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Turnover Persists in Patient Access

Nobody can say with a straight 
face that pay in patient access 
has increased dramatically. 

However, demand for high-level skill 
sets certainly has.

“The focus has moved to patient 
access entering the demographic and 
payment data accurately,” says Karoline 
Pierson, director of patient financial 
care services and access at Minneapolis-
based Hennepin County Medical 
Center. Pierson offers several examples 
of how important patient access is in 
the revenue cycle. For one, patient 
safety starts with correctly identifying 
patients at the time of scheduling. 
When insurance information is entered 
correctly, this leads to the creation of an 
accurate bill. Also, a referral to financial 
counseling happens quickly when self-
pay patients are identified at the point 
of entry.

“The list goes on,” Pierson says. By 
appropriately compensating patient 
access, hospitals can receive a clear 
return on investment. Fewer denied 
claims and happier patients are two 
obvious examples. “We reap the benefits 
of an engaged workforce who knows 
what to do, and does it well, with a 
focus on both the patient’s experience 
and the organization’s financials,” 
Pierson notes.

Low pay is just one reason registrars 
decide to resign shortly after the hospital 
invests time and money in their training. 
Low morale is equally important. “The 
biggest reason people leave the job is 
they just get frustrated,” says Suzanne 
Mell, MSN, RN, system director 
of access at Cincinnati-based Mercy 
Health. 

For schedulers, the struggle comes 
mainly from an inability to do their 
jobs. Patients are eager to see a provider 
as quickly as possible. “But it’s very 
difficult if there is no access. Everybody 
struggles with that,” Mell explains. The 
employee then faces the unenviable task 
of telling the patient the provider is fully 
booked. Worse yet, the patient has to 
wait weeks or even months to be seen.

It is not just patients who are upset 
with this; the provider’s offices often 
are unhappy, too. “There’s kind of an 
adversarial relationship,” Mell says. 
Not surprisingly, the call center gets 
blamed for everything that goes wrong 
with scheduling. In reality, says Mell, 
“most of the mistakes happen within the 
practices.” 

A common scenario: A patient 
checks in after waiting weeks for an 
appointment, only to find out he was 
booked at the wrong location or on a 
day his doctor is not even in the office. 
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For the provider’s office staff, it is 
all too easy to point a finger at an 
anonymous call center agent they 
have never met. Further investigation 
often reveals that the providers’ 
offices were to blame. However, this 
usually falls on deaf ears.

“You can pull the calls and prove 
it,” Mell offers. “But that message 
never makes it quite as far as the 
original message that blamed access.”

Part of the problem is that neither 
area really understands what the 
other does. Directing physicians to 
observe schedulers is one interesting 
solution, Mell suggests. “It’s a very 
high-pressure job. Most people don’t 
understand it.”

On the call center side, employees 
do not think of all the repercussions 
when a provider is terribly 
overbooked or a visit is booked at the 
wrong location. 

“Call center agents need to go 
to the practices to see what happens 
when they make a mistake,” Mell 
says. “They need to have the why 
behind what they do.”

Nowhere to Go

Constantly talking on the phone 
with people who are sick and 
worried or annoyed they cannot see 
a physician takes a toll. Much of this 
dissatisfaction is out of the control 
of patient access. That is why giving 
staff a say in how the job gets done 
“is huge,” Mell says. “Quite frankly, 
every time I bring something to 
them, they think of something I’ve 
missed.”

Asking for input on process 
changes and acting on it can help 
day-to-day morale. Still, it is not 
enough to get staff to choose patient 
access for a career. The problem 
stems from offering no clear path to 
advancement. 

“You are in an entry-level 
position. Where is there to go?” Mell 
asks. 

To differentiate themselves from 
competitors, Mell’s department 
is working hard to develop career 
ladders. 

“If we have the reputation as 
the place where you can get your 
foot in the door and work your way 
up, then we won’t have a problem 
retaining people,” Mell predicts.

This only becomes more 
important as higher-level skills sets 
are demanded. Scheduling high-
dollar diagnostic tests requires 
complex financial conversations. 
These are not easy discussions. 
“Insurance companies like to change 
their rules often. Keeping up with 
that is a full-time job in itself,” Mell 
laments. Staff also are expected to 
bring excellent service skills to the 
table but without commensurate 
compensation. “It’s a really hard job, 
and we don’t reimburse well,” Mell 
notes.

While some call centers in urban 
areas pay in the $20 per hour range, 
“that’s not what the market supports 
here,” Mell says. Some employees 
conclude it is far less stressful to 
work at a fast food restaurant or 
grocery store. “We have the same 
entry-level pay as jobs that don’t 
have the complexity and the pressure 
that this job has,” Mell explains.

The challenge is to give good 
patient access employees a reason to 
stay. For some employees, flexible 
scheduling is that reason. “It’s not 
as hard to get nights and weekends 
covered as you think if you are 
smart about how you do the shifts,” 
Mell advises. One creative idea is 
to follow the nursing example of 
offering four 10-hour shifts for 
evenings and nights. “It takes some 
real maneuvering to make that 
type of scheduling work,” Mell 

mailto:customerservice@reliasmedia.com
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The MSPQ Chess Match: No Conversations Alike

When it comes to patient 
registration, there is a perpetual 

conflict between speed and accuracy 
vs. service. “Customer satisfaction is 
job one,” says Kevin Willis, director 
of Medicare services at Aurora, IL-
based Claim Services Inc.

