
Without proper technology in place,
call center leadership ‘managing blind’
‘You can’t manage in the absence of information’

Health care organizations that are operating a call center or cen-
tralized scheduling department without the appropriate tech-
nology as a foundation might as well put blindfolds on their

managers, suggests Judith Brown, president of Brown Healthcare Con-
sulting in Chicago.

“If you don’t know how many calls are coming in, how many people
are holding, and how long you’re making those customers wait, you’re
managing blind,” says Brown. In such situations, she adds, there’s no
way to know how many potential customers are hanging up and going
somewhere else for care.

When, as a call center director, Brown inherited that responsibility at
another facility after a merger, she was told by her predecessor that
“nobody hangs up, there are no complaints, and all the calls get
answered really fast.”

“I said, ‘How do you know?’ and the answer was, ‘We just know.’”
Once call center software was installed, she found that people were

holding for 15 minutes and there was a 20% abandonment rate. “If
it’s your first experience with an organization and you hold for 15
minutes, you might find somewhere else to go — especially if you’re
not feeling good, and our customers don’t always feel good,” Brown
adds.

“I’m not a big ‘technology is the answer’ person,” she says, “but you
can’t manage in the absence of information.” That information also
helps call center management establish service standards, Brown adds.
“What percentage of calls do you want to answer in what period of
time? Do you want to answer 80% of calls in 20 seconds or less?”

Armed with those data, she says, “there are formulas to plug in that
determine what you need in terms of staffing.”

At Swedish Covenant Hospital in Chicago, the goal is for the call cen-
ter to become “a full-service marketing contact center,” says Rose Jeanf-
reau, call center director. “We want to be the central nervous system for
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the whole hospital.”
The concept is not something that would be

entirely new, Jeanfreau adds. “We are not only
scheduling appointments for 11 ancillary
departments, we are making reservations for
patients calling in to attend a class, event or
screening. There is a cost for some of these
classes, and we have the ability to collect pay-
ments on-line.”

The Swedish Covenant call center already is
unique in her experience, Brown says, because of
the way it has melded the central scheduling and
marketing functions. Representatives “go from
scheduling a mammogram to signing up a caller

for a senior class to providing information to
someone who is looking for an obstetrician.”

All of those callers might be people who are
new to the hospital, she adds. “They have the
opportunity to cross-market, to lead the callers
into other services.”

For example, if it’s December and the caller
who is signing up for the senior class is 65, the
call center representative might ask if he has
scheduled a flu shot, Brown notes. “Age is criti-
cal because so much of health care is driven off
of age. If the caller is a woman who is 40, you
talk about a mammogram. If it’s a call about pre-
natal classes, you ask if the person has a pediatri-
cian.”

At the same time, she cautions, “You have to
be careful how you word it. You don’t want to
appear Big Brother-ish. If you do it well, people
are happy to know about it.” 

Expanding the scope of the call center is
something that “has always been in the back of
directors’ minds,” Jeanfreau says, particularly
the idea of bringing in the telecommunications
department. The former senior director of access
services, Gillian Cappiello, laid the ground-
work for such a move, she says, by increasing
and refining the functions performed by hospi-
tal operators.

Cappiello — now a consultation services spe-
cialist with Planetree, a nonprofit membership
organization that promotes patient-centered care
— was instrumental in adding a physician
answering service to the operators’ duties, for
example, and in implementing scripting to ensure
that employees at the first point of contact “were
on the same page,” Jeanfreau adds. “The thought
was always that it would be nice if we could
somehow combine the two departments and
have the call center be the one department that
houses everything.”

Upgrading the phone system

With that in mind, Swedish Covenant is
upgrading the telephone system to enable “skill-
based routing,” she says. “It’s a fantastic option
so we can direct certain calls to certain operators.
Say I had 15 employees and five of those special-
ize in insurance verification. I can set up those
five as an agent group and identify them under
skill-based routing.”

Transfer to those representatives, Jeanfreau
says, would be triggered from an automated
phone: “For insurance verification, press this
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number. To schedule an appointment, press this
number.”

An agent group could be created temporarily
to handle a special campaign, such as a vascular
screening promotion that was recently con-
ducted by the hospital, she adds. At the point a
mass mailing on the screening started reaching
the communities served by Swedish Covenant,
Jeanfreau notes, “we were getting calls like
nuts.”

The ACD upgrade to the call center’s phone
system also will streamline a number of reporting
functions and efficiently provide feedback on call
center operations, she says.  

At present, Jeanfreau says, she uses two
databases for reporting: Meditech generates
individual staff daily activity, such as how many
patients were preregistered for an appointment
in a day, and the overall volume of appoint-
ments scheduled for all 11 of the ancillary
departments.

