
Technology dollars finally flowing to
patient access: Make your voice heard
It’s ‘the last frontier’ for investment

For many years, patient access was “the red-headed stepchild of the
revenue cycle, straddling the fence between patient care and finan-
cials,” says James Hicks, CHAA, CHAM, CAM, patient access

manager at Southeastern Regional Medical Center in Lumberton, NC. 
As a rule, patient access was overlooked in terms of its importance to

the overall health of the hospital, but this is changing fast. “Within the
last few years, there has been a sudden realization of just how impor-
tant patient access is,” says Hicks. “This change has brought about an
explosion in technology catering to patient access.”

And in some cases, this technology is among the most advanced
available. For example, palm vein recognition scanners — the newest
biometric identification technology on the market — are now being
used by hospitals to identify patients prior to service. “With an accuracy
of 99.9% it is better than fingerprint scanning, which can be affected by
dehydration or skin conditions,” says Hicks. 

In other cases, though, older technology is only now being intro-
duced to the patient access world. For instance, patients probably have
several plastic cards in their purse or wallet with some type of bar code
or magnetic stripe that can be read by scanners, but their insurance
cards are likely to be a flimsy piece of paper or a plastic card with noth-
ing machine readable. 

But machine-readable insurance cards are on the horizon. In November
2007, the Workgroup for Electronic Data Interchange issued a Health Iden-
tification Implementation Guide to standardize the cards. Hicks guesses it
will take “two or three years to roll them out.” (Go to www.wedi.org and
click on “Health ID Card Implementation Guide” on the left-side navi-
gation bar. Also, see box, p. 111, for more information.) 

“Registrars who are not technologically savvy or who don’t adapt to
change will struggle to keep up in the new world of patient access,”
Hicks warns.

Patient access managers are in for big changes and expanded roles as

NOW AVAILABLE ON-LINE! www.ahcmedia.com/online.html
For more information, call toll-free (800) 688-2421.

OCTOBER 2008
VOL. 27, NO. 10 • (pages 109-120)

IN THIS ISSUE

■ Time is right to invest dollars
in patient access . . . . . . cover

■ What to do if the 
software you want isn’t on 
the market . . . . . . . . . . . . 111

■ Hire a trainer to give you
more tech-savvy staff . . . . 112

■ How one hospital is
averaging $6 million in front-
end collections . . . . . . . . . 114

■ Are you collecting
information in a patient-centric
way?. . . . . . . . . . . . . . . . . 115

■ 4 ways to show staff that you
appreciate them . . . . . . . . 116

■ Flex time policy gives staff
crystal clear guidelines . . . 117

■ Educating staff about payer
requirements . . . . . . . . . . 119



a result — a far cry from the days of being known
as “admissions” or “registration.”

“Those were the two primary services we pro-
vided,” says Jessica Murphy, CPAM, corporate
director for patient access services at Methodist
Le Bonheur Healthcare in Memphis, TN. “Other
than our access to whatever ADT/registration
system was used by our facility, we required little
technological support.”

However, all that has changed dramatically
within the past few years. “We have broadened
our scope of responsibility significantly and are
now well known in the industry as patient access
services,” says Murphy. 

Patient access is now commonly referred to as
“the last frontier” for most organizations when con-
sidering the revenue cycle, according to Julie John-
son, CHAM, director of health information
management/HIPAA privacy officer at Mt. Graham
Regional Medical Center in Safford, AZ. Johnson is
the current president of the National Association of
Healthcare Access Management (NAHAM). “Many
of the technologies that have been available to
providers have focused on the back end.”

However, as providers expand their reach to
improve patient satisfaction, processes on the
front end now are being targeted. “Patient access
impacts the entire organization. It has become an
area of focus for new technologies,” says Johnson. 

Mt. Graham is now considering many other
technologies, with the goal of capturing reim-
bursement dollars and at the same time, improv-
ing the patient experience. These include digital
signature pads, electronic forms, patient charge
estimates, eligibility verification, and a fully auto-
mated quality assurance program. 

“In this age of consumerism, transparency, and
pay for performance, hospitals can derive many
benefits from moving to a technology-driven strat-
egy to improve customer service and reimburse-
ment,” says Johnson. These include cleaner claims,
continued financial viability, using staff time more
effectively, and increased job satisfaction.  

However, Johnson says that coming from a
small rural facility, she’s found that the dollars
needed to purchase technologies to improve pro-
cesses and the patient experience are sometimes
not available. 

“Patient access managers need to be sure their
voices are heard with administration to ensure
technology strategies are used effectively on the
front end,” says Johnson. “Be an active partici-
pant in new technology.” 

New tools mean new roles

Technology promises less re-work, but on the
other hand, expect to see new roles in your
department. At Southeastern Regional, access
managers started capturing patient photos in
March 2008, with plans to print them on patient
identification bands after an upgrade to another
system is completed in 2009. Staff were trained to
operate the cameras, crop the photos, and save
the images. Registrars use scripting to explain
why the photos are taken and to respond if the
patient refuses.

It was anticipated that some patients would
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not want their photo taken for religious or other
personal reasons, but this hasn’t been much of a
problem. “So far, when we’ve explained to the
patient that we want to prevent identity theft,
they have been very willing to have their photo
taken,” says Hicks. “We expected more resistance
in the ED, but even in that environment, patients
have been willing.”

