
Increase upfront collections: It’s 
more important now than ever
But patient balances will get even larger

In today’s down economy, increasing upfront collections is even more
important for patient access departments, but it’s getting harder as
many patients are struggling to make ends meet, at the same time

that their copays, deductibles, and co-insurances are becoming more
expensive. 

“Each day, we touch on collections. It seems to have gotten harder in
the last three months or so,” says Antionette Anderson, CHAA,
CHAM, director of patient access and centralized scheduling at Skaggs
Community Health Center in Branson, MO.

Recently, patient access managers at St. Joseph Medical Center in
Towson, MD, did an analysis of its self-pay patients and were very sur-
prised at what they learned.

“We were shocked to see that most of our self-pay isn’t comprised of
straight self-pay patients, but self-pay after insurance,” says Cathy Fos-
ter, the hospital’s director of revenue cycle. “It seems like that is grow-
ing.”

The hospital took its current accounts receivable and broke it down
into what was straight self-pay and what was self-pay after insurance.
“When we got our results, we had more in our ‘self-pay only’ bucket
than our ‘self-pay after insurance’ bucket,” she says.

When Foster spoke recently at a conference held by the local chapter
of the Healthcare Financial Management Association to an audience of
mostly hospital CFOs, she shared this information: “I think it was a lit-
tle bit shocking to them to see that more of our bad debt is coming from
balances after insurance than from people coming in uninsured,” she
says. “I wanted to make them aware of the reality of what the patient
accounting and access staff are dealing with.”

With more layoffs expected, the number of uninsured is likely to
grow, which Foster says will have a “domino effect. It’s going to get
harder before it gets easier, that is for sure.”

A year ago, straight self-pay accounted for 55% of the hospital’s out-
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standing accounts receivable, with 45% coming
from self-pay after insurance. “Now, it’s the other
way around, and continuing to grow in that
direction,” says Foster. “Many of the payers we
have talked to said that after Jan. 1, most of their
copays and deductibles will be on the rise. So we
are trying to prepare for that.” 

Tell patients what they’ll owe

Three financial counselors were added to
Skaggs Community Health Center’s patient
access department — for the ED, inpatient, and
outpatient areas — along with two benefit and

preregistration clerks. Each scheduled procedure
is worked up for cost and benefits, to determine
how much the patient will owe. 

“We then call the patient to preregister and let
them know what their out-of-pocket expense will
be,” says Anderson. “We ask for payment over
the phone prior to the patient coming in so they
will not have to worry about that on the day of
service. If they feel uncomfortable with that, we
let them know that it is OK for them to pay when
they arrive.”

An authorization, face sheet, and cost sheet are
attached to the order. When the patient arrives,
the registrar collects the money and gets the
authorization signature.

“Patients want to know prior to coming in how
much their out-of-pocket expense is. And they
have a right to know,” says Anderson.

Although staff have heard lots of positive com-
ments from patients, there also have been some
negative ones, such as “We never had to do this
before.” 

“We provide the staff with scripting for these
objections,” says Anderson. “The results have
been great. We went from collecting $350,000
from one year to $860,000 the next.”

Anderson cautions that you should not start
collections until you have trained your staff to
understand everything there is to know about
copayments, deductibles, and contracts. “It is
imperative they have this knowledge, so they
know what they are talking about when they talk
to the patients about this,” she says. 

She recommends doing role-playing, using key
words and providing basic insurance training
sessions with all your staff. 

Patient access staff at St. Joseph Medical Center
were not accustomed to asking the patient for
money. Previously, a separate individual handled
preregistration, registration, and verification of
benefits. “Now those lines are being diluted. We
are becoming a preregistration service,” says Fos-
ter. “The plan is to have the staff go through for-
mal training provided by our self-pay vendor.” 

Here are four strategies to increase cash collec-
tions:

1. Pre-register patients.
At St. Joseph Medical Center, all patient access

staff are being trained to preregister patients.
Scripts will be used to help patients with copays,
looking up benefits, and determining eligibility.
We needed to focus on seeing how we can get
this money right there at the front end,” says Fos-
ter. “We are trying to make it as easy for the
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patient as possible.”
Only walk-in patients who have never been to

the hospital before will need to sit down and regis-
ter. All other patients will be asked to verify six key
data elements when they come in, and within the
next year, this process will be done electronically. 

Foster says her department has set a goal to
preregister 100% of its scheduled patients. “This
helps with collections, because it allows us to pre-
pare the patient for their payment or make pay-
ment arrangements. We don’t want to hold the
patient up when they come through our doors,”
says Foster. “With preregistration, on the day
they come in it’s very brief. We will also use an
electronic signature so that the consent forms
aren’t lost in 50 different places.”

