
Employee morale: What can you do
when you can’t give them a raise?
‘Appearance of fairness and equity’ key to keeping staff motivated 

When your average employee is making $12 an hour, you
face distinct and unique challenges. This is something it
seems every director or manager of patient access knows

personally and your responses to Hospital Access Management’s
annual reader survey reflect this year in and year out. Among your
greatest challenges, you tell us, are staffing issues — a poorly quali-
fied labor pool, a pay scale that doesn’t match employees’ responsi-
bilities, and a low level of respect for management. And hand in
hand with those come your obstacles: employee satisfaction, morale,
and turnover.

“Without a doubt, the issues relating to patient access can be
attributed back to the staff,” says Michael S. Friedberg, FACHE,
CHAM, director of patient access services at Apollo Health Street and
author of Staff Competency in Patient Access.

Friedberg recalls a CFO who came to him while he was working in
the provider arena and said, “If it’s a matter of money and you think
it’s going to help, I’ll pay [registrars] a couple of bucks more.” He
asked Friedberg to do the math and let him know. “The difference
between $12 and $14, or even $12 and $15, is not that big of a differ-
ence and will not improve the pool of applicants,” Friedberg
responded. Very few hospitals are going to go to $20 an hour for a
registrar, which would make a difference in the applicant pool, he
adds.  

Of course, he says, factors such as where you’re located and whether
you’re in a rural, urban, or suburban area play into what access
employees are paid, but in general you’re dealing with a lower-wage
employee. 

“So what happens when you have a problem such as the pay scale
and you can’t raise the pay?” he says. “You have to be creative and be a
better manager.” Therein lies the challenge.

“There are a number of ways to motivate staff,” Friedberg says, “and
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there are a number of ways to build accountabil-
ity into the system of daily work and life in
access.” As he says, it’s a matter of creativity.

He emphasizes above all “the appearance of
fairness and equity” in boosting and maintaining
morale among your staff. 

Judy Hebble, BS, CHAM, corporate director,
access services for Meridian Health, a hospital
system in New Jersey, says her boss, the vice
president of financial services, “is very support-
ive” — another important factor in employee
morale —  “and appreciates that if we don’t do
what we do then the back end can’t collect.” She
says Meridian’s human resources department

has done market surveys and reported back 
that billers could be making more. Her supervi-
sor’s response has been if access isn’t going 
to get a raise, then billers don’t get a raise, 
keeping the pay scale consistent across the
department, which includes both access and
financial services.

Incentive programs: The good and the bad

Friedberg suggests programs such as
employee of the month as incentives. “If done
well, if done right, if done so that it’s not cheesy,
it can be very effective because then people see
that they’re recognized for hard work.” But you
first must develop clearly established criteria, he
says.

Implementing a quality assurance program or
productivity standards also is a good step,
Friedberg says, adding that it needn’t be a full-
blown QA endeavor if resource restrictions are
an obstacle. But it should include benchmarks
such as codifying that each registrar should do
30 registrations per shift and illustrating that in
a graph that shows who did and who didn’t
accomplish the goal. That’s a great motivator for
staff, he says. 

That’s also building in the accountability that
he talks about as key to morale. “When nobody is
watching and you have two people on the same
shift in the emergency room and one does 40 reg-
istrations and one does 12 because one’s a consci-
entious employee and the other is a slacker,
eventually the one who does 40 is going to get
frustrated,” he says. “And either they take it out
on a patient, they take it on the other employee,
or they leave.”

As a caveat to emphasizing the positive, an
important element in cultivating employee
morale, Friedberg offers this story: He worked at
a hospital and one of the senior VPs would walk
around the hospital handing employees who he
spotted doing something nice for patients a gold
star. The practice was a great idea, Friedberg
says, but didn’t involve employees’ individual
day-to-day supervisors. So, this VP saw a particu-
lar employee doing something good and handed
him his ubiquitous gold star. 

“Little did he know,” Friedberg says, “that I
was in the process of preparing to terminate the
employee the next day because he was an awful
registrar. The VP happened to observe him
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Patient Accounts/Access Services Career Path Policies

Access Services — Level 2 Patient Accounts — Level 2

1. Performance Appraisal score of 2.62 or better
(provide score sheet of evaluation).

1. Performance Appraisal score of 2.62 or better
(provide score sheet of evaluation).

2. 10 hours of continuing education in the cur-
rent calendar year with a minimum of 3 hours in
customer service. Career Path Coordinator will
determine what is customer service.

2. 10 hours of continuing education in the cur-
rent calendar year with a minimum of 3 hours in
customer service. Career Path Coordinator will
determine what is customer service.

3. Completion of Preceptor Self-Study Program.
(*worth 1.75 CEUs)

3. Completion of Core Trainer certification.

4. Completion of cross training and proficient in
at least 1 other area of the department. Must
exceed 70% of the position-specific competencies
in the current job description of the area in which
the candidate claims proficiency as rated by the
supervisor of that area.

4. Completion of cross training and proficient in
at least 1 other area of the department. Must
exceed 70% of the position-specific competencies
in the current job description of the area in which
the candidate claims proficiency as rated by the
supervisor of that area.

5. 4 hours of shadowing in Patient Accounts or
any other department willing to accommodate the
applicant. 

5. 4 hours of shadowing in Access Services, or
any other department willing to accommodate
applicant.

6. Provides 1 inservice to co-workers. 6. Provides 1 inservice to co-workers.

7. Participates in the process of development or
revision of 1 department policy.

7. Participates in the process of development or
revision of 1 department policy.

8. Obtains a Professional Reference Letter from
Department Manager.

8. Independently manages a significant depart-
mental activity.

9. Obtains a Professional Reference Letter from
Department Manager.

Source: Meridian Health, New Jersey.

