
Researchers question
the message in IOM’s
medical errors report
Many HIM professionals still seeing cultural changes

Amessage issued by the Institute of Medicine
(IOM) of the National Academies in Washington,
DC, last November was “hot and shrill,” oppo-

nents of the report say, such as the American Hospital
Association (AHA) in Chicago. “It shouts about death
and disability in U.S. hospitals: ‘Preventable adverse
events are a leading cause of death,’ and ‘at least 44,000,
and perhaps as many as 98,000, Americans die in hospi-
tals each year as a result of medical errors.’”

The report gained national media attention, and
Congress began hearings. Organizations such as the
AHA quickly announced campaigns to try to reduce
medical errors. Software companies publicized products
that could help with the effort.

But was the study flawed? Researchers from the
Indiana University School of Medicine in Indianapolis
said that is a possibility.

“The unstated corollary — reinforced [in the report]
by the death rate from motor vehicle collisions juxta-
posed with the death rate from adverse events — is that
eliminating preventable adverse events also will elimi-
nate the deaths,” the researchers wrote. Their article was
published in the July issue of the Journal of the American
Medical Association (JAMA).

“Unlike most people who step into motor vehicles,
most patients admitted to hospitals have high disease
burdens and high death risks even before they enter the
hospital,” the researchers said. “Although some hospi-
tal deaths are preventable, most will occur no matter
how many ‘accidents’ we avoid. Of course, medical
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errors are never excusable, but the baseline
death risk has to be known and factored out
before drawing conclusions about the real
effect of adverse reactions on death rates,
preventable or otherwise.”

The studies discussed also were observa-
tional and not designed to describe causal rela-
tionships, according to the report.

Some health information management (HIM)
professionals say they were surprised by the
numbers listed in the report.

“I first wondered about the [institute’s] defi-
nition of medical error and if the person who
did the statistics had an agenda,” says Gwen
Hughes, RHIA, a practice manager for the
American Health Information Management
Association (AHIMA) in Chicago. “[In my
experience], I’ve generally observed that physi-
cians practice good medicine.”

In a rebuttal to the Indiana researchers, one
health care professional argues that the IOM
report is actually on target. “Three reasons sug-
gest that the IOM report did not exaggerate the
extent of medical injury and death,” wrote
Lucian L. Leape, MD, in the same issue of
JAMA. Leape is an adjunct professor of health
policy in the Harvard School of Public Health
in Boston.

First, despite the limits of record reviews, it
is unlikely the reviewers found adverse events
that did not exist, Leape said. Second, neither
of the large studies examined the extent of
injuries that occur outside of the hospital.
Finally, when prospective detailed studies are
performed, error and injury rates are almost
invariably much higher than indicated by the
large record-review studies.

Although the debate over the IOM study
may continue, no one can argue that it will
have long-term effects on health care. “[The
report’s] long-term impact will result from the
validity of its message that errors can be pre-
vented by redesigning medical work,” Leape
wrote.

“Some of the impacts of the study might be
a change in facilities’ cultures so that reducing
medical errors is more of a focus,” Hughes
says.

Performance improvement plans may be
reprioritized to focus on falls, medication errors,
and incident reports. Hospitals also may spend
more money on the development and imple-
mentation of systems to manage errors, such as
computer systems and alerts, she adds. ■
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HIM pros can take the
lead in reducing errors
Projects would highlight HIM skills

Even if a 1999 government report by the
Institute of Medicine in Washington, DC,

exaggerated the prevalence of medical errors,
health information management (HIM) profes-
sionals would be wise to set error-reducing
systems in place, says Gwen Hughes, RHIA,
practice manager for the American Health
Information Management Association (AHIMA)
in Chicago. (For more information about the
controversy over the report, see cover story.)

One step Hughes recommends HIM profes-
sionals take to reduce medical errors is to estab-
lish an interdisciplinary task force and charge it
with reducing medical errors by 10% a year over
five years.

Members of that team might include represen-
tative from these areas:

• nursing;
• the medical staff;
• lab and radiology;

• high-risk areas such as the emergency room
or operating room;

• quality assurance and HIM departments
since they have to get the data and manipulate it.

