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Hospital Access Management
focuses on technology

This month’s issue of Hospital Access Management is a special issue on 
how technology is rapidly changing patient access. Our cover story explores 
the growing trend of self-service registration. Inside, we report on how 
departments are using new tools to save time, cut costs, increase collections, 
and improve productivity.

Patients soon `will self-everything’ — 
Apps to revolutionize registration
Pre-registration moving out of the hospital into houses

Self-schedule, self-register, self-
estimate, self-pay, and even self-
screen for Medicaid or charity 

eligibility. “Patients will self-everything, 
all from home PCs and mobile devices,” 
predicts Paul Shorrosh, CHAM, 
founder and CEO of AccuReg Front-
End Revenue Cycle Solutions in Mobile, 
AL.

 Pre-registration, including insurance 
verification, demographics verification, 
and financial assistance and payment 
plans can all be done by the patient, 
using a home personal computer (PC) 
if prior to service or at the point of 
arrival if using a smartphone or tablet. 

Identity verification using fingerprint 
biometrics is already pre-built into some 
smartphones. 

“Technology firms like ours are 
starting to build patient access apps 
for the consumer to assist in their own 
registration, verification, application, 
and payment, relying on the access 
employee only if there’s an exception,” 
says Shorrosh. 

 Today’s patients also are consumers 
who want convenience, speed, and 
control over their information. “The 
innovations are coming faster, with 
functionality that covers health records, 
communication between patients and 
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EXECUTIVE SUMMARY

Patients using mobile phone apps soon will perform many functions of the 

registration process, according to revenue cycle experts interviewed by 

Hospital Access Management.

• Patients will pre-register from home prior to service, or they will use mobile 

devices at the point of arrival .

• Phone apps already are widely used in other countries to schedule 

appointments .

• Patient access employees are educating patients about portals during 

registration .  

providers, and now patient access 
functions,” says Shorrosh. 

Before patient arrives

Bill Malm, senior manager of 
revenue integrity communications at 
Craneware, an Atlanta-based provider 
of automated revenue integrity 
solutions, doesn’t look at the United 
States to determine where technology 
in patient access is headed. 

“I look at other countries that are 
good at population management,” 
he says. In the United Kingdom, 
for example, patients routinely 
use phone apps to schedule 
appointments. Malm expects this 
process soon will be happening in the 
United States.

 The entire registration process is 
moving “out of the facility and into 
the patient’s home and the Internet,” 
says Malm. Patients can submit 
insurance information electronically 
so preauthorizations can be obtained 
before arrival. In some cases, even 
procedures can be scheduled. “If a 
patient is coming in with a migraine 
and it’s your policy to do a CT scan, 
you can schedule that,” he says. 
“Things that we used to do with the 
first presentation, we can do before 
the patient even hits the door.”

 If patients preregister using their 
smartphones or home personal 
computers, patient access areas can 
expect to see shorter wait times and 

better patient flow, says Malm. “This 
creates a more predictable access to 
healthcare, especially for unscheduled 
episodic care,” he adds. 

Just like a grocery store

Kiosks in registration areas 
allow patients to check in using 
biometrics; view and pay liabilities; 
agree to payment arrangements; sign 
guarantor documents; and complete 
loan, charity, or Medicaid/exchange 
applications.

“It will be much like the change 
we’ve seen at airports, grocery 
stores, and banks,” says Shorrosh. 
“Registrars’ roles will shift to a 
higher level and assist with overflow, 
questions, or patients that simply do 
not want to self-check.”

 However, Shorrosh expects 
mobile apps to soon overtake kiosks, 
which he estimates 20% of hospitals 
use. “The barriers of hardware 
cost and maintenance, adoption 
rates, functionality limitations, 
and infection control will be 
circumvented with mobile apps,” he 
predicts.   

 Hospitals might choose to skip 
over the kiosk phase and go straight 
to mobile apps so patients can 
accomplish these tasks themselves. 
“This simplifies the work for 
registration employees by pushing 
basic information verification tasks to 
the patient,” says Shorrosh. 
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 If the patients’ scheduled 
procedures requires authorizations 
or fail medical necessity rules, for 
example, the patients can resolve the 
issues with their physicians and payers 
beforehand. “Imagine an exception-
based work queue built for patients,” 
says Shorrosh.

Portals are priority

 Patient access leaders at Advocate 
Good Shepherd Hospital in 
Barrington, IL, carefully researched 
kiosks, but they stopped short of 
actually implementing them.

“In the tech-savvy environment 
we’re in, we thought kiosks would be 
a big patient satisfier,” says Wendy 
M. Roach, RDMS, CHAM, director 
of patient access. During various site 
visits, however, she learned that use 
wasn’t as high as expected. “We, as 
an organization, decided not to move 
forward,” says Roach. “We want to 
work on our patient portal first and 
go from there.”

 Patient access took on the role of 
educating patients about the portal. 
Registrars ask patients if they want to 
be a part of the portal. “The patient 
has to declare yes or no, and if yes, 
the patient has to provide us an email 
address,” says Roach. “The technical 
team takes it from there, but we have 
the conversation with the patient.” 

 Sometimes this process takes 
several minutes, which adds to 
registration wait times. To counter 
this problem, a fast-track registration 
process is used for preregistered 
patients, so they can simply review 
their personal information and sign 
consents. 

“This helps reduce wait times 
when items are added to our 
registration processes,” says Roach. 

 The “big picture” of registration 
wait times and patient satisfaction 
should be carefully considered, she 
urges. “We are the ones who will 

get questions from patients about 
the portal,” says Roach. “We have to 
provide an educated answer.” 

Process is personalized

 The patient access department at 
Advocate Good Shepherd recently 

invested in a patient tracking system 
(manufactured by Elgin, IL-based 
HealthWare Systems).

“We put a lot of money and effort 
into patient tracking,” says Roach. 
“From door to discharge, we have 
an accounting of every step in the 
patient’s journey.”

