
Humor, rewards, and straight talk 
motivate upfront collections effort
‘It’s Shands’ money and our role to try to secure it’

As she begins point-of-service collection classes, Beverly Varshovi
sometimes shows her staff a magic wand — the kind in fairy
tales — and says if they don’t ask patients for the cash they owe

the hospital, they’re going to need the wand to get it.
Making the job fun is just one of the ways Varshovi, associate director

for admissions at Shands Hospital at the University of Florida in
Gainesville, motivates her employees toward ever more successful
upfront collection of copays and deductibles.

In one session, she told employees that with some facilities in the seven-
hospital Shands HealthCare system clearing only $100,000 or so annually,
their upfront collection of $1 million could actually save a hospital — and
the jobs of their peers that work there. Two years ago, Varshovi says, she
told her staff that without their collection efforts, their hospital’s margin
would have been more than 50% less than it was.

At the core of her efforts — which also include assigning individual
and team collection goals and making the outcomes part of job evalua-
tions — is a steadfast belief that upfront collections equal good cus-
tomer service, she says.

“I knew my staff [initially] would be reluctant and would see this as a
conflict with customer service, but I do not,” Varshovi says. “I think just
the opposite. It’s worse customer service to ambush the patient [with a
bill] three or four or six weeks past treatment. Patients are under stress
because of the clinical component of their visit, but they’re also worry-
ing about, ‘How will I pay?’ and ‘What is my responsibility?’

“My belief is that we really are providing superior customer service if
we notify the patients [of their financial obligation] in advance if possi-
ble, but certainly before treatment is performed,” she adds.

Under Varshovi’s leadership, registration staff at Shands at the Uni-
versity of Florida exceeded its fiscal year 2001 target of $4.1 million in
upfront collections, taking in $4.477 million for the year that ended July

NOW AVAILABLE ON-LINE! www.ahcpub.com/online.html
For more information, call toll-free (800) 688-2421.

INSIDE

NOVEMBER
2001

VOL. 20, NO. 11
(pages 121-132)

n Upfront collections: Shands
pulls out all the stops . . . cover

n A job well done: It doesn’t
cost a lot to reward staff. . 123

n M.D. Anderson: Cancer
center walks the access talk123

n Customer service: Grant
helps ‘enhance’ wait time . . 126

n Rural access: Small
hospitals face unique
challenges . . . . . . . . . . . . 127

n CRM Center: It’s the ultimate
in access management . . . 129

n Inserted in this issue:
2001 Salary Survey Results



31, 2001, notes Tim Carney, CPAT, assistant man-
ager of outpatient financial arrangements.

In 2000, staff collected $3.249 million, and
$2.789 million in 1999, Carney adds, both times
also exceeding the goal. What makes the success
particularly sweet, he points out, is that these are
the accounts that patient financial services per-
sonnel often write off because individually they
represent small amounts. “This is money you
[otherwise] probably won’t collect.”

As the departmentwide collections goal
increased each year, so have the individual goals,
he notes, going from $1,000 in fiscal year 2000 to
$1,500 in FY 2001. “Now we’ve got them up to
$2,000. It’s something to shoot for.” 

Potential problems uncovered

Asking patients for cash opens the door to
uncovering a potential problem, Varshovi notes.
“If patients let us know they can’t pay, then we
have a branch to take. Either they can’t pay or
they won’t; and if they truly can’t, then financial
counseling efforts really begin in terms of spon-
sorship or of asking the hospital to extend credit.

“From my perspective,” she adds, “it’s truly
customer service when we get somebody quali-
fied for Medicaid that either didn’t know they
were eligible or were embarrassed to ask.”

Her final thought on the subject, however, “is
that it’s Shands’ money and our role is to try to
secure it,” Varshovi says. With that in mind, her
department has these practices in place:

• Collection goals are exhibited on a big
chart by area — inpatient, outpatient, and
emergency department — and for the entire
department.

Contests are held for the highest percentage of
goal met — monetary amounts differ according
to the potential for a particular area — and staff
are rewarded with small gifts, drawings and food
celebrations. (See related story, p. 123.)

• Progress reports are made at weekly
meetings.

“Managers report on why they’re ahead, or
why not,” Varshovi notes.

• Collection targets are part of an employee’s
job description.

When people interview for registration jobs
they’re told that if they don’t meet their cash col-
lection goal, they probably won’t pass probation,
she says. New hires who knew from the begin-
ning this was part of their job have outperformed
a lot of existing staff, Varshovi points out. “Then
[existing staff] didn’t have any argument left to
make.”

• Staff are told to call a supervisor or man-
ager if they encounter problems with collection.

“We told them, ‘If you encounter situations
where patients are distraught, call us,’” she says.
“I must have gotten paged 50 times, but the reso-
lutions were all positive. We did have to deal
with complaints — in some cases employees
were more aggressive than they needed to be,
but in others, patients were just angry about
being asked for cash.” 

The last time she was paged to handle a collec-
tions complaint, Varshovi adds, was more than a
year ago.

However, if patients say they can’t pay 80% of
what they owe on the inpatient side, or 60% on
the outpatient side, the employee handling the
account must page a supervisor to get the OK to
move ahead, she notes. If a person is judged to be
a financial risk, Varshovi says, “we go back to the
ordering physician and see if [the procedure] can
be rescheduled.” 