Nowhere is this more apparent 
than with the Medicare as Secondary 
Payer Questionnaire (MSPQ). The 
MSPQ dates back to the 1980s and 
has changed little since then. 

“It always struck me that it was 
fashioned by government attorneys 
who decided to include every possible 
question they could think of,” Willis 
says. As a result, the MSPQ can create 
more questions than answers. 

“It’s been augmented a word here 
or there over the decades. But the 
MSPQ is, at best, a clumsy document 
that people in the industry don’t 
understand,” Willis says.

Not Quick Enough

Some registrars are especially 
diligent when it comes to completing 
the MSPQ. However, they are 
not rewarded for it. Instead, these 
conscientious employees face low 
productivity metrics and complaining 
patients.

“That person is less popular 
because they are not turning over 
patients quickly enough,” Willis 
explains. Not surprisingly, some 
registrars seek shortcuts to please 
patients and higher-ups. This 

sometimes leads to the question “Is 
this service a result of a nonwork-related 
accident?” An affirmative response 
to this inquiry does not, by itself, 
reveal a payer primary to Medicare. 
“Its design is to reveal the need for 
additional questioning,” Willis notes. 
If the patient answers “yes,” that only 
leads to more questions and an even 
longer process.

To stop this from happening, 
some registrars head patients off at 
the pass by warning them what is in 
store. “When the patient says ‘yes,’ 
the registrar will return fire by saying, 
‘If you say yes to that, we have to ask 
you more questions,’” Willis says.

A People Skill

The biggest mistake made by 
registrars? Reading the questions to 
the patient. “Like chess, it’s never the 
same game twice,” Willis says. “It is a 
people skill, not a reading skill.”

Just like the registration process, 
the MSPQ is different every time. 
“You need to understand the person 
you are talking to and present the 
information needed to that particular 
patient,” Willis advises.

Also important: Understand the 
purpose of the questions. This makes 
it painfully clear that the patient is 
not necessarily the best source of 
information. “There’s lots of cases 
where the patient is a poor resource. 
You have to be leery of that,” Willis 
warns.

Every patient’s situation is 
somewhat different. The way one asks 
the MSPQ questions should reflect 
this. 

“We are interviewing the patient 
in the moment,” Willis underscores. 
“We are not capturing historical data; 
we are capturing data as it pertains to 
today.”

Auditors are not concerned with 
where the information came from; 
they only care if the information is 
correct. “If I were to audit you, I can 
hold you accountable for one thing, 
and that is having incorrect answers,” 
Willis says.

One cannot hide bad information 
from auditors. “The claim you 
submit to Medicare always reveals 
the hospital’s mistakes,” Willis notes. 
It is unnecessary to prove the wrong 
insurance was billed, only that the 
MSPQ and the submitted claim do 
not match.

One common example stems from 
registrars’ assumption that patient 
preferences dictate the proper payer 
order. This is not the case. Patients 
may say, “I don’t want you to bill 
my Medicare. I want you to bill this 
insurance because I earned it” or “I 
want you to bill this because it’s a 
self-funded plan through my husband’s 
company and I want him to pay my 
medical bill.”

“This trips folks up because 
they think they’ve got to do what 
the patients ask,” Willis says. “But 
patients do not dictate the proper 
payer order; Medicare does.”

acknowledges. The bottom line is 
patient access leaders must work 
harder than ever to keep their best 
registrars. “A leader can make the 
difference between [employees] 

staying or leaving,” Mell says. 
Celebrating “wins” becomes very 
important. 

Buying staff lunch always is 
appreciated. However, by itself, that 

can appear like an empty gesture. 
“You need to stay and eat with staff,” 
Mell says. “Sit down with them, and 
ask about their challenges. Tell them, 
‘You are doing an amazing job.’”  n
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The Key to MSPQ Success? Stop Asking  
‘Dumb’ Questions

What is the quickest way to 
infuriate patients when 

completing the MSPQ? “Asking 
‘dumb’ questions simply because 
they’re on the questionnaire,” says 
Kevin Willis of Claim Services Inc., 
who offers some examples:

• On what date did you retire? 
A 25-year-old patient, entitled to 
disability, is standing before the 
registrar. “If you read without paying 
attention, you will ask when they 
retired,” Willis notes. “That patient is 
going to think you are goofy.”

If one asks a patient for a 
retirement date, one may find out 
that the real question is whether he 
or she retired at all. According to the 
definition, a patient has not retired 
if he or she is on long-term disability 
with his or her former employer. 
“They are not going to retire from 
there but are not on the payroll, 
either,” Willis adds. 

Asking “When did you retire?” 
can flummox even the calmest 
person. Patients search in vain for 
this piece of information in their 
memory banks. Some insist they 

wrote it someplace, but they cannot 
remember where? A friendlier version 
of this question: “Did you work after 
you got Medicare?” This gets right to 
the point. “If the answer is ‘no,’ you 
can go to the next question,” Willis 
explains. “You’re not asking them the 
month and year anymore because it’s 
right on the card.”

