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P
atient access refers to the front-end revenue 
cycle activities encountered by patients as they 
begin obtaining healthcare services for themselves 
or their families. Patient appointment scheduling, 

registration, eligibility, financial assistance and point-of-
service (POS) collection activities are five key areas of the 
process. Effective and efficient performance throughout 
each of these areas is the crucial cornerstone of a high-
performing revenue cycle.

Decreased denials, improved collections, satisfactory patient 
experience and efficient billing processes are some of 
the positive outcomes of a highly effective patient access 
function. According to John Holyoak, director of product 
management with RelayHealth Financial, eligibility errors 
account for 43 percent of denied medical claims.1

Risk management begins with the staff that is integral to 
each patient access area. The staff has an important effect 
on the process because of their direct interactions with 
patients and the information they collect and verify. To 
positively influence the success of patient access, proper 
hiring, training, placement and consistent adherence to 
performance standards are critical.

Five risks are critical to manage within the patient access 
function. Fortunately, these risks can often be well 
controlled without spending a lot of time and money.

Appointment scheduling risks
Appointment scheduling is a fusion of art and skill. The 
goal is to align preparatory appointment activities and 
anticipated patient services at the earliest convenient 
time for care providers and patients. The accuracy of key 
demographic and insurance information is verified with the 
patient at this point.

Policies and procedures should be established 
that promote consistency across similar types of 
1 www.beckershospitalreview.com/finance/best-practices-for-preventing-

claims-denials-optimizing-revenue-capture.html
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appointments. These will help improve satisfaction for 
your patients and increase physician utilization. If your 
organization wishes to increase ease of patient access, 
consider optimizing physician schedules by simplifying 
the scheduling process and providing a variety of ways to 
schedule appointments.

Developing standard visit types within each specialty 
area will increase appointment availability by decreasing 
appointment variability and optimizing physician utilization. 
Visit types indicate the duration of each appointment and 
additional services required prior to a specific scheduled 
event, such as for radiology or laboratory.

Developing and implementing specific business rules for 
visit types in the scheduling system is another important 
process element. Such software rules can automatically 
prompt a scheduler for clinical diagnosis information 
for specialty visits. A scheduler can also be prompted to 
schedule laboratory and radiology services enough days in 
advance of a clinical service for the results to be available for 
the provider.

Depending on the care provider, scheduling patient visits 
may be completed by individual departments, a centralized 

scheduling department or unit, or a combination of the two. 
With decentralized scheduling responsibilities, the provider 
organization faces the added risks of inconsistent processes 
by patient access staff, increased scheduling errors and 
patient dissatisfaction. Centralized scheduling allows for 
standardized training, uniform policies and procedures and 
consistent service standards.

A single phone number with simplified phone trees 
(maximum of three layers) can also be established for 
all patient scheduling inquiries to improve the patient 
experience. The phone trees can route to specific scheduling 
units to help a patient connect to the appropriate 
department.

Online patient portals provide an additional avenue for your 
patients to schedule appointments. The scheduling unit 
should review portal-based scheduling to eliminate provider 
conflicts with other patient scheduling requests and take 
any necessary corrective action.

Some examples of questions you should ask when assessing 
the scheduling process:

1. Do the policies and procedures describe scheduling 
processes, quality assurance and customer service 
expectations?

2. Does the hospital or physician practice have a centralized 
scheduling function? If not, are any individual outpatient 
units centralized? Are standards established across 
scheduling functions?

3. How are follow-up visits after a procedure, surgery, 
therapy or provider visit scheduled? Are processes and 
handoffs clearly defined and documented?

4. What clinical guidelines are used by schedulers to 
support appropriate scheduling decisions? Are protocols 
established to get the patient to the right physician, in 
the right location and with the right level of urgency?

Addressing appointment scheduling risks

 • Identify duplicate medical records to prevent 
clinical error and/or financial loss.

 • Reschedule bumped/canceled appointments to 
avoid lost revenue.

 • Standardize the process with a core set 
of information required for all scheduled 
appointments.

 • Identify and resolve scheduling errors in a  
timely manner.
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5. Are bumped and canceled appointments monitored to 
then schedule other patients, and for rescheduling?

