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Price Transparency Now a Reality; 
Not All Hospitals Fully on Board 

Now that CMS’ price 
transparency final rule is 
effective (as of Jan. 1, 2021), 

noncomplying hospitals face the real 
possibility of sanctions.1

“Hospitals have the discretion to make 
it easy or difficult for consumers to learn 
the cost of care,” says Ge Bai, PhD, CPA, 
an associate professor of health policy and 
management at Johns Hopkins Bloomberg 
School of Public Health.

Some hospitals were holding off, 
hoping courts would overturn the 
requirements. “In normal times, that 
would be more concerning. But it’s hard 
to fault the hospitals, which are operating 
on pretty thin margins, for putting off 
dedicating resources until it’s certain that 
the rule would stand,” says Matthew R. 
Fisher, JD, a partner at Mirick O’Connell 
in Westborough, MA. 

Hospitals still are contending 
with operational challenges caused by 
COVID-19. “Rightly or wrongly, other 
concerns such as price transparency are 
getting pushed down the line for day-to-
day emergency issues,” Fisher observes.

Certain facilities are willing to compete 
on price for expansion of market share. 
On the other hand, says Bai, “powerful 
hospitals that enjoy ‘must-have’ status are 

less likely to compete on price, and, thus, 
will have less incentive to make  price 
disclosure user-friendly.” 

Noncompliance will land hospitals in 
trouble, if not right away then over the 
long-term, says George A. Nation III, a 
professor of business and law at Lehigh 
University. CMS has provided a good deal 
of guidance on what must be disclosed 
and the desired goals.2,3 “Much discretion 
is left to hospitals, as long as it is exercised 
consistently with achieving the purposes of 
the rule,” Nation says.

Making it difficult for patients to find 
meaningful price information is going to 
negatively affect hospitals’ reputations. “It 
will certainly appear as though they have 
something they’re trying to hide,” Nation 
cautions.

Posted information must be correct 
and not misleading. “Hospitals must 
be careful when making the distinction 
between a discounted cash price available 
to all patients, a discount based on the 
hospital’s financial assistance policy, and 
the writing off of a bad debt,” Nation 
explains. Administrators should disclose 
the following:

• If the hospital offers a cash discount
to all patients (regardless of whether this 
discount is advertised to patients).
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• If the hospital maintains a policy 
of collecting a certain amount from self-
pay patients at the time of treatment, 
and usually writes off the balance of 
its list price charges for these patients 
without making a good-faith effort to 
collect the balance of the debt. 

“This practice could be interpreted 
as offering cash discounts, which would 
need to be disclosed,” Nation notes.

• If the hospital maintains a policy 
of discounting prices for self-pay 
patients. For instance, if the hospital 
routinely discounts prices for 25%, this 
cheaper rate may need to be disclosed 
as a payer-specific negotiated charge. In 
this case, the “payer” is the patient. 

“While this may not be specifically 
spelled out in the rule, it is certainly 
consistent with the goals and purposes 
of the rule as explained by CMS,” 
Nation says. That is because it is 
information that a self-pay patient 
would need to be able to comparison 
price shop. 

The disclosure requirements are 
not based on healthcare systems; they 
are based on individual hospitals. If 
practices differ from one facility to 
another within the same system, it 
could require different disclosures for 
each hospital.

“Also, if the same good or service 
is priced differently by the hospital 
depending on where (inpatient/
outpatient) and how it’s being used (a 
stand-alone procedure or done as part 
of a larger procedure), then multiple 
disclosures would be required,” Nation 
says.

Hospital price transparency rules 
were meant to work in concert with 
CMS quality measures, says Karen 
Mandelbaum, JD, a healthcare 
attorney at Epstein Becker Green 
in Washington, DC. It gives 
nonemergency patients a chance to 
shop for the “best” deal, based on both 
quality and price. There is not anything 
too complicated about what hospitals 

need to disclose. “But that doesn’t mean 
that it won’t be a big job for hospitals 
to meet the requirements, or that it 
won’t require vigilance to keep the 
information up to date,” Mandelbaum 
warns.