Making assumptions causes 
problems with MSPQ. A patient may 
have Medicare due to a disability, and 
has been receiving a Social Security 
check two years prior to starting 
Medicare. “Does that mean they can’t 
have a job? No,” says Willis, noting 
that one patient had lost her leg 
but continued teaching. She was on 
Medicare because of the disability. 

“But for the most part, if you are 
disabled in the eyes of the federal 
government, you are probably not 
working — but you are probably not 
‘retired,’ either,” Willis adds.

• Do you have a job? Going 
strictly by the MSPQ, registrars 
might take it even further by asking 
the same person if anybody in their 
family has a job. “If you think about 

it, that could be very insulting,” Willis 
says. This question’s purpose is to 
allow the patient to use their parents’ 
coverage or to use the insurance of 
a significant other who is not their 
spouse by allowing another group 
plan to be primary to Medicare. “It’s 
not there so that you ask the patient if 
anybody in their family has a job. But 
that’s the way it comes off if you read 
the question to the patient,” Willis 
explains.

• Is a government grant going 
to cover your service? Blank looks 
follow this perplexing query. The 
patient may answer with another 
question: What does that mean? “The 
registrar is going to say, ‘I don’t know 
what it means. I just have to read this 
question to you,’” Willis notes.

While this exchange may seem 
comical, patients find it frustrating. 
“You lose credibility with the patient 
by asking questions that you yourself 
don’t understand,” Willis offers.

The obvious problem is that for 
this particular question, the patient 
does not know the answer. “The 
whole purpose is to ask if the hospital 

Real-life examples are the best way 
to help registrars navigate MSPQ 
smoothly. 

“Ask them, ‘What responses have 
you gotten from patients and you 
just had no idea what to do?’” Willis 
suggests. 

Then, walk the registrar through 
the solution to that particular 
response. Often, registrars are told 
about their mistakes but are not given 
an opportunity to learn how to avoid 
those mistakes. “There has to be back 
and forth. They are just going to tune 
you out otherwise,” Willis suggests.

Patient financial services can be a 
tremendous resource. 

“There is no way to impart to 
a registrar how the information is 
used without knowing who is using 
it,” Willis says. The back end is well 
acquainted with the misery that 
comes from a poorly completed 
MSPQ. However, front-end staff 
often do not understand. 

“There’s a lot of blame game. Part 
of it has to do with the enormous 
separation between registration and 
patient financial services,” Willis 
offers. 

The two departments may be led 
by separate executive directors, and 
front-line employees may not interact 
much. In reality, says Willis, “the two 
are linked — not just with Medicare, 
but with everything.”

Knowing the reason for MSPQ’s 
importance is essential. “Everyone 
wants patients happy. But that’s not 
the only thing that keeps the hospital 
healthy,” Willis explains. “We don’t 
have to read the questionnaire to 
the patient. We have to understand 
the questionnaire, and capture the 
information.”  n
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Thank-you Notes, Christmas Cards,  
and Patient Loyalty
Hospital surveys did not begin 

to tell the story about patient 
satisfaction with registration at 
Brookwood Baptist Medical Center 
in Birmingham, AL. The information 
was vague. Sometimes, it was not 
even clear if patients were talking 
about patient access or another 
department.

“We began looking for ways to 
garner more specific information,” 
says Wendy Lepp, director of patient 
access at Brookwood Baptist Health.

First, patient access leadership 
created an observation form. It lists 
specific behaviors for supervisors to 
look for, such as making eye contact 
and greeting patients by name. 
“This gave us a guideline to follow 
for observing our staff during their 
interactions with patients,” Lepp 
explains.

The form worked well for this 
specific purpose; however, it did not 
go far enough. 

The form “allowed us to 
document how we thought our 

staff interacted with patients. But it 
still did not give us the input from 
the patient we were seeking,” Lepp 
reports. 

‘Very Positive’  

Feedback

Next, the department developed 
a questionnaire for managers and 
supervisors to use. “We wanted to do 
something that was concise,” Lepp 
says. “We decided on three simple 
questions,” which are:

• Was your interaction with 
(Registrar’s Name) during the 
registration process pleasant, including 
a prompt friendly greeting from 
(Registrar’s Name)?

• Is there anything we did well 
to schedule and register you for your 
services today?

• Is there anything we can do to 
improve our registration process?

These questions were chosen 
carefully. Each sheds light on 

the patient’s perception of the 
registration process. The questions 
also gave supervisors “an opportunity 
to educate the patient in the 
event there might have been some 
misunderstanding regarding our 
process,” Lepp notes.

Managers or supervisors speak to 
patients who are waiting for a test 
or procedure, or call the patient at a 
later date. 

