
INSIDE

ReliasMedia.com

MAY 2019 Vol. 38, No. 5; p. 33-40

Defuse tension in 
registration areas  .  .  .  . 35

True stories of some 
difficult registration 
encounters  .  .  .  .  .  .  .  .  . 36

Proven ways to handle 
complaints on wait times 
and collections  .  .  .  .  .  . 37

Comments added to 
EMR stop “cattle calling” 
in waiting rooms  .  .  .  .  . 37

Role-playing helps 
even the most reluctant 
collectors   .  .  .  .  .  .  .  .  .  . 38

Effective responses to 
overcome payment 
objections  .  .  .  .  .  .  .  .  .  . 39

Revamped process 
financially clears many 
more accounts   .  .  .  .  .  . 39

Surprisingly Few In-Network 
Claims Denials Appealed  
Successfully

Revenue cycle leaders always had 
access to anecdotal evidence to  
 suggest hospitals are seeing a surge 

in denied claims. Now, there are data to 
prove it.

Researchers from the Henry J. Kaiser 
Family Foundation examined nearly 230 
million claims submitted to 130 insur-
ers in 2017. They found HealthCare.gov 
marketplace insurers denied 19% of claims 
submitted for in-network services that 
year.1 Some other key findings:

• Consumers appealed only a tiny
percentage (0.5%) of denied claims. On 
average, appeals resulted in a reversal of the 
initial denial 14% of the time. However, 
insurer reversal rates varied widely, ranging 
from 1% to 88%.

• Average denial rates vary widely
across insurers, varying from 1% to 
45%. Even individual insurers in the same 
state show wide variation. For example, de-
nial rates among six Florida insurers ranged 
from 2% to 32%. An overly complex 
authorization process often leads to denials. 

“Authorization requirements vary across 
payers. They are subject to interpretation 
or update,” says Christina Harney, vice 
president of access management at Indiana 
University (IU) Health. Unfortunately for 

patient access, keeping up with ever-chang-
ing requirements remains a largely manual 
process. Harney outlines some other issues 
leading to claims denials at IU Health:

• Payers are getting specific as to the
type of locations they will authorize. 
Some payers are specifying that services 
need to be obtained at free-standing sites 
and will not authorize facility-based care. 

• Medical necessity denials keep crop-
ping up. This is happening even for claims 
that did not require authorization in the 
first place, Harney notes.

• Updates and replacements of claims
processing systems used by payers are 
causing problems. Multiple different sys-
tems are now involved in processing claims. 
Not all systems talk to one another. 

This lack of integration is especially 
problematic when authorization require-
ments are updated (which, for most payers, 
is fairly often). “The systems and resulting 
authorization decisions are not always in 
sync,” Harney explains.

• Many additional procedures now
require authorization, including many 
that can be performed in a physician’s 
office. “The physician’s office may not even 
be aware that certain procedures require 
authorization,” Harney says.
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• Payers are using third parties to 
process claims. “In some cases, discrep-
ancies occur between the payer and the 
third-party administrators acting on the 
payer’s behalf,” Harney notes.

In some cases, authorization was 
obtained for a particular service. When 
the claim is processed, the authoriza-
tion is not visible to the payer; thus, the 
claim is denied. 

“A number of these denials are 
avoidable and create a significant 
amount of rework to resolve,” Harney 
adds.

Combatting a flood of costly deni-
als requires the combined strength of 
patient access and physician offices. 
Delivering the right clinical informa-
tion (the documentation that aligns 
with medical necessity requirements) to 
payers is key. “This drives down peer-to-
peer requests,” Harney says.

The financial clearance team identi-
fies the providers who generate a high 
volume of requests for additional clini-
cal information from payers. This is an 
indication that the provider in question 
does not understand the medical neces-
sity requirements. “Experienced revenue 
cycle medical directors play a key role in 
driving action to mitigate these denials,” 
Harney notes.

Before claims are submitted, they 
are scrutinized to ensure all required 
elements, including authorizations, are 
in place. 

“We are currently working on 
automated registration quality assurance 
process and batch eligibility to increase 
throughput and accuracy,” Harney 
reports.

