
Don’t let negativity get a foothold 
in your patient access department 
It can bring down an entire team

Imagine one person complaining nonstop about everything from
rude patients to out-of-ink pens. Over time, that individual can man-
age to undo hours of hard work and morale-boosting initiatives, and

send your customer service crumbling. 
“If that kind of negativity continues, you can have one person bringing

down the entire team,” says Heidi Dunbar, manager of admitting/emer-
gency department coordinator at Seattle Children’s Hospital. 

If nothing changes after talking to the employee one on one, provid-
ing coaching, and doing re-evaluation, Dunbar says, “you may have to
help them to find a job somewhere else. Sometimes people just can’t
handle the stress of it all. I have done evaluations, and somebody can be
great in every other way but still be negative. And what that does is
bring down your customer service.”

Hollis Scott, a patient access supervisor at The Children’s Medical
Center of Dayton in Ohio, says that one person’s bad attitude has a
number of negative repercussions on a department.

“Like a virus, it can spread to others, creating an atmosphere of dis-
content,” says Scott. “Even when scheduling or preregistering by
phone, it is important for parents to feel our staff’s enthusiasm. This
will not happen if the staff member is unhappy or disgruntled.”

In many cases, a negative employee needs others to validate his or
her discontent. What starts as one individual displeased about the
amount of work, discipline, or pay can quickly lead to a disgruntled
group. “Often they will wait until a coworker is disciplined or unhappy
and yell, ‘See, I told you so!’” says Scott. “It is always convenient to vent
to coworkers.”

By generating friction between colleagues, an employee’s negative
attitude can make otherwise happy employees dissatisfied because they
feel that others are poisoning the work environment. “Ultimately, it will
undermine a leader’s ability to guide the department,” says Scott. Here
are three strategies to combat negativity: 
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• Listen carefully. 
“This sounds very basic, but I find that if

someone is listened to, that person understands
that somebody actually cares about them. And a
lot of their frustration just goes away,” says Dun-
bar. “Sometimes people just get overworked.
There is a lot demanded of them, especially with
our hospital being very full. And people need an
appropriate way to vent.”

• Ask for a positive comment.
If an employee is consistently making negative

statements, Dunbar stops him or her and says,
“Please say something positive.” 

“It always throws them off,” she says. If

complaining about a certain individual, the
employee is pressed to think of something that
person does well, such as filling in for shifts
when needed or getting coffee for others. Or if
their complaints are more general, they may
say, “Well, at least I do have a job,” or “This is a
great place to work.”

• Switch the focus to the patient.
Dunbar says that a good way to put staff com-

plaints into perspective is to remind them of the
patient and what he or she is going through.
“You may not be having a great day, but think of
a child coming into the hospital. In the end, no
matter how bad it is, what you are doing is for a
child who did not choose this particular inci-
dent,” she says. “And whatever reason they are
coming in for, they win just because they walked
in the door today.”

Get peers involved 

When an employee complains about a co-
worker, the first question Dunbar asks is “What
did they say when you talked to them about it?” 

“We try to do this peer to peer. It doesn’t
always work, because some people are stronger
with confrontation than others,” says Dunbar.
“But if a peer says, ‘You are awfully negative
today. Is there something I can do to help you?’
that can have a powerful effect on someone. We
do try to encourage them to deal with conflicts
themselves.” 

A the Cleveland Clinic, access staff are invited
to join the Employee Advisory Committee,
which has been in place for about 18 months.
The committee members represent their peers
and focus on how to improve employee morale,
the work environment, and reward and recogni-
tion programs.

After a year, participants are asked whether
they would like to leave the committee or stay
on. “If they leave, we ask for another volunteer
from that area to join. One of the things we are
hearing is that a lot more employees want to par-
ticipate,” says Sue Milheim, the hospital’s senior
director of patient access services. “This takes
them away from work, but we try to get as many
people involved as possible without hurting our
front-line staffing.”

The committee developed an “EZ Pass” pro-
gram for employees with perfect attendance.
The pass can be turned in to erase points
earned for tardiness or leaving early in the past
or future. Recently, the program was expanded
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for employees with quality scores of 98% or
better.

The committee also plans Patient Access Ser-
vices Week. This year, the department had a pot
luck day, an ice cream social day, and a raffle with
more than 150 gift cards and baskets distributed.
“All of the patient access areas are represented
for each hospital. We probably have 12 to 15
employees who help us to understand what the
front-line staff need,” says Milheim.

To be sure that no staff members feel that they
lack a way to be heard about anything they’re
unhappy about, an anonymous online survey is
used. “We do it twice a year to identity their
needs for tools or training. We also ask them
whether they are getting enough communication
from us, and if not, what they are looking for,”
says Milheim. 

If a concern is identified, the committee comes
into play. “In areas where we find deficiencies,
the committee digs in and asks the staff, ‘What
does this mean?’ If I were to go in and ask, ‘How
are things?’ the staff might just tell me that every-
thing is fine,” says Milheim. “It’s easier for front-
line staff to talk to their peers.”

The committee learned, for example, that staff
were troubled because the printer often went
down on weekends and that the scanner needed
to be replaced. “The tools they needed at their
fingertips weren’t available. Anything we can do
to make their jobs easier and less frustrating, we
want to do,” says Milheim.

Look for warning signs

John E. Kivimaki, director of patient accounts
at Mary Rutan Hospital in Bellefontaine, OH,
says that he looks for staff who are coming in late
for work, calling in sick, having an excessive
number of registration errors, are slow in regis-
tering patients, and are receiving bad results from
customer surveys.

These changes in behavior are clear indications
that something is wrong, says Scott:

• A normally talkative employee suddenly
becomes quiet or unwilling to communicate with
you or other employees. 

• An employee is constantly complaining
about other staff members. 

