
Journey to patient-centered care:
Rural hospital adopts Planetree model
MCMC uses art, music, integrative therapies to nurture healing

The Planetree model is almost 30 years old but its essence is time-
less, says Janet Powell Morin, RN, chief culture officer and for-
mer vice president, patient care services at Mid-Columbia Medical

Center (MCMC) in The Dalles, OR. 
“It is timeless and timely and one of the reasons patient-centered care

around the country is what all hospitals are working toward,” she
asserts. And she should know. Since the mid ‘90s, the 49-bed rural hos-
pital has had visits from more than 2,000 hospitals seeking to learn how
MCMC does it. 

“For a small community hospital, we really have a progressive board
of directors and really forward-thinking,” she says. “It frequently sur-
prises people when they come to visit us.”

The Planetree methodology was born in 1978 after a patient, Angel-
ica Thieriot, dissatisfied with the care she received while in the hospi-
tal, sought to change the way hospitals approach care. Thieriot
envisioned a hospital environment that promoted communication,
making patients and their family members partners in the care they
receive in a healing, nurturing environment. (See nine principles of
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With the move toward more transparency, public reporting of patient satis-
faction, and consumer-driven health care, if you’re not focusing on the
patient experience you’re going to be in trouble. Hospitals are rolling out all
types of initiatives to make patients feel at home. The notion of a hospital
as a frighteningly clinical place, with white coats and vials and needles and
overhead pagers competing for attention, should be a thing of the past.
There’s a variety of ways to get there and there’s a lot of competition. In
this issue, we’ll discuss how some hospitals are doing it — making patients
feel more at home. 

EXECUTIVE SUMMARY



Planetree philosophy, pg. 88.)
One of only five designated Planetree patient-

centered hospitals, the hospital first learned of
the model in the late ‘80s when its then-president
Mark Scott attended a conference with Tom
Peters, a writer, business guru, and management
consultant who espouses the Planetree philoso-
phy. One of the speakers was an administrator
with the Planetree organization. She related the
story of a model patient care unit in San Fran-
cisco where the rooms are muted in soft colors
and embellished with pleasing artwork and the
smell of fresh-baked cookies emanates from the
kitchen on the unit. MCMC’s Scott was so taken

with the concept, he rallied to adopt such a
model.

After that, Morin recounts, the hospital sent an
exploration team to Pacific Presbyterian Hospital
in San Francisco to visit the first Planetree-mod-
eled unit. “We took what we saw and modified it
for what made sense in our community. We made
a decision,” she says. “Rather than having just
one 11-bed unit or one 40-bed unit, we would
implement the Planetree philosophy throughout
the whole organization.” 

Seeing through patients’ eyes

Since the facility already was invested in the
process of remodeling and upgrading patient
rooms, it was a perfect time, Morin says. “Liter-
ally, the architect spent the night in the patient
room right across from the nurses’ station so he
could experience what they heard, what they
saw, what they felt.”

In preparation, MCMC held multiple focus
groups with patients, family members, physi-
cians, and nurses. This first step involved “a real
good cross section of individuals that experi-
enced what it felt like to walk into these patient
rooms or in the hallway free of clutter with a real
focus on making the environment healing, trying
to decrease noise, having a real focus on making
the environment healing,” Morin says.

The primary lesson learned from the focus
groups was that people needed space — space
for families to gather for quiet times or for time
to be together or time to listen to music or
watch television. In response, the hospital cre-
ated a solarium as a quiet room that overlooks
the Columbia River gorge, taking advantage of
the natural wonders that surround it, Morin
says.

One of the questions posed to the focus
groups was: “If you could have anything, what
would it be?” Morin says physicians wanted
quiet places where they could speak with
patients and their families about confidential
issues without worrying about anyone over-
hearing, without answering questions in busy
hallways. Another item was storage spaces that
were easily accessed by staff, having plenty of
them, and placing supplies such as linens near
patient rooms. Oak shelves were put at the feet
of patients’ beds so they could see any items
they viewed important — cards sent by fami-
lies, flowers, mementos from home. Each room
now also boasts a DVD player and a television
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with access to more than 60 channels. Patients
are also empowered by choosing when and
what they’d like to eat. 

Catering to specific populations

Because The Dalles has a large Spanish-speak-
ing population, the hospital began offering a
Spanish and an English menu. Now they are
combined into one “so everything is available to
everyone,” Morin says. She says they also have a
lot of Samoan patients. “We know that they like
to gather in the atrium and play the piano and
sing. If the patient is able, we’ll put him in a
wheelchair and take him down to the atrium.
Sometimes the singing is just done around the
patient’s beds. For Native American patients, it’s

often important that they be placed near open
windows, and staff are quick to help.”

Other offerings include a number of “soothing
and aesthetic” gardens used by cancer patients,
inpatient rehab guests, and even members of The
Dalles community. Yoga and tai chi classes are
offered regularly. “In our Center for Mindfulness,
which is a part of our cancer center, there is a
wonderful meditation room, and we have regu-
larly scheduled relaxation opportunities, medita-
tion with guided imagery, and aromatherapy,”
Morin says. 

Windows more important than you think

In redesigning patient rooms, one of the most
significant yet understated changes, Morin says,
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Why patient-centered
care just makes sense

Accountability, transparency, consumer choice.
HCACPS, and Hospital Compare. These are

your challenges. How are you going to measure
up?

Beyond being a humanitarian and logical step for
hospitals, patient-centeredness is more than an
ideal, and as value-based purchasing as a method
grows, it’s becoming more of a necessity. But why
else should you focus on the patient and his or her
individual experience?

A 2007 study sought to quantify the effects of
adopting the Planetree model of patient-centered
care.1 Two comparable hospital inpatient units were
recruited, and over the five-year period, one hospital
implemented an extensive patient-centered program
while the other did not. The patient-centered unit in
each of the five years consistently showed:

• a shorter length of stay compared to the control
unit;

• a statistically significantly lower cost per case
compared to the control unit;

• a relative use of RN to ancillary staff that shifted
in emphasis from higher-cost staff to lower-cost staff;

• higher than average patient satisfaction scores
and higher scores in seven of the nine patient satis-
faction-related measures.