“Overall, in the three years we 
have used the questionnaire, we’ve 
received very positive feedback,” 
Lepp says. Some recent examples: 

• “You were wonderful, and you 
registered me last time, and I love that 
beautiful smile. Have a blessed day;”

• “Very proficient and courteous 
every time you register me;”

• “Joy came in with a huge smile on 
her face, and explained who she was 
and what she was about to do;”

• “Less paperwork given.”
All positive comments are 

included in the departmental 
newsletter, which is emailed to 

got some money. And the hospital 
— not the patient — is the one that 
knows that,” Willis adds.

• Does your spouse work for 
a company that employs 20 or 
more people? “At this point in the 
registration process, you’ve almost 
certainly gleaned the patient’s marital 
status,” Willis says. The MSPQ is 
worded as if every patient is married 
on the service date. If the patient is 
not married, then asking him or her 
about their spouse’s employment is 
not relevant. This is the case regardless 
of whether the spouse is deceased, 
the patient is divorced, or the patient 
never married. Asking a patient 
whose spouse died a decade earlier 

for the spouse’s retirement date also is 
unnecessary.

• Were you in an accident? 
Sometimes, there is no need to 
search for answers where “accidents” 
are concerned. The information is 
in plain sight if the patient is there 
for laceration and fractured femur 
treatments. The patient may deny 
there was an accident. To most 
people, “accident” means a car crash, 
not falling while getting out of the 
bathtub or slipping on an icy stoop. 
Likewise, the registrar might not 
suspect an “accident” if the primary 
diagnosis is seizure; yet, the patient 
needed stitches because of a fall injury 
that happened during the seizure. 

In the world of MSPQ, that is an 
accident.

• Do you hold somebody 
responsible for this accident? 
One can ask this in multiple ways, 
some far more confusing than 
others. “However you formulate the 
question, the real question is: ‘Did 
somebody pay you, or are you trying 
to get money out of somebody?’” 
Willis says. Asking patients the claim 
number or the name of the attorney 
they hired is pointless because that 
information is going to be available 
at the time of registration. “It really 
helps to know how the answer is used. 
It puts you in a better position to 
interview the patient,” Willis says.  n
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staff. Chief financial officers also are 
notified of the good news. “We feel 
the staff should be recognized when 
they receive positive feedback from 
patients,” Lepp offers.

Any negative comments are 
reviewed to determine what type of 
follow-up is required. Occasionally, 
a process change or staff education is 
needed. 

“If comments pertain to a 
particular process we must follow, we 

take the opportunity to educate the 
patient on why we do what we do,” 
Lepp notes.

Every month, employees take 
a few moments to do something 
special for patients. Employees are 
asked to send a thank-you note to a 
few patients of their choosing. 

“The note is another touch 
point as a way of connecting with 
our patients once they depart the 
hospital,” Lepp says. 

These unexpected thank-you notes 
have fostered friendships between 
patients and employees. Some 
people take the time to come back to 
personally thank the employee. Some 
add employees to their Christmas 
card list, continuing the cycle of 
goodwill.

“The employees enjoy the positive 
feedback,” Lepp says. “That, in turn, 
continues to promote positive patient 
experiences.”  n

The Value of Providing Financial Information  
to Patients Much Sooner

Some big changes to scheduling 
and registration are underway at 

Cambridge Health Alliance in Mal-
den, MA. “We want to make those 
processes easy, streamlined, and stan-
dardized,” says Maryann Heuston, 
senior director of revenue cycle access 
operations.

The goal is to improve the patient 
experience. Relaying information 
about the cost of care to patients 
sooner (and more accurately) has be-
come paramount. “For patients, one 
of their big pain points is around the 
financial aspect of their healthcare,” 
Heuston notes.

Combining Entry Points

Registration and scheduling are 
the two initial points of entry for 
patients. Soon, both points will 
combine. “We are working toward a 
‘schedustration’ work flow,” Heuston 
reports.

Coverage will be verified at the 
same time the service is scheduled. A 
real-time eligibility tool, built into the 
scheduling and registration systems, 
will allow for this. This gives patients 
something they clearly want: to be 

fully informed upfront. “We are har-
nessing technology to do a better job 
with this,” Heuston adds.

Positive changes also are underway 
for billing. Giving patients a single, 
simple bill is the goal. Currently, 
patients are billed separately by the 
hospital and the physician group, 
a frequent source of confusion and 
complaints. “By going to a single 
bill instead of a split bill, it will be 
easier for patients to understand their 
financial responsibilities,” Heuston 
predicts.

Currently, price estimates are a 
cumbersome, manual process. It 
causes considerable amounts of anxi-
ety for patients who fear receiving a 
surprise bill. 

“Patients want to know upfront: 
Am I covered, and what is an estimate 
of the cost?” Heuston says, noting 
new price estimate tools will offer 
everyone a much clearer, quicker 
answer. 

In the Driver’s Seat

Meanwhile, patient access is busy 
planning more changes to put infor-
mation in the hands of the patient. 

Paying bills online and setting up 
payment plans eliminate the need 
for time-consuming calls. “We are 
trying to leverage MyChart through 
Epic to do some preregistration there. 
Possibly at some future date, patients 
will even schedule their own appoint-
ments,” Heuston offers.

Confirming appointments and 
verifying demographic information 
are other time-savers in the works. 
For many patients, the changes seem 
long overdue. Patients want an “all in 
the palm of your hand” experience 
from registration. Patient access is 
gearing up to “put the patient in the 
driver’s seat,” Heuston says.

