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Cut registration waits by 60 minutes: 
Watch your satisfaction scores soar
Incorrect orders are obstacle

Wait times in registration areas are “generally a huge dissatisfier,” 
says Brenda Sauer, RN, CHAM, director of patient access at 
New York Presbyterian Hospital in New York City. “Many 

times, we have patients waiting for beds because patients don’t leave when 
we anticipate, clinical cases go longer than expected, or emergencies occur.”

Emergency department wait times were cut by 60 minutes with a quick 
registration process used by clinicians and registrars, and satisfaction scores 
rose four points as a result, reports Sauer. As the triage nurse assesses the 
patient, the registrar does an abbreviated registration, which is then com-
pleted at the bedside. 

“When we first started the process, one challenge was developing the 
teamwork between nursing and the registrars,” says Sauer. “The registrars 
now sit next to the triage nurse. They are very much a team.”

Bedside registration means registrars need to work closely with nurses 
and physicians in order to do their jobs. Physicians have become accus-

HAM reader survey now online

This year, we’re going digital with our annual Hospital Access 
Management reader survey – and giving away a free publication 

to subscribers who take it. To participate, go to the web address at the 
bottom of this message and enter your responses. When you’re done, 
you’ll receive a PDF of our new 57-page publication, 2012 Healthcare 
Salary Survey & Career Guide.

Thanks in advance for sharing your thoughts about HAM and how 
we might better meet your needs as a subscriber.

Here’s the web address for the survey: 
https://www.surveymonkey.com/s/HAMsurvey2013
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tomed to waiting a moment for registration to be 
completed when they come to examine the patient, 
for example. “It forces the registration staff to col-
laborate with the clinical staff working around them, 
so everyone can get their job done,” says Sauer.

Missing, incorrect info

Missing authorizations and incorrect orders are 
two common reasons for long waits in registraion 
areas at Baptist Health Corbin (KY), reports Andy 
Dunn, director of patient access services. 

“It is definitely a patient dissatisfier. The customers 
always blame it on the hospital when we are at the 

mercy of the physician’s office,” he adds. 
If incorrect orders occur, patients must wait 30 

minutes to two hours to be registered. “Wait times 
could be cut by 30% if orders were correct,” Dunn 
says.

Providers’ offices are often unaware of what can 
hold up a patient’s registration, such as a missing 
diagnosis, an incorrect diagnosis, an incorrect social 
security number, an ordered test not selected, a miss-
ing signature, or a nurse’s signature, which invali-
dates the order. “If it happens early in the day, the 
patient must wait until the physician office opens,” 
Dunn says. “Scheduled procedures do not share the 
same delays, since we have the order ahead of time. 
Our big wait times come from walk-ins.” Registrars 
tell patients, “I am so sorry for your delay. We are 
working with your physician to receive a corrected 
order so you may receive the best of care.”

“We have a physician liaison who works with us 
to educate physician offices on areas of improve-
ment,” says Dunn. “We create helpful hints and 
reminder sheets for her to distribute to the offices.” 
[The helpful hints are included with the online ver-
sion of this month’s Hospital Access Management. 
For assistance, contact customer service at custom-
erservice@ahcmedia.com or (800) 688-2421.] 

Avoid “undue stress”

Medical necessity not being met is the most com-
mon reason for patients leaving registration areas 
dissatisfied at OCH Regional Medical Center in 
Starkville, MS, according to Steven K. Cochran, 
patient access supervisor over admissions and ER 
registration. 

“I strive to keep open communication with our 
clinics on the importance of adequate documentation 
and information required by us that is needed from 
their offices, to decrease a patient’s wait times,” he 

EXECUTIVE SUMMARY
Patient access leaders often receive complaints on 
wait times and delays in registration areas, but these 
are typically caused by incorrect orders and missing 
authorizations. A quick-registration process cut 60 
minutes from wait times in the emergency depart-
ment at New York Presbyterian Hospital. Other ap-
proaches:
• Inform clinical leaders of information that’s re-
quired.
• Do a quick registration alongside clinical staff.
• Tell patients the reason for delays.
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says. (See related stories on how the hospital’s online 
pre-registration system decreased wait times, this page, 
and what to tell patients if delays occur, below.)

Cochran says one of his primary goals, after being 
promoted to supervisor of patient access, was to “to 
set the facility apart from others, where wait time and 
efficient registrations and admissions are concerned.”

Previously, when an additional test or procedure 
was added, a clerk in the clinical area was the one 
who made the patient aware of the need to sign an 
Advance Beneficiary Notice (ABN). Many patients 
had concerns about how their insurance coverage 
would be affected and wanted to know more about 
medical necessity. “The clerks were not familiar with 
the rules and policies regarding this,” says Cochran. 
“Sometimes the patients got a little irritated that they 
were unable to answer any questions they may have 
had regarding this.”

At that point, the clerk would contact someone 
from patient access to come and educate the already-
frustrated patient. To avoid problems, clerks now 
contact patient access as soon as they learn an addi-
tional test or procedure is being added.

“The majority of the time, we have the informa-
tion needed to prevent adding any undue stress or 
concern to a patient,” says Cochran. 

SOURCES

For more information on how patient access can address wait 
times in registration areas, contact:
• Steven K. Cochran, Patient Access Supervisor, OCH 
Regional Medical Center, Starkville, MS. Phone: (662) 615-
2581. Fax: (662) 615-2619. Email: scochran@och.org.
• Andy Dunn, Director, Patient Access Services, Baptist Health 
Corbin (KY). Phone: (606) 523-8656. Fax: (606) 523-8609. 
Email: adunn@bhsi.com. 
• Brenda Sauer, RN, CHAM, Director, Patient Access, New 
York Presbyterian Hospital, New York City. Phone: (212) 746-
4630. Fax: (212) 746-2891. Email: bsauer@nyp.org. n

Care is delayed?
Offer patients info
Keep them informed

Members of the patient access staff hand a pager 
to anyone waiting more than a few minutes 

in a registration area at OCH Medical Center in 
Starkville, MS, which frees the patient and family to 
leave the immediate area.

