
Self-pay patients’ ability to handle bill
determined at POS at Southern Regional
Timely credit-worthiness check increases collections, workflow consistency

Putting in place technology and processes to determine the finan-
cial resources of self-pay patients at the point of service (POS) has
helped increase collections, reduce bad debt, and ensure accuracy

of patient identification at Southern Regional Medical Center (SRMC) in
Riverdale, GA, says Tracey Frederick, senior systems analyst.

Other payoffs include more workflow consistency and a variety of
efficiencies gained through automation — ranging from the streamlin-
ing of the charity care application form to the ability to store key data in
an easily accessible form, she adds.

Going into the project, SRMC’s main goal was to identify patients who
qualified for charity care early, before the accounts went to collection
agencies. “We wanted to bring down bad debt expenses,” Frederick says.

Central to the turnaround, she says, was implementation of the Health-
care Revenue Cycle Platform (HCRP) from Chicago-based TransUnion,
one of three national credit bureaus. 

“We signed a contract [with TransUnion] in August 2004 and imple-
mented the system in October 2004,” adds Frederick. “We were the first
Georgia hospital to sign with them, so we had to get all the Georgia Medi-
caid applications built into the system. We also built in our [existing] long-
form charity application and [added] a short-form charity application.”

Also built into the TransUnion system was SRMC’s administrative
adjustment form, used to write off balances, as well as approval and
denial letters that are sent to the patient upon completion of the charity
care process, she notes. “That additional programming took more time,
but it was still a quick implementation.”

The hospital’s successes came not just from putting in the tool, but
also from changing processes, Frederick points out. Before the system
was put in place, she says, money was being collected only in the main
cashier areas, located in the emergency department (ED) and inpatient
admissions, and by financial counselors.

“We did not have registrars collecting,” Frederick adds, “so POS col-
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lections were low.” 
Other problems to be addressed were lack of

consistency in how incoming patients were iden-
tified and the fact that “everything was manual,”
she says. “There was lots of paper and we had to
take the patients’ word on identity and ability to
pay. We had Equifax on the back end in patient
accounting if we were going to sue [for payment]
or had questionable data — anything that was
red-flagged — but that was hit or miss.”

Before, one employee might qualify a border-
line charity care case — because he or she felt
sorry for the person — while another employee
would deny it, Frederick says. “We had policies

and procedures, but no tool to check [on how
they were applied].”

Now registrars are collecting payments at the
point of service, and patient accounting staff are
trained to ask for payment of balances on any
open account when patients call or come in to
talk about or get a copy of their bill, she says.

As part of the process workflow redesign,
everyone who collects money receives four to six
hours of training, including scripting and role-
playing, Frederick adds.

“Once we went live with the system, we had
people walking around to help [employees] with
the system and listen to how they were doing
with the script,” she says. “There is no cut-in-
stone way. You have to play with it, watch and
see how [patients] react, and flow with how the
conversation goes. You don’t want to sound like
you’re reading something.” 

‘We know more about patients’

Because of the TransUnion system, she says,
“we know more about the patients — where they
live, the correct Social Security number — for iden-
tity theft [prevention]. It takes what we put in and
compares it to what is out there in databases.”

While SRMC chose to send only its self-pay
population through the system, the vendor offers
the option of using it for all patients, Frederick
notes. The system can go out automatically and
get the data or — as is done at SRMC — wait to
be triggered by staff. “You can pick and choose
how you want it. We chose not to have it ‘ding’
until we ask it to, and then it is a matter of sec-
onds, but it can be done immediately,” she says.

If a patient tells the financial counselor that she
makes, for example, $500 a month, and the sys-
tem comes back with the information that she
does, in fact, make that amount, Frederick says,
the employee takes the person through the new
short-form charity application.

The hospital instituted that practice after putting
several cases through a manual check, using the
long-form application, and comparing the results
to those obtained through the TransUnion system,
she adds. The outcomes were “very close,” Freder-
ick says.

Information that has already been gathered by the
hospital — as from the admission/discharge/trans-
fer (ADT) system — is automatically populated onto
the form, she notes. “Once it’s been keyed in on one
form, if needed somewhere else, it pulls through.”

At that point in the short format, if the informa-
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tion has matched up, the application is done and
the system prints an approval letter, Frederick
says. “We chose not to give the approval letter to
the patient right away. For internal audit purposes,
we chose to have an extra person involved.

“The person who does the charity application
process is not the person who writes off [the
bill],” she adds. “The one who writes it off, sends
the approval letter to the patient.” 

The hospital’s long-form charity care applica-
tion — formerly used for all applicants — is now
used if the patient does not have a Social Security
number and so cannot be checked through the
TransUnion system, Frederick says. 