Anna Dapelo-Garcia, director of patient
admitting services at Stanford (CA) Hospital &
Clinics, says the hospital recently implemented a
pre-registration unit, with staff contacting

patients prior to hospital services to obtain com-
plete and accurate demographic and insurance
data. “In addition, the staff are able to collect a
co-insurance or deductible payment during the
phone call with the patient,” she says. 

This new process has improved cash
turnaround for the admissions process, says
Dapelo-Garcia, and has made for a more seamless
patient experience at the time of service. “We
were not collecting any payment during the pre-
registration call to the patient,” she says. “Using a
third-party vendor solution to process credit card
transactions, we are now able to collect credit
card payments over the phone prior to service.”

Discussions regarding financial liability begin
with the pre-registration phone call. If a patient is
unable to pay the expected amount, he or she is
referred to a financial counselor for assistance. 

2. Allow patients to pay balances at kiosks.
St. Joseph will implement kiosk registration in
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ID patients in need 
before the bill is sent

Patients with insurance often are surprised
that they still owe a large balance, says
Cathy Foster, director of the revenue cycle

at St. Joseph Medical Center in Towson, MD. 
“We just want to make sure that our patients,

whether they are eligible for financial assistance or
not, are given every opportunity for us to assist them
with paying their hospital bills,” she says. “We want to
do everything possible to help them out.”

Maryland is different from all other states in the way it
is reimbursed, because patients cannot be offered a dis-
count. “The only discounts we can allow is 2% if you pay
the day of service, and 1% if you pay within 30 days,”
Foster says. “So the fact that we can’t incentivize
patients to pay their copays is a little bit of a challenge.”

The hospital is doing whatever it can, however, to
set up payments for patients or offer them financial
assistance if needed. “We want to get the money, but
we also want to make it convenient for the patients.
We don’t want to deter our patients from getting
health care because they can’t afford it, especially in
this economy,” Foster says. 

Patients may be unprepared

Anna Dapelo-Garcia, director of patient admitting
services at Stanford (CA) Hospital & Clinics, says that

its patient access department is sensitive to the
impact of today’s challenging economy on patients
and their families. 

“Thus, part of providing an excellent patient experi-
ence is engaging patients early on about their finan-
cial liabilities and managing expectations,” she says.
“We take great pride in providing options and have
dedicated staff to assist staff such as our financial
counselors and patient advocacy staff.”

At St. Joseph, patients are now informed about
options for financial help during the preregistration
call. Since half of the hospital’s admissions come
from the emergency department, these patients are
completely unprepared and usually don’t know what
their inpatient benefits are until they are told. Even
scheduled patients may be unaware of their specific
benefits for inpatient care, and many rely on the hos-
pital to tell them this information, says Foster. 

“We try to give them the opportunity at that point to
fill out the financial assistance applications if needed,
before they even get a bill,” Foster says.

The hospital also is looking at software that will
categorize those patients who will never be able to
pay, those who can pay, and those who will require
financial assistance. 

The hospital has a program that automatically gives
charity to patients who are homeless or enrolled in any
state assistance program, such as pharmacy assis-
tance. “They may not be eligible for our state medical
assistance, because you have to be disabled for 12
months or have children. So we have to do what we
can while they are still in-house,” says Foster.  ■



spring 2009. “The way we’re setting it up is that the
patient will be able to swipe their credit card, and
the kiosk will tell them what their copay is, based
on the benefits that we have already taken care of,”
says Foster. “We are only going to allow patients
who have preregistered to use the kiosk.”

Patients can take care of their copay and also
their previous balance right on the spot. Foster
says that St. Joseph will be the first hospital in the
state to use kiosk registration, but that she has
gone on site visits and seen it operational in a
number of places. “A lot of people are like,
‘kiosk? With your Medicare population?’ But
from the patient’s point of view, if they can go to
the kiosk and be done in three minutes, many
will be all for it. And all patients will be offered
assistance. We do not want to take away our per-
sonal touch with each patient.”

3. Allow patients to pay bills online. 
St. Joseph just implemented online bill pay two

months ago, but already collections have gone
from $10,000 the first month to $50,000 the sec-
ond month. “And we really haven’t done a lot of
marketing with that yet. So that is a big improve-
ment,” says Foster. 

Online bill pay has made a big difference in
collections. “It has really contributed to our suc-
cess,” says Foster. “While we are on the preregis-
tration call, if the patient isn’t ready to pay the
copay then, we give them the amount.” Patients
can then go online to pay before they come in. 

