
Retain your staff in a world
where other jobs pay more
Here are ways to motivate longtime employees 

Recruiting quality patient access services asso-
ciates in this tight job market requires persis-
tence and ingenuity. Employees know there

are plenty of jobs out there that pay more for less
demanding work. As one veteran access manager
says, workers can serve bagels for close to the same
pay and a lot fewer hassles.

In access management, frontline employees grap-
ple with convoluted insurance requirements. They
must sympathetically yet firmly discuss financial
responsibilities with incoming patients. It’s not easy,
and it’s small wonder that good registrars are hard
to find. 

The challenge of recruiting and retaining good
workers is a dual one, says John Woerly, RRA,
MSA, CHAM, a longtime director of access services
who is now a manager with Cap Gemini Ernst &
Young in Indianapolis specializing in patient access
redesign. Too often, Woerly notes, employees who
meet and exceed their goals lose their incentive 
and are lured away by other organizations or other
departments within the hospital.

“If the pay range is $9 to $11, and they’ve been
capped out at $11 for the past two years, they may
say, ‘Why should I kill myself to perform at a
higher rate when it goes without a salary increase? 
I want to stay in this department, but I could go
elsewhere for a better salary.’”

It’s important to realize, he says, that it costs
more in the long run to recruit and train new
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employees than it does to provide financial incen-
tives for existing employees. “As new staff go
through the learning curve, the department’s
data integrity may also suffer, resulting in rework
and potentially negatively impacting accounts
receivable [AR] days.”

At one organization where he implemented an
incentive program, Woerly adds, the program was
not budgeted as a separate line item. He simply
estimated that if the program cost $10,000 a year,
for example, that amount would be recouped —
in unspent advertising, interviewing, and train-
ing expenses — by the retention of two or three
employees who otherwise would have left. 

Incentive plans benefit an organization in two
ways: They help recruit quality staff, and they
stand out when compared with competitors’ pay
systems, Woerly points out. “The plan we put in
place recognized performance, quality, customer
satisfaction, and productivity. It looked not only
at the individual, but at the group.” 

Woerly outlines three plans he has used to
enhance staff performance:

1. Quality and productivity bonus. Employees
in access areas such as customer service, preregis-
tration, registration, and ambulatory scheduling
received points based on improvements in vari-
ous categories, each of which was assigned a dif-
ferent weight.

Group goals included reductions in AR days,
queue wait time, call abandonment, and increases
in upfront collections, among other things.
Employees were rated individually in such cate-
gories as productivity and monthly quality stan-
dards. Depending upon their scores, employees
could receive bonuses ranging from $50 to $150
each month. (See tables, p. 123.)

Amounts the access manager designated var-
ied, of course, depending upon available funds,
Woerly points out. “It could have been $20. It’s
really just the matter of recognizing the individual
effort. Surprisingly enough, the sheer symbol of
recognizing high performance was a tremendous
morale booster. It affected the associate who was
already achieving and established a higher bar for
others who had the opportunity to enhance their
performance. Additionally, it made the standards
come alive.”

2. Overtime for focused initiative deployment.
This plan was put in place at a time when the
hospital was implementing improvements in the
emergency department (ED) process, including
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discharge coordination, bedside registration, and
quality assurance and training.

“We needed extra registration bodies in the ED
to assist in a smooth transition,” Woerly explains,
“but not all staff within the department were
cross-trained. Cross-training was not an expecta-
tion prior to this time. Staff were very specialized
and were not fully trained to work in other areas
within the department.”

The overtime incentive plan included:
• Staff received a bonus of $2 per hour for work-

ing hours above the normal workweek (36 to 37.5
hours for full-time associates and 36 per two-week

pay period for part-time associates) or additionally
assigned hours as designated by management.
That differential was in addition to the standard
overtime rate for hours worked over 40 per week
and evening/night/weekend differentials.

• Management decided which individuals
were approved for the bonus plan based upon
associate performance and organizational goals.

• To qualify for additional assignments,
employees had to meet minimum productivity
and quality standards for each category of tasks.

• Overtime was approved for targeted jobs as
determined by management.
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Quality and Productivity Bonus — REGISTRATION
KPIs Base 5 6 7 8 9 Weight

OP ED

Monthly Quality Std (Personal) 75% 80%+ 85%+ 90%+ 95%+ 100%+ 35% 35%
Discharge Financial Education 100% 80% 85% 90% 95% 100% 0% 5%

Demographics Changes
(86th Express Care)

Upfront Collections (86th Express 50% 70%+ 80%+ 90%+ 100%+ 100%+ 0% 20%
Care) % of Amount Due

Quality and Productivity Bonus — BUSINESS OFFICE
KPIs — Registration Base 5 6 7 8 9 Weight

AR Days 85 80 75 70 65 60 5%
Productivity (Personal) 30%
Cost Per Unit of Work $6.20 $5.90 $5.60 $5.30 $5.00 $4.70 10%

KPIs — Pre-Registration
AR Days 85 80 75 70 65 60 5%
Monthly Quality Std (Personal) 55% 80%+ 85%+ 90%+ 95%+ 100%+ 35%
Uninsured Patient Referrals to F/C 0% 10%+ 20%+ 30%+ 40%+ 50%+ 10%

