
Put a stop to needless claims denials:
ID root causes in people and processes
You’ll need to look at training, technology, and process redesign

Benefits exhausted, coverage not in effect at the time of service,
patient ineligible at the time of service, no authorization prior to
service, and patient unidentified. Each of these reasons for a

denied claim is different, but the result is the same — the hospital does-
n’t collect. And in today’s economy, this spells trouble for patient access
departments. Instead of “fixing” claims denials in the business office, a
better approach is to avoid the denials in the first place. 

Previously, hospitals recognized that claims needed to be “scrubbed
before they went out the door,” says Katherine Murphy, CHAM, direc-
tor of access services for Nebo Systems, a subsidiary of Passport Health
Communications in Oakbrook Terrace, IL. “Now we are recognizing
they need to be scrubbed before they go to the back end, for a final
blessing so to speak,” she says. 

Sue Green, MBA, vice president of revenue cycle at St. Luke’s Epis-
copal Health System in Houston, says, “the big issues for us are to
ensure accuracy, eligibility, and medical necessity up front.”

Green says the organization is redesigning processes to prevent deni-
able admissions such as orders written pre-surgery and inpatient
admissions for outpatient procedures. 

“You really do need software to manage denials, in order to be able to
drill down into root causes and prevent them in the future,” she says.
“These days, people are not just buying software that accounts for
denials, but an application that integrates data all along the revenue
cycle.” 

St. Luke’s is in the process of implementing new denials management
software to replace an old application that was developed years ago,
says Green. 

However, technology can’t stop denials caused by human error. For
this reason, a lot of effort at St. Luke’s goes into training registration
staff about how they affect the ability to submit a “clean” claim, says
Green. “We are trying to teach them about the whole cycle, so they have
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a context to understand their job.” 
The core training program for patient access is

three weeks and covers customer service, the rev-
enue cycle, necessary applications, government
compliance issues, legal issues such as the Emer-
gency Medical Treatment and Labor Act, man-
aged care basics, and reimbursement basics.
“Staff are not granted access to our system with-
out completion,” says Green. “Staff are then
given further specialized training and mentoring
with a seasoned staff member.”

Still, Green says that the underlying reason
that claims are denied is “more often processes,
not people.”

For example, an organization may not have a
defined process for real-time review of orders
after what was anticipated to be outpatient
surgery. If the patient becomes an observation
patient or is admitted as an inpatient, there must
be a process to ensure compliance and authoriza-
tion as that decision is being made. 

Retrospective review too late

“Retrospective review will result in denials,
since it is too late to intervene effectively,” says
Green. “The knowledge needed from the first
contact with the patient has multiplied signifi-
cantly. This is really crucial as the economy 
tightens.”

The goal is to partner with patients, says
Green, so they understand what their cost will be
and what resources they have to help pay for
their health care. 

“Also, most people have become more aggres-
sive about appealing claims,” says Green. “We
used to accept denials if we erred. But now, if we
miss a deadline, for example, and get a ‘techni-
cal’ denial, we appeal. If we provided the appro-
priate care, the payer should reimburse. We will
elevate the denial to receive payment whenever
possible.” 

The person who processed the account origi-
nally is the one who “works” the denial in order
to enhance accountability and organizational
learning. “We have seen an increase in payer-
related issues,” says Connie Renfro, director of
patient financial services at St. Luke’s. “They may
not have their own database up to date but will
pay the claim if it is appealed.”

About five years ago, St. Luke’s formed a 
call center to centralize access, which performs
preservice activities such as scheduling, pre-
registration, eligibility checks, and obtaining
authorizations. 

“This allows for greater standardization of
those processes and a single access point,” says
Green. “We use software to allow registrars to
scrub their work in real-time to increase accuracy,
aiming for the right patient, the right care, and
the right authorization.”

Analyze root causes

In January 2008, Cypress Fairbanks Medical
Center in Houston was averaging $130,000 in dis-
puted denials. In September 2008, these denials
were at $50,000 a month. 
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The organization used a “three-pronged
approach” to achieve this impressive result: peo-
ple, process and technology, says Tony Lovett,
MBA, CHAM, director of patient access services.
(See sidebar on claims denials due to employee
errors below.)

First, patient access staff tracked the errors that
ultimately led to denial write offs, and analyzed

the root causes of those errors. “Our analysis
quickly illustrated that our problem involved one
of the three issues,” says Lovett.

Lovett pulls the disputed denials report for his
department each month. “My team then goes
through each account,” says Lovett. “We read all
of the documentation on the account, we review
all scanned items on the account, and we listen
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Stop needless denials, 
re-train employees

In their quest to reduce claims denials, one impor-
tant component for patient access professionals at

Cypress Fairbanks Medical Center in Houston was to
“ensure that we had the right fit for the right job,” says
Tony Lovett, MBA, CHAM, director of patient access
services. “Patient access is fast-paced and can be
tedious and difficult.”

First, Lovett clearly outlined the specific tasks a
patient access representative was responsible for
doing. “We created a job ladder that demonstrated
what attributes and duties were meant for new hires;
second-tier representatives; supervisors; and, finally,
managers,” he says.

The next step was to find the right people for the
right roles, which included developing some of the
hospital’s employees for growth opportunities. 

At Carolinas Medical Center, any training issues
identified are taken back to the patient financial ser-
vices training department and the patient access
management team, who then deliver training to the
frontline staff.

For example, some denials occurred because staff
were not aware of Cobra coverage. Staff were re-
trained to ask additional questions that would
uncover the fact the patient was covered under a
Cobra plan.  

Also, a process for Blue Cross/Blue Shield radiol-
ogy denials had to be developed, due to no autho-
rization from the center’s vendor, AIM. “This involved
specific items for the pre-service area, as well as the
front-line staff at the facility,” says Katie M. Davis,
director of patient financial services. 

