
There’s gonna be
an access revolution
Wave bye-bye to the billing department

What will your hospital be like when it
has no more than three days in accounts
receivable? That’s the question posed by

a revolutionary development in health care reim-
bursement that promises to eliminate manual
billing and collection and change the face of
access management forever.

Hospitals only need the simple credit card tech-
nology the local dry cleaners and other modern
merchants have had for a while, say the principals
of a Del Mar, CA-based company called MedCam-
bio, which appears to be at the forefront of the
technology.

The company promises its clients a switch from
72 days in accounts receivable to 72 hours. But that
may be a conservative estimate. The technology can
calculate payments and send them to the hospital’s
bank account minutes — even seconds — after a
doctor’s exam or X-ray is provided.

The future is six months away

MedCambio — with Healthcare Capital Resources
of New York City — is a health care payment net-
work positioning itself to be the Visa International of
the health care industry. But there are other start-up
companies working on the same concept, says Jack
Duffy, FHFMA, director and founder of Integrated
Revenue Management, Carlsbad, CA.

Access managers should be aware that this tech-
nology will be accessible to their hospitals within
the next six months or so, says Duffy, who works in
a continuing advisory capacity for ScrippsHealth, a
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multihospital system in San Diego. ScrippsHealth
is set to be the West Coast’s early adopter of the
MedCambio process, while Crozer-Keystone in
Pennsylvania is evaluating the possibility of
being the East Coast demonstration site.

When a patient arrives, Duffy explains, hospital
staff will be able to immediately code the diagno-
sis and procedure, submit the claim electronically,
and within seconds receive a reply confirming the
amount of insurance benefit and give the copay or
uncovered amount. For out-of-pocket costs, the
patient can choose to use a commercial credit
card, write a check, or request a line of credit.

MedCambio, which charges a percentage that
varies according to the provider, secures the health
care receivables, packages them into large bundles,
and sells them on the worldwide market.

“Most people, as consumers, understand this
process based on the mortgage industry,” explains
Deb Hubers, MedCambio’s interim CEO. “That’s
how almost all industries move money behind the
scenes.”

The potential financial benefits for health care
providers are staggering, Hubers points out.
“Twenty-five cents of every health care dollar is
spent on the administration of claims, compared
to 2 cents in the hotel industry, 3 cents in the
retail industry, and 5 cents for the airline indus-
try. Statistics show that physicians’ cost is any-
where from 25% to 40% of their total charges for
administration and back office, while hospitals
spend anywhere from 6% to 15%.”

The concept has been difficult to translate to
health care, she says, because of the quality of the
data and the complexity of the transaction. “If a
physician bills $100, by the time he gets paid it
might be $60, and the bill goes through several
contortions. That’s just too confusing and expen-
sive to monitor.

“Health care is a local issue,” Hubers says.
“Each geographic area has its own unique micro-
cosm, with different payers and different reim-
bursement relationships. There is managed care
and fee-for-service. In one area, one payer has
50% of the market; in another, no one has more
than 5% of the market.”

Additionally, she says, “there are misaligned
incentives because employees purchase health
care as patients, but employers pay for it and con-
tract with a health plan and take part of the risk.
It’s the most complicated payment system in the
world.”

The cost-effectiveness of the Internet is one of
the reasons the environment is finally right for
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the health care industry to get up to speed on
payment technology, she says. The challenge to
making it work, however, has more to do with
work flow than technology, Hubers adds.

Also driving the innovation are the financial
pressures of the Balanced Budget Act of 1996 and
the inefficiencies of the managed care market, she
says. “This is forcing everyone to take a look at
health care reimbursement. We thought managed
care would solve problems, but 10 years later, it’s
worse in some areas. The question is, How can
we streamline [the process] and make it better?”

A lot of large banks have tried and failed at
similar endeavors. MedCambio will succeed,
Hubers contends, because it has put together a
team that understands banking technology,
health care reimbursement, and pure transaction
technology. Until now, she adds, “the business
case for making that happen has been hard to
find because the industries are so segmented.”

Companies helping incubate and launch the
project include Lehman Brothers, New York City;
Superior Consultants, Southfield, MI; Atlantic
Medical, New York City; and Dresdner, Klein-
wort, Benson, New York City.

“We have the capital markets behind us to help
accelerate the cash,” Hubers says. “A lot of peo-
ple have played around with the technology, but
without the ability to accelerate the cash, it’s just
another way to move data electronically.”