“The team might be the quality performance
improvement team or a subset of that team,” she
explains.

Hughes says she would ask the facilitator of
the group to do a literature search then create a
list of potential risk factors that he or she wants
to assess and determine how the facility mea-
sures up against those risk factors. (For a list
of risk indicators in documentation, see story,
below.)

Next, the facilitator should identify high-vol-
ume, high-risk, and problem-prone areas, and pri-
oritize them. “Consider those risk areas where you
have the potential to make the largest improve-
ments the fastest,” Hughes says. “At least tackle
those the first year.”

The facilitator should use the myriad quality
improvement and performance improvement
tools available to develop an action plan, she con-
tinues. Staff would need to be educated about the
plan before it was implemented.

If administration is not doing anything about
medical errors, the HIM professional should take
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Prevent errors with
accurate documentation
Look for these risk indicators in your records

One way health information management
(HIM) professionals can reduce medical

errors is by ensuring that documentation is
timely and accurate.

“HIM professionals have the expertise to
redesign flawed record methodologies,” wrote
Sandra K. Johnson, RN, ARM, FASHRM, and
Fay A. Rozovsky, JD, MPH, in an article in the
July/August 2000 issue of the Journal of Ameri-
can Health Information Management Association
(AHIMA) in Chicago.

“They also have the opportunity to monitor
for system failure,” they state.

HIM professionals need to be able to identify
potential and risk-prone practices in their doc-
umentation, the authors said. Here are some
red flags:

• nonchronological order entries;

• inexplicable gaps in order entries;
• late or incomplete entries;
• self-serving entries;
• secondhand entries based on observations

or treatments provided by other health care
personnel;

• illegible handwritten orders;
• obliterated entries or missing pages;
• inconsistent information about blood type;
• inconsistent documentation of “right” side

or “left” side surgery site;
• incomplete consent documentation;
• improper error correction;
• noncompliance with state or federal docu-

mentation requirements;
• inconsistent abbreviation.
The article also gives five strategies for trans-

forming medical documentation into an error
prevention tool.

[For the full text of the article or for more infor-
mation about reducing medical errors through
timely and accurate documentation, call AHIMA
at (312) 233-1100.] ■



the lead, Hugh advises. “Go to administration
and say, ‘There is a report. We know we have
been following these things all along, but perhaps
we should make this a formal focus so it becomes
a priority for us.’”

Many HIM personnel, particularly those who
are skilled project managers or quality improve-
ment people, would be good to facilitate or man-
age the project, Hughes says.

“We’re good at designing the tools to do qual-
ity improvement. We’re good at pulling, collect-
ing, and providing the data. We’re good at
explaining the findings and developing action
plans and developing programs and tools to edu-
cate staff. And a lot of us are good at teaching the
staff, too,” she adds.

Get other systems in place

Other steps HIM professionals can take to
reduce medical errors, Hughes says, include the
following:

• Ensure that when handwriting is not legible,
there are transcription or voice recognition sys-
tems in place that are timely.

• Ensure that transcription turnaround and
charting of loose reports are completed in less
than 24 hours.

• Ensure that loose report filing turnaround
takes less than 24 hours if these functions aren’t
automated.

• Ensure, particularly in ambulatory care, that
charts are available to the health care providers
when the patients present for care.

• Have some kind of computer system avail-
able where staff can pull up lab tests, X-rays, and
recent progress notes when getting the paper
record to appointments is a problem.

• Assure that records are organized and infor-
mation is easy to locate.

• Facilitate policies that give patients access
to their records and the ability to make amend-
ments or corrections to them, even in the states
where they don’t have a legal right to their
health information.

• Support processes aimed at communicating
with patients.

“We should make sure that we are advocates
for the patients,” Hughes says. “Are they getting
what they need from the pharmacy? Are they get-
ting the kind of instructions they need? Are their
informed consents really informed? Are they
given materials to look at after care or pointed
to Web sites so they are not so intimidated by

conversations with physicians that might go over
their heads?”

• Give patients the opportunity to update their
medication allergy list.

“We assume as professionals that physicians
and nurses ask that, but I don’t know that they
do,” she says. “We need to make sure that all new
allergies are updated in the record and in other
databases.”