CMS will rely predominantly 
on complaints regarding a hospital’s 
potential noncompliance, Nation 
predicts. Auditing hospitals’ websites is 
another possibility. “Hospitals should 
be mindful that it is not as resource-
intense to monitor websites as it is 
to conduct auditing for a HIPAA or 
EMTALA violation, so they should be 
prepared for CMS to do that type of 
remote monitoring,” Mandelbaum says.

Nation expects that at first, 
enforcement efforts will consist of 
advising hospitals about what they 
are doing wrong. “Of course, as time 
goes on, CMS will expect more from 
hospitals,” Nation says.

Noncompliant hospitals can 
be fined $300 per day. Financially 
struggling hospitals might take the 
position that compliance would cost 
more than the fine. “However, I think 
this is a hard sell,” Nation says. “$300 
a day will come to $109,000 per year, 
which is not huge but would require an 
explanation.” 

Second, if top executives choose 
not to comply with the law, it will 
not go over well. Also, the fine could 
increase in the near future. “If CMS 
gets the sense that a hospital is trying 
to undermine the goal of transparency 
by making it difficult for consumers, 
that will not bode well for the hospital,” 
Nation says.

Revenue cycle leaders must analyze 
pricing, billing, and payment practices. 
“It’s important to look at what in 
fact is happening, rather than what is 
supposed to be happening or what the 
hospital hopes may be happening,” 
Nation explains.

Pricing, billing, and payment 
policies (such as no cash discounts, or 

mailto:customerservice@reliasmedia.com
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not always making collection attempts 
on all patients) adopted by a health 
system are not always followed in all 
facilities. “That sort of thing tends to 
occur in hospital systems that have 
expanded rapidly by acquiring hospitals 
that were previously independent,” 
Nation observes.

The acquired hospitals operated 
under their own procedures. 

“Sometimes, they live on even though 
technically they are not supposed to,” 
Nation adds.

Under the price transparency rule, 
disclosures made by those hospitals will 
be inaccurate. “Revenue cycle folks may 
be in the best position to discover these 
sorts of discrepancies when they concern 
pricing, billing, or payment issues,” 
Nation says.  n
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Instant Gratification with Self-Service Price 
Estimators? Not So Fast, Says Patient Access

P atients’ high expectations for 
self-service price estimators 

are not aligned with what hospitals 
actually can offer. In an instant 
gratification world, patients want 
price estimates to be readily available 
like so much other data. “Estimates 
are one of those things that appear, 
from the outside, to be really easy,” 
says Debi Lasswell, manager of 
revenue cycle solutions at Bluetree 
Network.

Patients make comments like, “How 
much is a hip replacement? Isn’t there a 
price list somewhere?” 

“Healthcare billing hasn’t caught 
up to consumerism’s demands for 
accessibility and transparency yet,” 
Lasswell says. “It’s certainly one of the 
quality gaps that’s most frustrating to 
patients.”

Most hospitals do not offer price 
estimates proactively; thus, perhaps 
this is why CMS intervened with its 
transparency rule that went into effect 
on Jan. 1. (See this issue’s cover story for 
more information about that rule.) “There 
are a lot of concerns about inaccuracies,” 
Laswell explains.

Hospitals cannot really rely on 
their insurance verification tools and 
accuracy of contracted prices to give 
exact estimates, even if it is handled 
by trained staff. “There is still fairly 
widespread trepidation about what it 

will mean for patients to generate their 
own estimates,” Lasswell says.

Pitfalls of DIY Research

If patients cannot avail a hospital-
provided self-service price estimation 
tool, can they turn to insurance 
providers for cost predictions? Depends 
on their state of residence. Only six 
states mandate price transparency from 
carriers, providers, or both.1

But even in a state like Massa-
chusetts, where providers must give 
consumers the price of any procedure 
within two business days (if requested), 
patients may be unaware of those laws. 
(See the story in this issue on page 4 for 
more about this.)

While conducting their own 
research, patients may select an incorrect 
plan or enter the wrong CPT codes. 
Even if they enter it exactly right, CPT 
codes could change for clinical reasons, 
and the patient would have no way 
of knowing it. “These days, just one 
drastically miscalculated estimate can 
lead to viral media content or a slew of 
negative online reviews,” Lasswell says.

This worry means self-generated 
estimates are not yet a reality. “It’s 
something that hospitals want to roll 
out when they know they can do it 
right, and not before — despite the 

resounding consumer demand for 
them,” Lasswell says.