As a result of Blue Cross/Blue Shield of North Car-
olina requiring prior plan approval obtained by the
physician’s office for outpatient high-tech diagnostic
services, these procedures must have an approval
number three days prior to the scheduled service, or
be submitted by pre-service for re-schedule to radiol-
ogy centralized scheduling. 

At Cypress, an interdisciplinary revenue cycle
committee meets monthly. On that committee sits the
hospital’s CFO, business office director, patient
access director, case management director, medical
records director, and appeals coordinator. 

Monthly review

“Each month, we review and analyze our respec-
tive denials and discuss trends and opportunities,”
says Lovett. “We have found it helpful to have this
joint discussion, as many of our issues overlap and
involve our respective departments.”

At times, the committee also includes other areas
that may contribute toward denials, from the clinical
or departmental side of operations. “Many times, we
have discovered that staff from each of the respective
areas are in need of training,” says Lovett.

The physical therapy department, for example,
recently had a department-specific meeting and
discovered that their staff needed training on denial
prevention and billing procedures. Similarly, patient
access staff needed additional training with 
workers’ compensation practices, as well as job
coaching for the correct assignment of insurance
plan codes. 

Davis says that any denial that can be tracked to
an employee results in the employee not receiving
incentive for the month the denial occurred. “If errors
continue, we follow our disciplinary process,” she
says.

One example of this is with insurance verifica-
tion. If the registrar fails to verify the policy number
and the claim is denied because of an incorrect
policy number, the registrar who completed the
insurance verification would be credited with the
denial. 

“We have the ability to listen to the phone calls, so
we can hear if the registrar asked and did not docu-
ment, or if they did not ask,” says Davis. “The regis-
trar would lose their monthly incentive, which is
based on a number of key performance indicators.
The employee has the potential to lose up to
$450.00.”  ■



to all recorded transactions on the account.”
From that exhaustive review, one of the “three-

pronged” reasons is identified — people, process,
or technology. The next step is to determine the
root cause and the employee responsible for the
error. 

“We look for patterns regarding type of
accounts, payers, work groups, and employees,”
says Lovett. “We then develop a tactical action
plan to address each issue per grouping.”

This past year, a problem was identified with
the hospital’s physical therapy (PT) accounts. At
the facility, PT accounts are registered as recur-
ring accounts. After 30 days, these accounts are
automatically re-registered. 

“As a result of this automated system, the
accounts were not touched by my employees,
and the PT staff were not ensuring correct docu-
mentation to ensure authorization and prevent
denials,” says Lovett. “Because of our analysis,
we were able to close that gap and prevent fur-
ther loss.”

The department had to “take a step back and
look at our overall process before we could
zoom in to the small step of each process,” says
Lovett. “We had some overlooked areas that
created gaps in which denials could sneak by
us. We closed the gaps, and cemented those
gaps with necessary and strategic redundancy.”
For example, both the quality assurance coordi-
nator and the denials coordinator now audit
accounts.

Monitor trends closely

Denials have been approached in several dif-
ferent ways at Carolinas Medical Center in Char-
lotte, NC, says Cassandra Lowery, director of
patient access. “Patient access is an essential
member of Carolinas HealthCare System’s denial
management team. We are very passionate about
preventing denials,” she says. 

The denial management department is a part
of patient financial services and is made up of
representatives from patient access, clinical care
management, patient accounting, and radiology
scheduling. 

First, patient access reviews accounts to deter-
mine if the denial is due to an employee error or
a process problem. If it is an employee error, the
employee is re-trained. 

The hospital’s denial management team runs
reports based on specific denial codes. These
codes reflect the area that could have had an

impact on the denial, such as patient access, clini-
cal care management, or contracting. 

“We receive the report and review the
accounts that are in our scope, to see if we could
have done something to prevent the denial,”
says Lowery. 

Suggested process changes

Changes to processes are made, depending on
the trends found each month. “We constantly
review and make changes to our processes to be
sure we are doing all we can to prevent a denial,”
says Katie M. Davis, director of patient financial
services. 

Here are proven strategies to reduce denials:
• Develop a better process with your hospi-

tal’s financial counseling department. 
“We developed a process where they place any

insurance they find on our online admission log
for us to verify, as well as placing the insurance
information on the account,” says Davis. 

• Create a web site to communicate more
effectively with front-line staff.

“Upcoming changes, such as insurance cards
and the plan codes that are attached to them, can
be broadcast to the entire staff at one time,” says
Davis. 

• Work with your hospital’s information ser-
vices (IS) team to develop reports that show
accounts requiring authorization.

“Our process for developing reports starts with
an online service request, detailing what we want
the report to show,” says Davis. 

The report is assigned to a member of the IS
patient management team, who works as a go-
between with the requestor and the programmer
to get to the end result. For instance, before the
health system opened the new Levine’s Chil-
dren’s Hospital, IS was asked to add the new
patient types to insurance verification and fol-
low-up reports. 

Reports also were developed showing
accounts that require authorization, which are
scheduled up to three days in advance. “The
report is then used to be sure we obtain the
authorizations,” says Davis.

• Use software to prove that contacts with
payers were made. 

At Cypress Fairbanks Medical Center, patient
access was looking to “adopt technology that
would partner with us in our overall pursuit of
denial nirvana,” says Lovett.

One big problem causing denials was that
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physicians, payers, and patients were denying
the fact that Lovett’s pre-registration and insur-
ance verification team were making the necessary
contacts. Patient access staff had no way to prove
this had been done.

The organization implemented the Trace sys-
tem (manufactured by The White Stone Group,
based in Knoxville, TN) as a solution. “We
quickly adopted each of the tools offered to us
with Trace. We now capture all incoming and
outgoing payer, physician, and patient transac-
tions,” says Lovett. These interactions are now
recorded, as proof that, indeed, the contacts were
made.

