
Cutting-edge approach to denials uses 
contract law to ‘get hospitals paid’
Law firm succeeds with hopeless accounts

What if your hospital could get reimbursement for a procedure
even when a required authorization wasn’t obtained in advance
or when billing wasn’t done in a timely manner? How about the

premise that if a hospital has provided valuable services in good faith, it’s
really not fair that it not be paid?

Two Maryland hospitals apparently are on the cutting edge of what
some observers say could become a trend among health care organiza-

tions seeking innovative ways to
get the reimbursement for care to
which they are entitled. Both
health care facilities are working
with a law firm that specializes in
taking denied accounts on which

hospitals have thoroughly exhausted all appeals and turning them
around, applying the principles of contract law.

After doubling its recovery rate on denied days through a comprehen-
sive internal revenue recovery initiative, Johns Hopkins Hospital in Bal-
timore realized “there was more hanging fruit,” says Dan Wassilchalk,
MHA, RHIA, director of performance improvement and utilization man-
agement. “However, the efforts were very taxing on our staff; because of
limited internal resources, we became creative in looking outside.” (See
related story, p. 16.)

A chance conversation between one of the hospital’s administrators
and a partner in the Towson, MD, law firm of Siegel & Fotheringill, led
to the firm working with Johns Hopkins on its denied accounts and ulti-
mately deciding to specialize in the appeal-and-litigation process for
third-party reimbursement, he notes.

Less than a year after engaging the firm’s services, Wassilchalk adds,
the hospital’s recovery rate on denied days — which had gone from
10% to 20% as a result of the internal initiative — increased another
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10%. Annually, he says, “10% equals a million
dollars.”

Johns Hopkins has an ongoing arrangement with
the firm, Wassilchalk says, and has expanded the
effort to include emergency department accounts.
“We are soon to move into outpatient ancillaries,”
he adds. 

“Not every hospital recognizes that something
can be done with some of the technical denials,”
says Linda Fotheringill, who, along with Malinda
Siegel, is a partner in Siegel & Fotheringill. “There
are all kinds of ways to get a hospital paid, using
legal principles, if we’re able to show the services
given.”

Recovering ‘hopeless’ claims

Fotheringill and Siegel — both of whom were
physician assistants “in another life” — consider
what they are doing to be “representing the hos-
pital in a contract dispute.” Fotheringill explains
that what her firm does has nothing to do with
the role of a traditional collection agency or out-
sourcing company. “We don’t do form-letter
kinds of appeals.”

Instead, she adds, “we do an exhaustive
review of the medical record. We pull out all the
detail on what happened on each denied day, and
reconstruct that day. The progress notes might
say, for example, ‘Vital signs stable, pain improv-
ing, drainage decreasing.’ With a day like that,
we’re able to construct a paragraph of data and
tell the story of each denied day.”

Because as lawyers they are able to do advo-
cacy writing, and as former clinicians they can
“read between the lines” to see what happened
on a given day of care, Fotheringill says, she and
her partner can “take a very aggressive
approach” to turning around the denials.

“If we can show that [denied services] were
medically necessary, and that if a call had been
made, authorization would have been given,
using legal principles, we can get the hospital
paid,” she says. “No damage [to the payer] can be
shown. Things happen. Why should the hospital
suffer when it gave those services in good faith?”

St. Mary’s Hospital in Leonardtown, MD,
which has worked with Siegel & Fotheringill for
about two years, has given the law firm the
denied claims that it considers “completely hope-
less,” says Allen Burton, the hospital’s director of
finance. “These are lacking medical necessity,
lacking authorization numbers. We have done
our best to appeal to the insurance company and
had no success.”

The reimbursement recovery rate for those
“hopeless” accounts, he adds, has been about
19%, amounting to additional revenue of
$100,000 per year. Minus the firm’s contingency
fee, Burton says, the hospital has netted about
$80,000 annually.

Like most other hospitals, he notes, St. Mary’s
also outsources some of its unpaid claims to col-
lection agencies. Those claims, Burton empha-
sizes, are in a completely different category.
“We’re giving those accounts to the collection
agencies, knowing that some of what we’re giv-
ing them is truly collectible.”

The denied claims appealed by the law firm,
he says, represent “money that in the past —
because we felt the insurance company was right
— we wouldn’t have collected any of. I can’t
stress enough that this is a different niche.”