This will improve the patient 
experience in more ways than one. 
Patients want transparency and con-
trol over their information, yet they 
also want personal attention during 
face-to-face encounters. With fewer 
labor-intensive jobs, registrars can 
finally give it to them. 

“It’s very difficult to collect and 
verify complicated registration infor-
mation, be accurate with data quality, 
quickly check in the patient, and at 
the same time smile,” Heuston notes.

Offloading unwieldy tasks will 
help registrars and patients connect 
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Use Patients’ Names 3 Times During  
Every Registration

Night Shift Registrars Want Face Time, Too
When registering patients at 3 

a.m., pizza parties are hard to 
come by. So is face time with supervi-
sors, who just might explain an im-
portant change in payer requirements, 
something the day shift already knows 
all about. “Our reps work 12-hour 
shifts. This makes it a little easier to 

get them to attend staff meetings and 
for me to see them,” says Vanessa 
Gordon Lewis, MBA, CHAM, man-
ager of patient registration at Sarasota 
(FL) Memorial Health Care System.

Gordon Lewis makes it clear she 
is always available for urgent issues 
day or night. However, she also makes 

herself available a few times a month 
when the night team comes on shift. 
Previously, the night shift missed 
out on staff meetings, but this has 
changed.

“We schedule two staff meetings 
in the evening. This way, the night 
team can attend either one,” Gordon 

The patient access department 
at Indiana University Health 

in Indianapolis recently made some 
changes in how registrars interact 
with patients. All were designed to 
improve customer service.

“We are working to hardwire a 
level of service that our team will be 
known for,” says Christina Harney, 
vice president of access management.

Leaders did not need to guess 
what patients wanted. The changes 
were based directly on input from 
patient surveys and patient advisory 
meetings. 

“These things may seem 
elementary, but we’ve seen just how 
important these behaviors are to our 
patients,” Harney says, outlining a 
few new changes:

• Registrars use a patient’s name 
three times during every scheduling 
or registration interaction. 

“There are many ways to 
incorporate the patient’s name,” 
Harney offers. Registrars routinely say 
things like:

- “Ms. Smith, can you verify your 
address for me?”

- “Ms. Smith, please review and sign 
this consent for treatment.”

- “Ms. Smith, you are in great hands 
with our radiology team.”

- “Ms. Smith, is there anything else I 
can help you with?”

- “Thank you, Ms. Smith.”
Certainly, using someone’s name 

repeatedly is not going to please 
anyone if a registrar says the name 
robotically. By speaking in a kind, 
soothing tone, “we make a personal 
connection,” Harney adds.

• Schedulers pay attention to 
patients’ individual preferences. 
Patients place high value on 
scheduling appointments at locations 

close to them or at particular times of 
day that are most convenient.

“This has driven us to be more 
intentional about scheduling with 
our patients’ preferences in mind,” 
Harney reports.

• The patient access team assures 
patients that they will receive care 
in a facility where they are covered 
by their insurance. “We work to 
gather insurance information as early 
in the process as possible,” Harney 
notes. This ensures coverage for 
services and secures any necessary 
authorizations, putting the patient’s 
mind at ease.

• Registrars use certain key 
words. Staff say “My pleasure” 
instead of “You’re welcome,” and 
“absolutely” instead of “yes.”

“We have learned that this better 
supports a positive, memorable 
impression,” Harney says.  n

on a personal level. “The more 
technology does it for you, the more 
you can connect with the patient,” 
Heuston says. 

Checklists will let registrars know 
which items do not need to be 
verified because the patient has com-
pleted the task already. “Registration 
and coverage issues are conveyed and 
resolved prior to check in,” Heuston 

explains. “Technology is leveraged to 
do that in a convenient and seamless 
way.” 

Check-in on the data of service 
becomes a far simpler process. De-
mographic information is verified. 
Consent to treat is obtained with 
e-signatures. Copay collections will 
be “easy and accurate,” Houston says. 
Amounts due are displayed, with 

financial transactions integrated into 
the registration system. “It does not 
involve signing into and using a sepa-
rate application,” Heuston says.

Patients will arrive with fewer 
questions and less reason to complain. 
“There will be more opportunities to 
stress customer service skills once the 
job has been made easier,” Heuston 
adds.  n
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 n Send out time-sensitive updates  
to patient access ASAP

 n End the worst scheduling 
headaches for patients and 
registrars

 n Avoid disasters during next Joint 
Commission survey

 n Communicating with patients 
through texts

COMING IN FUTURE MONTHS

Lewis reports. Some meetings are at 
5 p.m., while others start at 6 p.m. If 
a registrar is scheduled to work that 
night, the expectation is that he or 
she will attend the earlier meeting. 
“That way, they can still be ready 
for the start of their shifts,” Gordon 
Lewis notes.

 At a previous hospital, employees 
worked eight-hour shifts, with the 
night shift beginning at midnight. 
“We had huddles at the beginning 
of each shift so no one felt left out,” 
Gordon Lewis recalls. “This boosted 
morale.”