6. How many phone numbers are available for a patient 
to call to schedule an appointment? Where are these 
phone numbers listed? What is the turnaround time for 
appointment scheduling after an electronic referral is 
received? How are referral physicians notified that the 
request for an appointment for their patient has been 
completed?

7. What are the requirements for training updates and 
competency evaluations for existing patient access staff?

Registration risks
“Failure is not an option.” The adage may seem a bit dramatic 
regarding the capture of information at the point of 
registration, but not so. Complete and accurate registration 
information, including demographic, financial and clinical, 
is a controllable risk. When the appropriate registration 
information is captured, the positive outcomes begin to 
multiply, including reduced denials, operational efficiencies 
and revenue improvements.

To establish processes to ensure that preregistration and 
registration information is captured appropriately, effective 
policies and procedures need to be established and 
followed. Staff must be fully trained on these operations. 
Additionally, registration and scheduling functions should 
be streamlined and standardized where possible.

A key control point around registration data is monitoring 
performance metrics. Management should regularly 
monitor key performance indicators to identify trends, 
process improvements and staff education opportunities. 
If process improvements require updates to any software 
rules, they should be prioritized, tested and implemented as 
quickly as possible.

To increase data quality and patient satisfaction during 
registration processes, high-performing provider 
organizations are embracing technology solutions. In 

addition to collecting or confirming core data elements from 
patients at registration, some providers are encouraging 
patients to use self-service tools. Online patient portals 
to the system can be used to allow patients to schedule 
appointments, access test results, communicate with doctors, 
pay bills online, update demographic information and more.

Some providers have used welcome kiosks in patient 
reception areas for patients to check in, provide necessary 
registration information or make payments. Tablet devices 
are also being introduced to support these activities.

Consider the following when assessing the registration 
process and internal controls:

1. Are policies and procedures in place that describe 
registration processes, quality assurance and customer 
service expectations? What is the acceptable rate, at 
the department and individual registrar levels, for 
registration errors?

2. What documentation is requested from patients during 
the registration process? How are copies of patient 
documents and signatures maintained and stored?

3. How is patient demographic information verified 
electronically? How and when are discrepancies 
reviewed with patients?

4. Does the registrar search for a patient record (using a 
unique identifier) to confirm the patient does not already 
have a record before a duplicate record is created?

5. How are patient access staff members crosstrained with 
the hospital or physician practice clinical areas regarding 
registration?

6. How is registration productivity tracked? Are registrars 
incentivized for high quality?

Key scheduling metrics

 • Rate of no-show appointments

 • Rate of rescheduled/canceled appointments

 • Physician utilization

 • Average days to schedule a new patient 
appointment

Addressing registration risks

 • Consistent verification and correction of 
demographic information (name, address, social 
security number, phone number) reduces denials 
and financial loss.

 • Include real-time edits in the registration pathway 
to prevent leaving critical data fields blank or 
providing incorrect data formats in fields.

 • Monitoring and reporting registration error rates 
provides opportunities to reduce denials and 
financial loss.
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Medical necessity, eligibility and authorization risks
The collection of medical, demographic and insurance informa-
tion at the time of scheduling or registration should prompt 
a review for appropriate financial coverage of services and 
medical necessity. Effective procedures will confirm insurance 
eligibility and obtain required pre-authorization, which will 
reduce the risk of claim denials, lead to improved revenue, and 
in some cases, minimize the patient’s portion of the bill.

Insurance coverage should be verified by patient access staff 
through an eligibility/benefits technology provider for new 
and existing patients. Also, all existing patients should be asked 
about any new insurance coverage they may have.

Generally, all insurance plans should be confirmed again 30 
days prior to a scheduled appointment. Many providers will 
also conduct automated checks at specific time intervals, 
including the day before the scheduled visit. Patient access 
staff should review errors and attempt to collect new 
insurance information and any required authorizations.

