak (MI), too. “We 
look for examples that they took action 
to defuse the situation, that there was 

resolution, and that they learned from 
the experience,” says Suzanne Sharron, 
director of patient access and registra-
tion. When searching for information 
about conflict management, hiring 
managers can ask questions such as:

1. Tell me about a time with a cus-
tomer that, looking back, you wished 
now you had handled differently. What 
happened and what was the outcome?

2. Tell me about a time you had a 
conflict or difference of opinion with a 
co-worker or manager. How did it turn 
out?

3. Please describe the most stressful 
work situation you have been involved 
in. How did it play out?

4. What irritates you about other 
people? How do you deal with it?

“Good responses include situations 
with an angry patient where [the ap-
plicant was] able to hold their temper, 
focusing on key facts, empathizing, and 
remaining calm,” Sharron notes.

To improve conflict management 
skills in patient access staff, new hires 
participate in role-playing exercises. 
“Our educators act as angry patients or 
co-workers,” Sharron says. Common 
scenarios include: a hostile patient who 
has been waiting 10 minutes to register, 
a patient who works in the healthcare 
field telling hospital employees they’re 
not doing a good job or how to do 
things better, and an impatient family 

member complaining that parking was 
too far away. 

• People skills. “It is important 
that you have friendly, caring, person-
able staff that are not afraid or mean 
when speaking to patients about these 
difficult topics,” says Tracey Shetter, 
CHAM, manager of enterprise patient 
access call centers at WellSpan Health in 
York, PA.

Not everyone is cut out to interact 
with patients. “There are people who 
are best suited to work behind the 
scenes,” Shetter notes.

As the “face” of the organization, 
patient access needs “a strong passion 
for people and their care,” says Selena 
R. Wynn, MBA, CHAA, manager 
of revenue management at Emory 
Healthcare in Atlanta. Primary duties 
for patient access entail a great deal of 
in-person contact, including schedul-
ing, registration, financial counseling, 
precertification, and collections.

“Working in this field can become 
very overwhelming from time to time,” 
Wynn laments. Patient access staff need 
to show empathy to people who often 
are ill, tense, or anxious about their 
health or their finances.

“My experience in leadership has 
changed my whole perception about 
the hiring process,” Wynn reports. Sur-
prisingly, the best recruits are those with 
minimal healthcare experience. Much 

Patient access staff explain that an 
estimate is based on the information 
that’s known at that point, and can 
change based on medical needs. 
“Families have a misunderstanding 
that an estimate is their final cost,” 
Hutchison-Neale notes. Education 
about benefits from the very first 
contact “is very important,” Hutchison-

Neale adds. “Provider and facilities 
should have educated, confident 
patient access staff.” Price-shopping 
patients often encounter patient access 
staff who don’t seem fully confident 
in the information they’re providing. 
Sometimes, staff are unsure who to 
direct the caller to for assistance. “The 
families automatically begin to question 

the estimates and accuracy,” Hutchison-
Neale reports. This is where education 
comes into play. It gives an impression 
that the hospital cares not just about the 
person’s medical well-being but their 
financial well-being, too, Hutchison-
Neale offers. “They are more likely to 
have services where they get the full 
package.”  n
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MOST PATIENTS 
CARRY 

UNPLEASANT 
MEMORIES OF 
SITTING IN A 
CROWDED ED 

WAITING ROOM.

more important? An extensive customer 
service background and eagerness to 
learn.

“While you can train on a particular 
skill set, you want to make sure their 
character is a good fit for the position in 
such a diverse working environment,” 
Wynn adds.

• Familiarity with legislative 
changes. “A great example is 
observation,” says Kim Horoski, MBA, 
department head of patient access 
at Brookhaven Memorial Hospital 
Medical Center in Patchogue, NY. It 
wasn’t enough for patient access staff 

to understand the process of classifying 
a patient as observation in the system; 
staff also needed to be familiar with the 
consent forms for observation. 

“That was still not enough,” Horoski 
says. “They needed to be fluent in the 
reason for observation.” This becomes 
important to ensure the claim isn’t 
denied. Staff also needed to explain to 
patients what observation status means 
in terms of their coverage. “Patients will 
ask questions of that nature. That is 
inevitable,” Horoski adds.

Horoski has found patient access 
training in a quickly changing 

healthcare environment needs to be 
“more robust.”

You should be creating a manual 
that can be a living document, chang-
ing as the healthcare climate adapts,” 
she offers. Staff need to be familiar 
with the Patient’s Bill of Rights and any 
other hospital signage.