 The tool revealed that the average 
time to check in took just five 
minutes, and the registration process 
averaged three minutes. However, 
after registration it took an average 
of 15 minutes for the technologist to 
come and get the patient. 

“We were able to use time data 
with our radiology group to change 
the length of their exam times,” says 
Roach. “We have added on extra time 
slots for some exams and increased 

time duration for others.” 
 When the patient is called to 

registration, consent forms and other 
paperwork is automatically printed. 
“We don’t have to go into the system 
and tell it to print, so it cuts down 
time spent in registration,” says 
Roach. 

Notes assist

Registrars put notes in the 
comment field for ancillary 
departments such as “blue hat” or 
“pink jacket,” so technologists can 
easily spot patients in a crowded 
waiting room and greet them by 
name.

 Once registrars scan patient IDs 
into the system, they can see what the 
patient looks like, which allows them 
to greet the person by name on future 
visits. “This adds personalization to 
the process,” says Roach.

 The department is looking into 
connecting the tracking system with 
patients’ smartphones. 

“Checking in is a manual process 
right now,” says Roach. “We are 
looking into the option of having 
patients check in on their phone.” 
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“WE PUT A LOT 
OF MONEY 

AND EFFORT 
INTO PATIENT 

TRACKING.  
FROM DOOR 

TO DISCHARGE, 
WE HAVE AN 

ACCOUNTING OF 
EVERY STEP IN  
THE PATIENT’S   

JOURNEY.”
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New payment portals aren’t just for copays: 
They are an ‘easy, self-service’ option
Patients can pay without involving patient access

A irline passengers can book 
a flight, check in, scan their 

boarding pass, and complete 
post-flight surveys from their 
phone without ever speaking to a 
representative. The same process 
could be true of patients paying a 
healthcare bill, says Joel Gardiner, 
national practice leader for Deloitte 
Consulting’s Revenue Cycle 
Management Practice for Health Care 
Providers.

 “Imagine a patient experience 
where scheduling, pre-registration, 
and all pre-service correspondence 
with the hospital are done online 
or even on mobile phones,” says 
Gardiner. Patients could schedule 
appointments and resolve accounts 
without ever having to speak with 
anyone from patient access. “This 
can be a significant cost-reduction 
opportunity for the hospital as well 
as provide a remarkable patient 
experience,” says Gardiner.

 While most basic payment portals 
collect copays for upcoming visits, 
new portals incorporate complex 
liability estimation and pull the 
patient’s prior balances. Gardiner 
estimates that less than 20% of 

hospitals are using portals to collect 
upfront payments and give liability 
estimates to patients. “The technology 
is there. The healthcare industry just 
has to embrace it,” he says.

Increased collections

 One pitfall with payment portals 
is inconsistent use by patients.

“To be valuable to both patients 
and hospitals, online portals need to 
be both seamless to the patient and 
integrated with the host systems,” 
says Ketan Patel, a senior manager 
in the healthcare provider segment 
of Deloitte Consulting’s Strategy and 
Operations.

 If patients can’t easily understand 
their liabilities because it’s too 

confusing, they’ll stop using the 
portal.

“If portals aren’t integrated 
into a hospital’s core revenue cycle 
functions and systems, it can cause an 
administrative burden to make sure 
payments and balances are accurately 
reflected across the main financial 
systems,” adds Patel. 

 Payment portals generally increase 
self-pay collections by 5% to 10%, 
estimates Gardiner. Organizations 
also see reduced billing costs and 
decreased labor costs of up to 10%. 

 “At a minimum, online payments 
provide an easy, self-service payment 
option,” says Gardiner. “This 
encourages more patients to resolve 
their liabilities.”  n

EXECUTIVE SUMMARY

New payment portals incorporate complex liability estimation and prior 

balances, but many patients still need patient access employees to explain 

out-of-pocket expenses .

• If patients can’t easily understand their liabilities, they will stop using the 

portal .

• Portals must be integrated into a hospital’s core revenue cycle systems .

• Portals can result in decreased billing costs and fewer calls to patients .

Tools allow members of patient access staff
to screen patients for financial need early in process 
‘Get out in front’ of push for price transparency

D eveloping protocols, tools, and 
targets to increase collections 

is nothing new for patient access, 
according to Gerilynn Sevenikar, 
vice president of patient financial 
services at Sharp HealthCare in San 
Diego. “What is potentially new is 

the profile of the patient,” Sevenikar 
says. 

 At Sharp HealthCare, 90% of 
uninsured emergency department 
patients have an annual of income of 
$30,000 or less. Of this group, 96% 
are eligible for Medi-Cal, the state’s 

Medicaid program. “The question 
then becomes, how do I weave the 
discussion into the process without 
it becoming cumbersome?” asks 
Sevenikar. 

 To address this issue, patient 
access uses a web-based screening tool 
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(manufactured by San Mateo, CA-
based PointCare). “This directs the 
team right to the appropriate funding 
source,” says Sevenikar. 

 If the patient is unable to pay, 
patient access staff must be able to 
offer them any of these options, she 
says:

• make payments over time; 
• use a loan program that is 

interest-free or carries an interest rate 
lower than traditional credit cards;

• consolidate hospital and, when 
possible, medical group balances;

• access a patient portal to make 
payments;  

• use a discount, if appropriate. 
“If a patient asks for a rate on a 

scheduled service, we offer substantial 
discounts for payment at the time of 
service,” says Sevenikar. “We are even 
discussing the option of allowing the 
patient to design their own payment 
plans through the portal, using a 
sliding scale of time and monthly 
payment amounts.”

 There is clear evidence that the 
ability to collect decreases, and the 
cost to collect increases, when that 
opportunity is missed at the point 
of service, emphasizes Sevenikar. “In 
short, the value of a dollar at point of 
service is reduced to 33 cents when 
payment is delayed six months,” she 
says. “At the end of the day, we all 
want to try to resolve the patient 
balance at the point of service.”

