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When Handled by Right Registrar, 
Tough Patient Encounters  
Can End Well

The work of a registrar combines 
two sensitive topics: money and 
health.

“This makes the level of professional-
ism and persona of a registrar even more 
important,” says Rebecca Steve, director 
of electronic health record training for 
the revenue cycle at Texas Health Re-
sources in Arlington. 

Registrars need to “remain calm under 
pressure and operate with unconditional 
empathy,” Steve says. “Having sensitivity 
to a patient’s circumstances often diffuses 
a difficult patient situation.”

When treated with compassion, 
patients are more likely to be more 
engaged with their clinical care — and 
to pay their hospital bill. “The work 
registrars do will ultimately impact larger 
ticket items,” Steve adds.

Patient access employees at Texas 
Health Harris Methodist Hospital 
Fort Worth receive specific training on 
empathy and the importance of listening. 
“They learn that not all problems need 
fixing. But all people need listeners in 
their life,” says Patient Access Director 
Maureen Bottom. 

Staff use role-playing scenarios to 
practice showing compassion. Supervisors 

watch for the right eye contact, body 
language, facial expressions, and tone 
of voice. It is easier to train someone 
to verify insurance than to display 
compassion. That is why managers look 
for people who are good at it already.

“We give the interviewee a handful of 
patient scenarios. We ask how they have 
dealt with them in the past,” Bottom 
explains. Managers look for responses 
that are focused on what the patient was 
going through.

Empathy is the focus of a three-hour 
class taken by all patient access employees 
at The Ohio State University Wexner 
Medical Center. “We stress to our 
employees: ‘You never know exactly what 
that patient in front of you, or visitor 
in the hallway, is in the hospital for,’” 
says Kylie Sokol, manager of patient 
access services, financial counseling, and 
preregistration.

Staff keep in mind that an irate-
sounding person might have just received 
a cancer diagnosis. Maybe a loved one 
is on life support or is giving birth. 
“Avoiding judgment and recognizing 
emotions in other people is key,” Sokol 
says. The words registrars use do not need 
to be complicated. At Wexner Medical 
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Center, registrars start by asking, 
“How can I help you?” They end by 
asking, “Is there anything else I can do 
for you?” 

When a patient offers thanks, 
registrars say, “You’re welcome!” 
Further, registrars tell patients, “I 
appreciate your time.”

Registrars are observed continually 
to be sure they are sticking to 
these habits. Managers listen for 
introductions by name and open-
ended questions (e.g., “What can I do 
for you today?” or “Do you have any 
other questions for me?”) Meanwhile, in 

addition to listening for the common 
courtesies of “please” and “thank 
you,” supervisors also watch for good 
nonverbal communication (i.e., eye 
contact, facial expressions, and body 
language).

If registrars are performing these 
tasks well, they are heaped with praise 
such as “Very clear explanations!” and 
“Great eye contact!” Otherwise, they 
will hear reminders such as “Please use 
please” or “Please introduce yourself.” 
Sokol adds that any constructive 
feedback is delivered to registrars right 
away.  n

Niceness Counts: How 
Registrars De-Escalate  
Irate Patient Episodes

Registrars cannot always change 
what is upsetting someone. It 

may be a rescheduled appointment, 
an insurer who will not pay, or a long 
wait. However, many registrars have 
found that simply being nice is all that 
is needed.

“I want to convey to the person 
on the other end of the line that 
they are not alone, and I’ll work 
hard to change the outcome,” says 
Jenny Owens, BSBA, ASB, CHAA, 
a financial advocate at Wilmington, 
DE-based Nemours Children’s 
Health System. Here are some cases 
where registrars used empathy during 
difficult encounters:

• Scenario 1: A patient thinks an 
appointment was scheduled already, 
but finds out it really was not. This 
happened when home sleep studies 
were first implemented at York, PA-
based WellSpan Health. The problem 
was that patients misunderstood the 
process. They were waiting to receive 
a device to use overnight and planned 
to return the following day to discuss 
the results. This was true, but it only 

happened after the patient calls to 
schedule a date for the device to be 
sent. 