The long-form interview is also done if the patient
gives his or her monthly income as $500 and the sys-
tem comes back with an income of $2,000, she adds.

When you’re looking at a patient’s address,
Social Security number, and credit information
and the person doesn’t know it, it can lead to some

interesting conversations, Frederick points out.
During training sessions, she says, “We kept try-

ing to stress [to staff], ‘Don’t let the patient know
you have his credit information in front of you.’
Instead, say, ‘Our system shows [fill in the blank].’”

The concern, Frederick adds, was that patients
“might freak out” if they knew hospital employ-
ees were looking at their credit history.

In one instance, she recalls, an employee ran a
Social Security number offered by a patient
through the TransUnion system, and it came back
highlighted in red, indicating the person associ-
ated with that number was deceased.

The employee told the person there seemed to be
a problem with the number and asked the patient to
repeat it, and when he gave the same number, she
pretended to re-run it. “She said, ‘Our system is still
showing that this number is not good.’”

At that point, Frederick says, the patient
brought out the card bearing that number, and
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Southern Regional Proof of Concept

Significant Ability to Pay:
Patients with > $1,000 of Available Revolving Credit

777 8.95%

Respectable Credit Worthiness:
Patients with TransRisk Score > 600 implying 

moderate credit worthiness.
333 3.84%

Some Ability to Pay:
These are patients with greater than 

$100 dollars and/or a mortgage.
1094 12.60%

Seek State or Local Funding:
Patients who appear, before interviews, that they 

may qualify for Financial Assistance. 
6477 74.61%

Number of Patients Percent of Total

Distribution of The Number of Patients

13%

4%9%

Distribution of the number of patients

Total 8681 100.00%



the employee said, “Our system shows this per-
son is deceased.” The patient, visibly upset,
replied, “I just bought this Social Security card
down at the flea market.”

In another case, she says, a patient told staff he
didn’t have the money to pay for his hospital
care, but the credit check revealed he had one car
that cost $30,000, another worth $40,000, as well
as a mortgage of more than $4,000 a month.

“I’m not sure how [the employee] worded
that,” Frederick adds, “but the person did end up
paying the co-pay.”

Credit card technology, formerly available
only at the inpatient and ED cashier posts, has
been installed, and to do the credit card swipe,
SMRC is using “an inexpensive web-based prod-
uct,” she says. That product was bought before
the hospital decided to go with the TransUnion
system, adds Frederick, noting that the vendor
can build that functionality into the system.

If a patient says that he or she will pay, for
example, $100 by credit card, that information is
put into a database — created by SRMC staff —
that prints out two receipts, she says. One, auto-
matically numbered and assigned with the per-
son’s name, goes to the patient, Frederick says,
and the other goes into an envelope with the
money that has been collected.

That envelope is put into a drop safe to which
only the main cashiers have access, she adds,
“and they do all the posting and deposits. We
were going to allow [staff] in the different areas
to do it, but they already were worried about just
taking money.”

Along with the credit card technology, SRMC
put a process in place whereby staff can interview
patients at the bedside and key information into
the computer system, Frederick notes. “We bought
laptops on mobile workstations, and they have
credit card swipes. We were trying to take care of
every excuse [not to pay] that we could. If they
say, ‘I can give you a credit card,’ we’re ready.”

Emphasis on FICO score

Instead of doing follow-up on self-pay
accounts from its mainframe computer, SRMC
chose to run reports through the TransUnion sys-
tem. The emphasis is now on the FICO score —
whether the person has the means to pay —
rather than the age of the account or its dollar
value, she adds.

“We get the credit scores and go after those
who can pay, and let collection agencies go after

those who can’t pay,” Frederick says.
As a “proof of concept,” she notes, a TransUnion

representative took 8,681 SRMC self-pay patients
and put them through the platform to see how the
system would report on their credit worthiness.
(See breakdown, p. 99.)

More accurate identification of patients and
their financial resources has resulted in dramatic
improvements to the SRMC bottom line quite
apart from substantial increases in POS collec-
tions, Frederick says.

For the first time, the hospital qualified for dis-
proportionate share hospital dollars for indigent
care, she says, receiving $8.6 million in fiscal year
2005 and $7.5 million in FY 2006. By FY 2006,
Frederick adds, the upper payment limit from
Medicare had increased to $3.8 million — up
from $2.7 million in both 2004 and 2005.

As for POS collections, the largest monthly
total in 2004 was $100,000. By 2005 the peak
month’s total was $140,000, and in 2006 that fig-
ure reached $190,000.

