
Are you ready for HIPAA? 
Time is now, experts say 
Training plans should top the list

What is your access department doing to
prepare for the day the Health Insurance
Portability and Accountability Act

(HIPAA) of 1996 becomes effective? Though that
day is a little less than two years away, hospitals
are well-advised to take action now, say those in
the forefront of HIPAA study and preparation.

“[Access managers] need to get started now,”
says Edith Albert, RHIA, CCS, director of health
information and transcription for Catholic Health-
care West Medical Foundation in Sacramento, CA.
“There are a lot of things that need to be done. The
most time-consuming [ones] will be setting up
training and making sure every employee has the
proper amount.”

Also key, Albert says, is reviewing policies, pro-
cedures, and the numerous contracts involved to
ensure the language adheres to HIPAA guidelines.
“It’s amazing how many contracts an organization
has,” she adds.

It may be worthwhile, but it’s not cheap. For her
region, which includes six MedClinics and two hos-
pital units known as Woodland Healthcare and
Clinics and Sacramento Mercy Healthcare, the last
budget included an estimate of $12 million for
HIPAA preparation, Albert notes.

Catholic Healthcare West recently completed a
HIPAA assessment, Albert says, after bringing in
consultants from Deloitte and Touche to help pre-
pare the assessment tool. “There were a number of
questions taken out of the regulations, like, ‘Does a
[privacy] policy exist? Is the language adequate to
meet the [HIPAA] privacy rules?’” The organization
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did the actual assessments by region. 
The result, she says, was a large document,

color-coded to indicate the organization’s score
for the three main parts of HIPAA — electronic
data interchange (EDI), privacy, and security.
While the EDI and privacy sections have been
finalized, Albert notes, there still is some tweak-
ing going on with the privacy regulations and
some changes may be made.

The changes to the final privacy rule are
expected to lessen the burden on providers, says
Julie J. Welch, MBA, RHIA, a Chicago-based con-
sultant with Cap Gemini Ernst & Young, but no
one knows what the changes will be. “I assume
they will be based on the comment period in
March.” The federal Department of Health and
Human Services, she notes, solicited more com-
ment on the privacy regulations March 1-30.

Four faces of HIPAA

The final rule for the security section, which also
includes employer and provider identifiers, was to
be published sometime this year, Welch says.

HIPAA actually is formally divided into four
sections, she adds, which are security and pri-
vacy of health information; standardized health
information transactions; standardized code sets;
and national identifiers for providers, health
plans, and employees.

Although there is “some overlap” between the
privacy and security provisions, Albert notes, the
decision was made at her organization to put the
security portion under the responsibility of infor-
mation systems (IS). “There was a lot to do with
electronic systems, in connection with the physi-
cal security of the facility.”

The security assessment included a physical
walk-through of the facility, as well as sending
out questionnaires to certain managers, she adds.

To assess readiness regarding HIPAA’s privacy
section, a document request for all policies and
procedures relating to privacy issues was done,
Albert says. Addressed were methods of commu-
nication, release of patient information, how
records are transported, whether patients’ names
were visible to other patients, and how comput-
ers are set up, she adds.

Also requested was a listing of all contracts,
Albert notes. “These have to be reviewed for
specific language.” For example, she says, the
organization’s overflow transcription work is out-
sourced, so the contract with that vendor has to
include language specifying that the information
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will not be disclosed. 
As regard to computers, Albert says, “we have

some work to do. We have some computer sys-
tems that are being sunset — they just won’t cut
it for HIPAA because they don’t have secure
passwords.”

Most of the concerns, she adds, are with the
way computer programs are accessed rather than
with such issues as firewalls. “Some of the fixes
are simple, but [the process] becomes costly with
the replacement of computer systems and reno-
vations for the security of the plant.”

Privacy for patients

In a couple of facilities with open admissions
areas, those spaces are being redesigned so that
patients can speak privately with registrars,
Albert says. For health information management
(HIM) areas, she notes, there are locks on the
doors, with name tag or keypad access to ensure
only authorized personnel get in. 