 Patient access departments also 

need to be willing to adopt next-
generation payment methodologies, 
urges Sevenikar. “These include smart 
phone check scanning, bank transfers, 
text and e-mail messaging,” she says. 
(See related stories on tools patient access 
needs to successfully collect, below, and 
how technology improves collections 
with high-deductible plans, p. 6.)

 Nick Davis, vice president 
of Portland, OR-based Provider 
Advantage, recommends that patient 
access “get in front of the push for 
price transparency” by making these 
changes:

• Provide pre-service out-of-
pocket cost estimates that are easily 
understood by consumers. 

 “Patients want to know their true 
out-of-pocket cost prior to receiving 
services,” says Davis. “They want this 
process to be consistent and reliable.”

• Remember that patients want 
their post-service bill to match the 
estimate as closely as possible. 

 “If the estimate varies in either 
direction, they want to clearly 
understand why,” says Davis.

• Be sure estimates account for 
all of the variables in the patient’s 
insurance coverage and payer 
contracts. 

 “For best optimization of 
the revenue cycle, hospitals and 
healthcare systems must lead this 
charge, or they risk ‘letting the tail 
wag the dog,’” says Davis. 
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EXECUTIVE SUMMARY

Patients access departments are using technology such as web-based 

screening tools to identify financial need and collect from patients with high-

deductible plans . To increase collections, patient access departments are:

• offering the option of making payments over time;

• collecting partial payments from patients with high-deductible plans;

• providing easily understood cost estimates .

Use tools to collect with high-deductible plans

To collect from patients with 
high-deductible plans, these 

tools must be available at the point of 
service, says Gerilynn Sevenikar, vice 
president of patient financial services 
at Sharp HealthCare in San Diego:

• automated, accurate tools to 
verify insurance; 

• liability estimators to determine 

the patient’s responsibility;
• predictive analytics to guide 

the financial discussion. “We have 
direct access to our patients’ payment 
history,” says Sevenikar. “This has 
served as a strong indicator for future 
payment patterns.”

• if the area has a kiosk, the ability 
to pay should be readily available. 

 Because Sharp’s registrars know 
the patient’s income and payment 
history, they can offer options that 
make sense for the patient’s situation.

 “We find that conversations that 
appear overly scripted are ineffective 
in moving forward,” says Sevenikar. 
“We speak on a personal level with 
the patient.” n



6   |   HOSPITAL ACCESS MANAGEMENTTM / January 2015

Tools allow registration staff to collect 
deductibles in addition to collecting copays
There is increased likelihood that patients will pay

P atient access employees at San 
Diego-based Sharp HealthCare 

are seeing many more patients with 
high-deductible plans. 

 “Here is what we know about that 
population: A patient’s propensity to 
pay decreases as the deductible size 
increases,” says Gerilynn Sevenikar, 
vice president of patient financial 
services. According to the hospital’s 
data, if a patient owes $500 or less, 
there is a 68% chance of collecting, 
but this number drops to 36% if the 
balance is $5,000 to $6,000.   

 “This tells the hospital recovery 
story for our high out-of-pocket 
patient,” says Sevenikar. “Our 
experience has been that patients that 
have the capacity to pay, will pay, if 
they feel like the conditions are fair.”

 Patient access leaders at 
Vanderbilt University Medical 
Center in Nashville, TN, soon 
will implement new technology to 
improve emergency department (ED) 
registration and point-of-service 
collections. “In August 2014, our 
ED implemented a phased project 
for increasing our point-of-service 
collections,” reports Marsha Kedigh, 
RN, MSM, director of admitting and 
ED registration.

 Patient access worked closely with 
senior clinical and administrative 
leaders and the Department of 
Finance to implement the project’s 
first phase. Previously, only copays 
were collected. “We now ask for 
deductibles from our insured 
patients,” says Kedigh. “We also 
changed what we asked for from our 
uninsured population.”

 Staff members usually asked self-
pay patients to pay $300. Now, they 
ask for amounts ranging from $300 

to $3,000, depending on the patient’s 
acuity. “We looked at six months 
worth of charges for each acuity level 
and average out the amount,” Kedigh 
explains. 

 An outside clearinghouse is 
used to determine the amount to 
be collected. “We know that the 
deductible amount may not be exact,” 
she says. “We inform the patient 
that if we collect too much on the 
deductible, they will be reimbursed 

the difference.”
 If the deductible is high, staff 

members collect a partial payment. 
This amount is applied first toward 
the copay, with the remainder 
applied toward the deductible. 
“Our challenge is with the outside 
clearinghouse vendor,” says Kedigh. 
“It is not consistent with reliability 
and what is brought back.” In some 
cases, staff members have to consult 
the payer website to determine the 
patient’s deductible.

 “We have been very successful 
with this first phase,” reports Kedigh. 
“So far, we have seen a 50% increase 
in our collected amount.”

Mobile devices needed

 During the second phase of the 
ED collections project, registrars 
will collect at the bedside. “This will 
require new technology, as in mobile 
devices for credit card payments,” says 
Kedigh.

 Patient access worked with the 
hospital’s legal counsel and ED 
clinical leaders on the timing of 
when registrars can enter the room 
to collect, to ensure compliance with 
the Emergency Medical Treatment 
& Labor Act. “We have all agreed 
on when,” says Kedigh. “Now it is 
a matter of putting time parameters 
around registration staff getting to the 
room, collecting, and getting out, so 
as not to delay discharge and getting 
others out of the waiting room and 
into a room.”

 Members of the hospital’s 
information technology 
department shadowed patient 
access staff members to get a better 
understanding of the current 
workflow. “The ideal is to have all 
rooms equipped with stationary 
laptops,” says Kedigh. These would 
automatically post what amount was 
collected into the hospital’s billing 
system and print receipts for the 
patient.

 For the time being, Kedigh 
purchased a mobile credit card swipe 
device for about $800. 