Usually, staff ask questions about 
new processes and need clarifica-
tion — not the following day, but 
immediately. Other times, staff raise 
issues they want to bring directly to 
a manager in person instead of by 
email.

Maintaining availability at 
midnight was a challenge for day 
managers. 

“However, I’ve learned that if 
[employees] feel there is someone 
available to them and they see you 
often, it helps,” Gordon Lewis says.

At Maine Medical Center in Port-
land, “we have done several things 
to support our overnight team,” says 
Patient Access Manager Patty A. 
Johnson, CHAM.

First, a supervisor was hired 
specifically to work the night shift. 
“We changed the schedule to allow 
all overnight team members to arrive 
and leave at the same time,” Johnson 
explains. The employees arrive earlier 
so that a huddle can take place with 
all team members. The new shift was 

changed to a 4:45 p.m-5:15 a.m. 
window.

“Before, shifts were staggered,” 
Johnson recalls. “We actually 
changed the entire team so that we 
only have four shifts now.” The other 
three shifts are 5 a.m. to 5:30 p.m., 
9 a.m. to 9:30 p.m., and noon to 
12:30 a.m. “The overnight team loves 
getting in earlier to help the team 
during our peak time,” Johnson adds.

The huddle happens every day at 
4:45 p.m., which is right at the start 
of the night shift. Employees from 
both the day and evening shifts at-
tend. “We review all communication 
at that time,” Johnson says.

Monthly team meetings, lead 
meetings, and Key Performance Indi-
cator meetings are scheduled during 
the overnight shift. As for clinical 
huddles, the day staff attend theirs 
at 7:30 a.m. This helped bridge the 
communication gap between clinical 
areas and patient access. “We get a 
sense of how the department stands 
and are informed of any patient 
issues that may affect us,” Johnson 
says.

Often, attendance was poor at 
the 7:00 p.m. clinical huddle. “We’ve 
made it mandatory for the lead to 
attend. However, everyone is wel-
comed,” Johnson notes.

Night shift registrars can com-
municate concerns to the clinical 
team to head off problems. “If we 
are down a team member, we inform 
the clinical team,” Johnson says. “We 
let them know to work with us and 
have the patient registration com-
pleted before discharge.”  n
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“A LOT OF 
HOSPITAL 
POLICIES 

ARE OUT OF 
ALIGNMENT 

WITH FEDERAL 
REGULATIONS 
... THEY ARE 
BASICALLY 
VIOLATING 
PEOPLE’S 
RIGHTS.”

Operational Issues Often Hamper Access  
to Patient Records

Despite warnings from the Department of Health 
and Human Services’ Office for Civil Rights 
(OCR) that patients must be provided access to 

their medical records without undue re-
strictions or burdens, healthcare provid-
ers still are charging excessive amounts 
and making it difficult to obtain copies.

New research indicates a substantial 
number of hospitals are not compliant 
with HIPAA guidance on patient re-
quests for records. (The study is available 
to view online at: https://bit.ly/2RoS0sp.)

Healthcare providers are not meeting 
OCR’s expectations for patient access 
to protected health information (PHI), 
says Harlan M. Krumholz, MD, SM, 
professor in the Institution for Social 
and Policy Studies at Yale University. 

“Patients in the real world encounter 
substantial obstacles and, often, costs in 
their efforts to access their medical re-
cords,” he says. “A lot of hospital policies 
are out of alignment with federal regulations. There is a lot 
of vulnerability at these institutions that are out of align-
ment because they are basically violating people’s rights.”

HIPAA Requires Access

The HIPAA Privacy Rule states that patients can obtain 
copies of their medical records from their healthcare 
providers, and those copies must be provided no later 
than 30 days from when the request is made. In 2016, 
OCR clarified that right to access and recommended a 
flat fee of no more than $6.50 for providing electronically 

maintained medical records to a patient. The recent 
Yale study determined that 48 of 83 hospitals charged 
patients more than that, with one hospital charging a 

patient $541.50 for a 200-page medical 
record. Researchers conducted a cross-
sectional analysis of medical records 
request processes between Aug. 1 and 
Dec. 7, 2017, in 83 top-ranked U.S. 
hospitals with independent medical 
records request processes and medical 
records departments reachable by phone. 
Previous research had indicated delays 
and high costs, but this was a larger 
study of prominent hospitals with robust 
HIPAA compliance programs.

Forty-three percent of hospitals did 
not state on request forms how much 
patients would be charged for copies of 
the records. Only 35% provided that 
information on the release form or the 
download webpage. Eight percent did 

not comply with the maximum process-
ing time of 30 days.

OCR Penalized Hospitals

OCR has addressed these problems in the past. In 
2011, it issued a $4.3 million civil monetary penalty to a 
hospital system in Prince George’s County, MD, for refus-
ing on 41 occasions to provide patients with a copy of their 
own medical records.

Some of the fault lies with overzealous compliance 
efforts, Krumholz says, which can happen when the 
organization emphasizes the consequences of improperly 

https://bit.ly/2RoS0sp
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releasing PHI without also educating 
staff on patients’ rights to access their 
own data.

