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Is self-pay patient eligible? 
Find out in real time, or close to it

 
If a self-pay or underinsured patient presents to you for services, how quickly 

can you determine if he or she is eligible for Medicaid or another public pro-
gram? 

“Anything that facilitates early benefit determination will help improve cash 
and decrease cost,” says Gerilynn Sevenikar, vice president of patient financial 
services for Sharp Healthcare in San Diego. “Both are positive outcomes in man-
aging the revenue cycle.”

Sharp’s registrars first use a real-time eligibility program to determine if a 
patient has current coverage. “It goes to the payer web site, grabs the eligibility 
and benefit information, and populates our insurance verification screen accord-
ingly,” she says. 

If no private insurance eligibility is found, registrars click on a hyperlink to 
a questionnaire on the patient registration screen. (To access the questionnaire, 
created by the non-profit Foundation for Health Coverage Education, go to 
www.CoverageForAll.org and select “Health Coverage Eligibility Quiz.”)

“When completing the screening questions, a customized matrix is produced 
for the patient, complete with additional information on our local funding 
options,” says Sevenikar. 

This information is then fed back to the Sharp registration system, she says, 
and registrars document the patient’s income, family size, and funding options 
that were shared with the patient. “Over the short term, I expect collecting this 
basic information on all unfunded and underfunded patients will allow Sharp to 
perfect the patient conversation around account resolution,” says Sevenikar. 

Registrars complete the application process for program funding or discuss 

Next month’s issue: How healthcare reform 
will change patient access department 

Next month’s issue of Hospital Access Management will be a special issue on 
healthcare reform. We’ll report on the coming changes for patient access pro-
cesses, strategies to provide training to staff, tips on must-have technology, and 
how to take the lead in avoiding revenue loss. Don’t miss this special issue!
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the patient’s ability to pay — either way, the account 
can be resolved, she explains. “Our approach is that of 
an advocate or navigator in determining the direction 
for resolving the debt, in a way that makes sense to the 
patient and is reasonable,” Sevenikar says. 

Ankeny Minoux, president of the Foundation for 
Health Coverage Education, expects more hospital 
emergency departments to integrate the Health Coverage 
Eligibility quiz into their registration processes, as Sharp 
Hospitals are doing. “From this integration, Sharp has 
been able to help more than 24,000 self-pay patients 
determine their eligibility for a variety of health coverage 
options,” she adds. 

Since reimbursements from public programs are 
retroactive, use of the eligibility quiz at point-of-care sig-

nificantly increases self-pay revenue for hospitals, adds 
Minoux. “This changes the landscape for hospitals to 
more successfully negotiate with the state for Medicaid 
reimbursements. It identifies private payers, such as 
those patients eligible for COBRA, within the 60-day 
window,” she says. 

Sevenikar says that ideally, a patient could present for 
services and become instantly eligible for Medicaid. “We 
could do it today if states could agree on what sources 
should be accessed electronically to verify income, 
expenses, citizenship, and assets,” she says. “Once that 
hurdle can be overcome, enrollment could happen at 
point of care, once a proper identification is secured.”

 
SOURCES

For more information about processes for eligibility determina-
tion, contact: 
• Ankeny Minoux, Foundation for Health Coverage Education. 
Phone: (650) 762-1794. E-mail: aminoux@coverageforall.org.  
• Gerilynn Sevenikar, Patient Financial Services, Sharp Health-
Care, San Diego. Phone: (858) 499-4215. Fax: (858) 499-4315. 
E-mail: gerilynn.sevenikar@sharp.com.  n

EXECUTIVE SUMMARY
Some patient access departments are determining 
eligibility of self-pay patients earlier in the process, to 
decrease costs and increase revenue.
• Identify current coverage with real-time eligibility 
programs.
• Use a screening questionnaire to provide information 
on funding options.
• Identify COBRA eligibility within the 60-day window.

Prevent problems 
with privacy regs
Mistakes could prove costly

Compliance with the Health Insurance Portability 
and Accountability Act (HIPAA) is a major area 

of concern for patient registration areas, according to 
Nancy Dean, vice president of compliance, privacy and 
internal audit at NYU Langone Medical Center in New 
York City. 

Staff members must give patients the Notice of Pri-
vacy Practices, have them sign the acknowledgement, 
and then correctly log this information into the registra-
tion system, says Dean. They also must inform patients 
how their information is going to be used, she says. 

In addition, says Dean, registration staff members 
must be able to effectively answer the patients’ HIPAA 
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questions. “Staff must ask patients when they are being 
admitted if they would like to be listed in the facility 
directory,” she says. “They must collect appropriate 
documentation to ensure they are dealing with the actual 
patient and not someone who may have stolen the 
patient’s medical identity.”

Staff must verify the patient’s identity through photo 
identification, a palm scan, or other methods, to ensure 
they are addressing the correct patient, says Dean. 
“Medical identity theft can be more than an insurance or 
financial issue. It can also jeopardize a patient’s care by 
compromising their medical record,” she says. “Ensuring 
insurance information is accurate and complete is also 
critical to make sure correct billing takes place.”

Avoid complaints

Patients can file complaints with the Office of Civil 
Rights if they feel that their HIPAA rights were violated, 
warns Dean.

“Patients that do not understand their HIPAA rights 
and how their information is used, disclosed, or secured 
may file a complaint,” she adds.

Penalties for HIPAA violations have increased under 
the Health Information Technology for Economic and 
Clinical Health Act, now ranging from $100 to $50,000 
per violation, and there has been a recent increase in 
enforcement actions, notes Dean. “The federal govern-
ment is taking HIPAA very seriously,” she says. “So are 
patients, because they’re more frequently hearing about 
HIPAA breaches and medical identity theft activities in 
the media.” 

Dean recommends taking the following steps:
• Develop a checklist for the registration staff, so they 

are certain to ask all the necessary questions, distribute 
needed materials, obtain signatures when needed, and 
verify the patient’s identity.  

• Re-evaluate processes regularly to make sure they 
are still appropriate. 

• Conduct random audits to ensure staff are following 
policies and procedures. 

• Provide registration staff with training on HIPAA 
requirements and the organization’s policies and proce-
dures.