The hospital has less risk of exposure to fraud
from patients using false IDs while at the same time
patients are protected from identity theft. Patient
safety also is a concern. If someone steals a patient’s
ID for medical care and the care he or she receives is
inserted into the record, it could change the way the
patient is treated when he or she comes to the hos-
pital, which could lead to an adverse outcome. For
example, if an individual using a patient’s ID
reports an allergy to a certain medication, an alter-
nate medication might be given needlessly. 

Hicks is now looking at a solution that again
would expand the roles of his patient access staff.
“I have a vendor demo lined up for a product that
will print a list of all medications taken by the
patient in the last year, with the intent that the reg-
istrar will have the patient verify this information,”
says Hicks. “This may require some basic training
on pharmacy and medical terminology.” ■

Work with vendors 
for ideal solutions
Find customized options

If the solution you need to improve patient
access isn’t commercially available, don’t stop
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Machine-readable 
cards on horizon

The largest health plans appear to be in the pro-
cess of adopting guidelines from the Workgroup

for Electronic Data Interchange (WEDI) for
machine-readable insurance cards, according to
Peter Barry, of Peter T. Barry Co., a Milwaukee-
based consulting firm specializing in health care
and information systems. Barry is chair of WEDI’s
initiative on health identification cards. 

Barry expects some 50 million standard insur-
ance cards based on the WEDI guide to be avail-
able within the next 18 to 24 months. Several states
— including Texas, Colorado, and Utah — are cur-
rently considering mandating standard health insur-
ance cards. Each of these states is considering
basing its mandate on the WEDI guide, which
requires only essential information. 

“It leaves all other information that may be put on
the card to the discretion of the card issuer, trusting
that the card issuer desires the most effective card
and is in the best position to decide these things,”
Barry says. “Some states feel they should mandate
certain information elements that the WEDI guide
leaves discretionary.”

While a card must be functional in both an auto-
mated and manual setting, the goal is toward
increased automated usage. “Implementation of
automated use in provider systems will probably

take some years,” adds Barry. 
The most important new development for health

insurance cards is the introduction of a standard health
plan identifier, which is 10 digits and begins with “9.”

Why is a standard health plan identifier critical?
Consider the example of a bank charge card, says
Barry, which has a long number on the front that we
think of as the charge card number, but it is really
two numbers — the first six digits identify the bank
and the remaining digits are the account at that bank. 

“Consider what charge card use would be if the
first six digits were not there, if a person had to
interpret text on the card, then convert that into a
code selection on a computer to tell the computer
what bank to send the transaction to,” says Barry.
“Inefficiency and errors — that’s where the health
industry is. That’s why providers photocopy the
front and back of a card.”

With a standard health plan identifier, the card is
able to convey complete and accurate identifying
information using only two numbers: the health plan
ID and subscriber ID.

“Some payers still also require a group number,”
Barry says. “The largest ones are looking into means
to remove that requirement so as to reduce errors
and make it simpler for a provider to get the essential
information over a telephone from a patient.”

[For more information, contact:
Peter Barry, Peter T. Barry Co., 4327 North

Wildwood Avenue, Milwaukee, WI 53211. Phone:
(414) 732-5000. E-mail: peterbarry@aol.com.] ■



there. Instead, contact vendors and ask them to
give you what you need. 

When patient access managers at Mt. Graham
Regional Medical Center in Safford, AZ, needed an
automated function for quality assurance to ensure
accurate information, they were unable to find a
solution that fit their exact needs. So they contacted
their health information systems vendor, CPSI
(Computer Programs and Systems Incorporated in
Mobile, AL), and told them about the problem. 

“The programs being marketed at the time would
not interface with CPSI. And the pricing was not in
our ballpark,” says Julie Johnson, CHAM, director
of health information management/HIPAA privacy
officer. “Since we were unable to address the prob-
lem with an outside vendor, we pressed CPSI for
programming that would help through a new mod-
ule. They heard our plea and implemented an
upgrade that does exactly what we needed.”

There are now many solutions on the market
that are more cost-effective, but this wasn’t the
case at the time, says Johnson. “Many vendors
have pricing for smaller facilities, but many times
the pricing is still beyond our means,” she adds. 

The solution allows every registration to be
processed through edits for immediate correction
at the time of registration. The module also pro-
vides a report by registrar, to provide account-
ability for registration accuracy.

“Our accuracy rate has improved by 4% per
registrar on average,” Johnson reports. “The
numbers are constantly changing, but we have
seen an improvement in reimbursement and
returned mail through this module.”

Registration accuracy also is tied to the
employee’s job description and career ladders so
better accuracy is tied to bigger paychecks. Here
are three suggestions from Johnson to find spe-
cific solutions for your department:

• Meet with vendors at conferences. 
Johnson recommends attending the National

Association of Healthcare Access Management’s
access solutions marketplace at its annual confer-
ence and participating in industry-sponsored
learning labs.

“This provides an opportunity to link patient
access managers with vendors who work one on
one to provide needed solutions,” says Johnson.
“This is a time when vendors truly listen to their
customers and potential customers, to provide
needed services for patient access.”