A customized database created by Swedish
Covenant’s web provider, she adds, gives Jeanf-
reau the capability to generate the number of
physicians referred and the number of registra-
tions for a class, event or screening in a day.

With the upgrade, Jeanfreau says, she will be
able to generate the number of calls received per
staff member, the number of abandoned calls, the
average length of time per call, as well as incom-
ing and outgoing telephone numbers.

“All three reports should provide me more
accurate volumes overall,” she adds, noting that
the statistics will be presented on a spreadsheet.
“I’ll still need to work a manual process through
Meditech with the appointment scheduling
reports.”

Also with the phone upgrade, management
will be able to see, for example, how many calls
are coming in after the call center closes, she
notes.

At present, the call center is open 7 a.m. to 7
p.m. Monday through Friday and 8 a.m. to 4:30
p.m. Saturday, Jeanfreau says. “It would be nice
to know how many calls we’re getting after 7
p.m., whether it’s worth staffing for another
hour.”

The call center telephone number already is
used a lot more than the hospital number, she
notes, “because we’re so involved in the whole
marketing piece. When we had an emergency
department expansion, or if a number is given in
case people need directions, marketing publishes
our number.”

The ultimate goal, however, is to take the
connection even further, Jeanfreau says. “We
want it to be one-stop shopping. [The call cen-
ter] would be the front door. We would like to
be the main number, 24 hours a day, seven days
a week to route any calls — general inquiries,
any patient information, the physician answer-
ing service.”

The marketing department, meanwhile, wants
to have the call center even more heavily
involved in the fulfillment piece of the process,
she adds. “We’ve got a database that can literally
track when the patient was referred to a physi-
cian, whether the patient made an appointment,
when the patient comes in — the whole return on
investment piece.”  

Gradations of technology available

In many cases, centralized scheduling is
“something that sort of happened to people,”
Brown points out. “You’re taking calls for radiol-
ogy, then they add nuclear medicine, because it
makes sense for those things to be together, and
then, ‘How about mammography and ultra-
sound?’”

In that scenario, she continues, the provider
may have started with a basic telephone system,
which probably worked fine when schedulers
were taking calls for one department and getting
maybe 100 or 200 calls a month.

“But what about when you’re getting 2,000,
3,000, or 30,000 calls a month?” Brown says. “If
you think of every call as a person, can you imag-
ine trying to manage 30,000 people coming into
your facility and putting blindfolds on your
staff?”

Gradations of call center technology are
available, she notes, starting with a basic system
that will take a call and push it to the available
person who’s been waiting the longest to get a
call.

That kind of system “doesn’t give a lot of data
back,” she says. On the other end of the spec-
trum, Brown adds, are systems that are able to
route calls based on skill sets, with certain calls
going to certain individuals.

“The problem hospitals run into [with the lat-
ter] is that it gets expensive,” she acknowledges.
“So you start looking at, ‘How can we take this
expensive technology and deploy it as widely as
we can?’” 

That might mean — as with an organization
where she worked as vice president of consumer,

July 2007 / HOSPITAL ACCESS MANAGEMENT ™ 75



corporate and government relations — using the
technology not only in centralized scheduling
and the marketing call center, but also for the
help desk in the information technology (IT)
department, Brown notes.

“When I was there I bought monitoring tech-
nology because I wanted to use the calls for train-
ing purposes,” she says. “The IT department had
similar kinds of issues, so they used the same
monitoring tool. The technology was purchased
once, and it gets much less expensive when a lot
of people are using it.”

One of the advantages to call center monitor-
ing systems, Brown points out, is that “they take
the subjectivity out of, ‘I need more people.’”

Knowing how many people hang up after
being put on hold, for example, a call center man-
ager can conclude, “This is how many calls I’m
losing in this line of business,” she adds. “If you
just do a basic percentage — I’m losing 10% of
the calls and 30% of those are [for services that
cost] $3,000 — you can look at that and say, ‘I can
pay for another representative.’

“[Call centers] are one of the few departments
I’ve ever managed where I could just go and say,
‘Our abandonment rate is this. This is our call
volume; we are up from this to this, and we’ve
taken on these departments — I need another
FTE,’” Brown says. “This is a mathematical equa-
tion.”

‘Particular type’ of employee needed

It’s important to hire call center representatives
who are comfortable with the marketing aspects
of the job, Brown says. In one of her previous
positions, she notes, she supervised a “wonder-
ful, compassionate woman” who was good at her
job until she “had to extend herself and say,
‘Here’s something I can do for you.’

“She could not get past [her difficulty with]
asking people who called for a referral if they
would like assistance in scheduling an appoint-
ment,” Brown adds. “Not everyone can do the
selling piece. It’s one of the things to look at
when you’re going from a transaction-based
environment.”

