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Agenda:

· Welcome 
· Reasons Why Medical Practices Lose Money

· Steps for Managing Payments and Collections

· Upfront Payments and Collections Policies

· Staff Training

· Patient Education

· Financial Assistance

· Insurance Claims

· Managing Payments and Collections

· Summary and Evaluation
· Close
Learning Objectives:  During this workshop, you will: 
1. Discuss why private medical practices lose money; 
2. Identify the steps involved in effectively managing payments and collections;
3. Determine the key components of an upfront payments and collections policy;
4. Explain the staff training necessary to implement the policy;
5. Propose how to educate patients regarding their financial responsibilities; 
6. Assess the value of a financial assistance program;
7. Review how well your practice handles the steps involved in managing insurance claims;
8. Propose how to handle payments and collections issues;
9. Discuss the next step; and
10. State your key takeaway from the session.
Introductions
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	Instructions:   Please introduce yourself to the group:


1.
Your name

2.
Your job title

3.
Your business

4.
How long you have had your business

When Costs Are Out of Control
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	Instructions:  Please review the case information and identify the costs that are out of control, for discussion with the larger group.


LuKiMa Outpatient Center
Having been in practice for several years, a team of three medical doctors-Lucy, Kiiru and Margaret, decided to enter into partnership in order to register a practice in the name of LuKiMa Outpatient Center. They established this practice in a spacious building along Muindi Mbingu Street in Nairobi. They set up four main departments within the practice, namely, pediatrics, gynecology & urology, laboratory and general practice. 
These are serviced by the fifth department, administration. The administration department is made up of the customer service desk, the patient waiting lobby, fitted with about 50 chairs, the records management unit, and the accounts section. Given their busy schedules as consulting doctors for many hospitals, Lucy, Kiiru and Margaret employ younger doctors to run the practice on a day-to-day basis. The owners are only called in to see patients with complicated or advanced conditions. The practice is now in its fifth year of operation.

Recently, a multilateral donor established a systems strengthening fund for private health practices and advertised for applications from eligible private health practices. A total of 100 private health practices submitted applications for funding. Of these, only 20 applicants passed the first screening. LuKiMa Outpatient Center was among them. 
In order to determine the winning proposals, the multilateral donor hired a consultant to conduct a systems assessment of all the shortlisted applicants and make recommendations on their suitability to receive funding. The following excerpt from the consultant’s report relates to LuKiMa Outpatient Center:
1. LuKiMa Outpatient Center is owned by a team of three highly experienced medical doctors and has been in operation for the last five years. However, the doctors are not involved in the day-to-day management of the practice, but only come in as consultants on an as needed basis. They have employed four younger doctors, three nurses, an accountant, an administrator, two receptionists, two lab technicians, a messenger-cum-cleaner and three watchmen.
2. The practice has a current account with a multinational bank with branches across Kenya. All three partners are signatories to this account, but the account operating mandate is “anyone to sign.”
3. All payments to suppliers and other creditors are made in cash. The practice operates a petty cash system with a weekly float of Ksh. 100,000. This float is kept in a lockable drawer under the accountant’s desk. At the end of every week, the accountant performs a cash count on the petty cash and writes a “top up” check, which he presents to any of the three partners to sign. Once signed, the accountant proceeds to draw cash from a nearby branch. This practice has generally increased bank charges over time. 
4. The doctors employed at the practice are paid in cash at the end of their daily shift. There are no standard payment vouchers. Instead, the accountant has improvised loose paper forms that capture the payee’s name, date, amount and a place for signature. In some cases, the accountant has had to sign for the doctors since he claims the doctors leave in a hurry and find it cumbersome to sign daily. 
5. Three weeks ago, about Ksh. 50,000 disappeared from the accountant’s drawer. No trace of this amount has been made to date.
6. LuKiMa Outpatient Center has fitted its facility with four floodlights, which act as security lights. These are fitted to the outside of the facility. For six months now, these lights have not gone off during the day. This is blamed on an electrical fault that has not been rectified by KPLC. This incidence has pushed up the lighting bill to Ksh. 60,000 a month. Previously, the practice paid Ksh. 35,000 for monthly lighting.
7. Most payments to suppliers are supported by quotations. However, there are no invoices or receipts to authenticate these payments. 
8. The practice does not have a financial policy in place. As such, cash and other asset management policies and procedures are not articulated. 
9. Likewise, there is no stores ledger. Orders are made for the supply of several items when, in fact, these items are in the store. For instance, at the time of this assessment, an order for the supply of 30 special cartridges had been made and payment done in full when the practice had already purchased 40 of these cartridges the previous month. It is indicated that 10 of these were utilized, but the accountant, who also doubles up as the stores controller, cannot account for the rest.
10. Patient records are manual. When patients walk in and come to the reception desk, the receptionist gives them a form to fill out. This form has a section for the patient identification details, as well as classification data and a place for the doctor to fill. 
11. Once the patient has completed the form, it is taken to the doctor.  After seeing the patient, the doctor hands in the form to the accounts department, which then bills the patient. 
12. If the patient has to undergo laboratory tests, billing is done after the tests have been done and the doctor has seen the lab results and given the prescription. However, the patient pays before collecting medicines from the hospital pharmacy. The forms are then filed by end of day and archived in the records office. 
13. The accountant complained that there were several cases when patients left without paying, particularly when lab results took a longer period of time. 
14. There are also cases when patients walked into the laboratory without filling the forms at the reception. This is usually by arrangement with the lab technicians, who are secretly paid by the patients, thus denying the hospital money for these services.
15. Some crafty patients take advantage of the system and sneak out after getting the prescriptions from the doctor. In such cases, they do not pay the consultation and registration fees.
16. There are several cases where suppliers have been paid twice for the same transaction. This is because the quotations used for payment are not stamped “PAID” once they have been dispensed with. Unscrupulous suppliers connive with staff to re-lodge the quotations for payment. 
17. Quantitatively, LuKiMa has lost Ksh. 1,000,000 over the last three months in such circumstances.