Getting ready ’cause here it comes

Some 28 customers have been using parts of
MedCambio’s “HCPX Payment Network,” she
notes, primarily having to do with cash accelera-
tion. “The capital infusion is based on the billing
and receivables they have today,” Hubers says.
“The next phase is integrating technology and
process re-engineering.”

Providers will use the Internet to expand con-
nectivity with their existing clearinghouses, pay-
ers, and “any organizations they’re using to switch
out e-commerce,” she notes, as well as to integrate
with their existing computer systems, such as SMS
or HBOC patient registration systems.

“Hospitals need to leverage those existing
investments, so they need to integrate the new
reimbursement process into existing infrastruc-
tures,” Hubers says. “They need to do that so it’s
seamless — ‘plug and play.’”

The Internet provides a communication vehicle
that is cost-effective, she adds, “but there are
other tools that can be used. Database technology

is used to analyze the risk. It takes claims data
from the existing legacy system and electronically
moves them into a risk management system to
help us give a better risk profile.”

That process, Hubers explains, allows Med-
Cambio to measure a payer’s history of paying
against the parameters the health care provider
has set up with that payer. “For example, are they
within 90% of contractual allowances, are they
paying within 30 days, etc.?”

At any moment, she points out, MedCambio
needs to understand the provider’s financial situ-
ation. “We’re monitoring that all the time because
we’re providing cash in 72 hours.”

It’s difficult to envision, Duffy says, just how
different a patient’s episode of care will be with
the new payment system. Gone will be the multi-
ple bills, the statements from three physicians,
two of whom you didn’t see, he adds. There will
be no more matching up of services with bills that
show up five months down the road, he suggests.

“Contrast that with walking into [a hospital or
physician’s office], showing a smart card to iden-
tify yourself, and within minutes having all the
components of the physician and hospital bill dis-
played on the screen so you can see exactly what
the insured and the uncovered parts are,” Duffy
adds.

There are barriers that providers will have to
eliminate to take advantage of the new technol-
ogy, he emphasizes. “Are your computers com-
patible? Are your work processes compatible?”

If there are two hospitals, one of which is
aware of the possibilities and ready to embrace
them, and one that says, “Not in my lifetime will
this come to pass,” Duffy says, “guess which one
will survive?” ■

Customizing was key
in use of new software
Baycare hits medical necessity target

When Baycare Health in Clearwater, FL, pur-
chased medical necessity software for central

scheduling, officials assumed the health system
was good to go for screening physician orders for
procedures that wouldn’t stand up to Medicare
scrutiny.

But Baycare was far from set, says Mary
Roberts, CCS, coding manager for ambulatory
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care service. Her mission changed to modifying
the software from Tampa, FL-based Omega Sys-
tems, so it would become more user-friendly for
schedulers and registrars.

The good news is that with those modifications
in place — and with the decision to hire trained
coders to handle the process — Baycare has dra-
matically reduced the amount of money it loses
on procedures that Medicare won’t cover.

In January 2000, the health system was holding
$933,000 worth of accounts because the proce-
dures performed did not meet medical necessity,
Roberts says. “We couldn’t bill anybody and we
were trying to find a payable diagnosis.” By
September 2000, “we closed the month holding
$354,000.”

In October 2000, she continues, 1,949 tests were
put through Omega, 154 failed the medical neces-
sity screen and, after follow-up with the ordering
physicians, 149 passed. That was a 97% success
rate, Roberts points out, and patients signed
advance beneficiary notices (ABNs) for the
remaining five procedures.

The problem with the Omega software, she
says, was that it was designed to be used in a
physician’s office, where a limited number of
codes are needed. For a specialty such as urology,
for example, the codes are always the same,
Roberts adds. “A diagnosis quick list pops up
and it’s easy for the clerk to choose the right
code.”

Trying to use the software in central schedul-
ing — where different disciplines call in for
everything from magnetic resonance imaging to
mammograms — was much more problematic,
she says. Even though words of text, rather than
codes, could be entered to determine whether
diagnosis and procedure matched, that text
needed to come almost directly from the coding
book, often in language that even physicians
don’t routinely use, Roberts points out.

For example, she explains, “carotid stenosis” is
the term most people — including physicians —
use for a condition that is called “narrowing of
the precerebral artery” in the coding books, and
thus the software program. Similarly, “Graves
disease,” the commonly used term, is identified
as “thyroid toxicosis” in the software, she adds.