One of the biggest risk areas to be addressed,
Albert says, is the education of people regarding
where they put discard paper that has patient
information on it. 

“Chart requests are printed off all day long,
with extra copies that we find in the trash,” she
adds. “It’s a huge retraining effort. How do we
ensure their competency?”

It’s a given, Albert says, that the organization’s
shredder volume will increase — yet another
contract to be looked at for most hospitals. For
Catholic Healthcare West, that concern is simpli-
fied, she notes. “We have a company that brings
its equipment, comes on-site, parks in our lot,
and shreds the documents here.”

HIPAA and new system coincide

At Touro Infirmary in New Orleans, the
upcoming installation of a new computer sys-
tem coincides fortuitously with HIPAA prepara-
tion, says Beth Ingram, CHAM, director of
patient business services. “As part of that
implementation, we are addressing the IS 
pieces of it.”

As for the other pieces of HIPAA, Ingram says
she believes that when all is said and done, there
will be some new interpretations that “may
lessen the blow” of the original regulations.

For example, she notes, “in the original regu-
lations, you have to have a release from the
patient to give information to consulting

physicians. It looks like some of that will be soft-
ened so it’s not so complicated. They don’t want
patients to be held up, to be impacted [nega-
tively] by the regulations.”

Another example of a requirement that might
be softened, Ingram explains, would affect the
process of preregistering a patient, getting all of
the insurance information in advance, so the
patient can go directly to have the procedure. “If
you have to wait to get a signature [consenting to
the release of information] before being able to
call [the insurance company], you couldn’t get
that pre-cert. … It looks like when we see the
final regulations, things might be better, but we
can’t say that with certainty.”

Meanwhile, Ingram notes, “every vendor we
deal with, every contract we write, every new
form we develop, we take the HIPAA regulations
into consideration. Our vendor arrangements talk
about confidentiality and the privacy and protec-
tion of transmitted data, and it’s stronger than the
old confidentiality language.”

Another issue her organization has addressed
is the practice of “having the clipboard out and
having the patients sign in,” she says. “We don’t
do that. We have somebody who writes down
that information so it’s not in a place where
everybody can see.”

Additionally, Ingram notes, “our employees
have been reschooled that if they walk away from
the computer terminal, they turn it off.” Initially,
she was concerned about whether HIPAA prohib-
ited calling out a person’s name in the waiting
area, Ingram says, “but I don’t see that in the
final regulations.”

Although there had been some question at her
hospital about whether HIPAA called for glass-
enclosed registration areas to ensure privacy, that
concern was alleviated, she adds, by surveyors
with the Joint Commission on Accreditation of
Healthcare Organizations, which just completed
a visit there. “They indicated that they didn’t
think we had a privacy issue in the design of
those areas, that [glass-enclosed areas] weren’t
necessary.”

While she has heard reports of hospitals
spending from $11 million to $30 million on
HIPAA readiness, Ingram notes, “it helped us
that we already had a change planned. We are
coupling [HIPAA changes] — like firewalls to
protect the transmission of data — with the re-
engineering and implementation effort associated
with the new computer system. We will definitely
do and spend what it takes.”  ■
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E-commerce efforts 
best HIPAA payback
Start with enterprisewide team 

Health care organizations that have not yet
developed a strategy for complying with the

Health Insurance Portability and Accountability
Act (HIPAA) of 1996 should start by establishing
a HIPAA task force with an enterprisewide focus,
suggests Julie J. Welch, MBA, RHIA, a Chicago-
based consultant with Cap Gemini Ernst &
Young.

Keeping in mind the areas of e-commerce,
technology, processes, and policy, Welch says,
consider taking these steps:

• Perform an assessment of readiness.
This means reviewing existing policies and pro-

cedures and technology and comparing them to
the HIPAA requirements to see where the gaps are
and what you need to do to bridge them. Some
organizations are engaging consulting firms or
hiring a HIPAA expert to help in this process.

• Develop and deliver a HIPAA awareness
program.