The Hospital Consumer Assessment of Health-
care Providers and Systems (HCAHPS) survey
brought patient satisfaction again to the forefront,

making codifying patient opinions a requirement for
hospitals and tying it to reimbursement. The indica-
tors reflect the Planetree model’s emphasis on the
patient experience, communication between patient
and family and providers, and responsiveness of
hospital staff. 

It is said that patient-centered hospitals also see
less staff turnover. And there is something to say
about malpractice risks. Many believe that lawsuits
result when patients feel a lack of communication or
understanding was present. If your staff are focused
on making the patient felt heard and part of their
care, patients are less likely to jump to sue, many
experts say.

A 2005 white paper by Press Ganey reads: “Qual-
ity, loyalty, revenue, malpractice claims, philan-
thropy, retention, employee morale/satisfaction and
patient/resident satisfaction, all tend to move
together. The interconnectedness of service and
product quality, employee satisfaction, customer sat-
isfaction, and organizational performance is widely
accepted in the business world. In comparison,
health care lags in recognizing the interrelated nature
of its primary outcomes — quality of care, satisfac-
tion with care, and financial outcomes.”2

Reference

1. Stone, S. A Retrospective Evaluation of the Planetree
Patient-Centered Model of Care Program’s Impact on Inpatient
Quality Outcomes, PhD dissertation, Hahn School of Nurs-
ing and Health Science, University of San Diego, 2007.

2. Clark, P. Drain, M. Malone, M. Return on Investment in
Satisfaction Measurement and Improvement. Volume 1, Edi-
tion 2. Aug. 31, 2005.    ■



was windows. Though it’s “something the com-
mon person might not think of,” she admits, it’s
one of the things that “just made a huge differ-
ence.” Windows make the space more inviting,
she says. Fish tanks also were placed in “strate-
gic spots, so that really draws you into the
rooms. One of them is in our main lobby, and it’s
really a focal point.”

Besides expansive windows, all patient
rooms now have large digital clocks, at
patients’ request, displaying the date, day,
time, and temperature. Carpet buffers the hall-
ways, Morin says, lending to the quiet that
guests appreciate and find soothing. Patients
are encouraged to invite family members; there
are kitchens in each of the resting units for
home cooking. “It’s a very welcome environ-
ment,” Morin says. 

One of the most popular provisions is mas-
sage. “Literally every patient that is going in to
scheduled surgery is offered a massage,” she
says, “and it’s rare that they don’t take them up
on it.” In the cancer center, radiation patients are
offered a head, neck, and shoulder massage
before they go in for treatment. Roving therapists
visit patients in the acute care nursing depart-
ment. Doctors can request massages for their
patients and often do. 

Morin says it’s a rigorous process to be desig-
nated a patient-centered hospital by Planetree,
and to maintain the designation is a continuous
practice. MCMC has a Planetree advisory coun-
cil comprised of various staff members and a
Planetree action team. “We have several systems
in place to really involve the staff and keep the
staff informed and active in furthering each of
their departments — how we can further imple-
ment human interaction and access to informa-
tion and be very cognizant of the healing
environment.”

In order to maintain the designation, MCMC
has to maintain records of what it’s doing and
what it’s offering and continue to have focus
groups. One of the things emphasized to nursing
staff is to always ask the patient before leaving
the room, “is there anything else I can do for
you?”

What about the financial implications of offer-
ing more amenities to uphold the patient-cen-
tered philosophy?

“You’re going to have to paint the wall, so
you might as well have a beautiful color. When
you see things that remind you of pleasant
thoughts or memories, it’s just healing. Yeah,

maybe some things cost a bit more, but if it
helps the patient feel special and helps with
their feelings, they’re going to recover faster. 

“Our sense is that [the cost] really balances
out.”

She acknowledges that resources are now
much tighter than when MCMC began imple-
menting Planetree practices, and they were
lucky to begin the process when they did. But “it
really doesn’t matter what your environment
looks like. The basic tenets of the Planetree phi-
losophy are within each employee and that’s the
compassion and personalizing the experience,
remembering people’s names and what’s special
about them, and the relationship between
employees and the patients and families. Help-
ing them be as comfortable as possible, helping
them understand what’s going on, answering
their questions and fears, and using staff as
instruments of love and compassion.” It all
starts at hello. 

“Over the years since we implemented Plane-
tree,” Morin says, “just as we went to the model
site in California, hospitals all across the country
come here to spend the day at our hospital to
learn from us, and we know we have impacted
health care — not just in our community, but hos-
pitals all across the country.”

[For more information, contact: Joyce Powell
Morin at joycep@mcmc.net or (541) 296-7266.] ■
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The 9 Planetree Practices
1. The importance of human interaction
2. Informing and empowering diverse populations: 

consumer health libraries and patient information
3. Healing partnerships: the importance of includ-

ing friends and family
4. Nutrition: the nurturing aspect of food
5. Spirituality: inner resources for healing
6. Human touch: the essentials of communicating 

caring through massage
7. Healing arts: nutrition for the soul
8. Integrating complementary and alternative 

practices into conventional care
9. Healing environments: architecture and design 

conducive to health

Source: Putting Patients First, Susan Frampton, Laura Gilpin,
Patrick Charmel.



Massages, reiki, oh my! 
Make patients feel at home
Northern Westchester Hospital caters to patients

Who would ever believe that one could enter
a hospital and confuse it for a spa? The

two seem utterly at odds, yet according to Maria
Hale, vice president of patient advocacy and ser-
vice excellence at Northern Westchester Hospital
in Mount Kisco, NY — a 233-bed designated
Planetree patient-centered hospital — they have
more in common than at first glance. And they
seek the same ends — comforting and healing
the guest. 

According to the hospital’s Press Ganey
reports, which show patient satisfaction in the
90th percentile, it’s doing a pretty good job.

According to Hale, who spent many years at
the Four Seasons and the Ritz Carlton as director
of human resources and training, many similari-
ties exist between the hotel and hospital indus-
tries. Upon arriving at the hospital, customers
(just like hotel guests) have certain expectations
— “that there’s a seamlessness to the process,”
Hale says, “that there’s someone there to greet
them, there’s someone there to help them with
whatever issues they have when they arrive.”

The main difference between a hotel and a
hospital visit obviously is “that people coming
to our institution are not coming for pleasure,”
Hale says. “And when they come, they’re
highly anxious about what’s going to happen to
them.”