“It is very similar to what restaurants use for 
wait times, and allows patients to visit the cafeteria, 

gift shop, or coffee shop,” says Steven K. Cochran, 
patient access supervisor over admissions and emer-
gency department registration.

Whatever the reason for the wait, patient access 
employees resist the temptation to point fingers 
outside the department. “One of the most impor-
tant things is to not ever place blame for a wait on 
another department or individual,” he stresses. “Peo-
ple want to feel they can trust that every individual 
involved in their visit is doing the best they can to 
provide excellent service”

The goal is to give patients a strong impression 
that your facility is working as a team to provide 
excellent service and healthcare, says Cochran. 
“Make sure that you are more than willing to be 
their source of information, for questions and con-
cerns that they might have,” he says. 

At New York Presbyterian in New York City, reg-
istrars use this scripting: “Hello, Mr. or Mrs. ____. I 
want to update you on the status of (whatever they 
are waiting for). Is there anything I can do for you?” 
Brenda Sauer, RN, CHAM, the hospital’s director 
of patient access, says, “We find that if we keep the 
patient informed as to why there is a delay, they are 
more understanding.”

If waits are significant, registrars don’t hesitate to 
offer food vouchers for the hospital’s cafeteria. “The 
staff has complete autonomy in determining when 
to give a voucher,” she reports. “On average, we use 
one or two a day.”

Patient access employees round on patients in 
the waiting room every 30 minutes to give them an 
update as to why they are still waiting. “Many times, 
it is because they are scheduled to be admitted and 
the bed they need to go to is not available,” says 
Sauer. “If this is the case, my staff will call the unit 
to find out what the delay is and share it with the 
patient.” For example, registrars might tell patients 
that there is an emergency on the unit holding up 
the room or that their room is being cleaned. “It lets 
the patient know we have not forgotten them,” says 
Sauer. n

Online pre-registration
helps your wait times

Fewer patients have to wait to be registered due 
to a new online pre-registration system at OCH 

Regional Medical Center in Starkville, MS. 
“We limited it to one clinic’s use until we got the 

bugs worked out,” says Steven K. Cochran, patient 
access supervisor over admissions and emergency 
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department registration. “We had to make sure all 
the necessary fields were included in the online page, 
and set up a procedure on how to handle the actual 
patient flow when they arrived.” 

The hospital’s website features a link to the online 
services, which are pre-registration and bill payment. 
Patients are directed to a user-friendly “fill-in-the-
blank” page. “At the end of the day, this drops into a 
queue that one of our registrars is assigned to work,” 
Cochran says. 

The registrar creates a “pre-reg packet” that is 
pulled when the patients arrive. At that point, regis-
trars simply need to verify the patients’ information 
and direct the patients to the proper departments for 
their tests or procedures. “It has been really conve-
nient for patients in speeding up the process, espe-
cially on high-volume days,” reports Cochran. 

To publicize the new service, the hospital sent 
press releases to local media and ran several full and 
half-page ads in the local paper. Patient access leaders 
distributed informational cards explaining how the 
pre-registration service worked. “We hand-delivered 
those to the clinics and explained the procedure to 
the clinic staff,” says Cochran. “We then distributed 
them to all patient-accessible areas throughout the 
facility.” 

Patient access areas added a column to sign-in 
sheets and asked patients if they had pre-registered 
online. “If they did not, we tell them about it,” he says. 
“We are seeing eight to ten patients a day pre-register 
online, and numbers are steadily increasing.” n

Hospital VIPs 
can empower access 
Staff members take action instead of complaining

Do some patient access employees make a habit 
of complaining about various things, yet take no 

action to fix the problem? Patient access leaders at St. 
Margaret’s Hospital in Spring Valley, IL, learned that 
some personal attention from hospital VIPs can turn 
this problem around. 

In 2013, the organization contracted with the Gulf 
Breeze, FL-based Studer Group. “This group edu-
cates everyone that the changes start at the top,” says 
Kimberly Happ, RHIA, director of health informa-
tion management, records, registration, scheduling, 
and switchboard. “One of the skills that we learned 
early in the process is ‘rounding.’”

A different vice president rounds in patient access 

areas each month, asks staff members what is work-
ing well, and gives them a chance to report concerns. 
“Basically, we want to get to know our employees 
on a better level and pre-empt any problem before it 
snowballs,” she says.

Registrars also can interact with hospital leaders, 
including the president and chief financial officer, at 
quarterly employee forums. “The president has an 
open door policy, but how many employees ever go 
up and see him?” asks Happ.

The approach has made patient access employ-
ees speak up about longstanding issues instead of 
complaining to coworkers, reports Happ. “The wall 
has come down. They are not as afraid to say some-
thing,” she says. “They are not as inhibited to men-
tion issues or concerns that they feel affect their area, 
the hospital, and more importantly, the patients. 
Instead of complaining about it, somebody puts a 
work order in.” Here are some changes made as a 
result of feedback from patient access:

• Unprofessional-looking signs were replaced in 
the emergency department.

Staff had noticed handmade paper signs taped to 
walls directing patients to use a different entrance-
way or to ring the bell after 8 p.m., often with words 
misspelled, but no one had done anything about it. 
It wasn’t a registration issue directly, explains Happ, 
yet the signs conveyed an unprofessional image to all 
patients. “All it took was somebody from marketing 
to come down and make better-looking signs,” she 
says.