EXECUTIVE SUMMARY
Patient registration areas must comply with federal 
patient privacy regulations to avoid fines and prevent 
medical identify theft.
• Collect appropriate documentation to verify the pa-
tient’s identity.
• Develop a checklist with all the necessary steps.
• Audit to ensure policies and procedures are followed. 

“A well-trained staff can answer patients’ questions, 
identify any potential issues, and resolve issues quickly,” 
Dean says.  n

Proven responses 
for access complaints

 

A message left by a patient on the voicemail of Brian 
Sauders, manager of patient access services at 

Indiana University Health North Hospital in Carmel, 
stated that although the service was quick and effec-
tive, she perceived the registration experience to be 
“cold.”

“She didn’t feel like the registrar cared about her. I 
called her back, and we spoke for about an hour,” says 
Sauders. 

After Sauders followed up with the team member 
regarding her perceived behaviors, he called the patient 
back to let her know he’d done so and to remind her to 
contact him if she ever had another bad experience with 
the team. 

“Two things came out of that follow-up call,” says 
Sauders. First, the woman indicated that she originally 
had no intention of coming back, but changed her mind 
because Sauders deemed it important enough to listen 
carefully to her feedback. Secondly, the once-dissatisfied 
patient became a valuable resource for Sauders. 

“We had a series of phone calls over the next few 
months. She would tell me about her experiences and 
give tips,” he says. 

 Even if a patient has a good experience, Sauders still 
contacts him or her to learn more, as with a patient who 
called to express her gratitude to staff she came in con-
tact with during an outpatient visit. “I called her back to 
thank her for taking the time to acknowledge the great 
work that occurs daily at IU Health North,” he says. 
“Once I explained my role, she went on to rave about 
how wonderfully quick, polite, and nice the patient 
access team has been at each visit.”

Sauders says that when it comes to service, patient 
access teams should never accept the “status quo.” “We 
should always be striving for something better,” he says. 
“You can still be accurate and efficient while building a 
relationship with your customer.” 

Unfounded complaints

An angry patient claimed to be right on time for 
her appointment, but Jan Fowler, director of patient 
accounting at Saint Vincent Health Center in Erie, PA, 
learned that in fact, she arrived very late.

“According to the patient, it was our processes, or 
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EXECUTIVE SUMMARY
A patient’s complaint is an opportunity for managers to 
improve satisfaction and address ongoing problems. 
• Listen carefully to the individual’s feedback.
• Ask dissatisfied patients for additional input.
• Contact satisfied patients to learn more.

perhaps our ‘forgetting’ about them being in the lobby, 
that caused them to be late,” says Fowler. 

Another patient insisted he waited two hours before 
being registered which made him late for a magnetic 
resonance imaging (MRI) diagnostic test, says Fowler. 
However, the log book showed he was in the registra-
tion area for just 27 minutes. “The patient had originally 
arrived 10 minutes late and had then gone to the cafete-
ria before going to radiology,” she explains.

Even in cases such as this, Fowler says to avoid call-
ing the patient on the inaccuracy, and offer an apology. 
“Avoid saying anything that puts blame on the patient,” 
she advises. 

Barb Novak, revenue cycle manager at Central 
DuPage Hospital in Winfield, IL, says that even if a com-
plaint is unfounded, there is some value in learning the 
information.  

“Offer a sincere apology, and show compassion,” 
Novak says. “Then assess if there are any process 
opportunities that could be implemented to improve the 
patient experience. There is something from just about 
every patient concern that we can learn from.” (See 
related story, below, on monitoring customer service.)

SOURCES

For more information on patient complaints, contact: 
• Candace Gray, MHSA, CMPE, CPEHR, Admitting/Registration, 
BayCare Health System, Clearwater, FL. Phone: (813) 852-3075. 
Fax: (813) 635-2652. E-mail: candace.gray@baycare.org.
• Barbara Novak, Revenue Cycle Manager, Central DuPage 
Hospital, Winfield, IL. Phone: (630) 933-6514. E-mail: Barbara_
Novak@cdh.org.
• Brian Sauders, Patient Access Services, Indiana University 
Health North Hospital, Carmel. Phone: (317) 688-3032. E-mail: 
bsauders@iuhealth.org.  n 

Service tracked
with these steps

At BayCare Health System in Clearwater, FL, one of 
the trainers in the admitting and registration depart-

ment is dedicated solely to improving customer service 
provided by registration team members.  

“The training starts as part of the team member’s 
new hire training,” says Candace Gray, MHSA, CMPE, 

CPEHR, director of admitting and registration at Bay-
Care Health System in Clearwater, FL. “It includes a 
commitment statement that the team member signs,” 
she says. Here are some ways the department improves 
service:

• A quarterly newsletter on customer service is pub-
lished for registration team members.  

• Team members are held accountable for giving 
“five-star” customer service, by incorporating a cus-
tomer service goal into their annual performance evalu-
ation. 

• The trainer completes observations on site, to 
ensure the team member is using appropriate scripting 
as trained. “Feedback is given on the team member’s 
progress — both positive and opportunities for improve-
ment — to the team member as well as the manager,” 
says Gray.   

Clear up confusion

When a patient expresses dissatisfaction, are you sure 
you know which registrar he or she dealt with, or what 
area of registration? 

Joe Moorehead, site director for patient access ser-
vices at Grant Medical Center in Columbus, OH, says, 
“One of the main challenges for patient access services 
is that patients encounter so many different people dur-
ing their visit. Sometimes, the information given in the 
survey doesn’t truly reflect the experience with our asso-
ciate.”  

Moorehead uses information from patient satisfac-
tion surveys, recognition forms, and other internal 
auditing tools to work with associates on customer 
service. “We continuously provide feedback to our 
associates, both one-on-one and in small group sessions, 
to share examples of ways to engage the consumer. We 
want to make them feel comfortable during the registra-
tion process,” he says.