Relieving that anxiety is Hale’s charge. She is
responsible for running the patient advocacy
department, working closely with managers of
different departments to review patient satisfac-
tion surveys and any other patient data
received from surveys, letters, comments dur-
ing their stay, and making any relevant changes. 

“The primary goal of a patient advocate,”
Hale says, “is to be there to let these patients
and families know that there’s a person in the
building who can really be there to help remove
any obstacles they might perceive, remove barri-
ers, listen to concerns and complaints, act as a
liaison between staff and physicians when they
feel that maybe there’s additional information
that they need explanation of — things of that
nature.

“As soon as you enter the building, you can

feel that it’s different,” says Hale. Music plays in
public areas, and a grand piano even graces the
lobby. 

When patients go up to their rooms, a nurse
greets them and offers any amenities they might
need or might have left at home, such as tooth-
brush, toothpaste, lip balm, a nail file, ear plugs,
socks, or hand lotion. 

The caregiver lobby, right outside the main
lobby, is “one innovative approach that we
have at the hospital that helps the family care-
giver,” Hale says.

“From the minute you open the the doors and
walk in, you almost feel like you’re in a spa envi-
ronment,” she adds. Volunteer caregiver coaches
meet with caregivers to help them with any
issues or concerns they might have. It also pro-
vides time and quiet for caregivers to replenish
before they return to their caregiving role. 

Hale emphasizes empowering patients with
choice and customized care and preserving their
dignity while in the hospital. Basic things can
have a big impact, she says, such as gowns that
cover the patient entirely and are not open on the
back. 

Room service is available on the hospital’s
maternity ward, and plans are in place to take it
hospitalwide by the end of the year. The service
was put in place as a response to patients’ feed-
back that they wanted to be able to order food
when they were ready to eat. “This was a big
need on the maternity ward because you’re
delivering at different times, and when you’re
done delivering you want to be able to get a
meal that you want to eat, whether it’s chicken
Caesar salad or a nice burger,” Hale says. The
service goes a long way to empowering patients,
giving them something they can control “in an
environment, where at a lot of times, you lose
control.”

Integrative medicine approach

Northern Westchester provides different
modalities of integrative medicine to patients free
of charge — including massage, reiki (energy
healing), guided imagery, and aromatherapy.
Patients can request the service, or providers can
refer them. 

Trained holistic nurses manage the program
and have made it a part of the nurses’ practice.
Now classes are expanding the program to
include volunteers and other staff members, and
it also is available to staff caregivers. “We’re an
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organization that feels very strongly that in order
for our caregivers to give the quality care and ser-
vice that we expect our patients to receive, you
need to be able to decrease the stresses that pro-
fessional caregivers deal with every day,” says
Hale.

Staff incentives also include a “healing cart”
that travels the hospital offering things such as
healthy snacks. 

Hale emphasizes communication as part of the
patient-centered model. In each room is a white
communication board where each nurse writes
his or her name and the patient’s plan of care for
the day. For instance, Hale says, the board might
read: “Hi, my name is Kate. I’m your nurse today.
Let me tell you what’s going on for you today.
Today, at 10 a.m. you’re going to have a CAT
scan, and then at 2 you’re going to have a
Doppler study.”

This involves the patient and “also invites con-
versation between the nurse and the caregiver to
talk about concerns — do they understand what
is happening, preparing them for what they have
to do,” Hale says. The board also helps family
members stay in the know. 

At the bedside, there is a pad of paper and a
pen, and guests are encouraged to record any
questions or concerns they have to discuss with
doctors and nurses. There is even a sign on the
wall that says, “Just ask. If you’re thinking it,
ask it.” It also prompts them with example
questions such as: Did you know you could ask
for a different meal selection? Did you know
that your blood work and vitals could be drawn
at a more convenient time for you? How can
you arrange for a complimentary relaxation ses-
sion?

Patient response

According to Hale, patients are most
impressed by the level of interaction they have
with their professional caregivers at Northern
Winchester. “Our patients tell us all the time, ‘I
can’t believe how compassionate your staff is,
that they took the time to make sure I was com-
fortable before they wheeled me down to X-ray,
that I was completely covered...

“Those types of comments,” she adds, “when
we get those back are very reassuring to us
because we want to empower our patients. We
want to give them as much information as we can
while they’re here about what’s happening to
them so that they can be actively involved in

their care and really feel comfortable about what
the process is. To us, that’s the most important
thing — that dialogue.”

Patients also write about the decor, the envi-
ronment, the noise level. Hale says they have
eliminated any overhead paging in the hospital.
Patients respond favorably to the massage and
other modalities also, commenting that their
pain or nausea post-procedure was curtailed by
the therapy.

Hale says some projects took a longer time to
gain acceptance. For instance, the pet therapy ini-
tiative. The initial reaction, she says, was “you
can’t have dogs in a hospital.” Now the program
is housewide.

For hospitals looking to adopt some or all of
the Planetree methods, Hale says, “I think you
have to look at patient- and family-centered
care as a journey. It can be done regardless of
the size of institution you’re in. The first thing is
to do a little self-evaluation. Where are you on
these different dimensions? What are the things
you can tackle first? What’s the low-hanging
fruit?”

She suggests convening a multidisciplinary
committee with people who are ready to lead
change. “You need to identify what it is you’re
trying to achieve and come up with an action
plan and know that it’s not going to happen
overnight. There are small things you can do to
make small impacts over time and you will see
the overall experience will be better.”

[You can contact Maria Hale at (914) 666-1951 or
mhale@nwhc.net.] ■

OSF seeks to inform,
empower patients
How health care has changed

It used to be that patients would just listen and
do what they were told. Not anymore. 
With the HCAHPS coming, OSF Saint James-

John W. Albrecht Medical Center in Pontiac, IL,
knew it had to something. And thus the “We
Always Care” program was born.

“Back in my day as a nurse on the floor, even
seeing my parents go through the health care sys-
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Patient Rights and Responsibilities
STATEMENT OF PATIENT RIGHTS
It is the belief of the Board of Directors and Administration of OSF Saint James-John W. Albrecht Medical Center that a satis-
factory hospital stay for any patient is based on mutual understanding of patient and hospital rights and responsibilities. This
Statement of Rights is adopted with the expectation that observance of these will contribute to more effective patient care and
greater satisfaction for the patient, physician and the hospital staff.