An up-and-coming practice

Scott Johnston, technical director for the
Chicago-based Healthcare Financial Management
Association (HFMA), called the approach “an up-
and-coming practice” that is likely to become
more widespread as hospitals with shrinking
margins “get more and more into reimbursement
and look at getting money any way they can.”

Applying the principles of contract law to get
hospitals paid is a basic way of looking at the sit-
uation, he says. The provider, Johnston adds, is
saying, “I gave a service, and I expect to be paid
for this service.”

“I see it becoming a trend,” he predicts. “Once
some things are published on this, there will be
others that jump on the bandwagon and go for-
ward with it. I think it’s a great thing.”
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Because the law firm works on a contingency
basis, Johnston notes, there is no financial risk for
the hospital.

‘A price to pay for abusive denial practices’

Fotheringill & Siegel recently represented a
client in Nevada, on a large Medicaid claim that
already had been appealed by the hospital. “It
was a technical denial, with a very large mone-
tary value,” Fotheringill says. After an extensive
presentation on the claim’s legitimacy, she adds,
the Medicaid office continued to deny the claim.

“We asked for a hearing, and they told us no one
had ever asked for a hearing before,” Fotheringill
notes. “They went back and looked at our appeal
— the analysis of the law and why the claim
should be paid — and [granted the appeal].”

“We were prepared to take it all the way,” she
points out. “That’s the part most hospitals don’t
understand. They don’t think about working
with a law firm for these kinds of cases.” 

With managed care claims, Fotheringill explains,
“you’re bound by the terms of the contract. We
look at the terms, interpret, apply the facts, and
argue.”

One scenario, she says, might involve a case in
which the managed care company says it will pay
for everything except the last four days of a month-
long hospital stay. “If you just take those four days,
it doesn’t amount to enough money to justify litiga-
tion or arbitration.”

The firm often is successful in getting cases
overturned on a case-by-base basis. “Those
we’re not successful with, we can track and
group by payer, if given permission by the
client,” Fotheringill adds. “We can bundle 
those cases and arbitrate or litigate with a 
group of cases.”

A client that allowed the firm to file suit
against Blue Cross Blue Shield, she notes, has
noticed that there now are fewer denials by that
insurance company. “The client believes it’s
because the payer knows this client is not stand-
ing for it, and that there is a price to pay for abu-
sive denial practices.”

The reports tracking denials by payer, denial
codes, etc., also can be used in managed care con-
tract negotiations, Fotheringill points out. “If you
have an attorney looking at the denials you are
getting,” she adds, “[the attorney] also can be
scrutinizing the contracts and can bring to the
attention of the billing department the language
that is going to cause problems.”

A key piece of advice for access managers and
all others involved in the billing process,
Fotheringill says, is for the various departments
to be in communication with each other, rather
than “every department being an island.” That
way, she adds, everyone can understand the
impact of the language they’re agreeing to.” (See
other tips for access managers, below.)

Another instance in which a legal principle can
be used to reverse a claim denial is when a hospi-
tal calls for eligibility verification and is told the
patient has coverage, goes forward with treat-
ment, and finds out later that the payer made a
mistake and the person wasn’t eligible.

“We’re able to get paid in many of those
cases,” Fotheringill says, “because the hospital
relied on those representations. There is case law
that shows that in that kind of situation, under
contract law, you are able to get payment. In a
majority of cases, we’re able to get payment with-
out resorting to arbitration or litigation.”

[Editor’s note: The partners in Siegel & Fotheringill
will answer questions from readers regarding strategies
for reversing denials in a future issue of Hospital
Access Management. Please submit questions to edi-
tor Lila Moore at lilamoore@mindspring.com, or by
calling (520) 299-8730. Linda Fotheringill can be
reached at The Susquehanna Building, 29 W. Susque-
hanna Ave., Towson, MD 21204; telephone: (410) 821-
5292 or (800) 847-8083; e-mail: sfllc@excite.com.] ■

Pay attention to contract 
to avoid denied claims
Appeal, even if a rule is broken

There are several things that access managers
can do to help enhance billing efficiency and

reduce the risk of claim denials, says Linda
Fotheringill,
a partner in
the Towson,
MD-based
law firm of
Siegel &
Fotheringill, which specializes in helping hospi-
tals turn around “hopeless” denials.