* If recommended reading is to be used toward continuing education, a newsletter article or presentation is required (2 CEU hours).
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Patient Accounts/Access Services Career Path Policies

Access Services — Level 3 Patient Accounts — Level 3

1. Performance Appraisal score of 2.85 or better
(provide score sheet of evaluation).

1. Performance Appraisal score of 2.85 or better
(provide score sheet of evaluation).

2. 12 hours of continuing education in the cur-
rent calendar year with a minimum of 4 hours in
customer service. Career Path Coordinator will
determine what is customer service.

2. 12 hours of continuing education in the cur-
rent calendar year with a minimum of 4 hours in
customer service. Career Path Coordinator will
determine what is customer service.

3. Only if candidate is bypassing Level 2 and
working on Level 3, candidate will need comple-
tion of cross training and proficient in at least 1
other area of the department. Must exceed 70%
of the position-specific competencies in the current
job description of the area in which the candidate
claims proficiency as rated by the supervisor of
that area.

3. Only if candidate is bypassing Level 2 and
working on Level 3, candidate will need comple-
tion of cross training and proficient in at least 1
other area of the department. Must exceed 70%
of the position-specific competencies in the current
job description of the area in which the candidate
claims proficiency as rated by the supervisor of
that area.

4. 8 hours of shadowing in Patient Accounts or
any other department that will accommodate the
applicant.   

4. 8 hours of shadowing in Access Services or
any other department that will accommodate the
applicant.

5. Provides 2 inservices to co-workers. 5. Provides 2 inservices to co-workers.

6. Participates in the process of development or
revision of 2 department policies.

6.  Participates in the process of development or
revision of 2 department policies.

7. Independently manages 1 significant depart-
mental activity.

7. Independently manages 2 significant depart-
mental activities.

8. Successful completion of CHAA certification
exam or keeps current.

8. Successful completion of National Patient
Accounts Technical certification exam and
maintain.

9. Obtains a Professional Reference Letter from
Department Manager.

9. Obtains a Professional Reference Letter from
Department Manager.

Source: Meridian Health, New Jersey.



doing something nice for a patient, which as 
it turns out was out of character.” When Fried-
berg approached the employee about the prob-
lems he had had with him, the employee
responded incredulously, saying, “Well, I got 
a gold star.” 

“Those types of accolades,” Friedberg says,
“should never be spontaneous. That’s when you
get into trouble.”

The career ladder

One of the most effective tools Friedberg
espouses is a career ladder. It’s something Heb-
ble uses in her department, which in addition to
access and patient financial services includes
central scheduling, IT, charity care, Medicaid,
nurse bed managers, and an education depart-
ment.

Beyond being a motivator, a career ladder also
provides staff with more opportunities for pro-
motions in pay and status. Hebble says employ-
ees at Meridian have to qualify every year and
can’t have any disciplines on their record for the
corresponding year. “You need to write two poli-
cies and inservice staff on them,” Hebble says.
“You need to get more continuing education
credits than Meridian qualifies that you get. For
level three, you have to get your CHAA. You
have to get a certain mark on your annual perfor-
mance appraisal to get to different levels.” (See
pages 99 and 100 for Meridian’s career path
policies.)

Friedberg suggests adding elements such as:
For level one, you must have a 90% accuracy rate,
no more than five patient complaints in a year, no
tardiness. Level two and three could require that
employees receive CHAA certification and that
they mentor a newer staff member for a couple of
hours, he says.

It’s easier to motivate already conscientious
employees. So what do you need to look for? The
qualities Hebble looks for are:

• the ability to multitask;
• the ability to be independent and be moti-

vated without substantial outside praise;
• the ability to make decisions. (She says, for

example, access employees need to know how
much to push a patient or his or her family for
information and when they need to stop and get
it from another source.)

“We look for the personality traits as opposed

to the skills,” she says. Meridian also taps into its
wide per diem pool when positions open in
access or financial services — a boon, as Hebble
says. “That’s a really important piece for us.
We’ve gotten to test people and they’ve gotten to
test us.”

(For more information, contact: Michael Friedberg
at michael.friedberg@apollohealthstreet.com or (973)
233-7644 or Judy Hebble at JHebble@meridian-
health.com.) ■

What grade would your
employees give you?
Personal relationships important in management

Michael S. Friedberg, FACHE, CHAM, direc-
tor of patient access services at Apollo

Health Street and author of Staff Competency in
Patient Access, offers this nugget of truth about
management: “If employees feel you’ll do any-
thing for them, they’ll do anything for you,
regardless of pay scale.”

Friedberg, who stresses equity and account-
ability in managing and motivating staff, says it
also is important that staff know their manager
will support them, even to senior-level manage-
ment. He offers this example: A frantic CFO of a
hospital he used to work for called him and said,
“The president of the hospital was in the ER last
night and your registrar registered him as self-
pay. Why did that happen? I want her fired.”
Friedberg called the employee to hear from her
what had happened. And she related that as she
tried to get his information, the president began
to shout belligerently. “Don’t you know who I
am?” he yelled at her. “I’m not giving you any
information.” 

The registrar didn’t know who the man was,
and “she did her job,” Friedberg says. “She made
him self-pay: no information, it’s self-pay.” He
called the CFO back and said, “Here’s what hap-
pened. If you feel she needs to be fired, you do it.
I’m not doing it. It’s the wrong thing.” The CFO,
rightly, backed off.

While relating to your employees is important
for morale and accountability, Friedberg says,
remember to create enough distance so that you
are still able to manage them and discipline them
if a situation warrants it. 
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Putting yourself in your employees’ shoes and
letting them know you understand their perspec-
tive is key, he adds. 

“Once [employees] see you’re willing to do the
work they do or sit down with them and say,
‘Show me the work you do,’ and try to under-
stand their pain points and use those to improve
the process, it really gets you a long way,” says
Friedberg.