• Nursing leaders were educated on what informa-
tion registrars need in order to fill out Advance Bene-
ficiary Notices (ABNs) before a patient is transferred. 

“They now understand that the hospital has to 
pay for the ambulance transfer if they don’t meet 
medical necessity,” says Happ.

• Patient access staff members were able to solve 
a problem of patients constantly asking the switch-
board for change for a $20 bill.

EXECUTIVE SUMMARY
During monthly rounding and quarterly employee 
forums, hospital leaders encourage patient access 
employees to speak up about problems and address 
them. As a result, the following happened:
• Unprofessional emergency department signs were 
replaced.
• Patient access leaders educated nursing about 
medical necessity.
• Members of the registration staff obtained wireless 
mice.
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Patients needed smaller bills accepted by cafete-
ria vending machines, and the problem was solved 
by getting the bank to place $5 bills in the ATM 
machine.

• Patient access staff put in a work order to have a 
frayed doormat replaced. 

“It was a patient safety issue, it was ugly and dirty 
and needed to be replaced,” Happ says. “The very 
next day, it was fixed.”

• A frequently used restroom near a registration 
area was remodeled.

“We had a very ugly, outdated bathroom, used 
heavily by staff and patients, that we all com-
plained about every day,” says Happ. Staff members 
assumed the president of maintenance knew about 
the problem and just didn’t do anything about it, but 
they learned this wasn’t the case. “How can you fix 
something you don’t know is broken? Within several 
months, the bathroom was totally redone,” she says. 

• Staff were given wireless mice.
After Happ was told that staff wanted these to 

reduce clutter in their work space, she was able to 
obtain them within moments. “It took me longer to 
plug them in and put in a new battery,” she says. 
“They love having more room on their desks.”

SOURCE

For more information on hospital leaders interacting with 
patient access employees, contact:

• Kimberly Happ, RHIA, Director, Health Information Man-
agement/Records/Registration/Scheduling and Switchboard, 
St. Margaret’s Hospital, Spring Valley, IL. Phone: (815) 664-
1549. Fax: (815) 664-1169. Email: KHapp@aboutsmh.org. n

12 registrars in this system 
CHAA-certified each year!
Credential makes them more invested

About a dozen patient access employees a year 
take the Certified Healthcare Access Associate 

(CHAA) examination at University of Utah Health 
Care in Salt Lake City, and only two have n65ot 
passed in the past five years. 

“It gave them a better understanding of our role 
in the revenue cycle,” says Katie Harwood, CHAM, 
admissions manager over financial advocates and 
emergency department registration. 

Ninety percent of the hospital’s admitting team 
have obtained CHAA certification, compared to 
about 60% of emergency department registrars, 

EXECUTIVE SUMMARY
Patient access leaders are encouraging registrars to 
obtain Certified Healthcare Access Associate (CHAA) 
certification to improve retention and morale. To 
generate excitement, do the following:
• Promote the credential at staff meetings and in 
newsletters.
• Reimburse employees for the exam fee, and offer a 
salary increase.
• Tailor study groups to individual learning styles.

partially because the admitting department manager 
has built it into the performance expectations, she 
reports.

Obtaining CHAA certification is a strong signal 
that your employee intends to stay in the field of 
patient access, says Wendy M. Roach, RDMS, man-
ager of patient access and central scheduling at Advo-
cate Good Shepherd Hospital in Barrington, IL. “If 
the associate is not invested in being a registrar, then 
they will not do all that they can to learn about their 
job or industry,” she says. 

Roach generated awareness and excitement about 
the exam at staff meetings and by publicizing it in 
monthly newsletters, and she held study sessions 
one evening a month. “Certification in a clinical role 
is very highly regarded. But in a non-clinical role, it 
is not always required as a part of a prerequisite for 
a job description,” she explains. “Therefore, it may 
not seem as a big deal to obtain for some associ-
ates.”

Roach encourages all of her registrars to take the 
test, and she reimburses them for the examination 
fee if they pass. Six associates at Advocate Good 
Shepherd obtained CHAA certification this year, 
and 13 more are waiting for the test results now. 

Roach says her biggest challenges were to estab-
lish awareness of the credentialing and motivate 
staff into thinking about what obtaining CHAA 
could mean for their future success. 

“As we move forward, our job descriptions 
will include certification,” she predicts. “This will 
become more of the standard in the field, allowing 
more opportunity for those that have obtained their 
certification.” (See related story, p. 66, on helping 
staff to prepare for the exam, and nurturing future 
access leaders, p. 67.)

Offer these incentives

Patient access employees who take the CHAA 
exam at University of Utah employees are reim-
bursed half of the exam fee, and they also receive a 
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permanent salary increase of 30 cents per hour.
“We view the CHAA as an incentive for them to 

take their position seriously and learn all the aspects 
of the job,” Harwood says.

Obtaining CHAA certification prepares employ-
ees for a continually expanding role in patient 
access, she adds. “Our role is not limited to just reg-
istration or scheduling. We are more involved with 
understanding insurances, financial counseling, and 
cash collection,” Harwood says. “We expect more, 
and our staff can deliver.”

The fact that the CHAA exam covers all aspects 
of the revenue cycle is eye-opening for many 
employees. “When they look at the questions, they 
realize their role is not narrow,” says Harwood. 
“It helps them mentally prepare for things they 
are expected to do or will have to adapt to. In the 
future, they may be doing something different.” 