One woman complained that 
she was still waiting for the device to 
arrive. She was surprised to learn it 
was not an automated process. The 
woman did not react well to the news, 
and started reviewing every detail of 
what she had been told. 

Instead of interrupting or 
becoming defensive, then-registrar Jill 
Augustyniak allowed the woman to 
talk. “I gave her time to tell her side 
of the story,” says Augustyniak, now 
a quality assurance specialist in the 
patient access department. Almost 
immediately, the irate woman calmed 
down. 

“I was able to defuse her negative 
emotions and regain her trust,” 
Augustyniak says. 

Together, they went through the 
instructions, and the appointment was 
scheduled. Finally, Augustyniak gave 
feedback to a clinical care coordinator 
to ensure the process would be made 
clear to future patients.

mailto:customerservice@reliasmedia.com


74   |   HOSPITAL ACCESS MANAGEMENTTM / October 2019               ReliasMedia .com         ReliasMedia .com         HOSPITAL ACCESS MANAGEMENTTM / October 2019   |   75

• Scenario 2: A patient is upset 
for personal reasons and cannot be 
calmed. One patient with chronic 
illness started out a call by yelling 
for about 10 minutes. She did 
not understand why she had been 
receiving registration phone calls, or 
why registrars needed to know her 
name and date of birth. The woman 
was clearly overwhelmed about her 
health and her finances. 

Instead of taking it personally, 
Augustyniak allowed the woman to 
vent, then said, “Let me help you work 
through this.” That is all it took to calm 
the angry patient. 

“She saw we were on the same 
side,” Augustyniak observes. 

Later, the woman called a 
department supervisor to apologize for 

shouting. The woman recounted that 
she greatly appreciated the registrar 
listening. On that particular day, says 
Augustyniak, “everything in her life 
was building up. She just needed 
someone to talk to and a shoulder to 
lean on.”

• Scenario 3: A parent calls after 
receiving a bill after surgery, for 
which the insurance paid almost 
nothing. At Nemours Children’s 
Health System, this kind of situation 
arises more frequently these days. 
In one recent case, the mother’s 
insurance came from a part-time job, 
barely covering any of the hospital 
bill. Although the family clearly was 
underinsured, they did not quite 
qualify for Medicaid because of the 
father’s income. The balance after 

insurance totaled nearly $7,000. First, 
Owens reassured the distraught mom 
they would find a solution together. 
Monthly payments were offered, but 
the mother stated they were too high 
and could only pay $25 a month. 

“The proposed amount was 
significantly lower than the payment 
plan estimator would allow,” Owens 
recalls. But it was clear the woman 
really needed help. “I used a tone 
of understanding and reassurance,” 
Owens says.

She could not do what the mom 
was requesting, so Owens connected 
her with someone who could. 

“Upon review, management agreed 
to allow the mother to pay the amount 
she stated she could afford,” Owens 
reports.  n

Patients Seek In-Network Care, But Balance 
Billing Persists

Patient access staff have nothing 
whatsoever to do with bills 

patients receive from providers who 
turn out to be out of network. Still, 
staff need to respond effectively when 
it happens.

“Because we do not bill for 
independent hospital-based group 
services, surprise bill complaints rarely 
present to hospital billing locations,” 
says Cindy Fry, chief revenue officer at 
Trinity Health in Livonia, MI.

Even so, the patient access 
department is ready for the complaints 
with these processes:

• Staff on the lookout for issues. 
“We train our customer service 
representatives to be more sensitive 
to listening, identifying, and tracking 
surprise billing incidents,” Fry reports.

• Staff caution patients in 
advance. During preservice calls, 
staff review the patient’s out-of-
pocket costs. They also talk about the 

possibility of bills from providers who 
do not participate in the same payer 
contracts as the hospital. 

“We provide customer service 
talking points and education on how 
and why a doctor out of network 
could be assigned to a patient’s case,” 
Fry says.