• Hire on-site representatives to supplement
patient access staff. 

At Baptist Health System in Birmingham, AL,
denials stemmed largely from staffing, due to
turnover, the Family and Medical Leave Act, and
FTE reductions. 

“The preregistration team was our ‘go to’ area
for staffing in registration when we would find
ourselves without sufficient coverage,” says
Betty McCulley, CHAM, hospital liaison for
patient access/consolidated business office. “We
took a different approach at our four-hospital
health system.”

The health system found a company that pro-
vides on-site representatives who preregister,
preauthorize for both the physician and the hos-
pital, screen for medical necessity, verify cover-
age, call to inform the patient of his or her
financial out-of-pocket responsibility preservice,
and collect from those who are willing to pay
over the phone. 

“There is one rep from this company at each
facility. They do not replace our staff — they
enhance our preregistration and precertification
resources,” says McCulley. 

[For more information, contact:
Katie M. Davis, director, patient financial ser-

vices, Carolinas Medical Center, Charlotte, NC.
Phone: (704) 512-7181. E-mail: Katie.Davis@caroli-
nashealthcare.org.

Sue Green, MBA, vice president, revenue cycle, St.
Luke’s Episcopal Health System, Houston, TX. Phone:
(832) 355-1000. E-mail: sgreen3@sleh.com.

Cassandra Lowery, director, patient access, Car-
olinas Medical Center, Charlotte, NC. E-mail: Cassan-
dra.Lowery@carolinashealthcare.org.

Tony Lovett, MBA, CHAM, director, patient
access services, Cypress Fairbanks Medical Center,
Houston, TX. E-mail: Tony.Lovett@tenethealth.com.

Betty McCulley, CHAM, hospital liaison, patient
access/consolidated business office, Baptist Health
System, Birmingham, AL. Phone: (205) 599-4122. 
E-mail: Betty.McCulley@bhsala.com.

Katherine Murphy, CHAM, director of access ser-
vices, Nebo Systems, 1 South 376 Summit Ave., Court
B, Oakbrook Terrace, IL 60181-3985. Phone: (630)
916-8818 ext. 34. E-mail: katherine@Nebo.com.]  ■

Want to boost morale?
Give more responsibility
Special projects and task forces can ID future leaders

Too often, patient access is an area employ-
ees come into only to get their foot in the
door with a long-term goal of obtaining

other medical positions in the hospital, says Vicki
Lyons, patient access manager at Baptist Hospital
East in Louisville, KY. 

“Since patient access is a very important area
and the information gathered is used for billing
purposes by doctors’ offices, ER billing, and X-
ray billing, we do like to have employees that
like admitting and do stay for awhile,” says
Lyons. 

“I always say it takes a year to learn all aspects
of a patient access specialist. The training is for at
least six weeks. It is very discouraging to go
through all that training and then hear that some-
one is leaving to go to another area.”

The hospital has a requirement that staff 
cannot transfer to another area unless they 
have worked in an area for at least six months,
which helps somewhat with retention in patient
access. 

“We hire a person and hope that they will at
least stay for one year,” says Lyons. “We hope
that it is longer, but if we get that year, we are
happy.”

However, Katie M. Davis, director of patient
financial services at Carolinas Medical Center in
Charlotte, NC, says now more than ever, patient
access is considered a career path rather than a
job until an employee finds something better.
“We now have college graduates who are work-
ing in our departments with the goal of becoming
a patient access professional,” she says. 

Carolinas offers different levels for registrars
who are looking for increased opportunity but
without management responsibilities, and also
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offers programs for individuals who are looking
to move into leadership positions. 

Give staff new roles

It may seem counterintuitive, but patient
access experts recommend giving your staff more
to do — in the form of new responsibilities that
can make them feel a part of the team — and pos-
sibly even motivate a few to switch gears and
make a career out of patient access. 

In your department, you’ll have a range of
people — some are below average, some are
average, and some are above average but not
management material. Then, a very small num-
ber of people are very good at their job and seem
to have the skills, temperament, and personality
to be candidates for possible patient access lead-
ers, says Michael S. Friedberg, FACHE, CHAM,
associate vice president of patient access services
at Apollo Health Street and author of Staff Compe-

tency in Patient Access. 
“One of the things I did in the past that was

really effective was creating a registration task
force,” says Friedberg. He notes, however, that he
had a very large staff at the time, and this
approach would not necessarily work with a
smaller patient access department. 

Friedberg took a group of registrars and
formed a task force to talk about issues within the
department and concerns of the staff, with the
goal of coming up with some potential solutions.
“Once you get past, ‘We all want to make $35 and
only work two hours a day,’ we were able to get
into some interesting discussions,” he says.  

For example, staff discussed items that would
improve their work environment, suggestions for
process improvement, and talked about what moti-
vates and does not motivate them to work hard.

A number of employees who participated in
the task force went on to management roles in
patient access, pursued advanced degrees, or
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Here are criteria for
patient access levels

Below are the criteria required for Level I, II, and III
at the patient access department at Baptist Hospital
East in Louisville, KY:

Patient Access I
1. Basic registrations.
2. Knows all patient access procedures.
3. Excellent customer service.
4. Pre-admits patients.

Patient Access II
1.  Has all of the qualifications under Patient 

Access I.
2. Has good attendance.
3. Makes wise use of time.
4. Takes initiative to get the work completed 

and asks for more if time permits.
5. Meets quota for pre-admits.
6.  Has a good attitude. If there are issues, 

employee sits down and discusses them in 
an appropriate manner.            