KPIs — Scheduling
Call Abandonment (Team) 6.5% 6.0%- 5.0%- 4.0%- 2.0%- 0% 2.5%
8 Points of a Good Call 100% 80% 85% 90% 95% 100% 10%
Medical Orders Processed 70% 80%+ 85%+ 90%+ 95%+ 100% 15%

SAMPLE...
Associate 1 works in Customer Service and achieved the following quality and productivity levels:

KPIs Base Rate Achieved Weight Score Total

AR Days 85 75 5% 6 3
8 Points of a Good Call 100% 95% 20% 8 16
Cost per Unit of Work $3.25 $2.90 10% 5 5



• An associate’s regular manager had to
approve a request to work overtime in coordina-
tion with the patient intake team leader so it 
didn’t interfere with the associate’s regular job
assignments.

• The patient intake team leader was responsi-
ble for establishing the number of associates
needed and hours required, for training and com-
petency validation, and for productivity/quality
and outcomes reporting.

• Overtime limits were not to exceed 20 hours
per week for a total of no more than 60 total
hours worked per week.

3. Staff recruitment incentive. Employees who
helped recruit another staff member received a
monetary bonus after the new employee had per-
formed the job successfully for three months. 

Although the hospital had used several other
ways of finding staff, this method brought the
best results, Woerly says. “We had recruitment
agencies looking for staff, had a job fair [see
related story, below right], and had talked to
the deans at community colleges. But we found 
that if our people recommended a friend or a
cousin, they’re motivated to want that person 
to succeed and also will assist in training to 
help make that happen.”

Before leaving that organization, he notes, “I
signed off on six or seven [recruitment bonuses]
departmentwide over a three- or four-month
period.”

Participation in the various incentive plans,
whether assisting in staff recruitment or working
unscheduled overtime, also figured into employ-
ees’ annual evaluation and contributed to salary
increases, Woerly adds.

Despite the frustration access managers 
sometimes feel when their best employees go 
on to bigger and better jobs outside their depart-
ments, it’s a good thing to assist in employees’
“career-building,” Woerly maintains. During his
various tenures as access director, he identified
and encouraged a number of employees who
advanced in their careers, many of them within
the access department. 

“One [access employee] had an interest in com-
puters and an organized process mindset,” he
recalls, “and I told her she had the talent to work
as a system administrator.”

The woman expressed a need for more com-
puter training, which Woerly arranged. She 
now serves as a system administrator at that
organization.

“Be aware of people who have potential and
assist them,” he recommends. “It’s a matter of not
settling for the mediocre as you’re hiring. Hire
with the idea of allowing that person to gain
knowledge and experience. Provide vehicles like
training and attendance at meetings of profes-
sional organizations to build their skill set and
allow staff to move up.”

Even those who move on to other depart-
ments can provide a benefit to access services 
by enriching the knowledge about patient access
in their new jobs, he says. Woerly cites another
access employee who went on to become an
executive secretary to the institution’s chief
executive officer. Another associate received
training in radiology and is now director of 
that service.

“When issues or problems came up [regarding
access services], both individuals could say, ‘I
worked there, and I know why they do that,’”
Woerly says. “These people can be positive com-
municators and supporters for your department.” 

[Editor’s note: Hospital Access Management
would like to publish your staffing solutions. Please con-
tact editor Lila Moore at (520) 299-8730 or lilamoore@
mindspring.com to share ways you’ve found to attract
qualified staff and keep them happy.]  ■

Access job fair 
brings fast results
HR helps speed process

Facing a low unemployment rate in your geo-
graphical area at the same time you’re desper-

ate for an infusion of new employees? Try hosting
a job fair.

That’s the solution John Woerly, RRA, MSA,
CHAM, and his management team devised when
the hospital where he served as director of patient
intake needed to increase its access staff in a short
period of time. 

“We were creating new functions, establishing
upfront collections and bedside registration, and
were putting in an Advance Beneficiary Notice
process,” explains Woerly, now a manager with
Cap Gemini Ernst & Young in Indianapolis. “We
were going from a decentralized operation to a
more centralized one, so we were going through
rapid change, which created new positions.” 
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To publicize the job fair, he says, Woerly adver-
tised in the local newspaper and on the local radio
station, announcing that applications would be
taken between 5 and 7 p.m. on a particular day.
“We had rooms set aside for keyboard skills
assessment, human resources people there to get
applications filled out, and our entire manage-
ment team on-site.”

More than a dozen managers attended

Between patient intake and patient financial
services, which joined in the effort, some 12 to 14
management personnel were present, he notes.
All available job openings, with hours and neces-
sary qualifications, were posted, and a four-
person panel, including Woerly, screened each
applicant.

“We asked about their background, areas of
interest, and the hours they preferred,” he says. 
“I might say, ‘I don’t have these hours available
within my department, but financial services
does.’” Following the screening, another manager
would conduct a more in-depth interview, he
adds.