Question:
1. Based on the consultant’s report, what are the main sources of costs that LuKiMa Outpatient Center needs to control?

Individual Assessment
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	Instructions:   As each item on the list is discussed, please put a star next to the reasons that are true for your practice.


____1.   Inadequate Internal Controls Process

Internal controls are defined as a process designed to discourage fraud, safeguard company resources, and ensure compliance with laws and regulations. Internal controls are only effective if they are determined by the specific needs of the medical office, implemented, monitored, and measured to make sure they are functioning as planned. 

A medical office must take a proactive approach to prevent and detect employee misconduct by having a policy in place regarding internal controls. Prevention and detection play a very important role in any internal control process by minimizing a certain level of risk.
____    2.   Failure to Collect Upfront Payments

Requesting money from a sick patient may seem insensitive to some people. However, it must be understood that provision of health care costs money. Although it may be a sensitive topic, collecting upfront payment from your patients is a necessary aspect that needs to be addressed. 

For your medical facility to continue its ability to offer quality health care, there must be a process in place to collect fees, deductibles, co-payments, and co-insurance. One part of that process may include collecting payment prior to services being rendered. Patient responsibility makes up a substantial percentage of the revenue collected by the private providers and should not be taken for granted.

____3.  Insufficient or Lack of Appropriate Documentation

Documentation is not just the practice of writing or documenting actions, but also keeping copies of all financial records such as invoices and payment remittances. Every financial transaction should have a paper trail. 

Employees should be made aware to never perform a transaction based on a verbal request. Valid documentation includes official medical office forms, letterhead or invoices and should be authorized by signature, when necessary. 
All payments should be accompanied by a receipt, as should refunds, money transfers or payment postings. An accounts receivable ledger (or debtors’ book) should be kept current, with each posting signed by either the client (if they owe money) or the appropriate staff person (if money is received.) Cash box reconciliation should also be documented at the beginning and end of each shift.

____4.   Missed Charges on Patient Account

Missed charges could be adding up to a substantial percentage of lost revenue. It can range from 5% to 30% or even more. Missed charges does not only present missed opportunities to collect revenue but also means missed tracking of supplies, labor or resources. 

On-going chart audits are one way to reduce missed charges. Many health practices do not perform on-going audits because it is a manual time-consuming process. Audits require someone to compare the services and supplies that were charged on the invoice or claim to the information that was documented on the patient’s chart. Another suggestion is to develop a process for entering charges to the patient account. When processes are performed consistently and repetitively, there are fewer chances for mistakes to be made.
____5.   Outdated Fee Schedule

An outdated fee schedule from the insurance companies could mean that your medical office is not collecting revenue to its fullest potential. It could also mean that if the self-pay fee schedule is outdated, it does not adequately cover costs that may have increased.
A simple way to determine if your fee schedule needs updating is to ask insurance companies for the latest fee schedule, ensure from your cost management audit that costs are being adequately covered, and compare your prices to your competitors. 