Here are Fotheringill’s suggestions:
• Know the rules for each payer with regard

to billing and appeal requirements.
If the payer contract indicates that the hospital
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will abide by all policies and procedures of the
payer, find out what these are. If the contract
incorporates the “provider manual” by reference,
get a copy of the provider manual. It is her expe-
rience, Fotheringill notes, that many hospitals
don’t even know where that manual is, much less
are prepared to follow it.

For future contracts, insist on attaching the
applicable policies and procedures to the contract.
State that the hospital will not accept any changes
unless they are agreed upon separately in writing
by a designated hospital representative.

“Many hospitals have signed contracts that vir-
tually give the payer carte blanche, and are oper-
ating under terms they’re not even aware of,” she
points out. 

• Identify and appeal all nonpayments,
denials, and underpayments, even if the hospi-
tal has made a technical error, such as not get-
ting preauthorization or failing to bill in a
timely manner.

“If a rule has been broken and you’re not get-
ting payment,” Fotheringill says, “under contract
law, there still could be a remedy whereby the
hospital could get paid for valuable services.”  ■

Hospital gets aggressive 
in turning around denials
InterQual helped with appeals 

Before engaging a law firm to take the appeal
of reimbursement denials to the next level,

Johns Hopkins Hospital undertook a comprehen-
sive revenue
recovery ini-
tiative that
doubled its
recovery rate
on denied

days, explains Dan Wassilchalk, MHA, RHIA,
director of performance improvement and uti -
lization management.

Wassilchalk was hired in July 1998, and in Jan-
uary 1999, he says, the hospital began what it
called “rapid-cycle process improvement.” 

As part of that initiative, he says, “we learned
that we were leaving millions of dollars on the
table for care that had already been provided for
which we were not being paid. Our department
took a much more aggressive stance internally

and externally in reducing denials and appealing
them, as well as in working old appeals pending
response.”

During the process, Wassilchalk notes, “we
learned that by writing a better [appeal] letter,
and concentrating on improved clinical documen-
tation, we doubled our rate of overturning denied
days.” Between fiscal year 1999 and fiscal year
2000, he adds, the rate went from 10% to 20%,
which represents an annual increase of $1 million. 

Another way of discounting services

Many hospitals are not aware, Wassilchalk
points out, of their denial or recovery rate or of
the ratio between clinical and administrative
denials. “It’s scary not to know what they don’t
know,” he adds. “Some do not have a data collec-
tion process on denial management to have their
arms around their denial losses.”

It’s important to realize, Wassilchalk says, that
denials, in reality, are another way of discounting
services. “So any time your managed care con-
tracts reflect certain negotiated rates, you might
as well consider denials an additional discount —
and we can’t afford it.” 

The first step hospitals should take in address-
ing the problem, he suggests, is to “find out how
bad you’re hemorrhaging from denials. Work
closely with the accounting office to establish a
tracking mechanism.”

“Through typical root-cause analysis process,”
Wassilchalk adds, “come up with an action plan
that would include a strong data collection pro-
cess, an aggressive approach to appeals, and then
a proactive plan to work internally with the care
providers to document better and uncover delays
in service.”

In November 1999, the performance improve-
ment and utilization management department
at Johns Hopkins began using InterQual criteria
to appeal denials and improve documentation,
he says. InterQual, a product of Atlanta-based
McKesson HBOC, helps providers measure
intensity of service and severity of illness,
Wassilchalk adds. 

Before turning to a Towson, MD, law firm (see
cover story), he explains, the hospital first looked
internally for help. “We gained some assistance
from other departments that were employing
nurses who were looking for part-time work. We
also turned to nurses on workers’ compensation
who were on light duty.”

“When we realized we couldn’t handle the
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volume and could use some assistance in inter-
preting the appeals and grievance process, we
turned to Siegel & Fotheringill,” Wassilchalk
says. “After the word got out a little bit, a couple
of other hospitals started turning to them for sim-
ilar services. Without a doubt, we broke new
ground in working with them on this.”  ■

Countywide ‘paper drill’ 
helps keep hospital ready
Registrars man treatment areas

Personnel at Morton Plant Mease Hospital in
Clearwater, FL, regularly take part in a coun-

tywide mass-casualty drill, which keeps them in
“a constant state of readiness,” says Diana
Noblet, CHAM, patient access services manager.

“We feel confident we’re ready,” Noblet adds.
“We have looked at our disaster process and not
found any changes desirable.”

The countywide exercise is “a paper drill,”
notes Beth Hardy, a hospital spokeswoman. 
“We use paper patients — actual slips of paper 
— instead of having mock patients with stuff on
them. Each piece of paper is a patient.”