Answer the Why,  

Provide the How

If patients ask, “Why can’t I just 
calculate my own estimate?” Lasswell 
suggests this response: “Estimates 
are a little tricky. We need to make 
sure we take different insurances and 
benefits into account. Estimates can be 
somewhat tough to generate accurately. 
We’re working toward making price 
estimates more easily available. In the 
meantime, you can call this number: 
XXX-XXXX. The staff there can help 
make sure you receive an accurate 
estimate.”

Many hospitals currently review 
benefits and cost at the time of service 
or during preregistration. “However, 
patients are looking for a more hands-
on approach. Patients like the ability 
to complete their own estimates 
through a self-service option,” says Tara 
Richardson, vice president of patient 
access at Cincinnati-based Ensemble 
Health Partners. 

Patients want self-service options 
for scheduling, registration, and 
form completion. They also want 
to see potential cost implications 
for upcoming visits. Some patient 

https://go.cms.gov/2VpME3j
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Revenue Cycle Staff Keeps ‘Financial Toxicity’ 
from Harming Patients

access departments use a third-party, 
freestanding estimate tool — but it 
probably is not integrated with their 
registration system. 

“However, it could provide support 
and assistance for the patient to price-
shop for potential services,” Richardson 
offers.

Of course, self-service estimates are 
not worth much if they are incorrect. 

Procedure codes and benefits all 
have to be spot-on. “If any of these 
items are not identified appropriately, 
the estimate runs a risk of being 
inaccurate,” Richardson cautions.

Certain procedures carry additional 
costs outside the main procedure (e.g., 
medications or lab work might be need-
ed for a radiology procedure). Contract 
details also need to be pulled into the 

estimate. “If this is not accurate, or does 
not supply a contracted amount, the 
overall cost of the services can be drasti-
cally overstated,” Richardson says.  n

REFERENCE
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Consumers May Be Unaware Price Information  
Is Available
P atients say they want price 

transparency, but many 
are completely unaware of what 
information is out there, and have 
no idea how to find it, at least in 
Massachusetts.1

“We knew that consumers were not 
seeking price information for healthcare 
services. But we wanted to know 
why,” says Barbara Anthony, Pioneer 
Institute’s senior fellow in healthcare. 
Anthony and colleagues surveyed 500 
Bay State adults. Some key findings:

• Only 20% of consumers tried to 
find out prices before they obtained a 
healthcare service.

• Seventy percent of consumers said 
they wanted to know prices, but about 
the same percentage admitted they did 

not know price estimator tools existed. 
Consumers also were unaware that 
both hospitals and doctors are obligated 
under Massachusetts law to provide 
price information upon request. 

“Basically, consumers didn’t know 
they are entitled to get the price of a 
healthcare service before obtaining that 
service. They had never even thought of 
asking for prices,” Anthony says.

Consumers trust their doctors, 
insurers, and the state of Massachusetts 
the most regarding providing price 
information. “Hospitals were pretty 
low on the trust scale when it came to 
getting price information,” Anthony 
reports.

That likely reflects the fact most 
hospitals do not readily provide prices 

until after a service is rendered and a 
bill is sent. “Hospitals are quick to post 
information about financial assistance 
and credit arrangements, but make 
it difficult for consumers to find out 
how much even routine services cost,” 
Anthony notes.

With the federal government 
stepping in to require hospitals to post 
prices paid by insurers, says Anthony, 
“there is a growing recognition that 
secret pricing for healthcare services is 
headed for the chopping block.”  n

REFERENCE
1 . Pioneer Institute . Survey: Consumers 

want healthcare price information, 

but few realize it’s available . Oct . 28, 

2020 . https://bit .ly/3msu9XH

There is growing awareness that 
patients experience worse clinical 

outcomes caused by “financial toxicity.”1

“Often times, we put more respon-
sibility on the patient to figure out what 
they need in terms of resources to help 
cover costs of care. Our health and insur-
ance systems are complex, complicated, 
and difficult to navigate,” says Jean 
Edward, PhD, RN, CHPE, an assistant 

professor at the University of Kentucky 
College of Nursing. 