Judy Hebble, BS, CHAM, corporate director,
access services of Meridian Health, says the
health system holds an annual “Walk in Your
Shoes” day in which senior management and
nursing come in to shadow workers for the day. It
“certainly helps with respect,” she says. 

Employees do like rules

One of his pet peeves, Friedberg says, is walk-
ing into an office and seeing papers littering
every surface and signs reading anti-work slo-
gans such as “Nothing sucks as bad as Monday
except Tuesday” or “If I worked somewhere else,
I’d be happy.” 

Creating workplace standards is important,
Friedberg says. The criteria should be clear and
communicated to everyone so if a violation
occurs, they understand to expect conse-
quences.

“Phone etiquette, how you talk on the phone,
scripting, all of those things are part of the stan-
dard,” he says, adding that employees, if they
have input on developing the standards, really
do like them. 

This concept is the bedrock of Meridian’s
annual employee Gallup poll. Twelve key ques-
tions comprise the survey and form a pyramid of
priorities. At the bottom, the foundation, is this
question: Do I have the materials I need to do my
job?

Both Hebble and Friedberg emphasize the
importance of this seemingly innocuous question.
A nurse might consider if she has enough blood
pressure cuffs. For registrars, in the first year
Meridian had the employee satisfaction survey,
the concern was that the copying machines were
too far from their desks and that ink was not
readily and quickly available.

But when management followed through on
the action plan it is required to implement to deal
with employees’ concerns, there was no change
in the next year’s results. So, Hebble says, they
put teams together to uncover what resources the
access department felt it needed. And the team

got it right that next year: Employees wanted
more information to do their job. In response,
management created a web site with links to dif-
ferent insurance programs’ web sites, information
on how to code things, and the health system’s
career path policies. 

Managers at Meridian are required to maintain
certain levels in employee satisfaction results and
each year go through a process improvement ini-
tiative to improve scores.

One question on the survey, Hebble says —
have you gotten praise? — deals with account-
ability. Another question is: Do you have a best
friend at work? That one has been misunder-
stood, she says. The question is whether you
have someone at work you can confide in or blow
off steam to when you need. “It’s a really impor-
tant measurement,” she says.

(For more information, contact: Michael Friedberg
at michael.friedberg@apollohealthstreet.com or (973)
233-7644 or Judy Hebble at JHebble@meridian-
health.com.) ■

Self Regional adopts
patient-friendly billing 
Fifth-grade reading level accessible to all

Self Regional Healthcare in Greenwood, SC,
decided it needed to do something about its

billing statements. In response to consumer feed-
back and a year of planning, the hospital went
live on July 21 with its “more friendly” billing
system.

Melanie Parks, director of patient financial
services, says the initiative began with a look at
patient complaints, reasons why patients were
calling with questions about their statements, and
at industry changes. 

“Patients would even get explanation of bene-
fits from their insurance companies that they 
didn’t understand so they would call us,” she
says. “We were trying to think of ways that
would eliminate frustration and eliminate the
need for the patient to call us in the first place.”

Best practices for user-friendly billing

A team was assembled to look at what other
hospitals were doing and to research sources
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including the Healthcare Financial Management
Association, Hospital & Health Networks, Press
Ganey, and the American Hospital Association
for best practices. 

Parks says the team decided to include these
practices with the revamped statements:

• eliminate abbreviations and jargon; 
• clearly display and identify important infor-

mation such as the account number and balance
due, as well as the service type;

• include contact information for other
providers that could bill the patient.

“One thing we did,” Parks says, “was to
develop a legend of key terms on the back to
define things such as deductibles, co-insur-
ance, co-pay in laymen’s terms so that the
average person could easily understand those
things.”

The legend also provides definitions for:
• adjustments;
• amount not covered;
• assignment of benefits;
• total charges;
• coordination of benefits;
• explanation of benefits.
Guarantor billing, in which families with mul-

tiple accounts at the hospital can receive one bill
for the entire family, was added in response to
patient complaints about getting too much paper
in the mail. 

The team also determined that a fifth-grade
reading level would make the information more
accessible and set out to improve the overall
appearance to make the bill more “attractive to
look at.”

Once a statement was created to incorporate
the changes, it underwent internal review by a
team including several departments within the
hospital — oncology, medical social work, cardiac
rehab, nursing, housekeeping, and a physician
representative. Members of the hospital’s board
of visitors, which includes community represen-
tatives and former patients, also evaluated the
new statements.

Parks says most responses centered around
verbiage. For example, the review team reported
confusion about the term “pending insurance” so
the bill was altered to read “awaiting insurance
payment.” 

The hospital plans to add online billing options
by the beginning of 2009. Patients will be able to
go online and review their accounts, obtain their
balances, make payments, and determine if insur-
ance will cover services.  ■

Using incentives to push
cash up-front collections

By John Kivimaki
Director of Patient Accounts
Mary Rutan Hospital
Bellefontaine, OH

We have had a cash up-front program at
Mary Rutan Hospital since 1993. Since edu-

cation is one of the keys to successful up-front
collections — for both patients and staff — we
have developed many training aids. 

In addition to a number of in-services for our
staff, the creation of a self-pay checklist has
helped them get in the habit of asking for the
money. We developed role-playing scenarios
from comments we collected from the checklist to
assist registrars, and staff also were encouraged
to discuss with their supervisors other objections
they had trouble addressing with the patient.

Some of the other important points in helping
your staff understand why it is important to col-
lect cash up front are:

• Like any other business, the hospital needs
money to operate. We need to educate our
patients on this topic.

• We need to get a commitment from patients
on how they will satisfy their financial responsi-
bility.

• We need to realize that people do have finan-
cial problems and that we can help them find
solutions.