7.  Has performed registration functions for at 
least six months.

8.  Answers phone with correct etiquette.
9.  Assists others when necessary, and is willing

to work extra hours if needed.
10. Error rate has been in the acceptable range 

for three months.

Patient Access III
1. Has all of the qualifications of Patient Access 

I and II.
2. Proficient in the ER, front and back.
3. Proficient at front desk.
4. Error rate is acceptable.
5. Willing to work front area, pre-admits, or ER 

and can do so effectively.
6. Knows Pathways Healthcare Scheduling 

(PHS).
7. Knows Medicare compliance.
8. Schedule patients in PHS.
9. Proficient at pre-registering patients and 

meets quota. 
10. Urgent care employee — Schedules patients

on PHS.
11. Collects deductibles/copays.
12. Is capable of floating to any area and relieves

when needed.
13. Is reliable and arrives for work on time and in 

area to work when scheduled.
14. The third shift (11 p.m.-7 a.m.) can relieve 

staff in outpatient surgery or at the front desk 
if someone calls in sick.

15. Third shift — Knows room clerk functions.
16. Good attendance.



went on to different professional careers, says
Friedberg. “Some of the things I would point to
as the greatest successes in my career are the peo-
ple I have trained and what they have gone on to
do,” says Friedberg. 

If you want to identify employees with leader-
ship ability, special projects such as this are an
excellent way, he says. 

This could take the form of a task force to
improve employee morale or analyze why claims
denials occurred, or even putting someone in
charge of decorating the office for the holidays.
Some other ideas for task force activities: an eval-
uation of outside tools and products for patient
access, reorganizing the physical layout of the
department or the waiting room, or a patient sat-
isfaction committee to allow staff to drive the ini-
tiatives for improved customer service.

Involve employees in decisions

Lyons says that she has started trying to get
employees involved with different aspects of
patient access. “For instance, if we have an issue,
we will ask for volunteers to participate and

allow them to give input,” she says. 
For example, when the issue of changing uni-

forms came up, some employees wanted to
change and others did not. “So we asked for vol-
unteers from both viewpoints and had them
decide,” says Lyons. “The ones on the committee
talked with the other employees and took the
issues back to the committee. It worked out well,
and they even decided on what uniform to go
to.”

Another example might involve a high error
rate in a certain aspect of the registration pro-
cess, with volunteers coming up with ideas to
correct the problem. “I like to involve the
employees as much as possible in decisions.
Then they feel they have a voice in the decisions
that are made and feel more a part of the depart-
ment,” says Lyons. 

Lyons also makes a practice of soliciting input
from her employees when they approach her
about a problem with the department, or ask her
if they can change something about a particular
process. “I ask them, ‘What would be your 
solution?’” 

Lyons says an employee asked her recently if
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Don’t buy into these myths
on patient access staff
Education doesn’t mean everything

With turnover in patient access an ongoing prob-
lem, you’ll want to think creatively to improve

morale and use your resources wisely, says Michael
S. Friedberg, FACHE, CHAM, associate vice presi-
dent of patient access services at Apollo Health
Street and author of Staff Competency in Patient
Access. Here are things to consider:

Myth # 1: Only young staff will want to pursue
getting a degree.

When encouraging staff to pursue educational
opportunities, consider older workers as well as
college-age workers, advises Friedberg. “Typically
in patient access, you don’t find people who are
formally educated. So encourage staff to go back
and get their degrees, even if they start with an
associate’s degree. That is another good way to
establish a mentor/mentee kind of situation,” he
says. “And that person doesn’t necessarily have to
be young.”

Myth #2: If registrars aren’t formally educated,
they don’t have the ability to be good managers
and good leaders. 

“My experience was working in the inner city,
where it’s particularly true that you tend to have peo-
ple who are not necessarily formally educated but
who are educated in the school of life,” says Fried-
berg. 

When looking for someone who has that “special
something” required for management, focus not
solely on educational background — but, instead, on
a specific skill set you are looking for. For example,
look for someone with good customer service skills
or a good attitude. 

“You can teach anybody to register and you can
teach anybody to manage. But you can’t teach them
to be a good person with a good work ethic,” says
Friedberg. “It is much easier if somebody already
has those qualities naturally.”

Myth #3: People who start out in registration
are not high achievers.

“I have people who have worked for me as regis-
trars that are doctors, nurses, lawyers, accountants,
businesspeople, consultants, you name it,” says
Friedberg. “Sometimes it’s just a matter of giving
somebody the right opportunity.”  ■



they could close the front desk at the main regis-
tration area on Saturdays, which is normally
open 7:00 a.m. until 11:00 a.m. “When she
worked that desk on several Saturdays, she
would only have a few patients coming through,”
says Lyons. “Since this would affect other staff
that worked in the ER, I asked her to communi-
cate her suggestion to them and get their feed-
back to see if that would also be agreeable with
that or if they had other suggestions.”

Career ladder

The department also has Level I, II, and III
employees, as follows: Level I is a newer
employee who can do a registration or a pre-reg-
istration, knows the basics of being a patient
access employee, and displays excellent customer
service. Level II is an employee with a good atti-
tude, who makes wise use of his or her time, has
good attendance, has performed registrations for
six months, and meets the quota for pre admits.
Level III is an employee with all the qualifications
of Levels I and II, and is also proficient at work-
ing at the front desk, knows Medicare compli-
ance, knows the scheduling system, can collect
deductibles, is capable of floating to any area to
help out, has an acceptable error rate, is reliable,
and who can help train a new employee if
needed to do so. (See chart on pg. 6 with criteria
for each level.)

“In this way, staff have an opportunity to move
up if they do a good job with their error rate,
attendance, and knowledge of procedures in reg-
istration,” says Lyons.