Roberts made some 300 modifications to the
software — loading Baycare’s own symbols for
the CPT codes into the system — to make it more
user-friendly, she notes, and spent three weeks
working with schedulers on the process. She
also added user-friendly terms such as “kidney

stones” to the text describing the diagnosis.
That still didn’t do the trick, Roberts says.

“One diagnosis was ‘colon cancer with bone
metastasis,’ and the scheduler put in the code for
‘colon cancer,’ she explains, “but needed the code
for ‘metastasis.’ I just could not get the schedulers
and clerks to have the kind of familiarity they
needed to have. We were putting 200 inquiries
a day into Omega, but instead of a 95% success
rate, we were getting an 85% success rate and
we couldn’t move from that.”

Needed: An expert

Even with the medical necessity software and
her modifications, Roberts realized, the expertise
of a trained coder was needed. “They know how
a chart is coded, what a ‘complete abdomen’
[scan] includes — they know how to interpret
medical information,” she adds. “Registrars and
schedulers are not trained to do that.”

Roberts made the decision to hire a profes-
sional coder and, as a result, she adds, Baycare is
now “100% successful in its reimbursement cov-
erage.” Of the approximately 8% of the proce-
dures that don’t initially meet medical necessity,
Roberts explains, staff are able to get the addi-
tional information to ensure a match on 96% of
those. For the remainder, patients are asked to
sign ABNs, she says.

Her simplification of the software’s terminology
has made the process easier even for the coder,
Roberts notes. “She can do it more quickly.”

The health system now tackles medical neces-
sity with a compliance team made up of the
coder, a compliance representative and another
access representative, Roberts explains. The com-
pliance rep faxes inquiries to physicians’ offices
regarding tests that don’t meet medical necessity,
asking for more information, she says. If there is
no response, the compliance rep follows up with
a telephone call asking for the physician’s notes.

“If [the compliance rep] still can’t reach the
physician’s office, she calls the patients and tells
them they will be responsible for paying for the
test,” Roberts adds.

The other access rep on the team looks at any
back-end billing errors that turn up, tracks down
any missing physician orders, and makes sure
they match the information given over the tele-
phone when the procedure was scheduled, she
says.

“The compliance center is housed where the
films are, so [the access rep] makes sure the
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reports [of procedures] are there,” Roberts adds.
“We have to look at the report before we bill to
make sure the final impression is the same [as the
initial diagnosis].

The latter is true, however, only for non-
Medicare accounts, she points out, as Medicare
does not allow for that reconciliation. “I’m in
the process of [arguing] with them on that, try-
ing to convince them that is the way coding is
properly done,” Roberts adds.

Preparation was extensive

In preparation for going live with the Omega
software in July 2000, some 10 or 12 people —
including Roberts, the project manager, the edu-
cation/process manager, access managers from
all of Baycare’s sites, the vendor, and Baycare’s
information systems team — met via a weekly
telephone conference to work out the logistics
and customize the program, she says. Despite the
extensive modifications and the time invested,
the effort has been well worth it, Roberts adds.

She points out, however, that “there are still
monies we don’t get.” Sometimes, the physician
orders one exam, but after looking at the film —
while the patient is still on the table — the radiol-
ogist says further examination is needed, Roberts
says. “Maybe they first did an abdominal CAT
scan, and now he wants to include the pelvis.
That hasn’t been run through Omega.”

Although Medicare authorizes some of those
procedures retrospectively, some are not covered,
she notes.

Instead of hiring new coders when Baycare
brings its inpatient business under the Omega
process, the compliance teams will expand their
scope to take care of both the outpatient centers
and the hospitals, says Martine Saber, CHAM,
regional director of admitting for Baycare.

There is one compliance team in place at pre-
sent, with another in the process of being formed,
Roberts says. Although people will be added to
the teams when they begin handling the coding
for inpatients, she expects an eventual total of no
more than three teams — one for each hospital
group in the Baycare system.

Reports done to determine where most of Bay-
care’s medical necessity write-offs are occurring,
Saber points out, have focused attention on the
ED. “Physicians are ordering tests, but are not
documenting why they’re ordering the tests, so
we’re losing a lot of money.”

So, along with moving inpatient coding to

Omega, Saber, Roberts and the vendor will look
at ways the software can be put to good use in
the emergency department (ED), she adds. “We
won’t be using it to obtain ABNs — there’s too
fine a line concerning EMTALA requirements —
but rather to help physicians document the tests
they are ordering.”

