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Patients come with ACA questions:  
They view you as `the experts’ 
Patient access is moving outside hospital walls

At Genesis Health System in Davenport, IA, patient access employees 
have long assisted patients in obtaining coverage once they present 
for services. Now some also do so in the surrounding community. 

“It is not uncommon now that our financial counselors or health navi-
gators provide assistance in completing an insurance application for a 
potential insured, or get a member started on having coverage for whatever 
care needs they may have,” says Pam Scott, revenue cycle administrator. 

Three health insurance navigators, who are trained and licensed in Iowa 
and Illinois, have been very active helping people in the region enroll. 
Michele Cullen, who manages the health insurance navigators at Genesis, 
says, “This defined and specialized group has done dozens of events to 
help people sign up.”

The navigators have been active in a five-county region targeted in a 
federal grant. “We have been part of a community coalition called Enroll 
Quad-City,” says Cullen. “We meet monthly to discuss outreach events 

EXECUTIVE SUMMARY
Patient access is fielding many patient inquiries regarding how to obtain 
health insurance under the Affordable Care Act (ACA). The patient access 
role is expanding to include assisting patients in obtaining coverage within 
the hospital and also outside in the surrounding community. Departments 
are doing the following:
• becoming health navigators and helping people in the community enroll;
• becoming certified application counselors and helping people enroll at 
the point of registration;
• implementing a pre-registration process to help self-pay patients become 
enrolled pre-service.
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and help one another with areas of concern.”
In 2013, the navigators reached 1,088 consum-

ers with events, handouts, emails, phone calls, and 
one-on-one appointments. More than 150 people 
were enrolled through the marketplace and Medicaid 
expansion that year. Other patient access employees 
have become certified application counselors and 
assist with completing applications at the time of 
registration. “This allows us to assist in getting the 
patient insured, both for this visit and for future 
healthcare needs,” says Scott. 

Educating patients on new coverage options avail-
able under the Affordable Care Act is “critical,” 
notes Jeff Goldman, vice president of payment policy 

for the American Hospital Association.
“Many hospitals are becoming certified applica-

tion counselors,” Goldman says. “Others are provid-
ing space to federally funded navigators.”

Access is on front lines

Patient access employees are “on the front lines” 
of educating individuals and helping them gain 
access to coverage, says Christopher Ricaurte, senior 
vice president of revenue cycle operations at Accre-
tive Health, a Chicago-based company that helps 
hospitals manage revenue. 

“One great example of commitment to commu-
nity outreach includes one of our hospital clients 
in the Midwest, which established nine ‘assistance 
stations’ in their main facility and in facilities in sur-
rounding counties,” says Ricaurte. 

The self-service kiosks enable users to access cer-
tified application counselors who have undergone 
federal training to help people apply and enroll for 
healthcare coverage through their state exchange. 
The hospital completed a physical redesign of the 
facilities to accommodate these kiosks and the influx 
of users.

“They are not required to be current patients but 
may need assistance in navigating complex benefits 
options or the exchange’s application process,” says 
Ricaurte. 

Patients turning to access

“How do I enroll?” and “How will I know if I 
qualify for coverage and/or tax subsidies?” These are 
the two most common questions patients are ask-
ing access employees at Rex Healthcare and UNC 
Healthcare in Raleigh, NC.

“Our health system has made a concerted effort 
to enlist the help of staff from patient access, patient 
financial services, and volunteer services,” reports 
Joe Palumbo, director of patient access.

Patient access worked with the hospital’s market-
ing department to create informational material to 
distribute to patients at registration areas. 

“Our marketing director knew how much the 
ACA would impact the front-line staff,” says 
Palumbo. A website was created to provide patients 
with information. (To acces this website, go to 
http://getcoveredunchealth.org.) 

Due to the complexity of the enrollment process, 
patient access employees should expect to receive an 
increased volume of patient inquiries regarding how 
to obtain health insurance, says Ricaurte. 

Not surprisingly, patients are asking patient access 
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employees for answers to complex questions on cov-
erage options under the ACA. Michael Hester, vice 
president of revenue cycle at Nationwide Children’s 
Hospital, Columbus, OH, says, “They do look at us 
as the experts. We are, unfortunately, very limited in 
what information we can provide.” 

At times, patients ask Hester directly which plan 
he would choose. “Obviously I have payers I pre-
fer, both operationally and in my personal life, but 
I can’t tell them,” he says. The hospital staff could 
“get in trouble” if they make negative comments 
about a payer, Hester says. He also doesn’t want 
to be perceived as trying to influence the patient 
because of a financial benefit to the facility. For this 
reason, patient access doesn’t go beyond providing 
the federal websites to patients.

Ricuarte recommends that patient access leaders 
take these steps:

• Train all patient access employees on the basics 
of how a patient can enroll in the marketplaces or 
exchanges. 

• Create a brochure and update websites to com-
municate how and where patients can receive assis-
tance. 

• For scheduled services, implement a process in 
scheduling and pre-registration in which self-pay 
patients are immediately connected with a navigator 
or certified application counselor to become enrolled 
pre-service. 