The disaster drill, most recently involving a
mock school bus accident, is set by county emer-
gency management officials, and “different
patients are routed to different hospitals,” Hardy
says. “We know we have seven children coming
in, and we walk through the entire process of how
it would be [in the event of a real disaster].”

Directly outside the ambulance entrance to the
emergency department (ED) there is a disaster cart,
explains Noblet. “It contains things to physically
protect the [response] team, such things as eye pro-
tection, personal protective gear, a mask and
gloves. There is also a packet for each patient.”

The packet, she adds, contains “paperwork to
handle any type of emergency,” including a
triage sheet and all clinical profiles, as well as a
bag for patient valuables. A number assigned to
each item matches the number assigned to that
patient on the log where the patient is checked in,
Noblet says.

“That packet and patient are passed along to a
clinician who accompanies the patient to different
treatment areas,” she says. Registrars are on hand
in those areas, as well as at the triage point, Noblet
adds. 

Patients who are unable to give their names are
designated as Jane or John Doe, and assigned an
approximate age, she notes. Those patients’ date
of birth always begins “1/1,” she says, to let hos-
pital personnel know the age is approximate.

New ED facilitates process

Morton Plant Mease Hospital’s new ED, which
opened several months ago, is designed so that
triage takes place quickly and efficiently, Hardy
points out. “Our daily process facilitates the han-
dling [of a disaster].”

Patients are triaged into one of five ED areas,
she says. Those include express care, intermedi-
ate care, acute care, psychiatric care, and obstet-
ric/gynecologic care.

“The triage nurse is adjacent to the lobby,
where the public walks in,” Hardy explains. “As
they walk in, patients are seen by order of sever-
ity. It’s not the traditional setting where people
are sitting in a chair waiting for a long period.
The goal is not to have people in that lobby, but
to get them into a room as quickly as possible.”

When emergency medical services personnel
arrive with a patient, they look up at a computer
screen that displays the assigned room number
for that patient, Noblet notes. “There are no
ambulances lined up. They know where to go.” 

A yellow light above a patient room signals the
registrar that a patient is in the room, she says.
Because the ED encompasses 37,000 square feet,
she adds, “it’s humanly impossible to see all the
rooms and watch for someone entering.” 

There is a computer in every patient treatment
room, Hardy points out, which allows bedside
registration. “[Access staff] go to every patient,
and register right at the bedside. It’s been received
very, very well by our customers,” she says.  ■

‘HazMat situations’ keep 
access employees on alert
‘Phone tree’ keeps staff in reach

At Straub Clinic and Hospital in Honolulu,
“we’ve had our fair share of HazMat situa-

tions,” says Linda Dullin, RN, admitting director. 
In little more than a week’s time, around the

middle of October 2001, she says, the hospital was
on alert to handle some six incidents involving
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hazardous materials, although not all resulted in
victims being treated at Straub.

“Right at the time when there were a lot of
things going on nationwide,” Dullin says, “we
had a situation in one of the hotels with a chemi-
cal exposure. We got nine people.”

With nine patients to handle at once, only two
computer terminals in the emergency department
(ED), and “physicians calling for their informa-
tion,” she notes, staff recorded initial registration
information by hand and entered it into the com-
puter later. “We have clipboards ready and [dis-
aster] logs available.” 

“Our procedure is that patients go through
triage with the medical staff,” Dullin explains.
“Depending on the time of day, we have one of
the access staff there. Otherwise, we do the best
we can. We use the medical staff to gather the ini-
tial information.” 

In another incident, she says, a canister exploded
in the back of a refuse truck, and the driver and two

other people came in contact with a hazardous sub-
stance. “We treated one of the three men involved,
and the HazMat team [for the city and county of
Honolulu] provided us guidance.”

Following the release of a potentially hazardous
substance at a school, Dullin says, her staff pre-
pared to receive some patients, but the HazMat
team was able to handle that situation on the scene. 

To respond to exposures to hazardous materials,
Straub has a portable decontamination shower set
up in the ED parking area, just off the ED entrance,
she notes.