____6. Gaps in the Schedule Due to Missed Appointments 

When a patient fails to show up or cancels an appointment at the last minute, this results in lost revenue for the medical office. When patients don’t give notice, their appointment time is now a vacant slot in which no revenue is being generated, unless walk-ins fill the gap. Gaps in the schedule should be minimized. 

There are two ways to prevent missed appointments.

a. Reminder calls to patients 24 – 48 hour prior to their scheduled appointment time. 
b. Billing patients a no-show fee for missed appointments. No show fees will not only make up for some of the lost revenue, but also teach your patients to give notice if they are going to cancel their appointment. This also allows for the opportunity to reschedule the appointment while the patient is on the phone.  
____7.   Lack of Appeals for Denied Claims
The reason a claim has been denied is important when deciding to file an appeal. If you believe the insurance company wrongfully denied your claim then you should definitely make an attempt to appeal their decision. 
One popular denial that can be easily appealed is for no prior authorization. Many times authorization has been received for the patient’s treatment but was left off of the claim form. You may be able to correct this denial with a simple phone call, re-file the insurance claim, or submit an appeal letter.
____8. Unauthorized Procedures and Services Performed

Denied claims due to unauthorized patient procedures or services can be a major loss in revenue that should not be taken lightly. Although most medical offices are moving closer to 100% verification for patient services, there is still no guarantee that every account will make it through the insurance company claims department stamped paid. 

It only takes a little extra effort on the part of the medical office to guarantee that the necessary steps have been taken to avoid lost revenue due to lack of prior authorization.

____9.   Outdated Managed Care Contracts 

An assessment of insurance payer contracts (also known as managed care contracts) gives the medical office the opportunity to determine whether the provider agreement is fair, adequately covers costs, and/or is competitive and up-to-date. 

A thorough analysis of your managed care contracts includes the review of contract terms, billing guidelines, payment agreements and other pertinent contract provisions. Negotiating managed care contracts requires comprehensive knowledge of the contracting process. This generally includes reimbursement rates, effective and termination dates, claim filing guidelines, payment terms and other contract provisions.

____10.   Inaccurate or Incomplete Coding

Coding claims accurately lets the insurance payer know the symptoms, illness or injury of the patient and the method of treatment performed by the physician. Coding mistakes occur when the claim is submitted to the insurance company with the wrong diagnosis or procedure code on the claim. Inaccurate coding can lead to many negative outcomes.

It is imperative that the medical office develops a compliance system that prevents coding mistakes.

Recognizing What You Can Change
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	Instructions:   Please review the reasons that you starred as being relevant to your practice.




1.
What are the top three reasons?

2.
Of these reasons, which are under your control?

3.
Which of the reasons could you take action to immediately address?

4.
What could you do?
Steps for Effective Payments and Collections Management

1.  
Develop an upfront payments and collections policy.

2.  
Train staff.

3.  
Educate patients about their financial responsibilities.

4.  
Offer financial assistance.

5.  
Manage insurance claims.

Analyzing Upfront Payments and Collection Policies- Example A
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	Instructions:   Working with your new group, please read the Maternal and Pediatric Health Care Clinic payment policy below. Then post your group’s answers to these two questions on a flip chart:

1.
What do you like about the policy?
2.
What is missing from the policy?



The Maternal and Pediatric Health Care Clinic is committed to providing you with the top-tier medical care. If you have medical insurance we are eager to help you receive your maximum allowable benefits. In order to achieve these goals, we need your assistance in understanding our payment policy.  

1. Contracted Insurance: All contracted insurance companies are billed directly. Any remaining balance for non-covered benefits and deductibles are your responsibility. Payment is due within 30 days from date of your statement. 

2. Co-Pays: All co-payments are to be paid at the time of service. 

3. Non-Contracted Insurance: If your insurance company is not contracted with our Clinic all charges are considered patient responsibility. 
4. Method of Payment: We accept cash, checks, VISA, and MasterCard 
5. Payment Arrangements: We understand that there may be times when financial difficulties come upon us without warning. Under special circumstances, payment arrangements may be made. Accounts on a payment plan are required to make payment each month. Missed payments could result in collection efforts and bad credit ratings. 