• Institute robust patient outreach to assist unin-
sured and underinsured patients with identifying 
a funding source that can assist with their medical 
care. 

Many options to help

At Rex Healthcare and UNC Medical Center, 
some patient access employees have volunteered as 
certified application counselors, and others are navi-
gators. Both groups are helping people in the com-
munity to enroll.

Enrollment is a new expansion of the role of 
patient access and patient financial services staff, 
eports Palumbo. 

“There is no doubt that the skills that our co-
workers are getting will help them both personally 
and professionally,” he says. “It will also gain some 
notoriety for the patient access industry overall.”

Patient access staff can apply this knowledge 
toward the department’s career path program. “This 
new training should boost the outlook on what is 
involved as a patient access employee, when it comes 
to future recruitment,” says Palumbo. (See related 
stories on other ways that patient access is helping 

patients obtain coverage, this page, and how the 
ACA is expected to affect bad debt, p. 28.)
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Access is helping 
patients obtain coverage

Here are some ways in which hospitals, includ-
ing patient access areas, can connect patients 

to coverage under the Affordable Care Act (ACA) 
and secure a source of reimbursement for services, 
says Tricia Brooks, research associate professor and 
senior fellow at Georgetown University Center for 
Children and Families in Washington, DC: 

• Administering hospital presumptive eligibility. 
Just like the web site Healthcare.gov, state eli-

gibility systems will need to mature, says Brooks. 
Presumptive eligibility for hospitals is one way to 
have uninsured people eligible for Medicaid enrolled 
quickly. 

“The ACA gives hospitals the prerogative to 
make presumptive eligibility decisions,” says Brooks. 
“States must implement the procedures and oversight 
mechanisms to support hospital presumptive eligibil-
ity.”

• Supporting community-based consumer assis-
tance. 

“One way to do this is to provide space for assis-
ters to work onsite,” says Brooks. Patient access 
leaders also can set up an effective referral mecha-
nism to ensure that the patient is connected with 
help.

• Offering space and support for outstationed 
Medicaid eligibility workers.

States are required by federal regulations to pro-
vide opportunities for individuals to apply for cover-
age in places other than government offices. “With 
new eligibility systems that qualify for enhanced 
federal match, eligibility positions are funded 75% 
by the federal government, compared to the previous 
50%-50% administrative match,” says Brooks. 
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• Becoming a certified application counselor 
entity. 

Without certified application counselor status, 
says Brooks, patient access employees might find it 
more difficult to facilitate the process on behalf of 
the patient. 

“Being a certified application counselor is like 
having the ‘Good Housekeeping seal of approval,’” 
she explains. “It lets individuals know that the hos-
pital is trained and part of a formal network of assis-
ters.” n

Fewer self-pays
and less bad debt?
Many patients have high deductibles 

 

It is too soon to tell how the Affordable Care Act 
(ACA) is affecting the number of self-pay patients 

seen by patient access areas, says Jeff Goldman, the 
American Hospital Association’s vice president of pay-
ment policy. Fewer self-pays are anticipated, but many 
will have high out-of-pocket expenses.

“Prior to the implementation of the ACA, hospitals 
were seeing more patients with high-deductible plans,” 
Goldman says. “We believe this trend will continue.”

It is too early to tell exactly how the financial demo-
graphics are changing for hospitals, says Christopher 
Ricaurte, senior vice president of revenue cycle opera-
tions at Accretive Health, a Chicago-based consulting 
firm that helps hospitals manage revenue. “We expect 
that hospitals will see a shift in patient mix away from 
self-pay toward insurance coverage —either Medicaid 
or health insurance exchange plans,” he says. 

Patient access areas at Nationwide Children’s 
Hospital in Columbus, OH, already had a very small 
self-pay population because most children already 
qualified for the state’s Medicaid program. However, 
Michael Hester, vice president of revenue cycle in the 
Finance Department, doesn’t believe hospitals with 
a big increase in former self-pays now covered by 
exchange plans will see a decrease in their bad debt.

“Patients qualified for the ACA plan because they 
didn’t have high enough income to buy their own 
insurance,” Hester explains. “They will have insur-
ance, but it will still be more out-of-pocket than they 
can afford. I just don’t see the mathematics of that 
relationship.”

Exchange health plans are likely to reimburse at 
lower rates than existing commercial plans, says Ricu-
arte. “We are continuing to advise hospitals on the 
importance of helping patients understand and satisfy 

their patient-pay obligations.” he adds. 
By 2016, health insurance exchanges are expected 

to cover 24 million Americans, many of whom would 
otherwise not have had coverage, he notes. “This will 
eventually reduce the burden of bad debt for hospital 
clients,” says Ricuarte.

Early signs “not necessarily positive”

It is too early to determine how the ACA will finan-
cially impact hospitals, “but many early signs are not 
necessarily positive,” according to Joel Gardiner, prin-
cipal of New York City-based Deloitte Consulting. 
Here are some reasons:

• Bad debt could be negatively impacted, based on 
the mix of plans selected by new enrollees. “High out-
of-pocket responsibilities will burden hospitals in col-
lecting for amounts owed,” explains Gardiner. 