When meeting with vendors, bring a “wish list”
or “if only” list — such as “if only the system
would give us this information.” Ask the vendors

what’s new and what they are working on, and
ask who is beta-testing their new solutions. “When
you get that information, call the facility and see
what they like about the product and what more
would they like it to do,” says Johnson. 

• Provide information for your administra-
tive team through spreadsheets and informa-
tional conversations. 

For example, you can spread the word about
new technology that provides patients with a
written estimate of charges. “Consumer-driven
health care drives the need to provide pricing for
patients who wish to shop for the best pricing,”
explains Johnson. 

Another area you can bring to the attention of
others is quality assurance on the front end.
“Many vendors now have excellent automated
QA products,” she says. 

• Ask to be part of information services steer-
ing committees and your own admissions/dis-
charge/transfer program team.

Patient access is the most important piece of
the revenue cycle, and this should be communi-
cated “frequently and loudly” to each of your
facilities, stresses Johnson. 

“If we become more proactive in committees
and have an increased presence in technology-
related committees, our chosen profession pro-
vides more satisfaction for patient access
managers and the patient experience.”

When the committees meet, simply having a
voice can bring the focus around to patient access.
Remind others that it all starts at the beginning, so
patient access should be a priority when it comes
to dollars being spent. “It took a few years and
perseverance, but we have been able to make our
case and continue to have a seat on all the technol-
ogy-related committees,” says Johnson. ■■

Training can get you 
a tech-savvy staff
It’s a big obstacle

New associates starting right out of school or
from some other service industry bring lim-

ited or no knowledge of the health care industry to
the table. They may or may not have well-devel-
oped computer skills. As for medical terminology,
it’s likely to be a foreign language to them. 

These are three big reasons why training is one
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of the biggest obstacles for patient access man-
agers as they seek to implement new technolo-
gies. 

“Quick learners who can adapt quickly to new
technology or changes in technology functions
will be needed,” says James Hicks, CHAA,
CHAM, CAM, patient access manager at South-
eastern Regional Medical Center in Lumberton,
NC. In addition, staff may need to be conversant
enough with new technology to explain it to
patients unfamiliar with palm vein scanners or
photo capture devices, for instance. 

“With the expanded scope of responsibility
that now resides under the access umbrella, there
is so much to learn and retain,” says Jessica Mur-
phy, CPAM, corporate director for patient access
services at Methodist Le Bonheur Healthcare in
Memphis, TN. “Training and competency moni-
toring is an ongoing, constant need.”

The need for technology support is “paramount
in the patient access arena today,” says Murphy.
“But all of the bells and whistles in the world can-
not replace the need for well-trained associates
who see and understand the big picture.”

Training protocol is used

Yvonne A. Chase, section head of patient
access and business services at Mayo Clinic Hos-
pital in Phoenix, says that one of her biggest chal-
lenges is providing adequate training for her
staff. “If staff feel like they add value to an orga-
nization, they are more likely to stay,” she says.

A training protocol was established by a small
group of supervisors and systems training. “We
established a checklist for each employee coming
in to patient access,” says Chase. 

First, a systems overview is given, and then a
training specialist gives department-specific
training. “Each new employee works with a
buddy who is their go-to person,” says Chase.
“Each person receives the amount of training
they need to be efficient in their new role.”

The organization’s web site has detailed poli-
cies and procedures to help patient access staff
whenever needed, adds Chase. 

Trainer is hired

Three years ago, Methodist Le Bonheur deter-
mined that it no longer could meet its goals and
standards without a dedicated trainer for patient
access services. “We hired an associate with 20
years experience who loves to teach and is a

skilled analyst,” says Murphy. “Her contributions
have made the investment in time and salary pay
for itself.”

Each month, three days of new associate train-
ing is provided, with subject-specific training ses-
sions and one-on-one process or system training
given when needed. 

For example, the hospital developed its own
insurance verification standards for all registra-
tion types. At the request of any patient access
director or manager, small class sessions are held,
which demonstrate how to verify coverage and
how to document that verification.

Also, a process was recently implemented so
that associate health areas can register, when nec-
essary, pre-employment applicants for chest X-
rays and/or laboratory tests. “We wrote a
stripped-down controlled account ‘conversation’
to simplify the data entry piece, and trained that
small group how to use the system,” Murphy
reports. 

This year, the trainer/analyst and Murphy
designed a full-day, mandatory training class for
all access directors, managers, supervisors, and
leads. A hands-on approach was used to demon-
strate what their front-line staff are required to
know and do in order to complete their work
every day. “Our emphasis was on how to monitor
quality, appropriately respond to questions, and
hold associates accountable for meeting stan-
dards,” says Murphy. 

One-on-one training is used as a “second-tier”
approach for associates who have attended a
class but still seem to struggle when applying
that training in the work setting. 

“Occasionally, we will have a very unique ser-
vice being provided to a select patient population,
such as executive physicals, in a setting where
only one or two associates provide all registration
needs. We will sit one on one in such a work area
and train them on the job,” says Murphy.