One of the most significant outcomes, she
notes, was the shift in the percentage of charity
care written off during the accounts receivable
(AR) phase compared to that written off after
reaching the bad debt column. 

Prior to 2004, the majority of charity care 
was written off after reaching bad debt classifica-
tion, Frederick says. Before implementing the
TransUnion system, SRMC had begun trying to
identify accounts that qualified for charity care
earlier in the process, she adds, but the manual
task was “overwhelming” and results varied
depending on who was doing it.

In December 2004, the peak month for that
year, there was just under $2 million in charity
care, with a little less than $1 million identified in
the AR phase, and right at $500,000 designated
after reaching bad debt.

In February 2005, the peak month for that year,
the total charity writeoff was $2.5 million, with
$1.5 million written off during AR, and a little
more $500,000 after reaching bad debt.

In June 2006, the peak month for that year, $2.7
million in charity care, was written off, $1.3 mil-
lion during the AR phase and a little more than $1
million after reaching the bad debt designation.

HIPAA protection in place

It’s important from the standpoint of HIPAA
compliance, notes Marty Callahan, vice president
of health care solutions for TransUnion, that the
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data used in the HRCP are always accessed in a
“soft inquiry.”

“No one else ever sees that we have accessed
those data — just the [client] and TransUnion,”
he adds. 

Based on the financial data in the report, two
things — minimum income and family size — are
estimated, Callahan continues. Those data are
compared to the federal poverty guidelines estab-
lished by the Centers for Medicare & Medicaid
Services and to the hospital’s own internal char-
ity policy to see if the patient qualifies.

If the patient doesn’t qualify for those options,
the system looks at whether he or she qualifies
for another federal, state or local assistance pro-
gram, he says.

At Southern Regional, a catastrophic plan — for
those with good financial standing who have a
tragic accident and find that their bills have over-
come their income — is also built into the process,
adds Frederick. “We also have Victims Compensa-
tion, a Georgia program, built into our system.”

“We’re really increasing the ability of the hos-
pital to segment the population of patients who
are truly charity [cases] by objective criteria,”
Callahan adds.

The system gives the facility the ability not
only to get the patient into an assistance program,
he notes, but to track where an individual is in
terms of completion of the application, which is
important from a patient compliance standpoint.

“If I came in, but never completed the applica-
tion,” Callahan says, “the next time I come to the
hospital, the tool will tell the financial counselor
that I was here before, but still need to bring in
my W-2 form, or as a follow-up item, will prompt
the financial counselor to place a call to deal with
that.”

[Editor’s note: Tracey Frederick can be reached at
tracey.frederick@southernregional.org. More informa-
tion on TransUnion is available at (888) 396-8361 or
on the web at www.transunion.com.]  ■

THR continues transition
to full-service call center
Training geared to ‘consistent message’

Patient access specialists at Texas Health
Resources (THR) hospitals are learning their

job “as it was meant to be learned,” one of the

many positive outcomes related to implementa-
tion of a centralized intake center at the Arling-
ton-based health system, says the center’s
director, Jeff Ferrell.

The new patient access intake center (PAIC)
“has allowed us to centralize training for virtu-
ally all of the [13] hospitals,” adds Ferrell. A
recently hired training manager will not only
help with the PAIC conversion, but oversee train-
ing for all patient access personnel, including
those at the individual hospitals, he notes.

Before reporting to work at the hospitals, new
hires will come to the PAIC to learn the system
and complete on-line training modules, Ferrell
says. “They will do some role-playing, go
through a curriculum, and then go back to the
entity to implement what they’ve learned.”

Traditionally, he says, new patient access
employees have “shadowed” existing staff —
“sitting with them, looking over their shoulders”
— for a week, and then switched seats to do the
job for another week under the guidance of the
veteran employee.

The idea behind the new process is to ensure
that all access employees “get a consistent mes-
sage,” explains Patti Consolver, CHAA, CHAM,
corporate director of patient access. “We found
inconsistencies with processes [among the vari-
ous hospitals], and it opened our eyes to making
sure staff are all trained the same way, even
though they’re not all working at the PAIC.”

That will include “refresher” classes for exist-
ing staff as well as the training for new hires, she
says.

A powerful quality assurance tool for PAIC
employees, Ferrell notes, is a monitoring system
whereby supervisors can pull the actual calls
made by access representatives. “When they hear
themselves and there is not a lot of customer ser-
vice in the voice, and they don’t hear our signa-
ture question — ‘Is there anything else I can do
for you?’ — that’s the best training.”

Implementation of the new PAIC, which is
responsible for verification, precertification, and
preregistration of patients, began in March with
Presbyterian Hospital of Dallas, Ferrell says.
“Staff drove to a new location, with a new setup,
new computer and headset, and the same policies
and procedures.”

