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Insurer won’t pay, says auth
wasn’t provided? Prove otherwise!
Your hospital can put a stop to costly penalties

 

If one of your registrars followed payer requirements to obtain a required 
authorization, it might become a “he said/she said” situation if the claim 
is later denied.

When fighting unfair claims denials, “technology can add to your suc-
cess,” says Carol Plato Nicosia, CHFP, CPAM, MBA, administrative direc-
tor of corporate business services at Martin Memorial Health Systems in 
Stuart, FL.

“Most of our denials relate to authorization issues,” says Nicosia. 
“Authorizations are the single most costly part of our revenue cycle: obtain-
ing them, documenting them, and fighting with payers over them.”

The patient access department at Advocate Condell Medical Center in 
Libertyville, IL, is seeing a “huge increase in authorization requirements,” 
according to Margie Mukite, director of patient access. “They keep adding 
different procedures. It is getting overwhelming.” 

Payers and providers incur additional costs due to the authorization pro-
cess, adds Nicosia. “The only cost savings is when an insurance company is 
able to deny the service because of the lack of an authorization,” she says. 
“It sure seems like a lot of wasted effort on both sides.”

The most complicated denials occur when the provider has asked for 
an authorization for a certain CPT code and the actual procedure ends up 
being something slightly different, says Nicosia. “Those will create a denial 
that always has to be appealed,” she says. “This is a perfect example of 
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wasted money on a process that is totally unneces-
sary, because the procedure was medically necessary 
in the first place.”

To overturn these denials, Martin Memorial’s reg-
istrars now record telephone calls regarding authori-
zations. “These calls, and actual faxes, are indexed to 
accounts and can be used to help in denial recovery,” 
she says. registrars take these steps:

• Phone numbers and the name of the person spo-
ken to are documented. 

• All phone calls with payers are recorded.
• Any documents received from the payer are 

scanned to the account for future reference. 
• If the patient claims he or she does not have 

insurance, the patient signs a form stating that if 
insurance is discovered later, it will be the patient’s 
responsibility to appeal the denied claim. 

“The most proven method is recording calls,” says 
Nicosia. “Some payers do not like it, so we make 
sure we put it in our contracts.”  Within one week 
of recording calls, registrars were able to prove to a 
payer that they had indeed performed a timely notifi-
cation of admission, which meant a $12,000 denied 
claim was paid, reports Nicosia.  

When a payer refuses to pay a valid claim, how-
ever, Nicosia says that it is ultimately the patient’s 
responsibility to resolve the matter. “The hospital has 
provided services and needs to get paid. The busi-
ness office is only a conduit,” she says. “The ultimate 
responsibility lies with the patient in situations that 
are not straightforward.”

Recordings are used

Whenever a registrar at University of Louisville 
(Ky) Hospital speaks to anyone at an insurance com-
pany, use of a tracking device (Trace, from the White 
Stone Group, Knoxville, TN) is mandatory, says 
Mary G. Lawson, BSN, MPA, director of admissions. 

“All of our registration areas use it, as well as care 
coordination, scheduling, the business office, and 
[Health Information Management],” says Lawson. 
“This records everything that is said when we are 
verifying that authorization for that hospitalization or 
procedure, or notifying the insurance company that a 
patient has been admitted.”

State laws vary, requiring that either one or both 
parties must be aware of the recording, notes Law-
son. “Trace notifies the party we are calling that they 
are being recorded,” she adds.  

registrars document the number of the recording 
in the patient’s chart, says Lawson, and if the claim is 
later denied, the recording is used by to the hospital’s 
care coordination to appeal it. The same process is 
used if the notification of a patient’s admission occurs 
after hours and is left on the recorded line of the 
payer, because the payer might later say they never 
received notification, says Lawson. 

“It sometimes happens that they will say that the 
episode of care was never opened,” she says. “Some 
insurance companies charge us penalties. It may be a 
certain amount of money, or they may deny the first 
day.”

When a denial is sent to case managers, they can 
look at the notes in the patient’s case and listen to the 
recording, says Lawson. “They write their appeal let-
ter based on that information,” she says. “We’ve had 
very good success with that.” (See stories on authori-
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zations now being required, below, and avoiding deni-
als due to changes in the patient’s status, below right.)

SOURCES
For more information on appealing claims denials, contact:

Mary G. Lawson, BSN, MPA, Director of Admissions, University of 
Louisville (KY) Hospital. Phone: (502) 562-3393. E-mail: maryla@ulh.
org.
Margie Mukite, Director of Patient Access, Advocate Condell Medi-
cal Center, Libertyville, IL. Phone: (847) 990-6070. E-mail: margie.
mukite@advocatehealth.com.
Carol Plato Nicosia, CHFP, CPAM, MBA, Administrative Director 
of Corporate Business Services, Martin Memorial Health Systems, 
Stuart, FL. Phone: (772) 223-5656. Fax: (772) 223-5622. E-mail: CPlato-
nicosia@mmhs-fla.org.  

Auths becoming more
numerous and detailed

  
Payers going ‘down to CPT code’

While payers used to encourage registrars to 
notify them that a patient was hospitalized, 

they are now requiring it, says Mary G. Lawson, 
BSN, MPA, director of admissions at University of 
Louisville (Ky) Hospital,. 