“I plan on using this device as a 
pilot to work through the process and 
flow of doing bedside collections,” she 
reports.  n

“HERE IS WHAT 
WE KNOW 

ABOUT THAT 
POPULATION: 
A PATIENT’S 

PROPENSITY TO 
PAY DECREASES 

AS THE 
DEDUCTIBLE SIZE 

INCREASES.” 
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Boost efficiency by integrating systems 
used by access — Minutes shaved off registration

Whenever patient access 
employees at Bon Secours 

Richmond (VA) Health System 
registered a patient, multiple systems 
were involved. Registrars switched 
from scheduling software to the 
hospital’s registration system, with 
yet another system used to scan 
documents.  

 “Staff searched for appointment 
information and orders in different 
systems,” says Erin D. Baggett, 
director of patient access at Bon 
Secours St. Mary’s Hospital and 
St. Frances Medical Center in 
Richmond, VA. Registrars had 
to create and remember multiple 
passwords for different systems. “The 
amount of time staff spent looking 
for information and having to toggle 
back and forth between multiple 
systems was time-consuming, and, 
honestly, difficult,” says Baggett.

 At times, systems did not work 
well with one another. Information 
sometimes wouldn’t flow from one 
system to another. Joe McDearmon, 
director of patient access at Bon 
Secours Memorial Regional Medical 
Center in Mechanicsville, VA, says, 
“Certain systems had to be opened in 
sequential order to properly sync. If 
this was not done, documents could 
potentially scan in the wrong record.”

Platform: One stop shop

 Leaders at Bon Secours have 
strived to consolidate systems 
in recent years, with the goal of 
“one patient, one record,” says 
McDearmon. “This decision was 
driven by healthcare reform and a 
need to more efficiently serve our 
patients,” he says. 

 Now patient records can go 

from the doctor’s office and hospital 
seamlessly. “Moving to a single 
electronic medical record has allowed 
for a streamlined approach to patient 
care,” says McDearmon. 

 Patient access can now schedule, 
pre-register, complete registration, 
scan documents, and verify insurance 
coverage in a single system. “This 
definitely has shaved minutes off of 
registration,” says McDearmon. “The 
integration has definitely made us 
more efficient.” Average registration 
times were cut in half from 10 
minutes to five. “When patient access 
systems are integrated, it creates a 
much smoother process for frontline 
staff,” says Baggett.

`Elbow-to-elbow’ support

When each facility went live with 
the integrated system, trainers were 
on hand to provide “elbow-to-elbow” 
support. 

“This was crucial,” says 
McDearmon. “Training was a much 
larger endeavor then what was 
initially estimated.”

 Registrars and patient access 
staff can now find information in a 
“one-stop-shop” platform. “This is 
more efficient,” says Baggett. “It also 
increases their level of confidence 

when performing their job or the task 
at hand.”

 Registration kiosks in outpatient 
areas, the urgent care center, and 
the emergency department also are 
integrated. 

“The software uses a blended 
approach of options for patient 
to be able to identify themselves,” 
says Baggett. Kiosks in outpatient 
diagnostic departments at Bon 
Secours Memorial Regional allow 
patients to complete registration and 
collect copays. 

“This allows our staff to no longer 
be ‘tied to a desk,’” says McDearmon. 
“They are greeting patients and 
processing their needs as soon as they 
enter our facilities.”
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EXECUTIVE SUMMARY

Patient access departments at Bon Secours Richmond (VA) Health System cut 

average registration times from 10 to five minutes by integrating systems .

• Staff previously switched back and forth between scheduling and registration 

systems .

• Registrars now schedule, pre-register, complete registration, scan 

documents, and verify insurance coverage in a single system . 

• Training was vital to a successful implementation . 
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Double self-pay collections: Tools 
show how likely the patient is to pay
$50 million of self-pay accounts converted monthly

S elf-pay collections have doubled 
in the past year at Dallas-based 

Parkland Health & Hospital System.
“Inpatient, outpatient, and 

emergency department point-of-
service collections have all improved. 
On average, we’re up $100,000 
a month in collections,” reports 
H. Gene Lawson Jr., senior vice 
president of revenue cycle.

 One reason is that patient access 
staff offer prompt pay discounts, 
payment plans, and combinations 
of both. “Key factors for us are to 
know how much to ask for and the 
development of tools that tell us 
how much the patient can pay,” says 
Lawson.  

 Parkland has developed tools that 
indicate the patient’s propensity to 
pay. Registrars can tell if the patient 
meets Federal Poverty Income 
Guidelines (FPIG). “We think of 
it as a filter that first tells us if they 
would qualify for Texas Medicaid or 
one of 100 other financial assistance 
programs,” says Lawson. 

 On average, $50 million of self-
pay accounts are converted to one of 
these sources of assistance. “Without 
this process, we would try to collect 
from the patient,” he explains. 
“Finding a source of funding reduces 
the number of self-pay patients in 
need of financial help.”

 Parkland is exploring methods 
of using a sliding fee scale based on 
where the patient is on the FPIG scale 
and reducing the deductible based 
on the patient’s ability to pay. “Our 
charity policy covers Dallas County 
residents up to 200% of FPIG,” says 
Lawson. If patients between 100% 
and 200% of the federal poverty level 

purchased insurance through the 
Health Insurance Marketplace, they 
still might qualify for some form of 
charity. 

 “We’re exploring methods of 
having some charity applied to the 
deductible of these patients,” says 
Lawson. “This would occur after the 
primary payer has paid.”

Unanswered questions 

 Previously, patient access 
employees at Fairfield, CA-based 
NorthBay Healthcare relied solely on 
Federal Insurance Contributions Act 
(FICA) scores and credit reports to 
assess a patient’s ability to pay. “But 
that always left a lot of unanswered 
questions,” says Lori Eichenberger, 
interim senior director of revenue 
cycle management, 

 The department implemented 
a propensity to pay tool (PayNav, 
manufactured by Passport). Now, staff 
can see if all of a patient’s negative 
credit is related to healthcare, for 
example. “People often pay their 
health bills last, so you need tools 
to help you creatively find a way to 
make determinations about their 
ability to pay,” Eichenberger explains. 