• If necessary, staff advocate for 
the patient. “We will intercede if a 
patient receives a surprise bill from a 
hospital-based physician,” Fry notes.

Many patients go out of their way 
to choose hospitals that are in network 
for their insurance plan. However, 
some patients may not realize 
physicians working there could still be 
out of network. 

“Patients can still end up with a 
surprise, costly, out-of-network bill 
for professional fees,” says Jessica E. 
Galarraga, MD, MPH, a physician 
investigator with MedStar Health 
Research Institute and assistant 

professor at Georgetown University 
School of Medicine. 

This is even the case with PPO 
plans, which provide “out-of-network” 
rates. The problem is that the 
physicians often are under-reimbursed 
for out-of-network care. 

“Plans will often pay arbitrarily 
low amounts for charges from out-
of-network physicians,” Galarraga 
explains.

This is how “balance billing” comes 
about. The physician bills the patient 
for the remaining amount of the costs 
of the visit that the insurer does not 
cover. The sheer number of physicians 
who are out of network at facilities 
that are in network is a huge issue. On 
average, 16% of in-network hospital 
stays had at least one out-of-network 
charge, according to an analysis of 
claims data from large employer plans.1 
The authors of another study found 
it happens 22% of the time for ED 
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visits by patients with employer-based 
insurance coverage.2 

Since balance billing harms patients 
and hospitals, why does it continue? 
The reasons are quite complex. 
“Competing interests simultaneously 
drive high out-of-network provider 
charges and low out-of-network 
insurer payments,” Galarraga laments.

Legislation has been passed to 
curtail balance billing, but so far only 
at the state level. “There has been 
a recent movement for state-based 
approaches to address balance billing,” 
Galarraga says.

Fewer than half of states have 
enacted some sort of policy protecting 
consumers from balance billing. Of 
these, only six included a payment 
formula for out-of-network services 
to which insurers and providers must 
abide.3,4 

“The predetermined payment 
benchmark approach may have 
unintended consequences, especially if 
it does not account for the healthcare 
market environment, which varies by 
state and region,” Galarraga notes. 

 Six states require arbitration 
between insurers and providers for 
the payment amounts. “Most of these 
state-based approaches are tied to rules 

that protect consumers against extra 
provider charges for out-of-network 
visits,” Galarraga explains. Either the 
pre-established payment formula 
or arbitration between insurer and 
provider is used to resolve payment 
owed to the provider.

However, none of these approaches 
really solve the problem. “They apply 
only to the insurers states are able to 
regulate,” Galarraga says. This does 
not include employer-based coverage. 
Thus, balance billing continues for 
these plans, which are not regulated by 
the state. 

“A federal approach is needed to 
protect patients from the financial 
risks of balance billing,” Galarraga 
argues. “This is gaining bipartisan 
momentum.” (Editor’s Note: Check out 
next month’s issue for more about these 
proposals.)

Consumer protection laws that 
use the arbitration approach are ideal, 
according to Galarraga. “This requires 
insurers and providers to resolve out-
of-network payments and prohibits 
additional charges to patients,” she 
says.

The high cost of arbitration gives 
insurers an incentive to reimburse 
fairly. It also gives providers an 

incentive to charge reasonable rates for 
out-of-network care. “This resolves the 
incentive imbalance currently in play 
that is harming patients,” Galarraga 
offers. “It removes patients from the 
equation of balance billing.”  n
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Once It Arrives, Quick Action on Registration 
Feedback Is Critical
Wait times probably are the most 

common complaint about 
registration. The issue seems simple at 
first — somebody waited longer than 
he or she wanted to. However, there 
often is more to it.

“What patients think of the 
registration experience can be 
subjective,” says Elena Gonzalez, 
assistant director of patient experience 
at Stanford Children’s Health. A 
10-minute wait seems much longer 
when anxiously waiting for test results, 

or if you are waiting with a crying 
baby. There are a few common issues 
involving complaints related to patient 
access:

• Patients complain about wait 
times, but it is really something else 
they are upset about. Sometimes, 
a person mentions a long wait, but 
their anger seems out of proportion. 
“Their concern is actually rooted in 
something else,” Gonzalez observes.