• We also need to continue to educate our
patients, in a caring and non-demanding way,
about what is expected of them. One reason is
that many of our patients will be repeat patients
in the future. They are our reason for being in
business. We need to find some way to help them
with their accounts.

Implementing policies

So where does a hospital start collecting money?
What patient responsibility amounts will the hos-
pital pursue from the patient at the time of ser-
vice? These amounts may range from deductibles
to co-pays to co-insurance. Many of these amounts
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are very hard to determine unless you have access
to company benefit files. And when you ask for
money up front, patients will only pay if they
think they owe what you are asking for.

Even on a straight self pay, you still have to
come up with some sort of “final bill” if you
expect the patient to pay at the time of service.
But no hospital patient account system can pro-
duce a “final bill.” So where do you go to pursue
patient amounts?

To assist our registrars in estimating self-pay
patient amounts, we developed a “most common
price list” with help from the hospital’s revenue-
producing departments. Each department pro-
vided a list of its most common procedures,
related services, and tests associated with the
main procedure. Each registrar received a copy of
the price list. This gave them a “ballpark” esti-
mate of what the patient bill may be. 

Another key to be able to successfully collect up
front is the hospital’s ability to identify specific
patient responsibilities at the time of service. At
Mary Rutan, we initially started asking self-pay
patients for non-covered services. Along the way,
we encouraged every self-pay patient to pay some-
thing on his or her account. One thing that has
stayed the same is we never demand money from
the patient. Instead, we use a soft-sell approach:
“Will that be cash, check, or credit card today?”

Identifying co-pays

As co-pays became more prevalent in insur-
ance plans, we started asking for these. Co-pays
are typically clearly stated on insurance cards.
They are straight fees and not based on services.
Our registrars started to compile lists of co-pays
to have at their desks when registering patients.
They were called “cheat sheets.”

We started sending letters to all the employers
in our service area requesting information about
their health care benefits and co-pays. 

To make a better process for identifying co-
pays at registration, we developed a co-pay pop-
up window. All the co-pay information that we
had complied on area employers was loaded into
our patient account/registration system. When a
patient who was employed by one of those com-
panies registered, the pop-up window would
appear alerting the registrar of the co-pay
amount and the opportunity to request it from
the patient.

The co-pay process that we employed was
another way to identify specific patient responsi-

bility amounts. We have had a lot of success col-
lecting co-pays because patients know they owe
their co-pay. 

Push the golden cards

In conjunction with your cash up-front pro-
gram, simultaneously promote the use of all
credit cards accepted by your facility. Credit
cards give the registrar another alternative to
offer the patient to pay. Make it easy for your
patients to pay with the use of an electronic ter-
minal for credit card transactions in each registra-
tion area. Also offer the patient the ability to
pre-authorize the use of their credit card to make
monthly payments.

For the last four to five years we have used 
an electronic eligibility system to verify insurance
benefits for all patients. The system is a batch pro-
cess whereby all accounts are sent from our system
electronically to the various insurances to verify
insurance benefits. The information we receive elec-
tronically is run against what we acquired at the
time of registration. We are at that time in the posi-
tion to change any incorrect information we had
gathered at registration. We also run our bad debt
accounts monthly to uncover possible insurance
coverage, especially Medicaid. We have already
uncovered more than $1 million in this process. 

We are currently in the process of going 
to a real-time eligibility process where the eligi-
bility information will be available “real” time,
when the patient is being registered. Co-pay,
deductible, and co-insurance information will be
electronically transmitted back to a “patient dash-
board” for the registrar to view. This will afford
our registrars another opportunity to identify
specific patient responsibilities.

Incorporating the employee incentive plan 

In a successful incentive program, your goals
must be established, the incentive must be entic-
ing, and the incentive must be reachable. It is a
program that is structured to get people to do
what you want.

For the past 15 years at Mary Rutan Hospital,
incentives have motivated staff to meet the various
goals of the patient accounts department, which
includes the registration areas. Paying for this level
of performance has successfully motivated the
staff to achieve best-practice accomplishments.
The cash up-front incentives for the registration
areas were established because of the growing

104 HOSPITAL ACCESS MANAGEMENT ™ / September 2008



numbers of small self-pay accounts. These, for the
most part, were the co-pays that were not being
identified up front. After the insurance made its
payment, statements were going out and taking

up valuable business office time to address them.
Ultimately, most of these amounts were ending 
up in charge-offs and costing the hospital about
25%-30% of their original amount. 
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Cash Up-Front Incentive Program
By John Kivimaki
Director of Patient Accounts
Mary Rutan Hospital
Bellefontaine, OH

The cash up-front incentives will comprise three ways to earn incentives each month by collecting up front. They are:
1. straight self-pay collections;
2. co-pay collections;
3. top three total collections in co-pays.

I. Straight Self-Pays:
Any amounts collected from straight self-pay accounts over $100 in any given month will earn incentives according
to the following schedule:

Money amount collected Incentive earned
$100-$999 10% of amount collected

More than $1,000 15% of amount collected

II. Co-Pay Collections:
To qualify for the co-pay incentive, you will need to meet the following requirement:
Collect at least 20% of the total registrations you register that have co-pays.
Example: In a given month you had 20 total registrations that had co-pays. To earn incentives for that month, you
would need to collect co-pays on (20 X .20%=4) 4 accounts.

Your total dollar amount from these co-pays then earned an incentive based on the following schedule:
Money amount collected Incentive earned

Up to $999 7% of amount collected
More than $1,000 13% of amount collected

III. Top Three Total Collections in Co-Pays:
The top three registrars in co-pay collections from II will be awarded the following incentives:
1st Place: $100; 2nd Place: $50; 3rd Place: $25

The maximum that can be earned is $500/registrar/month.