More networking

Harwood says her own experience obtaining Cer-
tified Healthcare Access Manager (CHAM) certifi-
cation in order to validate her knowledge and skills 
helps her to encourage staff to do the same. 

“We all need to adapt, because patient access is 
changing so much,” she says. “It forced me out of 
my comfort zone and to look outside my organiza-
tion and learn what other hospitals are doing.”

At a recent National Association of Healthcare 
Access Management (NAHAM) conference, Har-
wood found herself networking with other patient 
access professionals — something she hadn’t done 
previously — and she credits her new CHAM certi-
fication. She says the same is true for staff members 
who obtain their CHAA.

“I was able to tell people, ‘I just got my CHAM 
certification,’ as an ice breaker,” she says. “It’s all 
about building relationships so we can support each 
other.”

SOURCES

For more information on helping staff to obtain Certified 
Healthcare Access Associate certification, contact:

• Katie Harwood, CHAM, Admissions Manager, University of 
Utah Health Care, Salt Lake City. Phone: (801) 585-5567. Fax: 
(801) 585-1252. Email: Katie.Harwood@hsc.utah.edu.
• Cindy Thomas Lowe, CHAM, Patient Access Director, Dan-
bury (CT) Hospital. Phone: (203) 739-8204. Fax: (203) 739-
1905. Email: Cynthia.Thomas@wcthn.org.
• Wendy M. Roach, RDMS, Manager, Patient Access and 
Central Scheduling, Advocate Good Shepherd Hospital, Bar-
rington, IL. Phone: (847) 842-4186. Fax: (847) 842-5325. E-mail: 
Wendy.roach@advocatehealth.com. n

Step in to help staff
prepare for CHAA

Previously, the patient access department at Uni-
versity of Utah Health Care in Salt Lake City 

offered structured study groups to employees who 
wanted to take the Certified Healthcare Access 
Associate (CHAA) examination. The education 
was provided by one of the hospital’s trainers, who 
reviewed the material in the CHAA study manual. 
This study group made staffing registration areas 
difficult, however, since multiple employees from 
the same area were attending the group at the same 
time.

“Also, staff didn’t get a lot of benefit out of it, 
because the exam changes pretty frequently. They 
don’t use the questions straight from the manual; 
you need a broader knowledge base,” says Katie 
Harwood, CHAM, admissions manager over finan-
cial advocates and emergency department registra-
tion.

In 2011, Harwood learned that the organiza-
tion’s trainers would no longer be providing the 
study groups. “They weren’t going to do it any-
more, because it wasn’t in the overall mission of the 
organization,” she says. “So we had to figure out 
how to provide the training ourselves.”

Every three months, patient access supervisors 
offer study groups at various times, with employ-
ees from different areas learning from each other’s 
expertise. “Financial counselors don’t do many 
registrations, and registration is not as involved 
with all the details of insurance information that the 
authorization group is,” she explains.

Staff members generally need the most help with 
questions involving regulations, scheduling, and 
clinic operations, Harwood says, but the prepara-
tion is geared toward the learning styles of the indi-
viduals taking the exam. “We’ve gone away from 
the structured study group. It is now driven by what 
they need,” she says. “Some staff really need some-
body else to learn with to help them, but others like 
to do it all on their own.”

Harwood and two colleagues, all with Certified 
Healthcare Access Manager (CHAM) certifica-
tion, are the ones who proctor the quarterly CHAA 
exams.

“We are the only hospital organization in Utah 
that has a program in place for our employees,” she 
adds. “One of our goals is to expand the program 
so that we can facilitate the exam for other organi-
zations.” n
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Use CHAA certification
to help identify leaders

At Danbury (CT) Hospital, patient access associ-
ates are categorized in three levels, which gives 

them an incentive to obtain additional education 
and Certified Healthcare Access Associate (CHAA) 
certification, reports Cindy Thomas Lowe, CHAM, 
patient access director.

Employees are hired as a Patient Access Liaison 
Level One. Upon meeting training requirements and 
passing their CHAA exam, they move up to a Level 
Two. “The third level is more of a lead role,” she 
says Lowe. “This is for someone who can support 
the patient access supervisor in training and staff 
competencies and to be the first one the staff go to 
when they have a problem.”

Each level brings an increase in salary, which is 
based on the employee’s current rate and the rates 
associated with the positions. “Not everyone gets to 
be a Level Three, but it does help with staff retention. 
It gives them something to strive for,” says Lowe. 

Employees typically obtain their CHAA within 
the first year of employment, but it takes others a 
little longer. “Staff have become a little competitive, 
knowing that other staff have obtained their certifica-
tion,” she adds. 

When staff members obtain their CHAA, Lowe 
announces it in the department’s “Vital Signs” 
weekly newsletter. “We also announce it at meetings 
and send out a congratulatory e-mail to all of their 
co-workers,” she says. 

CHAA certification not only helps with retention, 
but it also encourages future patient access leaders, 
says Lowe. “We are a growing department,” she 
says. “We are always looking for potential supervi-
sory and management candidates.” n

Same-day appointment
needed? Answer is ‘Yes’ 

When a patient asks for an urgent appoint-
ment at Tufts Medical Center in Boston, “the 

answer is never ‘no,’” says Pamela Nettles-Gomez, 
business operations manager of internal medicine and 
adult primary care. 

“We will find a way to make it work,” says 
Nettles-Gomez. “We also ask our patients to under-
stand that their primary care physician works in a 
collaborative team model.” This model means that if 

the patient’s primary care physician is not available 
on the day he or she wishes to be seen, another team 
member, which might be a different primary care 
physician, a nurse practitioner, a registered nurse, or 
a medical assistant, will take care of the patient.