Bring staff up to speed. Raise their level of
understanding by educating them on what
HIPAA is and what areas it touches within the
organization. Distribute a HIPAA overview, facts
on its history, and provide an educational session.

• Establish budgeted resources and dollars.
The Wall Street Journal has estimated that

HIPAA compliance could cost the nation’s hospi-
tals two or three times the $8 billion that Y2K
preparations set them back, Welch points out. The
Aug. 17, 2000, Federal Register (65:160) estimates
that the average cost per hospital just for upgrad-
ing software to translate and communicate stan-
dardized claims forms will be $250,000 for 2002,
she adds. That doesn’t include costs associated
with privacy and security.

Health care providers pondering their huge
investment, Welch suggests, might want to look
at the e-commerce aspects of HIPAA implementa-
tion as a way to get a tangible return on that
investment. With the privacy regulations, for
example, there’s no benefit for going beyond
basic compliance, she notes.

But the electronic data interchange part of
HIPAA, Welch says, offers opportunities for pro-
gressing to electronic medical records, and for
implementing billing methods heretofore used

only by the banking and credit card industries.
Consider having patients pay their bills through 
a web site, for instance, or step into a paperless
environment for patient accounting.

• Develop a plan for action including infras-
tructure changes and resource needs.

This includes, among other things, the technol-
ogy involved in sending claims information out
into the world while meeting HIPAA require-
ments — items such as firewalls for computer
systems. It also covers physical changes that
might be needed to ensure privacy while registra-
tions are conducted, and ensuring that informa-
tion systems and data are safeguarded from
unauthorized access. 

It might be necessary, for example, to not only
institute electronic signatures for computer access,
she notes, but to run an audit to see who’s access-
ing what.

Look it up

For individuals interested in educating them-
selves about HIPAA, Welch recommends these
resources:

• A web site where you can obtain copies of
the final rules from the Federal Register: http://
aspe.os.dhhs.gov/admnsimp. It contains the
posting of laws, processes, regulations, and
comments.

• A listserv from which you can receive e-mail
notification when new regulations come out. To
subscribe, send an e-mail to listserv@list.nih.gov.
Include your name and the phrase “subscribe
HIPAA regs” in the body of the message.

• HIPAA Alert electronic newsletter. Go to this
web site and subscribe: www.access.gpo.gov/
alert.  ■

Web-based verification 
helps shrink AR days
Collection efforts more proactive now 

When Phyllis Ekdall, CPA, director of
finance for Vanderbilt Medical Group,

assumed her position three years ago, she found
the physicians’ organization — part of Vanderbilt
University Hospital in Nashville, TN — in need
of a turnaround.

Reeling from a computer system conversion,
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the medical group also was experiencing a large
volume of denied or rejected claims, Ekdall notes.

“In reviewing the denied claims, we found the
single biggest reason for their return was registra-
tion errors,” she says, mistakes that could have
been prevented at the point of service.

“When you have the number of patient visits
we have every year — about 600,000 — there’s a
significant amount of demographic and insur-
ance data to capture,” Ekdall notes. “If you don’t
get that at the time of service, it’s difficult to
chase down after the fact. Most systems allow a
bill to be submitted almost immediately and so
the bill may already have been sent before the
information is verified.”

Who gets the credit

With consulting support and some major help
from a web-based insurance verification prod-
uct, Ekdall says, accounts receivable days have
dropped dramatically, registration errors are
down, and staff spend their time in proactive
collection efforts, rather than tracking down
rejected bills. 

“Our AR days have gone down 20% in the past
year and 35% from our post-conversion high,”
she adds. “It’s due to a lot of different initiatives,
but insurance verification has been a critical piece
of making that happen.”

Like many physician groups, Ekdall says, Van-
derbilt Medical Group was doing very little
insurance verification. Patients would present
without an insurance card, or even if they had
one, it might or might not clearly identify the
proper plan. With office staff checking in dozens,
even hundreds of patients, in a day, she adds, “it
was normal not to have accuracy.”

Ekdall was introduced to a product called One
Source, from Nashville-based Passport Health
Communications, by a staff member who stum-
bled across it on the Internet.