“It seems a lot of institutions are 
anchored in a predigital era and are 
unfamiliar with HIPAA rules regard-
ing people’s ability to access their own 
data. When someone says, ‘Sorry, I 
can’t email your own records because 
that would violate HIPAA,’ that’s 
wrong. Sometimes, the patient knows 
that’s wrong and says so,” Krum-
holz says. “But they just tell you no. 
They’ve been so trained to comply 
with HIPAA that they’re protecting 
people from their own records. That’s 
just backward.”

Krumholz recalls an incident in 
which a physician needed to access 
his own lab result for a life insurance 
application and used the hospital’s 
electronic medical record to look up 
his own lab result.

“The institution slapped his hand 
for violating HIPAA,” Krumholz says. 
“That’s crazy. Just because he used 
the medical record instead of going 
through the patient portal, they said 
he violated HIPAA and put him on 
probation.”

Better Education 

Needed

Policies and processes on HIPAA 
regarding patient access to records can 

EXECUTIVE SUMMARY

Research continues to show that patients are denied access to medical records 

because of HIPAA-related restrictions and processes. Sometimes, the problem 

is overzealous compliance efforts; other times, it is a mundane operational 

issue.

• Some hospitals charge too much for records.

• HHS has clarified that patients must be granted access to their records.

• HIPAA compliance is subject to the same operational limitations as other 

hospital functions.

be inconsistent even within the same 
institution, Krumholz notes. 

“The institution might have a 
form for requesting records and then 
when you call the number on that 
form they tell you something entirely 
different,” he says. “Some places also 
say they charge the same for digital 
copies as they do for paper, but of 
course the law says you should have a 
different pay structure for digital.”

Krumholz recommends better 
education for staff on patients’ rights 
regarding access to their records, 
along with a review of the processes in 
place that could be thwarting that ac-
cess. He notes that the Health Infor-
mation Technology for Economic and 
Clinical Health Act, which spurred 
implementation of electronic medi-
cal records in 2009, positively asserts 
people’s rights to their health data. 

“This is important to understand 
not just in terms of avoiding over-
compliance, but in terms of simply 
complying with equally important 
parts of the law,” Krumholz says. 
“The law states that you have to keep 
people’s data safe from people who 
aren’t supposed to see it, but it also 
says you must make it available to 
people who want to see their own 
data. That second part is not any less 
important than the first, and institu-
tions have to start seeing that in an 
affirmative way.” Better education of 
staff on this issue may not be as easy 

as simply explaining what the law 
says, notes Alisa L. Chestler, JD, 
shareholder with the Baker Donelson 
law firm in Nashville, TN. HIPAA 
compliance sometimes involves judg-
ment calls that can be taught as black 
and white matters, she says. A simple 
request from a patient for his or her 
own medical record may be straight-
forward, but staff encounter more 
nuanced situations, too, Chestler says. 
For instance, requests for data to be 
used in research can be more com-
plex.

“It’s very hard to teach the staff on 
the frontline of these issues the smell 
test, how to make those calls in which 
a HIPAA issue is not so clear,” she 
says. “We’ve all had employees who 
understand these issues better than 
others. When you’re training your 
employees, you’re going to the lowest 
common denominator. I have a lot of 
sympathy for the hospitals and under-
stand why they say no sometimes.”

The hospitals’ failure to provide 
medical records in a timely manner, 
and at a reasonable cost, also may not 
be strictly the fault of their HIPAA 
compliance programs, Chestler says. 
Requests may be held up because of 
concerns over what is in the medical 
record, particularly if there might be 
litigation, she says. Those concerns 
do not necessarily justify a delay or 
trump HIPAA, Chestler notes, but 
they may explain how some of the 
problems patients encounter are not 
the result of overzealous HIPAA 
compliance.

May Be a Resource Issue

Chestler also notes that some of 
the problems cited in the Yale study 
do not appear to be related to HIPAA 
compliance policies. 

For example, the study authors 
said they placed a maximum of five 
calls to the hospital’s medical records 
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department, and the hospital was 
considered unreachable on each 
attempt if the call was not answered, 
went to voicemail, or an automated 
system did not allow the option to 
reach a representative. After leaving 
voicemail, the researchers allotted 
seven days to receive a return phone 
call. If the hospital did not return 
the call in that time, the hospital was 
classified as unreachable.

“That’s not a HIPAA issue. That’s 
a resource issue,” Chestler says. 
“People might have that experience 
and blame HIPAA, or the way the 
hospital restricts data access under 
HIPAA. The reality might be that 
this is just about the hospital having 
the resources to answer phones and 
respond to requests.”

In that regard, HIPAA compliance 
may not be any different than a lot 
of areas of healthcare, Chestler offers. 
Perfect compliance and customer 
service are admirable goals, but the 
realities of staffing, funding, and 
resources often get in the way, she 
says. 