Lyons says that she has seen improved
results with morale and retention as a result of
implementing the levels. “Employees actually
will come to me when they feel they have
improved enough to go the next level,” she
says. Lyons can either approve the request or,
at times, has to tell employees that they need
improvement on a certain area before they can
move up.

“This can be done at any time after their six
months in the position,” says Lyons. “We also
have diagnostic centers that I have to staff and
the employees can apply for those positions. At
these areas they pretty much work on their
own. I think it gives them a feeling of self-confi-
dence that they perform all the functions them-
selves.”

There are also lead positions on the different
shifts, and the trainer position that employees can

apply for if they become open. “Some of my staff
have also started learning how to access the bene-
fits on patient insurances, learning the scheduling
software, and entering Medicare compliance into
the computer,” says Lyons. “There is a lot to learn
besides just registering a patient.”

[For more information, contact:
Michael S. Friedberg, FACHE, CHAM, associate

vice president, patient access services, Apollo Health
Street, 2 Broad Street, 4th Floor, Bloomfield, NJ
07003. Phone: (973) 233-7644. Fax: (732) 876-0385.
E-mail: Michael.friedberg@apollohealthstreet.com. 

Vicki Lyons, patient access manager, Baptist Hospi-
tal East, 4000 Kresge Way, Louisville, KY 40207.
Phone: (502) 897-8159. E-mail: Vlyons@BHSI.com.]  ■

What can a point-of-service
pricing system do for you?

Because of rising copays and deductibles and
underinsurance, patients are getting hit with

bigger balances that they don’t expect. More and
more, patients want to know up front what they
will owe.

Still, point-of-service pricing systems are not
yet widely used by the patient access world.
“Pricing software is fairly new to the West Coast
and is often attached to the contract management
system,” says Kathryn Stevens, PhD, MBA,
CHAM, northwest regional delegate for the
National Association of Healthcare Access Man-
agement. “At my former employer, in 2007, we
had several firms present their front-end tools,
and pricing software was in early stages of devel-
opment. From what I hear, many providers set up
their own.”

A point-of-service pricing system can acceler-
ate calculating price estimates, reducing hours
needed to process large amounts of data manu-
ally, either through the contract module or the
payer files, to determine a provider-specific rate,
says Stevens 

“Some hospitals implement automated pay-
ment posting but choose to continue estimates
using a manually developed, hard copy rate sheet
based on CDM charges by procedure code,” she
notes. Stevens says that some information sys-
tems are able to calculate discounts as part of
their billing system functionality.

At Shands at the University of Florida in
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Gainesville, a point-of-service pricing system 
hasn’t yet been implemented, but the hospital’s IS
department is in the process of developing a
home-grown product, says Tim Carney, manager
of outpatient financial arrangements. 

Not much additional training will be needed
for patient access staff, who already know the
CPT codes because they obtain pre-certification
for the physicians. The CPT codes are tied to the
charge master, and the price is then adjusted
depending on the payer.

The system being built will need the CPT
code, which gives you the charge master price,
the plan code, and the patient’s deductible or
coinsurance. “Let’s say the charge master price
is $100, with a 40% discount per plan code —
$60 is our new price to work with,” says Carney.
If the patient has a $400 deductible, and has met
$380 of it, the patient still owes $20 from the
deductible. If the plan is 90/10, the patient owes
an additional $4 and the plan should pay $36,
says Carney.

Carney says that it’s hard to know whether a
point-of-service pricing system will increase his
department’s up-front collections. “I 100% say if
you ask for cash up-front, you will collect more,”
he says. “But it may also cause other issues, such
as patients feeling if they don’t have it you will
not treat them, so your no-show rate will go up.
That has a cost to it.”

Real-time eligibility

The patient access department at Mary Rutan
Hospital in Bellefontaine, OH, has just imple-
mented something “better than a point-of-service
pricing system,” says John Kivimaki, director of
patient accounts. “We have a patient dashboard in
which insurance plans are accessed for real-time
eligibility at the time the patient is registered,” he
says. “Patients are basically interested in what
they owe, not the total of charges of their bill.”

The response back from the insurance com-
pany verifies the coverage along with verifying
the patient’s policy number for billing purposes.
The eligibility response also includes “financial
opportunities” for the provider to collect co-pays,

co-insurance, and deductibles that are due at the
time of registration. 

For self-pay patients, staff estimate the cost of
services based on a price list for all regular ser-
vices of all departments. “Our registrars are
trained to make sure they say, ‘This is an estimate
of charges,’” says Kivimaki.

Kivimaki says that the department has had a
few estimates that were incorrect, and that these
are handled on an individual basis to resolve
the account. “We always go back to the registrar
when there is an estimate dispute, since they
know the situation first hand,” says Kivimaki.
“I take the registrar’s perspective and look at
the balance, and make a decision that is always
very fair and equitable to the patient and to the
hospital.”

In the emergency department, patient access
has calculated the minimum charge to be $209.
“We ask this of each patient,” says Kivimaki. “We
also ask for a portion of it if the patient cannot
pay the total estimate.”

Since the amount quoted is only an estimate,
Kivimaki says that another approach is to have
the patient sign a credit card consent stating that
the patient’s credit card will only be charged for
the actual charges of the service. “After the bill is
finalized, the credit card is charged and the
receipt is sent to the patient with a copy of the
bill,” he says. 

Only minimal training was needed for the new
dashboard system, just to get the registrars to get
used to the screen and what icons to click on to
access the benefits and financial opportunities
sections. By clicking on a magnifying glass icon,
registrars access the benefits summary along with
the financial data including co-pays, co-insur-
ance, and deductibles. There is also a section that
has patient demographics that shows patients’
address and other patient data that the insurance
plan has on file. 

Although Kivimaki doesn’t yet have any
“before and after” metrics to show how upfront
collections have increased, he says that the sys-
tem gives new opportunities for collection.