He had arranged in advance that human
resources personnel would speed up drug test-
ing/physicals and checking of references, “so
instead of taking two weeks, it was done within
the week.”

As a result of the job fair, about 20 people 
were hired, he notes. “Before that, if we could
hire three or four a month, we were doing 
well.”

Physicians as registrars?

Access managers in a community with a medi-
cal school might want to try a recruitment strat-
egy he used at another facility, Woerly suggests.

“When I was in a university setting, one of 
the [educational] criteria for medical students
was that they work a semester in a hospital,
preferably in a nonclinical setting,” he says. 
“We hired four or five interns and residents 
and employed them in patient scheduling 
and preregistration.”

Woerly says he discovered that these physi-
cian/registrars were extremely computer savvy
and could be trained in about one-fourth the time
of the average new hire. As an added benefit,
“when they become full-fledged physicians, they’ll
have a better appreciation of what [access person-
nel] do and how we do it,” he points out.  ■

Management’s got 
a brand new bag
Rewarding staff doesn’t have to cost you

In the years he’s spent overseeing access person-
nel, Anthony M. Bruno, MPA, has made some-

thing of an art out of motivating and rewarding
his employees, often with group-oriented recog-
nition and events.

In his latest innovation, Bruno, director of cor-
porate admissions and registration at Crozer-
Keystone Health System in Upland, PA, focuses
on individual excellence and providing his man-
agers and supervisors with some ways to recog-
nize it. “We already do group things,” he adds.
“Now we want to come up with ways and rea-
sons for rewarding and recognizing more per-
sonal achievement.” 

The program, which Bruno has dubbed the
“Recognition and Reward Tool Bag,” is not meant
to replace bonuses or salary increases, he says,
but simply to tell the employee, “I appreciate you
and what you’ve done.” The emphasis, he notes,
is on recognition, not reward.

When to brag

That recognition could be for an employee who
has come through a stressful period and com-
pleted a difficult work assignment, or simply for
someone who has a positive attitude, Bruno says.
The recognition might come in the form of a
smile, a pat on the back, and a simple thank-you,
he adds. It also could be a personal letter to the
employee, with a copy to his or her immediate
supervisor, Bruno notes. The recognition can
extend, he says, to having a system vice president
make a presentation to employees who have gone
the extra mile. That was the case, Bruno adds,
when some staff members worked particularly
hard during a recent computer shutdown.

The actual rewards in the management staff’s
tool bags are really token awards, he says. “Noth-
ing in the tool bag costs more than $7. These are
items like a note card that says, ‘Thanks for help-
ing me out’ and a pack of Lifesavers with ‘TEAM:
Together Everyone Achieves More’ on the label.” 

The bag also includes Post-It notes, with sayings
like “thanks,” “wow,” and “applause” as head-
ings, and foam stress-relief toys, such as a heart
that’s labeled “star,” Bruno adds. The company
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that sells many of these items, Baudville Inc. in
Grand Rapids, MI, also offers software that allows
managers to design their own awards, such as a
team-player certificate, which can be placed in an
inexpensive frame and presented to a deserving
employee, he notes.

Don’t assume managers and supervisors know
how to recognize employees in this way, Bruno
advises. “Some supervisors normally say, ‘Good

morning. How are you?’ and with others, you
can’t seem to get a nice word out of them.”

Rather than single out the ones who weren’t
up to par, Bruno says, he decided to offer a one-
hour inservice program for the entire manage-
ment staff, which includes about 40 directors,
managers, and supervisors from four hospitals
and a community mental health facility. Together,
those people oversee more than 300 employees.

During the inservice, he says, “we’ll go over
not only the items in the tool bag but also how
important it is to get employees to recognize each
other. And we’ll stress that after they’re success-
ful at doing this, they should continue it.”

The idea, he says, is for managers to incorpo-
rate the program into their routine, “not just for 
a week or a month, but every day.” So far, the
response from his management team has been
good, Bruno says. “It hasn’t been a hard sell, as
in, ‘Oh, no. They’re asking me to do something
else,’ but rather, ‘I can use this.’”

The Recognition and Reward Tool Bag is one
more effort that Bruno hopes will contribute to
his goal of instilling in employees what he calls 
a “driven by team success” attitude, he notes.
“What I want to see is employees recognizing
other employees, getting them to realize that ‘it’s
not about me; it’s about us.’” With that in mind,
he may provide tool bags for frontline staff in the
future.

Bruno says the program stresses these ways of
recognizing and rewarding appropriately:

• Offer recognition in an appropriate setting
and be sure to make eye contact.

• Be sincere in your praise and make clear
what behavior or action you are praising.

• Start each staff meeting with a public “thank
you” or a solicitation for one.

• Walk the walk. Give support, cooperation,
and collaboration to your staff.

At Crozer-Keystone, the recognition and
rewards are being extended beyond the admis-
sions and registration staff, Bruno notes, and
not just to other departments. At a meeting of
the physician billing staff, he says, an employee
asked if the tools could be used to thank some
of the physicians’ offices that are particularly
helpful in sending the information needed for 
a complete bill. Now, he adds, recognition is
given to members of physicians’ staffs when 
the two groups get together at breakfast and
lunch meetings throughout the year.