Pre-arrival processes include coverage verification, the 
collection of referrals, pre-certification and authorization 
and medical necessity review. Pre-arrival work should be 
prioritized by high-dollar services and the most imminent 
dates of service, with the goal of obtaining insurance plan 
authorizations prior to service. Policy and procedures 
should address instances when insurance referrals and 
pre-authorizations are denied prior to service. As necessary, 
these cases should be escalated to the appropriate physician 
for a decision. The physician can then request peer-to-peer 
reviews or discuss alternate care options with the patient.

When verifying medical necessity for Medicare patients, 
appropriate policies and procedures need to be in place 
consistent with regulatory requirement compliance. If the 
patient opts to receive a service that does not meet Medicare 

Key registration metrics

 • Percentage of denials due to inaccurate 
information obtained during scheduling

 • Percentage of patients fully registered. Can also be 
thought of as registration completeness (insurance 
card scanned, demographic information entered, 
email address entered, phone number entered, 
etc.)

 • Percentage of patients pre-registered

 • Average time to complete a registration  
per user

Addressing coverage risks

Addressing these coverage risks will lead to reduced 
denials and financial loss:

 • Eligibility dates, insurance coverage rules and 
precertification/authorization requirements for 
the exact service in question are verified and 
documented.

 • Ongoing medical necessity reviews for continued 
stays are performed.

 • Registration error rates are monitored and 
reported.

 • Authorizations and precertification needs are 
proactively identified and entered into the billing 
system prior to service delivery.

Information quality is key in registration
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medical necessity guidelines, a signed Advanced Beneficiary 
Notice (ABN) by the patient should be obtained. Documenting 
patient consent with an ABN will improve billing results for the 
non-covered services by reducing write-offs.

Consider the following questions when assessing the pre-
arrival processes and internal controls:

1. Are policies and procedures in place that describe the 
medical necessity, eligibility, referral and authorization 
processes?

2. Where in the patient access process is insurance 
eligibility verified? Is eligibility verified for all inpatient 
admissions and outpatient appointments? How many 
days in advance of an appointment is insurance eligibility 
verified? How are benefits verified for services that could 
potentially be noncovered?

3. Are coverage rules, precertification and prior 
authorization requirements checked? Is everything 
documented in the patient account record?

4. When in the patient access process are Medicare 
procedures reviewed for medical necessity? At what 
point in the patient access process are the Medicare 
Secondary Payer Questionnaire (MSPQ) requirements 
integrated? Does the system generate a report of 
incomplete MSPQs for ultimate resolution?

5. When are orders or scheduled procedures reviewed for 
medical necessity? Who is responsible for reviewing them?

6. How do you monitor the productivity of insurance 
verifiers and other pre-arrival staff? What is the 
department’s productivity target?

7. What are the requirements for updated training and 
competency evaluations for patient access pre-arrival 
staff?

Financial assistance risks
The Affordable Care Act and adoption of the Medicaid 
expansion in 32 states often provides patients with 
additional avenues to obtain insurance coverage for their 
medical services. Your organization needs effective and 
timely processes to identify uninsured or underinsured 
patients and to educate them on their eligibility for 
Medicaid or your financial assistance programs. A well-
documented program will help reduce the risk of providing 
services that result in uncompensated care and resulting 
bad debt accounts.

One of the most important documents for assessing 
controls in the financial counseling function is the patient 
financial assistance policy (FAP). The policy should be well 
understood by patient access staff and communicated to all 
patients.

The Internal Revenue Code 501(r) regulation2 requires 
the FAP to include various operational elements, such as 
methods to determine eligibility (e.g., income verification 
and thresholds) and processes to calculate discounts. 
These FAP processes should be reviewed on a periodic 
basis to verify compliance with regulatory requirements 
and to ensure financial counselors have the necessary 
guidance.

In addition to an enterprise-wide policy or program, 
your organization should have appropriate financial 
counseling resources to provide support throughout the 
patient visit lifecycle. The need for potential financial 
assistance should be identified during the scheduling 
or pre-arrival process, based on patient income level 
2 www.irs.gov/charities-non-profits/charitable-organizations/new-

requirements-for-501c3-hospitals-under-the-affordable-care-act

Addressing financial assistance risks

 • Uninsured/underinsured inpatients are visited by a 
financial counselor and cleared prior to discharge, 
leading to reduced bad debt.