4. Use a price transparency product to give
estimates. 

St. Joseph Medical Center uses FHS Corp.’s
internet solution (www.fhscorp.net) to give an
accurate quote for the patient’s out-of-pocket
costs. “This allows us to do estimates very
quickly,” Foster says. It takes about a minute for
staff to input the necessary information, includ-
ing the patient’s insurance benefits. Based on
CPT and ICD-9 codes for procedures and the
patient’s diagnosis, a letter is printed out with an
estimate for what the entire cost will be, and
what the patient’s portion will be. 

Foster notes that Maryland is unique because it
is an all-payer state, and hospitals are paid on
their charges, not on the DRGs. The hospital
worked with the vendor to address this. “They
took our hospital historical data, and that’s what
we base our pricing on. Our rates can change
from one day to another, but it’s a best-guess esti-
mate,” says Foster. “We are piloting that in mater-
nity and it’s coming out very accurate. We are
very impressed with it.”  ■

Should you decentralize 
to increase collections?
Hospital collects almost $700,000

When administrators at Shands at the Univer-
sity of Florida in Gainesville asked his

opinion about how they could increase point-of-
service (POS) collections, Tim Carney, manager
of outpatient financial arrangements, told them in
no uncertain terms that decentralization was the
key. 

“I said, ‘People are not going to come to a cen-
tralized area to give us money. We need to be in
the ancillaries, in the lab, in pulmonary, and in
radiology.’”

However, decentralizing means adding more
staff. Carney asked to double the size of his 25-
person department. “I had 25 people in the room
calling people and creating accounts and doing it
all over the phone, but the problem was we were
only collecting $1 million a year in POS,” says
Carney. Carney asked for a total of 54 FTEs, but
his request was denied. Instead, administration
asked him where he thought the maximum
opportunity was. He told them it was in the mag-
netic resonance imaging (MRI) area.

“So they gave me six people, and I collected
almost $700,000. So then they said, ‘OK, it’s
working,’” says Carney. “Today, I have double
the staff, but we went from collecting $1 million
to $6.8 million last year in POS.”

The only way you are going to collect from a
patient is to “be there,” says Carney. “If the
supermarket let you go out the door with your
groceries without paying, would you pay? No —
before you leave, you go through collections.”

Patient access staff at Shands have made dra-
matic gains, although they don’t always collect
the full amount due from every single person. “If
the deductible is $200 and the patient says, ‘I
can’t afford that; can I give $100?’ You know
what? We take it. We’re a teaching institution and
not hardcore,” says Carney. “But we only got that
$100 because there was someone there to ask.”

If the copay is not collected at that point, then
the billing department sends out a bill. “And you
can survey billing departments across the nation
and see what they’re getting, but what I always
read is somewhere between 15 and 25 cents on
the dollar,” says Carney. “So if the copay gets by
us, that’s all the hospital is going to get.”
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St. Joseph Medical Center in Towson, MD, 
currently has a central billing office. “But we do
all of the front-end pieces back here. So in order
to reduce the cost of an agency to collect their
copay, we are training our front-end staff to do
whatever they can to get it,” says Cathy Foster,
director of the hospital’s revenue cycle. 

However, the hospital is now switching to a
central registration area where all outpatient
ancillary areas will be registered. “Before,
patients were registered in the clinical areas, but
they didn’t want their staff dealing with copays
and insurance authorization,” Foster says, adding
that she expects the new process to decrease pre-
certification denials.

Previously, nuclear medicine and cardiology
patients were registered by staff in those areas,
but they will now be registered in a centralized
area. “This will allow for us to have more stan-
dardized procedures,” Foster says. 

All of the registrars in the centralized area will
be trained by an access trainer, the same person
who trains all of the hospital’s registrars, finan-
cial counselors, and schedulers.

“Our trainer’s biggest challenge is the insur-
ance piece. The patient may have Aetna insur-
ance, which has an HMO and also a standard
indemnity plan. The registrar sees all these cards,
and it’s very complicated for them to know
which insurance pneumonic to pull,” says Foster.
“Our trainer does very in-depth training with
competencies that she puts them through before
she lets them go out and do their own thing.” The
trainer also mentors registrars for their first 90
days of employment.

Two ancillary areas have given staffing
resources to patient access, which meant that no
additional FTEs were needed. “They had a regis-
trar in their area, but really, they had other things
to do,” Foster says. “But now they have tightened
up some things, and that left them with a
resource they can give us.” 

As compliance becomes increasingly complex,
dedicated staff are needed as opposed to clinical
staff who also have to worry about patient care,
says Foster. “We used to have a single compliance
person here, but we are now expanding. With all
the minute details that we have to pay attention
to now, compliance is becoming a bigger and big-
ger thing,” she says. “You have to scrutinize
everything so much.” 