Five hospitals were up and running on the
PAIC by the end of June, and 12 are scheduled to
join the process by the end of October, he adds.

Results have been extremely positive, Con-
solver says. At the end of June, call center staff
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were collecting an average of $33 “for every
patient that the PAIC touches.” She credits much
of that success to the technology that has been
put into place.

“We were fortunate to have the tools to do
some of the collecting, including a point-of-ser-
vice [POS] system tied to the Internet so [repre-
sentatives] don’t have to get up from the desk to
run the credit card,” Consolver says. “That makes
staff more willing to collect, because it’s not a lot
of extra effort.” 

Without that functionality — which at THR is
accessed through the keyboard — some providers
are reluctant to do POS collections in their call
centers because it requires employees to leave
their posts instead of staying with the telephone,
she notes.

Price estimator ‘tells us what to collect’

A consumer priceline portal that allows staff to
request an estimate of charges for which the
patient would be responsible also is facilitating
the collections process, says Ferrell. “The man-
aged care [department] came up with a database,
and all we have to know is the patient’s benefits,
the deductibles, what has been met, and plug in
those fields,” he says. “Based on the price book
and what the patient is having done, it tells us
what to collect.”

A patient having a CT scan of the head, for
example, might be told, “You might as well pay
for this because the deductible hasn’t been met,”
Ferrell adds.

As representatives conduct the preregistration,
he explains, they trigger the estimator as needed
and it is then “running behind the scenes.” When
the figure is ready, it appears on the screen, Fer-
rell says, and the rep says something like, “By the
way, we estimate your payment is this amount.
How would you like to pay?”

The whole process, including inputting data
from the plan, takes one to two minutes, he says.
“Then we scan it to the patient’s account and they
sign it when they come in for services.”

Despite the fact that many patients are unwill-
ing to give credit card information during the
call, he adds, “we still collect a high dollar
amount over the phone.”

A predictive dialer system allows PAIC staff
not to have to talk to wrong numbers, bad
numbers or answering machines, adds Ferrell.
“It is constantly dialing two patients ahead of
the patient specialist. If an answering machine

comes on, it leaves a prerecorded message
telling patients to go on-line [to preregister] or
to call us back.”

If a wrong number is reached, the system
records that, he says, and automatically issues a
list of wrong numbers. In some cases call center
staff are working with reservations created by
hospital schedulers, Ferrell notes, and when
appropriate, the dialer system can send an e-mail
to that scheduler saying, “You’re not sending us
good phone numbers.”

Feedback from patient access directors at THR
hospitals indicates the PAIC has “really helped
with decreasing wait times,” says Consolver.
During the telephone encounters, she notes, call
center reps help patients prepare for their hospi-
tal visits, reminding them to bring their insurance
card and driver’s license and to show up on time.

With the predictive dialer, the reps are able to
reach a much higher number of patients than
before, Consolver adds, “because they’re not hav-
ing to sit on the phone and leave message after
message.”

In the past, there might not have been time to
reach and preregister, for example, patients com-
ing in for a “low dollar” radiology or breast cen-
ter appointment, she says.

Another technological timesaver has been the
patient entity communication log (PECL), notes
Ferrell, which “really has replaced the telephone
and e-mail” as a way for PAIC representatives to
communicate with hospital personnel.

“If there is an issue where a patient can’t pay,
we send a PECL [pronounced ‘pickle’] to the
financial counselor at the [hospital] and allow
them to do what they do best,” he adds. “It
works both ways. We also use it for them to com-
municate with us.”

The PECL is actually a dedicated web site at
both locations, with messages “coming in just
like e-mail,” Ferrell explains. The message can
be assigned to the appropriate person, with the
status designated as ongoing or resolved, he
adds.

The PAIC rep, meanwhile, ends the call by let-
ting the patient know that someone from the hos-
pital will be calling about the issue, Ferrell says.

“It’s easier to go there than to remember a
voice mail or e-mail,” notes Consolver. “There is
also a database, so we’re able to track and trend
and see if certain problems are consistent.”

(Editor’s note: Jeff Ferrell can be reached at JeffFer-
rell@texashealth.org. Patti Consolver can be reached at
PatriciaConsolver@texashealth.org.)  ■
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Be ‘comfortable, creative’
when hiring front-line staff
Access veteran gives interview tips

While the classic patient access mantra has
become “garbage in, garbage out,” man-

agers themselves often fail to heed it, says
Michael Friedberg, FACHE, CHAM, director,
patient access services at Armanti Financial Ser-
vices in Bloomfield, NJ.