With this new process, for each 
registration, authorizations will be 

validated automatically. The financial 
clearance team is busy tackling another 
issue. 

“When prior authorization is not 
required, we will confirm whether a 
medical necessity review will be re-
quired post-service,” Harney says.

Revenue cycle leaders have bolstered 
internal relationships with provider’s of-
fices. They also have built relationships 
with payer reps. “This helps us more 
easily resolve what we believe to be 
erroneous denials or claims processing 
issues,” Harney offers.

The financial clearance team has a 
great deal of expertise to identify what is 
happening and why. If denials happen, 
a root cause analysis “prevents pervasive 
problems,” Harney says. 

Recently, there was an uptick in 
denials related to devices. The solu-
tion: Start on authorizations earlier, 
with providers fully on board with this 
approach. 

Another batch of denials stemmed 
from procedures that were preautho-
rized. The problem was that the care 
plan suddenly changed right at the time 
of the procedure. The financial clear-
ance team found a way to pay most 
claims. 

“We perform a validation and 
update of authorization within the pre-
scribed window, resulting in a reduction 
in this type of denial,” Harney says.  n
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WHY ARE PATIENTS SO ANGRY?

Karla Dennis, patient access team lead at Cox Medical Center Branson (MO), 

says these are the most common reasons why patients are angry:

• Wait times;

• The provider forgot to place the order in the patient’s chart;

• A registrar was unfriendly or unsmiling with a poor attitude;

• A registrar cannot answer a billing question;

• A registrar cannot direct the patient to a doctor or area of the hospital;

• The scheduler provided an incorrect date for a procedure;

• Finding out a procedure must be rescheduled because insurance 

authorization was not obtained .

Real-Time De-Escalation: Patients Leave 
Registration Happier

A loud outburst, tirade, or  
 complaint coming from a 

registration area can stem from many 
things. High balances, long wait 
times, bad insurance coverage are 
among them. Maybe someone is just 
fearful of the MRI machine. There 
are countless reasons for misplaced 
anger directed at registrars, but all 
have one thing in common, says 
Angelina Anderson, team lead for 
patient access at Springfield, MO-
based CoxHealth. “Everyone wants 
the same thing: to be heard.” 

No matter what caused the problem, 
there is no reason someone has to leave 
the department upset. 

“All the patient’s frustrations can be 
turned around in a moment,” Anderson 
says. 

The moment a patient expresses 
any kind of dissatisfaction, Anderson 
says she listens to hear, not to respond. 
Further, Anderson assures the patient 
that she will take the appropriate steps 
to follow through with the issue.

“It is easy to feel the need to have 
your guard up,” Anderson says. “It is 
natural to want to defend yourself, 
co-workers, or facility.” Faced with an 
unhappy person, registrars stop and ask 
themselves: If this was my family, how 
would I feel about the situation? “That 
is how we can truly be the best for those 
who need us,” Anderson offers.

De-escalating techniques can work 
wonders for registrars; even better is 
a preventive approach. CoxHealth’s 
registrars work hard to prevent patients 
from ever growing irritated in the first 
place. 

“I ask staff to pay attention to what 
they see in the lobby and what patients 
are saying,” Anderson explains. If 
someone is coughing, staff offer water. If 
someone says he or she is cold, staff offer 

a heated blanket. If children are growing 
restless, staff put out coloring books.

Registrars at Ochsner Medical 
Center’s ED make rounds in the lobby 
to update people on what to expect 
next. They start at 9:00 a.m., around the 
time when the ED starts getting busy. 
“The registrar introduces themselves 
to the patient and apologizes for any 
long wait times,” says Monica James-
Harper, patient access manager at 
Ochsner Medical Center’s ED and 
North Campus clinics. The registrar 
ends by saying, “If there is anything I can 
do to assist, please don’t hesitate to ask.”

Patients almost always want to 
know: “How many people are before me?” 
Other frequent concerns: “Can I have 
something to eat?” “Can you please get me 
a blanket?” “Do I have time to go outside 
to smoke a cigarette?” Registrars explain 
that diagnostic testing might be needed, 
so no eating or drinking is allowed until 
the patient is evaluated by a physician. 
However, staff offer to confirm this with 
triage nurses. If the clinical team says it 
is OK for the patient to eat or drink, the 
registrar provides food and/or water. 