• Encourage a standardization of systems and
protocols.

“I saw my own staff make mistakes when we
deviated from the standards,” Hughes explains.
“One physician or nursing unit wanted us to
make an exception. The more exceptions we
made, the harder it was for staff to recall the
exception. The lack of consistency promoted
errors.” ■

Get some help for
building E/M codes
Use this CodeBuilder form with 1997 guidelines

If seasoned health information management
(HIM) professionals find evaluation and manage-

ment (E/M) codes difficult, students learning the
system are probably even more confused. That’s
why a professor at Alfred (NY) State College of
Technology worked with her students to develop
the E/M CodeBuilder 1997.

Alfred State College’s health information tech-
nology and medical assistant programs include
coursework in CPT (common procedure termi-
nology), which also includes instruction in the
assignment of E/M codes.

The CodeBuilder form is to be used with the
Health Care Financing Administration’s (HCFA)
1997 E/M Documentation Guidelines when
reviewing patient charts to identify the appropri-
ate E/M code for a case, says Michelle Green,
MPS, RHIA, CMA, CTR, a professor in the depart-
ment of physical and life sciences. (See E/M
CodeBuilder 1997, pp. 133-134.) Green has given
Hospital Payment & Information Management read-
ers permission to copy the E/M CodeBuilder.

HCFA’s draft version of the 2000 E/M Docu-
mentation Guidelines became available in June,
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E/M CodeBuilder 1997
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Source: Michelle Green, MPS, RHIA, CMA, CTR, Alfred (NY) State College of Technology.



but it might not be implemented until 2002.
HCFA plans to conduct pilot tests of these guide-
lines beforehand. Also prior to their implementa-
tion, Green will develop the E/M CodeBuilder
2000, which will incorporate the new documenta-
tion guidelines. Information about the availability
of this free CodeBuilder tool will be posted on
the Part B-list, and it will also be available as an
Microsoft Word e-mail attachment.

HIM professionals looking for case studies
using the form should consult the sixth edition of
Understanding Health Insurance: A Guide to Claims
Processing by JoAnn Rowell and Michelle Green
(Delmar Publishers).

[For more information, visit Green’s Web site at
http://web.alfredstate.edu/greenma or contact her at
greenma@alfredstate.edu. Telephone: (607) 587-3674.

Next month Hospital Payment & Information
Management will take a closer look at the draft 2000
E/M guidelines and how they compare with earlier
versions.] ■

Digital certificates
offered to medical groups
System works on referral process

As providers prepare to embrace electronic
communication standards mandated by the

government, one company is moving ahead on
providing an electronic identity for physicians
and other licensed health care professionals.

MEDePass was founded in October 1999 as
a for-profit affiliate of the California Medical
Association in San Francisco. MEDePass’ digital
certificate — an electronic identification card —
allows physicians or other health care profession-
als to verify their on-line identities and conduct
protected electronic communication through
e-mail or over the Internet. A public key infras-
tructure provides the technical foundation for the
digital certificate.

MEDePass was created because payers wanted
the authentication of professional identities to
come out of the professional associations, says
Catherine Roth, chief operating officer for
MEDePass. In addition to the California Medical

Association, MEDePass officials are talking with
other state medical associations about the digital
certificates. The company says the Social Security
Administration and Kaiser Permanente have
agreed to recognize MEDePass certificates as on-
line physician credentials.

The MEDePass system follows a process called
the Colleague Referral Framework, in which health
care providers and state and county associations
identify and authenticate each individual’s profes-
sional status. MEDePass then corroborates that sta-
tus with state licensing boards. “A MEDePass
holder can refer a nonholder to the certificate
authority and initiate the enrollment process by
attesting to the identity of the other physician,”
Roth explains.

Once the physician’s identity has been guaran-
teed, MEDePass has insurance coverage that
backs that guarantee. “Our certificate policy and
our subscriber agreement and everything else
reinforce the fact that [the health care profes-
sional] is not telling us a lie. We are checking the
identity that has been triggered by this human
being notification against the database,” she
adds.

MEDePass also makes ongoing checks to verify
that the subscriber is a licensed provider.