• As staff begin registering a patient, even
before the registration screens begin, a “bad-
debt screen” pops up if the person owes the
hospital money.

“The employee can say, ‘I have a flag here that
indicates there is something about your account
that is not resolved,’” Varshovi explains. “They’re
able to resolve it then and there and prevent
future bad-debt issues.”

• Outpatient financial specialists, most of
whom have been decentralized, coordinate 
with ancillary staff to make collections.

These staff, she says, sit in radiology or the
electrocardiogram area. The accounts of sched-
uled patients who owe a copay or deductible
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are flagged so that the clinician knows the
financial specialist needs to see that person,
Varshovi adds. Meanwhile, that person has
been called in advance and told to bring such-
and-such amount of money to the appointment,
she says. “That’s where the real [collections]
focus will be this year.”

Start slow, get support

Access managers instituting an upfront collec-
tions program, Varshovi advises, should start
slow, with a realistic goal, and hold training
classes for their staff. “My job is to hold that
class,” she says. “They need to see me, not their
supervisor, telling why it’s important.”

Be upfront with hospital administrators,
Varshovi adds, and tell them that initially there
might be complaints. “There were people saying
they’d been coming here for 20 years and were
never asked for money. Somebody reached in a
pocket and threw change in an employee’s face.
There were ancillary staff who helped people
escape us.

“If I could have done anything differently,”
she continues, “I would have spent more time
educating.”

[Editor’s note: Beverly Varshovi and Tim Carney
can be reached at (352) 265-0322. Look for articles in
future issues of Hospital Access Management on
how Shands at the University of Florida got a handle
on pre-cert denial management, and steps the admis-
sions department is taking to prepare for the Health
Insurance Portability and Accountability Act of 1996
implementation.]  n

It doesn’t cost a lot 
to reward staff effort
Shands had luau, ‘jeans day’ to celebrate

Wondering how you can reward your staff
for a job well done when budgets are tight?

Access managers at Shands Hospital at the Uni-
versity of Florida in Gainesville used their imagi-
nations — and a little of their own money — to
express appreciation to frontline employees who
helped exceed the hospital’s cash collection goal.

Five assistant managers who work under the
hospital’s associate director of admissions col-
laborated to plan a thank-you celebration with 

a Hawaiian theme, says Tim Carney, CPAT,
assistant manager for outpatient registration.

The 125 employees of the admissions depart-
ment — including outpatient registration, emer-
gency department  and bed control staff — were
invited to wear jeans and Hawaiian shirts and
attend a luau one Thursday in September, Carney
adds. “Not everybody collects cash, but they all
are part of the department. Everybody has to pull
their weight.”

Money for leis, potato salad, and drinks came
from the admission department budget, and the
assistant managers chipped in to buy hams, he
says. As employees are served their lunch, they
also grab a pen, Carney notes, and inside two of
the pens was a $50 bill.

The luncheon was affordable, he points out.
Including the $100 being given away, the cost to
the department was only $350.

“This is the hospital and the management team
saying, ‘Thank you, guys,’” he says. “We’d like to
give everyone $100, but we can give everybody
lunch and a day to wear jeans.”  n

Access commitment fosters 
retention and good morale
Hiring’s done with customer service in mind

At M.D. Anderson Cancer Center in Houston
the organization’s commitment to access ser-

vices is exemplified in higher-than-average salaries
for admitting and registration employees, and in a
director whose status is on par with some of the
hospital’s top administrators.

“Admissions really is seen as a very strategic
area,” says Paula Shackelford, RN, MSA, direc-
tor of admissions and new patient registration,
whose position is at the same level as the admin-
istrative directors of the hospital’s disease-site
centers. 

In practical, day-to-day terms, she explains,
that commitment translates to a long-term staff
with good morale and a strong focus on customer
service. “We want people who have good cus-
tomer service skills. We can train them to use our
on-line system, but we need them to be respon-
sive and communicative.”

The starting pay for admitting and new-
patient registration employees is $24,800, but
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many of her staff have salaries in the “mid to
upper 30s,” she adds.

Most of the admitting employees have been
with M.D. Anderson more than 10 years, Shack-
elford says, and the new patient registration staff
is even more tenured. She credits the manager in
that area, “a 25-year employee who is just fabu-
lous.” One staff member recently retired and
came back to work part time, she says.

Although most of the staff have only a high
school education, two have college degrees, sev-
eral have some college experience, and several
more presently are in school, Shackelford says. 

About a year ago, some other hospital employ-
ees with similar duties were elevated to a higher
pay level, and Shackelford was concerned about a
possible exodus from her department, she notes.
“I was able to get my staff reviewed and to get
their salaries raised as well.”

The hospital as a whole has a tuition reim-
bursement program, paying a percentage of the
cost of courses successfully completed, Shack-
elford says, and her department helps employees
pay for continuing education when possible. For
example, it is covering half the cost for employees
who wish to take a course on medical terminol-
ogy and entry-level anatomy being offered at
Houston’s Baylor University.

Admitting and new patient registration employ-
ees receive ongoing, in-house training as well,
Shackelford notes, much of which is based on cus-
tomer service. Topics range from practical matters
such as infection control procedures to subjects
such as team building, which enhance the work
experience, she adds. 