Trainer analyzes system 

Methodist Le Bonheur’s trainer also routinely
analyzes what is working well and what is fail-
ing, and the system or process can be modified as
needed. For instance, one of the Uniform Bill-
Patient Summaries changes required reporting of
the state in which an accident occurred. The nec-
essary modifications were made to capture that
piece of information. 

In order to ensure it would be captured, it was
made a mandatory field for any registration
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where the question “accident related?” was
answered “yes.” 

The problem is that if the answer is “no,” the
subsequent accident-related fields are hidden and
allow the associate to move through the registra-
tion process at a faster clip. 

“We tied our quality reports to bank against
any record that had an ‘accident’ code modifier in
the record,” says Murphy. “What we found was
that far too often the question was answered ‘no’
on the registration side.”

To discourage staff from taking this shortcut, a
quality report is run every day identifying ED
records that are marked “no” relative to accident-
related care. If a discrepancy is noted between the
“not accident-related” designation and the
nurse’s triage notes, the access associate is coun-
seled regarding quality. “We then have to go in
and update the access record,” says Murphy.
“This has dramatically reduced the discrepancies
in this quality indicator.”  ■

Hospital averages $6M 
in front-end collections
New system is ‘lifeline’

An enterprise-wide master patient index is
used at Methodist Le Bonheur Healthcare, a

system of six hospitals, several off-campus diag-
nostic and treatment centers, free-standing surgi-
cal centers, and urgent care centers. 

Access managers provide all registration ser-
vices, verify insurance coverage, calculate appro-
priate co-pays and co-insurance, counsel patients
regarding insurance issues, handle requests and
applications for charity care, coordinate incoming
orders for surgery and other outpatient services,
manage a staff of pre-certification nurse special-
ists, verify and document provider licensure and
sanction status, and collect front-end payments
for all services when appropriate. 

“We average 45,000 registrations per month,
and find now that technology is our lifeline. It is
essential to our success,” reports Jessica Murphy,
CPAM, corporate director for patient access ser-
vices at Methodist Le Bonheur in Memphis, TN. 

About five years ago, Methodist Le Bonheur
took a necessary step: investing in an enterprise-
wide, single-vendor software solution, which
encompassed all clinical service needs as well as

scheduling, admissions/discharge/transfer,
health information management, and coding. 

“Using this technology, we have developed at
least 35 quality management reports to use as
monitoring and accountability tools for registra-
tion accuracy and regulatory compliance audit-
ing,” reports Murphy. 

The system’s scheduling application directly
feeds into a “work-to-be-done” queue for regis-
trars. “We have direct and/or indirect access to
virtually all payer web sites at each registrar
workstation,” says Murphy. “We developed our
own patient online pre-registration product.”

An electronic front-end payment handling sys-
tem was installed to process all approved credit
cards and electronic checks. In addition, a fax
tracking system is now used on all incoming doc-
uments, with specific emphasis on physician
orders, indexing, and retrieval. 

Downtime is downside

Murphy points to only one downside: “Need-
less to say, if the system ‘crashes’ or is set for
planned downtime, we experience the pressure of
stress we would never have appreciated before
these changes.” 

Addressing this issue requires much front-end
coordination. “In other words, ‘trial by fire’ is
your least desirable and riskiest option,” says
Murphy.

Training classes for new associates cover oper-
ating in a downtime environment. “We then cau-
tion the associates to go back into the workplace
and get their supervisor to walk them through
the process and location of necessary supplies,”
says Murphy. 

Downtime patient labels can be printed during
the registration process, which capture the barcode
for Downtime Financial Number (FIN). For any
scheduled downtime, access managers receive a
reminder e-mail to check their supplies and ensure
they have adequate levels of needed product. 

A simple “patient tray” system was devised, to
allow access associates to stay organized in the
midst of chaos. One tray is used for labels and
patient records for patients who were already
“quick registered” at the time the system went
down. Their FIN already is system-generated and
is captured on the labels and documents that
would have printed prior to downtime. 

The second tray is used for patient documents
that would have been generated on patients who
had been “full registered” but are still located in
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the ED. The third tray contains any printed docu-
ments for patients who are being registered dur-
ing the downtime and will need to be registered
into the live system when it is restored. 

“The only hope any of us has is to get orga-
nized in advance, use all the technology your sys-
tems offer in an off-line downtime setting, and
put your experienced staff in charge of running
the operation,” says Murphy.  

‘Tremendous’ improvements

Registration accuracy has “improved tremen-
dously,” reports Murphy. “We are averaging in
excess of $6 million in front-end collections each
year for the past two and a half years.” 

In October 2005, goals were set for accuracy
and quality for patient access services. The errors
attributable to patient access services are system
calculated by patient financial services. Two
kinds of claims are flagged: Those that hit a front-
end edit, which designates a “fix” is required
prior to sending the claim to the payer, and an
actual denial from the payer for a submitted
claim. 

“Obviously, that doesn’t capture every error
that can be committed in a registration process,”
says Murphy. “We review all our systems to look
for additional issues that can be captured elec-
tronically and reported back, so that we are in a
continuous improvement process mode.”

The “goal” agreed upon by all players in the
corporate revenue cycle task force, which is chaired
monthly by the CFO, is a total of 500 attributable
errors per month, system-wide. “That places us at
an approximately 1% acceptable error rate,” says
Murphy. “We are looking for ways to capture and
report errors in other areas, but between claim edits
and payer denials, our significant problem areas
are identified and keep us focused.”