[For more information, contact:
Antionette Anderson, CHAA, CHAM, director of

patient access & centralized scheduling, Skaggs Com-
munity Health Center, P.O. Box 650, Branson, MO
65616. Phone: (417) 335-7701. E-mail: AGAnder-
son@Skaggs.Net.

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.

Anna Dapelo-Garcia, director, patient admitting
services, Stanford Hospital and Clinics, 300 Pasteur
Drive, Room H1105B, M/C 5224, Stanford, CA
94305. Phone: (650) 723-9292. E-mail: adapelogar-
cia@stanfordmed.org.

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.]  ■

Patient access using new
Medicare noncoverage form 
Patients are given more options

Patient access staff will have to get used to a
change for Medicare patients, with the new

Advance Beneficiary Notice of Noncoverage
(ABN) form now used for all situations where
Medicare payment is expected to be denied. The
form, implemented by the Centers for Medicaid
& Medicare Services (CMS), becomes mandatory
March 1, 2009. 

The revised ABN replaces the existing ABN-G
(Form CMS-R-131G) and ABN-L (Form CMS-R-
131L). The form also can be used for voluntary
notifications in place of the Notice of Exclusion
from Medicare Benefits.

This ABN has a new beneficiary option, under
which an individual may choose to receive an
item or service and pay for it out of pocket,
instead of having a claim submitted to Medicare.

“The form has more options for the patient,”
says Vicki Lyons, patient access manager at Bap-
tist Hospital East in Louisville, KY. Staff tell the
patient that compliance has stated that the test will
not be covered and ask whether the patient wants
Option 1 (they want Medicare billed also), Option
2 (they do not want Medicare billed), or Option 3
(that they do not want the services at all).

“The ABN also now has a phone number for
the patient to call if they have any questions,
which is nice for the patient,” says Lyons. 
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However, she says that it’s often difficult to
make the patient understand why Medicare will
not pay for a test that they have been told to have
by their doctor. “They feel if the doctor has ordered
it, than Medicare should pay for it,” says Lyons.
“So it is challenging to explain this to the patient.”

Lyons says that patient access staff are finding
that most patients do not want to have the tests if
Medicare is not going to pay. “We advise them to
call their physicians to make them aware of their
decision to not have the procedure,” she says. 

The only thing that patient access had to do,
Lyons says, was to update its compliance soft-
ware in order to access the new ABN. “Staff were
made aware that the form did change somewhat,
and that there were more options for them to ask
the patient about,” she says.

The new form is now included in the hospital’s
overall training on Medicare Compliance/ABN
given to all new hires. “It is part of the many pro-
cedures that all the new folks have to learn,” says
Lyons. 

A patient access trainer covers Medicare com-
pliance with the new employees, including
review of what tests need compliance. “She also
shows them how to enter it into our Medicare
compliance software to find out if the order has a
covering diagnosis on it,” says Lyons. “If the
diagnosis does not cover, then we call the physi-
cian’s office to see if there is another diagnosis
that will cover. If there is no covering diagnosis,
she will then show them how to print out the
ABN for the patient to sign.”

First, the trainer shows the staff where to find
the list of the Local Medical Review Policies which
Medicare requires compliance. “We have this list
on our document file on the computer for patient
access, so it is very easily accessed,” says Lyons. 

The trainer prints some patient itineraries out
for patients having the tests that need compliance,
and the new staff person enters them into the
Medicare software. “This way they are getting
hands-on training,” says Lyons. “If the diagnosis
does not comply, then a call is made to the physi-
cian’s office to obtain additional information.”

If patient access staff are having trouble getting
a covering diagnosis, they can call coders who
work in the hospital’s health information man-
agement department for assistance. “Since we are
not coders, sometimes it can get tricky entering
this information and trying to get a covering
diagnosis,” says Lyons. “The coders have a lot
more knowledge on what would be covered and
what would not be.”

[For more information, contact:
Vicki Lyons, patient access manager, Baptist Hospi-

tal East, 4000 Kresge Way, Louisville, KY 40207.
Phone: (502) 897-8159. E-mail: Vlyons@BHSI.com.]  ■

Invest in patient access
team with career ladders 

Acareer ladder has helped the patient access
department at Palmetto Health Richland in

Columbia, SC, to “build our own leaders,” says
Charlene B. Cathcart, CHAM, director of admis-
sions and registration.

“We like to promote to higher positions from
our career ladder graduates. We recently had a
Patient Access Rep I promoted into a Financial
Counselor position,” she says. 

All team members start out at the “Patient
Access Rep I” level, and can move into the
“Patient Access Rep II” level through the career
ladder. They are then encouraged to take the Cer-
tified Healthcare Access Associate (CHAA) exam
through the National Association of Healthcare
Access Management. As part of the career ladder,
staff are also given tests on registration, billing,
and insurance. 