• An employee fails to either accept responsi-
bility for mistakes or to make corrections once
informed of errors. “This usually means the
employee has given up and lacks the motivation
to properly execute his or her job functions,” says

Scott.
• The employee displays changes in atten-

dance or excessive tardiness.
A counseling session is one way to initiate

dialogue in hopes of uncovering what issues are
causing the employee’s negativity. “This does
not necessarily indicate a disciplinary proceed-
ing,” says Scott. “It can be a simple matter of
pulling the employee aside and telling them you
sense that something is amiss and you are con-
cerned.”

Often, if employees do not feel valued, taking a
moment to ask how they are doing can make the
difference. “If the problem persists, you may
need to initiate formal discipline,” says Scott.
“Many companies offer an Employee Assistance
Program that provides counseling for marital,
financial, mental, and/or substance abuse issues.
If available, those types of services should always
be offered.”

Scott says that it is the manager’s responsibil-
ity to ensure that conditions are conducive for a
pleasant working environment. “If the manager
is successful in this endeavor, the negative atti-
tude should be the exception as opposed to the
rule,” he says. “When negative attitudes arise,
that person will be conspicuous and may possi-
bly be influenced by the positive culture that per-
meates the department.”

To promote a positive work environment, your
first objective should be to ensure that all
employees have a clear understanding of what
their job functions are, what behavior is accept-
able, and the consequences of failing to adhere to
hospital standards. Once these objectives are
clear, it is also important to set goals for individu-
als, teams, and the department.

“Individuals should be publically recognized
for positive contributions to the organization,”
says Scott. “A ‘thumbs-up’ board, where staff
members can recognize fellow employees who
promote a positive work environment, can work
wonders. Staff members complimenting each
other can generate positive vibes that the man-
ager may not necessarily produce. Above all,
always be open, honest, and fair. Listen to staff
members and treat everyone equally and with
transparency.”

Kivimaki says a big impetus for negative
employees changing their attitude is when their
job is in jeopardy. “You just have to emphasize
the fact that their negativity is not tolerated at all.
And if there are any future re-occurrences, then
there will be disciplinary action taken as stated in
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our hospital employee handbook,” he says. 
Continually remind your staff that the regis-

trars are the “first impression” of the hospital for
many patients. “We emphasize this at our yearly
in-services,” says Kivimaki. “Everyone here
knows that a patient complaint from an
employee’s bad attitude situation will be
reviewed with them to address the problem. It
will not be tolerated.”

[For more information, contact: 
Heidi C. Dunbar, Admitting Manager/Emergency

Department Coordinator, Seattle Children’s Hospital,
4800 Sandpoint Way NE, Seattle, WA 98106-0371.
Phone: (206) 987-3484. E-mail: Heidi.dunbar@seat-
tlechildrens.org.

John E. Kivimaki, Director, Patient Accounts,
Mary Rutan Hospital, 205 Palmer Avenue, 
Bellefontaine, OH 43311. Phone: (937) 592-4015, 
Ext. 5616. Fax: (937) 599-2143. E-mail:
mrhbojek@maryrutan.org.

Sue Milheim, Patient Access Services, The 
Cleveland Clinic, 9500 Euclid Avenue, Cleveland, 
OH 44195. Phone: (216) 636-7210. E-mail:
milheis@ccf.org.

Hollis Scott, Supervisor, Patient Access, The Chil-
dren’s Medical Center of Dayton, One Childrens
Plaza, Dayton, OH 45404. Phone: (937) 641-4323. 
E-mail: ScottH@childrensdayton.org.]  ■

Get the ‘quiet ones’ 
to speak their mind

Heidi Dunbar, manager of admitting/emer-
gency department coordinator at Seattle

Children’s Hospital, says that although it’s often
very hard to find time for them, monthly staff
meetings are always worth the time they take.
“About 90% of staff come to meetings, which
means they are getting something out of them,”
she says. “We have a very open environment, and
people always have interesting things to say that
you would never imagine.” 

However, at times, the same people talked con-
stantly while others remained silent. “You have
bashful people and ones who never stop talking,”
says Dunbar. “Somebody may be a fabulous
worker but will never complain. They are the
ones who one day will just quit and you don’t
know why. And when that happens, you just
want to ask them, ‘Why didn’t you ever say

something?’” 
To give everybody equal time, Dunbar came

up with the idea of a “talking stick” with a
carved face, which is passed around. When some-
one is holding the stick, they get to talk and no
one can interrupt them. 

Given the chance, someone may blurt out
that something is driving them crazy. Many
times, the problem has a very simple fix. “It is
amazing what your tipping point can be. It may
be a very small thing, such as not having
enough pens,” says Dunbar. “It’s unbelievable
how, at times, a simple, tiny thing can solve a
problem.”

Dunbar also makes a point of walking
around the department to be sure she interacts,
even if briefly, with every single staff person
from time to time. “You need to go around to
each employee because the squeaky wheel gets
the oil,” she says. “You need to hit every person
at least every five or six weeks. Otherwise you
just get the vocal ones coming at you all the
time.”

One complaint that Dunbar learned about
using this method involved chairs. Staff were sit-
ting in high director’s chairs with a slippery sur-
face. They had to position their feet so they didn’t
slide off the seat, which was uncomfortable. So
Dunbar went around the hospital searching for
more comfortable chairs and finally found some
in the clinical registration area with a different
fabric. Since staff in that department went home
at 5 p.m., Dunbar would carry the chairs to the
ED registration staff so they could sit in them for
the night. Since staff really liked these particular
chairs, Dunbar ordered enough for everyone.
“After several staff tried the borrowed chair, they
loved it,” she says. “Also, the complaints about
the chairs and about an uncomfortable work
space stopped.”  ■

Turn a frustrated patient
into a satisfied customer
It’s OK to get personal

More than ever, patient access staff are coping
with angry and frustrated patients. This

may be because they lack insurance, are worried
about their coverage, or just don’t have the
money to pay. “We do see many more patients
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that have financial problems today than a couple
of years ago,” says John E. Kivimaki, director of
patient accounts at Mary Rutan Hospital in Belle-
fontaine, OH. “Our charity write-offs have
increased from $880,000 in 2008 to $1.5 million
through November 2009. This is almost a 60%
increase.”