“Payers are also requiring authorization for high-
dollar imaging procedures that they weren’t before,” 
she says. “They get very detailed, down to the CPT 
code.” Here are changes that the department made to 
obtain authorizations:

1. The scheduling system was revamped.
In most cases, the patient arrives with an order, or 

an order is sent at the time of scheduling, so registrars 
know exactly which procedure the patient is going 
to have. “In an ideal world, the authorization would 
come with the order,” says Lawson. “If not, we are 
setting up our scheduling system so that we know 
which payers require authorizations for which proce-
dures.” 

The scheduling system now has specific payer 
fields if authorization is required for a procedure, she 
explains, such as CPT code 71250 for a CT of the 
chest, which will populate the authorization field on 
the schedule as “Need.” 

2. Clarification is obtained as to whether the 
authorization is for inpatient status. 

“We have a list of 1,700 procedures that Medicare 
says are inpatient. Until recently, we had really been 
following that,” says Lawson. “But as we move to 
more minimally invasive procedures, insurers are 
now saying that some of these cases need to be outpa-

tient.”
Increasingly, payers are denying some claims with 

inpatient codes, saying they should have been done 
on an outpatient basis, says Lawson. “Our case man-
ager works very diligently to get those overturned. 
We enlist the help of the physician as necessary.”

To prevent these kind of denials, Lawson says that 
registrars first verify if a procedure is a covered ben-
efit, and if so, whether it is covered as an inpatient or 
outpatient. 

3. Registrars begin the process five days before the 
patient’s arrival.

“By the time we get to that point, we pretty much 
know that cancellations are going to be minimal,” 
says Lawson. It also gives registrars enough time to 
make necessary corrections, such as informing the 
payer that a procedure is going to be inpatient, she 
adds.

In some cases, registrars need to contact the physi-
cian’s office to prod them to initiate the authorization 
process, as some insurance companies require at least 
three days to give an authorization, says Lawson. 
“We may need to tell them, ‘Either you start the 
authorization process today, or we may need to post-
pone surgery,’” she says.

4. Staff are careful to identify the patient’s primary 
insurance.

While denials related to eligibility total less than 
1% of all claims, according to Lawson, registrars still 
are striving to identify the patient’s primary. “Patients 
may have multiple carriers, and we have to get the 
primary insurance correct. That can be a challenge,” 
says Lawson. “The patient may pull out two insur-
ance cards and they can’t tell us which one is pri-
mary.”   

registrars use several tools to complete insurance 
verification, including an embedded product in the 
Admission/Discharge/Transfer system, says Lawson. 
“Eligibility denials are usually human error, which 
occurs when the registrar does not accept what the 
system is indicating as primary,” she says. “This 
mostly occurs in high volume areas, such as the emer-
gency department.”  

Don’t allow changes
in status to bring denials
You must notify payer immediately

Previously, case managers at University of 
Louisville (Ky) Hospital were assigned by 

service, and “they were all over the place,” says 
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Mary G. Lawson, BSN, MPA, director of admis-
sions.

“Even in the best hospital, when trying to 
cohort patients, there is always one or two 
patients that may get assigned to a different floor 
because of bed availability,” she explains. To 
avoid confusion, says Lawson, the case managers 
are assigned by floor instead of by service. “They 
now have the pulse of every single patient,” she 
says. “Communication has improved. They cre-
ate a bond with the floor nurse, and interdisci-
plinary rounds are being instituted.”

Case managers immediately know when a 
patient goes from observation to inpatient status, 
and they will obtain the necessary authorization 
from the payer, says Lawson. If the claim is later 
denied, the appeal should be successful so long 
as there is adequate documentation, she adds. 
“We put a strict policy in place, and we have 
educated staff on this, on what to do when a 
patient is converted from outpatient to inpatient 
status,” says Lawson. “We monitor the bed con-
trol system, and once that patient is converted, 
insurance is notified immediately.” 

These steps occur: 
1. Bed management receives an order to 

change a patient from observation to an inpa-
tient from the patient unit or physician.

2. Once the order is completed, the insurance 
company is notified of the admission.

3. Case management is notified of the authori-
zation needed. 

At times, case managers have to justify why 
an insurance company wasn’t notified about a 
patient’s admission, says Lawson. “It may be 
that a patient was in a motor vehicle collision 
and their wallet was left in the car, or the patient 
may be unconscious,” she says. “In that case, it 
wouldn’t be until the family comes that we are 
able to determine that they had insurance.”  

“We had not anticipated the national finan-
cial downturn or the subsequent influx in our 
uninsured population,” says Michael Taylor, 
regional director of patient services and patient 
access/financial services. “Thankfully, our struc-
ture was in place to handle the volume and 
assist these patients.”  

Two years ago, patient access leaders rede-
signed the financial counseling model to place 
more emphasis on uninsured patients, due to 
a minor increase that had been identified, he 
explains. “We were also aware that one of the 
deliverables of healthcare reform was to make 
new programs available for uninsured patients,” 
adds Taylor. “An increased need for assistance 
was expected.”

There was also a Medicare affordability ini-
tiative throughout the organization, focused 
on reducing the operational cost of providing 
healthcare services to the communities served, 
adds Taylor. 

One of the opportunities identified to reduce 
costs and improve patient assistance was ven-
dor costs of $1.4 million annually, which was 
being spent to assist patients with eligibility 
for government programs including Medi-Cal, 
California’s Medicaid program, he says. “We 
also felt that our present model for assisting the 
uninsured and underinsured was very confusing 
for our patients,” says Taylor. 