Procedure for entering cash up-front:
1. Registrars enter amounts of up-front cash collected when registering a patient directly into the patient 

accounting system. 
2. A weekly report is generated automatically from the system and e-mailed to each registrar.
3. The report breaks down self-pay, co-pays collected and calculates the present incentive for each registrar.
4. At month-end, the monthly incentive is calculated and e-mailed.
5. Incentives are paid monthly.

Impact of cash up front on key A/R indicators at Mary Rutan:
• Cash collected up front at ER registration has almost tripled since program started.
• Credit card payments have increased from $26,000/year to more than $550,000/year.
• Bad debt decreased from 5.06% to 3.59%.
• Charity write-offs have increased more than 200% since we initiated handing out financial applications at registration.
• A/R over 90 days has decreased from 30.5% to 13.7%.
• A/R days has decreased from 63 days to 43 days.



Before you look at incentives, you need to set
goals for your cash up-front program. One way is
to look at the area you are concentrating on to
increase up-front collections. For example, if you
are looking at straight self-pay accounts, determine
the total dollar amount that your staff register each
month. If you have $400,000 a month in straight
self-pays, you may set a goal for the staff at 1.5% or
$6,000/month. If you have 15 full-time registers,
the individual goal per FTE would be $400/month. 

The setting of this goal is crucial. You will need
to monitor the goal for the first six months or so
to determine if it really is a realistic goal. If the
goal turns out to be too high or too low, it is bet-
ter to adjust it as soon as you are aware of it.

After a monthly cash up-front goal is set, we
now can set up the monthly incentive levels.  The
incentive levels also are very crucial. The results
of an incentive program are what keep the pro-
gram going. Cash up-front performance needs to
be tracked and compared to cost to collect to jus-
tify the program. Of course, there are other mea-
sures that contribute to the value of the program.

Examples are: increased morale, improved
teamwork, and motivated staff. (See box p. 105 for
current incentives now in place at Mary Rutan.)

We are anticipating the real-time eligibility pro-
cess to significantly increase cash up-front collec-
tions across the board. Currently, our up-front
collections have concentrated where we are able
to identify specific patient liabilities. This has
been mainly collecting co-pays. We expect this
process to increase patient awareness of their
financial responsibility at the time of service.

With the real-time electronic eligibility process
in place, a hospital has the tools to enable its staff
to maximize opportunities to collect cash up front.

John Kivimaki has 28 years of health care experience.
He has served on the Ohio Hospital Associations’ ABC
(admitting, billing, and collections) Committee for four
years. He also is on the editorial boards for HARA
(Hospital Accounts Receivable Analysis); The
Receivables Report newsletter; and  Health Care
Billing and Collections Manual. In addition to his
Healthcare Financial Management Asssociation mem-
bership in the central Ohio chapter for 20 years, he is
also a member of the Central Ohio Patient Account
Managers, having served as treasurer and past presi-
dent. He has contributed many articles on PFS topics
in various newsletters including Consumer Directed
Healthcare, Healthcare Registration, Patient
Access Advisor, Receivables Report, Revenue
Cycle Strategist, and Healthcare Biller. ■

ED’s nonemergent patients 
must pay first or be referred 
New policy opens up 50 new ‘slots’ per week 

Under a new policy instituted in May 2008,
patients in the ED at Metro Health Medical

Center in Cleveland who have minor ailments
must now pay part of their bill before being
treated or be referred to one of MetroHealth’s 16
clinics in the area. They are guaranteed an
appointment within 72 hours. 

Already, this policy has made a big difference at
the overburdened ED. “What we hoped to
achieve by getting these patients to a primary care
provider was to create capacity for patients who
might have a medical emergency, and we do have
about 50 more slots available per week,” says
Charles L. Emerman, MD, chairman of Metro-
Health’s department of emergency medicine.
“Obviously, some costs will be avoided as well in
terms of supplies [not used] and staff time.”

What’s more, the patients like the new system,
too, says Karen Smith, RN, MSN, the ED’s direc-
tor of nursing. “During the first 30 days we fol-
lowed anyone we referred out,” she notes. “We
had a greater than 35% response, and they were
very pleased with the new process.”

Most patients, she adds, receive a follow-up
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Conditions Covered 
by Metro Health Medical Center

ED Protocols
• STD check (male and female) 
• Penile discharge
• Vaginal discharge
• Pregnancy test
• Upper respiratory infection (cold symptoms)
• Sore throat 
• Ear ache 
• Chronic lower back pain 
• Toe/foot pain 
• Ankle injury or pain 
• Knee injury or pain 
• Established fracture 
• Rash 
• Dental complaints 
• Medication refill

Source: Metro Health Medical Center, Cleveland.



appointment within 24 hours. 
When a patient presents in the waiting room,

he or she is greeted by a medic at the desk win-
dow. He or she then is triaged by an RN who is
specially trained in conducting medical screening
exams. If he or she has one of 15 conditions
spelled out in the department protocols, and if he
or she has a high-risk feature, he or she goes to
the ED. (For example, if a patient presents with a
primary complaint of vaginal discharge but also
has abdominal pain, the abdominal pain would
be considered a high-risk feature.) If not, the
patient goes to the registration desk, and the clerk
determines if he or she has insurance. (See box 
p. 106 for the list of conditions.)

“If they have insurance, they are asked for their
co-pay,” says Smith. “If not, they are asked to pay
a point-of-service payment of $75, or they are
given the option of having an appointment in one
of our clinics.” The ED, she adds, is directly con-
nected to the clinics’ electronic scheduling system.

In the past, notes Emerman, all such patients
would have been seen in the ED.

The ED staff, says Smith, are “very pleased”
with this new policy. “Our sicker patients are
cared for the way they should be,” she notes.
Smith says the ED is trying to educate the com-
munity, along with primary care physicians,
about this new policy for patients with minor
complaints or who need prescriptions refilled.
“We have printed out cards for the patients. On
one side is a list of [medical] resources in the
county, and on the other is a list of where they
can get prescriptions filled,” she explains. 