Each MEDePass subscriber can control access
to his or her directory information, depending on
whether the entity seeking access is a patient or
consumer, a MEDePass e-commerce business
partner, a colleague, or entity such as a health
plan.

MEDePass digital certificates also will enable
licensed physicians and other health care profes-
sionals to access a range of secure services offered
by MEDePass business partners, such as on-line
clinical messaging, pharmacy applications, eligi-
bility and authorization data exchange, and the
ability to purchase restricted medical products
and supplies.

Cost and time savings

Once digital certificates are in place, physi-
cians can do tasks electronically that they previ-
ously had to do physically. “If you have a digital
signature ability, you no longer have to haul peo-
ple in to attach a signature to a document,” Roth
says.

For example, medical transcriptionists could
e-mail transcription progress notes or medical
records using their own digital signature to a
physician, who could then digitally sign them.
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The record could be forwarded to another physi-
cian if needed without photocopying the record
first.

In addition, if hospitals want to have remote
communications with physicians over the Internet
or any electronic network, they need to make sure
they have no possibility of being deceived, accord-
ing to the mandates of the Health Insurance
Portability and Accountability Act of 1996, she
adds.

“It is easy for anyone to create an e-mail and
make it look like it came from [someone in
authority]. Hospitals have to be certain that if
they get an e-mail from a physician in another
city asking for access to medical records for a
patient in his or her facility, the physician shows
a certificate that is guaranteed to represent a real
doctor,” Roth says.

Digital signatures and certification have a com-
ponent of the revelation that resulted from hav-
ing centralized data, Roth says, but it will take
some time for the health care industry to recog-
nize all the possibilities with digital certificates.
“Until everyone is secure and confident about
identities over the Internet or electronic transac-
tions, it’s going to be hard to push doctors in
facilities into this new world.” ■

AHIMA considers
an increase in dues
Last change was in 1984

More than 15 years have passed since the
American Health Information Management

Association (AHIMA) in Chicago last increased its
member dues, but the time for another may have
finally come. From a rank and file not used to such
hikes, there’s bound to be some grumbing.

Although AHIMA had not raised its dues since
1984 (from $75 to $100), the reaction to a potential
new increase has been mixed. “No one likes it,
but most people are supportive,” says Rebecca
Garris Perry, CPA, AHIMA’s vice president of
operations and chief financial officer. “There are
those who say it’s too much of an increase, but
they are few. Most people feel it was inevitable.”

Under the proposal, dues for active and associ-
ate members would increase to $135 beginning in
2001. Student dues would increase from $15 to
$20, and seniors from $50 to $70.

The member fees for maintaining certification
would not change; they would remain $10 per
year for RHIA (registered health information
administrator) and RHIT (registered health infor-
mation technician) credentials, and $25 per year
for CCS (certified coding specialist) and CCS-P
(certified coding specialist, physician-based) in
2001.

Nonmember fees for continuing education, how-
ever, would change. RHIA and RHIT fees would
increase to $135 per two-year cycle beginning in
2001. The CCS/CCS-P nonmember certification
fees would increase to $55 per year in 2001. A deci-
sion on the increase will be made this month.

Cost of benefits and services has risen

The primary reason for the dues increase is the
significant increase in member benefits and ser-
vices, raising the cost to $163 per member, while
the association is getting only $100, says Perry.
These benefits and services include:

• rebates for component state associations;
• Journal of AHIMA;
• on-line services;
• professional practice support;
• legislative and alliance building;
• public relations/image marketing;
• marketing/communications;
• membership/customer service;
• membership in the Foundation of Research

and Education in Health Information Manage-
ment, a separately incorporated affiliate organi-
zation founded and managed by AHIMA.

Dues account for only 25% of total revenue for
the association, Perry explains. Other sources of
income for AHIMA include revenue from prod-
ucts such as audio seminars, publications, and
the national convention, and investment income
on its reserve fund balance.

AHIMA now says it can no longer rely exclu-
sively on product sales or the reserve fund as a
subsidy for member services or new initiatives. The
association’s reserve policy has set a reserve target
equal to 100% of the association’s annual expenses,
and throughout this period, the fund has consis-
tently stayed at levels of more than 100%.