“Since we have the patient liabilities at the
time the person is being registered, we have the
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opportunity of asking for these before the patient
leaves,” adds Kivimaki. 

[For more information, contact:
Tim Carney, manager, outpatient financial

arrangements, Shands at the University of Florida,
1600 SW Archer Road, Gainesville FL 32610. Phone:
(352) 265-3673. E-mail: carnete@shands.ufl.edu.

John Kivimaki, director of patient accounts, Mary
Rutan Hospital, 205 Palmer Ave., Bellefontaine, OH
43311. Phone: (937) 592-4015. E-mail:
mrhbojek@maryrutan.org.]  ■

Giving patients estimates:
Is this a two-edged sword?
Information may be ‘confusing and misleading’

Currently, Methodist Le Bonheur Healthcare in
Memphis, TN, is “in the infant stage” when it

comes to being able to quote prices to patients
through its web site, says Jessica Murphy,
CPAM, corporate director for patient access ser-
vices. “But we have done a good bit of research,
and believe when we do this it will be a useful
product,” she says. 

The primary reason that the hospital has not
yet implemented a point-of-service pricing sys-
tem available through its web site is that it can be
a “two-edged sword,” says Murphy. 

“Transparent or point-of-service pricing can be
very helpful from a customer service aspect, but
can also be confusing and misleading,” says Mur-
phy. She gives these examples:

If a person is “self-pay” and trying to budget a
health care need, the charges shown for services
would not reflect any type of self-pay discounting
or income-driven charity pricing considerations.

If the person is covered by commercial or man-
aged care insurance, the actual out-of-pocket
expense to the patient depends on the contractual
considerations much more than the “charge” for
a service.

Another issue centers around the fact that
many health care services don’t have “set”
charges but, instead, depend on acuity or amount
of time and types of resource needed to diagnose
or treat the problem.

At this time, patient access staff handle pricing
requests by phone or in person using information
from the patient’s physician, charge averages,
and estimates or specific charges linked to proce-

dural and diagnosis codes.
“We have designated management team asso-

ciates who handle these requests and speak with
the patients or family members,” says Murphy.
“This allows special considerations around
charges or out-of-pocket expenses to be discussed
in a two-way dialogue.”

Discussions can ‘end badly’

Giving patients inaccurate estimates is one
potential pitfall. “We have found ourselves in this
untenable situation more often than we would
like,” says Murphy. “The fact that there are so
many variables to take into consideration is a pri-
mary reason why price discussions can end badly.”  

What a physician orders and what is subse-
quently determined to be what the patient needs
can have a significant impact on the charge for
services. Other medical conditions a patient has
can adversely affect the time or resource needed
to diagnose and treat a problem, thus affecting
the charges for the services rendered.

“As we often have to remind ourselves, this is
not like going to the corner market and buying a
half gallon of milk, where you clearly see exactly
what you will pay and there is no room or need
for further discussion,” says Murphy. 

Murphy extends that analogy to add that if a
consumer goes to the register and the milk does
not scan for the same amount that was posted,
the customer will be angry, distrustful, and
want to have the problem resolved immediately.
Inaccurately quoting a price for health care ser-
vices leaves everyone in that same situation, but
the dollar amounts are likely to be significant.
“This creates a much more intense situation
than experienced at the sales register,” says
Murphy. 

Murphy says she feels that designating a small
number of people to handle these pricing inquiries
lessens the chances of miscommunication.

Patient access staff work with scripting as
much of the expected conversations as possible,
carefully stressing words such as “estimate” and
“based on information available to us today.”

“Having conversations around the pricing esti-
mates and expected out-of-pocket expenses
requires patience, excellent communication skills,
and attention to detail,” says Murphy. “Rarely can
these conversations be quick and easy. Using good
judgment in selecting the persons authorized to
handle these requests is the key to effective price
quotes and increased patient satisfaction.”
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Although providing a front end payment expec-
tation is very effective in increasing point-of-service
collections, Murphy says that this, too, carries the
potential for dissatisfaction and misunderstanding.

“We work with carefully prepared matrices for
our primary managed care contracts which
define for patient access a reasonable amount to
collect,” says Murphy. “We try to collect nearly all
of what we expect the patient will pay but not
overstate that amount and find ourselves con-
stantly having to refund overpayments.”

In addition, the hospital has a clearly stated
policy to address self-pay discounts. “We have
developed a good process by which the need for
charity care can be evaluated and approved in a
short amount of time, allowing the patient to be
treated with dignity and respect as we provide
the medical care he or she needs,” says Murphy.

[For more information, contact:
Jessica Murphy, CPAM, corporate director for

patient access services, Methodist Le Bonheur Health-
care, Memphis, TN. Phone: (901) 516-8162. E-mail:
MurphyJ@methodisthealth.org.]  ■■

Don’t let your bad data 
do too much damage

Technology tools that facilitate the capture and
communication of data are essential for

patient access, but there is a downside. “The scary
part is that systems today have the capacity and
structure to get bad data out faster, and can do a
lot of damage if not managed or used correctly,”
says Kathryn Stevens, PhD, MBA, CHAM, north-
west regional delegate for the National Associa-
tion of Healthcare Access Management. 

This may be more of an issue for Integrated
Delivery Networks (IDNs), where physicians and
hospitals share a patient record, notes Stevens.
“Several systems use queues or work lists to
make sure claims are clean before they go out the
door,” she says. 

However, despite sophisticated electronic

claim scrubbing technology, quality reviews are
still manual and often retrospective.

“It is critical that the patient be correctly identi-
fied and selected from an existing record or a
new record created, if necessary,” says Stevens.
“If the patient is identified incorrectly and the
IDN has an electronic record, a rapid series of
negative events can occur, including inappropri-
ate medical care.”