Tweaking the system

“One of the things we’ve identified on the
admitting side,” Dullin says, “is that we need to
have preprinted stickers with the downtime visit
numbers and downtime medical record numbers
that we can use if the computer is down or if we
need to register by hand.” Those stickers, she
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Saint Vincents’ replay 
offers lessons learned

On Sept. 11, 2001, Saint Vincents hospital 
in Manhattan, a Level 1 trauma center

located two miles from the World Trade Center,
found itself at the center of an unthinkable
tragedy. A Code Three was called after two
hijacked airliners slammed into the twin tow-
ers, ultimately destroying both buildings, as
well as other buildings in the surrounding area. 

This tragedy put Saint Vincents’ staff and its
disaster plan to the ultimate test. Physicians and
nurses scrambled to treat the flood of injured
that were brought in. Many of the injured were
rescue workers, who were treated, released, and
then returned to the World Trade Center site. 

On Nov. 14, American Health Consultants
offered Responding to the Unimaginable: How
Saint Vincents Hospital Coped With the World
Trade Center Attack, a 100-minute-long audio
conference presented by four clinicians from
Saint Vincents who were there as the crisis
unfolded. They discussed in depth how they
coped, where their disaster plan worked, 
where it didn’t, and the lessons they learned. 

Representatives from the emergency depart-
ment (ED), case management, and supportive

care services shared unique insights from their
different perspectives. ED physicians and nurses
encountered documentation nightmares when
cases were not properly recorded. Hear how staff
were cut off as communications went down and
how the hospital successfully used its supply of
two-way radios to bridge the communications
gap.

Case managers scrambled to discharge
patients in order to free up beds for the antici-
pated onslaught of injured victims. Learn how
supportive care stepped in to treat the emo-
tional scars for the injured, the community, and
hospital employees. 

If you missed out on Nov. 14, the complete
audio conference will be available for replay at
your convenience on Wednesday, Feb. 20, and
Thursday, Feb. 21. The cost is $249 per facility,
which includes 2 nursing contact hours or 1.5
AMA Category 1 CME credits for every partici-
pant. Call our customer service department at
(800) 688-2421 to receive the dial-in number, the
special access code, and directions to download
handouts and continuing education materials.
Don’t miss out on learning lessons from valuable
first-hand experience. Use Saint Vincents’ experi-
ence to re-evaluate your current disaster plan so
that you’re ready if the unimaginable happens in
your community.  ■



explains, would be used to identify “lab work,
blood tests, anything ordered for the patients. At
the moment, we write the number on the requisi-
tion itself.” 

Normally, Dullin notes, staff would use an
Addressograph to imprint such items with the
patient’s name and other basic information, “but
[in disaster situations], you don’t need a name as
much as a visit number.” 

Even before the Sept. 11 attacks prompted a
heightened sense of awareness, Dullin’s depart-
ment had established an emergency prepared-
ness phone tree, she says. “We made sure we had
employees’ names, their emergency contact, phone
numbers, where they lived, and any special con-
siderations, such as whether they had children,
only one car, or parents living with them.”

On a second list, made after Sept. 11, the
employee names were tiered, according to who
lived closest to the hospital and how long it
would take them to get to the hospital, Dullin
adds. “We break [staff] up into three groups. The
first group includes myself, the supervisors, and
the leads on each shift, and the second and third
groups are all frontline access staff.”  ■

Clinical, UM experience 
gives AM a career edge
Upfront collections are another focus

Avaried mix of clinical, utilization review
(UR), and referral management training and

experience helped prepare Linda Dullin, RN, for
her current role as admitting director at Straub
Clinic and Hospital in Honolulu.

Her nursing education and background have
aided communication between the admitting area
and Straub’s clinical staff, Dullin says, and stints
in an “Ask-A-Nurse” program and as a managed
care coordinator have made her a knowledgeable
participant in the organization’s utilization man-
agement (UM) and discharge planning decisions. 

“When patients come into the admitting area
and a bed is not ready,” she notes, “I’m able to
recognize what we need to do — if the patient is
not clinically stable, when to push or to make
alternate plans.” Those plans, Dullin adds, might
include taking the patient to a bed in the emer-
gency department (ED).

Dullin’s experience working for HMSA, which
is Hawaii’s network of Blue Cross Blue Shield, she
notes, made her familiar with the ins and outs of
patient benefits, and years spent in the Ask-A-
Nurse program provided valuable information
about services available in the community.

“[The UM staff] have a weekly meeting,”
Dullin points out, “where they review increased
length of stay and high-risk cases. These may be
patients who are homeless, or who may not have
financial resources.” Technically, she says, the
group is made up of case managers and the med-
ical director of UM, “but myself and one of the
financial counselors are ex officio members.”