The recognition and reward program is
important because “people are the lifeblood of
our health system, and people count on recogni-
tion,” Bruno says. “Recognizing accomplish-
ments, building self-esteem, and being sensitive
to individual qualities help release the energy of
self-motivation. The more people learn to be
cooperative and collaborative, the better the
working environment.”  ■

Newly built hospital 
‘more like a hotel’
There’s no admitting department

It sounds almost too good to be true: a brand-
new hospital that looks like an upscale hotel,

with employees who are there because they’re
committed to provide not just customer service,
but compassionate service.

From all reports, however, that is the reality 
at Woodwinds Health Campus in Woodbury,
MN, a community hospital that is a collaboration
of Health East Care System and Children’s Hos-
pitals and Clinics, both in Minneapolis.

“About five years ago, we decided to build a
community hospital with a vision of being the
innovative and preferred resource by creating 
an experience that has not been done before,”
says Woodwinds’ chief executive officer Julie
Schmidt, RN, MBA. In her case, she says, “CEO”
stands for “customer expectations officer.”

There is no admissions department at Wood-
winds, which opened in August 2000, but rather
a “fairly unique admitting process” whereby
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“Recognizing accomplishments,
building self-esteem, and being

sensitive to individual qualities help
release the energy of self-motivation.”



patients go directly to the point of service,
whether preregistered or not, says Cara Hull,
executive lead of systems and process integra-
tion. The closest thing to an admitting office,
Hull adds, is the one occupied by a single 
admitting coordinator.

Scheduling made simple

Patients are scheduled by a centralized staff —
using Pathways Healthcare Scheduling, a prod-
uct of Atlanta-based HBOC — that handles the
function for all the sites that fall under the Health
East umbrella and is reachable through one cen-
tral telephone number, she explains. Bookings are
created and sent to a Health East centralized pre-
registration staff, which calls patients to obtain or
confirm demographic and insurance information,
Hull adds. 

“Once those patients arrive, they go directly to
the point of service, whether radiology or a patient
floor,” she says. “There are still some pieces that
need to be completed — forms signed and [a com-
puter entry] that the patient is here — and that can
happen in a couple of ways.” 

Information coordinators, located in every
department and on every patient floor, can take
care of those details at their desks or in the
patient’s room, using wireless laptop computers,
Hull adds.

The admitting coordinator typically handles
direct admissions, in which the entire registration
process must be done after the patient arrives,
she says. “She either does it in her office in the
front of the hospital near the main entrance, goes
to the department or patient room, or [takes the
information] over the phone.”

If the patient makes it to radiology without
being registered, for example, there is a telephone
alcove where he or she can sit and call the admit-
ting coordinator, who is reachable by wireless
phone, Hull notes. Volunteers are available, she
points out, who don’t just direct patients down
the hall, but personally escort them. “That doesn’t
always happen, but we try.”

The practice is part of the philosophy of cus-
tomer service — “Compassionate Service at
Woodwinds” — created specifically for the hospi-
tal, Hull explains. “There are specific behaviors:
greeting the patient, looking up from what you’re
doing, making the patient feel he or she is the
most important person.”

Woodwinds is so serious about hiring employ-
ees who fit its purpose that it uses a behavioral

assessment tool purchased from the University 
of Chicago Hospitals to screen applicants, says
Schmidt.

“We try to create compassionate service by hir-
ing the right employees and supporting them
through the process,” she explains. “They get a
letter from me, stating the expectations, and they
sign a “Compassionate Service Agreement.” 

Despite a pay scale that is “at market rate” and
an unemployment rate in the area of less than 2%,
Woodwinds had some 3,000 applicants for 400
jobs, Schmidt notes. “Some people were interested
because we were close to home, but the majority
wanted to work here because of the vision. We
tried to let folks in the community know what
kind of organization we’re trying to create. There
was excitement at being part of that new approach
to providing care.”

Woodwinds not only has a different feel than
the average hospital, it has a very different look,
she says. There is a two-story “town center” that
connects the medical office building with the hos-
pital. It features a grand piano, aquariums, a cafe,
a retail shop, lounges, and five fireplaces and
looks more like a hotel than a hospital, Schmidt
says. All the patient rooms are single occupancy,
with sleeping space in every room for family
members.

Even with such amenities, she adds, construc-
tion costs per square foot for the facility are in the
lower quartile of building costs throughout the
country. “Sometimes, remodeling is more expen-
sive than getting there in the first place,” Schmidt
notes.

‘Easy way finding’

Because Woodwinds is situated on about 30
acres, parking is not a challenge, she says, and
access to the building is pleasant and convenient.
“When you arrive, there is a beautiful open area,
with choices of where to sit.”

There are no labyrinths or dark basements at
Woodwinds, Hull says. “There is a main glass
corridor that runs the length of the building. It’s a
two-story space, and you can see below. Whether
you’re going to radiology, cardiopulmonary, the
lab, or surgery, you walk down one main hall-
way. It’s like a street, with a sign at each corner
telling where you are.”