For this reason, all self-pay patients and those
with limited health care coverage are handed
information on charity and financial assistance
programs. A brochure is included that states, “We
are here to help,” and “Your ability to pay for ser-
vices should not prevent you from receiving the
medically necessary care you need.”

“We have seen tremendous increases in our
charity applications and approved accounts over
the last couple of years,” reports Kivimaki. “This
is because there are more patients that have no or
limited health care coverage. Our registration
staff are making our patients aware of what we
can do to help them. Many of our repeat patients
that qualified for charity previously know they
can qualify again for their current services. This
eases their mind and makes them a much better
satisfied patient.”

These words calm patients

Andrea Chang, director of patient access for
Conifer Health Solutions in Frisco, TX, says
patients are frustrated because their household
income has decreased, because they or their
spouse have lost a job, or their insurance plan has
changed and requires higher deductible, co-pay,
or out-of-pocket expenses. “Many people do not
understand the changes and how it impacts
them,” says Chang. “Or, other expenses may
have increased, and they do not have the funds
available to pay for an unexpected illness or pro-
cedure.”

In this case, several things can be done to
calm the patient. “We assure them we under-
stand their position and we are here to help,”
says Chang. “Understand that the patient is
already sick, hurting, or scared, and that is the
reason for the emotion. This will give the regis-
trar the right frame of mind when dealing with
difficult situations.”

Chang gives these examples of scripting,
which can “hardwire the phrases that can turn
the situation around”:

• Use phrases that show empathy, such as
“I’d be angry, too, if I did not know that my
out-of-pocket expense of $5,000 had to be met

before my insurance company would pick up
100% of the bill.” 

• Use phrases that show you will take respon-
sibility to assist them, such as “There is some-
thing we can do to ease your frustration today.
We have several payment options to choose
from.”

It also doesn’t hurt to get a little personal at
times. “Using some self-disclosure often helps the
patient realize that the registrar accepts them as a
person,” says Chang. For example, staff might
say, “I understand how you feel. I work here and
we have a co-pay, as well as being responsible for
20% of our bill as well,” or “I can sympathize
with your situation because I recently had an
unexpected illness. I had to use the same pay-
ment options I am offering you.” 

“Letting them know you understand their
viewpoint makes them feel more comfortable and
that you care,” says Chang. “Stay calm and show
respect. And show you are listening by allowing
the person to speak without interruptions.”

[For more information, contact: 
Andrea Chang, Director, Patient Access, Conifer

Health Solutions, 12505 Lebannon Road, Frisco, TX
75034. Phone: (972) 963-3067. E-mail:
andrea.chang@tenethealth.com.]  ■

Get other departments to
sing the praises of access
Other areas may lack understanding

Registration staff were too careless to get
accurate insurance information. A patient

access employee was mean to a patient. Wait
times at registration were ridiculously long
because staff are incompetent. The list goes on
and on. Too often, patient access bears the brunt
of negative feedback from other areas of the hos-
pital. 

“It is difficult at times when the clinical staff
really don’t understand the registration process
and the complexities with regard to regulations,
policies, and procedures that we need to follow,”
says Lauree Miller, director of patient access at
Saint Elizabeth Hospital in Lincoln, NE. 

Others don’t realize that access staff must
comply with regulations on patient rights,
patient privacy, point-of-service cash collections,
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medical necessity, and advance directives, to
name a few. 

In Saint Elizabeth’s case, the main complaint
about access involved wait times for patients
being registered. Other areas of the hospital felt
that staff weren’t getting the patient into the sys-
tem soon enough for nursing to begin their pro-
cess of entering orders. They also said that the
registration interview with the patient was too
long, causing the departments to run behind on
their schedule for the day. 

“What we found was that some registrars were
not as productive as others,” says Miller. One reg-
istrar would register 40 patients in eight hours,
while another registered only 25. To address this,
the department is setting productivity targets,
holding access staff accountable for completing a
certain number of registrations per hour. 

Work with departments

Miller says she often has worked with other
departments to come up with solutions to their
problems when patient access was involved. 

“I am currently working with the radiology
department, as they want to be competitive with
freestanding outpatient radiology centers. Being
part of a hospital, they fall into the regulations
of a hospital, so we need to be creative in how
we stay competitive with these types of ser-
vices,” says Miller. An express registration pro-
cess is being piloted, where staff have patients
who are pre-registered sign papers, place arm-
bands, and get them to the department as soon
as possible. 

“At the beginning of last year, we were asked
to reduce our expenses in patient access. We
decided to close one of our registration areas,”
says Miller. “Since that time, we have been strug-
gling with wait times, but not because the staff
weren’t being productive. We struggled because
we didn’t have any registration desks to add
additional staff.”

The radiology department director provided
data to patient access on wait times for all radi-
ology patients. “We tried different things to
help. Nothing seemed to make a big difference.
We were at a crossroads to decide if we were
OK with the wait times, or was there some-
thing else we could do to decrease our wait
times and increase our patient satisfaction,”
says Miller.

That is how the express registration process
got started. Three full-time registrars now use

the process for all pre-registered patients. “If the
patient was called over the phone to verify
demographics and insurance, there was no rea-
son why we would have needed to go over all
this information again at the time of registra-
tion,” says Miller. “We also had to listen to our
patients say, ‘I just went over all of this last time I
was here,’ or ‘I just went over this with someone
over the phone. Why do you have to go over this
again?’”