Moorehead looks for examples of registrars treat-
ing patients like a family member. “There are times 
when individual observations are done,” he says. 
“This is only to provide feedback to our associates to 
ensure success.”  n

Finance questions? 
You have the answers 
Patients want detailed info on costs

Registrars at Hennepin County Medical Center 
in Minneapolis field five or six calls every day 
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from patients asking detailed questions about what 
services will cost them, says Laura Florine, man-
ager of patient financial care services.  
“Patients may postpone care if they are not sure 
about the cost of the service,” she adds.

Some of the calls are from insured patients with 
significant deductibles shopping around for the 
lowest prices, she says, and others are from unin-
sured patients who are inquiring about discounts. 
“If they have already been enrolled in one of our 
discount plans, they want to know what that will 
mean for a particular service they would like to or 
need to have done,” she says. 

Patients are not always exactly sure what service 
to request pricing information on, though, says 
Florine. “They may not be able to articulate the 
name of a procedure, for example, but know that 
it relates to their hip or knee,” she says. “When the 
caller is one of our patients, we can try to contact 
the referring clinic for additional information.”

However, when the caller is not an established 
patient, adds Florine, registrars don’t have any way 
to get more specifics on what services are needed, 
such as whether a magnetic resonance imaging 
test is needed with or without contrast. “If we can 
gather more information, we will do so. Otherwise, 
we give them a price estimate range for that ser-
vice,” she says. 

Actual charges vary

Estimating changes for services that aren’t per-
formed regularly at the hospital is difficult because 
there might be no other cases to compare it to, says 
Florine. Giving price estimates for clinic visits also 
can be tricky. 

“Providing the price estimates based on level of 
service is very straightforward. The complicating 
part is that we don’t necessarily know what other 
charges may be associated with the visit,” Florine 
explains. Registrars don’t know if the provider 
will be ordering labs, for instance, so patients are 
informed that if other services are provided, these 

EXECUTIVE SUMMARY
Registration staff must be prepared to respond to in-
creasingly complex questions from patients about what 
services will cost them. 
• Contact referring clinics to get additional information.
• Inform patients that charges will be higher if additional 
services are provided.
• Use price estimation software to calculate the out-of-
pocket obligation.

might not be included in the estimate. 
Sometimes a caller informs a registrar of his 

or her coverage and asks what the out-of-pocket 
expense will be for a certain service. “We do not 
have a tool at this time that pulls the price esti-
mate for a service and bounces it off of a patient’s 
individual coverage plan and what is left on the 
patient’s deductible,” says Florine.

In this case, registrars provide an estimated 
cost of the service and refer patients back to their 
insurance representative for specifics.

A refund is provided if the patient makes a pay-
ment up front and the service actually costs less 
than the amount quoted and paid, says Florine. 
The patient is billed for the difference if the service 
costs more. “We stress with each price provided 
that it is an estimate, and the actual amount may 
vary based on a variety of factors,” says Florine. 
The patient might have an unforeseeable complica-
tion that changes the service from an outpatient 
procedure to an inpatient stay, for example.

The department is contracting with a vendor 
for a price estimate tool to simplify the process for 
generating a price quote based on ICD-9 and CPT 
codes and calculate the patient’s expected out-of-
pocket obligation using the contracted allowable 
amount for the service. “This will be calculated 
against the patient’s benefit information, looking 
at the deductible, the out-of-pocket maximum, and 
the co-pay amount, and how much of these have 
been met,” Florine says. (See story on steps to take 
if services aren’t covered, below.)

SOURCE
For more information on responding to patients’ financial ques-
tions, contact:
• Stacey Bodenstein, General Manager, Admitting & Registra-
tion, TriHealth, Cincinnati. Phone: (513) 569-6212. Fax: (513) 569-
6619. E-mail: Stacey_Bodenstein@trihealth.com.
• Laura Florine, Manager, Patient Financial Care Services, Hen-
nepin County Medical Center, Minneapolis. Phone: (612) 873-
7612. Fax: (612) 904-4219. E-mail: Laura.Florine@hcmed.org.  n

Service may not be
covered? Tell patient

 

If a pre-certification is required prior to 
service, registrars at TriHealth in Cincin-

nati do everything in their power to be sure 
it’s obtained. However, if this is not obtained 
prior to service, employees are required to get a 
Notice of Non-Coverage signed, reports Stacey 
Bodenstein, general manager of admitting and 
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registration. 
“Typically, the patient is made aware that this 

will be required before they come in for services 
by either their physician or our insurance verifi-
cation department,” Bodenstein adds. 

Registrars use this script when asking for the 
Notice of Non-Coverage to be signed: “You are 
being asked to sign this letter agreeing to pay for 
your services if your insurance company does not 
because  ____________________.”

If the patient refuses to sign the form, regis-
trars document this information and scan it into 
the account, but treatment is not refused, she 
adds. “Staff state the reason they are being given 
the notice, such as no precertification or no cov-
erage,” says Bodenstein. “We also offer a book-
let that explains it in more detail.” 

  
Auths obtained

TriHealth’s insurance verification team 
works closely with payers to obtain authoriza-
tions prior to the date of service. “As payers are 
requiring more and more services to be pre-certi-
fied, this has become an even greater challenge,” 
says Bodenstein.  

To keep staff updated with payer require-
ments, TriHealth’s patient access department 
uses software that interfaces with its health 
information system. “When payer require-
ments need to be updated, we can program it 
to guide the registration employee to the new 
payer plan,” says Bodenstein. “We also send out 
e-mails explaining each change to keep all regis-
tration employees informed.”

The software allows the department to make 
changes quite easily, says Bodenstein, “but 
unfortunately, we still have to find out that we 
are doing something wrong before we can make 
corrections. We work closely with our patient 
accounting department to stay ‘in the know’ 
about upcoming changes.”  n

know if the patient had called the inpatient admissions 
unit or the hospital gift shop. 

Likewise, if a “very dissatisfied” response was given 
to a question about overall satisfaction with the registra-
tion experience, the patient might have been referring to 
a registration performed several years ago, or his or her 
most recent visit to the hospital.  

“The institutional survey provides us with a good 
sense of the level of satisfaction with the overall hospi-
tal,” says Connie Longuet, CHAM, MBA, MHA, direc-
tor of patient access services. “But we were limited on 
acting on certain responses, because the questions are 
general to the overall experience in all departments.”