Easy “way finding,” as it is called, was part of
the building’s design, she adds. “Our lowest level
is the walk-out level, so there is no basement. You
don’t lose your sense of direction.”  ■
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Putting access 
together again
Longheld notions re-examined

(Editor’s note: ScrippsHealth in San Diego is in the
midst of a massive redesign of its expense departments
and front-end processes. Here’s the latest in a series of
occasional reports on the project.)

As ScrippsHealth continues its revenue cycle
redesign, part of an overarching project

called Scripps Team Achieving Results (STAR),
longheld perceptions about the way business
should be done are being scrutinized and, in
some cases, discarded, says Jack Duffy, FHFMA,
corporate director of patient financial services.

“It is really, really neat to take this whole thing
apart and put it back together again,” Duffy says.
“Historically, we have created a situation that is
not manageable.”

Having consultants from Southfield, MI-based
Superior Consultant Holdings Corp. as part of
the team “doesn’t allow you to take your ball and
go home,” he points out, something that often
happens when different departments are asked to
justify expenses and redesign their processes.

Bigger goal requires bolder reductions

What typically happens when an organization
undertakes such a project is that it results in an
incremental improvement in productivity of 5%
to 10%, Duffy says. “That usually means a layoff
and letting the survivors do the work.” 

With the goal Scripps has in mind — 30%
improvement in productivity — those incremen-
tal changes just aren’t enough, he adds. The plan
is to reduce labor and service expenses by one-
third in patient access, medical records, and the
business office, Duffy explains. That effort, if car-
ried by the labor component alone, would mean
eliminating 100 of the 400 full-time equivalent
positions in those three areas, he adds.

“We found out we had embedded some expen-
sive business practices in our hospitals,” Duffy
says. “The most expensive was because we fell in
love with ‘patient-focused care.’ In the cold light
of day, access becomes hugely expensive when

commingled with nursing secretary or other
departmental duties.” 

In fact, he adds, Scripps has found that by
combining positions in an effort to decentralize
services, it pays a premium of 200% to 300% over
what a focused department would cost. Mean-
while, he points out, “patients never commented
that bedside administrative services were better
than sliced bread. Some like it; some consider it
an intrusion.”

The Scripps redesign will affect access services
in three primary ways, Duffy explains:

1. There will be a return to discrete depart-
ments. “The blended version, combining nursing
secretary and other job descriptions with access,
is not effective for access,” he says. “There are
significant issues with training. The [secondary
access] employees fell behind the training curve
because the managers had trouble releasing them
for even brief training sessions.” That meant the
hospital had to back up those point-of-service
employees with back-end rework, Duffy adds,
which meant eligibility and authorization infor-
mation often was obtained late.

When Scripps looked at the annual sys-
temwide overhead associated with moving its
800,000 to 900,000 patients from the first point of
contact through the conclusion of the billing pro-
cess, it found the cost to be about $27.5 million,
he says. “Only $18 million is in the centralized
[patient financial services] budget, so that means
$9.5 million is outside the direct control and
supervision of finance.”

An estimated 500 to 800 people split their time
between access and other duties in their individ-
ual departments and spend as few as 45 minutes a
day on access, Duffy points out. “When we track
denials [of reimbursement], we draw some pretty
startling correlations between those accounts and
these part-time access people.” 

That strongly speaks to the wisdom of having
regionalized specialty areas for registration —
one for a campus, one for a building, or maybe
one for a pod of departments — all of which are
staffed by full-time employees, he says. 

2. Scripps will extract all the precare adminis-
trative services possible and move them to a call
center, or “customer contact center.” “We don’t
believe it’s possible to hit best practice produc-
tion levels when you commingle a physical work
queue with a telephone work queue,” Duffy says.
“The telephone work queue will never get done
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and so will have to be reworked. That means a
big chunk of this [registration] stuff goes all the
way into billing with embedded errors. If you
don’t segregate the telephone work, you’ll never
reach the potential of electronic billing, HIPAA
[Health Insurance Portability and Accountability
Act] standardization, etc.”

With this in mind, Scripps plans a customer
contact center that it estimates will ultimately
employee 35 people and perform some 1 million
preadmissions annually, he says.

3. Scripps will re-evaluate whether there will
be a limited form of centralized registration to
accommodate walk-in traffic. Bedside registra-
tion will be an option, Duffy notes, but for the
most part will not be necessary because the reg-
istration will have been handled in advance.
Scripps also is considering the possibility of hav-
ing electronic kiosks that will enable patients in
ancillary departments to interact with an access
employee at a central facility, he adds.

The patient accounts receivable cycle (PARC)
that Duffy is charged with improving is one of
three areas under the STAR project, which began
in April 2000, he points out. Two other executive
sponsors oversee clinical nurse processing and
case management. A reduction of $6.6 million is
expected in the budget for patient access, medical
records, and the business office, from $18 million
to $11.4 million, he says. “When you look at the
outside departments [also involved in access ser-
vices], the reduction is even more — from $27
million to $11.4 million.”