Currently, pre-registration is completed for
patients for surgeries, magnetic resonance imag-
ing, computerized tomography, positron emis-
sion tomography scan, endoscopy, and the sleep
lab. At the time of registration, staff review only
the basics of the patient’s name, date of birth,
physicians, advance directives, and consents, and
initiate the patient belongings sheets.

“Because we responded to the concerns with
radiology in a collaborative fashion, they were
supportive in helping us to identify solutions,”
says Miller. 

Duplication of work minimized

Another area of opportunity for Saint Eliza-
beth’s access department was the hospital’s out-
patient surgery center. “Here again, we need to
stay competitive with our surgery centers in the
community. When you go to an outpatient
surgery center, you pretty much check in and
don’t have to go to a patient access department to
get registered,” says Miller. “So we are piloting a
process where the patients go directly to their
room, instead of waiting in the patient access
department.”

A team was created with the goal of improving
patient satisfaction and reducing wait times.
patient access leaders worked with the short-stay
center leaders to work out the details. 

“The clinical staff needed to understand the
importance of the work that patient access was
doing,” says Miller. “We also needed to balance
that with getting the patient in the information
system timely for the clinical staff to do their
work,” she says. 

By having the registrar in the room with clini-
cal staff, the patient no longer has to be asked the
same questions multiple times. “The clinical staff
can physically see the patient in their room, so
they are not wondering where the patient is, if
they are waiting in patient access or if they are
late,” says Miller. “The clinical staff can expedite
their process sooner with the patient, thus caus-
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ing our OR times to be on time for our physi-
cians.”

Since the pilot program just started, the process
is used for only a few patients each day. “Our
goal is to expand the number of patients going
through this process,” says Miller. “By working
together with the short-stay leaders and nurses,
we were able to collectively figure out how to
work as a team to improve the process for our
patients and also the clinical staff. By explaining
the details of the registration process to this
group, they were able to have a better under-
standing of the complexity of registering a
patient.”

Compromise is needed

Previously, nursing was responsible for keep-
ing track of patient belongings, but there was no
formal process for this. Patient access worked
with clinical staff to create a form initiated at the
time of registration, so that the patient’s name
and account number are documented. The
patient access team was having the patient com-
plete the form, but this was causing an increase in
the registration wait times. 

“So we compromised, in that patient access
would initiate the form, and the clinical staff
would review and sign off on the form. This has
worked well,” says Miller. “Our goal was to
have a patient belongings form on all inpatient,
observation, and surgical day care accounts.
This then becomes part of the patient’s legal
record.”

A two-call process was recently implemented
with the nursing staff. When a direct admit pre-
sents to be registered, access staff call the floor to
let the nursing staff know that the patient has
arrived so that they can start to prepare. Then
prior to taking the patient to the floor, staff call
again and let them know that they are on their
way. 

Another recent initiative involved a two-call
process, so the nurse could verify a patient’s
room was ready on the first call and be ready to
welcome the patient in his or her room once the
second call is received. 

“This was in response to our hospital being so
full that our rooms were not always ready for the
patient,” says Miller. “We were discharging
patients and admitting patients so quickly that
the rooms were not cleaned. We definitely did not
want to take a patient to a room to find that it
wasn’t clean.”

Miller says there is no question that helpful,
collaborative actions spread goodwill for patient
access. “In my opinion, patient access is a very
important part of the experience for the patient,”
she says. “Our staff do set the stage for the
patient’s entire experience. If the patient’s percep-
tion is that we are working together as a team,
which we strive to do, then our collaborative
efforts have meaning. I think our team approach
to include clinical and nonclinical representation
is key to the success.”

[For more information, contact:
Lauree Miller, Director, Patient Access, 

Catholic Health Initiatives, 245 South 84th 
Street, Suite 100, Lincoln, NE 68510. Phone: (402)
219-5488. Fax: (402) 219-8008. E-mail: 
laureemiller@catholichealth.net.]  ■

Gauge your next access
candidate’s service skills
Actions speak louder than words

Does an individual have flawless references
and impressive skills? That doesn’t matter

much if his or her service skills are lacking. 
“With the changes in patient access, having the

skill set for the job is just a piece of what we are
looking for now,” says Pam Carlisle, CHAM, cor-
porate director of patient access services and rev-
enue cycle administration at Columbus-based
Ohio Health. “During the interview, our directors
are analyzing how the candidate deals with con-
flict, critical situations, and how they think, by
giving them pointed scenarios to test their critical
thinking skills.”

Carlisle says that her department offers testing
during the interview to see how a candidate
might formulate a presentation, analyze a chart,
or deal with a role-playing scenario.

Applicants are asked questions about how they
have handled conflict management, how they
have dealt with different personalities in their
current work environment, and how they deal
with life in general. 

“Talking about other things than just a skill set
has become a priority,” says Carlisle. Because the
front line is the first point of contact, they have to
be friendly, with a good personality, multi-task
oriented, and have an overall positive attitude in
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the line of fire. We search for customer service
skills.”

Considerations include the candidates’ tone of
voice, their ability to communicate clearly, and
whether they smile when meeting others, includ-
ing the receptionist and the panel of interviewees. 

“Many times, you can tell the minute a person
walks into the room if they have that positive,
outgoing style,” says Carlisle. “The single
attribute we look for is enthusiasm and a posi-
tive nature. We can teach and develop individu-
als with the will to learn. But one of the worst
mistakes we can make when hiring the front line
is focusing strictly on past experience and skill
set.”

Instead, look outside the box and evaluate the
thought process of your candidate. “On the front
line, they have to be able to analyze situations,
make quick and accurate decisions, and be a for-
ward thinker,” says Carlisle. “We challenge those
attributes during the interview to really get to
know the personality and nature of the candi-
date.”