On the general survey, patients might report dis-
satisfaction because their bill wasn’t correct, which has 
nothing to do with the registration experience, Longuet 
explains. “A patient might have been coming to us for 
years and just got our general hospital survey because 
they were recently admitted,” she says. “It is hard for a 
patient to reflect back on a registration that occurred five 
years ago.”

An 11-question survey was created to address the 
specific needs of new patients making a first appoint-
ment. [The survey is included with the online version of 
this month’s Hospital Access Management. Go to http://
www.ahcmedia.com/public/products/Hospital-Access-
Management.html. On the right side of the page, select 
“Access your newsletters.” You will need your subscriber 
number from your mailing label. For assistance, contact 
customer service at customerservice@ahcmedia.com or 
(800) 688-2421.]  

The survey covers only the experience of new patients 
and omits any other aspects of the patient access role, 
adds Longuet. “For the other areas, such as financial 
counseling and billing, we feel that the institutional sur-
vey provides adequate feedback,” she says. 

Registrars hand the survey to new patients when 
they arrive for their first appointment at the hospital. 
They ask them to drop it into a locked box in the lobby 
area before they leave, and the response rate is more 
than 60%. “By delivering the survey when the patient’s 
experience is fresh, we get immediate feedback on the 

EXECUTIVE SUMMARY
Responses on hospital wide survey tools might be too 
generic for patient access to take action on specific 
problem areas. To get more targeted information on 
satisfaction:
• Create a survey for new patients making a first appoint-
ment.
• Hand a survey to patients immediately after their regis-
tration experience.
• Share identified trends with senior managers.

Don’t be misled
by vague survey data
Get immediate input on registration

When a patient answered “very satisfied” to a survey 
question about how many times a call was trans-

ferred, patient access leaders at the University of Texas 
MD Anderson Cancer Center in Houston had no way to 
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registration experience they just went through, instead 
of them reflecting overall on their hospital experience,” 
Longuet says. 

A multidisciplinary committee developed the new 
patient survey with input from clinical and registra-
tion areas. “Our clinicians are also very concerned 
that patients have access to them in a timely manner,” 
explains Longuet.

Managers are given scores for their departments along 
with verbatim comments. “Patients often name someone 
who was helpful, so managers are able to recognize staff 
that are highlighted,” she says. “When there is an unsatis-
factory result, the managers can address it.”

Trends identified quickly

About 700 new patients are surveyed about their reg-
istration experience during a two-week time period once 
each quarter, which means there is feedback from about 
2,800 new patients each year.

“Since we do it quarterly, we are able to identify 
trends pretty quickly, not only across the institution, but 
also specific departments,” says Longuet. 

The overall satisfaction score is included on the orga-
nization’s institutional dashboard, so senior management 
and all hospital staff can review results. The survey is on 
a 5-point scale from “very satisfied” to “very dissatis-
fied,” and the institution has set a goal of more than 80% 
of patients responding as “very satisfied” as opposed to 
just “satisfied.” “Last year, we were successful at meeting 
that goal, and this year our first quarter result was 83%,” 
says Longuet. Of the last 1,400 patients who completed 
the survey, none gave a “very dissatisfied” response.

An automated system tallies the surveys to give man-
agers quick results, and staff record all the verbatim 
responses to produce the quarterly reports, with all 
comments reviewed for opportunities for improvement. 
When some patients commented that staff did a very 
good job of telling them where to park, but they didn’t 
know which building to go to once out of their car, train-
ing was done to ensure patients were given specific direc-
tions.

“This timely and focused registration survey is an 
important tool used to monitor patient experiences and 
make corrective actions, to ensure we meet the needs of 
our patients,” says Longuet.

SOURCES

For more information on evaluating satisfaction with patient 
access, contact:

• Connie Longuet, CHAM, MBA, MHA, Director, Patient Access 
Services, The University of Texas MD Anderson Cancer Center, 
Houston. Phone: (713) 792-7667. E-mail: clonguet@ 
mdanderson.org.  n

Share key metrics
with clinical areas
Leaders misunderstand revenue cycle

Hundreds of revenue cycle metrics were shared with 
the Cleveland (OH) Clinic’s 22 clinical institutes 

each month, but much of the information wasn’t relevant 
to them, according to Susan M. Milheim, senior director 
of revenue cycle management. 

“We overwhelmed them with too much data,” she 
says. “We said, ‘Instead of sending you 1,000 different 
metrics, let’s whittle it down to the 15 most important.”

Clinical leaders had no idea how their processes 
affected the revenue cycle, says Milheim, but revenue 
cycle leadership now meets twice monthly with adminis-
trators on the clinical side to discuss revenue cycle oppor-
tunities. “There is a longstanding gap between the clinical 
side and the financial side,” says Milheim. “I think we 
wanted to keep out of each others’ backyards. But it 
really comes down to financial viability, and the patient 
experience, for the organization.”

A revenue cycle steering committee created a scorecard 
with metrics relevant to clinical areas, and education was 
performed about their role in the revenue cycle. “As we 
look at performance across these metrics, we might see 
one area performing very well and another performing 
poorly” on such metrics as authorization-related denials, 
says Milheim. “This provides us the opportunity to look 
for opportunities and best practices.”

Accuracy is priority

In some cases, registrars’ priority was to move 
patients quickly through the scheduling or check-in pro-
cess, often without obtaining all the necessary informa-
tion, she says.

“They didn’t understand the implications, both for 
the patient experience or the cash they were leaving on 
the table,” she says. “If we get the registration wrong, 
the likelihood of missing the authorization opportunity 

EXECUTIVE SUMMARY
Educate clinical leaders on how their processes affect the 
overall revenue cycle, and work jointly on quality im-
provement projects. 
• Share only relevant metrics with clinical areas.
• Explain why correct information must be obtained at 
the point of registration.
• Designate a specific individual to review denials and 
claims.
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strongly exists. We may have no opportunity to correct 
it.”

Consistency within each of the 22 clinical institutes 
is an important goal, says Milheim. “We don’t want 
patients to go to cardiovascular and have one experience, 
and have a different experience at gastroenterology,” she 
says. Milheim notes that copay collection rates vary from 
75% to 95%.