Scripps estimates half of those savings will be
achieved between October 2000 and September
2001, and the other half in the first six months 
of 2002, he says. “It’s a neat, quite enlightening
process. We look at tools and technology, but not
until there is agreement on work processes. Work
groups [on that subject] report to the hospital
administrators every few weeks.”

Issues to consider include whether a function
will be managed by a single department or co-
managed with dotted-line reporting, he says. “We
put all the turf issues out front. Does registration
report to the hospital administrator, or does it
report to the corporate finance department? What
we decided, in that case, is that because of all the
training involved, it needs to be part of the central
finance department.”

Reserved as the sole responsibility of the hospi-
tal administrators, however, is the design and
implementation of central scheduling, Duffy notes.

“We had two very long, tense meetings where
we cleared the deck of any lingering issues regard-
ing management structure, accountability, and 
process ownership, so we have a very solid foun-
dation,” he explains. “All the administrators [from
hospitals in the Scripps system] are required to
attend the meetings. It’s very empowering. With-
out this, you’re building on quicksand.”  ■

Electronic forms system
replaces blue-card method
New system streamlines patient admissions

The old blue-card system for patient registra-
tion is fast becoming obsolete at Winthrop-

University Hospital in Mineola, NY, where the
three-year implementation of an electronic forms
process is coming to fruition.

The 591-bed teaching facility now prints
patient admission packets and other patient doc-
uments using the Patient Linkup Enterprise sys-
tem from Standard Register in Dayton, OH, says
Amy B. Wolin, MPSHSA, Winthrop’s director of
patient access services and president of the Hos-
pital Admitting Officers Association of New York.
The necessary forms automatically print based on
the type of admission being entered by the regis-
trar, she adds.

Rather than keep large inventories of preprinted
forms that may become obsolete, the hospital now
can print only the forms needed, Wolin says, and
in most cases can eliminate the messy multi-ply
forms in which the third and fourth pages often
are barely legible. 

“Through network printing, we’ve eliminated
the number of printers needed at each location,”
Wolin points out. “We used to have separate print-
ers for each type of preprinted form, including
message sheets, multi-ply forms, labels, and regis-
tration documents. Now all documents are created
from the laser printer, so the clerk is no longer
required to retrieve forms from various bins.”

After selecting the company’s Patient Linkup
Net system, Wolin notes, the hospital upgraded
to Enterprise primarily for the following reasons:

✔ Enterprise runs on an NT server, as opposed
to an NT workstation, and places no limit on the
number of documents that can be printed. The
Net software was limited to a maximum number.
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✔ If Enterprise goes down, it can be brought
back up without doing a check of every printer
on the network, as is necessary with Link Up Net.

✔ Because Enterprise works off a network
server, it doesn’t require as many backup systems.

✔ With Enterprise, form changes can be made
by a telephone call to the vendor. No one has to
come on-site.

Winthrop started its implementation of the
electronic forms system in the emergency depart-
ment (ED), with registration and the ED clinical
record, then expanded it to include all registra-
tion documents, Wolin says. “Now we’ve moved
to putting all nursing clinical documents [on-
line], which will complete the implementation
hospitalwide.”

Conquering the fear of change

The next phase, she adds, will be to look at the
enhancements that are possible with Enterprise,
such as electronically faxing documents to physi-
cians’ offices and insurance companies.

Before implementing its electronic forms sys-
tem, Winthrop established a multidisciplinary
task force to oversee the process, Wolin says.
“There’s fear of change and of changing docu-
ments, so we involved every department that
touches a document.” There were three key deci-
sions that had to be made, she notes:

1. Define which documents will be brought 
on-line. 

2. Determine in what packets, or outputs, those
documents will print.

3. Decide where you want the documents to
print, and on what “triggers.”

For example, Wolin explains, there are medical
packets, preadmission testing packets, and same-
day surgery packets, each of which includes the
forms needed by those particular patients. In the
case of the same-day surgery patients, half the
forms print in the registration area, and half in
the same-day surgery area where the patient
reports, she adds.

It’s crucial, Wolin says, to determine a “down-
time system” for when the electronic forms sys-
tem is not in operation for any reason. “It’s
important to have the ability to do off-line docu-
ments, so you can go to the terminal and print
documents without the patient’s name, as if they
came from your forms vendor.” That could mean
either generating blank forms and adding labels
to them, or simply keeping a single form on hand
that can be taken to the copy machine, she says. 

“The next piece is how you decide whether 
a new form is going to go on-line,” Wolin says.
“What we’ve defined is that when there is a
need for a new form, [the request] goes through
a documentation committee, then to the medical
records committee, and then to the forms com-
mittee, which determines whether to put the
form on-line, to send it to the print shop, or to
get it from the forms vendor.”

The criteria used are the quantity needed, who
uses the form, and the benefit of having it on-line
as opposed to in hard copy, she notes. “It may be
a form used only by case managers for tracking
or one used only by the telemetry unit. It may not
meet normal size dimensions, such as a full four-
page foldout.”

Then, Wolin adds, the appropriate question
may be, “Is there a reason it needs to be a fold-
out?” One side benefit of installing the electronic
forms system, she points out, is that it offers an
opportunity to revisit the design of forms that
have been around for awhile.