Admission ‘triage’ major challenge

M.D. Anderson has a bed capacity of 468, and
an average daily census of more than 370, Shack-
elford says, and sees about 1,000 to 2,000 outpa-
tients a day. “Less than 5% of our patients come
in as inpatients for the first time.”

Treatment at the hospital is arranged around
disease site centers, she explains, with a breast
center that provides medical and surgical care for
breast cancer patients, and so on for the other
kinds of cancer. “The patient has a one-stop shop
on the outpatient side,” Shackelford says, “and
that philosophy is carried over to the inpatient
side. Units are divided up by the kind of cancer
or problem that the patient has.”

Patients receive a bed assignment in the pri -
mary unit for their condition, and if that is not

available, to a secondary assignment, and finally
to a tertiary assignment if necessary, she explains.
“About 93% of the time, we place the patient in
the primary or secondary service assignment,”
Shackelford says, “and that has held up over the
past few years. We’re constantly tweaking [the
bed-control process].” (See illustration, p. 124.)

Who goes where?

Maintaining that level of service means that
bed control can be a complicated and sometimes
stressful job, she points out. With occupancy at
close to 85% most of the time, Shackelford says,
finding the most appropriate place for the patient
requires an employee who can quickly make
decisions under pressure while exhibiting good
customer service skills.

This triage of patients is a challenge, she
explains, because it involves not only the 50 or 
60 scheduled patients for that day, but those who
have been in the recovery room overnight who
need to be moved out so others can get in there.
Then there are maybe eight to 10 patients in the
intensive care unit (ICU) who need to be moved
out, as well as patients from the emergency cen-
ter who need to be admitted, Shackelford adds.

Bed placement, then, is a process of looking 
at the whole picture and determining who goes
where, she says. There are guidelines — overnight
recovery patients first, then ICU patients, then
emergency center patients, then scheduled
patients, then add-ons, Shackelford says.

The hospital uses simulation models to plug
in actual numbers and patient days by unit, 
and then make changes, she adds. “What if we
move this group of patients to this floor, or
what if we increase telemetry beds by this per-
cent? What will it do to our ability [to place
patients appropriately]?”

All bed allocation work and simulation models
are done with the input of admissions staff,
Shackelford says, an indication of the regard in
which the department is held.

Burnout is high in this area, she adds, as staff
deal with pressure from physicians attempting to
get optimum placement for their patients and
patients upset about long wait times. “People say
they’re preadmitted and they don’t understand
that it’s not like a room reservation.” To make those
long waits more palatable, she says, the admitting
department instituted a program more than a year
ago called “Enhanced Waiting Through Courtesy,
Comfort, and Care.” (See related story, p. 126.)
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To reduce burnout, staff are periodically
rotated out of bed control, Shackelford says. The
11 admissions employees and 16 new patient reg-
istration employees are cross-trained, and are
called upon as needed to help out in other areas,
she adds.

“We register 500 patients a week as brand-new
patients to M.D. Anderson,” Shackelford notes.
“On Monday, there may be 130 new patients, and
we may pull someone from admissions [to help
in new patient registration]. The busiest time in
admissions is 1 p.m. to 7 p.m., so then we might
pull from registration to admissions.”

Facilitating financial authorization

Admissions and new patient registration
employees work closely with the authorization
department, which is under patient business ser-
vices, she notes. Patient admission information is
entered into the computer at the point of origin
and constantly updates the admission list, Shack-
elford explains. The computer system also gener-
ates a notice to the authorization department —
which has offices at the various disease site centers
— so that the admission can be precertified, she
adds. Although the business office is in the process
of being fully decentralized, some of the opera-
tions are still handled in a central office, she notes.

Earlier this year, Shackelford says, there was a
point of dissension between the two departments
when a significant number of patients began
showing up for admission or registration without
their financial authorization in place.

“Someone would show up for a first appoint-
ment, which had been scheduled for three 
weeks, and our staff would be caught in the 
middle [because the authorization had not been
obtained],” she says. “We can’t assign a patient
number or start a chart unless the person is in
approval status.”

To address the problem, Shackelford adds, her
staff began checking the list of scheduled patients
the day before and politely notifying their coun-
terparts in the authorization department if a pre-
cert had not been obtained. In addition, she says,
they began doing an audit report every two
weeks, tracking by disease site center patients
who came in without financial authorization.

“When we started in the first part of the year,
for the two-week reporting period we were run-
ning about 150 cases that had not been financially
cleared,” Shackelford says. “Now we’re down to
15 or 20.”  n

Admitters get grant 
to enhance wait time
Goal is to make the patient more comfortable

Waiting for admission to Houston’s M.D.
Anderson Cancer Center is a more pleasant

experience because of a customer service initia-
tive called “Enhanced Waiting Through Courtesy,
Comfort, and Care,” says Paula Shackelford, RN,
MSA, director of admissions and new-patient
registration.

The program, funded by a $2,000 grant from
the hospital’s volunteer endowment for patient
support, is one example of the organization’s
commitment to customer service, Shackelford
says.

The department went through an application
process before being awarded the grant, which 
is used to make patients — many of whom are
weak and ill from cancer and the side effects of
chemotherapy — more comfortable as they wait
to be placed in a room, she notes. Wait times can
be long, Shackelford explains, because of the hos-
pital’s high occupancy rate and complex bed con-
trol issues.