Do behavioral interviews

According to Grand Rapids, MI-based Spec-
trum Health’s talent acquisition specialist Angela
Groom, behavioral-based interviewing is the best
way to gauge an applicant’s ability to effectively
handle customer service situations. “The ability
to relate well to others is largely an intangible
characteristic,” says Groom. “Recruiters have
found that asking situational questions allows the
applicant to demonstrate their line of thinking.”

Behavioral interviews include questions such
as, “Tell me about a time when you exceeded
your customer’s expectations,” or “Describe a
difficult customer service situation and how
you handled it.” The goal is to assess from the
applicant’s answers if he or she relates to the
customers and genuinely seeks to exceed their
expectations.

Carole Helmandollar, executive director of
ambulatory services at Children’s National Medi-
cal Center in Washington, DC, says that she asks
these behavior-based interview questions:

• What types of customer service experiences
have you had? 

• How do you define excellent customer ser-
vice? What does excellent customer service mean
to you? “Look for whether they focus on the peo-
ple or the process in their response,” says Hel-
mandollar.

• What was your last experience at a doctor’s
office? How did they make you feel? Did they
keep you informed about delays? 

• When was the last time you handled a diffi-
cult customer service interaction, and how did
you resolve it?

“The answers we get then drive the follow-up
questions,” says Helmandollar. “We also look for
basics, like eye contact and body language, that
indicates that the candidate would try to make
the patient feel comfortable rather than defen-
sive.”

Helmandollar says that she had lunch with a
new hire recently who stopped after they were
done eating to pick up some trash off the floor. “I
thought about what a wonderful sign that was.
Maybe I need to strategically place trash some-
where between my office and receptionist desk to
see if candidates will stop to pick it up,” she says. 

Team up with HR

At Children’s National Medical Center, the
human relations department does a pre-screening
of candidates before the interview process can
begin with the patient access managers. “This
tries to get at the candidate’s perceptions about
what gaining customer loyalty means, and how
they can affect it by their behaviors,” says Hel-
mandollar. 

Since Spectrum Health’s managers and
recruiters possess different strengths, the two
have sometimes teamed up to conduct certain
interviews in some areas, including patient
access. “The applicant may answer in a certain
way, so that the manager and recruiter detect spe-
cific tendencies,” says Groom. 

To be successful in patient access, employees
need to possess the ability to relate to cus-
tomers’ situations. “Applicants working in a
customer-centered atmosphere need to possess
a good problem-solving mentality, a willing-
ness to go the extra mile in helping people, and
be able to remain calm in difficult situations,”
says Groom. “The willingness to solve the
problem and not pass the buck is also
paramount.”

Jen Nichols, Spectrum Health’s director of
patient access, notes that the role of the patient
access professional has changed significantly
over the past several years, as more functions
have been advanced in the revenue cycle and
added to the workflow. Processes and activities
formerly completed by the “back office” are now
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handled by access. 
“Entirely new competencies, such as cost

estimation, have emerged in our industry,”
says Nichols. “Correspondingly, the expecta-
tions of corresponding skills required of a
patient access professional have dramatically
increased.”

Historically, some organizations may have
hired someone primarily for customer service
skills, with moderate computer or data entry
requirements. “Today, we seek a sophisticated
professional that demonstrates advanced cus-
tomer service but is also highly skilled in technol-
ogy, capable of managing multiple electronic
tools and systems, able to conduct financial con-
versations and collections, deeply knowledgeable
in a variety of payer plans and requirements, and
able to perform a range of other duties that are
part of access,” says Nichols. 

For this reason, involving the patient access
professional in the interviewing process makes
sense, preferably someone from the team in
which there is an opening. “They are close to the
everyday workflow and are often able to provide
unique perspectives to the hiring manager,” says
Nichols. “The staff members are also able to assist
the hiring manager in evaluating team needs. In
addition, they offer a peer perspective of a candi-
date’s team fit.”

Spectrum Health’s HR team recruits and
assesses applicants for organizational fit and
alignment, with a strong partnership between the
hiring manager and HR “These processes, if done
effectively, can be very helpful to the hiring man-
ager in terms of screening and qualifying appli-
cants,” says Nichols. “An upfront investment of
time in establishing position requirements, a dis-
cussion of organizational needs, and success cri-
teria allows HR to confidently and accurately act
on behalf of the hiring manager.”

[For more information, contact:
Pam Carlisle, CHAM, Corporate Director, Patient

Access Services and Revenue Cycle Administration,
Ohio Health, Columbus, OH. Phone: (614) 544-6099.
E-mail: PCARLISL@OhioHealth.com.

Carole Helmandollar, Executive Director, Ambu-
latory Services, Children’s National Medical Center,
111 Michigan Avenue NW, Washington, DC 20010.
Phone: (301) 572-3656. Fax: (301) 765-5650. E-mail:
chelmand@cnmc.org.

Jen Nichols, Director, Patient Access, Spectrum
Health, Grand Rapids, MI. Phone: (616) 391-5477. 
E-mail: jennifer.nichols@spectrum-health.org.]  ■

These strategies can pave
the way to a clean claim
Prevent unnecessary claims denials

The Medicare Secondary Payer questionnaire is
not complete. The Medicare number is miss-

ing from a replacement plan. The subscriber
name or date of birth is a mismatch. An account
has incorrect insurance coded for third-party lia-
bility. 

These are some of the challenges patient access
staff face on a daily basis. At Hennepin County
Medical Center, access staff now use a new elec-
tronic health record with enhanced eligibility
technology enablers, as well as more robust work
queue functionality. 

“When we have a claim on the back end that
has hit a claim edit, we have multiple work
queues that are worked, prior to the claim going
out the door,” says Michele Young, manager of
the hospital’s emergency admissions and regis-
tration zones.

One particularly difficult challenge involves
ambulance billing. “We have a large ambulance
service here. For 60% of those ambulance runs,
the patient is not transported to our facility, but
we do the billing for those ambulance runs,” says
Young. 