 In one case, she saw that an 
uninsured patient had limited income 

and low rent, but the patient had just 
one more car payment left. “I was 
able to determine that while she may 
not be able to make payment until 
then, it will free up $275 a month,” 
she says. “It’s given us a better picture 
of our patient’s situations.” 

 Financial counselors also use a 
tool that tells them whether a patient 
is eligible for Medicaid or charity 
care (Charity Guide, manufactured 
by Passport). In some cases, patient 
access staff change the patient from 
self-pay to charity, even without 
getting any information directly from 
the patient. “I would prefer to talk 
with the patient, but that’s not always 
possible,” says Eichenberger. 

 The reason is that many 
emergency department patients are 
treated and released before financial 
counselors are able to meet with 
them. “In the absence of a discussion, 
patient financial services staff 
make sure we extend charity where 
appropriate,” she says. “If they can’t 
pay the bill, they can’t pay the bill.”

 The tool also tells registrars if the 
patient is eligible for a discount. “The 
tool is helpful to us in reaching not 
only those admitted as inpatients — 
those we’ve always had a good grip 
on — but also uninsured patients 

EXECUTIVE SUMMARY

Parkland Health & Hospital System doubled self-pay collections in the past 

year, in part due to a propensity-to-pay tool . Patient access staff collect an 

additional $100,000 a month . 

• Staff offer prompt-pay discounts and payment plans .

• Self-pay accounts worth $50 million are converted monthly .

• Financial counselors use a tool to determine a patient’s eligibility for 

Medicaid or charity care .
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using the emergency department,” 
Eichenberger says. (See related story, 
below, on tools used for price estimates.)
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Tools allow for accurate estimates: 
Patients get ‘the whole story’

P atient access staff at NorthBay 
Healthcare in Fairfield, CA, 

use a newly implemented patient 
payment estimator to tell patients 
what they’ll owe before they schedule 
an elective surgery. 

 “The patient feels like they 
have the whole story from the very 
beginning, and we avoid the expense 
of carrying a balance on accounts 
receivable, making phone calls, 
and sending statements,” says Lori 
Eichenberger, interim senior director 
of revenue cycle management. 

 About 40% of the hospital’s 

revenue comes from Medicare 
patients. 

“We find that our Medicare 
patients are less willing to give 
us credit card payments over the 
phone,” she says. “After the phone 
conversation, patients come in 
prepared to pay.”

 At Children’s Healthcare of 
Atlanta, patient access leaders created 
a centralized process to provide 
estimates in a consistent and seamless 
manner. “Because it’s embedded in 
our financial counseling department, 
it’s enabled us to provide financial 

assistance as needed for uninsured 
and underinsured customers,” says 
Lori A. Schwieg, CHAM, CPAR, 
manager of quality assurance, 
training, and projects for patient 
access. 

 The overall goal is to provide price 
transparency by providing estimates 
before services are rendered. 

 “We expect to see an increase 
in collections for planned elective 
services and overall customer 
satisfaction with the use of payment 
arrangements and prompt-pay 
discounts,” says Schwieg.  n

Department repurposes 5 FTEs with automation — 
Access operations ‘completely changed’

T echnology allowed the patient 
access department at Charlotte, 

NC-based Carolinas HealthCare 
System to take on new coverage areas 
with no additional staff and repurpose 
five FTEs. 

 “This has completely changed 
the way we think about, distribute, 
and complete our pre-service work,” 
says Jonathan Johnson, director of 
corporate patient services.

 The health system’s pre-service 
unit handles pre-registration, 
insurance verification, and 
authorization for approximately 
26,000 scheduled accounts per 
month covering eight facilities. “Our 
old process was probably similar to 

what a lot of organizations are still 
doing today,” says Johnson. 

 Staff members registered the 
accounts, saw what the patient was 
having done based on the schedule, 
and then went to a payer website 
to check eligibility and benefits. 

“Hopefully, if the physician’s 
office did their part, we found the 
authorization online ready to go,” says 
Johnson. 

 Next, staff members had to 
input the benefit data into the price 
estimator. “We took that data and put 

EXECUTIVE SUMMARY

Technology allowed the patient access department at Carolinas HealthCare 

System to repurpose five of its FTEs .

• Information flows automatically to the scheduling and Admission/Discharge/

Transfer systems .

• Accounts automatically go through the eligibility, benefit, estimation, and 

authorization processes .

• If any information is missing or incorrect, the pre-service team corrects it .  .
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it into the notes or other field where 
the onsite registrar could see it,” says 
Johnson. 

 Finally, registrars called the 
patients ahead of time to discuss their 
estimated responsibility. “We had a 
great team who made that process 
work, but it was cumbersome and 
inefficient,” he says.

No human interaction

 Accounts are now scheduled 
and then pre-registered, with all the 
necessary information flowing from 
the scheduling system and ADT 
[admission/discharge/transfer] system 
into an automated tool. 

 “Accounts automatically go 
through the eligibility, benefit, 
estimation, and authorization 
processes,” says Johnson. “Let me be 
clear: We no longer need any human 
interaction after registration for the 
majority of our accounts.”

 Not every account makes it 
completely through the automated 
process without errors. “We believe 
about 12% of accounts that should 
automate end up stopping for various 
reasons,” says Johnson. 

 If a certain piece of the benefits 
information is not available online, 
the insurance is ineligible, or the 
authorization is required but not 
found, the account will stop. 

“It will hit a work list that our 
pre-service team then corrects. Once 
corrected, automation resumes,” says 
Johnson.  