Previously, patients would meet with a finan-
cial counselor to validate their uninsured status, 
be introduced to a representative from the eligi-
bility assistance vendor, and receive post-service 
collection calls and separate customer service 
assistance if the patient had questions regarding 
their account. “The process was redundant and 
provided suboptimal support for this patient 
population,” says Taylor. 

Processes centralized

A patient financial advocacy workgroup was 
created, with hospital employees placed at each 
of the eight facilities, as part of a comprehen-
sive redesign of the patient access and patient 
accounting departments. 

The advocates help uninsured patients enroll 
in government programs, identify other payer 
sources such as COBrA, give service cost esti-
mates, and offer charity assistance. “We were 
able to accomplish this without increased staff-
ing, by centralizing the insurance verification, 
notification, and authorization processes. This 

Financial counseling 
saves $1.3 million
No increased staffing needed

In 2010, Sutter Health Sacramento (CA) Sierra 
region, which consists of eight acute care 

hospitals, saw a 30% increase in its uninsured 
population. 
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was traditionally part of the financial counselor 
workload,” says Taylor. “We also assigned pri-
vate-pay collection resources to the front end.”

The objective was to evaluate all functions 
performed in all areas to avoid redundancy, 
improve quality, and reduce cost, says Taylor. 

Traditional patient access functions including 
insurance verification, authorization, notifica-
tion, pre-registration and, in one service line, 
scheduling, were centralized in the business 
office along with billing and account follow-up. 
“Financial counseling and private pay collection 
were combined,” says Taylor. 

Training provided

The workgroup employees were trained 
in screening for all potential payers, charity, 
and bad debt management, says Taylor. “The 
employees chosen all had some exposure to fac-
ets of private pay patient assistance, but a more 
comprehensive knowledge was required,” he 
explain. These steps were taken:

Training was provided by the hospital’s gov-
ernment program conversion specialist, who had 
extensive experience in government screening 
and eligibility. The hospital’s bad debt and char-
ity coordinator trained staff on private pay col-
lection and charity determination processes. 

“We still retained an outside vendor to 
assist with disengaged patients, or patients that 
required home visits to assist with application 
processes,” says Taylor.

The vendor cost for eligibility assistance 
decreased from $1.4 million before the transi-
tion to $100,000 in 2010. 

The workgroup was made responsible for all 
uninsured and underinsured patients, which are 

defined as insured patients with a patient liabil-
ity of $5,000 or greater after insurance payment. 

“Assistance provided includes government 
program eligibility assistance, or other payer 
assistance such as COBrA or third-party liabil-
ity, service cost estimates, charity eligibility, and 
payment plan assistance,” says Taylor.

One to three advocates are located at each 
facility, based on patient volume.

Three advocates work in the central business 
office to assist scheduled patients during the pre-
registration process, adds Taylor. 

The workgroup is measured on private pay 
accounts receivable days, accounts converted 
to government programs or alternative payer 
sources, accuracy of estimates, private pay cash 
collection, charity determination, and reduction 
of fees paid for vendor assistance. 

Private pay cash collection, which averaged 
$1.4 million in 2009, increased to an average of 
$1.9 million a month in 2011, and the number 
of inpatient accounts converted to government 
or insurance payer increased from 2,052 in 2009 
to 2,533 in 2010, reports Taylor. 

The advocates are responsible for managing 
the account through collection, government or 
other payer conversion, payment, or adjudica-
tion.

“The patient has one employee to commu-
nicate with, from point of service through the 
aging of their account,” Taylor says.

SOURCE

For more information on improving financial counseling pro-
cesses, contact:

Michael Taylor, Regional Director, Patient Services and 
Patient Access/Financial Services, Sutter Health Sacramento 
(CA) Sierra Region. Phone: (916) 978-8901. E-mail: taylormn@
sutterhealth.org.  

ExECUTIvE SUMMAry
After Sutter Health Sacramento’s Sierra Region’s eight 
hospitals redesigned its financial counseling model 
to help uninsured patients obtain coverage, the ven-
dor cost for eligibility assistance decreased from $1.4 
million to $100,000, and private pay cash collection 
increased by $500,000 per month. They took these 
steps:
• Eliminated redundant processes.
• Combined financial counseling and private pay col-
lection.
• Gave patients a single employee to communicate 
with.

Not just a good, but 
great first impression 

If registration goes smoothly, that great experi-
ence is going to carry through the rest of the 

patient’s stay, according to Betty Bopst, direc-
tor of patient access at Mercy Medical Center in 
Baltimore, MD.

“We are the ones they see first. We want to 
build loyalty. If we do that, the patient is for-
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giving of our mistakes because they are loyal to 
us,” Bopst says. “But if things don’t go well, you 
can ruin it on the front end.”

At St. rose Dominican Hospitals in Hender-
son, Nv, if a procedure must be delayed for 
the patient’s safety or other unavoidable delays 
occur in registration areas, registrars explain 
the reasons for this, says Natasha R. Meinecke, 
interim patient advocate. “Our patients have 
shared that they appreciate our honest commu-
nication,” she says. “If a patient is waiting for a 
procedure or hospital bed, we make every effort 
to meet his or her expectations while he or she 
waits.” 