Patient access is implementing a registration quality 
assurance tool that might slow down the scheduling and 
registration process, Milheim notes, but will result in 
fewer claims denials. “Registrars want to get the patient 
on and off the phone with as little disruption as possible, 
asking very few questions,” she says. “We are putting 
these edits in place because we need to get it correct for 
the benefit of the patient and the organization.”

Registrars were informed that if the patient isn’t asked 
the right questions at the point of scheduling or registra-
tion, or if information isn’t entered correctly into the sys-
tem, the claim will be denied, says Milheim. She asks her 
staff to imagine how much happier the patient would be 
if the registration was done correctly and how much less 
rework would have to be done. 

“When the patient receives a denial, he or she has to 
call their payer to resolve it, and if necessary, call cus-
tomer service to discuss the denial and possibly wait for 
us to investigate and respond back,” says Milheim. “This 
is frustrating for the patient, and labor-intensive for all 
parties involved.” (See related story on joint improve-
ment projects, below.)

SOURCES
For more information on collaborating with clinical areas, contact:

• Susan M. Milheim, Senior Director, Revenue Cycle Management, 
Cleveland Clinic, Independence, OH. Phone: (216) 636-7210. Fax: 
(216) 636-8088. E-mail: milheis@ccf.org.
• Stacy Calvaruso, CHAM, Assistant Vice President, Patient Man-
agement, Ochsner Health System, New Orleans. Phone: (504) 842-
6092. Fax: (504) 842-9108. E-mail: scalvaruso@ochsner.org.  n

Improve jointly 
with clinical areas

 

To collaborate with clinical areas on quality 
improvement, Stacy Calvaruso, CHAM, assis-

tant vice president of patient management at Ochsner 
Health System in New Orleans, assigns her staff mem-
bers to projects involving both areas.

“These individuals cross-report to the various 
teams,” Calvaruso says. “They will have the ability to 
influence the other team members, by obtaining buy-
in on the value of the work performed from the other 

area.” 
In one recent project, the radiology oncology ser-

vice line was reviewed by  patient access and clini-
cal managers. “We performed a cross-departmental 
review of the registration, discharge, billing, and 
account reconciliation process,” says Calvaruso. “We 
found that there were many areas where we were per-
forming the correct actions, but using different areas 
in our software system to document.”

Using different areas caused problems in the billing 
area, for example, because they weren’t able to view 
comments documented by registration. 

Overall, Calvaruso says that the project “produced 
a collaborative working environment, all the way 
from leadership through line-level associates, in both 
the clinical and clerical environments.” Productivity 
and operational efficiencies improved, resulting in 
increased collections and fewer denials, she says.  

In the radiology oncology area, a service line expert 
position was created. This individual participates in 
group discussions with the leadership team to review 
denials, productivity, unbilled claims, and pending 
claims. 

“This approach promotes a faster resolution time 
which speeds up claim processing,” says Calvaruso. 
“It puts more responsibility on the clinical care team 
to participate in the financial outcomes of the services 
they provide.”  n

EXECUTIVE SUMMARY
Role playing can help patient access staff to become 
more comfortable asking patients for payment. 
• Practice with individuals outside the department.
• Ask financial counselors to provide helpful responses.
• Identify the reason a copay wasn’t collected.

Staff uncomfortable 
collecting? Role play
Reduce discomfort asking for payment

 

To get staff more comfortable collecting, Berdia 
Thompson, admissions supervisor at Hendrick 

Medical Center in Abilene, TX, suggests asking staff 
to participate in role playing exercises with individuals 
from another department. 

“This could possibly eliminate shyness in deal-
ing with people they do not know personally,” says 
Thompson. “It will give them more confidence in ask-
ing for money from strangers.”
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Every patient encounter is unpredictable regarding 
their response to being asked for money, she adds, 
and admission representatives might struggle with the 
uncomfortable task of asking for payment. “Some 
staff members retain uneasy feelings when dealing 
with strangers and money owed,” she says. “Role 
playing with staff members who are strangers provides 
an opportunity for the admission reps to develop bet-
ter communication skills.”

Although any department that is willing to par-
ticipate in the role playing exercises could help, those 
with knowledge of business finance or collections have 
the most to offer, says Thompson. “Most reps have 
dealt with them over the phone, but not face to face,” 
she explains. “The financial counselors are aware of 
the collections process, and we can use them to bounce 
ideas off of.”

Financial counselors are accustomed to hearing rea-
sons as to why a patient cannot pay and will be able 
to suggest effective responses, she adds. “We have role 
played within our department many times. We have a 
customer service video that is played to all new hires 
in which collections role playing is highlighted,” says 
Thompson. “We have done this in re-education col-
lections training sessions, as well as department meet-
ings.”

Although only financial counselors collect at 
Augusta Health in Fishersville, VA, this situation will 
change soon, reports Beth Hall Wiseman, CHAM, 
director of patient access. “We are planning on having 
registration staff begin collecting in 2012,” Wiseman 
says.

When registrars begin collecting, this situation will 
free up the financial counselors to concentrate on con-
tacting the patients prior to their procedure to discuss 
payment arrangements and financial assistance, she 
adds. “Scripting is used for training, but our current 
financial counselors developed their own conversa-
tions,” Wiseman says. “These have worked much bet-
ter than the scripts.” (See related stories on reason for 
failing to collect copays, at right, and reasons to collect 
upfront, at right.)

SOURCES
For more information on increasing upfront collections, contact: 
• Michelle C. Gray, MHA, Director, Patient Access/Outpatient 
Registration, Cincinnati (OH) Children’s Hospital Medical Center. 

Phone: (513) 636-1414. Fax: (513) 636-7531. E-mail: michelle.
gray@cchmc.org.
• Berdia Thompson, Admissions Supervisor, Hendrick Medical 
Center, Abilene, TX. Phone: (325) 670-2671. Fax: (325) 670-4597. 
E-mail: bthompson@hendrickhealth.org.
• Beth Hall Wiseman, CHAM, Director, Patient Access, Augusta 
Health, Fishersville, VA. Phone: (540) 332-4626. Fax: (540) 332-
4665. E-mail: BWiseman@AugustaHealth.com.  n

Ask staff to ID why 
copay uncollected
Reason can help you to improve

If a copay isn’t collected at Cincinnati (OH) Chil-
dren’s Hospital Medical Center, patient access 

trainers want to know the reason why. This informa-
tion is important, says Michelle Gray, MHA, director 
of patient access and outpatient registration, because 
it helps you to identify areas needing improvement to 
increase copay collection rates.