“It’s all about personalizing the experience for the 
patients and providers alike,” says Nettles-Gomez. 
“Patients need to know that someone is there for 
them, no matter what day of the week it is. Providers 
don’t want someone who has never met them or their 
patients answering their phones.”

`The volume will come’ 

If patients know that the office is flexible and the 
healthcare team is available whenever needed, “the 
volume will come,” says Nettles-Gomez. “We have 
made same-day access a reality by using a multi-
pronged approach.” The patient access department 
has made these changes:

• Schedules are a mix between open-access and 
defined appointment lengths and types.

“For example, if a provider’s schedule is not fully 
booked on any given day, those slots are available 
to any of our patients who want to be seen,” says 
Nettles-Gomez. 

• Managers closely track the number of same-day 
appointments and look for trends. 

Based on historical data, managers know that 
same-day availability is very low the day before and 
after New Year’s Day, on Martin Luther King Day, 
and during school vacation weeks. 

“We are proactive. We work with our providers 
to save same-day appointments in advance,” says 
Nettles-Gomez. “On these days, we also make sure 
that our urgent care physician is working.”

• Calls are answered by a call center.
“However, our call center is somewhat atypi-

cal,” says Nettles-Gomez. “The words ‘call center’ 
sometimes come with a bad connotation these days. 
Providers feel like someone they don’t know will be 
answering their phones.” 

To avoid this, call center employees are considered 
as much a part of the team as any other hospital 

EXECUTIVE SUMMARY
Same-day scheduling for urgent appointments is 
routinely offered to patients at Tufts Medical Center. 
These changes were made:
• Providers’ schedules include open access slots.
• Managers closely track trends in same-day appoint-
ments.
• Call center employees work closely with providers.
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employee. “They sit with the other employees, attend 
meetings, and interact with our physicians and nurses 
constantly,” says Nettles-Gomez. “They under-
stand provider preferences and know who ‘squeezes 
patients in’ or will extend clinic hours when neces-
sary.” (See related story on obtaining authorizations 
for same-day add-ons, below.)

SOURCES

For more information on same-day scheduling, contact:
• Jill Eichele, CHAA, Manager, Patient Access Services, Little-
ton (CO) Adventist Hospital. Phone: (303) 734-2130. Email: 
JillEichele@Centura.org.

• Pamela Nettles-Gomez, Business Operations Manager, 
Internal Medicine/Adult Primary Care, Tufts Medical Center, 
Boston. Phone: (617) 636-5972. Email: PNettles@ 
tuftsmedicalcenter.org. n

Same-day add-ons?
Get auths in place 
Delays avoided for patients

Some patients who were same-day add-ons had to 
wait lengthy periods of time in registration areas 

at Littleton (CO) Adventist Hospital simply because 
an order or authorization wasn’t in place. 

“Depending on the situation, patients waited any-
where from 30 minutes for two hours to have their 
test because we were waiting on an authorization,” 
says Jill Eichele, CHAA, manager of patient access 
services.

Same-day add-ons are now reserved for urgent/
stat exams only at Littleton Adventist Hospital, due 
to challenges in obtaining pre-authorizations prior to 
the patient’s arrival. Another challenge was making 
sure a valid order was in place. “If we run into either 
one of these issues, it causes delays for the patient, 
which we would like to avoid,” says Eichele.

The goal is to ensure everything is in place before 
the patient arrives, so the patient’s visit can go as 
smoothly as possible. When the authorization is in 
place before the patient arrives, it cuts registration 
wait times down to under 10 minutes. “If it is some-
thing that we know does not require a pre-auth, and 
the clinical department can accommodate, we do try 
to get the patients in as quickly as possible,” she says. 
Screening mammograms, X-rays, EKGs, and most 
ultrasounds fall into this category.

“By scheduling them for the next day, it gives us 
enough time to have everything ready for them,” 
says Eichele. “If we keep the patients and physicians 

happy, this will lead to increased repeat business and 
referrals.”

Fewer problems for patient

If a patient’s same-day request can’t be accom-
modated, registrars explain that to ensure insurance 
will cover the test, they need to schedule the patient 
a couple of days out so they can make sure proper 
authorization is in place. “We also explain that we 
don’t want them to have to wait when they arrive, 
and this helps streamline the check-in process,” says 
Eichele.

Between 5% and 10% of tests are same-day add-
ons. “We let any stat requests go through even if we 
don’t have an auth, as we don’t want to delay urgent 
patient care,” says Eichele.

A tool notifies health benefits advisors when an 
appointment is added on, and they also get a print-
out for all same-day add-ons. “That allows us to pri-
oritize and work on getting the authorization ASAP,” 
says Eichele. “If we need further clinical information, 
we work very closely with the physician office to 
obtain these authorizations.” 

Insurance companies often request lab results, a 
list of medications, and results from previous testing 
to ensure the test meets medical necessity. Regis-
trars call the physicians’ offices and ask them for the 
information the insurance company has requested to 
expedite the authorization process.

“We really want to ensure that the tests and proce-
dures are authorized, so the patient is not responsible 
for the entire bill if their insurance were to deny it,” 
says Eichele. “Having the work done on the front 
end creates a smoother process for the patient from 
beginning to end.” n

Access gets voice
in novel clinical program
Registration process is quick and easy

Members of the patient access staff were trained 
along with clinical personnel before a novel 

new program was offered to patients at Downtown 
Health Plaza of Wake Forest Baptist Health in Win-
ston-Salem, NC.