(Editor’s note: Look for a full discussion of Bay-
care’s use of Omega in the ED in the next issue of
Hospital Access Management.) ■

Here’s some help with
medical review policies
Educate all players, consultant says

Local Medical Review Policies (LMRPs) are
among the more challenging aspects of com-

plying with Medicare medical necessity criteria.
They’re also another potential reimbursement
headache for access managers, points out Jim
Smith, senior health care consultant for Acceler-
ated Receivables Management LTD, Park Ridge,
IL.

LMRPs, developed by local fiscal intermedi-
aries and carriers under the direction of the
Health Care Financing Administration, address
tests and procedures that have a higher likeli-
hood — based on past history — of not meeting
the Medicare criteria for being medically neces-
sary and reasonable, Smith says.

Documentation is essential

Certain medical indicators, in the form of
appropriate diagnosis codes, must be docu-
mented and accompany the physician’s order for
the tests and procedures impacted by LMRP, he
notes. “Should the diagnosis code not support the
LMRP medical indications for the test or proce-
dure, local fiscal intermediaries and carriers have
edits built into their claim systems, which render
the claim ‘denied’ for payment.”

In Illinois, for example, there are some 38
LMRPs in existence and nine more in develop-
ment, Smith adds. “One of the LMRPs is for an
electrocardiogram. Should the patient be sent to a
hospital for an EKG with the diagnosis of ‘chest
pain NEC [not elsewhere classifiable],” the test
would be covered according to existing Illinois
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LMRP for electrocardiogram.”
However, he explains, if the physician also

orders lab tests — a complete blood count, elec-
trolytes, and blood glucose, for example — the
diagnosis does not justify those tests according
to the LMRP and the charges would be denied.
Additional signs or symptoms, such as “fatigue
and malaise,” would be required to justify medi-
cal necessity, Smith adds.

Medicare guidelines will not allow providers
to bill patients for uncovered services based on
LMRPs unless an Advance Beneficiary Notice
(ABN) is signed by the patient before the service
is performed, he says. And, Smith emphasizes,
providers may not obtain ABNs on all Medicare
patients for all tests ordered to prevent them-
selves from lost revenue. “ABNs are to be
obtained only when the test or procedure
ordered is impacted by an LMRP.”

Satisfy medicare

Providers must keep proof of signed ABNs on
file — hard copy or on-line — to satisfy Medicare
auditors, he adds. If the provider bills patients for
noncovered services and not be able to demon-
strate an ABN was secured before the service,
Medicare can hold the facility liable for violating
its contractual agreement and may impose signifi-
cant financial penalties, Smith cautions. “Dollars
associated with tests and procedures provided that
do not meet LMRP medical necessity criteria are
lost unless an ABN is signed in advance. The dol-
lars cannot be written off to bad debt or charity.”

Patient access personnel hold the key to suc-
cessfully managing LMRPs and obtaining ABNs
appropriately, he points out, and failure to do so
can result not only in lost reimbursement, but
in charges of fraud being brought against the
provider.

With that in mind, he suggests the following
questions be used as a checklist to make sure your
department is ready to accept that responsibility:

• Has your access department been educated
about LMRPs? Do you know where to secure the
LMRPs for your region?

• Do you use or are you investigating technol-
ogy support (software) to assist in managing
compliance with LMRPs?

• Have your physicians and their office staffs
been educated about LMRPs?

• Has your Medicare patient community been
educated on noncovered services, ABNs, and
their financial responsibility?

• Have your key internal managers and ancil-
lary testing staff been educated?

• Who is heading up the coordination of
LMRP compliance within your organization? Is
your compliance officer involved?

• Are you prepared for customer service issues
related to delays in service while medical neces-
sity issues are sorted out?

• Does your access department employ a nurse?
If not, how will access personnel secure clinical
intervention to negotiate medical indications and
documentation with ordering physicians?

• Does quality management provide a resource
for the access department?

• If your access functions and management are
decentralized, how and who will be accountable
to ensure all sites, personnel, and managers are
prepared? Who will monitor compliance and
provide ongoing education and support?

• Are you using an ABN? Does it contain the
required information? Is it kept in the patient’s
medical record or patient accounting file or elec-
tronically stored? Is a signed copy provided to
the patient and the ordering physician? Do your
physicians have an acceptable ABN and are they
sending it with their patients, when appropriate?