“Our physician orders are on multi-ply forms,
and they take the second page and fax it to the
pharmacy,” she says. “If you fax it, why do you
need two copies? Why don’t you just fax the first
page and put the original back in the chart? Those
are the things you go through.”

A nurse pointed out that she fills out the front 
of a form and then flips it over to answer a single
question on the back, Wolin says. “We moved that
question to the front of the page. It was just that
when that form was originally designed, they ran
out of room and had to go to the back. Normally,
we’re all so busy, no one will sit down and say, ‘I
wonder why this is like this,’ and check it out.”

Verdict still out on savings

Because Winthrop is in the middle of a major
transition, it’s not yet clear how much money the
new system is saving, she notes. “We’re destroying
old forms, creating new ones, and stocking up on
downtime forms. The [patient] floors have to order
paper. Logically, there should be a cost saving,
because plain paper is less costly than preprinted
documents. Other hospitals have seen cost savings
once [the system is] fully implemented.”

Still, Wolin points out, the hospital also goes
through many more printer cartridges, and more
printers may be needed. However, legibility is
dramatically improved because each copy of the
form is a high-quality laser-printed original, she
adds.
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“It’s hard to get your hands around what the
cost saving is until you’ve tweaked the system,”
she says. “After the initial install, you look at the
forms and say, ‘Do you really need these forms? 
I thought I needed that fourth copy, but do I?’”

It’s already clear that the new system is saving
time and effort from a training perspective, Wolin
says. Because forms print out in packets, depend-
ing on the type of patient being registered, it is
far easier to make sure new registrars are in com-
pliance, she adds. “Before, we had to say, ‘For
inpatients, pull these forms; for outpatients, pull
these.’ Now it’s automatic.”

However, employees have had to learn to
change their registration routine, Wolin says, a
process that becomes ingrained over time. “In the
past, [registrars] would hand the patient a blank
form. Now they have to wait for the form to print
and give it to the patient.

“Before, when staff completed the registration,
they would see the plate maker go off, and hear 
a ‘dot-dot-dot’ noise,” she adds. “They were so
conditioned to hearing that noise and then get-
ting up to retrieve the form that at first people
were reprinting forms. Now they have to get up
even though it’s silent.  ■

HIPAA costs could 
quadruple Y2K bill

Hospitals could end up paying three to four
times as much to comply with the Health

Insurance Portability and Accountability Act
(HIPAA) than they spent on the technology
needed to prevent Y2K problems, according to a
report by the international rating agency Fitch
Inc. in New York City.

Analyst Rebecca Lageman said health care
providers who don’t assess properly and budget
for HIPAA requirements “will place themselves
at risk for possible financial peril.” 

Fitch estimates that most of the costs associated
with HIPAA will be in modifying existing informa-
tion technology systems or purchasing new ones,
hiring and retraining staff, and changing existing
processes for maintaining patient privacy.

Lageman said she believes the government’s
$5.8 billion cost estimate for HIPAA is a “far too
conservative figure,” adding that Fitch estimates
the cost at more than $25 billion. The report is
available at http://www.fitchratings.com.  ■
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Using the Internet 
for registration?

Hospital Access Management is looking for
access departments that are considering let-

ting patients become more actively involved in the
registration process through use of the Internet.
Some forward-thinking access professionals are
suggesting that much of the process should be
the patient's responsibility. We'd love to hear your
thoughts and ideas on the subject for a future
issue of HAM. Please send them to Lila Moore at
(520) 299-8730 or lilamoore@mindspring.com. ■
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Salaries, job activity up, recruiters say

The job market for directors and managers of
patient access services and patient financial

services appears to be hotter than it has ever been.
In some cases, hospitals that trimmed their staffs
to the bone in response to the Balanced Budget
Act (BBA) of 1997 have realized they can’t do
without the experience and expertise of qualified
front-end managers.

Job placement professionals who talked with
Hospital Access Management in connection with its
annual salary survey report say opportunities

abound for good candidates in the field, particu-
larly those who are willing to relocate.

“The activity level has grown significantly,”
says Doug Smith, MBA, MHA, president of BE
Smith Associates in Kansas City, MO. “The BBA
thinned staff out, but some [hospitals] over-
trimmed.” Those facilities have discovered “they
don’t have a choice” but to have strong person-
nel overseeing the financial process, he adds.
“They just didn’t see the value before, and now
they do.” 

There has been an accompanying jump in 
compensation, Smith suggests. “I have not seen
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salaries escalate like I have in the past eight to 10
months,” he says. “There is a labor shortage, and
as hospitals bring in help, they are being more dis-
criminating in who they bring in. They’re doing
much more thorough background checks and
evaluations and only hiring the tops in the field.
To get that, they’re having to pay for it.”

Smith estimates that salary levels have
increased about 15% in recent months. “That’s
huge. [Financial] directors and managers have

become very valuable in the marketplace and 
to the hospitals, which are trying to find every
penny they can.”

Hospitals are “beefing up the crew but still plan
on running lean,” Smith adds. “They’re just bring-
ing in the [work] horses.” 