If a patient obtains health coverage, 
he or she is more likely to access appro-
priate medical care. “That in turn helps 
them maintain their health and keeps 
them out of emergency departments,” 
Edward observes. The most successful 
financial navigation programs direct 
healthcare providers and staff to work 

together to address patients’ needs from 
the time they enter the system to after 
discharge. “We are pushing to improve 
cost of care conversations because 
patients trust their providers,” Edward 
explains.

Patients are more likely to contact 
financial assistance services if the pro-
vider brings up the option. Some patient 
access departments are taking aggressive 

https://bit.ly/2VqObG8
https://bit.ly/3msu9XH
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steps to combat financial toxicity. At 
Moffitt Cancer Center in Tampa, FL, 
the patient access department made 
several changes:

• The financial clearance unit 
automated repetitive tasks (eligibil-
ity and authorizations). “This allowed 
us to shift resources to help patients 
understand their benefits,” says Viviana 
Beland, director of the financial clear-
ance unit. 

Four FTEs used to handle eligibility 
and authorizations. These employees 
were switched to more patient-oriented 
functions. Two became financial coun-
selors who screen patients for Medicaid, 
financial assistance, and payment plans. 
The other two became copay enrollment 
specialists (a newly created position to 
help patients enroll in copay assistance 
programs for which they qualify, de-
pending on the drugs they are receiving).

• When registering a new patient, 
staff find out the person’s financial 
status: insured, uninsured, or underin-
sured. Insured patients are informed of 
their benefits, deductibles, and maxi-
mum out-of-pocket costs. Patients with 
high out-of-pocket costs are referred for 
copay assistance enrollment. Uninsured 
or underinsured patients are screened for 

Medicaid eligibility, grants, or finan-
cial assistance programs. Patients with 
insurance who are out of network are 
informed of the higher financial respon-
sibility. “This ensures patients make an 
informed decision,” Beland adds.

• At the start of chemotherapy, pa-
tients receiving an injectable drug with 
out-of-pocket expenses are matched 
with assistance programs based on 
the person’s diagnosis and insurance. 
“Patient enrollment coordinators help 
patients to enroll in these programs,” 
Beland says. Some drug manufacturers 
make charitable funds available for pa-
tients enrolled in a copay assistance plan. 
“Patient financial services identifies the 
patient’s cost responsibility for the drug 
and bills this to the charitable arm of the 
manufacturer, alleviating the patient’s 
responsibility,” Beland reports.

• For patients receiving oral drugs, 
copay assistance or free drugs some-
times are available. Copays or out-of-
pocket costs for oral drugs are covered by 
the manufacturer in some cases, depend-
ing on the patient’s financial situation. 

• If patients lose insurance coverage 
in the middle of treatment, they 
are referred to the business office 
for financial screening. Medicaid or 

financial assistance are possibilities for 
this group. “Patients who want to apply 
for Social Security disability are guided 
through the process by our funding 
specialist,” says Andrew Talford, director 
of Moffitt’s patient financial services. 

• Patients scheduled for surgery are 
told of their financial responsibility in 
advance. Surgical patients can pay up 
front, set up a payment plan, or apply 
for financial assistance so there are no 
surprise bills. 

More changes are underway to 
help Moffitt’s patients. “We are in the 
process of acquiring an estimation tool,” 
Talford says. “It will allow insured and 
uninsured patients to understand their 
financial responsibility before receiving 
services.”

The department also is offering 
electronic financial assistance. Patients 
can apply and submit necessary docu-
ments through a phone or tablet. “This 
will also allow real-time status updates 
via text or email,” Talford says.  n

REFERENCE
1 . Edward J . Effective cost conversa-
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and cost-related health literacy . Clin 

J Oncol Nurs 2020;24:209-213 .

Health Plans Want Proof It Was Necessary  
to Admit Patient

Health plans are denying many 
otherwise-valid claims because of 

“level of care.” In other words, they are 
refusing to pay for hospital admissions, 
arguing such a move was unnecessary. 
“We frequently see ‘level of service’ 
denials,” says Brittney Brinker, senior 
consultant at nThrive. 

To prevent these denials, revenue 
cycle departments should work with 
utilization managers to fully understand 
why level of service denials are happen-
ing. Ensure clinical documentation is 

detailed enough to support inpatient 
level of care, and be sure to submit such 
evidence to the health plan while pa-
tients still are in house. “The percentage 
of denials that are overturned decreases 
the moment patients are discharged,” 
Brinker reports.