The cards, which are given directly to the
patient, also tell the patient what to expect in the
triage process and what typical wait times are. If
patients live outside the county, they are given a
special card for the county in which they live that
tells where they can get free medical care and
inexpensive prescriptions. 

To help spread the word about the program,
the hospital CEO went to the mayor’s office and
discussed it with public officials. Hospital repre-
sentatives also made themselves available for
media interviews.  ■

ED staff conduct 
careful research

The ED at Metro Health Medical Center in
Cleveland began considering a new policy for

patients with minor ailments about two years
ago, recalls Charles L. Emerman, MD, chairman
of the department of emergency medicine. “Our
ED was designed for 100,000 patients a year, and
it had become apparent we were going to hit that
fairly quickly,” he explains.

The ED’s leaders embarked on an exhaustive
research initiative. “We put together a team that
looked at the medical research, and I spoke with
people I knew [in EDs] in Sacramento, Milwau-
kee, and Denver,” recalls Emerman. In addition,
Karen Smith, RN, MSN, the ED’s director of
nursing, and an administrator went to several
hospitals in Texas to see how they had
approached the problem. 

While the basic model ultimately adopted by
MetroHealth is similar to many found in other
EDs, there are some distinct differences. For one
thing, notes Smith, MetroHealth’s point-of-ser-
vice fee of $75 for noninsured patients is below
the average Smith found in other facilities. “We
were conservative,” she notes.

In addition, while the facilities in Texas have
midlevel providers in triage, MetroHealth only
uses RNs. “It made sense for patient flow, since
the patients would ultimately be seen by RNs
anyway,” notes Emerman. “This allows them to
make their assessments earlier, and our legal peo-
ple advised us that CMS [the Centers for Medi-
care & Medicaid Services] allows trained nurses
under protocol to do medical assessments.”

All of these nurses, adds Smith, are “triage
advance ED assessment nurses,” who have been
through special training. This is an important
issue for other EDs considering a similar model,
notes Emerman. “Any ED could do this, depend-
ing on the training of the nurses, and the prevail-
ing practice act in their state,” he explains.

Offering patients the option to be seen else-
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where is also a unique feature of the MetroHealth
approach, says Smith. “In Texas, if the patient’s
condition is not an emergency, they are basically
told ‘there’s the door’; whereas, we offer them
the option to be seen in a neighborhood clinic,”
Smith says.  ■

Non-English speakers 
present special problem

While a recent study in the Annals of Emer-
gency Medicine showed that English-speak-

ing adults often have difficulty understanding
physicians’ instructions, patients who don’t
understand English present an additional chal-
lenge for ED managers.1

“As far as patients who speak other languages,
we have on-site interpreters, primarily in Span-
ish, but also Vietnamese,” says Shkelzen Hoxhaj,
MD, the ED manager at Houston Ben Taub Hos-
pital. Houston Ben Taub is a Level I trauma cen-
ter in the inner city, with a patient population
that is primarily indigent and minorities. About
60% are non-English-speaking.

“You need on-site interpreters available 24
hours a day, because it can be hard to get a
phone to the head of a patient,” he notes. “We do
have language lines for times when the inter-
preters are busy and the patient is relatively sta-
ble.” 

Hoxhaj says another project his department
is considering is using medical students, many
of whom have trained abroad and used medical
Spanish, to go over discharge instructions.
“They are not as busy, and we hope it will
boost the patients’ level of comprehension,” he
says.

Another suggestion is to use more layman’s
terms rather than “medicalese,” Hoxhaj says.
“We probably need to be closer to a fourth-grade
or lower reading level as far as discharge instruc-
tions, and explain each prescription,” he advises.
“Some patients won’t fill a prescription if they
don’t know what it’s for.”

Some word processing programs, such as the
latest version of Microsoft Word (2007), can tell
you the reading level once you have typed in
your discharge instructions, says Hoxhaj. 

Reference

1. Engel KG, Heisler M, Smith DM, et al. Patient com-
prehension of emergency department care and instructions:
Are patients aware of when they do not understand? 
Ann Emerg Med 2008; Doi:10.1016/j.annemergmed.
2008.05.016.  ■

108 HOSPITAL ACCESS MANAGEMENT ™ / September 2008

Gillian Cappiello, CHAM
Consultation Services Specialist

Planetree
Derby, CT

Raina Harrell, CHAM
Director, Patient Access and

Business Operations
University of Pennsylvania

Medical Center-Presbyterian
Philadelphia

Holly Hiryak, RN, CHAM
Director, Hospital Admissions

University Hospital of Arkansas
Little Rock

Beth Keith, CHAM
Senior Management Consultant

ACS HealthCare Solutions
Madisonville, LA

Peter A. Kraus, CHAM
Business Analyst

Patient Accounts Services
Emory University Hospital

Atlanta

Keith Weatherman, CAM, MHA
Associate Director

Patient Financial Services
Wake Forest University
Baptist Medical Center

Winston-Salem, NC

John Woerly, RHIA, CHAM 
Senior Manager

Accenture
Indianapolis 

EDITORIAL ADVISORY BOARD

To reproduce any part of this newsletter for
promotional purposes, please contact:
Stephen Vance
Phone: (800) 688-2421, ext. 5511
Fax: (800) 284-3291
Email: stephen.vance@ahcmedia.com

To obtain information and pricing on group
discounts, multiple copies, site-licenses, or
electronic distribution please contact:
Tria Kreutzer
Phone: (800) 688-2421, ext. 5482 
Fax: (800-284-3291
Email: tria.kreutzer@ahcmedia.com

Address: AHC Media LLC
3525 Piedmont Road, Bldg. 6, Ste. 400
Atlanta, GA 30305 USA