 The payment estimate flows to 
a work list, and patient access staff 
members call the patients. “If we 
don’t have time or can’t reach the 
patient prior to the date of service, 
the estimate and the authorization 
information flows back into our ADT 
system via a file and populates certain 
fields,” says Johnson. Registrars can 
easily view the information so they 
can review it with the patient on the 

day of service. The department has 
seen these benefits:

• Increased collections.
 “We have seen about a 5% rise in 

collections,” says Johnson. “We have 
had a robust cash collection process 

since 2002, so facilities newer to 
that process could probably expect a 
greater increase.”

• Five FTEs were repurposed. 
 Two of the FTEs assumed the 

responsibility for the department’s 
Price Estimation Line, and the other 
three FTEs handle other patient 
access needs.

 “The ability to repurpose staff into 
other roles has allowed us to take on 
many new challenges in a resources-
limited environment,” says Johnson.

• Patient access expanded its role 
with no additional staff. 

 “We absorbed the workload from 
a freestanding surgery center and the 
pre-service work for another facility,” 
reports Johnson.

Access sets the stage

 Every patient access process is 
being reshaped by technology, says 

Linda Kloss, principal of Kloss 
Strategic Advisors, a Chicago-based 
consulting firm specializing in health 
information management.  
 “But it is not the technology 
that should be the focus; it is the 
information that is the product of the 
technology,” she underscores. 

 Kloss says these are important 
questions to answer before any tool is 
implemented in patient access areas:

• Does it enable accurate and 
efficient capture of information? 

 • Does it prompt for missing or 
conflicting information?  

• Is the technology optimized to 
support the best work flow? Or does 
work flow take a back seat to the 
technology?  

 Kloss says, “Patient access 
processes trigger a number of 
interlocking workflow processes,” as 
follows: 

• Patient access originates the 
episode of care and the accurate 
record of that episode. 

 “Critical master data management 
functions begin with access, including 
identifying the correct patient,” says 
Kloss.  

• Patient access initiates the 
processes for payment of services.  

 Accurate information can trigger 
timely approval and verification 
processes that then expedite billing 
and payment. “This benefits the 
provider, but it also benefits patients,” 
says Kloss.

• Patient access processes set 
the stage for customer service 
excellence.  

 “The values of the organization 
are on display from the outset,” says 
Kloss. “Poor impressions created at 
access points can color the experience 
of the care episode.” 

SOURCES
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“THE ABILITY 
TO REPURPOSE 

STAFF INTO 
OTHER ROLES 
HAS ALLOWED 

US TO TAKE 
ON MANY NEW 
CHALLENGES IN 
A RESOURCES-

LIMITED 
ENVIRONMENT.”
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COMING IN FUTURE MONTHS

 n Dramatically increase collections 
with no-interest loans

 n How to keep employees’ cross-
training skills current

 n Use Six Sigma to revamp patient 
access processes

 n Fix top patient dissatisfiers 
involving clinical areas
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com .   n

Here is how patient access areas
are handling Ebola screening

(Editor’s note: This is the second 
part of a two-part series on Ebola and 
patient access. In last month’s issue, we 
gave you an overview of how to handle 
this potentially deadly situation. This 
month, we give you specifics of how 
departments are addressing this issue.)

P atient access staff at St. Francis 
Hospital and Medical Center 

in Hartford, CT, ask these Ebola 
screening questions at all access 
points, including pre-registration, call 
centers, and arrival areas:

• Has the patient traveled outside 
of the United States in the last 30 
days or been exposed to someone who 
has? 

• If “yes,” was travel to Democratic 
Republic of the Congo, Guinea, 
Liberia, or Sierra Leone? 

• Has the patient had contact with 
a person with known or suspected 
Ebola virus in the last 30 days? 

 “Initially, the questions were on 
a paper form completed by staff, 
until the IT area was able to add the 
questions in the software,” says Pat 
Mulligan, manager of patient access 
and financial clearance. 

 Patient access managers provided 
masks and gloves for patients and staff 
at arrival areas, to be used if a patient 
indicates a “yes” response to initial 
screening questions. Staff follow 
protocols when patient screening 
questions indicate a possible risk. 

 “These include placing the patient 
in isolation, contacting the hospital 
infectious disease department, and/or 
contacting the attending physician,” 
says Mulligan. 

 At St. Francis Hospital and 

Medical Center, a primary concern 
is ensuring the safety of the staff, 
says Elizabeth Gauthier, manager of 
emergency department registration. 
“We rely on the honesty of all 
patients when providing basic 
screening information, when face to 
face, or when calling to pre-register,” 
she explains. 

 The key is for members of 
the clinical staff and registration 
staff to communicate openly and 
accurately, says Gauthier. “Updates 
in procedures or protocol are 

disseminated to all staff on all shifts 
in a timely manner,” she adds. 

Schedulers at New Orleans-based 
Ochsner Health System now screen 
patients with these questions:

• Symptoms? 
• Fever? How long and what 

temperature? (If Yes — next 
question.)

• Have you traveled to Sierra 

Leone, Liberia, or Guinea in the last 
21 days? (If Yes — next question)

• Have you been in contact with 
anyone who has the Ebola virus or 
who was exposed to the Ebola virus? 

 If an Ochsner patient says they 
have traveled outside the country 
and/or have come in contact with 
someone with Ebola, schedulers 
transfer the call to the on-call nurse, 
saying, “Mr/Mrs. XX, I am going 
to ask one of our nurses to get on 
the line with you so that they can 
assist you with obtaining the proper 
medical services.” 

“We are trying to electronically 
build our screening questions into our 
scheduling and registration system, 
so they will fire at each encounter,” 
says Dale Beler, CHAM, director of 
patient access services.
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More than 4 in 10 uninsured
don’t know basic insurance terms
Even fewer understand complex coverage 

F indings from a recent survey by 
Kaiser Family Foundation in 

Menlo Park, CA, suggest that some 
people who stand to benefit from 
the law struggle to understand how 
coverage works.