A good tactic may be to see 
HIPAA as more of an operations 
issue than a compliance issue, 
Chestler says. She notes how CMS 
recently pushed for healthcare 
organizations to get away from 
reliance on fax machines, especially 
requiring patients to fax document 
requests and receive documents 
by fax. During the Office of 

the National Coordinator for 
Health Information Technology’s 
Interoperability Forum in 
Washington, DC, in August, CMS 
Administrator Seema Verma said that 
“one of my main missions is to break 
down barriers to interoperability.” 
Health information technology 
remains far behind all other major 
industries, she added. Physicians 
still record their notes on paper. 
Often, patients are told that their 
data cannot be shared with another 
provider, or provided to them 
digitally, because of the fear the 
patient data will be intercepted by a 
third party, Verma said.

“We can keep data secure while 
making it available to patients,” she 
offered.

Chestler says telling patients they 
have to send a records request by 
fax is “one step above telling them 
to hammer it out on a rock” and 
interferes with efforts to properly 
comply with HIPAA.

“The compliance team and the 
operations team need to have a better 
mechanism for communicating,” she 
says. “People are just used to doing 
things the way they’ve always done it. 
The frontline staff are afraid to do it 
any differently for fear of getting in 
trouble. Nobody is pausing to ask if 
this is the most efficient way we can 
handle this issue.”

One of the problems cited in 
the Yale study was hospitals telling 

patients that their records could be 
faxed only to a physician and not the 
patient. Chestler wonders why that 
happens in 2018 when other means 
of delivery are used so commonly. 
Still, even when that problem occurs, 
it is not really an issue of HIPAA 
compliance, Chestler notes.

“Any time someone has trouble 
getting their records, it is easy to 
assume it is a HIPAA issue,” Chestler 
says. “HIPAA may be involved 
somewhere, but the real problem 
might be that the people in charge of 
HIPAA compliance created policies 
that made sense to them without 
following through with whether there 
are processes and resources in place 
in the organization to carry out those 
policies in an effective way. It’s not 
enough to make HIPAA policies if 
you don’t have a system that can do 
what you’re requiring.”

Chestler recommends reviewing 
HIPAA compliance with an eye 
toward improving the processes that 
underlie it. Keep in mind that the old 
way of handling records requests and 
other HIPAA matters may not be the 
best, she says. 

“This is such a prime area for 
efficiencies that could save the 
organization money in the long 
run as well as improving how you 
comply with HIPAA and satisfy these 
requests,” she says. “It’s about being 
smart and going beyond the policies 
you put on paper.”  n
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Hospital Cited for Recording Psych Patient in ED

A Minnesota hospital violated  
 patient privacy by recording 

patients without their knowledge 
or consent during psychiatric 
evaluations in the ED, according to a 
CMS investigation.

CMS investigated the complaint 
of a woman who had been taken to 
the hospital’s ED against her will 
in May 2017. Police took her for a 
psychiatric evaluation because they 
were concerned she might harm 
herself or others. She later sued the 
police and hospital. 

In the course of litigation, the 
woman sought security camera 

footage from the hospital, which 
showed her changing clothes and 
undergoing an examination against 
her will.

In the CMS report, the woman 
expressed shock and horror that she 
was recorded, claiming there was 
no sign indicating the facility was 
videotaping. 

In a statement, the hospital 
promised to cooperate with 
investigators while reaffirming its 
commitment to protect patients’ 
rights and safety. The hospital also 
said it has discontinued recording 
but still uses the video cameras to 

monitor rooms for safety. Privacy 
screens were added to the rooms 
with cameras, and nurses have been 
trained to tell patients about the 
video monitoring.

CMS determined that the hospital 
had installed cameras to its eight 
psychiatric evaluation rooms because 
of an increase in violent incidents, 
with a monitor for the cameras at the 
nursing station. The investigation 
also determined that the patient 
intake forms included a consent form 
for videotaping to be used in medical 
education, but the woman refused to 
sign the forms.  n

Hefty HIPAA Penalties for Allowing TV Cameras 
in Hospitals

OCR has reaffirmed its position 
on television film crews in 

clinical care areas, issuing substantial 
fines on three hospitals that OCR says 
violated HIPAA by disclosing PHI to 
a broadcast news organization.

 In September, OCR announced 
that three hospitals in the Boston 
area have agreed to pay a collective 
$999,000 to settle potential violations 
of the HIPAA Privacy Rule. (The 
OCR announcement is available at: 
https://bit.ly/2pUVq9F.) HHS alleges 
that the covered entities allowed 

television crews into patient areas 
of the hospitals in late 2014 and 
January 2015 and that PHI was not 
adequately protected.

This was not the first large penalty 
related to allowing media crews 
inside hospitals. In April 2016, a 
New York hospital agreed to pay a 
$2.2 million penalty and to institute 
corrective action plan for similar 
alleged HIPAA violations related to 
the filming of a television show. (The 
OCR announcement of that settlement 
is available at: https://bit.ly/2ylUIqF.)

OCR issued guidance on allowing 
media crews into patient care areas, 
specifically stating that patients must 
provide consent for their images and 
other PHI to be used before they are 
recorded in any way. 

It is not sufficient to require the 
media outlet to blur or otherwise 
disguise the image, or to alter the 
voices, of patients who did not 
provide written authorization 
beforehand. (Read much more about 
the OCR guidance on this issue at: 
https://bit.ly/2CvKhUY.)  n
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