To reproduce any part of AHC newsletters for
educational purposes, please contact:
The Copyright Clearance Center for permission
Email: info@copyright.com
Website: www.copyright.com
Phone: (978) 750-8400
Fax: (978) 646-8600
Address: Copyright Clearance Center

222 Rosewood Drive
Danvers, MA 01923 USA



<<
  /ASCII85EncodePages false
  /AllowTransparency false
  /AutoPositionEPSFiles true
  /AutoRotatePages /All
  /Binding /Left
  /CalGrayProfile (Gray Gamma 2.2)
  /CalRGBProfile (sRGB IEC61966-2.1)
  /CalCMYKProfile (U.S. Web Coated \050SWOP\051 v2)
  /sRGBProfile (sRGB IEC61966-2.1)
  /CannotEmbedFontPolicy /Warning
  /CompatibilityLevel 1.4
  /CompressObjects /Tags
  /CompressPages true
  /ConvertImagesToIndexed true
  /PassThroughJPEGImages true
  /CreateJDFFile false
  /CreateJobTicket false
  /DefaultRenderingIntent /Default
  /DetectBlends true
  /DetectCurves 0.1000
  /ColorConversionStrategy /LeaveColorUnchanged
  /DoThumbnails false
  /EmbedAllFonts true
  /EmbedOpenType false
  /ParseICCProfilesInComments true
  /EmbedJobOptions true
  /DSCReportingLevel 0
  /EmitDSCWarnings false
  /EndPage -1
  /ImageMemory 1048576
  /LockDistillerParams false
  /MaxSubsetPct 100
  /Optimize true
  /OPM 1
  /ParseDSCComments true
  /ParseDSCCommentsForDocInfo true
  /PreserveCopyPage true
  /PreserveDICMYKValues true
  /PreserveEPSInfo false
  /PreserveFlatness false
  /PreserveHalftoneInfo false
  /PreserveOPIComments false
  /PreserveOverprintSettings true
  /StartPage 1
  /SubsetFonts true
  /TransferFunctionInfo /Apply
  /UCRandBGInfo /Remove
  /UsePrologue false
  /ColorSettingsFile (Color Management Off)
  /AlwaysEmbed [ true
    /Arial-Black
    /Arial-BlackItalic
    /Arial-BoldItalicMT
    /Arial-BoldMT
    /Arial-ItalicMT
    /ArialMT
    /ArialNarrow
    /ArialNarrow-Bold
    /ArialNarrow-BoldItalic
    /ArialNarrow-Italic
    /CourierNewPS-BoldItalicMT
    /CourierNewPS-BoldMT
    /CourierNewPS-ItalicMT
    /CourierNewPSMT
  ]
  /NeverEmbed [ true
    /ArialUnicodeMS
    /CenturyGothic
    /CenturyGothic-Bold
    /CenturyGothic-BoldItalic
    /CenturyGothic-Italic
    /Georgia
    /Georgia-Bold
    /Georgia-BoldItalic
    /Georgia-Italic
    /Impact
    /LucidaConsole
    /Tahoma
    /Tahoma-Bold
    /TimesNewRomanMT-ExtraBold
    /TimesNewRomanPS-BoldItalicMT
    /TimesNewRomanPS-BoldMT
    /TimesNewRomanPS-ItalicMT
    /TimesNewRomanPSMT
    /Trebuchet-BoldItalic
    /TrebuchetMS
    /TrebuchetMS-Bold
    /TrebuchetMS-Italic
    /Verdana
    /Verdana-Bold
    /Verdana-BoldItalic
    /Verdana-Italic
  ]
  /AntiAliasColorImages false
  /CropColorImages false
  /ColorImageMinResolution 150
  /ColorImageMinResolutionPolicy /OK
  /DownsampleColorImages true
  /ColorImageDownsampleType /Bicubic
  /ColorImageResolution 150
  /ColorImageDepth -1
  /ColorImageMinDownsampleDepth 1
  /ColorImageDownsampleThreshold 1.50000
  /EncodeColorImages true
  /ColorImageFilter /DCTEncode
  /AutoFilterColorImages true
  /ColorImageAutoFilterStrategy /JPEG
  /ColorACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /ColorImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000ColorACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000ColorImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasGrayImages false
  /CropGrayImages false
  /GrayImageMinResolution 150
  /GrayImageMinResolutionPolicy /OK
  /DownsampleGrayImages true
  /GrayImageDownsampleType /Bicubic
  /GrayImageResolution 150
  /GrayImageDepth -1
  /GrayImageMinDownsampleDepth 2
  /GrayImageDownsampleThreshold 1.50000
  /EncodeGrayImages true
  /GrayImageFilter /DCTEncode
  /AutoFilterGrayImages true
  /GrayImageAutoFilterStrategy /JPEG
  /GrayACSImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /GrayImageDict <<
    /QFactor 0.76
    /HSamples [2 1 1 2] /VSamples [2 1 1 2]
  >>
  /JPEG2000GrayACSImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /JPEG2000GrayImageDict <<
    /TileWidth 256
    /TileHeight 256
    /Quality 15
  >>
  /AntiAliasMonoImages false
  /CropMonoImages false
  /MonoImageMinResolution 1200
  /MonoImageMinResolutionPolicy /OK
  /DownsampleMonoImages true
  /MonoImageDownsampleType /Bicubic
  /MonoImageResolution 1200
  /MonoImageDepth -1
  /MonoImageDownsampleThreshold 1.50000
  /EncodeMonoImages true
  /MonoImageFilter /CCITTFaxEncode
  /MonoImageDict <<
    /K -1
  >>
  /AllowPSXObjects true
  /CheckCompliance [
    /None
  ]
  /PDFX1aCheck false
  /PDFX3Check false
  /PDFXCompliantPDFOnly false
  /PDFXNoTrimBoxError true
  /PDFXTrimBoxToMediaBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXSetBleedBoxToMediaBox true
  /PDFXBleedBoxToTrimBoxOffset [
    0.00000
    0.00000
    0.00000
    0.00000
  ]
  /PDFXOutputIntentProfile (U.S. Web Coated \050SWOP\051 v2)
  /PDFXOutputConditionIdentifier (CGATS TR 001)
  /PDFXOutputCondition ()
  /PDFXRegistryName ()
  /PDFXTrapped /False