One of the practices Brown incorporated into
her management experience with marketing call
centers, she notes, is to have job candidates actu-
ally sit in the call center for a few hours in order
to understand what the position entails.

“If they feel uncomfortable, this is a better time
to talk about it than after they’ve been on the job

for awhile,” Brown says.
That was something she did in a marketing

environment, rather than in a setting where
HIPAA privacy regulations would be a considera-
tion, she points out. While that type of firsthand
exposure might not be possible in a scheduling
department, Brown adds, managers can certainly
talk to potential employees about whether they’re
comfortable with this referral or “selling” aspect
of the job.

It’s also important, she points out, that poten-
tial employees fully realize the constraints associ-
ated with a call center position.

“You want to be in a spirit of full disclosure,”
Brown continues. “This requires a particular type
of individual. It’s not like other jobs, where you
can move from one department to another. You
pretty much work at a desk and your customers
come to you, but they are coming to you via tele-
phone, so you don’t have much change in envi-
ronment. You’re looking at a computer terminal,
a telephone, and your coworkers.”

Once the hiring’s done, she says, there should
be a strong emphasis on training, which she
breaks into several categories. (See related arti-
cle, this page.)

(Editor’s note: Judith Brown can be reached at judi-
brown00@comcast.net. Rose Jeanfreau can be reached
at rjeanfre@schosp.org.)  ■

Special training required
for call center environment
‘Owning call’ is important

Customer service training is a crucial — but
sometimes forgotten — piece of the training

needed to prepare call center employees for the
demands of the job, says Judith Brown, presi-
dent of Chicago-based Brown Healthcare Con-
sulting.

“There’s a particular emphasis on training for
this environment,” says Brown, who worked for
health care organizations as a call center director
and vice president of consumer, corporate and
government relations, among other positions,
before becoming a consultant.

“All you’ve got in the call center environment
is your voice,” she points out. “You don’t have
facial expressions, so you learn to smile with
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your voice.” One of the telephone training tools
she has worked with in the past, Brown notes,
advised putting a mirror in the cubicle so repre-
sentatives could see themselves as they talked to
customers. 

“If you’re smiling, the tone of your voice actu-
ally changes,” she says. “If someone is looking at
you across a counter, you tend to do that natu-
rally, but if you don’t see the person, it’s not as
natural.”

Call center representatives need to know what
to say during the periods of silence when, for
example, the software system is moving slowly
or the screen freezes, Brown explains. “Those
things do happen.”

Similarly, if a caller is angry, or crying, she
adds, “the only thing you have is your voice. You
can’t put a hand on the person’s shoulder. You
have to find another way to be empathetic.”

In such cases, her advice is not to rush such
callers along, but rather to allow them “time to
get it out of their system.” The representative,
Brown advises, might say something like, “I
understand you’re upset. Let me see what I can
do to get you scheduled.”

“Owning the call” is very important, she says.
One of the things customers hate is getting trans-
ferred, so if that has already happened once, the
representative should keep the call no matter
what, Brown says. “If you can’t answer [the ques-
tion], take down the information, research the
issue, and then get back to the person — when
you say you will.”

Teaching call center representatives to take
responsibility in this way is not only good cus-
tomer service, she notes. “It empowers your rep.
A lot of times they feel there’s nothing they can
do, so the more tools you can give them to satisfy
the customer, the better.”

In addition to the customer service component,
Brown lists these other types of call center train-
ing:

• Organizational training. As with any new
hire, this piece includes human resource practices
and general information about the organization.

• Job or knowledge training. This is about
“what you do and how you do it,” she explains.
“How do you register a patient? What is my role?
What are my responsibilities?”

• Technology training. “How do you teach the
screen flows, the clicks, what happens if you need
to go back to a particular screen? If you’re using
sophisticated telephone technology, how do you
move through that technology?”

• Selling or cross-marketing. This training
helps employees take an encounter with a cus-
tomer from just a transaction to a conversation
about other services that might be appropriate for
the caller to know about. The representative
learns how, for example, to suggest a lipid-
screening program to someone who has called to
schedule a cardiology class.

Call monitoring is key

Another facet of call center training is a prod-
uct of what managers learn from monitoring
calls, Brown says. Without this crucial compo-
nent, she contends, it’s not possible to truly mea-
sure a representative’s effectiveness.

“You can look at the average length of a call or
how many appointments are scheduled, or how
many compliments [a rep] receives, but then the
environment becomes polarized,” Brown notes.
“You hear about the really, really good stuff or
the really, really bad.”

Tell employees when they’re hired that calls
will be monitored, that it’s meant to be a positive
thing, a coaching tool, and realize that it’s also a
good way to let people know they’re doing a
great job, she suggests. 

“To be able to say, ‘You had a really tough call
on Monday and you handled it well’ is very con-
fidence-building,” Brown says.