If patients ask for pain medicine, 
need help going to the restroom, or 
express any medical concerns, the 

registrar escalates the request to the ED 
technician who works side by side with 
the triage nurses. This keeps people from 
feeling forgotten. “It also helps resolve 
any unasked questions the patient may 
have,” James-Harper adds.

Providing estimated wait times can 
defuse tension stemming from the 
unknown. When a patient checks in, 
registrars eyeball the number of other 
patients who arrived ahead of him 
or her, note how many registrars are 
working, and factor the estimated time 
to register each (five to eight minutes). 

“We normally tell the patient it 
will be about 10 minutes to get to 
registration,” says Karla Dennis, patient 
access team lead at Cox Medical Center 
Branson (MO). Then, the registrar 
offers the patient an approximate 
amount of time (usually five minutes) 
before the laboratory technician will 
arrive. Registrars often hesitate to 
involve higher-ups if they believe they 
can handle the tense situation on 
their own. Dennis disagrees with this 
approach. “After the fact, you may think 
the situation has been handled, but it 
can be brought back up,” she argues. 

Keeping managers or supervisors in 
the loop about what happened while 
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it is still fresh in the registrar’s mind is 
best. This means nobody is blindsided 
at a later date by a written complaint 
about which no one can recall the 
specifics. “Be solution-minded,” Dennis 
recommends.

She asks two questions: How can 
we resolve this matter? How can we 

make the patient happier than when the 
issue first began? Outpatient registrars 
clean and disinfect lobby furniture every 
hour. While doing so, they ask everyone 
waiting, regardless of whether they are 
patient, if they need anything such as 
water, a blanket, or to check on a family 
member or find out a wait time. “This 

eases the tension of being in a hospital,” 
Dennis notes.

Finding out what led up to the 
complaint is important. “Sometimes, we 
pass the patient off to the next area or 
person without getting the entire story 
when we could have eliminated the issue 
altogether,” Dennis says.  n

People-Pleasing Skills Needed to Calm  
Angry Patients

What follows are some common 
issues that upset patients and 

ideas for how registrars can rescue 
these difficult situations:

• Someone in the ED asks for 
payment. 

Recently, a patient was registering 
in the ED at Kadlec Regional Medical 
Center in Richland, WA. His father was 
shocked to hear someone mention a 
$3,500 copay.

“He was stunned and angry,” recalls 
Patient Access Lead Laurie Lawson, 
CHAA. The father stated that there 
was no reason to buy insurance when 
it does not cover anything. He vented 
about how much hospitals charge 
and how ridiculous it was. Lawson 
listened without interrupting. When 
the father ended his tirade, Lawson 
kindly responded, “I understand you 
can’t pay the copay in full, and that’s all 
right. How much can you pay today?” The 
man was surprised to find out the entire 
amount was not required. He decided 
to pay $250. Lawson offered a financial 
assistance application. “He still wasn’t 
happy, but was much calmer,” Lawson 
says. “He thanked me for being kind.”

• Someone asking for the same 
information repeatedly. 

One patient at CoxHealth was very 
upset to have to register each time they 
arrived for testing, along with wearing 
ID bracelets and providing insurance 
cards. Patient Access Team Lead 
Angelina Anderson explained it this 

way: “We have measures in place to protect 
our patients. It is our job to ensure a good 
experience. That includes billing as well as 
protecting people from identity theft.”

“That patient went from irritated 
to grateful before they left my office,” 
Anderson recalls.

• Finding out a service is not 
covered. 

Sometimes, patients just cannot be 
calmed. “Registrars need to recognize 
when to report the issue,” Anderson 
advises.

One such case started because 
an estimate was handled incorrectly. 
Registrars were not aware that some 
changes were made to the Affordable 
Care Act that affected sterilization in 
men. The incorrect estimate showed 
that service was not covered.

“The patient was outraged,” 
Anderson says. Registrars quickly called 
the insurance plan and verified the 
service was covered, then contacted the 
patient and apologized for the upsetting 
misinformation. “However, the patient 
still verbally threatened the registrar and 
insisted on knowing where they were 
located,” Anderson says. “In this case, 
we allowed security to follow up on the 
matter.”