Opportunities exist out there

Gina Seewald, a recruiter for Meridian Execu-
tive Search in Atlanta, agrees there are “by all
means opportunities out there,” with salary lev-
els dependent to a large extent on geographical
area. “It’s a matter of whether or not someone
wants to relocate,” she says. 

As examples of available salaries, Seewald
mentions a position of director of patient finan-
cial services for a small psychiatric facility in
New York that pays $85,000, and an admissions
supervisor job in Atlanta for which the salary
range is $38,000 to $45,000. The latter reports to
the director of admissions, she adds. 

Salaries for managers and directors of admis-
sions, however, tend to be in the $40,000 to $60,000
range, recruiters told HAM, an estimate supported
by responses to the salary survey. Some 70% of
respondents to the survey said their title was direc-
tor or manager of patient access. And although
respondents reported salaries running the gamut
from below $30,000 to as much as $150,000, the
heaviest concentration was in the $40,000 to $55,000
range.

Some 25% of respondents said they had
worked in the health care field for 25 or more
years, and 65% of respondents said they had
been in their current position for 10 years or
more. Just under half of all respondents were
between the ages of 40 and 50, and 34.5% said
they had master’s degrees.

A growing segment

The 15% or so of survey respondents who said
their salaries were between $80,000 and $150,000
are typical of what the recruiters say is a small
but growing part of the access profession. Those
people, who oversee access services for multi-
hospital systems or supervise several depart-
ments within a single hospital, “are redefining
the whole profession,” Smith says. “I don’t think
the numbers are big yet, but that’s where [the
field] is going.”
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Hospital profit margins are so slim now, he
adds, “that we will see a higher-level, more
expensive, more highly regarded person manag-
ing those units.”

Directors and managers of access or patient
financial services who are looking to move up in
the field would do well to gain experience in dif-
ferent kinds of institutions and with different

types of computer systems, suggests Roger D.
Franck, CHE, MHA, director of Cejka Healthcare
Executive Search Services, which has offices in St.
Louis and Atlanta.

“A couple of institutional jobs [is a plus], as is
having multiple hospital oversight,” says Franck,
“not just being in one place for a long time.”

“Now more than ever,” adds Seewald, “there
seems to be a need for a certain information 
system. The client will want the person to be
information system savvy. There are a lot of 
conversions going on right now, so [experience
with] multiple systems, different types of sys-
tems is needed.”

A phenomenon Seewald has noticed recently is
the increasing willingness of hospitals to pay top
dollar for health care managers who will serve in
an interim capacity. “What’s interesting is that a
hospital will pay just so much money [for a
management salary], but will pay a great deal
for a person who fills that position for three to
six months,” she says. Compensation for these
interim directors or managers can include full
expenses, a weekly flight home, and an hourly
rate of $100, she notes.

Although Seewald has seen more examples of
this arrangement with professionals who have a
patient accounting or hospital information sys-
tems background, she believes qualified access
managers can become part of that trend. “There
seem to be more and more [consulting opportuni-
ties] due to the fact that an organization needs
someone immediately while searching for a full-
time [employee]”

Access managers and directors who have
strong financial backgrounds also might want to
expand their potential job searches to freestanding

medical group practices, Franck suggests. 
These large clinics, with as many as 300 physi-

cians, are more prevalent on the country’s East
and West coasts but also are found in other areas,
he notes. Minnesota, for example, is “group
friendly,” Franck adds, while St. Louis “does not
really have that mentality.

“For patient financial services people and direc-
tors of patient access services, these are great alter-
natives,” he says. “They are outpatient-focused,
with multiple access points. The challenge there
will be scheduling problems, and clinics and physi-
cian groups at different sites having their comput-
ers talk to each other.”  ■
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THE EXPANDING SCOPE OF EMTALA: 
Why every hospital department must learn

the rules and comply
A PRIORITY TELECONFERENCE YOU CAN’T AFFORD TO MISS!

Wednesday, November 15, 2000
2:30 to 3:30 p.m. EST

Presented by EMTALA experts

Charlotte Yeh, MD, FACEP
and Grena Porto, RN, ARM, DFASHRM

$179 per location for subscribers*
$199 per location for nonsubscribers*

EMTALA is no longer just a concern for EDs.  Hidden in
recent court rulings and the APC regulations is a dramatic
expansion of the "patient-dumping" law.  If you are in
same-day surgery, critical care, or even the med-surg unit,
you could be cited for an EMTALA violation.  And it does-
n't stop there:  The requirements for EDs are more strin-
gent than ever. Register for this crucial teleconference to
learn how your department could be affected, and what
you need to do to prevent costly penalties and possible
expulsion from the Medicare program. 

Educate your entire staff for one low cost!* 
Your facility fee includes either 1 AMA Category 1 Credit
or 1 Nursing Contact Hour for every physician and nurse
who attends and completes a teleconference survey. 

Call (800) 688-2421 to register.
*Fees are charged per call, and no additional fee is charged if

multiple people are listening to the same line.
Brought to you by the publisher of:

EDUCATE
YOUR ENTIRE

STAFF FOR ONE
LOW COST!*
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