1. The patient has the right to the facility’s reasonable response to his/her request and needs for treatment or services within the
facility’s capacity, its stated mission, applicable law and the Ethical and Religious Directives for Catholic Healthcare Facilities.
2. The patient has the right to considerate and respectful care, including the psychosocial, spiritual and cultural variables that
influence the perceptions of illness.
3. The patient has the right to have a family member or representative of his/her choice and his/her own physician notified
promptly of his/her admission to the facility.
4. The patient has the right to know the identity of physicians, nurses and others involved in their care, as well as when those
involved are students or other trainees.
5. The patient has the right in collaboration with his/her physician to make decisions about the plan of care prior to and during
the course of treatment, including the right of the patient to accept medical care or to refuse treatment to the extent permitted
by law and the Ethical and Religious Directives for Catholic Health Facilities and to be informed of the medical consequence of
such refusal. In case of refusal, the patient is entitled to other appropriate care and services or transfer to another facility.
6. The patient has the right to information necessary to enable him/her to make treatment decisions that reflect his/her wish, to
discuss and request information related to the specific procedure and/or treatment, the risks involved, medically reasonable
alternatives and accompanying risks and benefits.
7. The patient and when appropriate, his/her family, has the right to be informed about outcomes of care, including unantici-
pated outcomes.
8. The patient has the right to formulate advance directives and to appoint a surrogate to make health care decisions on
his/her behalf to the extent permitted by laws and the Ethical and Religious Directives for Catholic Health Facilities. However,
the provision of care is not conditioned on the existence of an advance directive.
9. The patient has the right to information at the time of admission, about the facility’s patient rights policy and mechanism for
the initiation, review and when possible, resolution of patient complaints, grievances and conflicts concerning quality of care.
10. The patient or the patient’s designated representative has the right to participate in the consideration of ethical issues that
arise in his/her care.
11. The patient has the right to agree to or to refuse to participate in any research or experimental projects affecting his/her
care or treatment.
12. The dying patient has the right to comfort and dignity through effectively managing pain and acknowledging the psychoso-
cial and spiritual concerns of the patient and the family regarding dying and the expression of grief by the patient and family.
13. The patient has the right, within the limits of the law, to personal privacy and confidentiality of information, his/her medical
care and medical records.
14. The patient has the right to be given complete and current information about his/her pain control, alternatives and treat-
ment of pain.
15. The patient has the right to receive care in a safe setting, free of all forms of abuse or harassment, carried out in a compe-
tent manner by competent personnel.
16. The patient and/or the patient’s legally designated representative has the right to information contained in the patient’s
medical record, within the limits of the law.
17. The patient’s guardian, next of kin, or legally authorized responsible person, to the extent permitted by law, has the right
delineated on behalf of the patient, if the patient has been adjudicated incompetent in accordance with the law, is found by
his/her physician to be medically incapable of understanding the proposed treatment procedure, is unable to communicate
his/her wishes regarding treatment or is a minor.
18. The patient has the right to obtain information concerning any relationship of his/her facility to other health services insofar
as his/her care is concerned and to the existence of any professional relationship among individuals who are treating him/her.
19. The patient has the right to expect reasonable continuity of care when appropriate and to be informed by physicians and
other caregivers of available and realistic patient care options when hospital care is no longer appropriate.
20. The patient has the right to examine and receive an explanation of his/her facility charges.
21. The patient has the right to have the facility respect his/her right to life, dignity, religious and cultural beliefs.
22. The patient has the right to be free from restraints and seclusion except where necessary for medical treatment or safety,
or where required by law. Restraints and seclusion are not to be used for discipline, convenience, or retaliation. If the patient
has any questions regarding the use of restraints, he/she should feel free to ask his/her care nurse or physician.

A State of Illinois toll-free hotline has been implemented to receive complaints/inquiries about health care agencies at Illinois
Department of Public Health (1.800.252.4343, TDD 1.800.547.0466). This service is available 24 hours a day, 7 days a week.

Source: OSF Saint James-John W. Albrecht Medical Center. Pontiac, IL.
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tem, they never really questioned anything in
regards to their care. The doctors told them this
and that was it,” says OSF’s vice president of
patient care services, Cheryl Simmons, RN, MS,
CPHQ.

The hospital began asking itself, “what do
we have to do to really get patients involved,”
Simmons says, especially in light of the Hospi-
tal Consumer Assessment of Healthcare
Providers (HCAHPS) tying payment factors
with results.

With the We Always Care program, the hospi-
tal system sought to promote communication and
patient and family involvement in care. To adver-
tise it, OSF made posters and leaflets and placed
a card in the admissions packet. Books are placed
at patients’ bedsides with contact numbers for
questions or concerns. 

Communication in this day and age is integral
to hospital business, says Simmons. “With all
the new technology and the new treatments, the
additional procedures that have been added,
and all the new medications, patients really
need to take a bit of a leadership role in their
health care.” 

Each hospital in the health care system pro-
vides patients with informational packets at
admission as it relates to that specific hospital. At
her hospital, the packet includes some infection
control information. “MRSA [methicillin-resis-
tant Staphylococcus aureus] is big today, so we
have some information on that.” Also handed
out upon admission is a guest services manual
that includes information on items such as
patient responsibilities and volunteer services.
(See OSF’s statement of patient rights, p. 91.)

Encouraging communication, Simmons says,
is embedded in the hospital’s culture and its
staff. “With us it really starts during the inter-
view process of a potential candidate,” she says,
adding that the hospital’s mission and vision are
stressed in the new employee orientation. Guest
services and relations are continually empha-
sized to staff. 

Once a year, the hospital has what it calls
“Journey to Quality” days. During that time, the
hospital’s mission to provide care to all is reem-
phasized. “We discuss any of the topics that
have to deal with patient satisfaction, patient
understanding, guest services. You’ve got to
keep it going because sometimes it’s out of
sight, out of mind.”

In the new health care arena, with patient
safety and regulatory needs, hospital staff “need
to look at the whole picture, not just be task-ori-
ented.” Simmons says regulatory changes are not
made solely because they’re required but because
they often are the right things to do. “And that’s
really where our focus is. We [always] ask the
question: Is this the right thing for patients, fami-
lies, employees?”  ■

Excellence in access: Let
the data lead the way
By Michael S. Friedberg, FACHE, CHAM
Director of Patient Access Services 
Apollo Health Street

Theodore Roosevelt, the 26th president of the
United States, in a speech in New York on

Sept. 7, 1903, said, “Far and away, the best prize
that life offers is the chance to work hard at work
worth doing.” I would guess that Roosevelt was
not talking about working as a patient access rep-
resentative in a hospital, but I don’t see why his
words would not apply.