Often, people do not complain 
about wait times the same day, or even 

weeks afterward; they do it when the 
bill arrives. 

“We listen for clues as to whether 
the concern about wait time is being 
highlighted due to financial reasons,” 
Gonzalez says.

If it becomes clear that the wait 
time complaint is really about the bill, 
staff switch gears. After apologizing 
for the wait, they take the opportunity 
to fully explain the charges. They 
encourage the caller to apply for 
financial assistance.

http://bit.ly/2kxDpzc
http://bit.ly/2lGBd8A
http://bit.ly/2kzbFdx
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Other wait time complaints stem 
from disappointment with a subpar 
clinical encounter. 

“Wait times appear to be much 
longer when patients feel as though 
they were not listened to during the 
visit,” Gonzalez explains.

The opposite also is true. There 
may be extensive delays in registration, 
but the patient enjoyed such a great 
visit with the clinician that he or she 
cheerfully ignores it. “They mention 
that they have no problems waiting 
because they know the provider is 
listening to the other patients just like 
they have been cared for,” Gonzalez 
says.

Prevent wait time complaints with 
some proactive communication from 
the front desk staff on any expected 
delays. “Staff provide a gift card to 
our cafeteria or a coffee card so they 
can grab something while they wait,” 
Gonzalez says.

Notably, the token gift cards have 
received mixed reactions. “Patients and 
families can sometimes become more 
upset if it is not done in conjunction 
with a sincere acknowledgement of the 
concern,” Gonzalez cautions.

The cards are meant to 
acknowledge that the person was 

inconvenienced. More important to 
patients seems to be the demeanor of 
registrars. “We hear comments about 
how the friendly and smiling faces at 
the desk help ease stress and anxiety,” 
Gonzalez adds.

• Patients complain on social 
media. Some patients do not tell 
anyone at registration they are angry. 
Instead, they publicly post their 
dissatisfaction. 

Usually, such posts center on 
hospital bills; occasionally, there are 
mentions of registration.

Stanford Children’s Health Office 
of Patient Experience invites all 
social media posters to contact them 
to discuss things further. Not all do 
so, but staff try to collect enough 
information from the post to identify 
the patient and/or where the incident 
in question took place. 

Then, says Gonzalez, “we reach out 
to the leadership of that service area.”

A recent post gave the provider 
name and date of the incident. That 
was enough for staff to pinpoint the 
registration location where the patient 
had checked in. 

“Many times, staff can recall the 
incident that took place and provide us 
with the details. They were able to do 

so for this incident,” Gonzalez reports. 
Then, patient experience staffers 
contacted the family and resolved the 
matter.

All complaints, including those 
involving registration, are logged in a 
database. “This allows us to analyze if 
there are any trends that continue to 
present themselves in a specific area,” 
Gonzalez says.

• Patients complain about long 
wait times for appointments. This 
may come as no surprise to revenue 
cycle leaders. Certain clinics have few 
providers and high volumes. “It is 
not surprising to hear that multiple 
patients voice concerns with the 
amount of time they have to wait to 
get in to see the provider,” Gonzalez 
observes.

Staff explain that there is high 
demand to see a specific provider, 
which means long waits for the 
first appointment. For the most 
part, patients and families are 
understanding. Staff offer other 
options (e.g., different providers or 
different locations) and allow the 
family to decide. “To provide services 
to more patients — unfortunately, 
this means there may be longer waits,” 
Gonzalez says.  n

Tales of Good News: Patients Arrive as Self-Pay, 
Leave With Coverage

Patient access often is tasked 
with telling people bad news: 

What insurance will not cover, the 
amount of their deductible, or why an 
appointment needs rescheduling.