(Editor’s Note: For more information 
about how to prevent and de-escalate 
patient-on-employee violence, check out the 
May issue of ED Management.)

• Answering registration questions 
with an unruly child in the mix. 

One registrar could not help but 
notice a child’s tantrum and the fact that 
the registration was taking much longer 
than usual. After learning the child was 
hungry, the registrar went straight to 
the cafeteria and bought a banana for 
the child. This allowed the mother to 
quickly register and then enjoy a more 
peaceful time in the waiting area.

• Someone provides the incorrect 
time or place for a service. 

Sometimes, radiology registrars at 
Cox Medical Center Branson encounter 
patients who arrive at the incorrect 
time for a CT or MRI. Some of these 
patients have traveled a long distance 
for the appointment. Before registrars 
even tell these patients that they have 
arrived at the wrong time, registrars first 
check to see if radiology can squeeze the 
patient in. Most of the time, the answer 
is yes.

Other times, patients arrive at the 
wrong location. They may have been 
told to visit an outpatient location when 
a test is actually scheduled onsite at the 
hospital, or vice versa. Cox Branson 
staff use the same process: Someone 
calls radiology to see if they can take the 
patient at the site he or she visited. “This 
can be done without the patient even 
knowing that they were in the wrong 
location,” says Karla Dennis, patient 
access team lead.

Walk-in patients for labs or X-rays 
often waited a long time. Now, 
preregistration is offered for any 
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outpatient procedure. By making a 
phone call, patients can skip the lines. 
“These changes have really made for 
happier patients,” Dennis reports.

Recently, a patient came to pay a bill 
at the registration desk at CoxHealth 

Branson Cancer Center. The registrar 
could have just told the patient to go to 
billing, which was located in a different 
building. Instead, she took the time to 
look at the bill and realized it was from 
the outpatient lab area. She walked 

the patient next door to the outpatient 
registration area to pay the bill. 

“The patient didn’t have to go to 
another building and got personal care 
being walked to the right place,” Dennis 
says.  n

Top Annoyances: Wait Times and Collections

W ait times and collections 
are the two things that 

annoy patients the most, according 
to Orville Henry, patient access 
manager at MedStar Union Memorial 
Hospital in Baltimore.

As for long waits at registration areas, 
those are a continual challenge. “They’re 
directly related to staffing and varying 
patient volumes,” Henry says.

Surges in volume inevitably occur 
on the same days registrars call out sick, 
leaving registration areas short-staffed. 
“Patients often complain to staff at 
our information desk,” Henry says. 
Some ask for a manager; if so, Henry 
apologizes for the wait, explains the 
situation, then registers the patient 
himself. Most leave the registration area 
in a much calmer state.

However, unexpected out-of-pocket 
costs are a more serious challenge. 
“Patient access staff are tasked with 
collecting time-of-service fees and 
copays. These encounters are difficult 
for patients and staff,” Henry says, 
noting that bad timing can exacerbate 
the problem. “Patients are often upset 
because their out-of-pocket costs were 
never discussed before their surgery 
being scheduled.”

Education and information help a 
great deal in these situations. When a 
registrar asked for a $1,500 payment 
for a shoulder surgery, the patient 
insisted he owed nothing at all. The 
registrar patiently explained that the 
procedure’s specific CPT code was used 
to determine the cost, which was based 
on the patient’s coverage. The patient 

insisted it was incorrect and asked for a 
manager. 

“I explained the calculation and how 
it was achieved,” Henry recalls. The 
procedure was covered at 80%, and the 
patient was responsible for 20% of the 
cost. A payment plan was offered, but 
the patient declined this option. “Once 
the patient understood the calculation 
and explanation of coverage, they paid 
the amount in full,” Henry says.