“We are often non-discriminating in who we
hire” to do that crucial front-line job, he notes.
“We don’t provide them adequate training; there
is a lack of periodic retraining, many don’t get
feedback on their work, and we don’t always
give them the tools necessary to do the job.”

Adding to the stress, Friedberg says, are pres-
sures from clinical staff to register quickly and
patients who aren’t always cooperative. 

“As a general rule, human resources depart-
ments in hospitals do not do the best job of
screening applicants for jobs in patient access,”
he continues. “They’re not always aware of the
skill set required.” That makes it even more
important, he says, that patient access leaders
“become very comfortable and creative” with the
task of selecting their employees.

“If you ask patient access managers around the
country what their greatest challenge is, the No. 1
answer is ‘the ability to recruit, train, and retain
qualified and motivated staff,’” he adds. Compli-
cating the issue is the fact that health care deci-
sion makers “entrust the financial stability of our
hospitals to people we pay just slightly more than
housekeepers.”

That said, there are ways to identify the right
candidate, Friedberg says. “Access directors are
very creative at figuring out how to get the job
done, so if they’re good at that, they should be
able to come up with creative ways to find staff.”

He offers these tips:
• Local colleges and universities are great

sources for employees.
“I’ve found [college student employees] to be

very conscientious and smart, and I know a num-
ber of health care professionals who started in
registration,” he says. “The downside is that if
you find somebody good, you get them for four
years and they’re gone. But if you get four good
years, sometimes that is worth it. Just constantly
be on the lookout for good staff.”

• Just because a person has no experience in
health care, that’s no reason not to hire them.

“You have to screen carefully, but remember
that everybody’s got to start somewhere,” Fried-
berg notes. If the applicant is “friendly, computer-
literate, and comfortable working in less-than-
optimal conditions,” he advises consider hiring
him or her. “Just because the person hasn’t been a
registrar in another facility doesn’t mean he won’t
make a good one.”

Insisting upon direct prior experience is a mis-
take that is widely made by employers, Friedberg
says, pointing out that the difference between
outpatients and inpatients and between HMOs,
PPOs, and fee-for-service plans is something that
can be taught. Sometimes there are advantages to
hiring an individual without experience, he adds.
“They have no bad habits.”

• Your department is the best advertisement
you have.

“If you walk in the admitting office and it is
loud and disorganized, with papers everywhere,
why would anybody want to work there? A
desirable candidate who sees this environment
may say, ‘I’m not interested.’”

More appealing would be “bright, neat cubi-
cles and none of those cartoons on the wall that
are critical of the boss or little urns labeled ‘Ashes
of Problem Employees,’” he advises. “I have a
strange sense of humor, but the average Joe
might say, ‘Do I really want to work for this per-
son?’ Be careful and conservative so as not to
offend anybody and to present a professional,
non-judgmental kind of place.”

Use ‘template’ for interview

The interview process should follow a pre-
scribed format, with everyone who conducts
interviews working off the same sheet, Friedberg
says. (See interview template, p. 104.) “My belief
is the candidate should be interviewed by at least
three people — the director, the manager, and
perhaps a front-line employee. Sometimes people
will say things to someone they perceive to be a
colleague that they won’t say to the boss.”

He lists these further suggestions for a produc-
tive interview:

• The interview should happen on two differ-
ent days.

“Then you get to see that the candidate comes
on time at least twice, and that he or she can
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Admission Services
Employment Interview Form

Date of Interview: Time:          :        
APPLICANT: ____________________________ INTERVIEWER: __________________

What prompted you to apply for this position? ________________________________________________________

What duties or responsibilities have you performed that qualify or make you believe you can be successful in this position.
_____________________________________________________________________________________________

What were your responsibilities at your former employer? _______________________________________________

Reason for leaving? (If applicable) __________________________________________________________________

On a scale of 1-10 (10 being the best), how would you rate work performance? __________
Why? ________________________________________________________________________________________

If rating is less than (9) ask what would make your work performance a 10? _________________________________

How is/was your attendance/tardiness record?________________________________________________________

What do you think are your major strengths/abilities: ___________________________________________________

Tell me about a customer service experience that you are proud of: _______________________________________

What would you have done differently? ______________________________________________________________

What are your goals? Short Term 1-3 Yrs.  ___________________________________________________________
Long Term 5-10 Yrs. ___________________________________________________________

If you could pick your days/hours, what would they be?__________________________________________________
Why?_________________________________________________________________________________________

How would you handle situations dealing with the public that are often complex and present challenges?
_____________________________________________________________________________________________