Of the 500 edit/denial codes, 106 codes are
attributed to errors that could have been pre-
vented at the time of registration or verification.
Key performance indicators for this category are
reported monthly by facility and for the system.
These are directly tied to the annual performance
evaluation. The number of errors decreased from
1,061 in January 2006 to 424 in January 2008. 

Customer service scores now meet the system’s
standards and stay in that range, and staff are
also more satisfied. “We have significant
longevity in our registration/access areas with
surprisingly limited turnover,” reports Murphy.
“We are pleased with where we are in the journey

to excellence, but we are certainly not compla-
cent. We continue to look for the next process or
system improvement that can take us further
toward that goal.”

[For more information, contact:
James Hicks, CHAA, CHAM, CAM, patient

access manager, Southeastern Regional Medical Cen-
ter, PO Box 1408, Lumberton, NC 28359. Phone:
(910) 671-5062. Fax: (910) 671-5887. E-mail:
hicks02@srmc.org.

Julie Johnson, CHAM, director, health informa-
tion management/HIPAA privacy officer, Mt. Graham
Regional Medical Center, Safford, AZ. Phone: (928)
348-4027. Fax: (928) 348-4093. E-mail: juliej@mtgra-
ham.org.

Jessica Murphy, CPAM, corporate director for
patient access services, Methodist Le Bonheur Health-
care, Memphis, TN. Phone: (901) 516-8162. E-mail:
MurphyJ@methodisthealth.org.] ■

Do you collect info in a
‘patient-centric’ way?

If you’re not collecting accurate, complete infor-
mation in a “patient-centric” way, you’re not

maximizing either cash collection or patient satis-
faction. 

There are three primary goals in patient access,
says Joan S. Braveman, director of patient access
and financial services at Tallahassee (FL) Memo-
rial HealthCare. These are the complete, timely,
and accurate collection of data; patient satisfac-
tion; and assurance that all accounts are billable
and collectible. The hospital has implemented
these changes:

• Prior authorization
For all insurances/services requiring autho-

rization, this is obtained prior to the patient
receiving the service, except, of course, for emer-
gency or urgent visits. 

• Financial counseling
“With the growing uninsured and underin-

sured population, we have expanded our finan-
cial counseling,” says Braveman. “These people
are often able to connect the patient with
resources, such as vocational rehab, for payment
of the bill.”

If nothing is available to the patient, personal
financial information is collected, so that staff can
see if the patient qualifies for charity.
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• Online registration
“Since outpatient diagnostics and surgeries are

scheduled, we feel confident that we have quality
data for these patients,” says Braveman. For the
obstetric population, who, for the most part, are
not scheduled, an online pre-registration form is
offered. The patient completes the form online
and it is then e-mailed to labor and delivery. This
gives them advance notice, and the opportunity
to verify the insurance benefits.

By completing all of this work prior to the
patient’s arrival, it’s usually possible to send
patients directly to the testing area with little
more than a few minutes spent in central registra-
tion. During this time, the patient signs docu-
ments, and insurance and ID cards are scanned,
along with signed forms. These forms and IDs are
then available for future visits, which reduces the
waiting time. 

Braveman acknowledges that the above pro-
cesses depict a “perfect world” where it’s known
who is coming and for what service. “Obviously,
this is not always the case in health care. There-
fore, we formed a verification team,” she says. 

These individuals are responsible for verifying
demographic and insurance information for patients
with urgent or emergent admissions, or unsched-
uled walk-ins. “This team works the account the day
after the admission or registration, with coverage
seven days per week,” says Braveman. 

The verification team consists of five FTEs.
Benefits include timely admission notification to
insurance companies and reduction in denials for
non-coverage. “It has taken some time to priori-
tize their work and ensure the right tools are in
place for them to do their job, but all of this work
has led to a dramatic reduction in our account
receivables,” Braveman reports. 

• Centralized scheduling
All outpatient diagnostic exams are now

scheduled through patient access. At the time of
scheduling, patient demographic and insurance
information is collected. 

Prior to centralized scheduling, each depart-
ment scheduled its own diagnostic exams using a
WordPerfect document. This limited information
was made available to pre-admit to attempt to
verify the patient demographics.

“Our verification team calls for benefits and
verifies insurance coverage. This allows them to
prepare a cost estimate sheet so patients are
aware of their financial liability,” says Braveman.
“The evening staff in patient access call to inform
the patient of that amount.”

[For more information, contact:
Joan S. Braveman, Director, Patient Access and

Financial Services, Tallahassee Memorial HealthCare,
1300 Miccosukee Dr., Tallahassee, FL 32308. Phone:
(850) 431-6202. Fax: (850) 431-6737. E-mail:
Joan.Braveman@tmh.org.] ■

Make employees feel 
as if they got a raise
Show them how they add value

It can be a vicious cycle: Turnover causes undue
stress to personnel due to staffing shortages,

plus the added burden of bringing new personnel
up to speed. This leads to more turnover. 