The grant was used to buy a refrigerator, and
to provide soft drinks, coffee, juices, Jell-O, and
other items for waiting patients, she says, as well
as supplies like pillows, blankets, and ice packs.
“We also have meal tickets, but a lot of patients
don’t want to leave the admissions area,” Shack-
elford adds.

“It’s also nice for staff,” she points out. “They
feel so frustrated, having to keep going back and
saying, ‘It won’t be long.’ Now they have some-
thing tangible to offer as well.”

Boosting morale

When a patient has a particularly long wait,
or experiences a complication in the admission
process, a staff member prepares a handwritten
card and encloses a silk rose and a business
card, Shackelford adds. “They take it up to the
patient’s room later that day — or the next day
— to say they’re sorry for whatever happened.
It’s all part of the same program. We used some
of the money to buy the flowers.”

Another activity that helps boost the morale
of staff as well as patients is the department’s
observation of holidays, she says. “For every
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holiday, even the minor ones, we decorate our
lobby. We make up little packages, and every-
body that comes to be preregistered or admitted
gets a package and a card that says something
about the holiday, wishing them well.”

That practice is paid for with another fund, one
that began Shackelford purchased a big, stuffed
rabbit, raffled it off after the Easter holiday, and
used the money to buy for the next holiday.

“We reuse the money over and over again, 
and we also have a piggy bank in the depart-
ment,” she says. “We do a lot of little things 
that may seem silly or unimportant, but it helps
because it’s not just the everyday [routine]; it’s
something a little different.”

[Paula Shackelford can be reached at (713) 745-0038
or by e-mail at pshackle@mail.mdanderson.org.]  n

Learn to make your case, 
rural access managers told
Staff training, adequate pay keys to survival

Access managers at small, rural hospitals must
get past any feelings of denial or guilt about

their troubled operations, and learn how to effec-
tively make their case to the hospital’s CEO and
other executives, suggests Jimmy Lewis, CEO of
Atlanta-based HomeTown Health, a consortium
of 28 rural Georgia hospitals.

“They need to understand that the system
changed and left [their staffs] inadequately
trained,” Lewis says. “Many of them come to
our meetings with a sense of depression and
guilt that they can’t do the job, and say that it’s
driving them nuts.”

The reimbursement picture changed so quickly
and so dramatically as a result of the Balanced
Budget Act of 1997 (BBA) that small, rural hospi-
tals — already suffering from a lack of resources
in many areas — were left reeling, he notes. 

Those hospitals’ registration and business
office operations, Lewis adds, “were left totally
inadequate because they couldn’t afford the
hardware and software to get systems up and
running” to deal with the changes. “The busi-
ness office has become the Achilles heel to such
things as reimbursement, revenue, fraud and
abuse issues, proper patient record develop-
ment, and on and on.”

Because some hospitals “couldn’t or didn’t
afford upgrades in computer software, edits for
outbound claims were inadequate and, as a result,
[the hospitals] published claims for certain denial,”
he says. “When that happened, we saw accounts
receivable [AR] days go through the roof.” Another
category of claims, those “pending additional
information,” were exempt from provisions of the
state’s prompt payment law, Lewis notes. With the
rural hospitals poorly equipped to correct and
rebill, those claims often ended up as a boon to the
payers’ cash flow, he adds.

Created about four years ago to lobby the
Georgia Legislature for reimbursement changes
to help the state’s rural hospitals, HomeTown
Health has evolved into an ongoing advocate and
business resource for the hospitals that formed it,
Lewis says. Its “sole mission is to figure out how
to help rural hospitals survive.”

Get past denial

HomeTown Health’s efforts to date have
improved revenues for its hospitals by about
$35 million, he says, in new revenue and in
postponed cuts.

“Get past the denial, get into acceptance, find
training and education, and be able to present
your story in a fashion that the CEO will under-
stand and get you assistance,” he advises access
managers. “You’ve got to have the buy-in of the
CEO, who must understand that you might have
to raise [registrars’] pay rates.” 

Choosing not to pay a registrar $2 more an hour,
and thus failing to attract a more competent indi-
vidual for the job, Lewis points out, ultimately
could mean the loss of thousands of reimburse-
ment dollars. “It’s a return-on-investment deal.”

Through his role at Hometown Health, Lewis
has become a passionate advocate of upgrading
those hospitals’ front-end operations, he explains,
most notably by improving the caliber of registra-
tion and business office personnel. That means
strengthening hiring criteria, increasing wages,
and providing the training necessary to handle
increasingly complex job requirements, Lewis
says.

“Suddenly, all the revenue is contingent on
how well you define the medical record at the
first point of entry,” he adds. “[Registrars] have
to have good communication skills, understand
clinical and reimbursement issues, and [start a]
‘crossed-t, dotted-i’ medical record.”

Some of the rural Georgia hospitals he works
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with have raised registrars’ pay from minimum
wage to a range of $8.50 to $9.50 in one year,
Lewis notes.

A new designation

By definition, HomeTown Health represents
hospitals that have fewer than 100 beds and are
outside the suburban areas of the state’s seven
largest cities, he explains. About one-third of its
28-member hospitals chose last summer to have
the federal designation of “critical access,” Lewis
says.