Our patients matter.
If you have questions, please call us.
Analyzing Upfront Payments and Collection Policies- Example B
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	Instructions: Now please read the ABC Pediatrics payment policy on this and the following page. Then post your group’s answers to these two questions on a flip chart:

1.
What do you like about the policy?
2.
What is missing from the policy?



ABC Pediatrics Payment Policy
We are doing everything possible to hold down the cost of medical care. You can help a great deal by reducing the number of bills we send to you. The following is a summary of our payment policy.

ALL PAYMENT IS EXPECTED AT THE TIME OF SERVICE

Payment is required at the time services are rendered unless other arrangements have been made in advance. This includes applicable coinsurance and copayments for participating insurance companies. We accept cash, personal checks (local only), VISA, and MasterCard. There is a service charge for returned checks.

Patients with an outstanding balance 60 days or more overdue must make arrangements for payment prior to scheduling appointments. 

INSURANCE:

We bill participating insurance companies as a courtesy to you. You are expected to pay your deductible and copayments at the time of service. If we have not received payment from your insurance company within 45 days of the date of service, you may be expected to pay the balance in full. 
We do not bill secondary insurance companies.

Your receipt includes all information necessary for submitting claims to your insurance company.

MISSED APPOINTMENTS/LATE CANCELLATIONS:

Missed appointments represent a cost to us, to you and to other patients who could have been seen in the time set aside for you. Cancellations are requested 24 hours prior to the appointment. We reserve the right to charge for missed appointments or for cancellations within 24 hours of the appointment.. Excessive abuse of scheduled appointments may result in discharge from the practice.

I have read and understand the ABC Pediatrics Payment Policy. I agree to assign insurance benefits to the ABC Pediatrics Practice whenever necessary. I also agree that if it becomes necessary to forward my account to a collection agency, in addition to the amount owed, I will be responsible for the fee charged by the collection agency for costs of collections.

Signature of insured or authorized representative: _________________________

Date: _________________________

Upfront Payment Policy Components
An effective payment policy should clearly explain:

· When payment is due (e.g., usually the date of service, unless other arrangements have been made in advance).

· Who is responsible for payment (e.g., self-pay patients are responsible for the entire amount of the bill; patients in health plans are responsible for any amounts not covered by their insurance).

· How co-pays and deductibles will be handled (e.g., co-pays are collected at each visit without exception).

· What forms of payment your practice accepts (e.g., personal checks, debit cards, credit cards).

· What happens if nonpayment occurs (e.g., you enlist a collection agency’s help after three months of nonpayment).
· What happens if appointments are missed or cancelled late (e.g., patients are charged).
· How an inability to pay for service can be handled (e.g., pay something or arrange a payment plan).

Training Your Staff
Once you have a sound upfront payment and collections policy, the next step is to train your medical office staff on the proper techniques of collecting payment from your patients. Make sure they understand the importance of collecting revenue. Health care costs are expensive and ever rising. In order to stay open for business, efforts must be made to collect revenue from the insurance companies and patients in a timely manner. Requiring payment to be paid at the time services are rendered lowers bad debt and keeps costs down for everyone, especially the patients.

What are the dos and don’ts that you want your staff to know about when it comes to the proper techniques for collecting payment from your patients?
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	Instructions:   Working with your table group, please come up with a two- minute skit that demonstrates in a humorous way what you do and do not want your staff to do or say in collection situations. Your group will have 10 minutes to come up with your skit, after which you will perform it in front of the large group.



Educating Your Patients about Their Financial Responsibility
The third step in effective payment and collections management is to educate your patients about their financial responsibilities. Except in emergency or special situations, patients should know that they are expected to pay their portion of the bill at the time services are rendered. If you do offer credit, it should be well documented with the patient’s signature, and monitored closely to ensure collection in a timely manner.
We have discussed the importance of having a clear upfront payments and collections policy that your patients read and sign to indicate their awareness and acceptance of your terms.

On the following page, you will see a Sample Payment Policy you may want to adapt for your own practice.  After reading it, please answer these questions:

1. What changes would you make to adapt this policy to your practice?

2. How would you be sure that your patients know and understand the policy?
Sample Payment Policy
Thank you for choosing us as your primary care provider. We are committed to providing you with quality and affordable health care. Because some of our patients have had questions regarding patient and insurance responsibility for services rendered, we have been advised to develop this payment policy. Please read it, ask us any questions you may have, and sign in the space provided. A copy will be provided to you upon request.