 • FAP has been properly implemented, leading to 
reduced bad debt and risk of heightened scrutiny 
of tax exempt status.

 • High-balance scheduled outpatients are financially 
cleared by a financial counselor before non-
urgent/non-emergent services are rendered, to 
reduce bad debt.

 • Payment options are provided to patients with no 
coverage or large after-insurance balances,  
to reduce bad debt.

What is a pre-arrival unit?

A pre-arrival unit is a centralized group consisting 
of insurance verification staff, referral coordinators 
and authorization specialists. The unit performs due 
diligence activities prior to service, based on business 
rules for type of service and insurance plan codes.

The unit may separate due diligence activities by 
individual or by a hybrid of activities performed by 
everyone.
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and estimated patient responsibility. Policies should be 
established for high-balance, non-urgent, scheduled 
services. All patients with scheduled services above 
established thresholds should be cleared through a 
financial counselor.

Financial counselors should also be available at the key 
registration locations to support patient financial assistance 
needs. Higher-risk areas such as inpatient admitting, 
the emergency department and clinics that have a high 
number of walk-in/same-day visits should have dedicated 
financial counselors. Registration staff should know your 
organization’s FAP and consistently refer patients to financial 
counseling resources as appropriate.

If a patient cannot be financially screened prior to or during 
their visit, financial counselors should attempt to contact 
the patient within a few days of discharge. Uncomplicated 
communication channels should be in place that allow 
patients to easily contact financial counselors with their 
questions and concerns.

Consider the following when assessing the financial 
assistance process and internal controls:

1. Are policies and procedures in place that describe 
the financial assistance policy, consistent with the 
requirements of 501(r)?

2. What is the process for financial assistance screening? 
What programs are included in the screening?

3. Where are financial counselors deployed at your facility? 
What are the hours of coverage? How is counseling 
accomplished during off-hours? Are any of your financial 
assistance processes outsourced?

4. How are inpatients financially cleared prior to discharge? 
How do financial counselors ensure that all inpatients in 
need have been visited and cleared?

5. Which outpatients are contacted or visited by a financial 
counselor? What is the policy for providing outpatient 
services, especially to patients who have not been 
financially cleared?

6. What are the requirements for training updates and 
competency evaluations for existing patient access staff 
related to financial counseling?

7. What technology, if any, is used to estimate a patient 
liability as well as ability to pay? Are credit information 
and address verification tools available to financial 
counselors?

Point of service collection risks
Proactive communications and consistent collection of 
copayments and other self-pay balances at the POS will 
decrease your organization’s cost to collect. The downstream 
workload is improved with fewer resources needed to bill 
and collect outstanding accounts receivable. Improved 
processes will increase overall collections, resulting in fewer 
write-offs and increased revenue.

At one large academic medical center, the registration 
staff in some departments did not have the right tools to 
consistently determine patient financial responsibility at 
the POS or prior to the visit. Significant patient frustration 
resulted regarding paying their copays, and these collections 
were eventually de-prioritized so staff could focus on other 
registration responsibilities. Consequently, additional work 
was created for downstream departments to bill for these 
balances. The cost to collect increased and the collection 
rate decreased.

The possibility of new 
insurance coverage should 
be verbally queried with 
all existing patients.

Establish consistent processes to determine and 
communicate out-of-pocket estimates (copays, deductibles, 
co-insurance, self-pays) in advance of your patient’s visit. A 
self-service method for the patient (online patient portal) 
and proactive communications during the upstream 
scheduling and pre-arrival processes should be in place.

When your patients are not aware of their financial liability, 
your registration staff faces a larger challenge to collect 
balances during check-in because a conversation is required 
to educate the patient. Patients may dispute the legitimacy 
of the fee, not have a method of payment with them, or 
just request to be billed later. To handle these situations, 
registration staff should be trained to manage patients who 

Key financial assistance metrics

 • Count of patients enrolled in Medicaid, charity 
care, a health exchange or COBRA due to financial 
counseling intervention by hospital financial 
counseling staff

 • Percentage of patients (inpatient/outpatient) 
screened for Medicaid eligibility
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are resistant to providing payments at the time of check-in. 
It is often helpful to provide scripts that staff can reference 
as needed to address specific types of patent resistance.