“For all of these reasons, reducing turnover is
critical for the successful patient access manager,”
says James Hicks, CHAA, CHAM, CAM, patient
access manager at Southeastern Regional Medical
Center in Lumberton, NC.

As the spotlight on patient access intensifies, it
will become even more critical to reduce staffing
turnover. “The training necessary to develop ser-
vice-oriented, technologically savvy registrars
who are also well versed in a variety of state, fed-
eral, and local regulations and payer guidelines is
tremendous,” says Hicks. 

Here are some strategies to improve retention:
• Understand generational differences. 
“I have all four generations — Schwarzkophers

to Millennials,” says Holly Hiryak, MNSc, RN,
CHAM, director of hospital admissions/access
services at University of Arkansas for Medical
Sciences in Little Rock, AR. “It is important for
not only me to understand the differences, but for
them to understand one another.”

Hiryak says she sees it as her responsibility to
bridge the groups to create a cohesive and pro-
ductive work environment. “This is a work in
progress,” she says. “A flex policy is my first run
at this, understanding how different folks want to
allocate time to work and families — some for
children and others for aging parents. I am also
working on the work environment in terms of
setting up workstations.”

• Use incentive programs. 
These can make up for perceived salary defi-

ciencies, says Hicks. However, he cautions that
clear objectives should be provided, and pro-
grams should be structured to encourage positive
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team efforts.
For example, with the quality assurance audit-

ing systems available on the market today, regis-
trars can see where their score is daily. Setting a
specific target, such as 98 or 99% accuracy at the
time of billing, allows them to monitor their
progress. Staff are motivated to make changes if
the score is not where they want it. 

“You can also use point-of-service collections
goals, volume goals, or other specific measure-
ments,” suggests Hicks. Team goals can be tied to
the overall unit score, or to lobby wait times or
patient satisfaction scores.

Career ladders can provide a framework for
advancement within the department. “They can
offer a break from the routine through cross train-
ing, and can include incentives,” says Hicks.
Since salary increases may take several years to
occur, says Hicks, career ladders are a good way
to encourage an employee to remain in the
department. 

“We have a three-tiered career ladder with
varying steps for each tier,” says Hicks. Some of
the activities built into the career ladder are medi-
cal terminology and customer services course
work, cross training, competency exams, CHAM
certification, and a letter of recommendation. A
graduating lump sum bonus is paid upon com-
pletion of each level, and there is an opportunity
to achieve a 3% increase in wages.

• Examine your own management style. 
The No. 1 reason people leave jobs is because

they don’t get along with their boss or manager,
says Hicks. “Enhancing your performance in
these areas can have a greater impact on reducing
turnover than incentives, career ladders, and
many other activities,” he says. 

Recognizing your staff during patient access
week is nice, but this is only one week out of the
year. “The real question is what are you doing the
rest of the year?” asks Hicks. 

• Send thank you notes.
Showing appreciation can be as simple as

sending employees a handwritten note. “Person-
ally, I’ve always struggled with when and how to
show appreciation to staff for the work they do,”
says Hicks. “Since I started mailing thank you
cards to employees’ homes, I have found that it is
much easier to spot activities that are deserving
of appreciation. Virtually every one I’ve sent has
garnered feedback from the recipient. I’ve even
had staff bring their cards in from home to show
them to me, as if it came from some mysterious
third party.”

[For more information, contact:
Holly Hiryak, MNSc, RN, CHAM, director, hos-

pital admissions/access services, University of
Arkansas for Medical Sciences, 4301 W. Markham,
Little Rock, AR 72205. Phone: (501) 686-8170. Fax:
(501) 603-1243. E-mail: hiryakhollym@uams.edu.]  ■

Consider all groups 
with flex time policy

Happier employees — that’s what Holly
Hiryak, MNSc, RN, CHAM, director of hos-

pital admissions/access services at University of
Arkansas for Medical Sciences in Little Rock, AR,
would like to see. 

“I have just completed writing a policy for flex
time and will be implementing this in my Medi-
caid office over the next month,” she reports. “If
they can balance their personal life with work
demands, I expect they will feel more committed
and less stressed.” (See guidelines for the flex
time policy p. 118.)

The policy outlines the guidelines for how flex
time will be used, and very clearly defines the
process. 

Hiryak shared the policy with the human
resources department and asked for its input and
recommendations. “The HR dept can make sure
your policy fits within the guidelines of the orga-
nization and meets all federal and state require-
ments,” she says. 

Three groups of employees

Hiryak says she has three distinctive groups of
employees. The out-stationed employees don’t
have much flexibility, as they need to be at work
during “business” hours. “However, they do
have some, as there is always at least one other
person at their site,” says Hiryak. 

The department’s three applications specialists
also don’t have much flexibility, but they do have
some — but only if they negotiate with one another.
“Of course, they still have to involve a manager to
make sure coverage is appropriate,” says Hiryak. 

For instance, an employee can come in early
and the other work a little later. “They always
need down time to process applications,” she
says. “We need someone on site by 8:30 and
someone here and available to take apps up to
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Guidelines for Flex Time Policy
SCOPE: Medicaid Office
PURPOSE: This policy establishes FLEX Time guidelines for all UAMS Medicaid Staff
POLICY: The UAMS Medicaid office seeks to establish a balance between employee work schedules and the need to maintain
adequate staff to fulfill its missions. The Medicaid Office standard on FLEX Time will apply to all work units within the department.
More stringent standards based on functional needs may be developed and implemented after review by Medicaid Management. 