The CHAA component was added recently,
with two employees taking and passing the test. 

“Employees that pass are given a pay increase
and are moved up to the next pay grade level,”
says Cathcart. “Our quality increased from 92%
to 97% since implementation. I think that it is an
excellent way to invest in your team!”

About three years ago, the patient access depart-
ment at Children’s National Medical Center in
Washington, DC, developed a career ladder to
improve retention, reports Fairon F. Fitzhugh,
senior practice operations manager. “We wanted to
give our best employees an incentive to stay within
our workgroup, and make opportunities available
to them for growth and development,” she says. 

Fitzhugh says that patient access staff are now
more interested in learning and more knowledge-
able about what it takes to be promoted. ”Our
retention rates have improved within our work-
group,” she says. “Staff are more likely to stay
within the institution, even if they decide to leave
the outpatient clinical arena.”

Fitzhugh says that baseline data were difficult
to establish because there was more than one
workgroup with the same job titles. “But, I would
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estimate that retention rates have improved by
10% to 15%,” she says. “Staff in search of growth,
development, and promotion are now more
likely to transfer to other positions than to leave
the hospital’s workforce altogether.” 

To develop the career ladder, these steps were
taken:

• Existing job descriptions were reviewed,
revised, and updated.

• Tasks were prioritized, so that they reflected
increasing job knowledge and accountability.
”This process allowed us to see natural ‘steps’ for
our ladder,” says Fitzhugh. 

• Roles were inserted that were missing from
the existing structure.

“Our job descriptions reflect that the knowl-
edge necessary for each step in our ladder builds
upon the know-how of the step beneath it,” says
Fitzhugh. “This makes it easy for our staff to
rotate when we’re short-staffed.”

When using a career ladder, it is important to:
establish appropriate levels/steps within the lad-
der program, determine appropriate salary
ranges, evaluate all staff and assignment to a cor-
rect level and salary range, identify outliers, and
calculate the cost increase, advises Anna Dapelo-
Garcia, director of patient admitting services at
Stanford (CA) Hospital & Clinics.

“Staff quickly adapted to the new process and
now feel that there is an opportunity for advance-
ment,” says Dapelo-Garcia. “Staff no longer feel it
necessary to leave the department in order to
advance within the organization.”

To get the most out of career ladders in your
department, use these tips from patient access
professionals:

• Be sure to clearly define the required steps.
For example, state clearly that the employee is

required to take Registration 201 before he or she
can take Billing and Insurance 204, says Cathcart. 

“One pitfall is using longevity — years of ser-
vice — as a primary trigger for advancement to
the next level,” says Dapelo-Garcia.

• Have a competency test for each level. 
“Establish your expectation for competition,

such as a score of 95% or better passes the class,”
says Cathcart.

• Include a cross training component. 
State what additional duties the employee

must be able to perform in order to move up the
ladder, says Cathcart. 

• Think through the issues that will
inevitably come up.

For example, what would you do if an

employee wants to advance but can’t pass a com-
petency test? “When employees can’t pass a com-
petency test, we give them the opportunity to
review the material again and then retake the
test,” says Cathcart. “If they still can’t pass, we
have them go through the training again. I don’t
remember anyone that did not pass the third
time.”

You also need to decide whether it counts if an
employee has worked in the cross training area,
but it was several years ago. “My rule about cross
training in an area they previously worked in is
that all cross training has to be within one year of
the career ladder application,” says Cathcart. 

• Have a clear vision of what you’re trying to
accomplish. 

“You need a good understanding of where
your current structure falls short of that vision,”
says Fitzhugh.  

• Think about the type of employees you
want to attract, in addition to your existing staff. 

For example, over the last few years, the num-
ber of Hispanic patients treated in the hospital
has increased, says Fitzhugh. She says that it is
helpful to have staff who can greet the families in
their own language, interpret basic demographic
and insurance questions, and relay information
about appointments and directions. 

“We are careful about staff translating, how-
ever, due to obvious liability concerns. We cre-
ated a position for a bilingual registrar, which
requires the employee to be certified in basic
translation through a community college,” says
Fitzhugh. “This created an opportunity for a few
members of our Spanish-speaking staff to be pro-
moted after receiving the requisite training.” 

• Get input from human resources (HR).
“They may be very helpful when you’re ready

to implement your new structure, so it’s best to
include them in the early planning stages,” says
Fitzhugh. She says that the hospital’s HR depart-
ment was instrumental in the roll-out of the
career ladder in clinic operations. 