• Do you have a tracking mechanism to iden-
tify trends in noncovered tests or procedures
ordered by physicians?

• Do you have tracking mechanisms to trend
“lost dollars” due to having no ABN on file? ■

RIS team takes aim
at outpatient accuracy
Registrars can call for help

Anew revenue integrity specialist (RIS) team at
the University Hospital of Arkansas in Little

Rock is on a mission — extend to the outpatient
arena an initiative that has dramatically improved
the accuracy of inpatient registrations, says M.
Holly Hiryak, director of hospital admissions.

Four employees have been hired to audit regis-
trations and act as a resource for all frontline hos-
pital and clinic staff who perform registrations,
adds Hiryak. The former emergency department
(ED) manager supervises the team, she says. “She
is responsible for auditing, but also is the central
point for gathering information and trending
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errors, identifying education needs, and assisting
the training center in terms of what we need to
educate new hires. She also will give feedback to
individual employees and clinic managers and
directors, so they will know where the problems
are.”

The hospital’s 30 or so clinics, she notes, han-
dle more than 250,000 visits annually.

The RIS team took over the inpatient auditing
function from the registration manager, who had
performed it in addition to myriad other duties,
explains Hiryak. Although the hospital adminis-
tration made the decision to add four full-time
equivalents for the team, she notes, “the idea is
that once we clean up the process, we will not
need as many [employees] on the back end.
Eventually, we will be able to eliminate some
positions there.”

When the inpatient auditing effort began about
a year ago, Hiryak says, the accuracy rate was
about 80%. Including ED registrations, which also
fall under her purview, it now ranges between
93% and 96%. “Our feedback from the [billing
department] is that very few inpatient accounts
get stopped on the first go-round.”

Because of the inpatient success story, Hiryak
— who does not oversee outpatient registration
as part of her normal duties — was asked to put
together a team to clean up registrations in that
arena.

The outpatient auditing process is a work in
progress, she says. “We are defining the source
documents they will use to audit against. Those
include the copy of the insurance card, the
driver’s license, [or] another picture ID. There
may be a physician’s order.”

With inpatients, Hiryak adds, the source
documents include the admission request.

While 100% of inpatient registrations are
audited, the goal is to do 20% of outpatient
registrations, she says. The RIS team will use
the source documents to check demographics,
spelling, third-party payer information, finan-
cial class, and coordination of benefits, Hiryak
explains. “They’ll also look at the effective dates
of insurance, and whether the Medicare Sec-
ondary Payer questionnaire is completed cor-
rectly based on the information put into the
system.”

Predictions are that once the RIS team gets
up to speed, she says, each member could
audit up to 100 accounts a day, she says,
depending on the other duties they are
called on to perform. “They may do some

one-on-one instruction [for registrars].”
“The team will identify a registrar or clinic to

audit and [the target of the audit] will be respon-
sible for compiling the source documents,”
Hiryak adds. “We’ll target [first] the areas we
know are particularly bad.” The team also will
respond to requests from managers who desire a
focused audit for their area, she says.

Any person or area that conducts registrations
will eventually be audited, Hiryak says, includ-
ing departments that perform only one or two
registrations a day and employees that occasion-
ally fill in for regular registration personnel.

When the auditing process began for inpa-
tients and the ED, there was “a huge turnover”
of employees, with some being terminated and
some choosing to leave the department, she
says. There is likely to be some degree of staff
replacement with the outpatient program as
well, Hiryak predicts.

“We have asked the clinic directors to develop
policies and procedures to support this review
process, so if it gets to the point of disciplinary
action, we have something in place to manage it,”
she adds. “If registrars continue to make the same
errors with no improvement, there will be a pro-
cess for putting them on warning and eventually
terminating them.”

In addition to the more negative role of pointing
out errors, RIS team members will provide support
for front-line personnel who in the past have had
no one to call on when they had trouble with regis-
trations, Hiryak points out. A mix of clinics — bet-
ter performers as well as those that are less efficient
— will be assigned to each auditor, she says. “Each
team member will carry a pager and become a
resource for that clinic.” ■

Mothers-to-be offered
on-line preregistration
Form is sent to secure e-mail address

Expectant mothers who plan to deliver at Yale-
New Haven (CT) Hospital can access a mater-

nity Web site that offers a wealth of practical and
clinical information including a preadmission
form that allows them to preregister on-line.