However, there is one notable 
case in which patient access have 
something to say that surely will make 
the person’s day. The patient who 
comes in as self-pay might find out 
that, in fact, he or she is eligible for 
Medicaid. This is especially common 
in states that have expanded Medicaid 

through the Affordable Care Act. 
“Our ED registration team received 
extensive training on Virginia’s 
Medicaid expansion program,” 
reports Sonya M. Meade-Settles, 
BSHM, CHAM, director of patient 
access at Chesapeake (VA) Regional 
Healthcare. 

Recently, an uninsured patient 
came to the ED in need of medical 
care. The registrar conducted a 
financial screening. Next, the registrar 
used an insurance verification tool to 

conduct a generic Medicaid search, 
which yielded some surprising news: 
active coverage for the patient under 
the recent Medicaid expansion. 
“The patient was not aware of this 
coverage,” Meade-Settles says.

Initially, the patient declined some 
of the diagnostic tests the physician 
recommended. 

“However, the good news changed 
his decision,” Meade-Settles reports. 
“The patient moved forward with the 
proposed treatment.”

news:What
news:What
news:active
news:active
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The registrar’s efforts meant that 
the patient received needed medical 
care and that the hospital could 
receive reimbursement. 

“This was a job well done,” Meade-
Settles adds.

At Boston Medical Center, “our 
payer mix is largely government 
payers. Medicaid and Medicaid third-
party liability are among our biggest 
payers,” reports Joseph Ianelli, MSW, 
MBA, senior director of patient access. 

To avoid coverage lapses for this 
patient population, patient access 
employees take the following steps:

• Staff are proactive in 
identifying people who might be 
eligible for Medicaid. It is unrealistic 
to assume everyone has coverage as 
required by the Affordable Care Act. 

“Everybody is supposed to have 
insurance. But we know there are a lot 
of people who weren’t able to follow 
through for a number of reasons,” 
Ianelli acknowledges.

Financial counseling staff do not 
wait for people to arrive for services 
before checking into this. They look at 
who is scheduled with no insurance. 
Then, staff contact those patients. 

“If we cannot reach the patient, 
we meet them at their appointment,” 
Ianelli explains.

Some financial counselors work 
with specific clinical services, such 
as the cancer center, primary care, 
infectious disease, or orthopedics. 

“That creates a nice partnership 
with the practice. They know 

who their contact is in financial 
counseling,” Ianelli says.

• Staff take responsibility to 
prevent lapses in coverage or re-
establish coverage that has lapsed. 
“The Medicaid population comes on 
and off coverage,” Ianelli reports. “For 
this reason, financial counselors need 
their finger on the pulse.”

Staff need to know to catch 
patients in the moment when they 
are accessing care. Certain patients 
cannot keep up with the Medicaid 
redetermination process. When 
coverage is about to lapse, Medicaid 
sends a letter. “But patients aren’t 
always in a position to read and 
respond,” Ianelli says.

Other patients are in danger 
of losing their coverage because of 
chronic illness, such as cystic fibrosis 
or cancer, that results in job loss. 
“That is a little tougher to identify. 
But it may be possible to leverage 
registration systems to show who is 
working and who isn’t,” Ianelli offers.

Sometimes, there is no mystery 
at all because the information 
comes directly from the patient. A 
patient may tell a registrar, nurse, or 
doctor that he or she is about to lose 
Medicaid coverage. 

“There should then be an all-out 
effort to get the patient connected 
with financial counseling,” Ianelli 
advises.

Certain states operate more 
restricted Medicaid programs. In those 
states, fewer patients will meet the 

criteria. “But there still should be a 
range of programs patients can access 
that we can help them with,” says 
Ianelli, noting this ranges from charity 
care to medication assistance plans. 
“All of that falls under the financial 
counseling umbrella.”

It would be a different story if 
somebody had a lot of resources, was 
not sick, and just happened to be on 
Medicaid. 

“But sometimes people are really 
compromised. They are truly sick 
and have other social determinants of 
health working against them,” Ianelli 
says.