• Exchange-plan providers narrowing their delivery 
networks could result in reduced volume.

• The disproportionate share payments have been 
reduced by the ACA, but the number of enrollees 
needed to offset the lower payments has not yet been 
realized. 

• Some patients have lost employer-sponsored 
coverage. “They are now eligible to purchase through 
the exchanges, but often with higher out-of-pocket 
expenses that may turn into bad debt,” says Gardiner. 

Proliferation of high-deductible plans from private 
and exchange-based insurance plans is a significant 
issue in revenue-cycle management, says David Betts, 
principal of New York City-based Deloitte Consult-
ing. “It is perhaps one of the top two or three chal-
lenges facing health systems, as they attempt to collect 
receivables,” he adds. 

The portion of bad debt resulting from the patient/
guarantor liability after insurance is increasing dramat-
ically, says Betts. He recommends that patient access 
leaders use these approaches to address this trend:

• putting more emphasis on upfront collections for 
estimated liabilities owed prior to service;

• establishing policies to defer non-urgent services;
• implementing new technologies that predict pro-

pensity-to-pay and that prioritize collections;
• utilizing deep analytics to better understand self-

pay patients and utilization patterns;
• assisting uninsured patients to enroll in exchange-

based plans.
Adding an upfront patient liability estimator as part 

of the access process is “a must,” says Betts. “One of 
the top reasons patients don’t pay on time is the failure 
of hospitals to accurately tell the patient what their 
share of the bill is before service is delivered.” n
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Webcast on enrollment
highlights best practices 

The American Hospital Association (AHA) and 
the Department of Health and Human Services 

hosted a webcast on the important role hospitals and 
health systems continue to play in enrolling their com-
munities in health insurance marketplaces under the 
Patient Protection and Affordable Care Act.  

Cynthia Taueg, vice president of ambulatory and 
community health services at St. John Providence 
Health System in Warren, MI, part of Ascension 
Health, and Judy Rich, CEO of Tucson (AZ) Medical 
Center, shared examples of enrollment efforts and best 
practices, including low-cost strategies that hospitals 
and health systems easily can adopt.

Taueg said, “We really are stressing the need to 
work with our partners.” She touted successful enroll-
ment partnerships with federally qualified health 
centers, local health departments, and libraries. Rich 
highlighted community events in Tucson such as 
health fairs and education seminars that have helped 
her hospital reach more than 50,000 people since it 
started these activities in October. 

A replay of the webcast is available on www.aha.
org/getenrolled. n

Tammy Casados, CHAM, patient access manager 
at St. Anthony Hospital in Lakewood, CO, has mul-
tiple registration areas to cover, including the emer-
gency department (ED), surgery, the main lobby, the 
sleep lab, the wound clinic, the tranfusion/transitions 
clinic, the breast center, the imaging department, and 
pre-procedural testing. “Our challenges are when an 
associate calls out [sick] or an individual goes out on 
unexpected FMLA [Family and Medical Leave Act],” 
she says. “Understaffing puts hardship on our out-
patient departments in meeting their pre-registration 
goals.”

If registrars don’t call patients ahead of time to 
verify demographics, this missed call adds time to the 
registration process when they check in. “This leads to 
complaints that our registration process is taking too 
long and holding up procedures,” says Casados.

Understaffing makes it difficult to meet collection 
goals in the ED. “The registrar is keeping up with 
the demand of registering the patient, and this may 
be overlooked,” says Casados. “If the patient doesn’t 
stop at the discharge desk, the opportunity to collect is 
missed.”

Fill open shifts

A lengthy hiring process makes it difficult for 
patient access to fill positions quickly. Once registrars 
give their two-week notice, Casados needs to obtain 
approval to fill the position. Only then can she start 
the interview process.

“It takes us six to eight weeks to fill a position,” 
she says. “What I’m told from [Human Resources] is 
that the background check can take up to three weeks 
to complete.” 

Casados’ goal is to hire 10 PRN positions to avoid 
being understaffed due to open positions. “We keep 
growing here, so our PRN positions usually end up 
taking a part-time or full-time position,” she explains. 
Casados does the following to fill staffing gaps:

Pull staff from slow 
areas and save $190,000 
Better results with less staffing

Patient access leaders at Maury Regional Medical 
Center in Columbia, TN, saved about $190,300 in 

salary and benefits in 2013. Cross-training initiatives 
allowed for the reduction of 5.6 full-time equivalents 
(FTEs).

 “Our volumes are up by approximately 10% over 
previous years, and our results for point-of-service col-
lections, registration accuracy, and customer service 
are higher than they’ve ever been,” reports Rodney 
Adams, MMHC, director of preservice and patient 
access. “We have reduced staffing, but we have better 
results.”