The impetus for the on-line preadmission form,
says Emmy van Beugen, RN, admitting manager,
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Making arrangements to have your baby at Yale-New Haven Hospital

If you are in your second trimester of pregnancy and you expect to give birth at Yale-New Haven Hospital, we
invite you submit preregistration material via the secure form below. If you prefer to submit your information via
the mail, or if you have any questions about the filling out the form, call Admitting at (203) 688-3331.

Maternity Preadmission Form
Yale-New Haven Hospital

The information you provide on this form is submitted to Admitting and will be used to begin the preregistration
process for a maternity admission at Yale-New Haven Hospital. This information will be treated as confidential.

Section 1. Patient Information

Were you born at or have you ever been treated at Yale-New Haven? ■■ Yes ■■ No

If YES, do you know your seven-digit Medical Record number? ______________

Under which name were you treated?

Last name ____________________________ First name _______________ Middle initial _____

Last name ____________________________ First Name _______________ Middle initial ______

Address________________________________________________________________________

City ___________________________________ State ________ Zip _____________

Phone ________________ Birthdate (MM/DD/YYYY) __________ Social Security Number ____________

Marital Status____________ Ethnic Status __________________ Religious Preference ____________

Do you want your clergy to visit you while you are in the Hospital? ■■ Yes ■■ No

If yes, please indicate place of worship______________________________

When are you due to deliver?______________OB Physician Last name___________ First name__________

Patient Employer _______________________ Address___________________________________________

City _______________________ State ______ Zip ________________

Employment Status _________________ Dept. ______________ Occupation ____________________

If you are under age 18, please provide the following information. Otherwise, SKIP to the next section.

Parent/Guardian Information Last name______________________ First name _____________________

Address ______________________________ City ____________________ State _______ Zip________

Phone __________________________ Ext. ____________________

Birthdate (MM/DD/YYYY) ______________________ Social Security Number _____________________

Patient Employer _____________________________ Address _________________________________

City _________________________ State ________________ Zip ________________________

Phone/Ext. ___________________ Employment Status _________________ Dept.________________

Occupation ___________________________

Yale-New Haven Hospital Maternity Services

(Continued next page)



was an annual “Building for Birth” meeting with
the staffs of obstetricians who deliver babies at the
hospital. When some of the attendees suggested it
would be convenient for maternity patients to reg-
ister via the Internet, it reaffirmed an idea her own
staff have already voiced.

“We just felt we had to stay current with
technology,” van Beugen notes. “It’s too easy
to fall behind. Our maternity Web site is a
great site, and this was a normal extension

of what was already there.
“We put together a small group of our admit-

ting employees and gave them the responsibility
to decide on the content of the form,” she adds.
“We then submitted this to the information sys-
tems department, which designed the format and
linked it to the maternity Web site. It took a cou-
ple of months, but the result was well worth it.”
(See an excerpt from the form, p. 8 and above.)

The form first appeared on-line in June 2000
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Section 2. Nearest Legal Relative

Last name __________________________ First name __________________ Middle initial ____

Address_____________________________ City _________________ State _____ Zip __________

Relationship _________________________ Phone/Ext. ________________________

In the event of an emergency, would you like us to notify this person? ■■ Yes ■■ No

Additional Contact: Last name ____________________ First name___________ Middle initial ___

Address ___________________________________ City ______________ State ____ Zip _____

Relationship ____________________ Phone/Ext.______________

In the event of an emergency, would you like us to notify this person ■■ Yes ■■ No

Section 3. Patient Insurance Information

In order to make sure we properly bill your insurance company, it is important to fill out the following insurance
information correctly.

Precertification Explanation — If required, you must obtain preapproval for your hospital admission through
your insurance company prior to admission. Failure to do this may result in a penalty against your benefits. To
help you complete this section you may want to refer to your insurance card.

Name of Primary Insurance Company _____________________________________

Address ___________________________ City ______________ State ____________ Zip ________

Group Number ________________ Policy/Subscriber Number ______________________

Insurance Phone Number/Ext. ___________________________

Are you the subscriber (A subscriber is the person who carries the policy)?