Ideally, physicians also engage in 
peer-to-peer discussions with the health 
plan’s physician while treatment is un-
derway, instead of after discharge. 

During payer contract negotiations, 
make an issue of clearly defined response 

time frames. Payors require clinical 
documentation supporting inpatient 
level of care in certain periods, usually 
within 24 hours of the inpatient order. 
However, health plans rarely are held to 
those same time frames to authorize the 
inpatient admissions. “Once the patient 
is discharged, this opportunity is lost,” 
Brinker adds. 

At St. Luke’s Health System in Boise, 
ID, keeping on top of the inpatient deci-
sion process is an ongoing challenge for 
the patient access team. “It is a large, and 
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growing, work effort to avoid denials of 
patient admission status,” says Michael 
Bennett, MBA, MHA, senior director of 
the revenue cycle.

That means admission notification 
to payers, ongoing medical necessity 
reviews with payers, audits on documen-
tation, and physician peer-to-peers. “We 
have been in the process of expanding 
our utilization management team in re-
sponse to these trends,” Bennett reports.

Health plans are arguing patients 
should have been managed by 
observation, and pushing back on 
inpatient claims. “Plans are becoming 

more stringent and denying more 
claims related to inpatient level of care,” 
says Neville Zar, managing director at 
Deloitte. 

Clinical documentation often is the 
deciding factor in these level of care deni-
als. “What is required from the physician 
is the admission order,” says Zar, stressing 
that it all starts at the point of schedul-
ing. “Patient access initiates the chain of 
events.” 

That means making sure none of the 
clinicals are missing: the H&P, progress 
notes, operative reports, and test results. 
The health plan might agree the patient 

met inpatient criteria. Sometimes, 
peer-to-peers are the next step. “It is 
of the utmost importance that the 
patient’s clinical documentation depicts 
the patient’s clinical condition, which 
ultimately determines the level of care,” 
Zar underscores. 

Disputes on which level of care is 
appropriate complicate matters further. 
A case manager might think a patient 
should go home, but the admitting 
doctor says hospitalization is needed, or 
vice versa. “There needs to be an ongoing 
dialogue to determine the accurate level 
of care,” Zar says.  n

Revenue Cycle Needs Prep Work  
for Tough Financial Conversations
Talking to patients about money is 

never easy, so some staff avoid it 
altogether. “As a rule, people don’t like to 
discuss their finances. It’s very personal. 
It can be even more difficult when they 
have a medical issue and don’t feel well,” 
says Lora Redden, CRCE-I, senior 
director of revenue cycle at Texas Health.

Patients have to pay more out of 
pocket today than ever before. Any 
unexpected cost can put a financial 
strain on families. “We discovered several 
instances where we needed to develop a 
standardized approach for holding finan-
cial conversations,” Redden says. 

The new process enables patients to 
receive the same message from preaccess 
to the central billing office. Still, two 
situations remain particularly challeng-
ing:

• Cost-sharing plans. “These plans are 
sold to individuals on the basis that they 
are not insurance. They don’t operate the 
same as insurance, nor are they regulated 
by any insurance board,” Redden ex-
plains. Unhappy patients often are stuck 
paying large balances. 

• Out-of-network plans. This means 
Texas Health is not contracted with the 
health plan, leaving patients with higher 

costs. Engaging in conversations about 
all these situations was difficult for staff. 
“We didn’t think traditional on-the-job 
training or role-playing exercises were 
enough,” Redden notes. 

The department created a policy that 
is clear on how to manage all of the dif-
ferent conversations, including scripting 
for front-line staff. All preaccess, patient 
access, and billing staff underwent train-
ing. “This consists of in-depth steps on 
how to manage each situation, decision 
points, and scripting,” Redden reports.

Next, the preaccess department 
created a financial concierge program. 
“Our process often involves a multitiered 
approach. The financial concierge may 
include the entity leadership and revenue 
cycle leadership to review cases,” Redden 
explains. 