The hospital’s practice improvement team
looked at the problem and found that for 50% of
these patients, the paramedic was unable to
obtain a Social Security number although the
patient was over 64 and likely to have Medicare
coverage. “So we may find a Medicare supple-
mental and will code it. Of course, when it goes
out to that supplemental payer, they will deny it,
saying there is other coverage,” says Young. “But
without the Social Security number, we cannot
check for eligibility with Medicare. Our plan for
the future is to utilize a product called Search
America, which may return a Social Security
number.”

Many billing challenges

Karen Condon, acting manager of the hospi-
tal’s financial clearance center, says that the new
electronic health record system has helped the
department to identify patients who may require
referral or authorization before treatment starts.
“We can identify specific payers, and this alerts
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us to check for a referral,” she says. 
One challenge involves outpatient visits for

radiology. “A few years ago, insurance compa-
nies started requiring authorization numbers,”
says Condon. “With our electronic system, we
can easily identify those appointments, but we
struggle sometimes if the insurance company
asks for a lot of medical information.”

Staff often play phone tag, going back and
forth between physicians who ordered the treat-
ment plan and the insurance company, trying to
get it authorized. Otherwise, services provided
could be denied.

Many of the department’s current claims
denials involve Coordination of Benefits. “There
are some system constraints,” says Young.
“Depending on what the patient’s coverage is,
there are a couple of things we have a real big
challenge with. One of those involves our cost
plans. For our facility fees and our paraprofes-
sional fees, we are billing Medicare. But for our
professional fees billed out of HFA [Hennepin
Faculty Associates], our counterpart, their clinics
don’t bill Medicare. So we have had to manually
intervene for those cost plans.” For HFA to bill
correctly, the system always puts the health plan
as the primary. Hospital staff have to remember
to go in and manually change this.

Another billing challenge involves the dental
clinic, which is billed by HFA. “Hospital staff
have to remember to remove the dental plan as
the primary plan from non-dental accounts,” says
Young.

Another challenge involves untimely filing,
which is often related to coding and documenta-
tion. It also may be due to lack of authorizations.
“We may not have received an authorization
number or may not have the correct insurance
information,” says Condon. The patient may
arrive unconscious or may not have his or her
information with them. At times, access staff may
not have been able to obtain it until after the
patient has been discharged or after he or she has
been in the hospital for three or four days, but the
payer may require notification within 24 hours.
This claim may be denied. 

“The number of appointments that we sched-
ule without the patient, historically, has been an
issue here,” says Young. “Other clinics may be
calling, or it may be a friend of the patient who
doesn’t have the information that we need. Of
course, our batches checking for eligibility are
going out to our biggest payers. If the patient has
no insurance, we are only checking Minnesota

Medicaid.”
Also, an insurance company may change 

its requirements, such as requiring prior autho-
rization for radiology. “If we don’t know about
that change, that information doesn’t get dis-
tributed to everybody in the organization,” says
Condon.

A state statute requires standard information to
be returned from payers, yet several payers still do
not return the subscriber date of birth. “Another
challenge is that if a payer such as Minnesota
Medicaid makes any changes at all in how the dis-
play of their response is returned through our eli-
gibility vendor — if they add so much as a
semicolon or additional numbers — all of the sud-
den, our mapping is off,” says Young. “And that is
how we figured out they made a change. There
isn’t any requirement for a payer to tell us about
the change.”

Young says if you don’t have the patient in
front of you, all of these problems become much
more difficult to resolve. For example, hundreds
of claims edits involve a patient’s name and date
of birth failing to match the information from
their insurance company. 

“That is a huge challenge for us,” says Young.
“We probably get a minimum of 50 accounts per
day every single day of the year. It may be some-
thing as simple as a hyphenated name and the
payer does not have a hyphen and that creates a
mismatch, or the patient tells us her name is
Kathleen but the payer lists her as Kathy,” she
says. “This is a ongoing problem because we can-
not change our electronic health records based on
what the payer has.”

Accurate info is key

Young says that the department does whatever
it can to ensure that accurate demographic and
insurance information is collected. 

“We use a third-party vendor for insurance
eligibility, so we have access electronically to the
majority of our most common payers,” she says.
“We also have links to additional payers that all
the front-end staff have access to. We also have a
batch process sending all appointments electron-
ically every night, so that exceptions are
caught.”

For example, if a patient is coded as having
Metropolitan Health Plan but actually has a dif-
ferent plan, this will be caught by staff who work
the exception work queues prior to the patient’s
appointment or admission. For same-day or next-
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day appointments, there is a look-back batch for
those exceptions. 

“We have also set up a lot of auto processing
within the system,” says Young. “If we have a
patient on a fee-for-service Medicaid plan, the
system will automatically add or terminate cover-
ages based on responses. If a response from a
payer in that batch returns that the coverage is
terminated, and includes a termination date, then
the system will autoterminate that for us.”

Likewise, if a coverage change is made, the
system will search for any other accounts within
that eligibility period that are affected and will
place those accounts in a work queue to be cor-
rected. 

Errors won’t re-occur

Dorothy Gunlock, admitting and central
scheduling manager at Covenant HealthCare in
Saginaw, MI, says that implementing an elec-
tronic system has helped her to research the
“how and why” of registration accuracy issues.

“If someone says, ‘This information is missing,’
or ‘This was entered wrong,’ we can run an audit
and let them know how it got there. If it wasn’t
anything we did wrong, I let them know that.
And if by chance there is something that I find, I
tell them what we will do to prevent it from hap-
pening in the future,” she says.

If a mistake happens once, the system is
tweaked so it does not occur again, by adding a
work queue to catch it. For example, if the issue
involves missing information, the system is
changed so that the staff person can’t finish regis-
tering a patient without completing that portion.