In exchange for that designation, he adds,
those hospitals agree to downsize to 15 acute
beds and 10 “swing beds” for intermediate transi-
tional care, and to limit patient stays to 96 hours.
The remainder of the hospitals complies with the
rules of the discharge-related group (DRG) and
ambulatory payment classifications (APCs) sys-
tems, Lewis says. 

Under the guidelines for critical access hospi-
tals, he notes, the government pays 80% of the
cost of service, and the patient is responsible for
20%. That means, Lewis points out, that collect-
ing the patient’s share of the bill is even more
crucial for these hospitals.

Dorminy Hospital in Fitzgerald, GA, is one of
the eight or nine hospitals — representing four
health care systems — that are equity partners in
HomeTown Health, says Paige Wynn, CPA, the
hospital’s chief financial officer. Those hospitals,
Lewis notes, were the “angel investors” in the lim-
ited liability corporation that was formed. Other
participants, he adds, are charged $5,000 a year for
HomeTown’s full range of services.

When Dorminy Hospital began working with
HomeTown Health, Wynn says, “bad debt was
going up, indigent dollars were not being cap-
tured appropriately, and we knew that with
APCs coming in, copayments would be going up
and bad debt would be worse.”

In response, she says, “we revamped the busi-
ness office.” Collections was split off into a sepa-
rate department, and when the three employees
in that area left their positions, Wynn went out-
side the hospital arena to replace them.

“Instead of hiring from within the hospital, we
hired people with collections backgrounds, and
they have done a fantastic job of turning that
department around,” Wynn says. “We’ve had
decreases in bad debt, an increase in indigent
numbers — because of appropriate placement —
but the overall dollars for both came down.”

In fiscal year 2001, which ended July 31, 2001,
bad debt decreased by 2% and AR days decreased
by 10 days, from 86 days to 76 days, compared to
the previous year, she notes. “We’re also better
able to identify the type of people in [the] bad-
debt [category].”

Not all of the improvement was the result 
of efforts by the collections department, she
notes. “We put more emphasis on upfront col-
lections, with guidelines on what to do — how
much to expect up front from self-pay patients,
for example.”

“If we can collect, we collect,” Wynn says, but
if not, employees work with patients to arrange
extended payment plans, or to determine if they
qualify for Medicaid assistance or other outside
help. “We also concentrated on education on why
[gathering the proper patient account informa-
tion] is so important.” 

The hospital has created two new positions on
the business office side, she notes. Those employ-
ees’ sole job is to follow up on bills that have
fallen out of the cycle, Wynn says. “In the past, it
was left up to each individual biller to follow up
on accounts, and they often fell behind.”

Bonuses and accuracy

Wynn is looking at establishing an incentive
program, whereby employees receive monthly
bonuses based on the accuracy of their registra-
tions, she notes. About a year ago, Dorminy
brought its salaries up to the median level for
hospitals its size in the Georgia Hospital Associa-
tion, and further salary increases are under con-
sideration, Wynn says.

Like other hospitals in the group, Dorminy has
benefited from the expertise of various profession-
als with whom HomeTown Health has contracts,
she notes. A retired CEO who reviews managed
care contracts for the organization looked over a
proposed contract between Dorminy and a com-
pany with which it was considering doing busi-
ness, Wynn says.

“We had no clue as to how to begin,” she adds,
“and that person helped us.” Ultimately the hos-
pital decided not to pursue the arrangement,
Wynn notes.

As the time for APC implementation
approached, a Georgia accounting firm ran
pricing and cost analysis numbers for Dorminy
and several other rural hospitals, she adds, “for
less dollars than we would have had to pay on
our own.” 
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Hometown Health also has contracted with the
following people, among others, notes Lewis.

• A person who does secondary claims
review.

This woman looks at what hospitals were actu-
ally paid vs. what the contract says they should
have been paid, he says, and collects the differ-
ence for them.

• A “marketing guru” who designs support
programs for hospitals.

“One hospital that had never done a fundrais-
ing event did its first fundraiser, in a county with
a population of 5,500, and raised $10,000,” Lewis
notes. Every sponsorship is filled for an upcom-
ing benefit golf tournament, he adds.

• A CPA who does turnaround work and
helps with other “heavy” financial matters.

“We use him extensively in working with the
boards on strategic plans,” Lewis says.

The “staff” of HomeTown Health, meanwhile,
include “me and 28 CEOs and their CFOs and
their directors of nursing,” he adds. “We have
full-scale e-mail. I am their ongoing communica-
tion loop, and I stay plugged in on hot topics.”

From Wynn’s perspective, “one of the best
things Jimmy Lewis does is get people around
the table. He doesn’t just meet and present. He
says, ‘Let’s talk about it.’ It’s an open discussion
of policies, procedures, and, ‘Can we do this?’”
she adds. “Networking with other hospitals gives
insight into other ways of doing things.”