At the beginning of the revenue cycle, patient
access representatives clearly have work worth
doing. As you know, if our work is not done cor-
rectly, the hospital can suffer financially and may
be in a position in which it can no longer provide
care. Our work in patient access is critical to the
overall success of any health care organization.

What we can do as patient access professional
managers is to ensure that our staff can “be the
best that they can be.”

Patient access management provides some
challenges in that the staff that we coach and
mentor are spread out of different areas and work
24/7, 365 days a year. There are several concepts
that are important to help ensure success due to
these challenges:

• manage proactively not reactively;
• provide standards for all aspects of registra-

tion;
• hold staff accountable;
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• provide consistent feedback;
• tailor training programs to adapt to a con-

stantly changing health care environment.
Health care managers, due to the nature of

our business, tend to manage in a reactive man-
ner. This practice is tempting but has a negative
long-term effect, as managers can easily become
“burnt out” from constant negative attention. I
challenge all patient access managers to manage
in a proactive manner. Anticipate problems, see
trends, create data (more on this later), and
spend time working on ways to address consis-
tent problems.

It is difficult to evaluate staff without first
establishing clear standards and expectations. If
you ask most patient access staff their job func-
tion, they might say something along the lines of
“to efficiently and accurately interview my
patient and enter that information into the hospi-
tal’s information system.” 

This statement is interesting to me in a depart-
ment that does not have published standards and
expectations. It leaves too much open for inter-
pretation. Experience shows that creating stan-
dard methods of entry for each and every field
within the registration reduces the overall error
rate.

Evaluating staff, establishing standards

You need to be specific about the standards
that you create. For example, the address 123
Main Street. There are at least three ways to enter
this:

• 123 Main Street;
• 123 Main St;
• 123 Main St.
It makes little difference which you pick as

your standard, but a standard needs to be
established and staff monitored and held
accountable to that standard. We all know the
importance of establishing eligibility at the
time of service. A standard should be estab-
lished that the response be scanned (or in the
case of a facility that does not have scanning, a
copy), and it should be placed in the patient’s
physical or virtual folder. 

Once the standards are established and you
are managing more proactively, you must make
sure you build accountability into your evalua-
tion process. It is human nature to be less careful
with your work when you know no one is hold-
ing you accountable. For example, if the IRS
never prosecuted those who did not pay their

income taxes, I venture to guess that very few of
us would pay. 

In order to hold staff accountable, you must
provide constant and consistent feedback on their
work. The feedback needs to be current (within
two weeks of the registration) in order to have
the intended impact. 

Successful facilities incorporate the elements
discussed above, along with making sure that
training is provided to address areas of deficit.

Registration accuracy tools

Providers and patient access managers and
directors, in particular, have developed three
popular solutions to create data sets in order to
determine registration accuracy:

1. Development and implementation of a man-
ual account review process.

2. Purchase or development and implementa-
tion of automated account review software.

3. Outsourcing part or all of the review pro-
cess.

Each solution emphasizes the positive work
done by access representatives and drives them
to identify issues that lead to the root cause in
order to prevent future errors. Patient access rep-
resentatives make errors for the following five
reasons:

1. Simple data entry error (since it is a human-
based process, these errors always will occur but
can be reduced through accountability).

2. Lack of appropriate training.
3. Lack of the right tool required to obtain or

validate information.
4. Representative lacks a good work ethic and

is indifferent to his/her quality of work.
5. Representative tries hard, is conscientious,

and has been trained repeatedly, but does not
possess the skill set required to be an effective
patient access representative.

The first three can be addressed through the
solutions mentioned above. Issue number four
also is easy to address through termination. Issue
five is the hardest to deal with. Not everyone pos-
sesses the skill set and abilities required to be an
effective patient access representative.

Training

Training in patient access is a vital element to
success. Creating accountability and determin-
ing areas of opportunity for improvement are
only starting points. What you do with the data
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is where real progress is made. Training in
patient access typically involves a short orienta-
tion and demonstration of how to enter infor-
mation into the provider’s HIS, and then a
preceptor period with an experienced staff
member. The risk with this method is that there
is no consistency in training, and no assurance
that changes in process are effectively relayed to
the new employee, or even to the preceptor.
Experienced staff members may do things in
different ways and may not adhere to one strict
standard. 

Solution 1: Development of a manual QA process
In order to hold staff accountable, many

providers have developed manual quality assur-
ance programs to determine registration accuracy.
Generally during this process, an individual or
team of individuals reviews a percentage of the
overall registrations. The QA staff member is pro-
vided a copy of the face sheet, insurance cards,
patient identification, and any electronic eligibility
response obtained. The reviewer then evaluates
elements in the registration to validate the data as
well as the relationships between data elements,
and provides an error count for each registration
he or she reviews. Most manual processes have
the ability to review 10%-15% of overall registra-
tions within a facility. (Sometimes this is limited to
patient access and sometimes it can extend to
those areas that still perform registrations but do
not report to patient access.) Best practices require
that the data collected during the review process
be translated into a scorecard for each individual
registrar, as well as the department as a whole. 

Providers then can compare representatives
working on the same shift and in the department
to establish results and statistics for use in the
department overall. This approach is effective in
that it provides a method for establishing
accountability among staff, as well as a mecha-
nism for establishing the accuracy rate of the
department and identifying areas of opportunity
for improvement. This generally results in an
increase in staff. However, the effectiveness is
limited. Limitations include:

• A review of 10%-15% will uncover large
global issues within the department; however, it
is difficult to discover less common errors or
issues as they will manifest themselves over
time.

• It is costly to have a dedicated staff member
for the quality assurance process.

• The reviews are generally done post-dis-
charge and post-bill drop, so these programs are
reporting mechanisms and would still mean that
the errors will cause rejections and denials,
requiring re-work in the business office.

• There is the potential for skewed results as
the quality assurance staff member may tend to
underreport errors incurred by his or her col-
leagues.