The fund balance as a percentage of annual
expenses is now decreasing, though, due to the
fund being spent on subsidizing member benefits
not covered by dues or other revenues. Also,
because AHIMA followed a fairly conservative
investment policy, recent changes in the equity and
bond markets have not produced high returns.
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The discrepancy between the cost of providing
the services members want and the dues income,
however, has been a trend that AHIMA has moni-
tored for several years, knowing that at some
point a dues increase would have to be proposed,
Perry says. “We have been fortunate that we have
been able to forego an increase for this length of
time.”

The association did not want to increase the
dues to the full cost of the benefits and services.
Asking members to bear the full amount would
run counter to AHIMA’s philosophy of support-
ing member benefits and services through other
means, such as the reserves, nondues revenues,
and investment earnings, Perry says.

AHIMA delegates, state presidents, and state
presidents-elect discussed the possible increase at
the Summer Team Talks/Leadership Conference
in Washington, DC, in July. “In addition to the
materials posted on the Web and those distributed
at the March Team Talks, they were provided with
other information that might be helpful in making
an informed decision about the proposed dues
increase,” says Margaret Skurka, MS, RHIA, CCS,
AHIMA president. This month, the House of
Delegates will vote on the issue.

More emphasis on communities of practice

AHIMA members may also wonder how their
involvement with specialty groups will be affected
by the proposed dues increase. AHIMA is building
a technology infrastructure called “communities of
practice,” which will enable members to partici-
pate in as many practice communities as they wish
with no additional dues.

These communities, which will have both vir-
tual and face-to-face features, have the potential
to support many of the networking and informa-
tional functions that have been supported by the
specialty group structure over the past 20 years,
AHIMA says.

However, the association is still trying to
decide the best approach for the transition of the
groups into the communities of practice. To give
time for the transition to take effect, AHIMA
members will pay $15 for each specialty group
membership they select for 2001. Nonmember
Society for Clinical Coding dues would also con-
tinue at $50 for the 2001 billing cycle.

The on-line communities will allow members
to find and to ask questions of other members
like them, rather than turning to AHIMA staff,
Perry says. “We don’t have a large enough staff to

know all the answers, especially as our member-
ship gets more diverse.”

AHIMA plans to expand the number of com-
munities so members can benefit more from
member-to-member networking. “The communi-
ties will meet the needs of members who do mul-
tiple tasks in their jobs. [The groups] give them
the chance to be involved in all the areas that
relate to their jobs,” Perry says. “Or they can find
out about an area that they have an interest in.”

Some specialty groups might decide to con-
tinue to operate with additional fees above those
charged for standard membership. The groups
will address those issues in the coming months,
AHIMA says. ■

HCFA addresses confusion
with codes and ER charges

Coding professionals may have questions on
how to bill for emergency room (ER) visits.

The Health Care Financing Administration (HCFA)
in Baltimore addresses one such question:

Question: Do you need charges with each sur-
gical CPT (common procedure terminology)
code? If it is an emergency room charge, does the
charge go on the line with the surgical HCPCS
(HCFA common procedure coding system) code?

Answer: When multiple surgical procedures
are performed at the same session, it is not neces-
sary to bill a separate charge for each procedure. It
is acceptable to bill a single charge under the rev-
enue code that describes where the procedure was
performed (such as operating room, treatment
room, emergency room, etc.) on the same line as
one of the surgical procedure HCPCS codes and
bill the other procedures using the appropriate
HCPCS code and the same revenue code, but with
“0” charges reported in the charge field.

If a surgical procedure is performed in the ER,
the charge for the procedure must be billed with
the ER revenue code. If an ER visit occurs on the
same day, a charge should be billed for the ER
visit and separate charge should be billed for the
surgical procedure(s) performed. (Although, as
described above, a single charge may be billed for
all surgical procedures, if more than one is per-
formed in the ER during the same session.)

We understand that some hospitals currently
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bill a single ER visit charge that includes charges
for any surgical procedures that are performed in
the ER at the time of the ER visit.