Training covered the premise behind the pro-
gram’s model, the structure of the program’s group 
sessions, and the enrollment process of Centering-
Pregnancy, a group prenatal care program that 
includes a health assessment, education, and support 
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EXECUTIVE SUMMARY
Patient access staff members were directly involved 
in the planning and implementation of an innova-
tive clinical program involving group prenatal care 
at Wake Forest Baptist Health in Winston-Salem, NC. 
Patient access employees:
• register participating patients separately;
• attend committee meetings;
• participate in real-time troubleshooting sessions.

structure. Women of approximately the same gesta-
tional age choose to be a part of group care instead 
of traditional care, meeting monthly initially and 
once per week closer to delivery. Groups meet at the 
same facility as those receiving traditional care, but 
instead of being in the normal flow of the clinic, they 
are in a separate area in close proximity to the clinic.

“With this training, the patient access staff are able 
to provide details about CenteringPregnancy with the 
patient during check-in, check-out, and during phone 
encounters,” reports Mary Fitzmaurice, CNM, Cen-
teringPregnancy program coordinator. “One of the 
obvious changes was the registration process.” 

The clinic’s CenteringPregnancy patients register 
separately from the other patients and do not wait 
in line to register. Instead, they are directed to the 
back of the clinic, where there is a patient access 
staff member registering only CenteringPregnancy 
patients. “Therefore, registration is easier and faster,” 
says Monica Brown, MPH, health center manager. 
“We utilize the staff members with the most experi-
ence and the least amount of registration errors.” 

Opportunity for access

Patient access staff is part of each steering com-
mittee meeting and actively participate in unplanned 
troubleshooting sessions that happen real-time in the 
clinic setting, adds Brown. For example, a patient 
access employee might need to coordinate transporta-
tion for a patient to or from the program, contact a 
patient that missed the group, or assist providers who 
are less familiar with the program. 

The program gave patient access staff a great 
opportunity to be an integral part of the planning 
and implementation of a new, innovative program, 
and to have a voice in its ongoing operations, says 
Brown. Patients are more satisfied because they don’t 
sit in the waiting room, and sessions always begin 
and end on time. 

“As we, in the healthcare industry, become more 
patient-centered, registration will be an area that we 
will attempt to streamline,” says Brown. “We will 

become more innovative in how we provide this ser-
vice.” Future patients might be registered over the 
phone or electronically, in the examination room, on 
in their cars, drive-through style, she says.

Hospital leaders are looking into a Centering-
Parenting program to provide group pediatric care, 
mobile well visits for pediatric patients that are 
delinquent, and home visits in internal medicine, for 
example. “Each project would require us to rethink 
our registration processes,” says Brown. 

SOURCES

For more information on the CenteringPregnancy program, 
contact:

• Monica T. Brown, MPH, Health Center Manager, Wake For-
est Baptist Health, Winston-Salem, NC. Phone: (336) 713-9621. 
Fax: (336) 713-9619. Email: mtbrown@wakehealth.edu.
• Mary Fitzmaurice, MSN, CNM, CenteringPregnancy Pro-
gram Coordinator, Wake Forest Baptist Health, Winston-
Salem, NC. Phone: (336) 713-9665. Fax: (336) 713-9655. Email: 
mfitzmau@wakehealth.edu. n

Take load off
of busy providers 
Make things easy for their patients

A “green light” process saves patients from wait-
ing for long periods to obtain diagnostic tests, 

reports Tanya Powell, patient access director at Och-
sner Medical Center — North Shore in Slidell, LA. 
“We strive to prep our cases three days in advance. 
Once prepped, we call to pre-register our patients 
over the phone,” she says.

When patients arrive at registration, they are 
immediately pulled to a booth, with no more than a 
five-minute wait. “When they pre-reg, they only have 
to sign their consent and receive their armband,” says 
Powell. “Their registration can be done in under 1.5 
minutes!” 

Provider’s offices are appreciative that their 
patients’ busy schedules are respected, reports Powell. 
Patient access employees use these other practices to 
increase providers’ satisfaction:

• Registrars print appointment confirmation 
sheets, which indicate the date and time of the test, 
the necessary preparation such as fasting or being 
deodorant-free, and when to anticipate a result.

“This is a training point for the physician staff that 
are not clinical,” Powell says. “By faxing the sheet 
to the provider, it eliminates them having to field a 
call.” 
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• A Medicaid field representative attempts to pur-
sue coverage for uninsured patients. 

If the governmental coverage is obtained, members 
of the patient access staff submit follow-up emails or 
faxes to the attending physician, even retroactively, 
as a courtesy for their billing department. “This saves 
the physician office the cost of unnecessary billings, 
assists the staff to bill timely for timelier cash flow, 
and decreases bad debt costs. It also promotes a per-
ception of coordination of services,” says Powell. 

• Registrars ask for a face-to-face meeting with the 
charge nurses and office staff of community physi-
cians.

At that time, patient access employees provide 
them with a quick a tour of the hospital’s registration 
and centralized scheduling areas. “When they see the 
layout and meet our staff, it helps them to visualize 
our operations,” she says. “If there is ever a problem 
contacting a particular area, they are aware of who 
is in the vicinity that they may get backup assistance 
from.” 

Should a physician office have a problem call-
ing a particular clinical department, for example, 
they know they can reach out to patient access as a 
backup to finalize a test or procedure. “In the lunch 
hour and at the end of the day, we receive a higher 
volume of calls,” says Powell. “If the physician is on 
hold, or the call is forwarded to a message box, they 
know they may utilize our other team members for 
assistance with stat procedures.” 

• A team of case management transitional naviga-
tors prepares inpatients for their transition to dis-
charge. 

If the patient is having gastrointestinal issues, for 
example, the team calls the primary care physician or 
provides a referral and secures an appointment for a 
specialist before the patient is discharged. 