Solution 2: Purchase or development of auto-
mated QA software

In the past several years, a number of compa-
nies have developed software to perform account
reviews modeled on the success of the manual
processes. These software programs have advan-
tages over the manual process in that they can pro-
vide 100% review of registrations for a given date
of service. The programs generally are rules based
(whereby the rules are set up by the provider) and
they report back the results to the individual staff
member on either a daily or real-time basis. 

The representatives are then required to correct
their error so that the billing process can proceed
without intervention. Reports are available so that
management can perform analysis on rules vio-
lated and errors created by staff. In addition, com-
parisons can be made between shifts, areas, etc.,
similar to the manual process. Because the soft-
ware provides a 100% review, errors or issues that
typically are less evident can be uncovered more
quickly (assuming that the software is utilized
appropriately by management). These programs
have proved to be highly effective and provide a
good return on investment (ROI) for providers.
However, there are some limitations including:

• The software can validate that data elements
are present in the correct format, but they cannot
validate that the entries match to the patient.

94 HOSPITAL ACCESS MANAGEMENT ™ / August 2008

REPRINTS?
For high-quality reprints of articles for promotional or educational purposes, please call

Stephen Vance at (800) 688-2421, ext. 5511 or e-mail him at stephen.vance@ahcmedia.com



• The software requires some maintenance to
make sure that the rules remain current.

• Staff receive feedback on their work and
must fix errors, which promotes an environment
of continuous learning. However, if your depart-
ment experiences high turnover, you will incur a
constant flow of errors during each representa-
tive’s learning curve. This time period can vary
from three to six months.

• Even if all information is correct, there is no
guarantee that the claim will be paid by the
payer. Rejections and denials still exist for eligi-
bility and authorizations even if the information
is entered and transmitted to the carrier correctly.

Solution 3: Outsourcing/co-sourcing part or all
of the review process

In the past eight years, advocates have been
implementing the previous two solutions. These
solutions are effective in improving a patient
access department’s output. However, they do
not address the inherent problems present in
patient access departments, including the prob-
lem of low-level/entry-level employees requiring
intensive oversight of their work. Another chal-
lenge is the complex systems, which along with
the constantly changing environment within the
health care industry, makes training a never-end-
ing process. Even with all the best practices and
tools in place, payers still reject and deny claims.
There is a hybrid solution, which provides the
best of solutions one and two, and also provides
additional benefits. 

As discussed earlier, manual QA processes are
labor intensive and require a significant commit-
ment of resources, including human resources as
well as desk space, computers, etc. This new
model allows for 100% account review utilizing
live resources. Typically, this hybrid solution uti-
lizes some blended-shore resources, leveraging
both time zone and labor arbitrage benefits in
order to accomplish the review economically and
in a timely manner. It requires a partnership with
providers to review typical areas of deficit as well
as any area that the provider desires to focus on.
The process begins with establishing a daily elec-
tronic file transfer and the following partial list of

items are validated:
• all insurance information, including ID num-

ber, group number, and proper selection of carrier
and plan;

• demographic information, including patient
and guarantor address, date of birth, and social
security number;

• encounter-specific data, including physician
selection and proper diagnoses present;

• authorization numbers, where required,
including a review to ensure that the number
provided matches the procedure performed;

• when errors are identified, they are corrected
within the provider’s HIS prior to bill drop to
ensure a clean billing process.

Providers have the ability to customize the
areas of review and can change the parameters at
any time. Scorecards are provided back to the
provider on a minimum of a weekly basis. In
addition, staff review the results of the scorecards
and assist in identifying opportunities for addi-
tional education. 

The final piece is the process for rejection/
denials processing. For any claim that has been
validated but is later rejected or denied by the
payer, patient access staff will challenge this
rejection/denial for the provider. This allows the
provider to adjust staffing patterns and costs by
reducing or redeploying resources required for
the re-work necessary to process claims that have
been rejected or denied.

A manager needs to have the right people in
the right position doing the right things right.
Through managing proactively and developing
consistent ways to monitor and evaluate staff
work on a current basis, patient access managers
will be able to provide documentable evidence of
changes they have made to improve the perfor-
mance of their department.

[Michael S. Friedberg, FACHE, CHAM, is the
director of patient access services at Apollo Health
Street, a leading provider of business process outsourc-
ing to the healthcare industry. Friedberg is a frequent
speaker and contributor in the field of patient access.
You can contact him at (973) 233-7644 or via e-mail
at michael.friedberg@apollohealthstreet.com.]  ■
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Joint Commission speaks
on behavior and safety

In early July, The Joint Commission issued a
Sentinel Event Alert on behavior among health

care professionals and its effect on care.
According to The Joint Commission: “Intimi-

dating and disruptive behaviors can foster
medical errors; contribute to poor patient satis-
faction and to preventable adverse outcomes;
increase the cost of care; and cause qualified
clinicians, administrators, and managers to
seek new positions in more professional envi-
ronments.”

The alert contends that “intimidating and dis-
ruptive” behavior in hospitals is not rare and that
a survey conducted by the Institute for Safe Med-
ication Practices found that 40% of clinicians

“have kept quiet or remained passive during
patient care events rather than question a known
intimidator.” ▼

Orlando hospitals go
smoke-free campus-wide

July was the last month smoking was allowed
on more than a dozen hospital campuses in

Orlando. More than 30,000 employees at 15 hos-
pitals were provided with free or subsidized
smoking cessation programs.  ■
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Supplement to Healthcare Risk Management and Hospital Access Management

Research vice presidents for academic health
centers agree — HIPAA has serious and
often detrimental effects on biomedical

research. The vice presidents met in focus groups
sponsored by the Association of Academic Health
Centers (AAHC) to share their concern that prob-
lems with HIPAA still have not been addressed in
the five years of its existence.

The HIPAA privacy rule, the researchers say,
continues to hamper a wide array of health
research activities, and corrective action is needed
to advance biomedical research and science in the
United States. 

“Five years after HIPAA’s implementation,
persistent problems are still creating impedi-
ments to valuable and important research,”
AAHC’s statement says. “The AAHC’s findings
provide new insight on HIPAA while affirming
past observations about the impact of HIPAA on
research, indicating that the problems that first
appeared after HIPAA’s implementation in 2003
remain serious and widespread.”

Focus group participants were asked to
describe how HIPAA has affected different
aspects and areas of research. They identified
major cross-cutting areas of negative impact, as
well as particular categories of research suffering
setbacks due to HIPAA.