“They were generally supportive to our team
in many ways,” she says. “They were with us
when we met with union representatives about
our plans, and helped us draft the informational
materials for the staff. HR became another
resource to the staff. They were able to field ques-
tions and provide our handouts.”

• Create a cross-walk.
This is a visual reference of positions similar in

grade and qualifications across your institution.
“This helps staff learn about a variety of job
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opportunities available to them within your orga-
nization,” says Fitzhugh. 

• Be practical. 
“Don’t create more steps in the ladder than

you need,” says Fitzhugh. 

[For more information, contact:
Charlene B. Cathcart, CHAM, director, admis-

sions and registration, Palmetto Health Richland, 5
Richland Medical Park Drive, Columbia, SC 29203.
Phone: (803) 434-6990. E-mail:
Charlene.Cathcart@PalmettoHealth.org.

Fairon F. Fitzhugh, senior practice operations
manager, Children’s National Medical Center, 111
Michigan Ave. NW, Washington, DC 20010. E-mail:
ffitzhug@cnmc.org.]  ■

Online pre-registration
frees up phone registrars
8% of surgical patients pre-register electronically

Allowing patients the option of pre-registering
online is good for patient satisfaction and

also frees up patient access staff for those who

prefer to speak with a representative. 
At all four campuses of California Pacific Med-

ical Center at Sutter Health in San Francisco, sur-
gical patients can pre-register online 24 hours a
day, up to one week prior to their procedure. The
patient enters his or her demographics, insurance
or billing information, primary care physician,
and date of service information. Then, the patient
sets up a telephone appointment to speak with a
nurse facilitator. 

“Once they’ve submitted it, they are sent an
automatic e-mail, thanking them for completing
step 1 online and reminding them about step 2 —
the telephone appointment,” says Janice M.
Grey, interim manager of patient registration ser-
vices for California and Davies Campuses at Cali-
fornia Pacific Medical Center.

Patient access staff process the online pre-reg-
istrations twice each day Monday through Fri-
day, in the morning and afternoon. Once this is
done, the patient is sent another e-mail to con-
firm the date and time of his or her telephone
appointment. If patients choose not to share
their e-mail address, they are contacted by
phone. 

One benefit is that patients from out of town
or out of state can now preregister. “Also, when
patients go online to register, they are also
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introduced to valuable health information
available to them on their procedure,” says
Grey.

Training for patient access staff was minimal,
says Grey, and covered basic registrar skills for
pre-registration, e-mailing, and basic knowledge
of the online process.

“Patients are pleased that they have been able
to complete part of the process online,” says Grey.
“I believe it gives them a sense of involvement
and control for their own care.”

With approximately 8% of these patients pre-
registering on-line, phone availability has opened
up, so staff can be more available for incoming
calls from patients who don’t have online access
or who prefer to speak with a representative,
adds Grey.

“We have the option to have the online prereg-
istrations processed by our clinical receptionist/
registrars, who do this function in between
scheduled patients when they have down 
time. This gives even more availability to 
have registrars available for patients calling 
in,” says Grey. 

Online preregistration also is offered to mater-
nity patients. “Because of the demographic age
of this patient type, 55%-60% of the 600 patients
we service each month register online,” says
Grey. (See chart showing the actual numbers of
online registrations for three months in 2008,
pg. 140.)

Patient access staff really did not have much
difficulty implementing this new process, which
saves them time just as it does for patients, says
Grey. “Getting the information out to our patients
that this process was available was one little
glitch,” she says. 

This was handled with informational flyers on
the new service, and on how to access the hospi-
tal’s web site. These were given to all physicians
using the surgery department. Patient access
managers also had luncheon meetings with the
physicians’ office staff, letting them know this
was an additional way for their patients to pre-
register.

“The online system is actually easier for the
staff,” says Grey. “They are basically just doing
data entry, instead of face-to-face interviews with
the patients or spending time trying to contact
them by phone to do the registration.”

[For more information, contact:
Janice M. Grey, interim manager, patient registra-

tion services, California Pacific Medical Center /Califor-

nia and Davies Campus, P.O. Box 7999, San Francisco,
CA 94120-7999. Phone: (415) 600-2790. Fax: (415)
600-2291. E-mail: GreyJM@sutterhealth.org.]  ■

Electronic ordering halts
misplaced, missing orders
No more unnecessary rework

After an electronic ordering process was
implemented at Bon Secours Hampton

Roads Health System in Marriottsville, MD, the
central scheduling department stopped “pulling
their hair out” looking for misplaced or inaccu-
rate orders.