Many providers have purchased software tools that leverage 
insurance benefits data, information about the service(s) to 
be performed and the average cost for specific services the 
patient will incur. Often, outstanding balances and bad debt 
accounts are aggregated and presented to collect the total 
patient financial liability due at POS.

Additionally, minimum payment thresholds should be 
established and communicated to self-pay patients before 
they receive non-emergent services (a.k.a., the percentage 
of expected charges, or “standard amount”). Registration 
staff should strive to establish patient payment plans or 
alternative payment options, and provide general financial 
counseling for patients who will have large self-pay 
balances. Patients should be offered discount incentives to 
pay promptly after discharge if payment was not collected 
at the POS.

You should consider the following when assessing the POS 
collections process and internal controls:

1. Do policies and procedures describe the POS collection 
process?

2. Do you have a standard process for asking a patient for 
payment of their copay, co-insurance or deductible? 
Does staff use organizationally approved scripts as a 
guide?

3. How is patient financial responsibility identified? Does 
patient access management staff regularly evaluate the 
effectiveness of tools used to assess accuracy of patient 
liability estimates against ultimate patient responsibility?

4. What types of payments can be requested from patients 
over the phone and at point of service? What are the 
triggers for the collection process?

5. What percent of the time does staff collect payments 
from emergency patients after medical screening is 
complete?

6. What types of payments are collected from inpatients 
(IP) and outpatients (OP) prior to service? What percent 
of the time does staff collect these payments?

7. What procedures and segregation of duties are in place 
to ensure cash is handled appropriately and that all 
funds are accounted for after each business day? How 
are POS collections monitored and reported?

Case study
One academic medical center with more than 800 licensed 
beds implemented key patient access internal controls 
and outlined the improvements to key operational and 
financial metrics, which were realized within 60 days of 
implementation. Internal audit played a significant role in 
the initiative.

Front-end staff started an initiative to enhance patient 
experience by focusing on meaningful risk areas in patient 
access.

Consensus from organization-wide executive leadership 
was foundational to the success of these initiatives. 
The medical system team partnered with internal audit 
to generate a patient forum to provide feedback on 
process changes and develop a tailored stakeholder 
communication program. The team also implemented a 
pre-arrival unit, centralized authorization and verification 
departments, and centralized scheduling in similar 
specialties across the organization. Internal audit assisted 
the team with assessments of the current and future state 
processes and internal controls.

Addressing POS collection risks

 • Personnel are trained on a standardized collection 
approach, resulting in minimal lost opportunities 
to collect copayments or self-payments.

 • Procedures are in place to ensure proper posting 
of cash, depositing and day-end balancing, 
reducing potential errors and cash diversions.

 • POS collection performance is monitored and 
reported to management, decreasing the risk  
that cash is misappropriated.

Point-of-service metrics

 • Percentage of copayments and patient 
outstanding balances collected at POS

 • Percentage of “card on file” agreements established

 • Cash collection dollars at POS (Emergency 
Department, IP, OP, self-pay, other)

 • Number and percentage of patients with  
payment plans established
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The medical system achieved the following results within 60 
days after the patient access initiative was implemented.

Metric Result

Rate of no-show appointments Down 50%

Denials due to inaccurate information obtained 
during scheduling

Down 12%

% of patients pre-registered Up 26%

% of patients with eligibility verified Up 4%

% of authorizations received prior to treatment 
of scheduled service

Up 12%

% of patient portion collected at POS Up 32%

Conclusion
Healthcare providers face numerous financial uncertainties 
around the future of federal and state programs, thin 
operating margins and cost containment challenges, and a 
critical transition from fee-for-service to value-based models. 
Internal auditors can play a key role in enhancing patient 
experience, and in improving revenue cycle performance 
and organizational financial results. Identifying, assessing, 
and addressing risks within the front-end process of patient 
access will assist management in managing and mitigating 
controllable risks. 
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