Dullin began working as a nurse’s aide in 1968,
later became a licensed practical nurse, and got
her credentials as a registered nurse in 1980. “I
worked in an acute-care hospital the majority of
the time, and was totally on the clinical side until
1986,” she adds.

Here’s a snapshot look at three positions that
have brought Dullin to where she is today:

• Ask-A-Nurse.
Between 1986 and 1990, Dullin worked for an

“Ask-A-Nurse” program jointly sponsored by two
Oahu hospitals, Queens Medical Center and Castle
Medical Center. In that job, Dullin explains, she
used specific criteria to determine if cases were
emergent, urgent, or could be handled with a
physician office visit. 

Dullin also connected callers with classes
offered by the hospitals, and made physician
referrals, matching them according to insurance
requirements and location, she adds. 

• Admission nurse coordinator.
In 1990, Dullin made her first foray into the

access area. As admission nurse coordinator at
the Queens Medical Center, she supervised the
preadmission area and the registration area for
the hospital’s radiology department, she says. “I
oversaw a staff of 14, who were responsible for
preadmits and preregistration for inpatient and
outpatient admissions and surgeries, radiology
procedures, and any type of prescheduled outpa-
tient diagnostic test or service.”

“My nursing ability enabled me to determine
the right place of treatment for the patient,” Dullin
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notes. “The physician may have ordered an inpa-
tient stay, but I recognized that the person should
be an outpatient.” That experience, she adds, put
her in good stead for the challenges of patient
placement in today’s health care environment.

After six years in that job — and 26 years with
that hospital — Dullin became a casualty of
“right-sizing” when the position of nurse coordi-
nator was eliminated, she says. “That was kind of
a traumatic experience,” adds Dullin, who says
she took a trip to the Pacific Northwest and then
came home to work on her next career move.

“One of the severance package components was
that I was able to work with a human resources
company,” she says, “to brush up the resume, set
up interviews and go over interview questions. I’d
been out of the job market for 26 years.”

• Managed care coordinator.
In November 1996, Dullin assumed the posi-

tion with HMSA, doing referral management and
practice management. “The company had health
center or HMO clients and physician groups that
needed to have someone oversee the utilization
of referring outside of their health center,” she
explains.

As managed care coordinator, Dullin helped
get referrals for the membership to go to an out-
side specialist or facility, she says. “My clinical
background was very helpful as far as recogniz-
ing the type of admission, and also in recognizing
whether there were specialists available within
[the organization], which was a cost-saving.”

“It was something brand new; a new concept
to the subsidiary, so I helped build the program
from the ground up.”

Extra jobs enhanced experience

Throughout her career, Dullin says, she often
has held more than one job at a time. While
working as a nurse, for example, she also had a
job with Sheraton Hotels, handling first-aid and
CPR training and keeping track of employee
and guest injuries and accidents at a facility
with 1,300 employees. While holding down the
Ask-A-Nurse position, she adds, Dullin also did
medical/legal reviews for an attorney.

That attorney might, for example, be represent-
ing an insurance company, and ask her to review
the medical record associated with a particular
case, Dullin says. “I’d get those [records] to digest
and be able to extrapolate whether there was a
prior history of an accident or complaints. Or, I
might say to the attorney, ‘You need to check this

out before settling with the insurance company.’”
Before taking her current job as admitting

director, Dullin notes, she was sought out by
Straub’s chief financial officer, who had heard
about her from a woman Dullin had supervised
at Queens Medical Center.

“At that time, admitting had just gone under
business services and they were making signifi-
cant managerial changes,” she says. It’s likely
that her background in nursing, as well as her
referral management and UR experience, helped
her get the director position, Dullin suggests. 

Another plus was that she had been heavily
involved in instituting a price-quoting system
and improving upfront collections during her
1990-1996 tenure at Queens, she adds. “Queens is
a not-for-profit hospital, and recognized there
was an opportunity [to improve the bottom line],
and that this also was a component of good cus-
tomer service.” As part of that effort, Dullin adds,
she worked with her staff on the practice of mak-
ing payment arrangements with customers.

Straub is in the process of refining its upfront
collections program, she notes. “Because it’s a
clinic and a hospital and we have physicians
located here, the physicians’ offices are notifying
patients at the point of service of their copayments
and self-pay balances, and collecting.”

Several financial counselors in the admitting
area had reported to Dullin, but in August 2001
went under the oversight of one of the business
services managers, she says.