This ensures the patient receives the 
care they need, regardless of his or her 
ability to pay. “The financial concierge 
remains available to the patient for any 
financial questions, up to and during 
their medical care,” Redden says.  If 
healthcare is unplanned, that calls for a 
completely different approach. “Work-
ing in an ED environment definitely re-
quires empathetic communication,” says 

Sharita Butler, MHA, patient access 
director for three Texas Health facilities 
near Dallas. ED registrars often are pre-
sented with individuals who are home-
less, unemployed, or financially unable 
to make even a small deposit. “Another 
challenge that the team is often faced 
with is when a patient states they do not 
want to pay for this service,” Butler says. 
By connecting with the patient at time of 
registration, the team ensures that some 
payment can be made in most circum-
stances. The most challenging situation: 
When patients ask why the cost is so 
high. Scripting is used to answer this dif-
ficult question. Patient access staff show 
the patient detailed benefits and explain 
the out-of-pocket expense is based on 
their insurance carrier. “This is a skill set 
that takes time for the employees to fully 
embrace,” Butler says.

New hires work with experienced 
registrars. “We then perform mock 
scenarios, where we are the patient and 
the employee has to request payment,” 
Butler explains. This allows managers to 
give real-time feedback. “We also teach 
by example, and share recorded interac-
tions with patients during check-ins,” 
Butler adds.  n
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Incomplete ED Registrations Disastrous  
for Copay Collections

At French Hospital Medical Center  
 in San Luis Obispo, CA, the 

patient access department focuses on 
making cost of care more transparent to 
all patients. This did not work as well in 
the ED, since patients often left before 
staff even had the chance to complete a 
registration.

During a recent staff meeting, 
Director of Registration Diandra Jones 
showed clinical leaders the dismal 
financial clearance rate for patients 
who left without being registered. “I 
compared our collection percentages 
with our ‘missed signatures’ report for 
the ED,” Jones recalls.

The amount collected by staff was a 
tiny fraction of the estimated amount 
that could have been. 

“This shed light on an opportunity 
to enhance communication between 
patient access and clinical teams,” Jones 
explains.

Registrars and clinicians just were 
not connecting when it came to 
the patient’s status. On both sides, 
information was missed “simply 
because of logistics,” Jones notes. Two 
changes were made to improve financial 
clearance of ED patients:

• Patient access staff, nurses, and 
clinical leaders were provided with 
radios. This low-tech method lets 
everyone communicate in real time 
wherever they are in the department. 
“The clinical team does not have to step 
away from the patient,” Jones observes.

On the clinical side, clinicians check 
with registrars to see if they need any 
more information if a patient is about 
to be discharged. Registrars let clinicians 
know if the patient’s insurance requires 
notice of admission. 

• ED registrars use an electronic 
tracking board to convey the patient’s 
status to clinicians. The clinical team 
now knows exactly when registration 

has been completed for the patient, or 
if a copay still needs to be collected. 
Fewer patients are discharged without a 
completed registration. More accounts 
are financially cleared, and fewer go to 
collection.

“We were able to improve collection 
efficiency for the ED by nearly 10%, 
and cut our missed signatures in half,” 
Jones reports.

In the ED, many team members 
(clinicians and registrars) interact with 
patients during long, stressful visits. 
After exhausted patients receive the 
all-clear to go home, they are not likely 
to stick around, notes Sarah Dresch, 
senior director of patient access at 
Ensemble Health Partners.

Hospitals are trying to shorten door-
to-provider times. Lower-acuity patients 
are treated as “fast-track,” and discharged 
quickly. The registration teams might 
struggle to keep up. 

“They are challenged with deciding 
which room visits to complete, based on 
length of stay, acuity, and not imposing 
on the clinical processes,” Dresch 
laments.

Registrars can check the electronic 
health record to see if a medical 
screening exam was completed, giving 
them the go-ahead to complete the 
registration and, hopefully, collect the 
copay. 

Collection becomes exponentially 
more difficult without the patient’s 
contact information. “We have seen 
issues in which patients were discharged 
through alternative exits like the 
ambulance bays,” Dresch reports. 

Patients bypassed the registration 
areas and left the facility without 
providing updated information or 
settling copays. To mitigate this 
ongoing problem, there needed to be 
much better collaboration between 
the patient access and clinical teams. 

This established a consistent workflow 
from patient arrival to discharge. “The 
physical patient flow throughout our 
ED was also evaluated,” Dresch says. 

Now, discharged patients pass 
through a registration area on the way 
out of the hospital. This way, if clinicians 
release patients before registration was 
completed, patient access staff can 
quickly meet with the patients before 
they leave. 