The key to defusing tension 
involving collections is to pay attention 
to the specific patient’s issue, just as 
registrars would in any other situation. 
“One patient may need assistance 
ambulating and require transportation 
assistance,” Henry says. “Another may 
require the assistance of our financial 
advocates.”  n

Registrars Use Comments in EMR to Find  
and Help Patients

A t Ochsner Medical Center, 
Monica James-Harper, 

patient access manager for the ED, 
recently reviewed comments about 
the department from a Press Ganey 
survey. Many patients expressed 
concerns about these two issues: 
confidentiality and timely evaluation. 
For both issues, registrars needed just 
a little bit more information to solve 
the problem. This information was 
added in the “comments” section of 
the EMR:

• What the patient is wearing 
today. One thing the survey 
respondents really disliked was 
“cattle calling” (hearing their name 
called out loudly in public). “Many 
patients complained it was a breach of 
confidentiality,” James-Harper says.

Registrars came up with a way to 
avoid this annoyance. When checking 
in a patient, the registrar adds a brief 
description of the patient’s clothing, 
such as “red shirt, blue hat, sitting in a 
wheelchair.” This way, registrars can walk 

right up to the person they are looking 
for and greet him or her. This makes the 
first contact not only more discreet but 
also much more personal.

• A brief description of what 
brought the person to the ED. “This 
allows triage nurses to identify medically 
urgent patients sooner,” James-Harper 
says.

As a result, some patients are brought 
back sooner. But in turn, this raises 
another issue: Patients left behind do 
not understand why others are allowed 
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to “jump the line.” The ED waiting 
area encompasses many different areas, 
including pediatric offices, patients 
waiting for test results, the main lobby, 
and the “super track” where less urgent 
patients are seen. Patients and family 
members are upset when they see others 

called first -— especially if those patients 
who were just called arrived after the 
patients who were left to wait. “Where is 
that person going?” 

When someone voices this 
complaint, the registrar always starts 
with an apology. Next, the registrar 

calmly explains the many reasons 
another person might have been called 
first.

“Patients are upset and afraid of the 
unknown,” James-Harper notes. “Once 
you explain the ‘why’ behind the event, 
they usually calm down.”  n

Take Role-Playing Examples Straight  
From Registrars

A continuous improvement event  
 on collections took place recently 

at Wilmington, DE-based Nemours/
Alfred I. duPont Hospital for Children. 
The event included all kinds of educa-
tion, but role-playing turned out to be 
the most beneficial.

“The team put together a skit to 
show how the process would flow 
smoothly from start to finish if all com-
munication was provided correctly,” 
says Stacy Hutchison-Neale, CRCR, 
CHAA, supervisor of the preauthoriza-
tion department. Next, patient access 
leaders asked for the toughest collection 
scenarios that front-end staff had ever 
faced. “Scripting was drafted with the 
help of the staff who actually do the 
job,” Hutchison-Neale says.

The hospital’s family advocacy team 
also provided input. Their biggest con-
cern was that patients should feel they 
are the priority. The goal is twofold, says 
Hutchison-Neale: “That associates are 
able to be successful, and that what we 
are communicating will not escalate a 
collection complaint.” The first hurdle 
was setting new expectations with 
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COMING IN FUTURE MONTHS

families who were used to receiving bills 
for services. Now, costs are collected 
upfront for all services. “We make fami-
lies aware that in most cases, this is not 
what the facility is saying you owe, but 
what your insurance company is stating 
is your responsibility,” Hutchison-Neale 
explains.

Options such as payment plans 
help people manage high out-of-pocket 
costs. Previously, registrars assumed 
people would be unable to pay the 
amount. This put them on edge before 
the conversation even started. “We have 
to stop assuming they cannot pay, and 
begin assuming they can until the fam-
ily advises differently,” Hutchison-Neale 
offers.

New hires at Albany (NY) Medical 
Center now receive plenty of point-
of-service collections training. This 
includes role-playing exercises, with 
managers playing the part of patients 
objecting to paying at the time of 
services. The comments are taken 
straight from the job. “This allows the 
new hire to familiarize themselves with 
some of the objections they will hear in 

a nonthreatening environment,” says 
Brenda Pascarella, CHAM, associate 
director of patient access. There are two 
common objections:

• “My insurance will pay.” Staff 
response: “We verified your insurance 
coverage, and the representative noted a 
deductible (or copay) that is your respon-
sibility. Would it be more convenient for 
you to pay by cash, credit or debit card, or 
check today?”