The best approach is to arrange a 
meeting for whenever the patient is 
coming in next. “Financial counselors 
really have to be available and be 
accessible as much as possible,” Ianelli 
stresses.

Once Medicaid coverage is 
terminated and the patient has to do 
something to re-activate it, education 
and advice is not enough. 

“Advising patients to go home and 
re-establish coverage is honestly not 
going to work,” Ianelli warns. Instead, 
financial counselors do what they can 
to fix it right away. 

“They can call Medicaid offices 
or look in state systems to determine 
what action steps a patient needs,” 
Ianelli suggests.

Establishing access to Medicaid, or 
re-starting coverage that has lapsed, “is 
really a lifeline for many sick patients,” 
Ianelli says. “It’s so important.”  n

Get It Right the First Time: Wrong CPT Code 
Means Denied Claim
Receiving payment for patient  

 services rendered has everything 
to do with the entering the right 
Current Procedural Terminology 
(CPT) codes. “CPT codes represent 
our pathway to payment,” says Tonia 

Ferguson, senior director of patient 
access at Boise, ID-based St. Luke’s 
Health System.

Identifying which services were 
provided to patients sounds like an 
easy task. 

“But it can be very challenging 
to ensure the correct CPT codes are 
selected,” Ferguson notes.

For patient access, it all starts 
with collecting accurate information 
from the beginning. “Our role in 
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the creation of a clean claim is to 
first provide a foundation of correct 
patient demographic and plan 
selection,” says Ferguson, adding 
that thanks to standardized processes 
and technology, “CPT codes can be 
managed.”

There are many valid reasons why 
an incorrect CPT code is used when a 
test is ordered or surgery is scheduled. 
“CPT code changes are a normal 
and unavoidable part of healthcare,” 
Ferguson observes.

A provider does not always know 
in advance if contrast will be required 
for an MRI. A surgeon intends to 
perform procedure A, but while in 
the operating room, procedure B is 
required. 

“Not using the correct 
combination of codes leads to denials 
and possibly an unhappy patient,” 
Ferguson cautions.

There are times when CPT codes 
are not added at all. Either way, 
revenue cycle staff run into problems 
with denied claims. This is especially 
problematic if the patient received 
an estimate of cost based on what 
the provider ordered. “It’s important 
we deliver very clear information 

regarding an estimate and its ability to 
change,” says Ferguson, adding that 
patients could end up paying more 
than they planned on.

If a claim is denied due to incorrect 
CPT codes, revenue cycle staff do not 
just accept it. Some detective work 
is needed to discover the reason why. 
“We spend a good deal of time and 
resources trying to track down its 
cause,” Ferguson says.

First, staff search the patient’s 
medical record for any authorization 
information missing from the claim. 
“We contact the provider to fill any 
gaps,” says Ferguson, noting attempts 
are made to obtain a retroactive 
authorization. “Possibly, an appeal will 
be submitted. This can take months to 
resolve.”

To avoid rework on the back end, 
patient access stays on top of payer 
rules. 

“We have tools and processes in 
place to identify and handle code 
changes in a timely manner,” Ferguson 
reports. 

One such tool is real-time 
authorization, conducted before 
the patient presents. “We address 
any authorization gaps or errors in 

what was ordered or entered by the 
provider,” Ferguson adds.

To move this work even farther 
up the line, St. Luke’s is building a 
new estimate tool. Staff will be able 
to provide an estimate to patients 
before a procedure is even scheduled. 
“It also puts the control of creating an 
estimate in our patients’ hands via a 
self-service portal,” Ferguson says.

This helps with erroneous CPT 
code entry. “For an estimate tool to 
work, it requires standardized CPT 
code mapping to specific procedures,” 
Ferguson explains.

Certain procedures require 
multiple CPT codes. Knee 
replacement surgery and MRIs with 
contrast are two common examples. 
The tool factors in these code 
groupings. “This can be changed 
once the actual procedure occurs, of 
course,” Ferguson says. “But it helps 
build a correct foundation.”