Call monitoring processes, she adds, range
from having a supervisor sit and listen in on calls
when time allows, to recording all calls and lis-
tening to a certain number of them, to the more
sophisticated systems in which representatives
also are able to flag calls that they would like to
have recorded.

One of the things about call center training that
she learned the hard way, Brown says, was the
value of doing it in sections, and allowing staff to
absorb and use what they have learned before
moving on to the next phase.

“We used to keep people off the phones for
six to eight weeks before we put them on,” she
adds. “When we got to the point where we had
a full-time trainer — someone who was a profes-
sional trainer — one of the things she did was
cut the training into pieces. I highly recommend
this.”

With that method, Brown explains, representa-
tives are on the phones after two weeks of basic
training. “They’re not on all calls, but some, and
then they get pulled off the floor and do training
for two more weeks.”
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“So they’re doing three things, and then we
pull them, and then they’re doing three more
things, and [eventually] they’re doing 10 different
things,” she says. “They get to apply more
quickly what they have learned and then rein-
force it.”  ■

Check-in kiosks keep
expansion ‘FTE neutral’
Patients say they’re ‘easy to use’

The biggest challenge regarding the implemen-
tation of registration kiosks at the Medical

Center of Central Georgia (MCCG) in Macon was
“just trying to arrive at the place where our orga-
nization was ready to present self-service,” says
Jane Gray, CPA, CHE, FABC, assistant vice presi-
dent of patient business services.

“We are very focused on the patient experience
and wanted to be able to prove that this would
accentuate it,” she adds.

So far, the feedback from a brief survey embed-
ded at the conclusion of the kiosk process — now
in place in the cardiac catheterization lab — indi-
cates that MCCG made the right decision, Gray
says. “The surveys are coming back very positive.
[Patients] feel it is easy to use.”

A 92-year-old woman successfully used the
kiosk during the first week of operation, she
notes. Patients who are apprehensive at first
become comfortable with the process with a little
guidance from an access representative, adds
Gray, who says staff have heard comments such
as, “Who would have thought I’d be able to use a
computer?”

One of the few negative comments came from
an Air Force pilot who said the system didn’t
move through the process fast enough, she notes.

“Overall, everything has been great,” Gray
says. “As with any new system, there are kinks to
work out, but we’ve been able to do that success-
fully.”

In a pilot project done in preparation for mov-
ing its cardiac services to a new “Heart Tower” in
December 2007, MCCG set up kiosks in two dif-
ferent locations, she explains. “Because of space
constraints, we have [cardiac services] on two dif-
ferent floors, which is part of the impetus to
move.

“Our objective is to move to our big new

building and remain FTE [full-time equivalent]
neutral, using technology to keep staff size the
same,” Gray adds. MCCG is using three versions
of the kiosk — wireless tablets, desktops, and
one freestanding model, she says.

While the hospital’s information technology
staff were initially concerned about a possible
hardware burden associated with the kiosks,
that has been pretty much a non-issue, Gray
says.

The hospital’s decision to have all the devices
be wireless — “so we wouldn’t have to run
cable” — led to the need for an adjustment with
the wireless network, she notes. “On one of the
floors, the wireless antenna was very close to
radiology, which has lead walls, so we had to
move it to get a better signal.”

Keeping the kiosk neat and clean also has not
been a problem, she adds. “So far, so good. This is
not a trauma population. All of these patients are
scheduled, and a high percentage are preregis-
tered.”

Registrars periodically clean the kiosk with
sanitary wipes, Gray says.

Patients may access the kiosk with any card
that has a magnetic stripe, she notes. Even a gro-
cery store card or employee badge can be used to
locate the person’s name, which is then verified
with a more precise identifier such as the last
four digits of the Social Security number, Gray
says.   

One of the kiosk’s biggest pluses is that it elim-
inates much of the redundancy of the traditional
registration process, she says. Instead of verbally
responding to a lengthy series of questions —
aimed at ensuring the accuracy of existing data
— that make up the face-to-face or telephone
encounter, Gray adds, customers can review their
information easily and, if they need to make a
change, do it quickly.   

If there are no changes to be made, she says,
patients can complete the process in two or three
minutes.

“Another benefit is the availability of electronic
forms,” Gray says. “In the past, we had to have a
packet of forms ready, and there are costs associ-
ated with that. Now, we present them electroni-
cally; the patient can deploy an electronic
signature, and it is stored in our imaging sys-
tem.”

The MCCG kiosk has “one of the most com-
plex scripting interfaces” that the vendor —
Maitland, FL-based Galvanon — has worked on,
she notes. “We are still fine-tuning, but every-
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thing we’ve done has led to a minimum of
duplicate entries, and we can update fields auto-
matically, rather than having to key in informa-
tion.