[Jimmy Lewis can be reached at 3280 Cherry Oak
Lane, Suite 100, Cumming, GA 30041; telephone: (770)
781-4677; e-mail: theleadershipgrp@mindspring.com.
Paige Wynn can be reached at Dorminy Hospital, P.O.
Box 1447, Fitzgerald, GA 31750; telephone: (229) 424-
7100.] n

CRM called ‘ultimate’ 
in call center progression
Makes access ‘customer-centric’

By John Woerly, RHIA, MSA, CHAM
Manager, Cap Gemini Ernst & Young
Indianapolis

Customer relationship management (CRM) is
the access process of the future. It can be

defined as “the alignment of people, process 
and technology to drive the acquisition of new

customers and strengthen existing relationships by
improving their duration and profitability.” It is the
glue that holds various systems and processes in
place to enhance the customer experience.

CRM is the ultimate phase in a sequence that
for many hospital systems might start with multi-
ple call centers. (See graph, p. 130.) With the tra-
ditional arrangement of work functions by care
site, one group of employees at Hospital A might
handle pre-arrival functions (preregistration, ben-
efit verification, and precertification/ authoriza-
tion), while another group does scheduling. At
Hospital B in that system, yet another group
would handle those functions. This arrangement
does not fully allow consolidation of services,
process standardization or deployment of
resources. 

The second phase would be to have a “cluster
contact center,” where a health system with five
hospitals might have just two places where pre-
arrival functions are done. The third phase is a
consolidated contact center, where a greater vari-
ety of functions are pulled together into a work
unit. 

In the fourth phase, the health system has mul-
tiple channel access centers, with technologies
added for decision support, CRM and Intranet
services. 

With CRM, the ultimate phase, two high-value,
consumer-driven solution offerings — applica-
tions that support and enhance the customer
access process and the web-enabled extension of
care delivery — would be realized. The differenti-
ating factor is the customer-centric approach,
founded in the principles of CRM. This approach
is particularly well suited to manage the com-
plexity of business processes used by health care
organizations. 

Consumer-centric health delivery models must
be able to accommodate all customer/patient
interaction modes, including telephone, fax, web,
or e-mail. However, there are currently no health
care vendor applications that effectively combine
automation of customer access process (schedul-
ing, registration, and insurance verification, for
example) with an integrated set of solutions to
drive down transaction costs while improving
customer satisfaction and quality of care. 

Customer access solutions

At the core of the customer access solution is
a robust set of CRM technologies that will allow
health systems to strengthen existing customer
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relationships and to acquire new customers.
These CRM applications will enhance customer
access to business processes by facilitating the
exchange of information, regardless of the
medium (or channel) used to distribute the
information.

Once the information is received from the dis-
parate sources, workflow rules built into the CRM
application will provide a structured mechanism
for routing information or queries to the appropri-
ate person and/or information system. CRM appli-
cations that support the front-end customer access
process carry the potential to significantly improve
efficiency, thereby reducing costs. For example, by
tying the insurance verification activities to an
enterprisewide scheduling function, a health care
system will be able to identify and resolve insur-
ance issues earlier in the access process. Additional
efficiencies can be realized by the centralized
nature of the scheduling process, which stream-
lines workflow through standardized processes.
Customer satisfaction is similarly improved due 
to the personalized, “one-and-done” approach to
interactions with the organization. 

Components of the customer-centric customer
access solution include a multichannel contact
center serving as the hub for all customer interac-
tions. Contact center processing can be central-
ized or distributed, based on provider preference.
Through the use of telephony/IVR and unified
messaging applications, effective consolidation
and distribution of information becomes possible,
regardless of whether the mode of contact is fax,
telephone, e-mail, or something else.

The contact center will serve as the single contact

source for all customer inquiries (account status or
locators, for example) and service requests, such as
appointment scheduling, referral requests or issue
resolution. This functionality will be enabled by the
integration of contact center applications to health
system legacy systems. 

Seamless integration of CRM application rules
and routing with health system legacy systems
will allow all customer interactions to be queued,
logged, and resolved in an efficient manner. Pro-
cesses supported by the customer access solution
include:

• scheduling;
• preregistration (demographic and financial

data collection);
• preadmission preparation (preadmission

testing coordination, education);
• verification of insurance eligibility;
• financial counseling/medical assistance

application;
• patient tracking;
• discharge planning;
• claims status checking;
• customer service inquiries and complaints.
Some of the terms being used in association

with this operational level include:
• Branding. 
This has to do with defining yourself through

your customers, ensuring that they are aware of
your name, your services, and your reputation
for service. You want the customer to think of
you, when they think of the products or services
you offer. For example, in thinking of fast food
and hamburgers, McDonald’s comes immedi-
ately to mind. 
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• Profiling.
This is the process of continuously learning

about customer needs and anticipating those
needs, of giving them value. It is recognizing the
customer as an individual and then tailoring your
offerings to best meet his or her needs. An exam-
ple of this is realizing that a couple in their 30s
raising a family would seek and require pediatric
care, and providing a pediatrics health care
guidebook. A couple in their 70s, on the other
hand, would not be interested in pediatric care
but might benefit from geriatric care information. 

• Customer empowerment.
A key part of patient access in the future will

be empowering customers to serve themselves,
when and how they wish to do so. A simple
example is a person who wants to schedule an
appointment and has the choice between mak-
ing a telephone call and being put on hold for a
period of time or scheduling the appointment
on-line.

Among the things that CRM can provide for
patient access are:

• Multiple service combinations.
You can have access to customers, and they to

you, through e-mail, fax, regular mail, intranet,
and inbound/outbound voice transactions (pre -
dictive dialing). 