Staffing will be maintained to provide adequate access to customer service between the hours of 8:00am and 5:00pm Mon-
day through Friday. Staffing will be maintained to complete all daily activities such as screening, applications and asset verifica-
tion based on 3rd party business hours. 

Employees are required to notify and/or schedule extended lunch periods, breaks and other time off to insure staffing is ade-
quate in some functionally areas. 

Employees have the option to request a 4 day, 4.5 day or 5 day work week schedule based on their work unit. Off days and
hours may vary to insure adequate staffing to meet customer service and daily activity needs. Work week schedules require
manager approval and will usually require 2 weeks notice for schedule changes. 

Each employee of the Medicaid Office is responsible for understanding and adhering to the FLEX Time standards. Please
consult with your immediate supervisor for more specific information regarding FLEX Time for your position.  
PROCEDURE: Guidelines

A typical work day is no less than 8.5 hours. That time is allocated as follows: 7.5 hours of work, 30 minutes of unpaid lunch
break, and two 15 minutes of paid time which may be offered as breaks at management’s discretion. However, within the Medi-
caid Office, a workweek will be defined as between the hours of 6:30 am-6:00 pm Sunday through Saturday. Eligible employ-
ees may select the hours and days they wish to work based on the needs of the unit. Within those hours and days, employees
may choose when they arrive at work and when to take their lunch break. An employee may chose to arrive late or take a
longer lunch break than usual when a total of forty hours per work week are worked and accounted for in KRONOS.

Unless specifically approved by a manager or director, UAMS Medicaid staff may not begin work earlier than 6:30 am or end
no later than 6:00 pm. 

ANSWERS, the DHS system used to document and validate information is off-line the last Saturday of every month. There-
fore, work hours CANNOT be accumulated at that time unless approved by a manager or supervisor. There are additional times
that ANSWERS is down for maintenance; notice is normally sent out at least 2-3 workdays prior to downtime. Notice will be
sent to all Medicaid staff and hours are to be adjusted accordingly. 

When an employee is scheduled for training events, meetings, seminars, etc., they MUST arrive on time for the event.
The success of the Medicaid Office FLEX Time is dependent on participant compliance; it will be evaluated periodically by

management and if deemed unsuccessful, it may be modified or discontinued at any time. 
FLEX Time start and end times
Employees accumulating less than forty hours of worked time in KRONOS between the designated hours and days without

prior approval of management will receive a tardy. 
An employee short 2 hours or greater for a work week will receive a full occurrence.
An employee may be pre-approved to work less than forty hours without penalty. 
ACCUTME (KRONOS) calculations: KRONOS rounds total time for the shift to the nearest quarter hour, without changing the

IN or OUT time.
Example: if you clock IN at 6:57 and OUT at 3:33, the total time worked is 8 hours and 36 minutes, less 30 minutes lunch, for

8 hours and 6 minutes. The nearest quarter hour is 8.00, so you are paid for 8.00 hours.
Because we ask that you clock OUT for lunch and back IN, the rounding will occur twice in a day
If you are IN at 6:57 and OUT for lunch at 11:00, the time for this segment is 4 hours and three minutes, rounded to 4.00 hours
If you are back IN from lunch at 11:35 and OUT for the day at 3:33, the time for this segment is 3 hours, 58 minutes, rounded

to 4.00 hours
Lunches and breaks
Because the “shift” of the FLEX Time employee is variable, you must clock OUT for lunch and back IN: Please try to clock

OUT for lunch within the first six (6) hours of your time worked. If employee fails to clock for lunch, time will be manually entered
by timekeeper. Clocking failures will be treated as a tardy. Two clocking failures equal one full occurrence. 

UAMS allows (but does not require) managers to offer employees two paid 15-minute breaks each day. Medicaid Office employ-
ees may choose to work through their breaks. Because the 15-minute breaks are paid and included in the standard work day and
because overtime is based upon the total weekly hours, working through breaks does not automatically create an overtime situation.

Employees may not place their lunches or any of their breaks at the beginning or end of a shift in order to make up time.
Employees may not work through the mandatory lunch break (30-minute for a six hour or greater work day) unless pre-

approved by manager. 
It is possible for employees to clock in 7 minutes late in the morning, add an additional 7 minutes to their lunch break and

clock out 7 minutes early (total of 21 minutes per day or 91 hours per year) and still receive payment for a forty hour week.
Please be aware that even though this practice is acceptable to KRONOS, it is not acceptable to UAMS. Employees who
demonstrate this type of clocking patter will be subject to disciplinary action. 

FLEX Time and vacation time – If an employee has signed a leave slip for time off and works extra time throughout the week,
the original time off can be reduced by the extra time worked. 

EX: you have signed a leave slip for 4 hours on Tuesday. On the remaining work days you work an extra 2 hours. Your time
on Tuesday is reduced by the extra hours worked (2) to show 2 hours leave taken for the week instead of 4 hours.

Leave slips MUST include the phrase “Please reduce my time off by any extra time I may work this week.”