Patients and loved ones might be fearful, in 
pain, or frustrated as a result of their healthcare 
needs, says Meinecke. “It is important that reg-
istrars are sensitive to those needs, expressed 
and unexpressed, by truly connecting with our 
patients,” she says. 

registrars offer comfort items such as extra 
pillows and blankets, as well as eye masks and 
ear plugs to help reduce sound and light, says 
Meinecke. “All of these items promote a more 
healing, restful environment,” she says. 

Patients might quickly become frustrated at 
registration, such as when he or she doesn’t real-
ize you need to quickly verify their identity so 
that you can locate a prior medical record num-
ber, says Bopst. “To this day, the objectives of 
registration are still very misunderstood,” she 
says. “It’s not all financial. The bigger piece is 
for us to identify that person without a shadow 
of a doubt.”

Patients might insist they have no existing 
records as they haven’t been to the hospital 
before, but a medical record would have been 
created for them if there was previous labwork 
or an outside film was sent in for interpreta-
tion, says Bopst. “If a patient tells us, ‘I’ve never 
been here before,’ we don’t just take that at face 
value,” she says. “We continue to do our search 
to see what we can find.” 

registrars at Mercy Medical Center take these 
steps to make a great first impression:

• If patients have to wait for a longer time, 
registrars go down to the emergency department 
to obtain warmed blankets to make them more 
comfortable. 

“That is something that patients really appreci-
ate,” says Bopst. 

• If it’s around meal time, registrars contact 
the patient’s doctor to see what they can have to 
eat, and they will get a meal for the patient and 

whoever is accompanying them. 
• If a patient leaves on a bad note, staff mem-

bers check in with them later.
“With certain patients, you have to give up on 

getting the information and wait until they get 
to their room later in the day,” says Bopst. “If 
a piece of information is missing, we can then 
try again and see if we can pick up a little some-
thing else.”

Even if no information is needed, Bopst says 
her registrars have found that patients like being 
checked on to see how they are feeling.

• If a patient seems to be waiting too long for 
transportation, a registrar transports them.

“We’ll put them in a wheelchair and take 
them up right to the room,” says Bopst. 

• Relationships are formed with “regulars.”
Patients like to feel as if you have more of 

an interest in them than just getting their social 
security number, says Bopst. “We have a lot of 
frequent fliers here,” she says. “People like to 
be recognized, and they like to be known.” (See 
related stories, below, on evaluating customer 
service skills, and having applicants meet with 
registrars, 103.)

SOURCE
For more information on improving patient satisfaction in 
registration areas, contact: 

Betty Bopst, Director of Patient Access, Mercy Medical Cen-
ter, Baltimore, MD. Phone: (410) 332-9390. E-mail: bbopst@
mdmercy.com.  

Evaluate service skills
of next access applicant
Listen for signs of trouble

After Betty Bopst, director of patient access 
at Mercy Medical Center in Baltimore, MD, 

finishes telling a patient access applicant the 
extent of the commitment that comes with the 

ExECUTIvE SUMMAry
If registration goes smoothly, this great first impres-
sion is likely to remain throughout the patient’s stay. 
Do the following for patients:
• Offer warmed blankets or meals.
• Have registrars check on patients later in their stay.
• Transport patients directly to their rooms.
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job, he or she sometimes tells her flat out, “This 
job is not for me.”

“I respect them a lot for saying that,” Bopst 
says. “They begin to understand the depth of 
what’s required in this role. Then they consider 
their own skill set and recognize that it’s not 
right for them.”

The most important qualities in a registrar are 
the ones that can’t be trained, such as the ability 
to make a worried patient feel comfortable and 
welcomed, according to Bopst. “you want some-
one who just really loves to deal with the public, 
even under trying or chaotic circumstances,” she 
says. 

When Bopst meets a prospective registrar, “I 
know that they either have it, or they don’t.” She 
looks for individuals who can make a patient 
feel as if they are genuinely interested in helping 
them through the process, instead of just another 
registration that has to be completed. “After you 
hire someone, you don’t want to later say, ‘Hey, 
what happened? you’re not the person I inter-
viewed,’” says Bopst. “I have been dead wrong 
before, but not often in all these years.” 

Bopst evaluates customer service of applicants 
with these methods:

• She listens closely and observes the person’s 
body language. 

Anyone might be a bit nervous during a job 
interview, but Bopst says she likes to see that 
applicants appear fairly comfortable with her 
during the interview.

• She isn’t guided only by the applicant’s 
resume.

“Someone may look great on paper but may 
not be cut out for this job,” says Bopst. 

While she values experience, Bopst says “the 
biggest thing is the personality.” She says she 
would rather have a recent high school graduate 
with a great attitude than a registrar with many 
years of experience and a poor attitude.

• She gives a scenario and asks the applicant 
what he or she would do.

“I believe that when I ask them this, what 
they tell me is really close to the same way they 
would handle it with an actual patient,” Bopst 
says. 

She often asks applicants what they’d do if 
they were trying their hardest to help the patient, 
and he or she still refused to give information 
because they’d already given it to others multiple 
times.  “I listen for their voice raising in any 
kind of anger,” says Bopst. “In our role, we have 
to be assertive at times, but never aggressive. 

When someone is very upset, you still need to 
help them.”  

Bopst says that a good response to this sce-
nario would be, “I really need this information 
so that we can locate your records and ensure 
we have everything correct so we can move on to 
your treatment area.” 