• “Can I pay over time?” Staff 
response: “You can pay half now and 
the remaining balance in 30 days. How 
would you like to make your payment 
today? We accept cash, credit and debit 
cards, and checks.”

After role-playing, staff reflect on the 
encounter. “We discuss what worked 
and what didn’t work — and also, how 
they may have approached the situation 
in a different manner,” Pascarella says.

Several registrars had dealt with 
patients who brought nothing at all 
with them — no wallet, checkbook, 
or credit card — on the day of surgery. 
The empty-handed patients protested 
that they were just following instruc-
tions from nursing. 

“We have worked with our clinical 
colleagues to overcome this obstacle,” 
Pascarella says. Nurses agreed to change 
the scripting used for presurgical phone 
calls. “They now remind patients to 
bring their financial obligation with 
them on their date of service,” Pascarella 
adds.  n
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Registrars Need Proven Responses to Counter 
Payment Refusals

At Nemours/Alfred I. duPont  
 Hospital for Children, registrars 

use certain responses when parents 
object to paying at the point of service:

Scenario: The family states they did 
not receive an estimate letter. This is the 
first time they are hearing about any 
type of payment.

Response: “We realize you have a lot 
going on today. However, to help alleviate 
any additional stress after discharge, we 
try to address insurance verification and 
any associated out-of-pocket fees ahead 
of time. That way, you don’t have to 
worry about it after you leave. The total 
out-of-pocket balance determined by your 
insurance company is [blank]. We realize 
that is a large amount to pay at one time. 
Therefore, we only require a deposit of 
[blank] today. How would you like to take 
care of that: Cash, check, or credit card?”

Scenario: The registrar sees a note 
on the payment screen that reads 
“$300.00 paid, $200.00 due @ DOS.”

Response: “I see you already paid a 
portion of your deposit. How would you 
like to handle the balance?”

Scenario: The family is hostile when 
the registrar mentions the amount due. 

However, the prepayment note and 
guarantor account note state that the 
family agreed to pay $500 at check-in.

Response: “For this surgery, there is 
a minimal deposit of $500. Are you able 
to pay that today?” If the answer is no: 
“OK. The next time you schedule this type 
of appointment you will be requested to 
make a deposit prior to service.”

Scenario: The parent says, “I don’t 
want to pay anything until I see a bill.”

Response: “Even though you have not 
received a bill yet, we anticipate that you 
will have a balance for this service. We 
will be requesting a deposit toward this 
balance prior to time of service. By paying 
this deposit, you will begin to lower your 
final bill.”

Scenario: The parent says, “I don’t 
feel comfortable making a payment 
over the phone.”

Response: “I understand that. I can 
leave a note in your child’s account so that 
when you check in, you will be able to pay 
our agreed amount in person.”

Scenario: The parent asks, “Can I 
set up a payment plan now?”

Response: “Unfortunately, I cannot 
set up a payment plan prior to having 

a bill on the account. I can provide you 
with a suggested monthly payment option 
based on the estimated costs. Once you 
receive a statement from Nemours, please 
call us back, and we can set you up on an 
interest-free payment plan.”

Scenario: The parent states that his 
or her insurance is changing.

Response: “That’s good to know. 
Once you have the new information, 
please contact us so that we can update 
your insurance and see if there are any 
additional authorizations that will be 
needed. We will also be able to give you an 
updated estimate under your new insur-
ance policy.”

Scenario: The parent starts to cry 
and exclaims, “I can’t afford this!”

Response: “I understand that, but 
please know that we have several op-
tions available for you and your family. 
We understand that this service needs to 
be completed and we want to help you 
throughout this process. Would you be able 
to pay 50% of the estimate? How about 
the deposit amount? Would you be able to 
pay anything at this time? Making a pay-
ment now will decrease the final bill that 
you receive.”  n

Revenue Cycle Leaders Revamp Financial  
Clearance Process

P atient access employees at 
Centennial, CO-based Cen-

tura Health are used to seeing high-
deductible health plans. Still, they 
regularly encounter patients with 
little-to-no understanding of their 
out-of-pocket costs. A newer develop-
ment: Plans that offer patients only 
physician coverage — no hospital 
benefits at all. “We must treat them as 
self-pay,” says Jeryl Wikoff, interim 

corporate director of patient access. 
Health share plans are another per-
plexing phenomenon for patients and 
registrars. In these plans, patients pay a 
monthly premium, but the plan is not 
insurance. These patients also are treated 
as self-pay. 