By cross-training staff across all patient access 
areas, Adams is able to cover hard-to-fill shifts. “We 
frequently pull staff from one access point to cover 
another point, especially in times of high volume,” he 
says. “Staff have been very open and engaged in this 
process and have really stepped up.”

EXECUTIVE SUMMARY
Understaffing can decrease collections and increase 
wait times. By pulling staff from other patient access 
areas to cover hard-to-fill shifts, patient access lead-
ers at Maury Regional Medical Center cut 5.6 full-
time equivalents (FTEs) and saved $190,300. 
• Ask registrars at other departments or facilities to 
work additional shifts.
• Give staff the option of asking someone else to 
work a holiday shift. 
• Allow staff members to choose their days off.
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• She emails staff members to ask if anyone is inter-
ested. 

• She contacts the sister hospital, St. Anthony’s 
North, to see if any of the registrars wants to work an 
additional shift. 

• She asks the ED unit secretary if she wants to 
work an extra shift in registration. “I work with the 
patient access financial counselor manager to see if 
she can spare someone to cover a registrar position in 
our ED or outpatient location,” adds Casados. (See 
related story on giving staff more choices, below.)

SOURCES

• Rodney Adams, MMHC, Director, PreService and Patient 
Access, Maury Regional Medical Center, Columbia, TN. Phone: 
(931) 490-7103. Fax: (931) 490-3910. Email: radams@mauryre-
gional.com.
• Tammy Casados, CHAM, Manager, Patient Access, St. 
Anthony Hospital, Lakewood, CO. Phone: (720) 321-0428. Fax: 
(720) 321-0430. Email: TammyCasados@Centura.org. n

Arrange weekends, 
holidays in advance
Give staff flexibility and ample notice

During the interview process, patient access appli-
cants at St. Anthony Hospital in Lakewood, CO, 

are informed they are required to work three holidays 
a year.

“Once they’re hired, they are given a three-year 
schedule of holidays to work,” says Tammy Casados, 
CHAM, patient access manager. (See the schedule 
used by the department in the online issue.)

Staff members are free to trade holidays or find 
another staff member to work for them. “This 
includes all patient access registration staff at emer-
gency department [ED], outpatient and inpatient loca-
tions,” says Casados. Here are other ways she offers 
staff flexibility:

• Casados agreed to change the schedule of night-
shift ED registration staff. 

“They wanted to move to 10-hour shifts, and 
we’ve accommodated their needs,” she says. “They 
now have three days off in a row.”

• Rotating weekends are offered to the second shift 
in the ED.

“I have a few staff that like working every other 
weekend,” says Casados. 

• Casados offers associates the option of having 
certain days off.

Some staff members want Sunday/Monday or Fri-

day/Saturday off each week. Another associate prefers 
to work weekends with two weekdays off instead.

• A pay differential is offered for difficult-to-fill 
shifts.

A pay differential of $2.75 an hour is offered for 
the evening shift, $5.75 for the night shift, and $2.00 
for the weekend shift. “The registrar needs to work 
four hours into the shift to receive the shift differen-
tials,” says Casados. n

You should prepare now 
for switch to ICD-10
Avoid some very costly problems

The switch to ICD-10 signals a possible turning 
point for the field of patient access, according to 

Lisa Gallagher, vice president of technology solutions 
at the Healthcare Information Management Systems 
Society. 

This code set will replace ICD-9, the current U.S. 
diagnostic code set, on Oct. 1, 2014. “ICD-10 might 
be a precipitating factor for a very serious conversa-
tion about how the role of patient access is transition-
ing,” says Gallagher. “It’s almost as though this is 
going to force that to happen.”

The switch to ICD-10 will put even more empha-
sis on the front end’s collection of information from 
patients, due to more specificity in coding and payer 
requirements. (See related story, p. 31, on why patient 
access staff will need to ask for clinical information.) 
Sandra J. Wolfskill, FHFMA, director of healthcare 
finance policy for revenue cycle at the Healthcare 
Financial Management Association, says patient access 
managers “need to think about ICD-10 with the same 
intensity as we would a system conversion.”

If patient access areas aren’t well-prepared, they 
will be unable to accurately screen for medical neces-
sity, provide admission notifications, or complete 
pre-authorizations, warns Wolfskill. “Each of these 
failures has the same result: rework at some point in 
the process, and potential delay or loss of reimburse-
ment for services provided,” she says. Patient access 
leaders should consider these actions:

• Watch for an increase in registration errors of any 
kind.

“If you start to see some changes in metrics, what-
ever they might be, you’ll need a plan to fix it right 
away,” Gallagher says. 

• Ask yourself, “Which applications that we use 
every day are going to be affected?” 

Wolfskill says your list should include the fol-
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lowing applications: scheduling, insurance eligibility 
and authorization verification, and medical necessity 
screening.

• Use a variety of modules for training: classrooms, 
practice labs, and self-paced Intranet learning. Test 
competency for each application. 