On the other hand, if the applicant reacts 
defensively, by giving a long list of excuses or 
their own complaints, this is a red flag for Bopst. 
“I always tell staff, ‘Nobody cares about your 
rules.’ They don’t need to know that you are 
short staffed or if you’ve worked a double shift,” 
she says. “you keep all of that completely to 
yourself.”  

Ask applicant to meet 
with other registrars
Discover the ‘real personality’

Have you ever suspected that an applicant is 
just telling you what you want to hear in 

order to get hired? If Betty Bopst, director of 
patient access at Mercy Medical Center in Balti-
more, MD, has any doubts about someone she’s 
interviewing, she relies on what her staff has to 
say.

After the interview is completed, Bopst invites 
the applicant to go meet some of the staff and 
ask whatever questions he or she would like. “If 
they’re trying really hard with me and putting on 
a front, they may let down their guard a little bit 
with the staff,” she says. “This allows me to see 
the real personality.”

Occasionally, Bopst finds that her suspicions 
were correct about the applicant putting on a 
false front. “Sometimes what takes place is very 
surprising and gives you another perspective,” 

ExECUTIvE SUMMAry
When interviewing applicants, emphasize the com-
mitment that is required and the ability to make 
people feel comfortable. To assess customer service 
skills:
• Ask what they would say if a patient refused to pro-
vide information.
• Consider recent high school graduates with the 
right attitude.
• Offer the opportunity to ask questions of registrars.
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Account `uncollectable?’ 
Try a different approach
Be more patient-friendly

If you don’t pay this bill, we’re going to send 
you to a collection agency.” This was a com-

monly heard statement by patients at Tallahassee 
(FL) Memorial HealthCare, when Joan S. Brave-
man, director of patient access and financial ser-
vices, took over the business office. 

There was a markedly different approach to 
collections then. “I felt that our customer service 
people were really trained to be collectors. What 
they were really doing was hounding patients for 
payments,” says Braveman.

The attitude of “you owe us that money, and 
we’re going to call you until we get it,” has 
become much less threatening and more patient-
focused, says Braveman. Staff now make state-
ments such as “I’m calling to let you know that 
we have sent you three bills, and it is our prac-
tice to sent the account to a collection agency. 
Before we do that, I want to give you an oppor-
tunity to help you pay this bill,” says Braveman.

“The response to that is great. People want 
to do something at that point,” says Braveman. 
“We have become advocates for the patient: 
We’re the good guys, and we don’t want to ruin 
your credit score.”

The approach has paid off financially as well, 
says Braveman. She points to a woman with a 
$27,000 bill, who has made monthly payments 
for years totaling over $14,000 to date. “I think 
part of the reason is that we treated her with 
respect and didn’t threaten her,” says Braveman.

Presumptive charity

In some cases, Tallahassee Memorial’s reg-
istrars have told a patient, “We are looking 
at your account. We’re quite certain you will 
qualify for charity care. All we need is a copy of 
your tax return,” and received a disappointing 
response. 

“People may tell you, ‘Nobody can hurt my 
credit any more than it already is,’” says Brave-
man. For this reason, the department is looking 
at taking the approach of “presumptive charity,” 
she reports.

“There are some very strict Florida statutes 
that make it clear that for us, as a not-for-profit 
hospital, we need to have documentation to 
claim something as charity on our cost report-
ing,” says Braveman. “We do get audited on 
that. They will randomly pick a certain number 
of accounts, and we provide the documentation 
for those.”

These audits means tax returns, unemploy-
ment statements, housing statements, a picture 
ID, bank account statements, and credit reports 
need to be on file, she says. “On the other hand, 
[the Centers for Medicare & Medicaid Services] 
at the federal level has said that as long as you 
are consistent across the board, you can presume 
charity,” says Braveman.

This presumption means that even if the 
patient is not being compliant in meeting state 
regulations, the hospital could presume char-
ity based on parameters such as a credit score 
under 450 or a bankruptcy in the last five years, 
she explains. “Were we to do that, we couldn’t 
claim it on our state reporting, but we could on 
our federal tax reporting,” says Braveman. A lot 
of these accounts potentially could be classified 
as free charity care, she explains. 

“We are looking at that, because what hap-
pens is those accounts go to the collection 
agencies,” says Braveman. “And I typically get 

ExECUTIvE SUMMAry
Contact patients right before an account is sent to 
collection to give them the chance to avoid a nega-
tive impact on credit scores. To improve chances of 
collection:
• Tell patients if they are likely to qualify for charity 
care. 
• Offer an uninsured discount right away.
• Use software to determine if patient is likely to pay.

she says. “They are more themselves with the 
staff. They will ask them different questions than 
they would ask me.”

During interviews, Bopst emphasizes the fact 
that registrars are considered “essential” staff, 
which means that they must stay if a snowstorm 
occurs and replacements can’t get to work, and 
they must work rotating weekends and holidays. 
“They may agree and nod their head enthusiasti-
cally, but when they get with the staff, it comes 
up in conversations that they really don’t like 
the idea of working Saturdays,” she says. “I lis-
ten for things like that.”  
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calls from them, saying, ‘you’re not sending me 
something I could ever collect on. There is no 
money there.’”

Braveman says that previously, when bad debt 
was sent to a collection agency, “it was pretty 
collectible. you made a couple of phone calls, 
and the patient paid it. That’s not happening 
today.” While collection agencies typically col-
lected around 12% or 13% of the hospital’s bad 
debt, today they are only collecting about 2%, 
she reports. 