“This allows for the continuity of care and a 
healthier patient,” says Powell. “We are also testing 
this in our emergency room, especially in the circum-
stance of orthopedics and gastro.”

• Registration created standardized, preprinted 
order sheets for laboratory and imaging, and shared 
these with physician offices. 

“This is to help orchestrate an accurate and com-

plete order,” says Powell. “It saves the physician 
office costs, by not having to free write the informa-
tion on a script pad on their nickel!” 

Registrars delivered a stack of forms to surgeons, 
primary care physicians, and other community pro-
viders, she says. Now, members of the clinic staff 
regularly come to registration to pick up additional 
forms as their stock depletes. 

The order sheets prompt the provider to include 
the necessary patient information for medical and 
industry compliance, such as two patient identifiers, 
diagnosis, a provider signature, and the start and end 
date of the order. “Additionally, our charge sheet 
provides the accurate CPT codes to eliminate misin-
terpretation of which procedure/testing is ordered,” 
says Powell. “The CPT code allows us to have a 
more accurate verification of benefits and authori-
zation for the patient’s care.” [The order sheet for 
outpatient diagnostic imaging is included with the 
online version of this month’s Hospital Access Man-
agement. For assistance, contact customer service at 
customerservice@ahcmedia.com or (800) 688-2421.]

• ED registrars were trained on the proper pro-
cessing of an outpatient order. 

If a patient presents outside of normal office hours 
with a physician order in hand, registrars now accept 
them as an outpatient. 

“We coordinate with the ancillary department 
directly. Thus, they are bypassing additional emer-
gency department waits, by having the order,” says 
Powell. “This is a big win for our working families 
and students.”

SOURCE

For more information on improving satisfaction of patients 
and providers, contact:

• Tanya Powell, Patient Access Director, Ochsner Medical 
Center — North Shore, Slidell, LA. Phone: (985) 646-5132. Fax: 
(985) 646-5426. Email: tpowell@ochsner.org. n

EXECUTIVE SUMMARY
Patient access can improve satisfaction of physicians’ 
offices by providing their patients with reduced wait 
times and important information. 
• Deliver standardized order sheets.
• Prepare inpatients for discharge.
• Train registrars to process outpatient orders.

Auditors urge security
for EHR networks 

Government auditors emphasized the need for 
hospital network security in the February issues 

of The New England Journal of Medicine. The audi-
tors claimed that hacking into patient electronic 
health records (EHRs) can be as easy as tapping into 
the system using a laptop in the hospital parking 
lot. To prove it, they did exactly that, reports the 
National Association for Healthcare Access Manage-
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COMING IN FUTURE MONTHS

ment (NAHAM). 
Security breaches such as the one demonstrated 

by the auditors have resulted in 300,000 Medicare 
beneficiary numbers being compromised. These 
breaches have ramifications for all of us, not just the 
individual to whom the number belongs. According 
to MedPage Today and The New England Journal of 
Medicine, breaches in patient information can enable 
insurance fraudsters to defraud private insurers as 
well as Medicare and Medicaid. Taxpayer money 
then is drained away from services, which results in 
waste and higher costs for beneficiaries. Additionally, 
patients can suffer harm if hackers change informa-
tion in the patient’s EHR. Mislabeling a medical con-
dition can lead to improper treatment, and changing 
the frequency that a prescription can be filled can 
leave patients without critical medicine. 

Auditors and their colleagues from the Office 
of the Inspector General (OIG) at the Department 
of Health and Human Services (HHS) recommend 
that best practices for security be employed in and 
out of hospitals. They recommend measures such as 
password protection, firewalls, antivirus software, 
private consultation rooms, controlled prescription 
pads, paper shredding, biometrics, and secured copy 
machines. 

The same security practices should be employed 
when healthcare workers access records from home 
laptops or home computers. These networks are 
often less secure, and scammers can obtain infor-
mation to use when calling hospitals or practices 
pretending to be referring physicians, pharmacies, 
friends, or family. [See the MedPage Today article 
and a list of best practices for mobile devices from 
the Office of the National Coordinator for Health 
Information Technology (ONC) at http://bit.ly/
WobI9f.] n

States face 
Medicaid decisions 

States are beginning to grapple with questions 
coming out the last year’s Affordable Care Ace 

(ACA) Supreme Court decision on. While the court 
upheld most of the law, it struck down the man-
datory expansion of the Medicaid program. As a 
result, each individual stare must now contemplate 
to costs and rewards associated with expanding 
their state program with help from the federal gov-
ernment. The ACA set new standards for enroll-
ment eligibility, opening the program to many 
who did not previously qualify. New enrollees 

that came in under this expansion, however, face 
different standards from those currently enrolled, 
essentially creating two broad groups. This infor-
mation is according to a CQ article quoted by the 
National Association of Healthcare Access Man-
agement (http://nahamnews.blogspot.com). 

Under the expansion, states can charge newly 
eligible beneficiaries more than the minimal 
amounts allowed in the traditional program —“up 
to 20% of the cost of services for people with 
incomes above the federal poverty level, which is 
$11,490 for an individual in 2013.” States and 
the federal government then pay for the remaining 
service costs. Even though Medicaid is a state by 
state program, CQ reports that the federal govern-
ment, via the Centers for Medicare and Medicaid 
Services (CMS), reimburses states for 57% of the 
Medicaid treatment costs on average.

To the states, expansion means that the program 
will be open to more members because of new 
enrollment criteria, bringing the state on the hook 
for more costs. On the other side, however, expan-
sion also means a lot of funding from the federal 
government. The ACA provides full finding for 
all new enrollees during the first three years of the 
expanded program in any state, and only phases 
back up to 10% after that, ending up at 90% of 
funding by 2020. 