■■ Yes ■■ No

If No, what is your relationship to the subscriber? ______________________

Subscriber Information

Last name __________________________ First name _______________ Middle Initial _________

Address ____________________________ City ________________ State______ Zip ______

Phone/Ext._______________________

Subscriber Employer _______________________ Address ________________________

City _______________________________ State __________ Zip __________

Phone/Ext.___________________ Employment Status _____________ Occupation ______________

Source: Yale-New Haven (CT) Hospital.



and elicited “a handful of responses,” van Beu-
gen says. “We contacted our marketing depart-
ment to help us design a postcard to market the
on-line form.” The postcard includes the hospi-
tal’s congratulations on the impending birth and
a line that reads, “Preadmission registration is
just a mouse click away!”

On-line use rises

In mid-October, she adds, the hospital began
putting the postcard in the packet of information
already being sent to maternity patients. Since
then, van Beugen says, “there has been a signifi-
cant rise in the use of the on-line form, with as
many as 10 per week being submitted.”

There are plans to increase marketing efforts
further. “We have an admission coordinator who
is a liaison with the obstetrician practices in the
community,” she notes. “She will be visiting their
offices and providing them with a supply of the
postcards and a stand for display.”

When physicians notify the admitting depart-
ment that a patient plans to deliver her baby at
Yale-New Haven Hospital, an admitter creates a
booking for that patient in the computer system,
van Beugen explains. The system automatically
creates a letter, personalized for each patient, that
accompanies the preadmission packet, she adds.
The patient is offered the option of either complet-
ing and then mailing the enclosed form or of regis-
tering on-line.

When the patient submits the on-line form, it is
sent to the hospital as an e-mail, van Beugen says.
“One of our main concerns was that we could
guarantee the patient that the information sub-
mitted was confidential,” she adds. “Therefore,
the information is encrypted so that it is secure en
route. Once it passes through the hospital’s fire-
wall, it is received at an e-mail address set up
specifically for that purpose. It is only accessible
to the admitting staff.”

Receiving the form on-line does not lessen the
admitting workload, van Beugen notes. “The idea
is customer service.” However, she points out,
there is some advantage in copying forms that are
typed rather than handwritten. Also, the on-line
form includes additional questions — regarding
living wills, for example — that are normally asked
after the patient arrives at the hospital, she says.

Patients who access the maternity Web site also
find links to a variety of related topics, van Beugen
adds, including childbirth classes, visiting hours,
parking, and an explanation of the hospital bill. ■

On-call program
evens managers’ loads
Staff schedules are in easy reach

Amanagement on-call program at Crozer-
Keystone Health System in Upland, PA, is

giving an increased sense of security to access
employees working other than normal business
hours, while more evenly distributing the load of
after-hours help calls received by managers and
supervisors.

An on-call beeper is rotated weekly among six
members of the registration/financial services
management team, which means that during five
of every six weeks all but one can count on hav-
ing no work interruptions at home, says Raina
Harrell, director of registration and financial ser-
vices for Crozer-Chester Medical Center.

An integral part of the program, Harrell notes,
is a management on-call folder in which she
assembled comprehensive information on the
three Crozer hospitals she oversees.

The pocket of that folder includes the work
schedules for all three registration/financial ser-
vices areas — emergency department (ED), out-
patient registration, and financial services — and
is updated monthly, Harrell says.

Inside are the names of all employees — listed
by hospital and by work area — with their tele-
phone numbers and the other areas in which they
are qualified to work, if necessary, she adds.

That information alone is a major help to
supervisors and managers who may be taking
calls from areas of the health system whose staffs
and schedules are not familiar to them, Harrell
points out.

“One important benefit is communication,”
she says. “All six of us — myself, a manager, and
four supervisors — have a folder, as does Tony
Bruno, the corporate director of registration and
financial services. If a [staff] issue comes up, he
can look and see who’s in that area at that time.

“The best benefit,” Harrell adds, “is that
employees know we’re there for them 24 hours a
day. They always have this number, and they
don’t feel like they’re bothering someone if they
use it because that person is on-call.”

Before the on-call program was in place, she
says, the ED supervisors — particularly the one
at the main hospital — were inundated with calls.
“People called any time of day if there was a
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problem with, for example, a registration screen.”
Two months into the program, Harrell says,

employees had become accustomed to calling only
the on-call person, and also were less likely to call
for minor problems. “If you’re calling a superior
who doesn’t supervise your area, doesn’t know
your registration pathways, it really puts the onus
on you [to come up with the solution],” she points
out. “Employees started answering their own
questions.

“The volume has really gone down,” Harrell
adds. “In the beginning, [the on-call manager]
might get 10 to 12 calls. Now it’s one or two.”