• Integration of voice and electronic transac-
tions into a single workflow.

This will enable access managers to blend their
work and balance their workloads. An employee
working at a computer, for example, also has a
headset on and is talking to a customer, instead 
of reaching over for the telephone. The work is
blended on the computer for voice or electronic
functionality.

• Computer telephony integration (CTI).
CTI allows users to pass data from one

computer to the next, which facilitates such 
efficiencies as predictive dialing, automated 
call distribution, integrated voice response, 

and work queuing.
With skill-based work routing in place, an

employee who speaks several languages, for
example, can recognize what geographic area
calls are coming from and what language a
caller may need. Another use of skill-based
work routing is to better utilize staff resources.
An employee may be primarily assigned to pre-
registration functions, but can also be utilized in
appointment scheduling.

Maybe 80% of the person’s job is to do pre-
registration, but if the schedulers are busy, he or

she can help there. The system will know to divert
the calls to that employee automatically without
the employee having to move work locations. 

• Integration of all transactions into a com-
prehensive customer contact history.

You house all calls coming in to scheduling, so
if down the road, someone says, “I called to make
this appointment,” we could go back and see that
transaction, as well as listen to that call. This also
would be beneficial to customer service areas. If
there is a billing dispute, hospital employees
could go back to the initial contact (fax, email,
telephone call, etc.) and see the activities that
took place.

November 2001 / HOSPITAL ACCESS MANAGEMENT ™ 131

Hospital Access Management™ (ISSN 1079-0365) is published
monthly by American Health Consultants®, 3525 Piedmont Road,
Building Six, Suite 400, Atlanta, GA 30305. Telephone: (404) 262-
7436. Periodical postage paid at Atlanta, GA 30304. POSTMAS-
TER: Send address changes to Hospital Access Management™,
P.O. Box 740059, Atlanta, GA 30374.

Opinions expressed are not neces-
sarily those of this publication.
Mention of products or services
does not constitute endorsement.
Clinical, legal, tax, and other com-

ments are offered for general guidance only; professional counsel
should be sought for specific situations.

Editor: Lila Margaret Moore, (520) 299-8730.
Vice President/Group Publisher: Brenda Mooney, (404) 262-5403,

(brenda.mooney@ahcpub.com).
Editorial Group Head: Coles McKagen, (404) 262-5420, 

(coles.mckagen@ahcpub.com).
Managing Editor: Lee Landenberger, (404) 262-5483, 

(lee.landenberger@ahcpub.com).
Production Editor: Nancy McCreary .

Copyright © 2001 by American Health Consultants®. Hospital
Access Management™ is a trademark of American Health Consul-
tants®. The trademark Hospital Access Management™ is used
herein under license.

Editorial Questions
Call Lee Landenberger

at (404) 262-5483.

Subscriber Information
Customer Service: (800) 688-2421 or fax (800) 284-3291, 
(customerservice@ahcpub.com). Hours of operation: 8:30 a.m.
-6 p.m. Monday-Thursday; 8:30 a.m.-4:30 p.m. Friday.

Subscription rates: U.S.A., one year (12 issues), $435. Outside
U.S., add $30 per year, total prepaid in U.S. funds. Two to nine addi-
tional copies, $348 per year; 10 to 20 additional copies, $261 per
year; for more than 20 copies, call customer service for special
handling. Missing issues will be fulfilled by customer service free
of charge when contacted within 1 month of the missing issue
date. Back issues, when available, are $73 each. (GST registration
number R128870672.)

Photocopying: No part of this newsletter may be reproduced in any
form or incorporated into any information retrieval system without
the written permission of the copyright owner. For reprint permis-
sion, please contact American Health Consultants®. Address: P.O.
Box 740056, Atlanta, GA 30374. Telephone: (800) 688-2421. World
Wide Web: http://www.ahcpub.com.



The patient database and history that is estab-
lished through this technology also can be used
for marketing purposes. When a person has
moved into town and called the hospital to ask
for information, you could track down whether
the person actually used any of the hospital’s
physicians after you made that referral. If you put
a million dollars into marketing, you can find out
if it paid off, as well as what areas of service are
being utilized.

Other uses of the technology include physician
referral, “Ask-a-Nurse” programs, disease man-
agement, and medical records inquiries, as well
as employee self-service regarding benefits and
payroll information. 

The same technology also facilitates produc-
tivity reports for each employee, for example,
including the gathering of information on length
of talk time and who is being served during a
call.

(Editor’s note: Before joining the consulting firm
of Cap Gemini Ernst & Young, John Woerly spent
many years in hospital access management. He
recently spoke on the subject of CRM at the annual
National Association of Healthcare Access Manage-
ment conference in Orlando, FL, and was to make a
presentation on CRM in October at the American
Association of Healthcare Administrative Manage-
ment in Reno, NV.)  n
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With the economy in a state of uncertainty
and compliance concerns continuing to

plague the health care industry, the good news is
that access professionals responding to Hospital
Access Management’s annual salary survey still 
are getting increases in pay and in the number of
employees they oversee.

There also is evidence that access managers and
directors with proven abilities — particularly in
the area of patient satisfaction — will see their
ability to demand higher salaries increase, accord-
ing to an executive with a national health care
recruiting firm. 