Are you available to work the following? (Please indicate yes or no next to each one)
Weekends_________                                          Holidays___________ Alternate Shifts_________

Any restrictions?________________                Requesting Salary__________                             Position ________

What motivates/energizes you in the workplace?_______________________________

What do you expect from a Supervisor/Manager?______________________________

Why should I hire you above all other applicants?________________________________________________________________

Do you have any questions?________________________________________________
Interviewer’s Notes:/Comments:_______________________________________________________

ASK APPLICANTS THEIR REACTION TO

1. A patient comes into the Emergency Department bleeding, while you are interviewing another  patient.  What would you do?
________________________________________________________________________________________________________

2. A physician calls very angry and claims that we lost his orders.   How would you handle the call?
_____________________________________________________________________________________________

Scoring: 1=POOR 2=GOOD 3=EXCELLENT COMMENTS
APPEARANCE 1 2 3 ______________________
EYE CONTACT 1 2 3 ______________________
EXPERIENCE 1 2 3 ______________________
ARTICULATE 1 2 3 ______________________
ATTITUDE 1 2 3 ______________________
FLEXIBILITY 1 2 3 ______________________
MEDICAL TERM
(i.e., spell cyst) Correct ___ Incorrect ___

Applicant being considered for ___________________________             circle one F/T or P/T or Per Diem
Days:________________  Hours:________________________ Salary: ____________________
Replacing: ____________________________________________________________________ 



dress appropriately,” he notes. “As a sidebar, I am
astounded by the way people will come dressed
for an interview these days.”

• The receptionist is a great source for further
information.

“I used to be a secretary for a very famous physi-
cian,” Friedberg recalls. “When he would interview,
meet, or talk with people, sometimes he would ask
me about [their behavior] when they had to sit and
wait, how they treated me. I might tell him, ‘That
person was extremely arrogant with me.’

“You want to make sure that everybody who
encounters the candidate has the opportunity to
somehow give feedback on this person’s behavior.” 

• Go with your gut.
If the person looks great on paper and gives all

the right answers, but something doesn’t seem
right, trust your instincts, Friedberg advises. Sim-
ilarly, don’t eliminate a candidate just because he
doesn’t look good on paper, he adds.

“I hired somebody for registrar who had com-
mitted a crime,” he says. “He checked ‘yes’ on
the form, and I asked if he would be comfortable
telling me about it.”

The candidate explained that he had made a
mistake seven years before, when he was young
and impressionable, had served his time, and
now wanted to be a productive member of soci-
ety, Friedberg notes.

“I hired him and he was fantastic,” he adds.
“You have to see people for who they are.”

• It’s important to ask the right questions,
and just as important to read into the answers
what the person isn’t saying.

Ask candidates to describe themselves, and lis-
ten carefully for what you can find out about
them, Friedberg recommends. “If they say they
are adaptive and can handle anything someone
throws at them,” he adds, that’s a good thing. “If
they say, ‘I get bored easily, and tire of doing the
same things day after day,’” Friedberg notes,
that’s not such a good thing.

“If they say, ‘My supervisor hated me and
made my life miserable,’ that would be some-
thing I would be concerned about,” he adds.
“That does happen, but you need to get a feeling
as to where you think the truth lies.”

Friedberg suggests asking about short- and
long-term goals. “If they say, ‘I need cash, or a 
J-O-B,’ I’m not comfortable. If they say, ‘My long-
term goal is to find a job where I feel I make a
meaningful contribution to my employer and to

society,’ that’s a good answer.”
• Ask about salary requirements early in the

interview.
In the access field, where it takes between six

to nine months for a person to become proficient
at the job, it’s particularly important to determine
if a new hire is likely to jump ship, he points out.
“If somebody says the minimum they can accept
is $15 an hour, and you know the maximum you
can pay is $10, you know not to go further. Even
if the person is willing to take a pay cut, it proba-
bly won’t work out, because he’s not going to
stop looking for a better-paying job.”

On the other hand, Friedberg says, the salary
figure a person gives may not really be his or her
bottom line. “You need to probe, and the response
to a question will garner two or three follow-up
questions to get to the root of what a person is
really saying.”

• If candidates say they have a skill and the
skill is important to the job, you need to test
them on it.

“We had somebody who said they were familiar
with personal computers and Windows,” Fried-
berg says. “On the first day of training, the instruc-
tor said, ‘Take your mouse,’ and the person says,
‘What’s a mouse?’”

Friedberg picked up on the importance of test-
ing for skills many years ago when he worked at
a temporary employment agency, he notes. “If
people said they were expert in WordPerfect, we
gave them a 10-question test. If they couldn’t
score eight or better, they were probably exagger-
ating their experience.