Part of the reason is that members of the 
patient access staff are doing a better job of get-
ting the money upfront. “We are having conver-
sations with patients. By the time the accounts 
are going to the agency, they are pretty well-
worked,” says Braveman. “A bigger part of it is 
that people just don’t have the money.”

Over three months, staff send three bills and 
make one phone call, for a total of four contacts 
with the patient, says Braveman, and a precollec-
tion agency gets involved if there is no response.

“They are a collection agency, but they do 
not report to the credit reporting agencies,” says 
Braveman. “If there is no response, then it does 
go to a true collection agency, and it shows up 
on the patient’s credit report.” (See related story, 
below, on which patients are likely to pay.)

SOURCE

For more information on improving collections, con-
tact: 
Joan S. Braveman, Director, Patient Access and Financial 
Services, Tallahassee (FL) Memorial HealthCare. Phone: (850) 
431-6202. Fax: (850) 431-6737. E-mail: Joan.Braveman@tmh.
org.  

Which patients will pay, 
which are time-wasters?

One question that members of Tallahassee 
(FL) Memorial’s patient access department 

have  struggled with is whether it makes sense 
to keep going after a person who simply has no 
resources, says Joan S. Braveman, director of 
patient access and financial services. The depart-
ment installed software in August 2010 that 
gives customer service representatives the ability 
to look at how likely a patient is to pay.  

“If they get a red light, that’s basically say-
ing, ‘Do not even waste a moment. Just let it go 
through the process,” says Braveman. “We are 

able to eliminate wasting time on people who are 
never going to pay.”

If an uninsured patient gets a green code, 
however, staff members call them immediately 
to offer them the uninsured discount right away 
over the phone, says Braveman. “We can take 
checks and credit cards over the phone. They 
are going to pay, and it’s just a matter of how 
quickly,” she says. “The yellow-coded ones are 
where we are spending our energy, because those 
could go either way.”

 Braveman says initially, she was concerned 
about allowing a collectible account to slip 
through the cracks based on the system’s infor-
mation. “But for the one person in there who 
really would have paid when you called, we’re 
still going to get paid,” says Braveman. “As soon 
as they get a letter from a collection agency, 
they’ll be on the phone to pay their bill.”

Overall, registrars convey the message “We 
really are here to help you” over the phone lines, 
says Braveman. “I think the way we’re doing it 
will help tremendously. We are getting the buy-
in from patients.”

Still, says Braveman, “We don’t want the 
word on the street to be “Go to TMH and they 
won’t ask you for money.” “The message needs 
to be, ‘TMH will work with you.’”  

Ask for balance due
on previous accounts

 
Present it in a positive way

registrars at Fairview Northland Health Ser-
vices in Princeton, MN, started collecting 

prior balances about a year ago, says Steph Col-
lins, manager of patient access.

“Point-of-service collections is still a major 
focus,” she adds. “But we have learned that the 
front desk needed to take a more active role in 
our prior balance collections.” 

The department has found that if patients are 
aware of the balance at the point of check in, 
they will be more open to paying because they 
know they will be asked for this every time, 
Collins says. “It is no longer just receiving a 
statement in the mail that is easy to forget or 
ignore,” she says. “This requires the patient to 
respond in some way.”

The department recently invested in software 
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that allows front end staff to look up prior bal-
ances. ‘We have started screening the next day’s 
schedule for outpatient services, and speaking to 
patients about their prior balances,” says Col-
lins. “We find it very effective.”

Collins estimates that more than 50%, and 
possibly as much as 75%, of patients have a 
prior balance. “Patients are informed about their 
out-of-pocket expenses that they either didn’t 
know they had or had forgotten about,” she 
says. 

Offer options to patient

Fairview Northland’s registrars collect prior 
balances using a “key words and key times” 
approach, which is a more flexible approach 
than scripting, says Collins. 

“We have different key words to use at vari-
ous times,” she explains. 

For example, if a registrar is asking for a prior 
balance, he or she might say, “We would like to 
make sure you are aware of your balances from 
previous visits with us. We want to verify that 
you are receiving statements and provide you 
with options, as well as answer any questions 
you may have. Would you be able to make a 
payment toward this balance today?”

“If we can present the information to the 
patient in a positive and professional way, we 
feel the patient will be more likely to make a 
payment on their balance,” says Collins. 

registrars inform the patient that their 
account is close to going to collection and give 
the patient a chance to avoid this, she says. 

Since starting to focus on prior balances, rev-
enue collected from the front end has increased 
substantially in the past year, reports Collins. 
“We are continually tracking this revenue,” she 
says. “We recently set up individual goals for 
staff that will help keep them on target.”

Every registrar has a goal to collect a specific 
amount during each shift based on patient vol-
ume and the opportunity to collect prior bal-
ances and point-of-service payments. “The goals 
could change based on patient volume, shift 
change, or other workflow changes,” says Col-
lins. “These are tracked daily and weekly, and 
shared with all staff in the department.”

If Collins notices many staff exceeding their 
daily goals, then she considers increasing the 
goals to encourage even more improvement. 
Goals also might change because a new tool is 
being implemented to help registrars provide 
more estimates upfront in various services, 
reports Collins. 

“This will provide more opportunity to finan-
cially secure the account,” says Collins. “We 
expect the goals to increase at that point.” (See 
related stories on giving options for payment, 
below, and giving staff access to accurate infor-
mation, p. 107.)