Dorris Ball, patient access trainer and quality con-
trol auditor, says, “When a copay isn’t collected dur-
ing the registration process, the challenge is to get the 
registrar to enter the correct non-collection reason.” 

During training, Ball tells staff to “think insurance 
first,” instead of the visit type, since the visit type 
doesn’t necessarily mean the copay isn’t required. 
“A valid reason would be that the payer doesn’t 
require a copay or that a patient is back for a post-
operative visit within the global period, so no copay 
is required,” she explains. 

Staff now document specific reasons in the com-
ment section, such as, “Patient declined to pay copay 
and asked to be billed,” along with the amount of 
money that was not received. This information is 
included in a hospitalwide report and is used to iden-
tify training needs for the staff, says Gray.

Education on obtaining this detailed informa-
tion is important to improve copay collection rates, 
says Gray, but training on the revenue cycle process 
is also key. “We’ve shared with our registrars that 
payer reimbursement is decreasing every year,” she 
says. “When we don’t collect a copay, there is a cost 
on the back end to send out a bill.”  n

Give patients
a sense of urgency
It’s a good reason to collect upfront

Many patients tell registrars at Abilene, TX-based 
Hendrick Medical Center, “Just bill me later,” or, 

EXECUTIVE SUMMARY
Patient access staff might need additional training to cor-
rectly identify the reason why a copay wasn’t collected. 
• Be specific about what to document. 
• Explain why failing to collect upfront increases costs.
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“I’ll make payment arrangements after my insurance has 
been billed.” 

The patient is more apt to pay for services up front if 
they are aware of all the options available to them, says 
admissions supervisor Berdia Thompson. 

“It instills a sense of responsibility in them to get their 
bill completely paid when they have started the process 
up front,” she says. “It could also alleviate unnecessary 
follow-up on the part of the business office.”

However, registrars are unable to offer payment plans 
to patients at this time, Thompson says. “Time, training, 
and needed information are obstacles to this,” she says. 

Extensive assessments of patient financial records are 
needed at time of admission to appropriately determine 
correct payment options, she explains, and arranging 
payment plans up front possibly could create longer wait 
times for the patient. “There is a sense of urgency when 
dealing with patient care. Time is of the essence when 
registering patients,” she says. “Keeping patients satis-
fied is also critical.” 

More motivation at POS

The average reimbursement for every $1 billed by the 
hospital is only 38 cents, and failing to collect upfront 
decreases cash on hand and increases days in accounts 
receivable, adds Thompson. 

“Patients are more motivated to pay for care at or 
before the time of service,” she says. “We want an 
opportunity to offer financial assistance to those who 
need it.”

Expensive surgeries leave some patients with a high 
balance even if they do have insurance, adds Thomp-
son. Hendrick’s registrars offer patients these payment 
options:

• If self-pay patients pay 50% of the estimated pro-
cedure charge upfront, the remaining balance is written 
off. If the self-pay patient’s bill is $100, for instance, they 
pay $50 upfront and the remaining $50 is written off. 
“There is potential for high dollar accounts to be writ-
ten off,” Thompson acknowledges. “But normally, if a 
self-pay patient is coming in for a $50,000 procedure, 
the chances of them having $25,000 upfront are slim to 
none.” 

• Unexpected or additional charges accumulated dur-
ing patient’s surgical admission are adjusted on the final 
bill, to offer as much assistance as possible to the patient. 

• If insured patients pay 50% of the estimated proce-
dure charge, then they receive 50% off of their final bill.

If the insured patient’s bill is $100, they pay $50 
upfront and then get 50% off their final bill, so instead 
of getting another bill for $50, they get a bill for $25, 
explains Thompson. 

If an insured patient comes in for services and pays 

nothing upfront, there is typically no discount offered 
after insurance has paid their portion, she adds. “We 
just bill for the remaining balance,” says Thompson. 
“At least with the insured, the insurance is paying part 
of their bill, so there is a chance of some reimbursement 
there.”

• If a self-pay or insured patient cannot pay 50% of 
the estimated procedure charge, then registrars ask for 
33% of the amount upfront, and the remaining balance 
can be set up for payment arrangements through the 
business office. 

“They have the appropriate information in which to 
better make decisions regarding payment plans, such as 
income matrix and patient financial records,” Thomp-
son explains.  n

EXECUTIVE SUMMARY
Cross-training patient access staff in multiple areas can 
improve satisfaction and allow staff to assist in other 
registration areas when needed. 
• Have staff assist outpatient areas during peak hours.
• Ask staff to assist pre-registration during down times.
• Address compliance issues unique to certain registra-
tion areas.

Get staff competent 
in multiple areas
Staff need wide-ranging skill set

Members of your patient access staff might act as 
customer service clerks, financial counselors, and 

patient advocates all within an hour, and they also are 
tasked with providing accurate directions within the 
medical center, according to Chris Hatcher, registration 
manager for Sutter Delta Medical Center in Antioch, 
CA.

Patient access staff must be well-versed with numer-
ous insurance plans and need a comprehensive under-
standing of the various plans’ contract language and 
when prior authorizations are required, adds Hatcher. 

“I have found more and more insurance companies 
are doing less in regard to educating patients on the spe-
cifics of their health care plans and what may become 
patients’ responsibilities for services rendered,” she says. 
Therefore, says Hatcher, members of the patient access 
staff have become the point person to explain benefits, 
co-payments, deductibles, and non-covered services to 
the patient.

Patient access staff members need expertise in medi-
cal terminology, coding, enhanced computer skills, and 
customer service, adds Hatcher. They manage a “delicate 
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COMING IN FUTURE MONTHS

balance” as patient advocates and gatekeepers to the 
medical facility, she says. “Once a patient clears patient 
access, many assume all services will be reimbursed and 
covered,” Hatcher explains. “It is imperative that our 
job include properly informing the patient of potential 
financial risk.”