One reason for the change in calling patterns,

she explains, are the “management scripts” that
Harrell wrote and inserted into the on-call folder.
(See scripts, inserted in this issue.) To promote
consistency in the way the different managers
and supervisors handle calls, there are scripted
responses for three scenarios, Harrell says. That
includes the occasions when the question is less
than urgent and could have been left on a super-
visor’s voice mail, she notes. “They’ve gradually
learned not to call for things that can be handled
the next day.”

The most common reason for an on-call man-
ager to be contacted, Harrell says, is that an
employee has called to say he or she won’t be
coming in to work. To make handling that situa-
tion easier, the various sections of the on-call
folder are color-coded according to hospital and
work area, she notes. There are short profiles on
each employee, with instructions on what to do
if that person “calls out,” Harrell adds.

The management staff particularly like the on-
call folder because it keeps them apprised of
who’s working in every registration/financial
services area in the three hospitals, she points
out. “The system is so large, sometimes we don’t
communicate changes in staff. This keeps us com-
municating all the time, and people get used to
areas other than their own.”

One supervisor liked the on-call experience she
had with another facility so much that when a
position came open there, she asked to take it,
Harrell says. And because she put together the
on-call schedule for the entire year, she adds, the
staff know when they’re on-call and can switch
weeks to accommodate vacations. “They’re now
waiting for next year’s schedule to come out.” ■

Gallup: Americans shun
Internet for medical data

Most Americans are still wary about storing or
transmitting their personal medical informa-

tion on the Internet, a recent Gallup survey found.
Commissioned by Turlock, CA-based

MedicAlert Foundation, an emergency medical
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information service, the study was the first to
survey the general public, not just Internet users.
Gallup found that 77% of all respondents rated
privacy of their personal health information as
“very important,” and that 84% said they are
“very or somewhat concerned” that personal
health information might be made available to
others without their consent.

Because of these privacy concerns, only 7% of
the respondents told Gallup researchers they were
willing to store or transmit personal health infor-
mation on the Internet, and only 8% would trust
the security of a Web site for their information.

By contrast, 90% said they trust their doctors to
keep the information private and secure; 66% trust
a hospital to do so; 42% trust insurance companies;
and 35% trust a managed care company. For more
information, go to http://www.medicalert.org. ▼

Survey: Create stronger
patient privacy rules

American hospitals and health care payer orga-
nizations are preparing to meet growing con-

sumer and governmental concerns about patient
information security and privacy, according to a
survey conducted by Phoenix Health Systems in
Montgomery Village, MD.

Phoenix’s October on-line survey of 468 health
care industry representatives indicated that the
majority of hospitals, payers, and other health
care organizations acknowledge that new regula-
tions under the Health Insurance Portability and
Accountability Act (HIPAA) of 1996 require their
immediate response. Under HIPAA, health care
organizations must comply with new security
and privacy standards to protect individually
identifiable health information.

Most organizations’ HIPAA-related efforts are
focused first on building internal awareness of
the public's privacy concerns, the relevance of
HIPAA, and the implications for health care orga-
nizations’ operations. More than half have begun
the process of assessing their organizations’ sys-
tems, procedures and practices to identify pri-
vacy and security vulnerabilities. Their next steps
will include actual compliance planning, internal
implementation and staff training.

Complete Fall 2000 HIPAA survey results,
including graphics, are available at www.
hipaadvisory.com/action/survey/fall2000.htm. ▼

AHIMA develops
Internet guidelines

The American Health Information Management
Association (AHIMA) has developed a set of

fundamental principles and list of operational
tenets it recommends as a blueprint for protecting
the security of patients’ health records and ensur-
ing the quality of that information on the Web.

The three fundamental principals are: e-health
organizations should provide an easily under-
standable notice of their health information prac-
tices that informs consumers what personal health
information is being collected, who is collecting it
and how it is being used; these organizations
should make it easy to collect authentic, accurate,
timely, and complete individually identifiable per-
sonal health data; and they should maintain indi-
vidually identifiable personal health information in
such a way that ensures it is private, secure, and
retained or destroyed only in accordance with the
consumer’s authorization or applicable law.

AHIMA’s list of 39 tenets and how they apply to
providers, consumers, and third parties is avail-
able in the November/December issue of the Jour-
nal of the AHIMA, and on-line at www.ahima.org/
infocenter/guidelines/tenets.html. ■
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