“If patient access teams were unable 
to connect with our ED patients 
prior to discharge, we would lose all 
collectability with these patients and 
strictly rely on collection services,” 
Dresch says.

At Woodsville, NH-based Cottage 
Hospital, ED patients leave without 
completing registration because the 
patient chooses not to wait for the 
registrar, or because registrars are not 
notified the patient was discharged. “It 
can be a timing issue, during the night, 
when patient access is closed and clinical 
staff did not complete the registration,” 
says Jennifer A. Florentine, director of 
patient access.

Registration is open from 6:00 a.m. 
to 9:00 p.m. After that, registrations are 
completed by the ED night technician, 
an LNA from the medical unit, or a 
house supervisor. At any time of day, 
patients arrive unidentified; many 
leave without registering. Only after 
the patient is medically screened can 
registrars ask for the copay. 

Only about 5% of patients pay it. 
The rest receive a bill after the claim is 
processed. Most of those do not ever 
pay. “Once the patient leaves without 
paying, our ability to collect decreases,” 
Florentine laments. 

Those patients receive a letter 
reminding them copay is owed. “Of 
those we send, we have about a 25% 
payment rate,” Florentine reports.  n
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Scripting Keeps Financial  
Message Consistent

A scheduler might tell a patient his  
 or her insurance will be billed 

— with no mention of the patient’s 
potential out-of-pocket costs. Weeks 
later, a registrar says a deposit of at 
least $100 needs to be paid in advance. 
Months later, a surprise bill for $1,000 
arrives. Inconsistent messages about 
money result in angry patients. 

“When visiting the hospital, billing 
is different for each encounter,” says 
Meghan Duhamel, CHAA, patient 
access associate at Connecticut 
Children’s. “The insurance coverage 
varies by not only the carrier, but also 
by the type of plan — high-deductible, 
HMO, PPO, or POS.”

There are so many other variables 
the insurance company considers 
when deciding which types of services 
to cover. Type of service, whether the 
service included general anesthesia, or 
whether there was a contrast study are 
just a few factors. 

“The cost may be different each and 
every time if the doctor’s order varies 
just a little bit,” Duhamel explains.

Families struggle to comprehend 
why they are paying so much when 
they arrive for a diagnostic study. 

“We as patient access staff do our 
best to inform the families ahead of 
their arrival,” Duhamel says.

Staff offer a 10% prompt pay 
discount, payment plans, and use 
scripting. 

“This way, they will know what to 
expect each and every time they call to 
schedule or arrive for an appointment,” 
Duhamel says.

“When in doubt, find it out. Don’t 
make up answers or guess.” That is 
the motto for Patient Access Associate 
Abbey Fontana, CHAA. Not knowing 
the answer is not the problem. 

“Providing the incorrect answer 
is the problem,” says Fontana, who 

works with Duhamel at Connecticut 
Children’s.

Giving families a point of contact 
for each area of the revenue cycle is 
the best way to provide a consistent 
message. When patients call in for 
an explanation of their bills, they are 
connected with customer relations. If 
they need to set up a payment plan, 
financial counselors are brought in. 

“To make sure there is no 
confusion, I go right to the source,” 
Fontana says.

A consistent message prevents 
confusion. Richard Berezowsky, 
CHAA, a central scheduler in patient 
access at Connecticut Children’s, sees 
this situation daily: A family calls 
scheduling to make an appointment. 
After the registration is completed, and 
their insurance is verified, the family 
asks questions about their specific 
coverage. 

The scheduler does not try to 
answer the questions, instead telling 
the family: “While your insurance 
is accepted at our facility, the actual 
coverage varies from plan to plan. You 
should contact your insurance provider 
to ensure coverage of this particular 
visit.” 

Staff direct the family to the 
financial department for any further 
questions or assistance. Schedulers are 
clear that they are not the appropriate 
team member to speak with regarding 
their specific coverage. “This limits 
what is said to the family by the 
scheduler, reducing the chances of 
giving incorrect or incomplete 
information,” Berezowsky notes. 

Both the language used and the 
tone are critical. “Families do not 
want an automatic response or robotic 
message,” Berezowsky observes. “They 
don’t want to feel their time is being 
wasted.”  n
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