1.  
Insurance. We participate in many insurance plans. If you are not insured by a plan we do business with, payment in full is expected at each visit. If you are insured by a plan we do business with but don’t have an up-to-date insurance card, payment in full for each visit is required until we can verify your coverage. Knowing your insurance benefits is your responsibility. Please contact your insurance company with any questions you may have regarding your coverage.
2.  
Co-payments and deductibles. All co-payments and deductibles must be paid at the time of service. This arrangement is part of your contract with your insurance company. Failure on our part to collect co-payments and deductibles from patients can be considered fraud. Please help us in upholding the law by paying your co-payment at each visit.

3.  
Non-covered services. Please be aware that some – and perhaps all – of the services you receive may not be covered or may not be considered reasonable or necessary by insurers. You must pay for these services in full at the time of visit.

4.  
Proof of insurance. All patients must complete our patient information form before being seen by medical staff. We must obtain a copy of your identification and current valid insurance. If you fail to provide us with the correct insurance information in a timely manner, you may be responsible for the balance of a claim.

5.  
Claims submission. We will submit your claims and assist you in any way we reasonably can to help get your claims paid. Your insurance company may need you to supply certain information directly. It is your responsibility to comply with their request. Please be aware that the balance of your claim is your responsibility. If your insurance company does not pay your claim in 45 days, the balance will automatically be billed to you. Your insurance benefit is a contract between you and your insurance company; we are not party to that contract.

6.  
Coverage changes. If your insurance changes, please notify us before your next visit so we can make the appropriate changes to help you receive your maximum benefits. 
7.  
Nonpayment. If your account is over 90 days past due, you will receive a letter stating that you have 20 days to pay your account in full. Partial payments will not be accepted unless otherwise negotiated. Please be aware that if a balance remains unpaid, we may refer your account to a collection agency and you and your immediate family members may be discharged from this practice. If this is to occur, you will be notified that you have 30 days to find alternative medical care. During that 30-day period, our physician will only be able to treat you on an emergency basis.

8.  
Missed appointments. Our policy is to charge for missed appointments not canceled within a reasonable amount of time. These charges will be your responsibility and billed directly to you. Please help us to serve you better by keeping your scheduled appointment.

Our practice is committed to providing the best treatment to our patients. Our prices are representative of the usual and customary charges for our area.

Thank you for understanding our payment policy. Please let us know if you have any questions or concerns.

I have read and understand the payment policy and agree to abide by its guidelines:

____________________________________________ ______________________

Signature of patient or responsible party



Date

Reception Room Notification

What kind of notice will you hang in your reception area to educate patients regarding the key terms of your payments and collections policy?
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	Instructions:   Working independently, you will have 5 minutes to create your notice on a blank piece of paper and tape it on the wall.

Once all of the notices have been taped on the wall, walk around to read them. If you discover something you like that you did not include in your notice, add it to yours.



Offering Financial Assistance to Needy Patients
The fourth step in effective payment and collections management is to have a financial assistance program in place for your patients who urgently need care but do not have resources to pay, as well as for your uninsured or underinsured patients. This will allow your facility to offer health care to patients that cannot afford to pay the total expense out of pocket. However, you should consider requesting a deposit or good faith payment.
It is also important to monitor any credit that is given and ensure that payments are collected in a timely manner, so that your cash flow is not negatively affected.  Accounts receivables should be tracked according to the number of days they are past due (also called aging of receivables), and appropriate action taken (either by outsourcing collection or writing off the accounts as uncollectible). 
	[image: image10.wmf]
	Instructions:   As a large group, please brainstorm responses to the two question below:


Question #1:  How can a medical practice offer financial assistance to needy 

patients?
Question #2:  How could these financial assistance options be designed and 

implemented so they do not have a negative impact on 

the medical practice’s profitability?

Collecting Payment from Insurance

The fifth and last step in effective payment and collections management is to collect payments from insurance. 

The claims management process is the medical practice’s internal workflow for preparing, submitting and collecting claims. The claims management process begins at the front desk when staff collects the necessary patient and health insurance information. The process ends only when the medical practice receives the appropriate payment for the service rendered. 