“There are a lot of different decision points
that we’ve built in, where other hospitals might
just take traditional demographic updates,”
Gray adds. “We’re taking it to the next level as
to what data are presented and what we’re feed-
ing back.”

An added plus is that there is a work flow that
presents in Spanish, she says. “We could build in
any other language, so there is greater flexibility
there.”

MCCG leadership is particularly pleased that
not only patients like the MediKiosk, as the Gal-
vanon product is called, but registration employ-
ees also have demonstrated a high level of
satisfaction with it, Gray says. 

“It relieves some of the stresses on them,” she
adds. “For our heart services, we might have 10
people showing up at 7 a.m. for appointments in
an environment where there are only two [regis-
trars], so eight people are having to wait for their
turn.”

With the kiosk, the majority of patients can be
served fairly quickly, Gray says, so there is less
waiting and employees don’t feel the pressure of
a line forming.

Clinical staff, meanwhile, are commenting
that patients are getting back to them more
quickly, she notes. “As we get deeper into this,
registration will no longer be a delay in the pro-
cess. We hope to gain more efficiencies in clini-
cal scheduling to take on more cases, and to be
able to take patients in real-time with limited
waiting.”

To allay the concerns of hospital leadership
about whether patients would accept the new
technology, MCCG representatives visited
Newark Beth Israel Medical Center in New Jer-
sey, where MediKiosks were already being used,
Gray says. “We were very impressed with the
usability of the product. 

“This is really a technology that we envisioned
and wanted before it existed in the marketplace,”
she adds, “so when we came across it we were
very excited.”

Consumers looking for flexibility

Enabling access at multiple touchpoints — not
just at the point of service — is the next big focus
for the kiosk technology, says Chakri Toleti, vice

president, operations for Galvanon, which
recently became part of NCR Corp.’s health care
division.

Consumers will be looking for that flexibility
in health care interactions, he says, as it increas-
ingly is offered in other facets of their daily lives.
Toleti mentions such examples as “Minute Clin-
ics” and “Take Care” clinics in retail settings like
Walgreen’s,  Wal-Mart, and Target, where people
receive routine health care services.

These clinics typically offer services such as flu
shots, school physicals, and strep tests, with costs
in the $25 range.

“Hospitals will have to compete with local
retailers for that level of service,” he says. “Tech-
nology like this enhances the customer experi-
ence and brings down the cost of delivering
care.”

Ultimately, customers will routinely make
arrangements for their health care service on-line
from home — just as they do for air travel — and
then report to the hospital or clinic with 90% of
the work done, Toleti adds.

“They will just sign forms and pay the co-pay,”
he says. “We can even enable payment on-line.”

One of the key functionalities his clients want,
Toleti notes, is the ability to handle up-front col-
lections via the kiosk. Westchester Medical
Group, a 100-physician organization in White
Plains, NY, he points out, experienced signifi-
cant savings by collecting payments in this man-
ner.

According to Simeon Schwartz, president of
the group, the kiosks have driven a 50% reduc-
tion in the transaction costs associated with co-
payments and have reduced the staff time
necessary to collect and post payments by about
90%.

With a focus on streamlining patient registra-
tion, the team at Westchester had very specific
criteria in mind to make the project a success,
Toleti adds. Those requirements included:

• A kiosk with a touch-screen interface that
was easy to understand and use.

• Complete integration with the facility’s prac-
tice management and electronic medical record
(EMR) system so that patient information would
not need to be re-entered by staff.

• The ability for patients to make credit card
payments directly on the kiosk if desired.

• The ability for internal staff to handle
patient registration directly on the same sys-
tem. That way, he explains, patients who were
uncomfortable with the kiosks could receive
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personal attention and all data would still go to
the same place.

Using the MediKiosk, Toleti explains, cus-
tomers can type in their check number and
have their bank account debited immediately
for the amount owed. By the time the check-in
process is completed, he adds, the hospital
knows that the check has been paid or if it is a
bad check.

Through an interaction with the health care
organization’s billing system, Toleti says, the
kiosk technology also can trigger a message to
financial counselors, saying, “Mrs. Smith is
checking in, and she owes $1,000 from a previous
visit.”

“Most ADT [admission/discharge/transfer]
systems don’t have a way of accessing outstand-
ing balances,” he says. 

Rather than charging a percentage of the
monies collected, as credit card companies do,
Galvanon charges a flat fee per transaction, Toleti
notes.

Through its association with NCR, Toleti says,
Galvanon has been able to leverage a great deal
of knowledge from other industries to improve
the design of its three types of kiosks.

Work flows and user interfaces have been
enhanced, he adds. “We have made improve-
ments in things like the way the buttons are posi-
tioned and how forms are presented. [The kiosks]
are a lot more user-friendly.”