This is not a new problem to patient access pro-
fessionals, except that now automated medical
record numbers are created at the time of patient
selection or data entry and orders and results are
automatically attached to the record number.
“Care providers are required along the way to
verify each time they speak with the patient that
the information on the label or armband is accu-
rate,” says Stevens. “If the difference is only the
middle initial, then it is difficult to detect an error.
The errors may not be identified until after dis-
charge when the patient record is being coded.”

Several fields are “shared,” and the vendor pro-
motes that integration by making available data
entry in certain fields that serve multiple pur-
poses. For example, the hospitals enter informa-
tion about the primary care physician (PCP) and
the attending physician, with the names selected
from a pre-populated master file. If the name does
not match the file, they enter name and address.

This field is used by clinicians to make contact
with the physician, if needed, and, medical
record information is automatically sent to the
PCP of record to notify them that the patient has
been in the hospital.

“This is a great feature for both patients and
physicians — unless the PCP name is incorrect,”
says Stevens. “Staff members who update these
data don’t always know which PCP to select.
Updates are too late to stop the electronic com-
munication.”

Staff may enter the resident’s name or list the
cardiologist as the primary — in which case the
PCP does not get notified. “Fortunately, physi-
cians are considered covered entities so there is no
breach of confidentiality,” says Stevens. “It does
create additional paperwork and communication
on the part of the incorrectly selected physician.”
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Other problem areas include erroneous insurance
information that may not be detected until a denial
by the incorrectly identified payer lets the billing
office know that the patient is not one of their
insured. “Additionally, if anyone in the IDN changes
an address that was perceived as incorrect, but really
was not, it sets up a series of events including billing
the wrong patient,” says Stevens.  ■

Try this to speed patient
registration process
Staff ‘trust’ recent information 

Cutting delays in the registration process can
free up patient access staff and make patients

more satisfied, but this can be challenging.
At St. Joseph Medical Center in Towson, MD, a

new policy says that if patients were in the hospi-
tal in the previous 30 days, the information
already in the system can be trusted, and they are
not asked the same questions again. 

“That was pretty hard to get used to, but it has
saved a lot of time and effort, and saves patients
getting upset saying, ‘You just asked me that five

days ago,’” says Cathy Foster, the hospital’s
director of revenue cycle. “Our trainer is checking
that it doesn’t have a negative impact on reim-
bursement and so far it hasn’t.” 

Some information, such as the Medicare sec-
ondary payer questions, does have to be asked
every time. But most of the other information,
such as insurance, name, date of birth and address,
are just repeated to the patient very quickly. 

The hospital also is about to implement hand-
held computers that patients will be given to ver-
ify their information. “It will bring up 56 patient
identifiers, so patients just have to look at the
screen and see that it’s correct,” she says.  

[For more information, contact:
Cathy Foster, director, revenue cycle, St. Joseph

Medical Center, 7601 Osler Drive Towson, MD
21204-7582. Phone: (410) 337-1640. E-mail: Cathy-
Foster@catholichealth.net.]  ■
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The shift from handling verification, eligibili-
ty, and collection issues on the front end —
before or during registration — is continu-

ing, and this is good news for patient access.
“There is widespread recognition that the best

reimbursement opportunities occur during the
period from when patients are scheduled to
when they present,” says Peter Kraus, CHAM,
CPAR, business analyst with patient financial
services at Emory University Hospital in Atlanta.
“This bodes well for access staff and managers
who understand patient accounting and aggres-
sively pursue their expanding role in the revenue
cycle.”

Access managers traditionally make less than

patient accounts managers, but “the potential for
parity has never been greater,” says Kraus — if
access presses its case for the impact it can have in
getting accounts properly categorized and collect-
ed, while maintaining the traditional functions it
always has been responsible for.

According to the 2008 Hospital Access
Management Salary Survey, 17% of respondents
fell into the $40,000 to $49,000 range, with 9%
earning less than that amount. Another 15% earn
between $50,000 and $59,000, and 19% make over
$100,000. Nearly half of respondents (49%) report-
ed a 1-3% increase in salary in the last year, and
28% received a 4-6% increase. (See chart on pg. 2.)

“Salaries are always a struggle,” says John
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Woerly, senior manager at Indianapolis-based
Accenture. 

Gradual salary increase

Woerly adds that in his experience, as his posi-
tion has grown and he has demonstrated success,
managerial flexibility and skills in bringing new
talents and new services to his employer, his
salary has grown. This held true when Woerly
worked as a director of patient access, as well as
presently within consulting.

“This is not something that I have gone into
with the intent to increase my salary or advance
my career laddering,” he says. “It has happened
because I have had a personal and professional
interest and commitment in developing a new
strategy and seeing it through development and
implementation. I then have been rewarded by
my employer with a salary increase and/or
bonus.”

Katie M. Davis, director of patient financial
services at Carolinas Medical Center in
Charlotte, NC, says that her department has
seen a gradual increase in patient access salaries
over the past few years. “This has come with
increased responsibility in job functions,” she
reports. For example, patient access managers
are now a more integral part of the facility man-
agement team, and are included in major pro-
jects and issues. 

Other key findings of the survey:
• About one-quarter of respondents (26%) work

between 41 and 45 hours, and 34% work between
46 and 50 hours, but over a third (35%) put in
more than 50 hours. (See chart on pg. 3.)

• Although 12% of respondents have worked in
patient access for only one to three years, and
another 20% for between four and six years, 24%
have worked in patient access for 25 or more

years. (See chart on pg. 4.)
• Twenty-one percent of respondents were over

age 55. (See chart on pg. 3.)