“Details here will make or break the conversion,” 
says Wolfskill. “The learning curve is significant, espe-
cially as patient access staff are not full-blown coders.” 
She says training should cover:
u the basics of ICD-10 and how it differs from 

ICD-9;
u most commonly used codes and how to identify 

other codes as needed;
u application changes, with an opportunity to prac-

tice;
u how to respond when a provider sends ICD-9 

codes instead of the ICD-10 codes.
During the pre-registration process, staff must be 

sure to select the appropriate ICD-9 or ICD-10 code 
values based on when services are scheduled to be pro-
vided, says Blair Baker, CPAM, director of provider 
product development for Emdeon, a Nashville, TN-
based provider of revenue and payment cycle manage-
ment solutions.

Services performed on or after Oct. 1, 2014, must 
be coded using ICD-10, and services prior to Oct. 1 
must be coded using ICD-9. “This is important when 
scheduling procedures and validating medical neces-
sity,” says Baker. 

• Use a “just-in-time” approach for staff training.
Wolfskill recommends providing training four to six 

weeks in advance. This schedule allows staff enough 
time to practice and fives managers enough time to 
assess their competency. 

“One outcome of the one-year delay in the imple-
mentation was to prove that training done well in 
advance, and then not used, equates to a need to com-
pletely retrain physicians and staff,” Wolfskill says. 

EXECUTIVE SUMMARY
The switch to ICD-10 puts more emphasis on front-
end processes, due to more specificity in coding and 
payer requirements. This expanded role underscores 
the professionalism required for patient access posi-
tions.
• Managers should watch for an increase in registra-
tion errors.
• Departments should use a variety of modules for 
training.
• Patient access employees will need to ask more 
detailed clinical questions.
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The Centers for Medicare & Medicaid Services has released a 
video on ICD-10 Coding Basics, which provides a basic intro-
duction to the code set. To access the video on YouTube, go to 
http://bit.ly/1e83JiO. n

Access will need
to ask clinical questions
More specific information is needed

“Why do you need to know that?” Patient 
access employees can expect to hear this 

question often from patients, as a result of the switch 
to ICD-10.

“Leaders will need to inform staff that additional 
detail may need to be captured in order to assign 
a more granular code,” says Jim Daley, director of 
IT risk and compliance for BlueCross BlueShield of 
South Carolina in Columbia and chairman of the 
Workgroup for Electronic Data Exchange (WEDI), a 
Reston, VA-based nonprofit organization which pro-
vides information on health information technology.

In addition to demographic information, patient 
access employees will need to ask more detailed clini-
cal questions. If a patient injured a leg, for example, 
a registrar might need to ask which leg and how the 
injury occurred. 

Patient access staff should be prepared to offer 
a simple explanation as to why this information is 
needed. Lisa Gallagher, vice president of technology 
solutions at the Healthcare Information Management 
Systems Society, suggests saying, “In order to get your 
bill paid, we need a little bit more information than 
we used to.’”

Gallagher recommends using patient satisfaction 
metrics to identify whether patients are upset by being 
asked clinical questions at the point of registration. 



32 HOSPITAL ACCESS MANAGEMENT ™ / March 2014

“If you expect this to happen upfront, it needs to be a 
well-trained professional who takes on this role,” she 
emphasizes. 

Codes have more specificity

Patient access leaders themselves need a thorough 
understanding of the code set and why the clinical 
information is needed, Daley says.

“It is common for organizations to focus on the 
diagnosis codes, ICD-10-CM, but they must also 
address procedure codes, ICD-10-PCS,” he adds. 

There is more specificity in the new set of codes. 
“In order to get paid at the back end for an episode of 
care, you need proper documentation and the associ-
ated coding,” Gallagher underscores. On the front of 
end of the process, patient access employees will need 
to provide enough information, using the new codes 
accurately, to avoid denied claims. 

Gallagher says, “You have to understand how the 
coding system has changed, and what each individual 
plan is looking for to give approval on a payment.” 

Patient access leaders should have a conversation 
with each individual plan that they work with to find 
out what their process will be if insufficient informa-
tion is submitted, she advises. “If you don’t give them 
enough information, will there be a denial? Or will 
it be sent back for recoding?” asks Gallagher. “You 
can’t assume all payers are going to do the same thing 
if there is a problem.”

Sandra J. Wolfskill, FHFMA, director of health-
care finance policy for revenue cycle at the Healthcare 
Financial Management Association, says these ques-
tions need to be answered by payers:

• For pre-authorization processing: What level of 
diagnosis and procedure coding is required to autho-
rize the scheduled service?

• For admission notification processing to payers: 
What level of specificity will be required?

“Find out what information you minimally need 
and what will happen if you don’t have that,” says 
Gallagher. n

EXECUTIVE SUMMARY
Patient access departments are revamping processes 
for patient identification to protect the integrity of 
the medical record, prevent fraud, and decrease du-
plicate medical records. Some approaches include:
• integrating scanned patient photos into the regis-
tration system;
• asking patients to confirm their names and dates of 
birth before signing an electronic consent form;
• implementing palm scanning technology to deter 
identity thieves.

patient identification,” reports Tonie Bayman, 
director of revenue and recovery for patient busi-
ness services at Memorial Hermann Health System 
in Houston, TX. The patient access department 
made these changes:

• Patient photos are scanned into the system.
Patients receive email reminders to bring photo 

identification, and registrars remind them to do so 
during the pre-registration phone call. The depart-
ment considered taking a photo of the patient at the 
time of registration, but decided against this. 