While the kiosk technology offers a fundamen-
tal paradigm shift in how the registration func-
tion is performed, Toleti says, it is an example of
automation, not invention. 

“We’re not really reinventing,” he adds. “We’re
taking existing processes — the piece of paper,
the clipboard — and automating them. Multiple
check-ins can be done at the same time, and [the
registrar] doesn’t have to remember to ask for the
next step. It makes life a lot easier to streamline
the process.”

Toleti emphasizes that there will always be a
certain section of the population that will need
some level of assistance in using the kiosk. You
still want to have ‘touch’ with the person who is
there, but it’s at a different level.”

More than 100 hospitals are either using Gal-
vanon’s kiosks or in the implementation phase,
he says. 

(Editor’s note: Jane Gray can be reached at
gray.jane@mccg.org. More information on the
MediKiosk is available at www.galvanon.com.)  ■

Costly errors are common
in same-day surgery arena
Preadmission coordinator a must, consultant says

Mistakes involving patient classification and
preauthorization of procedures are among a

lengthy list of common errors made in the same-
day surgery arena, says Bob Whipple, RNC,
CCM, CCS, MHA, a Boston-based senior man-
agement consultant with ACS Healthcare Solu-
tions, who specializes in all areas of the revenue
cycle.

Those errors, Whipple adds, can cost hospitals
thousands of dollars in denied claims, as well as
cause them to lose business to a growing number
of freestanding surgical centers.

With regard to obtaining authorization for
the surgery, Whipple says, “sometimes the hos-
pital gets it, and sometimes the physician’s
office gets it. If they precerted for an inpatient,
and you did it for an outpatient, the bill is
denied.

“People who schedule for physician offices
don’t know the first thing about coding,” he
points out. “They will send a sheet that says ‘pos-
sible kidney transplant,’ and that’s not a diagno-
sis.”

When those orders get to bed placement,
Whipple says, it’s crucial that someone with clini-
cal case management skills — preferably a regis-
tered nurse — is on hand to make sure everyone
who’s going into a bed is at the right level of
care.”

The designation should be “inpatient” or “out-
patient,” but not “observation,” he says. His expe-
rience, adds Whipple, is that a lot of hospitals
make the mistake of precerting a same-day
surgery patient under the observation designation.

“It’s a big compliance issue,” he notes. “How
do you know they will have to observe some-
body after surgery? You don’t have a crystal
ball.”

A patient cannot be put in observation status
preoperatively, Whipple emphasizes. “Post-oper-
atively you could think about it, but I wouldn’t
recommend it. Same-day surgery comes with an
implied 24-hour length of stay [LOS], so the des-
ignation either should stay ‘same day,’ and the
person should be discharged and go home, or if
necessary, the patient should be converted to
inpatient status.”
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These mistakes happen with the observation
designation because people don’t understand
what it really means, he says. “The physician
thinks, ‘I want to observe the patient,’ [so that
must be the right classification].”

With Medicare, there are many CPT (common
procedural terminology) codes that are for inpa-
tient-only procedures, Whipple adds. “If a proce-
dure happens to be on the inpatient-only list and
the patient receiving that procedure doesn’t have
inpatient status, he says, [Medicare] will deny the
claim and you can’t even appeal it. It’s a technical
denial.”

There are hospitals doing mastectomies,
laminectomies, and thyroidectomies — all inpa-
tient procedures under Medicare — on an outpa-
tient basis, and when the bills for those surgeries
are denied, there is no recourse, Whipple points
out. “What Medicare is trying to say is, ‘We want
our patients to be [admitted to the hospital] for
these kinds of procedures.’” 

This kind of occurrence is “very common,” he
adds. “I find it everywhere I go.”

Again, the take-home message is that there
needs to be a clinically trained person — within
the access department — who literally reviews
every patient before he or she is placed in a bed
for outpatient surgery, he emphasizes. “You
can’t expect office staff to do it. They will put
patients in a bed with wrong orders or no
orders.”

One of the other costly errors that hospitals
are prone to make in their same-day surgery
operations has to do with cardiac interventions,
such as cardiac catheterizations, Whipple says.
The Medicare reimbursement rate for cardiac
caths is about $5,000, he adds, but if the physi-
cian ends up putting in a stint as well, the proce-
dure — known as angioplasty — goes in the
inpatient category, and reimbursement is about
$19,000.

Therefore, if the change in patient classification
is not made and the surgery is billed as an outpa-
tient procedure, Whipple notes, the hospital loses
$14,000.

“When I’m doing revenue cycle assessments,

these are areas where [hospitals] fall down all the
time,” he says. “I almost always find it with
angioplasties.”

Other mistakes that are frequently made in
same-day surgery settings include the following,
Whipple says:

• Developing a process that is organized
around the hospital staff and not the patient,
specifically as it relates to same-day workup and
surgery.