SOURCES

For more information on collection of prior balances, contact:

• James Carey, CHAA, Patient Access Manager, University of 
Utah Health Care, Salt Lake City. Phone (801) 587-4033. Fax: 
(801)581-3827. E-mail: James.Carey@hsc.utah.edu.
• Steph Collins, Manager of Patient Access, Fairview North-
land Health Services, Princeton, MN. Phone: (763) 389-6263. 
Fax: (763) 389-6446. E-mail: scollin1@fairview.org.  

Give patients options
for their prior balances
Some problems are easy to fix

When attempting to collect prior balances, 
registrars at Fairview Northland Health 

Services in Princeton, MN, often come across 
patients who are unprepared to pay the amount 
or don’t realize they have a balance.  

“We have found that if patients are not aware 
of prior balances, then the likelihood of collect-
ing on them decreases,” says Steph Collins, man-
ager of patient access. 

For this reason, patients are given the oppor-
tunity to meet with financial counselors who 
offer options, including payment plans, to take 
care of prior balances. “Our long-term goal is 
to include registration staff in making payment 
plans,” adds Collins. “The main challenge is 
training and having the registrar feel comfort-

ExECUTIvE SUMMAry
Asking for payment of outstanding balances at the 
time of check-in can increase revenue significantly, 
but patients often are unprepared or unaware. Use 
these strategies:
• Have financial counselors available to meet with 
patients.
• Offer the option of payment plans.
• Tell the patient their account is close to going to 
collection. 
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COMING IN FUTUrE MONTHS

able doing this.”
Offering payment plans can be tricky, espe-

cially if software goes down or an amount has to 
be negotiated, says Collins. “We have a guide to 
help us determine the acceptable amount of time 
allowed to pay off a balance and the required 
monthly amount,” says Collins. “When patients 
cannot meet that, then staff have to feel comfort-
able enough to negotiate.”

Process for rebills

If a past due balance is large, and the patient 
is found eligible for Medicaid, the balance might 
be covered if the visit was within the retroactive 
coverage time period, adds Collins. 

“We also have a charity care program. This 
could possibly help patients where the Medicaid 
coverage did not cover the past due balance,” 
she says.

The department also has had success with 
rebills due to the patient’s failure to return 
requested information to the payer, therefore 
making the patient liable for the entire balance, 
says Collins. 

Patients often weren’t aware of the requested 
information, often involving accident or coor-
dination of benefits information, or didn’t 
understand the implication of them not return-
ing it, says Collins. “This is an easy thing to fix 
and, therefore, get paid,” Collins says. “We are 
able to connect the patient with the insurance -- 
sometimes right in our office -- and get the claim 
reprocessed by their insurance and paid. These 
are win-win situations for all.”   

Don’t ask staff to collect 
without accurate info
Give them much-needed confidence

If a registrar tells a patient that he or she owes 
$500, he or she might be faced with the ques-

tion, “Well, where did you get the amount of 
$500 from?”

“If they don’t know how to answer that ques-
tion, it can cause a lot of folks not to be comfort-
able asking the question in the first place,” says 
James Carey, CHAA, patient access manager at 
University of Utah Health Care in Salt Lake City.

The department recently invested in creating 

a Microsoft Access system software tool, devel-
oped with the help of Chicago-based Huron 
Consulting Group, to give staff the ability to give 
accurate estimates for a patient’s out-of-pocket 
responsibility. 

“It uses the CPT procedure codes the patient is 
going to have for outpatient procedures and the 
ICD-9 diagnosis codes for inpatient,” says Carey. 
“It also takes into account the insurance contrac-
tual amount, and the patient’s coinsurance and 
maximum out-of-pocket.”

This tool was a “huge help” for registrars, who 
are much more confident telling patients what 
they will owe, says Carey. “At our surgery check-
in, especially in orthopedics, we always ask for 
any small amount a patient owes,” says Carey. 
“Staff are trained in how to answer questions 
about the estimate we provide up front.”

After a major push to improve upfront cash 
collections, registrars now have the ability to ask 
for payment on outstanding balances, reports 
Carey. Previously, if a patient owed a balance of 
$500 from multiple previous visits, for example, 
staff wouldn’t have asked for payment. “Now, 
we will ask them for that outstanding balance at 
check-in for their upcoming procedures,” says 
Carey. “We ask them what they can pay on their 
current outstanding  balance today.”

Walking a fine line

When point-of-service collections initially was 
being rolled out, Carey took great pains to con-
vey to staff that the idea wasn’t to upset patients.

“There is a fine line between trying to collect 
and harassing someone,” he says. “Some patients 
may have just found out they will owe $2,000 for 
the procedure they are having.”

registrars still are instructed to bill patients if 
requested, but at least inform the patients about 
their liability. “Our biggest issue was always that 
they didn’t understand the reasoning  for the cal-

 Stop costly 
communication 
breakdowns with clinical 
areas

 Avoid claims denials 
for high-dollar imaging 
procedures

 Obtain retroactive 
disability coverage for 
patients

 Give access staff the 
ability to negotiate 
payment plans
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culation of the estimate they were asking for,” 
says Carey. “Previously, we had instances where 
the registrar would actually ask for a deposit that 
totaled more than the procedure itself.”