Role continues to evolve

“Savvy access professionals will be knowl-
edgeable and proactive if they want to prosper in
their careers,” says Kraus. “More passive shops
may be blown about by the prevailing economic
winds.”

Kraus recommends the following:
• Be aware of what access salaries are both

locally and for comparable facilities throughout
the country. Kraus recommends looking into the
National Association of Healthcare Access
Management’s salary surveys to gain a national
perspective. “Perhaps local access organizations
have done the same, formally or informally, and
can offer a regional or local perspective,” he
adds. 

• Network to determine what functions access
professionals in other facilities are responsible for. 

To advance, Davis says that patient access pro-
fessionals need the same leadership qualities as
other management positions in health care or else-
where. “They need to be able to inspire and grow
others, have good decision-making skills, and
have an understanding of the big picture — not
just the patient access world,” she says. “Certainly
having extensive knowledge of the revenue cycle
helps.”

At Carolinas Medical Center, patient access is
involved in collections, eligibility, denial manage-
ment, financial counseling, preparing for Recovery
Audit Contractors, and other functions, many of
which were previously considered the responsibil-
ity of patient accounting. 

According to Woerly, patient access continues
to evolve, “not necessarily in a revolutionary
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manner, but more in an evolutionary manner.”
“We have gone beyond simply registering

and/or admitting patients to our facilities, and are
now responsible for larger portions of the overall
revenue cycle,” says Woerly. 

This can entail patient scheduling, medical ne-
cessity review, bed management, financial clear-
ance (pre-registration, insurance eligibility/
benefit verification, pre-certification/authoriza-
tion, referral management, liability estimation,
financial education/collections), financial counsel-
ing, point-of-service collections, cashiering, charge
capture, and more.  

Many large institutions are investing in
Customer Relations Management (CRM) technolo-
gy, and creating contact centers for patient sched-
uling and financial clearance activities.

“Additionally, I have seen progressive organi-
zations who have introduced case manage-
ment/utilization review activities within the
patient access ‘umbrella’ of responsibilities,” says
Woerly.  

Woerly says that the motto of “Doing it at the
right time, the right way and by the right people”
rings true as patient access moves forward.

“As the population of uninsured and underin-
sured continues to grow, I can see that revenue
cycle activities, previously done at the back end,
will continue to move to the front end,” he says.
“With that in mind, technology will be deployed
in a greater degree to the front end. That will in
turn require more sophisticated, better trained
staff!”

Woerly says that this trend toward front-end
liability resolution and collection presents an
important opportunity for patient access profes-
sionals to increase their clout, and for organiza-
tions to focus on strategies and resources needed
to increase cash collections. 

“The more progressive health care organiza-
tions are already realizing this and restructuring
accordingly,” he says. “I also see a more advanced
job role within the larger organizations — such as
corporate director of patient access or vice presi-
dent of patient access — being created.”

In order to take advantage of these new and
expanding opportunities, Woerly says to “em-
brace change, be proactive in career development
by continually learning and being proactively
involved, and take a more encompassing interest
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in all aspects of revenue cycle and health care
operations as a whole.” 

Staffing remains a challenge

Rapid, accurate, high-quality registrations are
becoming more critical, as automated clinical sys-
tems require patient accounts to be established
online prior to treatment, says Kraus. 

“As always, but maybe particularly as the econ-
omy takes a turn for the worse, there will be ten-
sion between hiring and retaining staff with
enhanced clerical, financial, and guest relations
skills, vs. saving money to meet scaled-back bud-
gets,” says Kraus.

Kraus adds that some facilities will short-
change their front-end in order to fund advanced
clinical projects or simply to reduce costs. “This
may prove counter-productive in terms of being
able to collect the dollars needed to justify future
growth and/or sustain a viable enterprise,” he
says. 

Davis says that her department continually
tries to control staffing, which can be driven by
volume or by the physical layout of any given
facility. “As either of these items change, we have
to re-evaluate our staffing,” she says. “We are also
constantly on the look-out for new ways, either
processes or with technology, to make processes
more efficient so we can at least hold staffing to
current levels.” 

Woerly expects that staffing in patient access
will continue to be a challenge, both in terms of
retention and recruitment. It’s not easy, he says, to
find and keep associates who are willing to work
odd hours in highly stressful work environments
such as emergency department registration or
high-volume call centers, which require staff who
are well-trained in new technologies. 

“Salary is only one drawing card!” says

Woerly. “Managers will need to be creative in
their resourcing approaches.” For example,
patient access managers may need to offer bonus
and incentive plans based upon productivity,
quality and other defined outcomes, create career
ladders, and promote those associates with
proven talents. 

Also, patient access managers must effectively
work with Baby Boomers, Generation X, Generation
Y, and Generation Z personalities, each with differ-
ent working styles, motivators, career expectations,
and skill sets.

To learn to work with such a diverse mix of
employees, he recommends reading up on the
topic and keeping in mind that each group may
have different motivators. “I learned many years
ago that what was a motivator for me, such as
approval to attend an outside conference, may not
be a motivator for the next person,” says Woerly.
“Treating each employee as an individual is
important, while balancing the entire team in such
a way that you don’t isolate populations or are
perceived as showing differential treatment.”

The key is to embrace these differences in per-
sonalities, says Woerly, as “the right blending will
make a very successful department and drive pos-
itive outcomes.”

Additionally, the patient access department of
the future also needs to blend different education-
al backgrounds and experiences — clinical, cleri-
cal, financial, and technical. 

“Realizing these differences in associates’ work
ethics and educational agendas will allow our
future patient access managers to successfully
blend these talents and meet future challenges,”
says Woerly. “Versatility, stamina, and commit-
ment to our customers — patients, physicians,
payers, and internal associates — will make the
manager successful and ultimately meet or sur-
pass customer expectations.”  ■
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