Although 20% of survey respondents said there
was no change in their income in the past 12
months, 27.3% received a pay raise of between 4%
and 6%, and another 35% saw their salary increase
by between 1% and 3%. Eleven percent actually
got a raise of between 7% and 10%.

Most report increase in staff numbers

A whopping 67.3% of those surveyed said the
number of employees in their departments had
increased in the past 12 months.

Looking at the survey respondents by job title,
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results show that 36.4% of access man-
agers make between $50,000 and $59,000
a year. Another 27.3% of access man-
agers make between $30,000 and
$39,000, and 27.3% make between
$40,000 and $49,000.

Of those who gave their title as direc-
tor, access management, 33% said they
made between $60,000 and $69,000, 
and another 33% reported a salary of
between $70,000 and $79,000. Smaller
numbers of access directors — about
11% in each category — reported mak-
ing between $40,000 and $49,000,
between $50,000 and $59,000, or
between $80,000 and $89,000. 

About one-third of the access supervi-
sors who responded to the survey said they
made between $30,000 and $39,000, while another
third reported making between $50,000 and $59,000.
About half the remainder made less than $30,000,
and the rest made between $40,000 and $49,000. 

Focus on satisfaction

As hospitals and health care systems get 
relief from the Balanced Budget Act of 1997 and
improve their reimbursement rates from managed
care entities, a number of them are beginning to
see positive bottom lines where previously there
had been losses, says Dennis Kain, senior vice
president for Atlanta-based Tyler & Co., a recruit-
ing firm that specializes in executive health care
positions.

At the same time, he notes, their attention is
starting to acutely focus on customer satisfaction.
“To that end, creative solutions regarding the
admission process which are customer-focused
have been well received.”

Access managers and directors who can show
high scores on patient satisfaction surveys for
their areas, or marked improvement in those
scores, “will definitely be in demand,” Kain
adds. 

“As our company recruits vice presidents,
CFOs, and CEOs, it is clear to us that boards of
directors and senior managers are specifically
looking for middle managers who have success-
ful patient satisfaction track records,” Kain 
adds. “They anticipate that there will be much
more ability on behalf of patients to select their
providers, and that with the increasing impor-
tance of ‘report cards,’ hospitals will be rated
like good hotels and restaurants.” 

There is “an upward push” on salaries at the
middle management level, he says, “but with
the pressure on health care resources overall,
facilities are intent on hiring only those people
who have good track records.”

Frontline salaries a concern

As access managers look out for their own
financial well-being, there is increasing concern
about their ability to hire and retain competent
frontline staff, and to pay those employees a com-
petitive wage.

At Community Medical Center in Scranton, PA,
the starting salary for registrars was recently
increased to $8 an hour, from $7.60, notes Ellen
Byrne, CHAM, RN, director of patient access ser-
vices. That’s still no more than they could get at
McDonald’s, she points out, where compliance
and reimbursement expertise is not part of the job
description. The upper end of the range is $11.75,
she says.

“That’s just not enough for the amount of
knowledge they have to have,” adds Byrne, par-
ticularly with the new emphasis on increasing
upfront collections. She says she is exploring with
the human resources department ways to better
compensate her staff, including offering incentives
for good collection results.

At Shands Hospital at the University of Florida
in Gainesville, the frontline access staff are divid-
ed into two tiers, says Beverly Varshovi, associ-
ate director for admissions. “We’ve pretty much
eliminated the registrar level. We have financial
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representatives — outpatient financial specialists,
inpatient financial counselors — who have full
responsibility for the account.”

Each financial representative is charged with
“creating a billable account — the quality of the
data, the auditing and compliance, verification,
all belong [to that person],” Varshovi explains.
Employees’ pay ranges from $8.62 to $13.75, she
adds. 

Emergency department and off-shift personnel
have the title of admissions assistant, and are
two levels lower, Varshovi notes. They are paid
between $6.70 and $10.25.

Lots of competition

Most of the staff in the higher-level jobs earns
between $10 and $12, she says. “In Gainesville, the
two main industries are the University of Florida
and hospitals, so there is lots of competition for
the candidates I’m looking for to fill those jobs.
[Shands’ pay] compares pretty favorably with the
local market.” 

When the area of the city in which North
Philadelphia Health System is located was des-
ignated an “empowerment zone” during the
Clinton administration, funds became available
to upgrade salaries, including those for access
employees, notes Gilda Chinnichi, CHAM,
director of patient access services.

“I was very happy to bring [starting pay] up
to $12.80 an hour,” she says. “It was $10.25.”
Interestingly, Chinnichi does not have to deal
with the high turnover rates that many of her
colleagues at other hospitals face. 

Many of the access employees, who belong to 
a union, have worked for the hospital for many
years, which brings its own set of issues, she adds.
“Sometimes, it’s not good because they’ve gotten
away with doing things their way for many years.
Now there are new policies, guidelines, compli-
ance issues — the work routine has changed so
much.”

With that in mind, Chinnichi — a member of
the hospital’s compliance committee — is con-
ducting staff training. She also is discussing with
union representatives the possibility of having
employees take the National Association of
Healthcare Access Management’s certified
healthcare access associate exam.

“That would be another incentive to learn and
study and retain,” adds Chinnichi, who says she is
working toward establishing a financial incentive
for certification.  n
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