The claims management process involves every member of the medical practice team: registration staff, coding staff, billing and collection staff, clinical staff and physicians. The benefits medical practices can experience with a successfully implemented claims management process include: 

· Increased staff efficiency 

· Streamlined claims billing processes 

· Increased number of clean claims submitted 

· Reduced number of claims denied 

· Timely and accurate payment from the health insurer 

Medical practices often greatly underestimate the financial impact of an efficient claims management process. An efficient process will significantly reduce the medical practice’s administrative costs—including time-consuming administrative efforts like investigating and appealing claims that health insurers have denied.
More importantly, having an efficient claims management process will alleviate the negative effect on physician-patient relationships that can be caused by delayed or inappropriate health insurer payments—especially when patients receive a notice of inappropriate balances due on the health insurers’ explanation of benefits.
Sample Medical Practice Claims Management Revenue Cycle
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	Instructions:   Please review this flow chart and be prepared to discuss your answers to these two questions:

1.    Where does your practice struggle the most in this cycle?

2.    What can you do to make your claims management process 

        more effective? 

	
	[image: image16.emf]
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Steps in the Medical Practice Claims Management Revenue Cycle
Registration

1.   
Pre-registration.  The registration staff (receptionist) should collect the patient’s demographic information and health insurance information and accurately enter it into the practice management database.

2.   
Health insurer benefit verification.  The registration staff should confirm the patient’s benefits, applicable deductibles and/or co-payments by calling the health insurer or through online verification.
3.   
Patient check-in.  The registration staff should make a copy of the patient’s health insurance card to obtain his or her health insurance information. Registration staff can enter this information into the health insurer reference log and health insurer follow-up log for future reference. 

The registration staff should also verify whether a returning or established patient has had any change in his or her health insurance information. The registration staff should also give the patient a copy of the medical practice’s payment policy during check-in.

Clinical Documentation

4.   
Documentation of services provided.  The treating physician and/or clinical staff should document the patient’s history, symptoms, diagnosis and treatment plan- including appropriate tests that may be ordered- in the medical record.

5.   
Assignment of codes.  The treating physician and/or clinical staff should assign the appropriate International Classification of Disease-9th Edition-Clinical Modification (ICD-9-CM) code(s) and CPT code(s), document these codes in the medical record, and record code information in all relevant ledgers.
Checkout

6.   
Patient checkout.   The registration staff should collect the patient’s balance (e.g., deductible, co-payment) and schedule the next appointment.

Coding

7.    
Code verification and review.  The professional responsible for checking coding should verify and review the codes the physician and/or other clinical staff provide, based on the documentation in the medical record.

8.   
Pre-authorization, pre-certification, or pre-determination, as needed.  The coding professional should contact the health insurer for pre-authorization, pre-certification or pre-determination of the patient’s benefit coverage prior to a procedure or service; the health insurer may require this step. The coding professional should document the health insurer’s authorization number and supporting documentation and forward this information to the staff responsible for billing.

Billing

9.   
Claim generation.  The billing staff should enter the codes and fees accurately- as they appear on the medical practice’s ledger or patient’s medical record- and then generate a paper or electronic claim.

10.  

Claim review.  The billing staff should review each claim for completeness and accuracy before submitting it to the health insurer.

Health Insurer

11.  
Claims processing, adjudication and payment.  The health insurer should process the claim and, if they approve it, route a payment to the medical practice along with a copy of the Explanation of Benefits. The health insurer should route the original Explanation of Benefits to the patient.

Collections

12.   
Collections/claim follow-up.  The collections staff should follow up with the health insurer after submitting the claim to verify that the health insurer received the claim and ensure that they are processing it.

13.   
Posting of the health insurer payment.  The collections staff should verify the payment and post the appropriate entries to the accounting records. 
14.   
Claim appeal.  If the collections staff deems the payment inappropriate, they should investigate why the health insurer did not pay the claim appropriately and determine whether they should appeal it.
Case: Takala Nursing Home Ltd.
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	Instructions:   Working with your table group, please review the case information and answer the questions that follow it.