Those financial counselors, however, continue
to work as a team with access personnel, Dullin
points out, in regard to verifying the status of
self-pay patients in the ED. “They also handle 
the inpatients that we admit overnight.

As part of a five-year work plan set in place
under Straub’s recent merger with three other
hospitals, Dullin says the admitting area will be 
a focus in all four hospitals.

“We will be continuing a customer service initia-
tive that started in business services,” adds Dullin,
who expects her past experience to serve her well
in this endeavor. This initiative will involve inter-
nal and external customers, she says, and will look,
among other things, at strengthening the working
relationship and communication between the ED
front desk and the ED medical staff.

“Because of EMTALA [Emergency Medical
Treatment and Active Labor Act] laws, we can
only do so much [in registering the patient],”
she says. “We have a high percent of our admis-
sions through the ED, and before we proceed,
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it’s imperative to have good communication
[with clinical staff].”

Stabilizing staffing is among her top goals for
the coming year, Dullin adds. Part of the chal-
lenge there, she notes, is that there is no specific
school or training for access representatives. “It’s
hard to teach good customer service,” Dullin says,
“so I look for that first, and after that try to find
some experience that is related [to access].”  ■

Health system develops 
real-time bed management

Many access managers are struggling with
bed management issues associated with a

high hospital census, notes Marne Bonomo, PhD,
metro director for patient access at Aurora Health
Care in Milwaukee.

With that in mind, Bonomo developed a bed

management spreadsheet called “Good Morning
Bed Management” that helps forecast the number
of beds that her department needs to empty on
any given day, based on history and known
admits. (See chart, below.)

In late December, one of the Aurora hospital
sites went live with a database that will provide
real-time ADT-interfaced bed management
capability, Bonomo notes. “The goal, evidence-
based bed management, is to maintain a census
of above 95% while reducing diversion hours,”
she adds.

Thirteen of Aurora’s hospitals are loaded into
the database, which eventually will allow the
health system to manage patient transfers across
the state, Bonomo notes. She credits a talented
information systems team and a supportive
emergency department medical director with
facilitating the process.

(Editor’s note: Look for a more in-depth discussion
of Aurora’s bed management system in a future issue
of Hospital Access Management.)  ■
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HFMA, AHA project 
puts focus on patients
‘It’s about little things’

As hospitals look at making bills more patient-
friendly, they should broaden the focus to

include a more patient-centered organization.
That’s a key theme that has emerged from the

Patient Friendly Billing Project of the Healthcare
Financial Management Association (HFMA) and
the American Hospital Association (AHA), says
Scott Johnston, HFMA’s technical director.

“We went into this looking at, maybe we could
blame somebody else for these problems, but we
found that we also have to look at ourselves,”
Johnston adds. “The solution lies not just with the
industry as a whole, but also with the individual
hospitals.”

Initiated more than a year ago, the project’s
aim has been to address the general sense among
consumers that the health care billing system is
out of whack, using a multidisciplinary approach
to help providers convey bills that are clear, cor-
rect and patient-friendly, says HFMA president

and CEO Richard L. Clarke.
That approach includes, among other things, a

process that captures and summarizes bills from
all providers and automatically matches them
with all payments, a single point of contact for
the consumer regarding inquiries, complaints or
concerns about coverage and payments, and an
appeals process to handle disputes.

“We’ve completed our first year, and we’ve
released not only a series of reports, but a
brochure, and we’ve also launched a web site,”
Johnston says. (For more information on the pro-
ject, go to www.patientfriendlybilling.org.)

Not always about clinical outcomes

Feedback from the project’s focus groups —
and from focus groups conducted by individual
hospitals — revealed that the way consumers
look at health care isn’t always about clinical out-
comes, Johnston points out. “You can have good
performance results, but if the food is lousy and
no one is paying attention, that may negate [in
the patient’s mind] anything good the clinician
has done.”

The benefit of the focus groups, he notes, is in
“finding out what patients’ concerns are and then

22 HOSPITAL ACCESS MANAGEMENT ™ / February 2002

Hospitals get breather 
on 2001 OPPS rates
‘Technical miscalculations’ cited

In what is welcome news for access managers,
the Centers for Medicare & Medicaid Services

(CMS) announced in late December 2001 that the
2002 Medicare hospital outpatient prospective
payment system (OPPS) rates will be postponed
until the agency conducts a review of the rates
and codes announced Nov. 30, 2001 in the final
regulation.