“There’s always a learning curve,” he adds,
“but you don’t want to hire somebody who is
going to be a burden to the rest of the staff.”

(Editor’s note: Michael Friedberg is the author of
the new book “Staff Competency in Patient Access:
Tools, Tests, and Tips for Building a Successful Team.”
He can be reached at mfriedberg@armanti.com.)  ■

Patient access has role 
in disease management
ID chronic cases upfront, consultant says

The great majority of U.S. health care dollars
are spent supporting the chronically ill, yet the

traditional focus of hospital care is on the
“episode of illness,” notes Bob Whipple, RNC,
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CCM, CCS, MHA, a Boston-based senior manage-
ment consultant with ACS Healthcare Solutions.

“In other words, chronically ill patients get sick,
go to the hospital, and are discharged without
their [ongoing] medical needs being addressed,”
Whipple contends. “This results in multiple
admissions.”

Ten percent of the patients are using 90% of the
health care resources, he adds. “Something has to
be done to decrease the cost of becoming sick and
then sicker.”

Disease management — preventive, diagnos-
tic, and therapeutic services for types of patients
considered at risk — is widely considered to be a
more cost-effective approach to care, Whipple
says. The Disease Management Association of
America (DMAA), he notes, defines disease man-
agement as “a system of coordinated health care
interventions and communications for popula-
tions with conditions in which patient self-care
efforts are significant.” 

Full-service disease management, the DMAA
states, must have six components:

• population identification processes;
• evidence-based practice guidelines;
• collaborative practice models to include

physician and support services providers;
• patient self-management education;
• process and outcomes measurement, evalua-

tion, and management;
• routine reporting/feedback loop including

the patient, physician, health plan, ancillary
providers, and practice profiling.

Key to moving forward with a disease man-
agement model, he says, is increased clinical
awareness and expertise, not only on the treat-
ment side, but throughout the revenue cycle.

Patient access staff have an important role to
play in the effort, Whipple suggests. “Most hospi-
tals are not able to really identify who those
[chronically ill] patients are. It’s critical to find
out who they are and treat them in a different
way. That should start upfront with the possibil-
ity of admitters being able to identify these
patients when they come through the door.”

Diseases commonly considered to be under
the domain of disease management include the
following.

• congestive heart failure;
• asthma;
• cancer;
• coronary artery disease;
• chronic obstructive pulmonary disease; 
• cystic fibrosis;

• depression;
• diabetes;
• HIV/AIDS;
• hypertension;
• lupus;
• multiple sclerosis.
“At a minimum, we need to learn to identify

these patients on readmission,” Whipple says.
“It’s as important as getting the correct address
and phone number.” That could mean institut-
ing a different protocol, he notes, such as hav-
ing a code to designate patients as “frequent
flyers.”

That information should be communicated as
soon as possible to case management staff, Whip-
ple adds, so an appropriate treatment and educa-
tion plan can be put in place. What occurs more
often than not in today’s health care environ-
ment, he says, is that patients — including the
chronically ill — go through the care process
under whatever designation they came in,
whether it is correct or not.

“Often what happens is the patient comes in,
especially if he or she is a frequent flyer, sits in
front of the registration person, and [the registrar]
says, ‘Any changes since the last time?’ The
patient says no, and [the employee] just automat-
ically fills that in.”

His experience doing assessments at all kinds
of facilities — from 700-bed inner-city hospitals to
12-bed rural hospitals — has shown him that
“admitters sometimes put patients on the floor
that don’t meet local medical review policies,”
Whipple says. 

Physicians in the emergency department (ED)
don’t necessarily know anything about medical
necessity, he points out, and residents in training
at large teaching hospitals often want to admit a
patient simply because many tests have been
ordered on that person.

Adding clinical expertise to every part of the
revenue cycle is one way to ensure that only
patients who belong in the hospital are admitted,
and that those who do need to be admitted
receive the proper care, Whipple says. Someone
in patient access, he adds, such as a preadmission
coordinator, “needs to able to step in and say,
‘This person doesn’t meet medical necessity.’

“If there is a strong person on the front end,
reviewing every patient who goes to a bed, things
are likely to be OK on the back end,” he adds, but
ideally there also is a clinical component in the
billing area.

Whipple recalls a time earlier in his career
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when he was one of two registered nurses work-
ing in the billing department of a big-city hospi-
tal. “I was busy all day just answering questions.
I remember thinking, ‘If I wasn’t here, the
amount of money lost would be incredible.’ We
found mistakes all week long.”