“A bill won’t go out if certain criteria aren’t
met,” says Gunlock. “We tried to build as much
of that as possible into the front end, so it won’t
get to that point.”

This ability has contributed to good working
relationships. “We hope other departments see
we are taking a proactive approach, and that we
really don’t want to make mistakes,” says Gun-
lock. 

Sometimes a complaint involves a misunder-
standing, because people are thinking about a

previous system when admitting did things dif-
ferently. “The real picture may be that the infor-
mation is entered by another area now and isn’t
something that we would have keyed in. The
way information gets there is different now from
two years ago,” says Gunlock. 

“I think people know when they bring some-
thing to our attention, if we can do something
with our computer system or workflow to pre-
vent future problems, we will,” says Gunlock.
“That helps departments know that you are not
just giving them an excuse or ignoring their con-
cerns.”

Checks and balances have helped accuracy so
mistakes don’t recur. “Now that we are on an
electronic system, we can use it to assure that the
data are accurate at the point of registration so
they flow cleanly through the system,” says Gun-
lock. “Not having multiple data entries from mul-
tiple systems really helps to minimize errors.”

[For more information, contact: 
Karen Condon, Manager, Financial Clearance,

Hennepin County Medical Center, 701 Park 
Avenue, Minneapolis, MN 55415. E-mail: 
Karen.condon@hcmed.org.

Dorothy Gunlock, Admitting and Central
Scheduling Manager, Covenant HealthCare, Saginaw,
MI. Phone: (989) 583-4188. E-mail: dgunlock@chs-
mi.com.

Michele Young, Manager, Emergency 
Admissions/Registration Zones, Hennepin County
Medical Center, 701 Park Avenue, Minneapolis, 
MN 55415. Phone: (612) 873-8571. E-mail:
Michele.Young@hcmed.org.]  ■

Be sure you’re complying
with patient rights regs

Is your patient access staff familiar with federal
requirements for giving patients information on

how to file complaints or grievances? 
The Joint Commission’s complaint resolution

standard, effective July 2009, now more closely
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resembles the Centers for Medicare & Medicaid’s
Patient Grievance Condition of Participation.
Both organizations require the patient and his or
her family to be informed about the complaint
and grievance resolution process, and to be pro-
vided with the phone number and address
needed to file a complaint or grievance with the
relevant state authority. 

Vicki Lyons, patient access manager at Baptist
Hospital East in Louisville, KY, says that patients
are given a packet during registration including a
Notice of Privacy Practices, an informational
sheet on patient safety, information on requests
for private rooms, a letter to the patient from
patient relations explaining how to file a
grievance and who to call, a patient rights paper,
a pain control guide, information on smoking
cessation programs, what to do if they need help
during the hospital stay, and a phone card so staff
can tell them the phone number in their room to
give to their families.

“We do not verbally tell the patients how to file
a grievance. When they are handed the informa-
tion, we tell them it is information they need to
know while in the hospital,” says Lyons.

When patients sign the conditions of admis-
sions form, it is marked that they have received a
copy of the patients rights and responsibilities. In

addition, patients are given a statement acknowl-
edging being offered a brochure on their rights to
make decisions about their medical care and
advance directives. 

“We have a statement stating that they did
receive a copy of the notice of privacy, or that
they did not receive a copy because they had
received one previously,” says Lyons. “A lot of
our patients are repeat patients and choose not to
take the information again, but we do always
offer it.”

[For more information, contact:
Vicki Lyons, Patient Access Manager, Baptist

Hospital East, 4000 Kresge Way, Louisville, KY
40207. Phone: (502) 897-8159. E-mail:
Vlyons@BHSI.com.]  ■
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It’s unlikely that many patient access profes-
sionals are seeing huge raises these days.
“With the economy as it’s been, I would imag-

ine increases are minimal and folks are scrambling
to hold on to their jobs,” says Peter Kraus,
CHAM, CPAR, a business analyst with patient
financial services at Emory University Hospital in
Atlanta. 

This is probably the case for most hospital
departments, says Kraus, except perhaps in facili-
ties where there is a nursing shortage. 

At the same time, patient access departments
are being challenged to do more with less.
“Hospitals are delaying hiring and trying to
develop ways to reduce FTEs,” says Cheri S.
Kane, MSA, FHFMA, CHFP, FACMPE, division
president of The Outsource Group in St. Louis
and former vice president of revenue cycle at
Grady Memorial Hospital in Atlanta. “Some
hospitals have moved to four 12-hour shifts,
similar to nursing. Some hospitals froze wages
in 2009.” 
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Downturn, reform are the two big challenges for access
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However, there is a big bright spot: The role
patient access plays is more acknowledged and
appreciated by the health care industry than it
was even 10 years ago. “I suspect that going for-
ward, patient access’s role will continue to gain
respect. Salary increases will at least match indus-
try standards as the economy improves,” says
Kraus. 

According to the 2009 Hospital Access
Management Salary Survey, 14% of respondents
fell into the $40,000 to $49,000 range, with 11%
earning less than that amount. Another 8% earn
between $50,000 and $59,000, and 25% make
more than $100,000. About a third (36%) of
respondents reported a 1% to 3% increase in
salary in the last year, and 21% received a 4% to
6% increase. Notably, 29% reported no change
and 4% said their salary decreased. (See chart
below.) 

The survey, which was administered in July
and tallied, analyzed, and reported by AHC
Media, publisher of Hospital Access Management,
identifies some of the factors impacting salaries
and benefits in patient access. 

Other key findings of the survey:
• Thirty-two percent of respondents work

between 41 and 45 hours, and 28% work between
46 and 50 hours. A third (35%) put in over 50
hours. (See chart on pg. 3.)

• Eight percent of respondents have worked in
patient access for only one to three years, and 11%
for between four and six years. Twenty-one per-
cent have worked in patient access for 25 or more
years. (See chart on pg. 4.)