“To have the technology integrated into our doc-
ument imaging system was just cost-prohibitive,” 
Bayman explains. “But as some of the software 
may have come down in price, we might possibly 
explore that option again.”

• The department scans the photo IDs into the 
registration system.

“The next time the patient comes in and presents 
for service, the ID displays as soon as the patient 
access rep pulls the patient up,” says Bayman. This 
ID gives registrars the opportunity to realize they’ve 
pulled up the wrong patient and back out before 
creating the account, so no duplicate record is cre-
ated.

With six million people in the hospital’s system, 
says Bayman, “there are a lot of Debra Smiths. This 
has reduced the number of incorrect medical record 
assignments that we create,” she says. 

• Patient access created an electronic consent 
form, which all patients are asked to sign. 

“Before they actually sign, they are asked to 
confirm that their name and date of birth is cor-
rect. This shows up in red letters,” says Bayman. In 
some cases, patients have alerted staff of an incor-
rect date of birth that prevented a duplicate account 
from being created.

• The system’s Master Patient Index gives a per-
centage of likelihood that the patient is correctly 
identified. 

Identify correct patient
every single time
Goal is fewer duplicate medical records

If patients are incorrectly identified, the integrity 
of the medical record is at stake, and the patient 

could possibly be harmed. 
“We’ve done a number of things to address 
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“There may be similar names and dates of birth, 
but it’s really not the same patient,” says Bayman. 
“This alerts them before they assign the incorrect 
medical record.” 

Old process was problematic

Several years ago, registrars at Danville, PA-
based Geisinger Health System began taking pho-
tographs of patients, but the process soon was 
discontinued. During the check-in process, the 
patient would stand against the wall, and a photo 
was taken. 

“The patient would ask to see the photo and 
would think it was a poor picture of them because 
they were feeling poorly,” says Jean Adams, RN, 
associate vice president of information technology. 
“They would ask that the picture be deleted.”

Some patients wanted to have multiple photos 
taken, which caused delays in registration areas. 

Barbara Tapscott, CHFP, CPAM, the hospital’s 
president of revenue management, says, “We are 
looking into the possibility of asking that a patient 
download his or her photo. We are also in the ini-
tial phase of implementing a proof of concept of 
patient identification via palm readers.” (See related 
story, below, on palm scanning technology used to 
identify patients.)

The system will accurately identify a patient, 
even if he or she is unconscious or confused. “We 
anticipate a reduction in duplicate records and 
chart corrections,” says Adams. 

SOURCES

• Michael Bennett, System Executive, Patient Business Ser-
vices, Memorial Hermann Health System, Houston, TX. Phone: 
(713) 338-4111. Fax: (713) 338-4388. Email: Michael.Bennett@
memorialhermann.org.
• Tonie Bayman, Director, Revenue and Recovery, Patient 
Business Services, Memorial Hermann Health System, Hous-
ton, TX. Email: Tonie.Bayman@memorialhermann.org. n

Patients are happy 
with palm vein scanning
Most thank access staff

In June 2013, Memorial Hermann Health System 
in Houston, TX, implemented palm scanning 

technology in outpatient registration areas at one 
of its hospitals. To date, more than 36,000 people 

have been enrolled. 
“We’ve had a good adoption rate,” reports 

Tonie Bayman, director of revenue and recovery 
for patient business services. When patients place 
their hands on the scanner, a high-resolution 
infrared photograph of the vein pattern just below 
the skin is created, which is then stored electroni-
cally. 

Initially, Bayman was worried that patients 
wouldn’t accept the new technology. “My team 
provided onsite support to address any concerns, 
but we just haven’t had any concerns,” she says. 

Once patient access representatives explain that 
the intent is to protect the integrity of the patient’s 
medical records, virtually all patients have been 
cooperative. “Going into it, we thought that we 
would get more pushback. But the patients readily 
adapted,” Bayman says. 

EDs are next to roll out

Palm scanner will be rolled out at Memorial 
Hermann’s four EDs next.

“The biggest benefit is that ED patients are the 
most likely to be showing up without any ID,” 
says Michael Bennett, Memorial Hermann’s system 
executive for patient business services.

The biggest challenge will be to integrate the 
palm scanning technology with the ED’s registra-
tion system. This system is different from the regis-
tration system used by the rest of the hospital. 

Bayman says another reason that outpatient reg-
istration areas were first to implement palm scan-
ning is because “the ED is a chaotic environment. 
We wanted to start it in a more stable environ-
ment.” 