Case management deficiency cited 

Medical research has created a growing body
of evidence on the most effective protocols for
treating chronic diseases, Whipple notes. “How-
ever, reports by the Institute of Medicine and oth-
ers have observed that a large gap often exists
between such evidence-based treatment guide-
lines and current patterns of practice.

“The number of medical studies has grown
tremendously in recent years, making it ever
harder for physicians to keep up with the latest
developments,” he adds.

The case management model in place at most
hospitals is not adequately addressing the needs
of the chronically ill, Whipple contends. “There
are lots of case managers and most are not certi-
fied. It’s ‘teach as you go.’ There may be 15 or 20
case managers at a big hospital and not all have
the same expertise.”

In many cases, “there is no way to ensure con-
sistency, for example, on what they approve as
inpatient or observation status,” he says. “The big
thing is having case managers in the ED. Some
[facilities] have them, but they don’t really know
how to interact. They are floating between patients
and the physicians don’t know who they are, and
sometimes resent them.”

The best way to provide disease management
in the hospital, Whipple says, is to have advanced
practice nurses who round with physicians and
are able to provide more interventions than a case
manager.

“These nurse practitioners who round are actu-
ally involved with medical care and determine
whether a patient is compliant or not. They work
with case managers to develop a discharge plan
that really looks at the patient’s needs.”

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

Amended CoP regulations
concern informed consent
Required elements highlighted

Except as specified for emergency situations,
all inpatient and outpatient medical records

must contain a properly executed informed con-
sent form prior to a patient receiving any type of
treatment that requires informed consent.

The Centers for Medicare & Medicaid Services
(CMS) recently amended the Conditions of Partic-
ipation (CoP) regulations for hospitals to clarify
the requirements for informed consent processes
and forms, notes Stephen Frew, JD, a risk man-
agement specialist and web site publisher
(www.medlaw.com).

An informed consent form, in order to be prop-
erly executed, must be consistent with hospital
policies as well as applicable state and federal
law or regulation, Frew points out. 

A properly executed informed consent form, he
says, contains the following minimum elements:

• Name of the hospital where the medical pro-
cedure or treatment is to take place.

• Name of the specific procedure or treatment
for which consent is being given.

• Name of the responsible practitioner who is
performing the procedure or administering the
medical treatment.

• Statement that the procedure or treatment,
including the anticipated benefits, material risks,
and alternative therapies, was explained to the
patient or the patient’s legal representative.

Material risks, Frew explains, could include
risks with a high degree of likelihood but a low
degree of severity, as well as those with a very
low degree of likelihood but a high degree of
severity. Hospitals are free to delegate to the
responsible practitioner the determination of
which material risks, benefits, and alternatives
will be discussed with the patient, he adds.

• Signature of the patient or the patient’s legal
representative.

• Date and time the informed consent form is
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signed by the patient or the patient’s legal repre-
sentative.

If there is applicable state law governing the
content of the informed consent form, the hospi-
tal’s form must comply with those requirements,
Frew notes.

A well-designed informed consent form, he adds,
might include the following additional information:

• Name of the practitioner who conducted the
informed consent discussion with the patient or
the patient’s representative.

• Date, time, and signature of the person wit-
nessing the patient or the patient’s legal represen-
tative signing the consent form.

• Indication or listing of the material risks of
the procedure or treatment discussed with the
patient or the patient’s representative.

• Statement, if applicable, that physicians
other than the operating practitioner will be per-
forming important tasks related to the surgery, in
accordance with the hospital’s policies. 

• Statement, if applicable, that qualified medi-
cal practitioners who are not physicians who will
perform important parts of the surgery or admin-
istration of anesthesia will be performing only
tasks that are within their scope of practice.

The full text of the regulation is available on
Frew’s web site.  ■

Time spent in ED increased;
Patient satisfaction also up 

The average time spent in emergency depart-
ments rose in 2006, but so did patient satisfac-

tion, according to a recent report by Press Ganey
Associates. Based on the firm’s patient surveys in
1,500 hospitals, patients spent an average of four
hours in the ED, 18 minutes more than in 2005.

The more patients an ED saw over the year,
the longer the average visit, which increased by
30 minutes for every additional 10,000 patients.
Patient satisfaction dropped as time in the ED
increased, with the lowest satisfaction reported
from 3 p.m. to 11 p.m. and highest from 7 a.m. to
3 p.m.

The 10 metropolitan areas with the highest ED
patient satisfaction during the period from Jan. 1
to Dec. 31, 2006, according to the report, are Mil-
waukee; Indianapolis; Columbus, OH; Oklahoma
City; New Orleans; Detroit; Nashville, TN; Cleve-
land; Kansas City, MO-KS; and Chicago.  ■
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