Concerns for researchers nationwide were:
1. ambiguity and misinterpretation of the rule;
2. administrative burden; 
3. recruitment of research participants.
The specific areas of research particularly

affected by HIPAA include:
1. access to stored tissue and genetic datasets;
2. data warehouses, Clinical and Translational

Science Awards, and medical records; 
3. community research.
Together, the researchers said, these concerns

show that HIPAA is no small obstacle and that it
threatens the social good by seriously restricting
biomedical research and unnecessarily slowing
the path toward life-saving discoveries.

Confusion and inconsistency

The groups discussed many HIPAA-related
problems arising from widespread confusion
over the rule’s unclear language. Confusion over
HIPAA’s meaning was found to be common
among all players, from research participants to
privacy boards to institutions and even states.
Participants reported that different institutions
and states interpret and implement HIPAA incon-
sistently, making multi-site and interstate
research more difficult — if not impossible.

In addition, HIPAA overlaps with other exist-
ing regulations governing confidentiality and
exchange of clinical research information, and
conflicts with others. Concern was raised over a
lack of understanding of HIPAA and a fear of vio-
lating regulations that discourage community
partners such as hospitals from joining or collab-
orating in research with academic health centers. 

AAHC says a recurring focus group theme was
that fear of liability causes unnecessarily strict
organizational decision making, which seriously
impedes research. Drawing attention away from
patient care and the need to research future treat-
ments, HIPAA is causing decision makers to
focus instead on deciphering unduly complex
regulations and protecting institutions from lia-
bility, the groups say.

Participants in all the focus groups consistently
reported the administrative burden HIPAA cre-
ates. They said that by generating additional
paperwork and causing confusion and misinter-
pretation, HIPAA has imposed substantial and

AAHC: HIPAA deterring biomedical research
Administrative burden, ambiguity also problems



onerous demands on the time of administrative
and research personnel. 

Since HIPAA took effect, they say, more time is
required to (1) define what does and does not
constitute research; (2) complete additional forms
and review documents; (3) track unauthorized
disclosures of protected health information and
requests for amendments; and (4) de-identify
data from research participants. HIPAA also has
increased the amount of time researchers must
spend reviewing legal matters with research par-
ticipants and decreased the time available for
substantive discussions about risk, diagnosis, and
clinical treatment issues, the groups say.

The focus groups say the impositions on inves-
tigator and research team time and resources are
“slowing research unnecessarily” without pro-
viding benefit to research or the public. And they
say widespread misunderstandings of HIPAA
have raised the costs of conducting research
because institutions have had to hire additional
staff to handle administrative tasks, assist investi-
gators, and conduct training or provide clarifica-
tion on the rule. Money and resources also are
wasted when a study, due to HIPAA complica-
tions, cannot conduct follow-up contacts.

Investigators and staff burning out

The research officials say they have seen signif-
icant investigator and staff burnout with fewer
faculty members willing to participate in clinical
research, which further threatens to weaken the
clinical research infrastructure — not only for
academic health centers but for the entire nation.

The negative impact on participant recruitment
was cited as one of greatest threats HIPAA poses
to research. Researchers say they often have diffi-
culty accessing patient records for initial review
or making initial contact with a patient. When a
principal investigator is unable to review patient
medical records to identify patients who are eligi-
ble for a specific study, that task falls to employ-
ees of the health care provider’s office. But they
often don’t have the time for this additional work
and are unwilling or unable to help out.

Focus group participants also reported that
investigators have been unable to contact partici-
pants from past studies to assess their interest in
new studies. And recruitment of participants for
healthy control groups is hampered by time- and
effort-intensive procedures, such as waivers or
approval from the institutional review board for
amendments, which slow research and limit

patient numbers.
The researchers say HIPAA’s confusing and

legalistic terminology in documents undermines
participant recruitment. Since patients are easily
overwhelmed by the length and complexity of
HIPAA documents, the rule actually appears to
make potential participants less likely to agree to
join studies. It was pointed out that the length of
documentation may discourage potential partici-
pants from reading the forms carefully before
signing them, thus undermining the notion of
“informed consent.” It was generally agreed that
HIPAA impedes participants’ ability to obtain
clear, concise, intelligible information about a
research study.

In terms of specific research areas, the focus
groups reported that de-identified data have
diminished value for genetic datasets. Also, sev-
eral concerns involve future use of data. Because
HIPAA presents obstacles in locating patients for
follow-up in the months and years after a study,
biobanks lose the ability to obtain crucial follow-
up data. And researchers may be unable to notify
patients in “duty to warn” situations, such as if
an adverse mutation is found and a treatment
becomes available.

HIPAA also affects data warehouses, Clinical
and Translational Science Awards (CTSA),
and/or medical records. While CTSAs are a new
opportunity for interdisciplinary research at aca-
demic health centers, there can be problems with
the ability to move data among different sites.

One institution reported that HIPAA regula-
tions stymied efforts to create an integrated elec-
tronic medical record system mandated by the
CTSA. Another said collaboration in statewide
CTSA networks is hampered by institutional poli-
cies that preclude direct periodic follow-up with
patients to define future medical conditions. Fol-
low-up is only permitted if research participants
give permission at the time of sampling to be
contacted.

Focus group participants said HIPAA regula-
tions have generally hindered researchers’ ability
to access electronic medical records and, thus,
have generated burdensome requirements for
printing, organizing, filing, and securing paper
copies of records. 

Another development AAHC officials said
they find troubling is that hospitals and commu-
nity physicians are often reluctant to become
engaged in research due mostly to HIPAA
requirements. AAHC says provider reluctance
“often stems from misinterpretation and confu-
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sion over the meaning of HIPAA. Many fear lia-
bility and punishment for potential privacy viola-
tions and misunderstand HIPAA regulations as
they pertain to research, which can lead to overly
cautious and unduly restrictive interpretation of
the rule. Such unnecessarily and excessively strict
interpretation has been impeding and signifi-
cantly delaying research progress.”

Recommendations for improvement

AAHC suggests three steps to address HIPAA-
related barriers that are impeding research:

1. The Department of Health and Human Ser-
vices should revise the HIPAA privacy rule to
allow it to defer to the Common Rule (the Office
of Human Research Protections’ Federal Policy
for the Protection of Human Subjects) in matters
of protecting the privacy of protected health
information of research participants. Common
Rule guidelines already protect health informa-
tion, and if an institutional review board thinks
that extra protection is warranted, it can require a
Certificate of Confidentiality.