Source: Holly Hiryak, MNSc, RN, CHAM, Director, Hospital Admissions/Access Services, University of Arkansas for Medical Sciences, Little Rock, AR.



around 5:30. They can come in up to two hours
before the 8:30 start, and be here until office
closes at 6:30.”

Then there are the caseworkers, who do most
of their work behind the scenes—they are most
flexible. “They pretty much can get their hours
any time during the one-week segment of a pay
period,” says Hiryak. All of these three groups
have indicated they will take part in some form
or fashion, she adds.

Staff save money

Retaining talented employees “will continue to
get more difficult,” predicts Yvonne A. Chase,
section head of patient access and business ser-
vices at Mayo Clinic Hospital in Phoenix. “We are
trying to explore several options regarding
improving morale and reducing turnover.”

These include job sharing, 12-hour shifts, and
telecommuting. Of these three options, telecom-
muting has proved to be the most popular. 

“This has allowed us to be more productive
and efficient. Employees feel as if they got a
raise,” says Chase. “They are saving money on
fuel, work clothes, and wear and tear on their
vehicles. Often we hear that they gain an addi-
tional two hours in their day.”

Chase points to industry reports that indicate
that telecommuting programs can improve qual-
ity, productivity, and lower operational expenses. 

However, access managers were met with sev-
eral challenges when the project was first started,
most involving technology. One obstacle was the
inability to print, so technology was implemented
that allows staff to take a picture of a necessary
document and fax it via their desktop computers.

As for job sharing, Chase says she has found that
this only works if you have two dedicated employ-
ees working together. “This is sometimes difficult,
because everyone has a different work style,” she
says. “We have also asked that as a job share team
that they would cover for each other’s paid time
off. This has been a challenge because of family
and school schedules previously committed to.”

Chase says that 12-hour shifts are used in the

hospital’s emergency registration area. This model
allows staff to have three days on and four days
off. Most of the staff members who have taken
advantage of this do so in order to attend school. 

“To date, we have had three employees com-
plete their nursing degrees, which is a win-win
for our organization,” says Chase. “It also allows
less travel to and from the job site.”

[For more information, contact:
Yvonne A. Chase, section head patient access &

business services, Mayo Clinic Hospital, 5777 East
Mayo Boulevard, Phoenix, AZ 85054. Phone: (480)
342-2642. E-mail: chase.yvonne@mayo.edu.] ■

Make staff aware of 
payer requirements
You can’t afford these mistakes

Automobile and accidental injury regulations,
the Medicare as Secondary Payer question-

naire, and workers’ compensation guidelines are
just a few of the many issues with which the
patient access professional and case manager
must be educated and competent. 

With today’s health care insurers varying noti-
fication requirements, failure to notify the proper
plan will result in a denial that cannot be billed to
the patient. Many hospitals cannot afford to have
too many of those mistakes. 

“Considering one observation stay could cost
anywhere from $,2000 to $20,000, the monetary
affects of not getting an authorization could be
substantial,” says Donna Swift, CHAM, patient
accounts manager at Hillsdale (MI) Community
Health Center. 

To avoid these costly errors, a complete registra-
tion interview must be conducted, with eligibility
and benefits verified concurrently with the admis-
sion. “This is becoming increasingly important for
health care access professionals,” says Swift. “Try-
ing to keep up with all of this, as well as educate
the affected employees, can be a real challenge.”
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Swift says she recently reviewed with staff
individual payer rules, phone etiquette, and all
the various payer web sites. To keep employees
current with all the rules, regulations, and notifi-
cation requirements, Swift says she reads payer
bulletins, monitors their web sites, and estab-
lishes a good rapport with their representatives. 

At Hillsdale, the registration clerk verifies bene-
fits, eligibility, and any other coverage information
as appropriate. “This way, the case manager is not
spending time on the phone with a company that
doesn’t require clinical information,” says Swift. 

“Emphasize the importance of complete
patient registration interviews,” says Swift.
“Make sure that any accident or injury insurance
information is gathered and verified along with
the health insurance.”

The registration clerk is responsible for notify-
ing the insurance plans that require immediate
notification, and the case manager is responsible
for then notifying the other plans, as well as call-
ing in necessary clinical information.  

However, sometimes a plan that requires
immediate notification could be missed if the reg-
istration clerk isn’t aware of the requirement. By
the time the case manager calls, it may be too late
to get the authorization. 

Swift recommends training the registration

clerk as to what information the case manager
needs. If the case manager can spend less time on
the phone communicating non-clinical informa-
tion, they are able to focus on patient-care related
issues. “Both play a vital part in the revenue cycle
and should understand the importance of the role
that they play,” says Swift. 

An alternative method is that the clerk not only
verifies benefits and eligibility, but also starts the
precertification process before the information is
delivered to the case manager. 

“The case manager is then notified of what the
plan’s requirements are, and clinical information
can be called in as appropriate,” says Swift. 

[For more information, contact:
Donna Swift, CHAM, patient accounts manager,

Hillsdale Community Health Center, 168 South How-
ell Street, Hillsdale, MI 49242. Phone: (517) 437-
5374. E-mail: dswift@hchc.com.]  ■
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