Here are three expected benefits:
• Delays will be reduced.
If the ED patient already has been enrolled, the 

palm scanner will pull up the right record immedi-
ately. If the patient hasn’t been enrolled, the regis-
trar enrolls them after the medical screening exam 
is completed. “This should expedite the process,” 
says Bayman.

• The system will identify if the patient is in a 
healthcare exchange plan.

“We won’t necessarily know one plan from 
another by looking at the patient’s insurance card,” 
says Bayman. “This will help us track the exchange 
patients separately.” 

• It will deter identify thieves. 
Bennett sys, “In this day and age, it’s easy to 

take a photo and create a false ID. Identify theft 
can’t do that with a palm scan.” n
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will receive.”
Registrars who receive a score of “exceeds-exceeds” 

typically receive a 4% to 5% raise, and those who 
receive a score of “meet-meet” typically receive a 
2.5% raise. About 70% of associates are scored as 
“meet-meet,” and about 10% receive  “exceeds-
exceeds.”

Using actual numbers as goals, such as collection 
totals and consent audits, makes evaluations more 
objective.

“We let them know about these before the year 
starts. They know what percentages or numbers to hit, 
in order to either meet expectations or exceed them,” 
says Bulow. (See related story, p. 35, on the specific 
metrics used by patient access leaders.)

Errors are eliminated

At Ronald Reagan UCLA Medical Center in Los 
Angeles, patient access leaders monitor a “bypass 
warnings” report each day. This shows the number 
of rules that were not encountered, or information 
that was missing when a particular staff member 
pre- registered a patient.

“These warnings are based off of the data that 
the billing department must have for the patient, in 
order for the stay to be billed and submitted cor-
rectly,” says Smruti Patel, manager of patient access 
services. An additional report used pulls the num-
ber of accounts encountered by an individual staff 
member. Together, the two reports determine the 
employee’s registration accuracy level. 

“This method provides an objective way to assess 
the quality of each staff member’s contribution to 
the patient access department,” Patel says.

During quality reviews, staff are provided with 
their overall percentages, strengths, and opportu-
nities for improvement. “They are then asked to 
provide feedback on items that may impact their 
performance, that management should be aware of,” 
says Patel. 

Staff was made aware of a way to “pull” infor-
mation in the demographic section to fix errors in 
the subscriber and guarantor sections. “This resulted 
in many errors being eliminated,” says Patel. 

SOURCES

• Mark Bulow, Patient Access Supervisor, Littleton (CO) 
Adventist Hospital. Phone: (303) 734-3953. Fax: (303) 734-
3936. Email: MarkBulow@Centura.org.
• Smruti Patel, Manager of Patient Access Services, Ronald 
Reagan UCLA Medical Center, Los Angeles. Phone: (310) 267-
4255. Fax: (310) 267-3725. Email: SmrutiPatel@mednet.ucla.
edu. n

Make sure evaluations
are truly objective
Raise tied to performance

Registrars at Littleton (CO) Adventist Hospital 
have the opportunity to receive a “pay-for-perfor-

mance” salary increase each year.
“We call it Performance, Feedback and Develop-

ment,” says Mark Bulow, registration supervisor. 
“The first half is based on whether staff met, exceeded, 
or failed to meet goals and results.” 

The second half is based on behavior expectations. 
Registrars receive scores of “exceed,” “meet,” or 
“needs improvement” for these seven behaviors: 

• Compassion: Staff members are expected to dis-
play sensitivity and responsiveness to all persons in 
need. 

• Respect: Staff must have good communication 
skills and interact well in teams.

• Integrity: Bulow says, “Here I am looking for 
accountability and being honest in a helpful way.” 

• Spirituality: Staff must acknowledge its central 
role in facilitating mental, physical, and emotional 
health in some patients. “I am looking for respect of 
different beliefs here. This is usually not an issue,” says 
Bulow.

• Stewardship: To assess this area, Bulow asks the 
questions, “Is the registrar using the company’s time 
wisely? Does he or she use our resources appropri-
ately?”

• Imagination: “I am looking for someone who 
implements problem-solving solutions and shares new 
ideas,” says Bulow.

• Excellence: The registrar must strive to exceed 
expectations for quality, customer service, and overall 
performance.

“We then use a matrix for each category. Employ-
ees can be scored as ‘exceed-exceed,’ ‘meet-exceed,’ 
or ‘meet-meet,’” says Bulow. “From there, corporate 
determines the raise that each portion of the matrix 

EXECUTIVE SUMMARY
Patient access departments are making staff evalua-
tions more objective by using actual numbers such 
as collection totals and consent audits.
• Give registrars a chance to receive “pay-for-perfor-
mance” salary increases.
• Use matrixes to determine salary increases.
• Determine registration accuracy of individual em-
ployees.
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COMING IN FUTURE MONTHS

Use these metrics
for staff evaluations 

There is no mystery about how patient access 
employees are evaluated at Littleton (CO) 

Adventist Hospital. 
“With each objective measure, we assign a weight, 

totaling 100%, and base their evaluation on that,” 
says Mark Bulow, registration supervisor. 