To address escalating training needs, 
Horoski created a mentor program. “It 
helps to build a bond with someone 
in the department who can be the 
shoulder to cry on during difficult times 
and a hand when help is needed,” she 
says.  n

Online ED Registration ‘Puts Patient in Control’

More hospitals are allowing patients 
to make “reservations” to be seen 

in the ED at an estimated time. Regis-
tration processes are changing to reflect 
this new patient-centric approach.

When an online check-in process 
was implemented at Shelby Baptist 
Medical Center in Alabaster, AL, “ini-
tially, we had some bumps in the road 
to work through,” says Chief Strategy 
Officer Cristine Ferguson.

These mostly involved communica-
tion glitches regarding patients’ expected 
arrival times. “A few things were done 
to help improve the handoff processes,” 
Ferguson reports. “These were relatively 
simple changes, but proved effective.”

To eliminate confusion, the person 
who enters the patient into the system 
now initials the paper form before it’s 
handed off to the next person. Secondly, 
the paper form is filed in a designated 
place while waiting for the patient to 
arrive. Lastly, a field was added to the 
system so registrars can check a box 
indicating the patient checked in online.

“Once we worked out the kinks, 
the process is really no different than 
registering a patient in person,” Fergu-
son notes. Online check-in positively 

affected ED registration patient satisfac-
tion immediately. “We have been able 
to collect many positive comments 
through this tool that we may not have 
otherwise received,” Ferguson explains.

Most patients carry unpleasant 
memories of sitting in a crowded ED 
waiting room for hours. They really ap-
preciate waiting in the comfort of their 
home for non-emergent problems. “It 
puts the patient in control of his or her 
care,” Ferguson adds.

Everyone who uses online check-in 
with a valid email address receives a sur-
vey. Many patients compare it favorably 
against their previous ED visits. “We get 

lots of feedback suggesting that a person 
was using the tool for the first time, and 
how much better the experience was 
as a result,” Ferguson says. Most online 
check-in patients are seen within 10 
minutes of arrival. “For the 2018 year 
to date, 94% of patients who used the 
online scheduling tool said they would 
recommend it to others,” Ferguson 
reports.

Online check-in also is used as a 
screening tool based on the patient’s 
stated symptoms. Sometimes, patients 
register online when they actually 
need to be seen without delay, such as 
those with possible symptoms of stroke 
or heart attack. “Based on the stated 
symptoms, the triage nurse makes the 
determination if the patient needs to be 
called to come in immediately,” Fergu-
son says.

Occasionally, patients who checked 
in online arrive at their appointed time, 
only to have to wait for care anyway. 
This usually happens because of a surge 
in unscheduled, high-acuity patients. 
“Luckily, most people are empa-
thetic when we explain the unexpected 
emergency that has caused the delay,” 
Ferguson notes.  n
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Use Caution When Communicating by Text
Patients receive communication 

when and how it’s most conve-
nient for them; they want the same 
from patient access.

“Society today is more mobile, thus, 
demanding communications ‘on the go’ 
and equally mobile,” says John Woerly, 
RHIA, CHAM, FHAM, principal 
director of Accenture Health Practice.

The biggest challenge for patient 
access? To accurately capture contact 
information. “Getting the patient’s 
preferences for mode of contact right is 
key,” Woerly says.

However, texting and emailing in-
formation can lead to complaints if not 
handled appropriately. 

“We need to be respectful that if 
the patient does not want emails that 
we follow these restrictions,” Woerly 
advises, noting that the same is true of 
texting. “We need to utilize this com-
munication pathway sparingly to be 
respectful of those individuals who may 
not like this interruption.”

Generally, texting should convey 
“must-have” information in a profes-
sional, concise manner. When it comes 
to texting, examples may include 
appointment reminders, directions to 
service sites, and delays or adjustments 
to appointments. 

“Again, it is important that we 
respect the patient’s preference,” Woerly 
adds.

Increasingly, consumers want 
digital-based health services, which is 
shaping a new care model, Woerly says. 
The new-look model allows patients to 
use intelligent technologies to not only 
locate doctors but also learn more about 
and participate in healthcare delivery, 
according to a survey conducted by 
Accenture.

 The survey results show that survey 
respondents use several digital self-
service tools to manage health. For 
instance, 41% use mobile and tablet 

health apps. Twenty-one percent ac-
cessed their electronic health record 
over the past year, primarily to obtain 
information on test results or their 
prescription history.

“People are becoming more accept-
ing of technologies having a significant-
ly greater role in their overall medical 
care,” Woerly says, noting that this 
includes artificial intelligence, virtual 
clinicians, and home-based diagnostics.