Hospitals will be paid at the 2001 OPPS rates
until CMS finishes its review, which the agency
said would not extend beyond March 31, 2002.
CMS said it will process claims subject to OPPS
for dates of service of Jan. 1 or later using the 2001
payment rates, while it continues to review the
2002 rates and codes announced in November.

Claims will be processed in a timely manner
rather than being held for three months, the
agency said.

The move comes after several health care enti-
ties, along with health care leaders in Congress,
sent letters to Health and Human Services Secre-
tary Tommy Thompson and CMS Administrator
Thomas Scully requesting the delay to avoid
unnecessary confusion to providers and
beneficiaries.

Technical miscalculation

Since issuing the final regulation, CMS discov-
ered a number of technical miscalculations in the
assignment of the cost of certain new technology
devices to related procedure codes, according to a
news release by the CMS public affairs office.

Once the corrections are made, CMS will do a
thorough review of all outpatient codes with med-
ical experts and again review the data to make
sure there are no additional calculation errors, the
release stated. The revised rates and codes then
will be published in the Federal Register.

There are more than 300 ambulatory payment
classification codes (APCs) for outpatient ser-
vices and 53 APCs that involve new technology
devices.  ■



addressing them, listening more, and getting
more in tune with patients.” Just taking other
hospitals’ findings and acting on them doesn’t
accomplish the same thing, says Johnston, who
recommends that all hospitals use focus groups
or patient advocacy groups as important
resources.

It’s about “little things,” he says, “like not
making popcorn in the employee lounge that
cancer patients have to walk by, because the smell
upsets those who are going through certain treat-
ments. That was driving some of the patients
nuts.”

Another example, Johnston adds, is informing
patients that there are two ways to get into the
hospital parking lot that they don’t know unless
they’re told.

“The idea of the consumer in health care is
very new,” he says. “It’s the idea that patients
have a choice and they’re going to start exercising
that choice.”

Reaction to the billing project from payers and
vendors has been that it’s unique for the health
care industry to be focusing on patients for once,
Johnston notes. “When you think of patient
financial services, you think of going back and
forth between hospitals and payers. But we have
found that patients perceive themselves as being
caught in the middle without any help.”

“The whole idea behind patient-friendly
billing is to address that,” he adds. “We feel this
is a very important initiative for all hospitals to
consider. This is something we can kind of give
back.”  ■

Hospital outsourcing 
on the increase

The outsourcing budgets of health care organi-
zations will increase by 30% by 2003, accord-

ing to a survey released by VHA Inc. and Michael
F. Corbett & Associates.

The survey found that in 2001 the health care
industry used approximately 17% of its budget

on outsourcing. That number was expected to
grow to 22% by 2003, a 30% increase. Thirty per-
cent of survey respondents said they outsource
hospital support services, followed by informa-
tion technology (22%), finance and capital func-
tions (22%), and clinical operations (11%).
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Respondents cited lack of internal resources
and potential reduction in operating costs as the
main reasons for outsourcing. ▼

AHA has new guidelines 
for releasing patient data

The American Hospital Association’s (AHA)
Society for Healthcare Strategy and Market

Development has released new guidelines for
releasing patient information.

The “Guidelines for Releasing Information on
the Condition of Patients” are consistent with the
privacy regulations of the Health Insurance
Portability and Accountability Act of 1997,
according to the AHA.

The full text is available for free at www.
stratsociety.org or in brochure format for a fee.
The brochures are sold in lots of 10 for $28 for
members and $42 for nonmembers. To order,
call (800) 242-2626.  ▼

Program to help providers 
remove language barriers

About one in five Spanish-speaking Latinos in
high-growth communities reports not seek-

ing medical treatment due to language barriers,
according to a survey by the Robert Wood John-
son Foundation (RWJF) in Washington, DC.

The survey found that 94% of health care
providers said communications is a top 

priority in delivering quality care, while 72%
said language barriers increase the risk of
complications.

A new RWJF program, “Hablamos Juntos (We
Will Talk Together)” will work to develop effective
and affordable models for using trained translators
to help providers overcome language barriers. The
$18.5 million initiative will offer grants of up to $1
million to providers in areas with fast-growing
Latino populations.

The program is open to physician groups, hospi-
tals, health centers, managed care plans, and oth-
ers. For more information, go to www.hablamos
juntos.org or www.kaisernetwork.org.  ■
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