2. The Office of Human Research Protections
should provide updated guidance to emphasize
the importance of preserving the privacy of pro-
tected health information.

3. Congress should implement a national
genetic privacy act or include such a provision in
a HIPAA revision to help resolve the current con-
flicts and confusion over differences in state
genetic privacy acts and HIPAA that hamper
genetic dataset research.

Oregon Health and Science University’s chief
integrity officer, Gary Chiodo, tells HIPAA Regu-
latory Alert that the HIPAA privacy rule is dis-
tracting from protecting human subjects, rather
than facilitating that effort. “There are layers of
non-understandable legal language that people
don’t care about,” he says. “It interferes with the
normal informed consent process.”

Why no progress in five years?

Chiodo says there is no good answer as to why
these problems remain after five years of experi-
ence with HIPAA. From the time of implementa-
tion, he says, investigators have expressed
concerns about the rule. While the Department of
Health and Human Services asked for time in
which to implement the rule and evaluate its
impact, Chiodo says that while some early fears
were not on point, there is substantial evidence

that other problems do exist as outlined by the
AAHC focus groups.

AAHC policy and program vice president
Elaine Rubin tells HRA the group produced its
report because it was aware that problems with
HIPAA have not been resolved. “HIPAA is syn-
onymous with patient protection so people have
been afraid to evaluate it,” she says. “Another
problem is that not that many people in Congress
or some federal agencies really understand the
intricacies of research. And they also are not
aware of the other regulations and mechanisms
that are out there to achieve the patient protection
that they want.”

Rubin says bureaucracies have been built with-
out assessing the full landscape of existing regu-
latory agencies and there is a need to harmonize
regulations.

[Editor’s note: Download a copy of the report at
www.aahcdc.org. Contact Gary Chiodo at
chiodoga@ohsu.edu. Contact Elaine Rubin at (202)
265-9600.]  ■

House health IT bill seeks to
protect health information

AHouse subcommittee approved and sent on
to the full Energy and Commerce Committee

H.R. 6357, the “Protecting Records, Optimizing
Treatment, and Easing Communication through
Healthcare Technology Act of 2008,” known as
the PRO(TECH)T Act, which is intended to
strengthen the quality of health care, reduce med-
ical errors and costs by encouraging adoption of
health information technology, and further pro-
tect the privacy and security of health informa-
tion in the electronic age.

“Your grocery store automatically knows what
brand of chips you bought last year, but your car-
diologist doesn’t automatically know what pre-
scriptions your family doctor prescribed for you
yesterday,” said committee Chairman John Din-
gell (D-MI). “The PRO(TECH)T Act provides for
adoption of standards to allow providers across
the country to exchange health information about
their patients. It also strengthens current federal
privacy protections and expands them to new
entities that store your electronic health informa-
tion.”

The legislation promotes nationwide adoption
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of a health information technology infrastructure
and establishes incentives for doctors, hospitals,
insurers, and the government to exchange health
information electronically across the country. It
also makes permanent the Department of Health
and Human Services’ Office of the National Coor-
dinator for Health Information Technology and
encourages use of an electronic health record for
each person in the United States by 2014. And it
would strengthen protection of security and pri-
vacy of individuals’ health information through
provisions such as requiring notification when
personal health information is breached.

Different from Senate bill

The measure has several parallels to the Wired
for Healthcare Quality bill that is pending in the
Senate. Like the Wired bill, the House bill would
codify in law the Office of the National Coordina-
tor; establish committees to advise on develop-
ment of health information technology policy and
standards; authorize a voluntary product certifi-
cation program similar to the one in operation at
the Certification Commission for Health IT; pro-
vide loans and grants to support health IT adop-
tion by doctors and clinics; and update HIPAA’s
privacy and security provisions.

But there also are some differences, analysts
say. Thus, the Senate bill would establish a policy
committee in the private sector, while the House
measure calls for a federal advisory committee.
And the House bill would extend HIPAA privacy
and security rules to health information
exchanges by defining them as business associ-
ates of health care providers, while the Senate
measure would use a different means to the same
end.

The House bill would empower the federal
government to enforce privacy and security
requirements that apply to HIPAA business asso-
ciates and strengthen other HIPAA privacy and
security provisions, while the original Senate
draft would not address those issues.  ■

National Provider Identifier
finally takes effect

Mandatory use of the National Provider
Identifier (NPI), which had been delayed

from 2007, took effect May 23. Centers for

Medicare and Medicaid Services officials said
there were no early reports of abnormalities or
significant problems in implementing the
change.

HIPAA mandated use of NPIs to standardize
the system of submitting claims and alleviate
some of the confusion associated with multiple
identifiers. During a grace period from May 1 to
May 23, providers were required to use NPIs but
could do so in conjunction with other ID num-
bers. But after May 23, Medicare claims had to list
only the NPI to be eligible for payment. Claims
coming in with numbers other than NPIs are
being returned for adjustment and resubmission.

The NPI is a unique 10-digit number that does
not carry other information about the health care
providers it identifies, such as the state in which
they practice or their medical specialty.  ■

Surveys say: HIPAA affects
health care IT decisions

Some 91% of health care IT decision makers
and executives say that HIPAA regulations

influence or strongly influence their IT purchas-
ing decisions, according to a survey by electronic
access management tool developer Imprivata. Six
percent of respondents said HIPAA regulations
were the primary drivers in IT purchasing deci-
sions at their organizations, while 3% said the
regulations are not considered very much in pur-
chasing decisions. 

And according to a survey by the Healthcare
Information and Management Systems Society,
54% of health IT professionals said that the
HIPAA privacy and security safeguards are
strong enough, while 34% said they are not
strong enough and 12% said they didn’t know. 

One-third of respondents said they believe that
recent publicity on patient data breaches will
slow electronic health record adoption. But 39%
said they did not think it would affect adoption
of electronic health records, and 13% said they
think it will increase such adoption.

Some 40% of respondents said they believe
that paper-based medical information is the most
susceptible to a security breach, while 37% said
they believe that medical information stored in
portable devices is the most susceptible to a secu-
rity breach, and 15% said medical information
stored online poses the greatest risk.  ■
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