• Twenty-two percent of respondents were over

age 55. (See chart on pg 3.)
Kraus says that access leaders need to be as

knowledgeable as possible about hospital finance
and administration, with a comprehensive under-
standing of how a hospital is managed. 

“It is also helpful to have knowledge of how the
departments access interfaces with are run,” says
Kraus. “Access leaders aiming for the top should
look for, or at least never say no to, opportunities
to assume management of other areas. The more
comfortable an access leader is with how other
departments are run, the less fear and risk there
will be of accepting added responsibility, and the
greater likelihood the leader will be tapped for the
job.”

Kraus advises access professionals to stay
attuned to trends that develop from health care
reform. “This can be both tricky and time-con-
suming, because many proposals will turn out to
be dead-ends,” he acknowledges. “Perhaps a
high-level approach is appropriate at this stage.
But if and when changes begin to be felt, top-
flight access leaders will know what’s driving
them.”

You’ll want to respond proactively rather than
reactively to those changes that affect your depart-
ment. “Although one never knows what Congress
will come up with in the end, it is safe to assume
that health care reform will impact health care
reimbursement,” says Kraus.  

In addition, the public may have more opportu-
nity than ever to judge hospitals on successful
outcomes and attentive service to their patients.
“Running lean and mean and constantly looking
for ways to do more with less while maintaining
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quality are old adages that never go out of style,”
says Kraus. 

Technology use will increase

Kane says that she expects to see a continued
increase in automation and a decrease in decision
making in the field of patient access. “As these
positions become more automated, they will
require staff that are more educated in providing
excellent customer service with less knowledge of
the patient access function,” she says. 

There is no question that the economic down-
turn has put some technology investments on
hold, even those that ultimately would result in
cost savings. 

“Budget cuts have definitely impacted patient

access, in that money for some of these purchases
has been cut as well as staffing. This has created a
double whammy for patient access,” says Beth
Keith, manager of ACS Health Care Solutions.
“However, some organizations have moved for-
ward with automation to support staffing cuts. It
is a mixed bag.” 

Keith says that one technology trend she sees
involves an ongoing focus on quality data collec-
tion. This can support accurate insurance identifi-
cation, upfront collections, demographics, and
ultimately streamlined reimbursement. 

“If everything is done properly in the begin-
ning, the back-end follow-up and rework is elimi-
nated except as related to poor payer procedures,”
says Keith. Scheduling, pre-registration, medical
necessity, address verification, insurance verifica-
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tion, income verification, charity review, and
charge estimate software tools are some examples. 

“These provide significant benefit to the access
professional in carrying out their vast array of
responsibilities in a programmed, consistent man-
ner,” says Keith. “This limits human error and
omission of important steps in the process. The
more automated the process, the better potential
for streamlining the outcome.”

It is also critical that patient access leaders be
involved in the denials management process, to
understand where the pain points in their process
contribute to financial loss. “Because access pro-
fessionals understand so many pieces of the puz-
zle, progression to the overall revenue cycle
management roles is a natural career growth
move, in my opinion,” says Keith. 

With today’s economy, most hospitals are expe-
riencing a substantial increase in bad debt. To bat-
tle this phenomenon, companies are offering
increased automation to the patient access staff to
estimate the patient’s amount due after insurance.
“Many companies have created payment estima-
tors that provide custom scripts and use insurance
and patient-specific information as tools,” says
Kane.

Here’s how to advance

To advance in the patient access field, it’s neces-
sary to become more educated about the revenue
cycle in total. Understanding the charge capture
process, assisting the hospital in finding the root
cause, decreasing denials, and assisting in devel-
oping ways to increase point-of-service collections
are key goals. “These are the changes that will

help you be noticed and open that next opportuni-
ty,” says Kane. 

Completing a formal undergraduate program
or obtaining a master’s degree always helps you
differentiate yourself from other candidates. “But,
it is not always the key to achieving the next pro-
motion,” says Kane. “I am seeing new positions
for managers in quality and productivity and
training to drive quality excellence in the depart-
ment. Getting yourself noticed, communicating,
and delivering solutions is a surefire way to
achieve the next management promotion!”

Kane recommends obtaining certifications
offered by patient access organizations and
attending hospital training programs in Excel,
Word, PowerPoint, and other tools to help you
improve how you communicate to senior leader-
ship.

“If your hospital doesn’t have an electronic
quality tool, develop a manual one. Use these
employee results to drive departmental, as well as
one-on-one training programs,” says Kane. “In
addition, place employees on personal improve-
ment plans.”

Another area is tracking and trending point-of-
service collections to increase cash. “This is key
for CFOs,” says Kane. “Develop a method to track
weekly and monthly cash collected by employees,
and then reward the employees.”

These don’t have to be monetary rewards that
increase employee compensation. “Often, recog-
nizing employees may be as easy as an employee
of the month or sending handwritten notes with a
small gift card,” says Kane. “That will make
employees achieve better collections and quality
registrations.”  ■
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� downloading material to an electronic network; 
� photocopying, e-mailing, or faxing newsletter articles. 
 

Site licenses, which allow you to e-mail, fax, photocopy, or post electronic versions of 
your newsletter and allow additional users to access the newsletter online, are available 
for facilities or companies seeking wider distribution of your newsletter. 
 
High-quality reprints of articles also are available at reasonable prices. 
 
To get information about site license or multiple copy arrangements, contact Tria 
Kreutzer at (800) 688-2421, ext. 5482 (tria.kreutzer@ahcmedia.com); or for reprints, 
contact Steve Vance at (800) 688-2421, ext. 5511 (stephen.vance@ahcmedia.com). 
 
 
Thank you for your cooperation, 
 

 
 
Donald R. Johnston    
Senior Vice President/Group Publisher   
AHC Media LLC 
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