The department takes very seriously its goal of
providing excellent customer service 100% of the
time, says Dee Sutton, manager of central schedul-
ing. Previously, central scheduling received about
250 to 300 hard copy faxed documents every day.
Staff would take each document to the assigned
scheduler’s desk to verify it for accuracy, where the
scheduler would either enter a code indicating a
stamp of approval or follow up if there was an
error. 

Then, each document was batched by facility
and/or department for five facilities and manu-
ally faxed to the appropriate area. The document
was then filed in large crates by facility, month,
and date. 

“We kept all hard-copy orders on file for 90
days. If an order was misplaced, central schedul-
ing had to go through the many papers trying to
find it, and then fax it again to the necessary
area,” says Sutton. 

This was easier said than done, due to appoint-
ments being rescheduled several times, requiring
a lot of research to locate each document. “Not
only was it extremely time-consuming, but it
often caused unnecessary rework,” says Sutton.
“This led me to look for a solution. My team was
pulling their hair out.”

The problem was so common that the team
even created a “next day missing order” docu-
ment that each facility’s admitting office would
fax to central scheduling each afternoon around
4:00 pm. “This helped us begin searching for
orders that had been misplaced before we closed
at 6:00 pm,” says Sutton. “Usually, missing orders
were due to patients’ rescheduling or not show-
ing for their exams.”
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Sutton set out to improve all-around physician,
patient, and employee satisfaction. She also
wanted a method that would give the necessary
staff members the ability to view and/or print
the document at the press of a button.

Staff go live with new process 

“Our goal is to ensure a physician’s order is on
file for every outpatient ancillary exam sched-
uled,” says Sutton. “The only exception is an
annual routine screening mammogram, which
does not require a physician’s order for the
patient to receive services.”

To address this, the department implemented
QuadraMed’s Inbound Fax Viewer solution. This
is the new process:

Central scheduling staff members begin their
call by introducing themselves and reviewing the
basic patient demographic information. 

A window appears, reminding the scheduler to
ask if the patient is to bring the physician’s order
or if it will be faxed to the central scheduling
department. 

The scheduler then notes the caller’s reply in
the proper fields on the questionnaire. 

If the ordering physician’s office has chosen to
fax the patient’s order to central scheduling, the
following process takes place:

The physician’s order/document is received in
the fax server and is automatically assigned a file
name/number. 

The document is then viewed in the inbound
fax viewer.

If a document requires rotation or extraction,
this process is handled in the inbound fax viewer.

After ensuring the document has been posi-
tioned correctly or extracted to become a stand-
alone document, it is viewed for accuracy. 

To ensure the appointment has been scheduled
correctly, the order is compared to the scheduled
study in the system.

“There are six subjects we carefully view to
ensure accuracy,” says Sutton. These are the
patient’s name, the ordering physician’s name,
the ordering exam, the facility where the exam
has been scheduled, the appointment date and
time, and any additional notes, such as ICD-9

codes, that may be on the order but not shared at
the time of scheduling

Once the scheduling staff member confirms the
scheduled appointment is 100% accurate, he or
she enters a code indicating approval. The docu-
ment is renamed in the fax server under the
patient’s last name, then first name. The docu-
ment is then attached to the scheduled appoint-
ment in the system. Lastly, the document is
electronically filed in the appropriate scheduled
facility/month folder.

Better satisfaction all around

“The ability to electronically receive, attach,
and store documents has benefited our organiza-
tion while improving physician, patient, and
employee satisfaction,” says Sutton. 

All users have the ability to view and print
documents from any workstation. “It has also
reduced supply cost considerably by decreasing
the need to print documents, which in turn
decreased the need for other office supplies,”
says Sutton. 

Physician and patient satisfaction has
improved, due to the substantial reduction of lost
and missing orders. 

By attaching the physician’s order to the sched-
uled exam in the QuadraMed system upon
receipt, the order is always available. Rarely is a
physician contacted because an order cannot be
found.

Central scheduling verifies the scheduled
appointment with the physician’s orders to
ensure it is 100% accurate, and follows up if it is
not. 

“If there is a discrepancy, our goal is to have it
resolved before the patient’s arrival,” says Sutton.
Employee satisfaction has improved due to all
users within the organization, including revenue
cycle, having the ability to search for a document
within the application without leaving their
workstation or contacting another department for
a copy.

“There were very few challenges when imple-
menting this electronic ordering process,” says
Sutton. “Our biggest challenge was in deciding
how to set up the Biscom fax server to meet our
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needs.”
Once that decision was made, the necessary fax

line was added and testing began. “Thanks to our
dedicated department staff members, the pro-
gram was tested, employees trained and ‘go live’
was virtually seamless,” says Sutton.