At St. Joseph’s Regional Medical Center/St. Joseph’s 
Wayne Hospital, both in Paterson, NJ, the patient access 
department consists of the information desk, emergency 
department registration, outpatient registration, and 
pre-registration covering the two campuses. “In order to 
maintain adequate coverage and utilize staff effectively, 
staff has been cross-trained in the different areas,” says 
Sandra N. Rivera, RN, BSN, CHAM, director of patient 
access.

Pre-registration staff assist the outpatient area during 
peak hours, which occur in the morning due to many 
patients fasting for outpatient lab work. “This helps 
the outpatient registration area to process the influx of 
patients and reduce the patient wait times,” says Rivera.

During low-volume times in the outpatient area, the 
department’s registration staff assist pre-registration 
areas in the completion of cases booked for future dates. 
“This allows the pre-registration staff to concentrate on 
the insurance verification and authorization component, 
while the registration staff works patient demographics 
and advises the patients of their financial responsibility,” 
says Rivera. 

Blended approach

Betsy Keating, interim patient access director at 
Northwest Community Hospital in Arlington Heights, 
IL, uses a “blended approach” for training, with class-
room instruction, computer-based self-learning modules, 
and hands-on experience. Keating is a senior consulting 
manager at Chadds Ford, PA-based IMA Consulting, 
which provides revenue cycle services for the healthcare 
industry.

Once an employee meets core competencies and dem-
onstrates proficiency in their role, begin cross-training 
for other access areas, such as admitting and emergency 
department registration and registration support for 
freestanding facilities, she advises. 

When an access employee learns interview tech-
niques, insurance entry, benefit verification and eligibil-
ity, point-of-service collections, and customer service, 
these skills are carried with them to all access points, 
says Keating. “Then it is a matter of incorporating the 
nuances of each area to ensure compliance and optimal 
workflow,” she says. For example, she says, emergency 
department compliance is unique because it is gov-
erned by Emergency Medical Treatment and Labor Act 
(EMTALA) regulations, while outpatient registration 

diagnostic areas are subject to Medicare medical neces-
sity and Advance Beneficiary Notice (ABN) compliance. 

“A well-trained, high-performing access employee 
ensures accurate, timely, and efficient registrations 
through the billing cycle,” says Keating. (See related 
story, below, on how cross-training can improve satis-
faction.)

SOURCES
For more information on cross-training patient access staff, con-
tact: 
• Betsy Keating, Interim Patient Access Director, Patient Access 
Services, Northwest Community Hospital, Arlington Heights, IL. 
Phone: (847) 618-4595. E-mail: bkeating@nch.org.
• Jamie Kennedy, Supervisor, Patient Access, Ohio State Univer-
sity Medical Center, Columbus. Phone: (614) 688-6316. E-mail: 
Jamie.Kennedy@osumc.edu.
• Roxana Newton, Patient Access Supervisor, Porter Adventist Hospi-
tal, Denver. Phone: (303) 765-6545. E-mail: RoxanaNewton@Centura.
org.
• Sandra N. Rivera, RN, BSN, CHAM, Director, Patient Access, St. 
Joseph’s Wayne Hospital/St. Joseph’s Regional Medical Center, Pater-
son, NJ. Phone: (973) 754-2206. Fax: (973) 754-4662. E-mail: riveras@
sjhmc.org.  n

Satisfaction soars
with cross training

 

Cross-training is important not only for staffing cover-
age, but it also gives staff a better understanding of 

the revenue cycle as a whole, according to Roxana New-
ton, patient access supervisor at Porter Adventist Hospital 
in Denver. 

“It is vital for patient access associates to be cross-
trained in different areas of the field,” she says.

Newton notes that emergency department registration, 
outpatient registration, financial counselors, and central-
ized scheduling departments fall under the organization’s 
patient access umbrella. “It all begins with the central 
schedulers and ends with the patient’s arrival,” says New-
ton. “Every piece is extremely important. Staff that have 
worked in different areas realize this, because they then 
have an understanding of the system.” These steps occur 
at Porter Adventist:

n Must-have technology 
for healthcare reform

n Give much-needed 
training on insurance 
verification

n Take a lead role in 
preventing revenue loss

n How you can do more 
with fewer staffing 
resources
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• The central scheduler obtains the order from the phy-
sician, and adds the patient to the schedule. “They pre-
register the patient for their appointment over the phone, 
to obtain the insurance information for the financial 
counselors,” says Newton.

• Once the patient is placed on the schedule, that in 
turn notifies the financial counselor to get authorization 
for the procedure and verify the patient’s benefits.  

• The health benefit advisor or financial counselor then 
calls the patient to let him or her know the amount due 
at the time of service. He or she notes the account to alert 
the registrar of what to collect when the patient arrives. 

When the patient checks in the day of the test, the 
payer already has been notified, and the patient is aware 
and ready to pay their financial responsibility, says New-
ton. 

“The total experience for the patient is much 
smoother,” she says. “A registrar who has done these 
job functions is able to answer the patient’s questions, 
whether it is about benefits or the exam.”  

Cross-training has improved patient satisfaction and 
made staff more productive, says Sandra N. Rivera, RN, 
BSN, CHAM, director of patient access at St. Joseph’s 
Regional Medical Center/St. Joseph’s Wayne Hospital, 
both in Paterson, NJ. “In order to be successful, staff 
must be trained to be able to complete the functions in a 
competent manner,” Rivera says. “A process must be set 
up so staff is trained in each department and then rotates 
through the area.”

This process allows staff members to practice and 
keep up their skills, along with decreasing any anxiety 
staff members might have when going to cover a different 
department, she says. “Standardization of process, com-

puter systems, and policies are essential to decrease any 
possible errors or delays,” Rivera adds. 

As hospital budgets get tighter, patient access depart-
ments must find ways to provide excellent patient care 
without compromising quality, says Rivera. “Flexibility in 
staff is required, to be able to shift where the need is in the 
healthcare setting,” she adds. 