One Source differs from integrated insurance
verification products, says Beth Wolskij, national
sales director for Passport, in that “because it’s
web-based, you don’t need software, you don’t
have maintenance fees, and you don’t have
installation projects. You only need a regular
browser, and [the service] is available 24 hours a
day, seven days a week.”

For a health system like Vanderbilt’s — includ-
ing the hospital as well as the physician group —
start-up cost for the browser-based product is
about $2,000, Wolskij adds, “for as many users as

you want access to.” The client is also charged 33
cents per transaction, she notes, for services that in
addition to insurance verification include patient
address verification, credit reporting, and claims
status.

An integrated electronic insurance verification
system, Wolskij says, is likely to cost between
$15,000 and $40,000, plus annual maintenance
costs.

If Passport adds a payer or a functionality, 
that information is released to every user on a
moment’s notice, she says. “There are updates to
the web site every week, and the users don’t even
know it. If we add [an insurance company] to
their list of payers, they sign on Friday morning
and [the new payer] is there.

Also because of this ability to provide constant
updates, Passport can remain compliant with the
Health Insurance Portability and Accountability
Act (HIPAA) of 1996 requirements, which are a
“moving target” because of the ongoing changes
and reinterpretations, Wolskij points out.

Passport was in the process of adding Medi-
care to the list of payers with whom Vanderbilt
may check eligibility through its service, Ekdall
says. When that addition is made, the service will
cover about 75% of them, she says. As of late
May, the coverage was well over half. 

The process, Ekdalls explains, works like this:
As people call in for appointments, the patient is
scheduled and then the call is transferred — per-
haps by the secretary in a physician’s office — to a
work queue that is handled by a group of employ-
ees trained in the nuances of insurance. Those
employees go onto the Internet and check the
insurance information the patient provides while
he or she is on the telephone.

Although the medical group is moving toward
centralized registration, it’s not completely there
yet, she notes. “We still make appointments in the
clinic specialty [area], but pass calls as much as
possible. When we started, we literally had 700
people in the institution who could register a
patient.”

In addition to the web-based browser, Pass-
port provides the Vanderbilt system with a
nightly file-batch service. “Through a virtual pri-
vate network,” says Wolskij, “they send us at
high volume eligibility files of their presched-
uled appointments. We verify the information
for them, and then they push the data where
they need it to go in their system.”

Passport actually sends back two types of
electronic files, she explains. “One file is the
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Managed care’s new face 
means changes for access
Upfront collection effort key

The Portland, OR-based Providence Health Plan
appears to be on the leading edge of a trend in

managed care that likely will impact collections
and customer service for access managers. There is
even more impetus, it seems, for what is already
becoming an access imperative — upfront calcula-
tion and solicitation of the patient’s share of the
bill.

“Essentially, the [managed care] environment is
that the funding arrangements with providers are
changing,” says Barbara Christensen, regional
director of sales and marketing for the health plan.
“In our market, the component where providers
are capitated and at financial risk has lived its life.
The way we’re changing is because providers don’t
want to be at financial risk and consumers would
like to control more of their care.

“It is not a matter of ‘managed care is dead,’ but
rather who’s at financial risk and what is the role
of the consumer in all this,” Christensen adds.

Effective July 1, she notes, the health plan puts
new products on the market that shift the risk
from the provider to the health plan. With those
new products, consumers pay for a bigger share
of their care, Christensen says. 

“There is still easy access and no financial

barriers to preventive care, like well-baby visits
and immunizations and we are continuing to have
a copayment [for those visits],” she explains. “But
for specialty services and laboratory and X-ray, we
now have coinsurance where the consumer has to
pay for [a percentage of] the services.” The con-
sumer’s share, Christensen adds, is generally 20%.

In exchange, she says, the plan member has
access to any specialist in the Providence system
and no longer has to have a referral from a pri-
mary care physician. 