States also have to weigh the costs of creating 
new plans, as they cannot just have new enrollees 
chose from existing Medicaid plans if these plans 
do not include 10 essential benefit categories that 
are require to be eligible for funding under the 
ACA. The decision is a balancing act between the 
costs of new enrollees and plans verses the amount 
of federal dollars that are associated with expan-
sion. For the time being, CQ reports that most 
states are waiting for CMS to issue more final 
guidance rules before making a decision. CMS has 
a draft guidance rule published for comments. n

n Boost productivity 
with patient portal

n Offer help to 
underinsured patients

n Give registrars new 
ways to move up

n Statistics that will 
impress hospital leaders
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Editorial advisory BoardHospitals question 
rules on readmissions 

As the National Association of Healthcare 
Access Management (NAHAM) reported in 

November, part of the Affordable Care Act (ACA) 
curbs hospital reimbursement rates based on read-
mission statistics (See “Curbing Medicare Spending 
begins with Hospital Readmission” a http://bit.ly/
YbCMXJ). A few months after implementation, a 
growing number of hospitals and interest groups 
are beginning to question the fairness of the policy, 
NAHAM reports.

Under the policy, hospitals face penalties for 
readmitting patients they have already treated, 
based on the idea that many readmissions result 
from poor follow-up care. The theory is that low-
ering readmissions makes for cheaper and bet-
ter care in the long run and helps patients stay 
healthy as opposed to being readmitted for another 
Medicare-funded hospital stay. To comply, hospi-
tals have implemented new procedures in and out 
of the facility. Some call patients within 48 hours 
of discharge to check up on them, others sched-
ule a follow-up appointment before the patient is 
discharged, and still others have redoubled their 
efforts to ensure that patients understand their 
medication schedule. 

The Medicare program reported that nearly two-
thirds of hospitals receiving traditional Medicare 
payments are expected to pay readmission penal-
ties this year, totaling about $300 million. Later, 
however, Medicare reported that readmissions had 
dropped to 17.8% by the end of last year, down 
from 19% in 2011. 

Critics argue that these penalties unfairly target 
hospitals with the sickest or poorest patients, and 
that mortality rates are not properly taken into 
account. As one doctor put it in an article in The 
New York Times, “dead patients cannot be read-
mitted,” but alive and sick patients can. (To access 
the article, go to http://nyti.ms/13Rl0xN.) Critics 
say that readmissions are tied to social or economic 
factors; poor patients might not be able to afford 
medication, have a bed to recover in, or a car to 
travel to follow-up appointments. 

Despite the criticisms, the changes by hospitals 
and the decrease in readmission rates is exactly 
what the policy intended. There will likely be hic-
cups along the way, but Medicare is hoping to save 
money and improve care in the long term. n



 
Source: Ochsner Medical Center — North Shore, Slidell, LA
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Helpful Reminders to Better Serve Our Patients 

 

Scheduling Tips: 

 Have the patient’s social security number and date of 

birth ready. 

 Give the patient’s most recent demographic information. 

 Mammograms- have date of last mammo ready. 

 Precerts – must be received before the patient can have 

test performed.  The patient may be rescheduled if the 

precert is not received in a timely manner.  Please call 

precert information to Centralized Scheduling at 523-

8602. 

 All orders need to be faxed after they are scheduled to 

523-8539 or 523-8603.  These are the only numbers 

orders should be faxed to. 

 

 

Ordering Tips: 

Each order must have a patient name, ordered test, accurate 

diagnosis and the proper provider signature.   

 No stamped, verbal or nurse co-signed signatures are 

allowed!!   

               Example: Dr. Doe/AJones RN   VO.  Dr. Doe 

 No Home Health orders will be accepted that are not 

complete and does not include the nurses contact 

information. 

 Orders for non-scheduled services are only valid for 30 

days from the date they are written unless otherwise 

specified.   Standing orders (lab or IFT) are only valid for 

no more than 6 months.  If the patient is an Inpatient the 

standing orders are void and new orders must be written. 
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***Please ensure the patient knows where their scheduled test 

will be performed. *** 

 

 Hospital performed tests only: 

 All Mammogram 

 All Nuclear Med: HIDA Scan, Bone Scan, Thyroid 

Uptake, MUGA Scan, etc. 

 All Non-Invasive Procedures: Echo, Stress Test, Venous 

or Arterial Duplex/Doppler 

 All Injections/Infusions (IFT) and EEG 

 

ODC performed tests only: 

 MRI 

 PET 

 DEXA Scan 

 

CT’s and Ultrasounds will be scheduled at both locations 

depending on availability. 

 

 

 

Please alert your patients that they can pre-register either 

by calling 523-8633 or by going online to 

www.baptistregional.com at least 24 hours in advance.  
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http://www.baptistregional.com/


 

Important Contact Numbers 

 
Centralized Scheduling: 523-8602    Fax: 523-8539 or 523-8603 

         Kristen Magee, Centralized Scheduling Lead 

 

Medicare Compliance Questions/ CPT codes 

        Pam Doan  523-8512             Barbara Bryant  523-8791 

 

Estimates:  523-8735 

       Kim Jeffries 

 

Patient Access Services  

       Andy Dunn, Coordinator    523-8656 

       Katrinia Moore, Outpatient Registration Lead   526-4033   

       Donna Helton, ODC Lead and Lifeline   523-8774 

 

Bedboard/Admitting   523-8714      

****All Inpatient Admits report to ER Registration**** 

 

Insurance Verification 

         Judy Martin   523-8659      Kolleen Hodge   523-8604 

 

Outpatient Surgery Center Registration 

         523-8692       
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