• Not gaining cooperation from ancillary
departments to facilitate and support same-day
services.

• Not changing surgical scheduling processes
to support same-day services.

• Not ensuring preregistration for all same-day
patients, including preauthorization/precertifica-
tion and estimation of copays for collection at
time of service.

Coordinator ‘should report to access’

The clinically trained individual — sometimes
called a preadmission coordinator — charged
with making sure patients and procedures are
properly designated should report to patient
access leadership and should serve as the clinical
liaison for the entire department, Whipple con-
tends. “If you don’t have that position filled, you
are losing a lot of money.”

In fact, all areas that perform functions that are
part of the revenue cycle ultimately should report
to the CFO, he says. “Sometimes hospitals have
the bed board report to nursing, or have some
sort of precert department or a transfer center
that works on its own in another location. [Access
leadership] needs to understand all points of
entry and make sure to have control over all of
those areas.”

Whipple recommends that access management
work with marketing to create a patient satisfac-
tion survey for the same-day surgery area, and
use the results to make improvements and to pro-
vide feedback to staff.

General satisfaction surveys, such as those
conducted by Press Ganey, aren’t specific
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enough to meet that need, says Whipple, who
suggests asking questions geared toward the
outpatient experience: “Was it easy to get an
appointment? Was the phone answered
promptly? Do you feel you were given answers
in a timely manner?”

Leverage as much technology as possible to
keep customers satisfied, he advises, including
providing on-line registration and implementing
kiosks to allow service area check-in with elec-
tronic signature and payment of copays and
deductibles.  

Whipple suggests these benchmarks for the
same-day surgery operation:

• Wait times for outpatient registration — less
than 10 minutes.

• Registration data accuracy — greater than
98%

• Abandon call rate in scheduling — less than
2%

• Scheduling calls per day — greater than 95.
• Scheduling quality — greater than 98%.
• Average time to place in a bed — less than 10

minutes.
• Registrations/preregistrations per hour by

representative — greater than 6.
• Quick check-ins per hour by representative

— greater than 12.
• Precertification at 100%.
• Point of service collections — greater than

(your hospital’s numbers].
• Patient satisfaction score — greater than 95%

per reporting period.
• 100% auditing of Medicare Secondary Payer

questionnaire.
• Operating room cancellations — zero cases.

Freestanding centers an issue

One of the challenges hospitals face in regard
to their same-day surgery operation is the compe-
tition posed by freestanding surgical centers,
which tend to cherry-pick the easiest and most
lucrative cases, Whipple notes.

If you’re a patient access manager and a free-
standing surgical center has opened down the
street from your hospital, he advises collecting
data to determine if your operation is being
affected. 

“Look to see if your volume is down and at
the referral patterns of your physicians,” he
says. “Then you are prepared to go to senior
management and say, ‘We’ve got a problem. Dr.
Smith is referring patients [to the freestanding

center].’”
To address this issue, it takes a lot of support

from senior management, Whipple adds. “You
need a chief medical officer who understands the
problem — why that is a bad thing. It’s happen-
ing more and more places.”

(Editor’s note: Bob Whipple can be reached at
Bob.Whipple@acs-hcs.com.)  ■

Signature again required
on ‘Important Message’
Follow-up notice added to process

Beginning this month, the “Important Message
From Medicare” once again has to be signed

by the patient.
Years ago, in an effort to reduce paperwork

and bureaucracy — and after a lengthy and pas-
sionate campaign by providers — what is now
the Centers for Medicare & Medicaid Services
(CMS) eliminated the signature requirement,
deciding that giving patients the information
upon admission was sufficient.

Effective July 2007, a revised Important Mes-
sage (IM) must be issued within two days of
admission and signed by Medicare fee-for-service
and Medicare Advantage patients. Hospitals also
will be required to deliver a copy of the signed
IM before the patient leaves the hospital. Accord-
ing to CMS, the follow-up notice will serve as
reminder of the earlier notification about the ben-
eficiary’s discharge rights.

The second step would not be required if the
initial delivery and signing of the IM took place
within two days of discharge.

The revised IM will include the following:
• a statement of patient’s rights
• information about when a beneficiary will

and will not be liable for charges for a continued
stay in the hospital

• a detailed description of the Quality
Improvement Organization appeal rights

• language stressing the importance of dis-
cussing discharge planning issues with physi-
cians, insurers, or hospital staff to minimize
the potential for disputes about hospital dis-
charge.

More information is available at
www.cms.hhs.org.  ■
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Emergency-related FAQs
addressed by lawyer group
Evacuation issues highlighted

“Lessons Learned From the Gulf Coast Hurri-
canes,” recently published by the American

Health Lawyers Association, looks at legal issues
that arose in the context of the 2005 hurricanes.