[For more information, contact:
Dee Sutton, manager, central scheduling, Bon Sec-

ours Hampton Roads Health System, 1505 Mar-
riottsville Road, Marriottsville, MD 21104. Phone:
(757) 398-4228. E-mail: dee_sutton@bshsi.org.]  ■

Patient access attacks ED
problem ‘on many fronts’
You can’t control root causes, but you can have impact 

If your hospital is like most, patients admitted
through the emergency department are being

held, possibly in hallways, for hours and even
days. It’s a complicated problem that the
patient access department isn’t responsible for
and can’t control. Still, you bear the brunt of the
poor customer service scores that result from
this situation. 

“Patients waiting for an inpatient bed per-
ceive this wait to be part of the admission wait
time,” explains Pam Carlisle, corporate director
of patient access services at OhioHealth in
Dublin.

“Not only are patient access staff rated on this
issue by patients, which is out of their control,
but they are also held accountable for this score
on their customer service scorecards,” she adds.

In contrast to bedside registration, which
ensures privacy and confidentiality, the patient’s
privacy is potentially compromised by being
interviewed in the hallway, says Carlisle.
“Patients may rate the customer service of patient
access staff lower because the patient’s overall
treatment time in the ED did not meet their
expectation,” she says. “Either they waited too
long to see the physician or they waited too long

for a bed on the floor.”
As with most hospitals today, Ohio Health is

forced to hold patients in its ED who are being
admitted and waiting for inpatient beds to open.
The issue, says Carlisle, is a result of numerous
patient throughput issues — not just a shortage
of staffed inpatient beds. 

For example, patients scheduled for discharge
may be waiting for family to arrive to pick them
up, or nursing units may plan to discharge
patients but are kept waiting for several hours for
the discharge order to be written.  

“We believe that although we do not control
the elements, we can have an impact around the
outcomes,” says Carlisle. “At this time, we are
attacking the problem on many fronts.”

Here are some things that have been done:
• Patient access has worked with clinical staff

to make the inpatient units more aware of the
time delays. 

“We have set into place some process steps to
make each unit more accountable for those
delays,” says Carlisle. “We are hoping that this
will decrease the wait time to be admitted.”

Registration staff help round with the ED
patients during long wait times. 

“This keeps the patients informed of what’s
going on, and also helps with customer service
scores,” says Carlisle. 

• Volunteers visit with all ED patients experi-
encing an excessive wait for a bed. 

The volunteers keep the patient and families
informed of where and when a bed is expected to
open. They also provide food, drinks, and blankets. 

• Patient access enlisted the help of the hos-
pital’s process excellence team to work on a pro-
ject related to patient throughput. 

“This project involves all patients and is not
just looking at ED patients,” notes Carlisle. 

• Some low-acuity patients who require only
basic treatment are seen by the physician in the
triage area and are discharged from triage with-
out ever being registered.

“These new ‘fast track’ patients require patient
access to redesign their process to accommodate
the patient flow improvement,” says Carlisle. “It
is a good design for the patients, so we have to
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find a way to make it work!”
• A goal was set to discharge patients by

noon each day.
“Most discharges are known early enough to

get the patient out by noon,” says Carlisle. 

Major changes free up beds

“Crowding has increased our wait times for
lower acuity patients,” reports Patricia Kunz
Howard, PhD, RN, CEN, operations manager of
emergency and trauma services at University of
Kentucky Chandler Medical Center in Lexington. 

“Boarding does impact access and increase
waiting times, as well as ED length of stay,” says
Howard. “Our facility has been very proactive.
We have implemented many changes to address
crowding and patient access.”

The hospital’s “capacity management” staff
use electronic bed boards to track available beds,
and patient transfer facilitators were added to
ensure timely access for patients. Patients who
need observation can be moved to the clinical
decision unit to free up ED treatment space.

The hospital also utilizes a “Full Capacity Pro-
tocol,” which converts pre-determined private
rooms into semi-private rooms, to move patients
out of the ED.

“When we are experiencing crowding, we uti-
lize a pre-divert meeting with the capacity manage-
ment staff, the hospital operations administrator,
and the ED charge nurse to try and push some
patients out of the ED,” says Howard. 

[For more information, contact:
Pam Carlisle, corporate director, patient access

services, OhioHealth, 5350 Frantz Road, Dublin, OH
43016-4259. Phone: (614) 544-6099. E-mail:
PCARLISL@OhioHealth.com.

Patricia Kunz Howard, PhD, RN, CEN, opera-
tions manager, emergency and trauma services, Uni-
versity of Kentucky Chandler Medical Center, H
113B, 800 Rose Street, Lexington, KY 40536-0293.
Phone: (859) 323-6618. Fax: (859) 257-2814. E-mail:
pkhoward@uky.edu.]  ■
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