Takala Nursing Home Ltd.
Takala Nursing Home (TNH) was established about 15 years ago by Dr. John Egesa, a pediatrician. The practice is located along the Kisumu-Kampala highway in Busia County and serves as a general hospital that caters to patients with all illnesses. 
The practice has separate male, female and children wards, a mortuary wing, an outpatient center, a laundry unit, a kitchen and an administration block. During its early years of operation, TNH was hailed as the hospital of choice for many residents of Busia County, with patients coming from as far away as Port Victoria, Kampala and Kisumu. 
At that time, Dr. John Egesa was personally involved in the management of the affairs of the hospital. He also served as the Busia District Medical Officer (DMO). During that time, he spent 90% of his time at TNH setting up systems and supervising staff. This was not to last forever. 
Senior officers at the ministry of health soon learned of this and made a decision to transfer Dr. John Egesa to Turkana County as the DMO. Turkana is several hundreds of kilometers from Busia. This transfer came as a shock to him. His private practice was just beginning to pick up and he had incurred huge bank loans in set up costs that he had to service. The shock was so much that, when he received the transfer letter, he actually fainted from high blood pressure. He was hospitalized for two weeks and upon his recovery, he continued on 30 days annual leave. 
He used his leave days to recruit and train an accountant, administrators, nurses and other staff. Having been the Busia DMO, he had a good working relationship with most doctors at the district and other hospitals. He signed contracts with some of these doctors, who were to provide services at the TNH on locum basis.  He also took time to put in place internal controls that ensured success of the TNH since this was a lifetime investment. With only 6 years left to his retirement, he saw the TNH as his retirement home. 
Satisfied that everything was in order, he proceeded to take up his new post as the Turkana DMO. Things were different here. The Rift Valley Provincial Medical Officer (PMO) was under instructions from the ministry of health headquarters to ensure that Dr. Egesa was fully engaged in order to assure his full time commitment to the delivery of government health services. The PMO delegated most of his responsibilities to Dr. Egesa, which greatly affected his availability to oversee his private practice. He relied on telephone conversations with the accountant and the administrator to make decisions and give guidance. 
Monitoring finances also became difficult, since TNH bankers have no branch in Turkana. The nearest branch was in Nakuru and it took over a day to travel from Turkana to Nakuru, given the road network. This meant that he could not review daily banking and could, therefore, not control payments effectively.
There were many instances when Dr. Egesa would issue checks and the bank would return them unpaid on grounds of lack of funds in the account. The situation deteriorated. TNH bankers frequently wrote Dr. Egesa to pay on the loans he had acquired in setting up the practice, since he had not been meeting the monthly loan repayment installments. 
Suppliers had cut down on medical supplies to the TNH, since their accounts with TNH had remained outstanding for longer than their credit policies could allow. At one point, Dr. Egesa contemplated resigning from government employment so that he could go back and take charge of his private practice. But such a move would see him lose all his retirement benefits, particularly since he had such a few years before retirement. He hoped and prayed that the situation at TNH would improve.
However, these hopes and prayers were not heard by the accountant and the administrator, who continued with their grand scheme to enrich themselves. This scheme is described below:
For outpatients:

1. For every 10 patients who came to TNH, only 5 would be registered using the TNH forms and would therefore appear in the official register of the hospital. The rest would be registered on forms designed and printed by them to the same specifications as those of TNH. This meant that only collections from 5 in every 10 patients relating to registration fee were banked in the TNH account. The rest was theirs to share. 
2. The accountant and the administrator had also printed their own receipt booklets that bore the official logo of TNH. Again for every 10 patients, only 5 were issued with TNH receipts following payment for the services rendered. 
3. The administrator would always ensure that clinical documents relating to the 5 out of every 10 patients were either destroyed or kept in a secret place so that they could not be traced. This was the case for outpatients. 
For inpatients:

1. The accountant and the administrator had a different scheme. The TNH policy was that inpatient children paid a daily fee equivalent to half that of an adult male or female. So the accountant and administrator always altered the admission details of adults in the computer to reflect them as children so that half of their payment would not reflect in the TNH collections. Instead, it will be pocketed by the accountant and administrator. 
2. As for the male or female inpatients whose details were properly captured as children, the accountant and the administrator always found a way to manipulate their bills. Although they would charge the patient for all procedures, they would leave half of the procedures off the final bill that was entered into the computer. This way, the accountant and administrator could pocket half of each patient’s billing.

3. There were many situations where patients were reported to have escaped from their hospital beds without paying their bills. Once a patient was discharged by the doctor, the TNH security personnel charged the patient’s kin a fee to let them sneak the patient out of the hospital. There were even cases when the discharged patients sneaked out while still in hospital uniforms. 
4. The accountant was in charge of completing and lodging health insurance claims. Patients, who did not want their medical insurance limits depleted before the end of the year, would approach him about omitting some costly procedures from the billing so that the insurance claim could be lower. In return, they give the accountant some cash. The accountant gladly accepted such arrangements, since he believed in the old saying that man eateth where he worketh!
5. Until four years ago, the TNH mortuary was always full. It was very clean, with unrivaled embalming facilities and ambience. The mortuary attendants were always very professional in dealing with clients and collections from the mortuary accounted for almost 30% of the TNH revenue. 