“Driven by experiences outside of 
healthcare, consumers increasingly 
expect to use digital technologies to 
control when, where, and how they 
receive care services,” says Pablo San-
chez Cassinello, who leads Accenture’s 
health practice in Spain.

Leading-edge revenue cycle opera-
tions are taking note of this. “They’re 
moving toward a higher level of auto-
mation,” Woerly says. One example 
is robotics process automation (RPA). 
This technology can screen accounts to 
determine eligibility for financial assis-
tance, eliminating the need for manual 
review. Another example is artificial 
intelligence (AI) used for scheduling, 
billing, and collections.

“Patients are looking for experiences 
that mirror what they are getting in oth-
er aspects of their life,” Woerly explains. 
He says factors for success include time 
to research customer requirements and 
solutions, funding and organizational 
commitments, successfully designing 

and deploying the technology to meet 
business needs, consideration of all 
operational impacts (including people 
and processes), and deploying change 
management methodologies.

“This is a journey, and will not be 
done overnight. One size does not 
fit all,” Woerly advises. It’s necessary 
to customize technology to meet the 
department’s business requirements. 
For instance, a large health system may 
consider using RPA and AI to generate 
staff work schedules, based on his-
torical volumes, employee preferences, 
employee skill sets, requested time off, 
or other criteria. 

“Bots can compare scheduled work 
time to actual work time, providing 
needed information for employee evalu-
ation discussions,” Woerly notes.

• New job descriptions, role 
changes, and staff training to align 
with technology. 

In the future, patient access staff 
may be editing data rather than con-
ducting traditional patient interviews. 
But cases that fall out of the “norm” still 
require human interaction and personal 
attention. “Although technology skills 
are important, we cannot lose positive 
behavioral skills,” Woerly notes.

• Transparency about upcoming 
changes and how they’ll affect staff. 

“It is evident that most healthcare 
organizations are initiating strict op-
erational cost containment measures,” 
Woerly offers. 

Although technology could result 
in staff reductions, most departments 
will see reallocation of staff. Technology 
also may allow staff to work virtually 
from home or from other regions of the 
country. 

Regardless, says Woerly, “it is im-
portant that patient access leaders lay 
a strong foundation by initiating open 
communications and staff involvement 
early.”  n
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COMING IN FUTURE MONTHS

Vigilance Needed on Payer  
Requirements

Payer requirements are all some-
what different, and they’re 

constantly changing. “We use a variety 
of methods to stay current,” says 
Betty Bopst, CHAM, patient access 
director at Mercy Medical Center in 
Baltimore.

Payer reps are one of the most im-
portant sources of information. “They 
visit onsite, send email notifications, 
and offer webinars,” Bopst notes. 
Mercy’s insurance verification team 
constantly monitors payer websites, 
too. Recent changes include payers 
allowing total knee replacements in 
outpatient settings, payers requiring 
notification of observations at the 24-
hour mark, and drugs not requiring 
prior authorization (but are denied 
billing time).

Viviana Beland, financial clear-
ance unit manager at Moffitt Cancer 
Center in Tampa, FL, keeps employ-
ees current by reviewing monthly 
bulletins from the major insurance 
companies, meeting periodically with 
insurance representatives who give up-
dates on authorization requirements, 
and looking for changes in authoriza-
tion requirements on payer websites 
(particularly at the beginning of the 
year and July, when most changes 
happen), and verifying whether au-
thorization is needed for every single 
encounter, even recurrent ones such as 
infusion treatments. 

“With this process, we are able to 
determine if a requirement changed 

from one month to the next,” Beland 
reports. One major payer didn’t re-
quire an authorization for the chemo-
therapy drug folinic acid. However, 
this changed suddenly mid-treatment. 
Staff discovered the change when 
verifying authorizations for the follow-
ing month. 

“Otherwise, we would have as-
sumed no authorization was required. 
We would have gotten a denial on the 
back end,” Beland explains.

Many patient access departments 
only check authorization require-
ments at the beginning of treatment. 
That’s no longer enough, according 
to Beland. “We double check autho-
rization requirements for all drugs, 
every month. It is part of our quality 
process.”

Moffitt’s denials authorization 
team was moved to the front end as 
part of the financial clearance unit. 
“This allows the hospital to identify 
missing authorizations that resulted in 
a claim getting denied by the payer,” 
Beland says. Any change in authoriza-
tion requirement is communicated 
immediately to the financial clearance 
specialist. The team that processes 
authorizations submits a retroactive 
request for any missing.

With this new process in place, 
the department’s denial rate decreased 
from 15% to 8%. “Thanks to the 
quick communication given to the 
front end, we only miss a few authori-
zation requests,” Beland reports.  n
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