The survey found that more than 
four in 10 uninsured people could 
not correctly identify the definitions 
of essential health insurance terms, 
such as “premium,” “deductible,” 
and “provider network.” Even more 
of the uninsured could not correctly 
answer questions that required 
calculating the amount an insured 
person would have to pay for a 
hospital stay (61%) or an out-of-
network lab test (91%) based on the 
plan’s cost-sharing requirements.

The survey was designed and 
analyzed by researchers at the 
Kaiser Family Foundation and was 
conducted Oct. 17-27 among a 
nationally representative sample 
of 1,292 adults, including 194 
uninsured adults ages 18-64. 
Interviews were conducted in 
English and Spanish using GfK’s 
KnowledgePanel, a probability-based 
online research panel. The margin 
of sampling error is plus or minus 3 
percentage points for the full sample 
and plus or minus 8 percentage 
points for the uninsured. To access 
the survey results, go to http://bit.
ly/1vFCzx0.

To inform and educate 
uninsured and insured consumers, 
the Foundation released a new 
five-minute cartoon video that 
explains insurance using fun, 
easy-to-understand scenarios. 
Health Insurance Explained – The 
YouToons Have It Covered breaks 
down important insurance concepts. 
It explains how individuals pay 

for coverage and obtain medical 
care and prescription drugs when 
enrolled in various types of health 
insurance, including HMOs and 
PPOs. 

Former U.S. Senate Majority 
Leader Bill Frist, a nationally 
recognized surgeon and Foundation 
trustee, narrates the video. The video 
is the third written and produced 
by the Foundation featuring the 
YouToons. The video can be accessed 
at http://bit.ly/1ubpmaP. 

All coverage addressed 

 The Foundation developed 
the video and other tools to aid 
consumers as they make decisions 
about coverage, whether through the 
Affordable Care Act marketplaces, 
job-based coverage, Medicare, or 
Medicaid. 

The new video can be linked to 
numerous social media networks and 
can be featured on other web sites 
using YouTube’s share button. 

The previous two videos, Health 
Reform Hits Main Street, available 
at http://bit.ly/1ywEQHY, and The 
YouToons Get Ready for Obamacare, 
accessed at http://bit.ly/1yIDhuj, 
also are available. Additionally, 
consumers may test their own health 
insurance literacy by taking a quiz 
online and challenging others to do 
the same. The quiz can be accessed 
at http://bit.ly/1z0hBst. Quiz 
scores can be shared via Twitter and 
Facebook.

These resources can be found 
on kff.org’s Understanding Health 
Insurance web page (http://
bit.ly/1w7Y3Bd), along with a 
compilation of nearly 300 frequently 
asked questions (http://bit.
ly/1zjZeQh).   n
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2014 SALARY SURVEY RESULTS

What is your age?

Experienced patient access leaders ‘in high demand 
right now’ — Compensation tops $100K for some

Over the past several years, Stacy Calvaruso, 
CHAM, has seen salaries for experienced patient 
access leaders increase by 15% to 20%.  

“There is a sharp increase in recruitment activities from 
outside entities. A true seasoned patient access leader is in 
high demand right now,” says Calvaruso, vice president of 
patient access for Texican Consulting Group, a Plano, TX-
based firm specializing in revenue cycle operations. 

Human resources (HR) departments typically compare 
patient access salaries at comparable facilities and in the 
surrounding metropolitan area. The goal is to remain 
competitive although not necessarily at the top, says Pete 
Kraus, CHAM, CPAR, FHAM, business analyst for 
revenue cycle management. 

“HR points out that we offer an excellent benefits 
package compared to many industries,” he notes. “Like 

everything else in the business world, though, it’s always 
open for review and revision.”

 Calvaruso is former assistant vice president of patient 
access services at Ochsner Health System in New Orleans. 
Because of its large size, the hospital compares patient 
access salaries with similar-sized organizations outside of 
the metropolitan area. “I believe that with everyone fully 
understanding how the revenue cycle is truly dictated by 
front-end activities, this salary adjustment will continue to 
be experienced in all areas of the U.S.,” says Calvaruso. 

Some of the larger healthcare organizations have created 
senior director patient access positions, with salaries in the 
high 100 thousands, notes John Woerly, RHIA, CHAM, 
FHAM, senior principal at Accenture Health Practice in 
Indianapolis. 

 “But I am not sure that this is the norm,” he says. 
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What is your annual gross income?

How many hours a week do you work?

“Salaries may be going up in some work sectors and 
areas of the country, but I would imagine that continued 
growth is fairly flat at this time.”

 According to the 2014 Hospital Access Management 
Salary Survey, 14% of respondents earn between 
$60,000 and $79,999, 14% earn between $80,000 
and $89,999, and more than half (57%) make over 
$100,000 and over. (See graphic above.) The majority 
of respondents (71%) reported a 1% to 3% increase 
in salary in the last year; 14% received a 4% to 6% 
increase, and 14% received a 7% to 10% increase. (See 
chart on p. 3.) 

The survey, which was administered in September 
2014 and tallied, analyzed, and reported by AHC 
Media, publisher of Hospital Access Management, 
identifies some of the current trends in patient 
access salaries. For the 2014 report, 188 surveys were 
disseminated. There were 14 responses, for a response 
rate of 7%.  
 Some healthcare organizations are creating corporate-

level positions for all revenue cycle leadership roles, 
including patient access, health information management, 
and patient financial services. Woerly expects this trend to 
continue, which creates a senior role for patient access at 
many organizations.

 “Someone with strong patient access skills could move 
into a consulting role,” he says. “This may also produce a 
higher salary range.” 

A revenue cycle consultant could specialize, as Woerly 
does, in the design and implementation of new processes 
and technologies within patient access. 

 “There are many areas of interest that could be 
further expanded,” says Woerly. “Growth will be for the 
innovators and those who differentiate themselves in our 
field.” 

Potentially lucrative areas of specialization include 
patient scheduling, contact center design, patient 
liability and upfront collections, improvement of data 
integrity within patient access, and reduction of claims 
denials. Calvaruso says, “Patient access leaders can 
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In the last year, how has your salary changed?

assist with strategic program development related to 
patient care initiatives, such as throughput and capacity 
management." 