Collection totals are shared with staff on a weekly 
basis, and consent audit and accuracy scores are 
shared once a month. “The staff often asks how 
they are doing,” reports Bulow. “I have noticed that 
associates are pressing more often for their stats and 
personal numbers.” These metrics are used:

• Collecting at least $5 from emergency depart-
ment (ED) self-pay patients. (15% of total weight). 

If staff collect from at least 18% of patients, they 
meet expectations. If they collect from 19% or more, 
they exceed expectations. 

• Individual collections (15% of total weight).
“We track copays and coinsurance taken from 

patients with commercial insurance,” says Bulow. “If 
they have Medicare or Medicaid, we do not collect.”

ED registrations that have commercial insurances 
or managed Medicare are totaled and compared with 
how many collections the employee had. If employ-
ees collect 40% to 49%, they meet expectations; 
50% or more is scored as exceeding expectations.

• Wait times for bedside registrations (10% of 
total weight). 

“This is a team-based goal,” says Bulow. “We 
measure the time it takes us to register a patient after 
the physician has signed up.” 

Decreasing the time by 10% to 19% meets the 
goal, and more than 20% exceeds the goal. “This 
holds everyone accountable for wait times,” says 
Bulow. “People aren’t pressured only to register their 
patients quickly. There is more teamwork.”

In outpatient areas, managers measure the time 
the patient signs in until registration is started. “We 
want 92% to 96% of wait times to be under nine 
minutes,” says Bulow. “More than 97% exceeds 
that goal.” 

• Consent audit (20% of total weight). 
“Here, we pick 10 accounts that each registrar has 

registered,” says Bulow. “We then look at the con-
sent and the patient bill of rights to make sure they 
are filled out completely and accurately.”

Bulow looks for a signature, date, time, and that 
the employee checked off whether the patient wanted 
a copy of the hospital’s privacy practices.  “I recently 

made this part of the criteria for our employee of the 
month and saw the consent audit scores rise consid-
erably,” he says. 

Meeting the goal requires a score of 95% to 99%, 
and exceeding the goal requires 100% compliance. 
“We actually had a handful of registrars get 100% 
last year,” says Bulow. 

• Essential job functions (40% of total weight).
“This is our accuracy score on registrations,” says 

Bulow. A score of 98% meets the standard, and 
99% or more exceeds it.  

“We also include our mandatory learning courses 
here,” says Bulow. If these are completed on time, it 
doesn’t affect the employee’s score. If they are late 
on mandatory learning, which they have several 
months to complete, they will not meet the goal.

• In outpatient areas, an Advance Beneficiary 
Notice (ABN) completion percentage rate is mea-
sured by registrar. 

Completing 90% to 94% of ABNs meets the 
goal, and more than 95% exceeds the goal. “This 
was never a goal before, and our ABN rate was very 
low,” says Bulow. “Now that it is being included on 
the review, the percentage increases are amazing.” n

Best practices issued
for debt collection
HFMA is the author

The Healthcare Financial Management Associa-
tion (HFMA) has issued best practices for medi-

cal debt collection. 
Developed by a task force of healthcare providers 

and others convened by HFMA and ACA Interna-
tional (Association of Credit and Collection Profes-
sionals), the practices seek to provide patients with 
a thorough understanding of what to expect during 

n Convince price-
shopping patients to 
pick your hospital

n How exchange plans 
are changing patient 
access processes

n Stop claims denials 
with better relationships 
with payers

n Offer unexpected help 
to patients with high 
deductibles
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the payment and collection process. They call for the 
following:

• developing consistent, coordinated policies for 
account resolution so collection agencies and others 
are governed by a provider’s board-approved poli-
cies; 

• developing appropriate channels and practices 
for patient communications and account resolution; 

• reporting back to credit bureaus when accounts 
are resolved;

• tracking consumer complaints. 
For more information, visit www.hfma.org/medi-

caldebt. n

Register now to attend 
NAHAM’s conference 

Online registration for the National Asso-
ciation of Healthcare Access Management’s 

(NAHAM’s) 40th Annual Educational Conference 
& Exposition is open.

This event will take place May 13- 6 at the Westin 
Diplomat Resort and Spa in Hollywood, FL.

The conference will feature two keynote presen-
tations from industry professionals. Attendees will 
hear from The Joint Commission Resources on the 
history of the organization, the survey process, and 
patient access services’ role in the successful comple-
tion of the survey. 

For more information, go to http://bit.
ly/1a753qH. n

Booklet revised
on discharge planning

The Discharge Planning Booklet (ICN 908184) 
from the Centers for Medicare & Medicaid Ser-

vices has been revised and is available in download-
able format. 

This booklet is designed to provide education on 
Medicare discharge planning. It includes discharge 
planning information for acute care hospitals, 
inpatient rehabilitation facilities, long-term care 
hospitals, home health agencies, hospices, inpatient 
psychiatric facilities, long-term care facilities, and 
swing beds. To access the booklet, go to http://
go.cms.gov/1cCXebv. n
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