  /Description <<
    /CHS <FEFF4f7f75288fd94e9b8bbe5b9a521b5efa7684002000410064006f006200650020005000440046002065876863900275284e8e55464e1a65876863768467e5770b548c62535370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c676562535f00521b5efa768400200050004400460020658768633002>
    /CHT <FEFF4f7f752890194e9b8a2d7f6e5efa7acb7684002000410064006f006200650020005000440046002065874ef69069752865bc666e901a554652d965874ef6768467e5770b548c52175370300260a853ef4ee54f7f75280020004100630072006f0062006100740020548c002000410064006f00620065002000520065006100640065007200200035002e003000204ee553ca66f49ad87248672c4f86958b555f5df25efa7acb76840020005000440046002065874ef63002>
    /DAN <>
    /DEU <>
    /ESP <>
    /FRA <>
    /ITA (Utilizzare queste impostazioni per creare documenti Adobe PDF adatti per visualizzare e stampare documenti aziendali in modo affidabile. I documenti PDF creati possono essere aperti con Acrobat e Adobe Reader 5.0 e versioni successive.)
    /JPN <>
    /KOR <FEFFc7740020c124c815c7440020c0acc6a9d558c5ec0020be44c988b2c8c2a40020bb38c11cb97c0020c548c815c801c73cb85c0020bcf4ace00020c778c1c4d558b2940020b3700020ac00c7a50020c801d569d55c002000410064006f0062006500200050004400460020bb38c11cb97c0020c791c131d569b2c8b2e4002e0020c774b807ac8c0020c791c131b41c00200050004400460020bb38c11cb2940020004100630072006f0062006100740020bc0f002000410064006f00620065002000520065006100640065007200200035002e00300020c774c0c1c5d0c11c0020c5f40020c2180020c788c2b5b2c8b2e4002e>
    /NLD (Gebruik deze instellingen om Adobe PDF-documenten te maken waarmee zakelijke documenten betrouwbaar kunnen worden weergegeven en afgedrukt. De gemaakte PDF-documenten kunnen worden geopend met Acrobat en Adobe Reader 5.0 en hoger.)
    /NOR <>
    /PTB <>
    /SUO <>
    /SVE <>
    /ENU (Use these settings to create Adobe PDF documents suitable for reliable viewing and printing of business documents.  Created PDF documents can be opened with Acrobat and Adobe Reader 5.0 and later.)
  >>
  /Namespace [
    (Adobe)
    (Common)
    (1.0)
  ]
  /OtherNamespaces [
    <<
      /AsReaderSpreads false
      /CropImagesToFrames true
      /ErrorControl /WarnAndContinue
      /FlattenerIgnoreSpreadOverrides false
      /IncludeGuidesGrids false
      /IncludeNonPrinting false
      /IncludeSlug false
      /Namespace [
        (Adobe)
        (InDesign)
        (4.0)
      ]
      /OmitPlacedBitmaps false
      /OmitPlacedEPS false
      /OmitPlacedPDF false
      /SimulateOverprint /Legacy
    >>
    <<
      /AllowImageBreaks true
      /AllowTableBreaks true
      /ExpandPage false
      /HonorBaseURL true
      /HonorRolloverEffect false
      /IgnoreHTMLPageBreaks false
      /IncludeHeaderFooter false
      /MarginOffset [
        0
        0
        0
        0
      ]
      /MetadataAuthor ()
      /MetadataKeywords ()
      /MetadataSubject ()
      /MetadataTitle ()
      /MetricPageSize [
        0
        0
      ]
      /MetricUnit /inch
      /MobileCompatible 0
      /Namespace [
        (Adobe)
        (GoLive)
        (8.0)
      ]
      /OpenZoomToHTMLFontSize false
      /PageOrientation /Portrait
      /RemoveBackground false
      /ShrinkContent true
      /TreatColorsAs /MainMonitorColors
      /UseEmbeddedProfiles false
      /UseHTMLTitleAsMetadata true
    >>
    <<
      /AddBleedMarks false
      /AddColorBars false
      /AddCropMarks false
      /AddPageInfo false
      /AddRegMarks false
      /BleedOffset [
        0
        0
        0
        0
      ]
      /ConvertColors /ConvertToCMYK
      /DestinationProfileName (U.S. Web Coated \(SWOP\) v2)
      /DestinationProfileSelector /DocumentCMYK
      /Downsample16BitImages true
      /FlattenerPreset <<
        /PresetSelector /MediumResolution
      >>
      /FormElements true
      /GenerateStructure false
      /IncludeBookmarks false
      /IncludeHyperlinks false
      /IncludeInteractive false
      /IncludeLayers false
      /IncludeProfiles false
      /MarksOffset 6
      /MarksWeight 0.250000
      /MultimediaHandling /UseObjectSettings
      /Namespace [
        (Adobe)
        (CreativeSuite)
        (2.0)
      ]
      /PDFXOutputIntentProfileSelector /UseName
      /PageMarksFile /RomanDefault
      /PreserveEditing true
      /UntaggedCMYKHandling /LeaveUntagged
      /UntaggedRGBHandling /UseDocumentProfile
      /UseDocumentBleed false
    >>
  ]
>> setdistillerparams
<<
  /HWResolution [600 600]
  /PageSize [612.000 792.000]
>> setpagedevice