Recognize need and fill it 

 To advance, patient access leaders need excellent 
collaboration and communication skills. “They need 
to serve as a change agent that can get buy-in and 
engagement from staff and other leaders,” says Woerly. 

 Patient access leaders must be willing to take on 
tasks not traditional to patient access. “These could 
include medical records, certain elements of utilization 
management, public relations, lab outreach, physician 
relations, call centers, and various customer service 
programs,” says Kraus.

 During Woerly’s tenure as a patient access director, 
he managed multiple services that related to patient 
services, including outpatient scheduling, the call center, 
financial clearance, quality improvement and training, 
and utilization management. 

 “The overall approach is to recognize a need and fill 
it,” says Kraus. For example, scheduling at Emory was 
traditionally the responsibility of various departments 
who were not inclined to give it up. “As we drag ourselves 
kicking and screaming into the modern world of 
centralized scheduling, access is taking over the function 
one department at a time,” he says.

 Kraus foresees a time when patient access employees 
register patients for clinic physicians, and vice versa, 
instead of maintaining separate registration processes for 
the same patient. “Today’s technology means it doesn’t 
matter that the patient may have services at two separate 
sites, even miles away,” he says.

Calvaruso sees these areas as especially important for 

patient access leaders:
• Reimbursement “risk factors” related to front end 

processing, stemming from denials, bad debt, and lack of 
point-of-service collections. 

• Pay-for-performance trends.
These are tied to HCAHPS (Hospital Consumer 

Assessment of Healthcare Providers and Systems), a 
standardized survey instrument and data collection 
methodology for measuring patients’ perspectives on hospital 
care, and the Clinician and Group Consumer Assessment 
of Healthcare Providers and Systems (CGCAHPS) survey, 
a standardized tool to measure patient perceptions of care 
delivered by a provider. 

“Access team members set the tone of the entire 
encounter with the patient. Poor patient engagement can 
and will lead to negative outcomes,” warns Calvaruso. Bad 
customer service in patient access areas can possibly result in 
poor clinical outcomes, if patients don’t want to return for 
follow-up services due to a negative experience.

• Strong project management skills, including “lean,” 
a set of management practices based on the Toyota 
Production System.

 This system enables patient access managers and directors 
to lead multiple areas at once. 

“Many organizations have integrated their system so well 
that the patient access leaders now manage hospital, clinic, 
and scheduling areas as well as other non-traditional areas 
like communications,” says Calvaruso.   

 Patient access managers need a comprehensive 
understanding of insurance from the reimbursement and the 
clinical perspectives.

 “The financial success of the enterprise continues to 
shift from back-end collections to front-end data collection, 
verification, and certification,” says Kraus. “The front end is 
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How long have you worked in your present field?

itself shifting forward.” Information is now collected at the 
time of scheduling, not just during pre-registration. 

 Kraus urges patient access leaders to learn all they 
possibly can about the contractual reimbursement 
agreements between providers and payers, as well as denial 
management principles. “While this isn’t really new, it ties 
in with the focus on admission eligibility, collection of 
patient and third-party balances, and other financial pre-
requisites prior to service,” he explains. 

 Access leaders can ensure that contractual provisions 
can be managed successfully “in the real world,” argues 
Kraus. “This helps bring reality to the table with respect to 
the hospital’s role in writing and administering the terms of 
the contract.” 

  It is not uncommon for insurance contracts to include 
clauses that are extremely difficult, contradictory, or even 
impossible to manage. Kraus says to advocate for these 
things:

• There should be certain criteria for how insurance 
is verified, how medical necessity is determined, how 
re-certification occurs, and how emergency department 
patients are managed.

 “Access has a better perspective of the nuts-and-bolts 
of managing patients with contractual coverage,” argues 
Kraus. “Staff in contract management may not be aware of 
the impracticalities of certain requirements.” For example, 
deadlines to submit certain information about a patient’s 
medical condition are sometimes unrealistic. Also, some 
payers use “hidden” preferred provider organization (PPO) 
brokers for reimbursement. “Insurance companies may 
contract with multiple PPOs and even list them on the ID 
cards,” says Kraus. “But access staff have no way to know 
which broker will apply to a particular visit.”

• There should be standardization of contractual 
provisions across payers the facility contracts with, so 
patient access staff can be taught one set of requirements 
that apply to all carriers.  

 “Access participation affects the hospital’s bottom line,” 
says Kraus. “This ensures the contract provisions are easy 
for front-end staff to recognize and manage, thus reducing 
the chance of denials and appeals.”

 Patient access leaders need to look beyond their 
department and think of the organization as a whole. If 
they’re in a large health system with multiple hospitals, this 
mindset means thinking beyond just their own hospital’s 
needs. 

 “They need to think strategically and as a corporate 
citizen,” says Woerly.

Having broader knowledge

Broader knowledge of medical facility operations 
—  being able to see, understand, and talk about the 
big picture — is “extremely helpful” for advancement in 
patient access, says Kraus. For example, patient access 
leaders have a keen understanding of the administrative 
burdens of various payer requirements for authorizations, 
benefit verification, billing, and payment processing. 
Calvaruso says, “By addressing the payer’s guidelines 
during the contracting phase, the leaders are able to 
make informed decisions.” This shift could increase 
reimbursement by eliminating costly administrative 
burdens.

 There has been a tremendous amount of “scope creep” 
in patient access, underscores Calvaruso. “Not all of it is 
bad, nor was it unexpected,” she says. “In many instances, 
we can and should be the source of truth related to data 
gathering and process flow.” However, there is only so 
much that can be pushed to the front end at once, before 
the hospital’s operational environment becomes unstable. 

 “You must have good training tools and appropriate 
systems in place,” says Calvaruso. “Strong leadership is 
needed to manage the changes, to prevent bottlenecks and 
staffing issues.”  n