Under the outpatient prospective payment sys-
tem, HCFA will require that hospitals bill separate
charges for ER visits and surgical procedures.
However, HCFA will postpone this requirement
until Jan. 1, 2001, so hospitals will have sufficient
time to separate charges if they do not currently
do so.

To ensure proper payment under the new sys-
tem, hospitals must bill separate HCPCS codes for
the ER visit (using modifier 25) and the surgical
procedure(s) even if they do not separate charges
between ER visits and surgical procedures during
the remainder of calendar year 2000. ■

OIG on PPS: Hospitals
should not fear mistakes
AHA waits for more details

Are you concerned about how the Office of the
Inspector General (OIG) in Washington, DC,

will handle billing errors after the implementa-
tion of the outpatient prospective payment sys-
tem (PPS)? The OIG has given you guidelines —
sort of.

In a June 23 letter to Dick Davidson, president
of the American Hospital Association (AHA) in
Chicago, Inspector General June Gibbs Brown
admitted that errors may occur from implementa-
tion of the “new and complex” system.

Hospitals, however, should not fear innocent
errors, mistakes, or even negligence, she wrote.
“The government’s primary enforcement tool, the
civil False Claims Act, covers only offenses that
are committed with actual knowledge of the fal-
sity of the claim, reckless disregard of the truth or
falsity of the claim, or deliberate ignorance of the
truth or falsity of the claim,” she stated. “The
other major civil remedy available to the federal
government, the Civil Monetary Penalties Law,
has exactly the same standard of proof.”

When billing errors, honest mistakes, or negli-
gence result in erroneous claims, the hospital will
be asked to return the funds erroneously claimed,
but without penalties, she added. Brown advised
hospitals to begin a voluntary compliance pro-
gram to help identify erroneous claims, correct
the underlying problems causing the erroneous

claims, and ensure that any overpayments caused
by such erroneous claims are promptly returned
to the government.

If hospitals are questioned regarding improper
billing under the outpatient PPS, the OIG will
look at a variety of factors, she says, such as:

• the clarity of the relevant rule;
• the complexity and novelty of the billing sys-

tem at issue;
• the guidance issued by the Health Care

Financing Administration and/or its agents (such
as fiscal intermediaries);

• the extent to which the provider has
attempted to ascertain an understanding of the
relevant rule;

• the quality of the efforts of the provider to
train personnel on the billing system;

• whether the provider has an effective com-
pliance program in place.

The AHA is pleased that the OIG has recog-
nized the complexity associated with the PPS
transition, says Rick Pollack, AHA executive vice
president.

However, the letter leaves several questions
unanswered, says Dionne Dougall, AHA’s assis-
tant director of media relations. “Specifically,
how is the OIG going to deal with the billing
errors that are likely to occur if the [PPS] imple-
mentation isn’t done smoothly and accurately?”
Dougall says the AHA is waiting for further clari-
fication from the OIG. ■

Privacy regulation
expected this month

The final privacy regulation mandated by the
Health Insurance Portability and Accountabi-

lity (HIPAA) of 1996 is expected to be published
“before the end of the summer . . . most likely in
September,” said Stanley Nachimson, senior tech-
nical advisor for administration simplification
for the Health Care Finance Administration in
Baltimore.

Nachimson made his comments before more

142 HOSPITAL PAYMENT & INFORMATION MANAGEMENT™ / September 2000



than 300 health care industry representatives
attending a three-day HIPAA conference
sponsored by the Data Interchange Standards
Association in Alexandria, VA, and the Associa-
tion for Electronic Health Care Transactions in
Phoenix.

The comments were reported by the HIPAAlert
e-mail newsletter, published by Phoenix Health
Systems in Montgomery Village, MD.

He did not comment on how the final privacy
rule might differ from the proposed rule, pub-
lished in November 1999. The effective date of
the final rule will be 60 days — the period pro-
vided for congressional comments — following
its publication date. ▼

HCFA clarifies application
process for pass-throughs

Providers who want clarification about the
application submittal process for new tech-

nology services and transitional pass-through
payments under the outpatient prospective pay-
ment system now have some help. Applications
may be submitted that include a number of simi-
lar models, says the Health Care Financing
Administration (HCFA) in Baltimore. HCFA pro-
vides these tips for application:

• Models included must be reasonably similar
with respect to the information requested in the
application, in particular, cost and clinical use (as
indicated by use in the same or comparable
ambulatory payment classifications). If the items
are not reasonably similar, separate applications
should be filed.