Patients get more help

At Ohio State University Medical Center in Columbus, 
registration staff are being cross-trained in the financial 
counseling area, reports Jamie Kennedy, a patient access 
supervisor. 

“Our registration staff are on the front line every day,” 
Kennedy says. “They constantly receive questions from 
patients regarding their financial assistance or even just 
basic insurance questions.”

With financial counseling training, Ohio State’s regis-
trars are able to offer more assistance to each patient that 
comes through the door, she says. “It gives them a bigger 
knowledge base. They see what other areas of patient 
access are out there,” Kennedy says. “They see the bigger 
picture of how each section of patient access affects each 
patient in a different way.”

Because members of the registration staff are trained 
in multiple areas, they can be rotated through those 
areas when coverage is greatly needed, says Kennedy. 
“They can jump right into the job with little to no learn-
ing curve,” she says.  “This increases productivity of the 
patient access department as a whole.”  n



Exhibit A 

Survey Instrument 

 

 

 

A. Indicate Clinic: (CIRCLE Only ONE) 
 

 1 Brain & Spine Center 
 2 Breast Center 
 3 Cancer Prevention Center 
 4 Cardiopulmonary Center 
 5 Children’s Cancer Hospital  
 6 Clinical Care Center in the Bay Area 
 7 Clinical Center for Targeted Therapies 
 8 Endocrine center  
 9 Gastrointestinal Center 
 10 Genitourinary Center 
 11 Gynecology Center 
 12 Head & Neck Center 
  
 

 
 
 
13 Internal Medicine Center 
14 Leukemia Center 
15 Lymphoma/Myeloma Center 
16 Melanoma/Skin Center 
17 MOHS 
18 Pain Center 
19 Palliative Care and Rehabilitation Center 
20 Plastic Surgery Center 
21 Radiation Oncology 
22 Sarcoma Center 
23 Stem Cell Transplantation Center 
24 Thoracic/Orthopedic Center 
    

B. Date of Visit: 

 

 ____________/_____________/___________ 

 Month (00)/   Day (00)/  Year (0000) 

 

 

 

 
 

 
 
 
 

Dear M. D. Anderson Patient,  
 
Please help us improve the process for becoming a patient 
at The University of Texas M. D. Anderson Cancer Center.  
This short (five minute) survey addresses customer service 
during the new patient referral process.  Your responses are 
very important to us and are strictly confidential.  Survey 
responses will be analyzed by our Institutional Research 
Department. No responses will be identifiable by patient 
name or medical record number.  We thank you for your 
help. 
 
Your M. D. Anderson Care Center Team 
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INITIAL CONTACT WITH M. D. ANDERSON 
1. How did you hear about M. D. Anderson?  (CIRCLE ALL THAT APPLY)  
 1 Advertising through the Internet, newspaper, and/or a community event 
 2 Family and/or friend 
 3 Have been a patient previously 
 4 My doctor 
 5 Other M. D. Anderson patients 
 6 Television 
 7 Other (specify): _______________________________ 
 

2. How did you initially contact M. D. Anderson? (CIRCLE ALL THAT APPLY) 
 

 1 Called the askMDAnderson Line, 1-877-MDA-6789 
 2 Called the main hospital line, 713-792-6161 
 3 Called the specific center access services for New Patient Appointment 
 4 My doctor made the initial contact    → skip to question 5 
 5 Through the Internet → skip to question 5 
 6 Other (specify): _______________________________ 
 

3. How satisfied were you with the initial promptness of response from M. D. Anderson 

for your initial appointment? (CIRCLE ONE) 
 

 1 Very satisfied 
 2 Satisfied 
 3 Uncertain; neither satisfied nor dissatisfied 
 4 Dissatisfied 
 5 Very dissatisfied 
 

APPOINTMENT SCHEDULING PROCESS 
 

4. When you were calling for an appointment, how many times were you transferred 

before you reached the person who could schedule your appointment? 
 

 1 None, the first person I talked with made the appointment 
 2 Once 
 3 Twice 
 4 Three times 
 5 Four or more times 
 

5. How courteous was the staff in scheduling your first appointment at M. D. Anderson? 

 1 Very courteous 
 2 Courteous 
 3 Uncertain; neither courteous nor discourteous 
 4 Discourteous 
 5 Very discourteous 
 
 

6. How clearly did the staff explain the steps to becoming an M. D. Anderson patient? 
  

 1 Very clearly 
 2 Clearly 
 3 Uncertain; neither clearly nor unclear 
 4 Unclear 
 5 Very unclear 
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APPOINTMENT SCHEDULING PROCESS, CONTINUED 
 

7. How helpful was the staff in guiding/assisting you through the steps of becoming a 

patient at M. D. Anderson? 
 

 1 Very helpful 
 2 Helpful 
 3 Uncertain; neither helpful nor unhelpful 
 4 Unhelpful 
 5 Very unhelpful 
 

8. How informed were you kept through the steps of becoming a patient at M. D. 

Anderson? 
 

 1 Very informed 
 2 Informed 
 3 Uncertain; neither informed nor uninformed 
 4 Uninformed 
 5 Very uninformed 
 

FIRST APPOINTMENT EXPERIENCE 
 

9. How prepared were you for your first appointment? 
 

 1 Very prepared 
 2 Prepared 
 3 Neither prepared nor unprepared  
 4 Unprepared 
 5 Very unprepared 
 

10. How would you rate the courtesy of the staff at the time of your registration 

appointment? 
 

 1 Very courteous 
 2 Courteous 
 3 Uncertain, neither courteous nor discourteous 
 4 discourteous 
 5 Very discourteous 
 

11. Rate your overall satisfaction with your initial appointment process with M. D. 

Anderson: 
 

 1 Very satisfied 
 2 Satisfied 
 3 Uncertain; neither satisfied nor dissatisfied 
 4 Dissatisfied 
 5 Very dissatisfied 
 

COMMENTS: Please tell us what we can do to improve the first appointment process. 
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Thank you for your help.  Please return the survey to the receptionist’s desk before you leave. 
 

 

 
 

 
 

New Patient Survey 
 
 

 
 

↑ FOLD HERE TO CLOSE  ↑ 
 
 
 
 

 
 

New Patient Survey 
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