6. Since three of the mortuary staff were poached by a large private referral hospital in Kisumu, services have deteriorated. Today, anyone who took a dead body to TNH mortuary was in for a rude shock. Procedures had greatly changed. There was now a register at the entrance into the mortuary where the name of the deceased had to be filled in. No details were taken to identify whoever had taken the body to the mortuary or the origin of the deceased. 
7. Payments comprising storage and body treatment fee were supposed to be made at the time of collecting the body. There were now so many uncollected bodies at the TNH mortuary that the hospital management did not know where to take them in order to free up space. 
8. Recently, 5 bodies were released free of charge from the mortuary because the owners did not have the money to pay. There were also cases where people collected bodies that were not theirs, thus exposing TNH to several legal suits. 

Five months ago, TNH’s bankers sought a court order to manage the affairs of TNH in order to recover their debt. The court granted the order by putting TNH under receivership. The bank has already appointed a receiver manager, who has sent the accountant and administrator on compulsory leave in order to investigate the mess at the hospital and determine the best way forward.
On the day the court granted the order, Dr. Egesa fainted thrice. Last week, we was admitted at the Nakuru Provincial Hospital with heart attack. His plans for a happy retirement are turning into a painful pipe dream!
Questions:
1. Which steps in the medical practice claims management review cycle were manipulated by the accountant and administrator? Refer to the steps listed on pages 29 and 30.
2. What actions should the receiver manager take to ensure that such manipulation does not occur in the future?
The Next Step
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	Instructions:   Now that we have emphasized that effective payment and collections management is essential you need to seriously examine and implement the five steps we’ve discussed so that your practice collects all the money it earns:

	
	


1.
Ensure that your payments and collections policy includes all essential information.

2.  
Talk with your staff to reinforce the importance of upfront collections and explain how to implement the payment and collections policy in a respectful yet firm manner.

3. 
Make certain that all of your patients understand their financial responsibility. Have them read, sign and date a copy of your payments and collections policy, as well as the debtors’ book should they owe money. 

Make sure that there are notices placed in the reception area that emphasize the key points of the policy.
4. 
If you do not have a financial assistance program at this time, review the various options we discussed and consider developing and implementing a policy appropriate to your practice and your market segment.

5. 
Ensure that there is careful scrutiny of any information that will be 

submitted in a claim to a health insurer- and make sure to follow up with the 

health insurer about receipt, processing  and payment of a claim.
My Key Takeaway
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	Instructions:   Please stand up when you have completed this sentence: 
My key takeaway from this session is:


Evaluation Sheet
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	Instructions:  Please answer the questions below as completely and constructively as possible. Thank you! 





Strongly
   Neither
Strongly




  Agree
Agree nor
Disagree

This training:



   Disagree
covered the content as advertised
5        
4        
3         
 2       
1

was logical and effective  
5        
4        
3         
 2       
1

provided information I can apply in my work
5        
4        
3         
 2       
1 included useful handouts for future reference
5        
4        
3         
 2       
1

The facilitator:

was knowledgeable
5        
4        
3         
 2       
1

was effective
5        
4        
3         
 2       
1

stayed on topic and on time
5        
4        
3         
 2       
1

As a result of this workshop, I am better able to:

discuss why private medical practices lose money;
5
4        
3         
 2       
1
identify the steps involved in effectively managing

payments and collections;
5
4        
3         
 2       
1
determine the key components of an upfront

payment and collections policy;
5        
4        
3         
 2       
1
explain the staff training necessary to implement

the policy; 
5
4        
3         
 2       
1
propose how to educate patients regarding their

financial responsibilities;
5        
4        
3         
 2       
1
assess the value of a financial assistance program; 
5
4        
3         
 2       
1
review how well we handle the steps involved in 

managing insurance claims;
5        
4        
3         
 2       
1
propose how to handle payments and collections

issues.
5        
4        
3         
 2       
1




Excellent
Average

Poor

Overall, I would rate this training:
5        
4        
3         
 2       
1

I would recommend this training to a colleague:
___
Yes          ___  No

Personal Significance of Workshop:

Of the ideas or techniques covered, I think that these will be of most use to me:


Recommendations for Improving the Training:

Additional Comments:

DISCLAIMER

The author’s views expressed in this publication do not necessarily reflect the views of the United States Agency for International Development or the United States government.
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