Staff create the estimate, gain 
authorization, and help patients with 
a payment plan if necessary, all based 
on the correct CPT codes. 

“All of this preservice effort helps 
to ensure a clean claim in the end,” 
Ferguson says.  n

Registrars Need Solid Answers to Questions 
About Expensive Bills

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

center reps often field questions about 
expensive service. Staff do their best to 
answer those inquiries.

“The thing we struggle with most 
is validating the cost of a particular 
procedure or service,” says Paula 
Jermyn, manager of family financial 
services.

The real reason usually is the type 
of health plan chosen by the caller. 
Staff must find a diplomatic way to 

point this out. “When you choose a 
plan with the lowest premium, you 
most likely have the highest out-of-
pocket costs,” says Jermyn, noting that 
families choose health plans without 
fully realizing this. 

The Nemours call center fields 
about 1,000 calls a month. Many 
callers want an explanation for the 
high cost of healthcare. “How do you 
explain to a family that it involves the 
doctor who attended to you, multiple 
other providers, the cost of the OR, 

and the nurses who took care of you?” 
Jermyn asks.

Select patients complain that costs 
are higher than the previous year. For 
example, a patient might have been on 
a plan with a $1,500 deductible and 
no coinsurance last year. This year, 
there’s a $3,000 deductible, with 20% 
coinsurance until the patient hits a 
$6,000 out-of-pocket maximum. This 
means a higher bill for the patient.

“In the last several years, insurance 
plans have become more complex 
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for everybody,” Jermyn observes. 
“Sometimes, it’s too complex even 
for us to understand.”

There are a few staffers who 
have called three different people 
at the health plan, all of whom give 
different answers. 

“So, you have insurance 
companies giving conflicting answers 
to both the parent and the provider,” 
Jermyn laments. “It makes things 
very difficult.”

At times, it takes a great deal of 
effort to understand the person’s bill. 
Because of this complexity, it takes 
more time to handle an issue. 

“We should be getting on to 
the next call, but it’s not that easy 
anymore. The family will have a lot 
of questions,” Jermyn reports.

The questions are not simple, 
either. “You have a tripod of people 
trying to decipher why you were 
charged what you were charged for 
your particular bill,” Jermyn says. 
The parent, the insurance company, 
and the provider all may be stumped.

When plans change, companies 
do not educate their employees well. 
Some people do not even know their 
deductible. 

“It shouldn’t be a surprise when 
we call. But many times, it is,” 
Jermyn notes.

People often say things like, “It’s 
the same plan I had last year.” They 
don’t realize that the coverage has 
changed — and not in their favor. 
Some choose not to obtain needed 
care. 

“They might second guess 
whether they can go forward with it,” 
Jermyn says.

Comments like “I need to wait 
just a bit to save some money” or “I 
need to put a little more cash in my 
health savings account” have become 
common. 

“Our conversations are very much 
soft-ask. You become a budget person 
to help them figure it out,” Jermyn 
explains.

Many people wish aloud they 
had paid an extra $15 a month to 
secure a lower deductible. Others 
openly admit they did not anticipate 
needing to actually use the insurance. 
There are times when families are 
relieved to find out they qualify for 
a medical grant to help with after-
insurance costs.

“It’s not a contentious 
conversation all the time,” Jermyn 
says. Most people expect to pay 
something out of pocket, but they 
may need help figuring out how they 
can afford it. 

If someone is really upset, staff 
fall back on this statement: “We don’t 
need to have this conversation now.” At 
times, something else is going on in 
the family’s life that’s complicating 
matters: illness, divorce, or job loss. 
An employee may offer to speak to a 
higher-up to discuss alternatives.

“That gives the parent a chance to 
take in what we’ve talked about. On 
our side, we’re thinking about what 
we can do,” Jermyn says.

Whatever the case, staff are there 
to help patients make good decisions. 
Staff play the role of educator, 
advisor, collector, and a sympathetic 
ear. “You are having to put on a 
lot of different hats,” Jermyn says. 
“Sometimes, you’re just listening.”  n
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