The 68-page report addresses a series of fre-
quently asked questions related to emergency
preparation, response, and recovery. The report is
available at the organization’s web site,
www.healthlawyers.org. Select “Public Interest”
on the right at the top navigational bar; then
select “Public Information Series.”

Following are some highlights from questions
covered in the section of the report dealing with
patient evacuation.

• What advance arrangements should be
made for the evacuation of patients in the event
of an emergency that requires closure of the
facility?

All hospitals and nursing homes are required by
the federal Centers for Medicare & Medicaid Ser-
vices (CMS) to develop and maintain emergency
plans. In addition, The Joint Commission requires
the facilities it accredits to maintain emergency
plans that include evacuation procedures.

Facilities should enter into transfer agreements
with other institutions in the area to expedite the
transfer of patients to those institutions in the event
of an emergency. Transfer agreements should be as
specific as possible in identifying the respective
roles of the parties depending on the type of emer-
gency in effect. In the aftermath of Hurricane Kat-
rina, nursing homes often sought to evacuate their
patients to hospitals, which in turn were facing
their own decisions regarding whether to evacuate.

• With whom should a facility coordinate its
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EMTALA counts remain in
Puerto Rico hospital case 
Triage protocols at issue

The U.S. District Court for the District of Puerto
Rico, in a recent decision, has refused to dismiss

a case brought by the survivors of Alfonso
Domenech, who was discharged from a hospital in
spite of complaints of chest pain and abnormal test
results.

Hospital Ausillo Mutuo de Puerto Rico had moved
to dismiss the EMTALA counts against the hospital
on the grounds that it had provided an examination
in the emergency department (ED) and had obtained
a consult from an internist.

The court ruled that a genuine issue of fact
existed as to whether the hospital followed its own
policies and procedures in the medical screening
exam. The court cited the triage protocol that would
make a person with acute chest pain and unstable
vital signs a “category 1” patient, but noted that

Domenech was classified as a “category 3” patient
instead.

The court also found that there was a genuine
question about the qualifications of the hospital’s
triage screener.

Stephen Frew, JD, a web site publisher
(www.medlaw.com) and risk management specialist,
notes that it is common for the Centers for Medicare
& Medicaid Services (CMS) to cite hospitals that
deviate from their triage protocols to “triage down”
patients who do not appear to be extremely ill —
especially when the ED is busy.

The court also ruled that the plaintiff’s allegation
that the hospital failed to stabilize Domenech could
go to trial upon a finding that although the hospital
ran tests, there is no indication that the hospital
treated the chest pain or the underlying heart condi-
tion.

The complaint alleges that the hospital was aware
that Domenech had chest pain and a history of a
transient ischemic attack two years earlier. Upon dis-
charge, the court determined, there was evidence
that the patient was urinating uncontrollably, disori-
ented, and could barely walk.  ■



evacuation plan?
Hospital personnel charged with responsibility

for developing and implementing disaster-pre-
paredness plans should make sure that they know
the state and local officials responsible for develop-
ing local disaster plans and for implementing
aspects of those plans. All parties should be familiar
with how communications will be affected during
an emergency if normal channels are compromised.
As facilities’ obligations might be altered by pro-
nouncements of local officials, it is critical that the
lines of communication remain open. If one facility
does decide to close and begin diverting patients,
that facility may have legal obligations to notify cer-
tain officials. It will also be important that personnel
responsible for implementing emergency response
protocols have ready access to hard-copy lists of
resources and contacts within the community.

• What legal obligations apply to a facility
that has closed and is evacuating patients?

The requirements of the Emergency Medical
Treatment and Labor Act (EMTALA) are preeminent.
In addition, the existence of emergency conditions
might affect other legal or regulatory requirements
applicable to evacuating institutions.  ■

Advance directives issued
in nationwide campaign

Aging with Dignity, the United Health Founda-
tion, the American Hospital Association, and

other national and local organizations will distribute
500,000 advance directives in the coming year in a
campaign to help patients and families make impor-
tant advance decisions about end-of-life care.

The “Five Wishes” directive, available in 20
languages, addresses an individual’s medical,

personal, emotional, and spiritual needs before a
health care crisis. It is recognized as a legal and
binding document in 40 states and used as a
model to prepare directives in the other 10.

“The conversations need to be with families, so
at the end of life, families are not torn apart,”
Ruth Sullivan, president-elect of the Society for
Healthcare Consumer Advocacy and director of
patient and family advocacy for Shore Health
System in eastern Maryland, said recently at a
briefing on the campaign.

Copies of the translated Five Wishes documents
were to be sent at the end of June 2007 to all U.S.
hospitals, as well as to consumer advocates and
volunteers. More information on the campaign is
available at www.agingwithdignity.org. ■
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