These instances occurred because staff lacked 
access to accurate information about the patient’s 
liability, but this situation is no longer the case, 
says Carey. Without the estimation tool, he 
explains, staff might have asked for the patient’s 
entire $2,000 deductible without realizing that 
the procedure cost was only half that amount, for 
example. 

Now, staff plug in the patient’s benefits 
and the CPT code for the procedure, and the 
tool  automatically deducts the insurance com-
pany’s contractual amount. “This tool is taking 
into account that even though the procedure is 
$1,000, the insurance company’s contractual 
amount is 50% of that,” says Carey. “So we are 
really working off $500.” 

The tool works the same way for self-pay 
patients, who receive an automatic 30% dis-
count. “There is an option the staff click for 
self-pay, which plugs in the 30% discount,” says 
Carey.

All of four of the department’s registrars are 
now comfortable asking for payments on esti-
mates upfront, because they know the amount 
they are asking for is more accurate, he reports.

registrars encourage patients to contact the 
payer directly if there is any confusion about 
their coverage. “We are seeing much higher 
deductibles and coinsurances. It can be a bit of a 
shock to patients,” says Carey. “One of the mes-
sages that we tell our check-in folks is that it’s 
really between the patient and their insurance 
company.” For example, a registrar might say, 
‘This is the information we were given on this 
date by your insurance company, but feel free to 
verify your benefits with them. Here is the num-
ber to call.”

At times, a patient informs the registrar that 
he or she met more of the deductible than was 
apparent when the registrar verified the benefits. 
“Insurance companies may take a long time to 
process a claim,” says Carey. “A patient may 
have had a procedure the previous month, and in 
actual fact met their deductible, but the insurance 
company has not yet processed it.”

In this case, the registrar simply takes the 
patient’s word for it. “We never want to get into 
a situation where there is any kind of back-and-
forth with a patient on how much they owe,” 
says Carey.  



Hospital Access Management
Confidential Salary Survey

This confidential salary survey is being conducted to gather information for a special report later in the year. Watch in
coming months for your issue detailing the results of this survey and the overall state of employment in your field.

Instructions: Select your answers by filling in the appropriate bubbles completely. Please answer each question as
accurately as possible. If you are unsure of how to answer any question, use your best judgment. Your responses will
be strictly confidential. Do not put your name or any other identifying information on this survey form.

6. Where is your facility located?
A. urban area

B. suburban area

C. medium-sized city

D. rural area

A. academic

B. agency

C. health department

D. clinic

E. college health service

F. consulting

G. hospital

H. private practice

8. What is the work environment of your employer?

A. male

B. female

3. What is your sex?

A. 20-25

B. 26-30

C. 31-35

D. 36-40

E. 41-45

F. 46-50

G. 51-55

H. 56-60

I. 61-65

J. 66+

4. What is your age?

A. college or university

B. federal government

C. state, county, or city government

D. nonprofit

E. for profit

10. Which best describes the ownership
or control of your employer?A. region 1

B. region 2

C. region 3

D. region 4

E. region 5

F. Canada

G. other

9. Please indicate where your employer is located.

A. access manager

B. director, access management

C. manager, patient accounts

D. supervisor

E. patient accounts representative

F. other

1. What is your current title? 2. What is your highest degree?

A. ADN

B. diploma (3-year)

C. BSN

D. MSA

E. other

A. salary decreased

B. no change

C. 1% to 3% increase

D. 4% to 6% increase

E. 7% to 10% increase

F. 11% to 15% increase

G. 16% to 20% increase

H. 21% increase or more

7. In the last year, how has your salary changed?

5. What is your annual gross income from your
primary health care position?

A. Less than $30,000

B. $30,000 to $39,999

C. $40,000 to $49,999

D. $50,000 to $59,999

E. $60,000 to $69,999

F. $70,000 to $79,999

G. $80,000 to $89,999

H. $90,000 to $99,999

I. $100,000 to $129,999

J. $130,000 or more
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A. less than 1 year

B. 1-3 years

C. 4-6 years

D. 7-9 years

E. 10-12 years

F. 13-15 years

G. 16-18 years

H. 19-21 years

I. 22-24 years

J. 25+ years

12. How long have you worked in health care?

A. FMFMA

B. CHAM

C. RRA

D. MSA

E. other

13. Which certification best represents
your position?

A. less than 20

B. 20-30

C. 31-40

D. 41-45

E. 46-50

F. 51-55

G. 56-60

H. 61-65

I. 65+

14. How many hours a week do you work?

A. <100 beds

B. 100 to 200 beds

C. 201 to 300 beds

D. 301 to 400 beds

E. 401 to 500 beds

F. 501 to 600 beds

G. 601 to 800 beds

H. 801 to 1,000 beds

I. >1,000 beds

J. I don't work in a hospital

15. If you work in a hospital, what is its size?

Page 2

Deadline for Responses: Oct. 15, 2011

Thank you very much for your time. The results of the survey will be reported in an upcoming issue of the
newsletter, along with an analysis of the economic state of your field. Please return this form in the enclosed,
postage-paid envelope as soon as possible. If the envelope is not available, mail the form to: Salary Survey,
AHC Media, P.O. Box 105109, Atlanta, GA 30348.

A. less than 1 year

B. 1-3 years

C. 4-6 years

D. 7-9 years

E. 10-12 years

F. 13-15 years

G. 16-18 years

H. 19-21 years

I. 22-24 years

J. 25+ years

11. How long have you worked in your
present field?
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