“There is no contract with the facil-
ity. They make no guarantee of payment 
for services,” Wikoff explains. Often, the 
patient receives the funds directly from 

the health share group and does not pay 
his or her outstanding hospital bill with 
those proceeds. Others do not meet the 
criteria for financial assistance, but still 
cannot afford the remaining balance. 
These situations called for a completely 
revamped financial clearance policy. 

“Requesting payment up front is 
a culture shift not only for patients, 
but for the patient access teams, 
administration, and providers,” Wikoff 
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acknowledges. These changes increased 
point-of-service collections by 10% 
over the previous year. “In 2019, we 
are showing a strong average upfront 
collection rate of 43.4%,” Wikoff 
reports.

The new financial clearance policy 
gives plenty of options for patients to 
pay prior to service. “The guidelines 
outline the minimum deposit require-
ments for elective, nonurgent services 
to go forward,” Wikoff says. These ser-
vices are excluded: Urgent or emergent 
services required by the Emergency 
Medical Treatment and Labor Act 
(EMTALA), organ and bone marrow 
transplants, and behavioral health. 
“Existing policy and procedures already 
exist for these populations,” Wikoff 
explains. Here are the changes:

• The new preservice process 
gives patients an estimate for their 
out-of-pocket liability. “It includes an 
in-depth benefit review and authoriza-
tion status,” Wikoff says. The patient 
can either pay in full or set up a pay-
ment plan based on the price estimate. 
To qualify, patients must pay 50% of 
the required deposit amount, with the 
balance put on a payment plan. “Once 
the payer has adjudicated the claim, 
if the variance exceeds the estimate, a 
phone call is made to the patient to 
discuss the new payment plan terms,” 
Wikoff says. If the amount owed is less 
than the estimate, the payment plan 
remains intact until the balance is paid.

• Anyone in registration, financial 
counselors, health benefit advisors, 
customer service, and self-pay 
vendors may set up a payment plan. 
Additionally, the patient also can set up 
their own on their MyCenturaHealth 
portal. “Payment plans can be 
established at any point in the process 
— preservice, check-in, discharge, or 
post-service,” Wikoff notes.

• In the ED, the patient’s 
benefits are reviewed after EMTALA 
requirements are met. Patients can 
learn more about their out-of-pocket 

costs for the ED visit. “This benefit 
review helps patients prepare for the 
final bill,” says Nicole Roberts, patient 
access director at Mercy Regional 
Medical Center in Durango, CO (a 
facility affiliated with Centura Health). 
Patients understand not just their out-
of-pockets costs on the hospital side, 
but also for other providers involved 
in their care. “The patient can elect to 
pay a deposit during that time or set 
up a payment plan from the estimate,” 
Roberts says.

Going forward, revenue cycle 
leaders are looking into asking a credit 
solution partner to fund the hospital 
100% upfront for the payment plans. 
The hospital would receive full pay-
ment right away. “The added benefit is 
a patient satisfaction factor, by having 
different financing options other than 
just their bank account or a credit card 
with high interest,” Wikoff offers.

Monthly auto payments are set up 
on credit cards to prevent patients from 
defaulting. Patients set up the portal to 
send notification messages if the card 
was expired or declined for any reason, 
according to Sheri Lasater, director of 
revenue cycle and health information 
management for Centura Health.

• Registrars require a commit-
ment of payment from the patient 
for accounts identified as high risk. 
This group includes accounts with 
high-dollar patient liability, noncovered 
services, or lack of authorization.

• The referring/ordering provider 
is kept in the loop regarding insur-
ance issues. “It gives the patient access 
associate a safe place to hand over the 
decision,” Wikoff explains.

Provider feedback has been mostly 
positive. These changes give physi-
cians the option to request a medically 
urgent exception or approve delayed 
service. 

“They appreciate being part of the 
process instead of finding out later the 
service was cancelled with no commu-
nication as to why,” Wikoff says.  n
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