• All models included under a single trade
name should be listed and identified with appro-
priate information that distinguishes one model
from another (such as size, style, or other perti-
nent characteristic).

• Copies of the Food and Drug Administra-
tion’s (FDA) approval/clearance letters should be
submitted for all models. If a single approval/
clearance letter applies to multiple models, indi-
cate to which models it applies. (If different mod-
els have different FDA approval/clearance dates,
separate applications are not required for this rea-
son alone.)

Questions concerning the application process
may be addressed to Barry Levi. E-mail: blevi
@hcfa.gov. Telephone: (410) 786-4529. Or contact

Marjorie Baldo. E-mail: mbaldo@hcfa.gov.
Telephone: (410) 786-4617. ▼

HCFA places updated
training manuals on-line

Health care facilities searching for current
information about the outpatient prospective

payment system (PPS) can now view updated
training manuals used by fiscal intermediaries
to train providers. The Health Care Financing
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Administration (HCFA) in Baltimore has placed
them on its Web site.

A brief summary of the changes is included
for each chapter of the manuals. This will allow
those who already have the manuals to review
the changed pages only.

The training manual is intended for use as a
guide to facilitate training. Those affected by the
outpatient PPS are advised to rely on the final
rule and the implementing instructions for the
outpatient PPS (PM-A-0036) and the Outpatient
Code Editor (PM-A-0035) for official policy and
instructions for the outpatient PPS. The final
rule and instructions are also available on-line:
www.hcfa.gov.

In addition to the training manuals, HCFA has
also placed the PRICER logic on the Web. The
PRICER logic, which is technical in nature, will
show how HCFA will price claims/services
grouped by the Outpatient Code Editor under the
outpatient PPS. To view the training manuals or
the PRICER logic:

1. Go to http://www.hcfa.gov/medlearn/
refguide.htm.

2. Scroll down to Outpatient Prospective
Payment System Training Session.

3. Look for the table of contents for the training
manuals in this section, and click on the chapters
you want.

4. Find the PRICER logic by scrolling just
beyond the training manual contents. ▼

Some on-line health sites
are facing hard times

The days of reckoning are approaching for
many dot-coms, and health care Web sites

are not immune.
One high-profile company in trouble is

drkoop.com. Shareholders of the site have filed
a class-action fraud suit against the company,
charging that C. Everett Koop, chairman, and
other directors concealed a damaging auditors’
report while they sold their stock for profits.

The lawsuit, filed in federal court in Austin, TX,
was brought on behalf of shareholders who bought
drkoop stock between Feb. 15 and March 30. The
auditors’ report, dated Feb. 15, expressed “substan-
tial doubt” about the company’s viability because
of its negative cash flow and mounting debt. The
company, however, did not release the letter until

March 30, when it filed its annual report with the
Securities and Exchange Commission. The disclo-
sure of the auditors’ report sent drkoop’s share
price plunging 60%. Subsequent revelations
about the company’s financial situation has kept
drkoop’s stock in the $1 to $2 range.

A lack of advertising dollars has forced Internet
health Web site Mediconsult.com to lay off almost
half of its staff and put its consumer medical sites
up for sale. The firm laid off 100 workers.

In 1999, Mediconsult acquired Physicians’ On-
line, which is supported by corporate sponsor-
ships and also earns revenue through e-commerce
transactions. Mediconsult will now concentrate on
its services to doctors, their patients, and the phar-
maceutical industry. The cutbacks at Mediconsult
will save the company $1 million a month while it
refocuses its business. ■

• The American Health Information
Management Association in Chicago will host its
72nd Annual Conference and Exhibit Sept. 23-28
in Chicago. The theme will be “Data Driven/
Knowledge Bound” to demonstrate that to be com-
petitive, health care organizations must success-
fully convert their data into usable information
assets. For information and registration, contact
Theresa Reynolds. E-mail: theresa.reynolds@
ahima.org. Telephone: (312) 233-1159. ■
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