A shift in responsibility

Such arrangements are becoming more preva-
lent throughout the managed care industry, Chris-
tensen notes. Where historically the hospital’s bill
has been “covered in full,” more responsibility for
payment is now shifted to the consumer, she adds.
For that reason, Christensen suggests, hospitals —
specifically their access personnel — will want to
be aware of what the patient’s financial obligation
is. 

“I would also say that the deliverers of health
care services — whether the lab or inpatient or
outpatient — will have to be prepared to tell peo-
ple what the services cost,” she points out. “Now
that people are responsible, they’ll want to know
coming in how much it will cost.”

These changes, Christensen says, make 
the health plan — now called an exclusive
providers organization — closer to a hybrid 
of managed care entity and traditional
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‘marriages,’ where all the information matched
— not just whether the patient is eligible [for a
particular insurance], but the specific plan.” That
specificity is crucial, Wolskij notes, when there
may be a dozen or more plans under, for exam-
ple, Blue Cross of Tennessee.

Divorce by phone

The second report includes the “divorces,” she
says, “where something didn’t match, the payer
or the plan or whatever. We send those in a sepa-
rate file because somebody needs to get on the
phone and talk to that person.”

When the batch file has a match, notes Ekdall,
it puts a flag by that person’s account in the Van-
derbilt computer system, so employees know 
that account information has been verified. “No
human hands have to touch that account if it

comes back validated,” she adds.
The use of Passport has reduced registration

errors, Ekdall says, and also has corrected prob-
lems that are not as easy to measure. “You don’t
always realize the magnitude of what errors can
cause,” she points out. “If you didn’t know the
right plan at the right time, you may not have
done the right authorization requirement. Just
measuring the registration denials alone can
understate the magnitude of this.” 

One of the most important benefits of the sys-
tem, Ekdall notes, goes beyond the ability to get
paid more expeditiously for office visits. “It’s not
as much the money when one office visit is denied,
as the amount of resources spent tracking down
those small-dollar bills. It’s a domino effect.”

Now, she says, “staff can devote that time to
proactive collection activities. That’s probably the
bigger benefit.”  ■



insurance company.
Although this type of company “is a trend

industrywide,” she notes, “how quickly the market
moves depends on cost. Employers are very cost-
sensitive right now and this could be beneficial [to
them]. Nationally, medical cost inflation is in the
double digits and it’s not sustainable that employ-
ers can absorb that [increase] year after year.”

Its research, Christensen says, has told Provi-
dence Health Plan that what it is doing “is very
positive for the consumer. All our market infor-
mation tells us that consumers want more choice
and control and that physicians want less risk.
This allows us to get more flexible production
and diversification into the market.”

As part of its role now, the health plan is respon-
sible for providing the strategies that manage
medical quality and cost, she explains. “Those
strategies become a critical component of our
program. They had been so historically, but some
of that responsibility had been moved to the

physicians. Now the health plan takes that back.”
Because the physician is no longer at financial

risk for results, Christensen adds, “we can do
things like have a hospitalist — a physician based
in the hospital — doing case management on our
patients, and we don’t have to worry about dif-
ferent physicians applying different criteria.”

Companies had success with the traditional
managed care model for years, she notes, “but
physicians no longer want that responsibility and
medical inflation has been such that it has lived
its life cycle.

“I believe that consumers need to be part of the
equation, just like with any other service they
buy,” Christensen says. “As long as health care is
privatized, most consumers don’t have any prob-
lem paying for part of the service, but they do
want to be able to choose.”  ■

It’s quality, not quantity 
of training, AM discovers
Soft skills get a hard look

Extensive auditing of outpatient registrations
at the University Hospital of Arkansas in Lit-

tle Rock revealed myriad errors and throwing
more training time at the problem just hadn’t
done the trick, says Holly Hiryak, director of
hospital admissions.

Because of a decentralized system of outpa-
tient registration, Hiryak adds, “once people go
through training, they’re sent out there to register
without good backup. The original solution was
to add time to the training, instead of looking at
quality [of training]. We got to the point where
we said, ‘This is not working.’”

Inspired by a presentation by Geisinger Health
System of Hershey, PA, Hiryak and her col-
leagues have launched a new approach to the
education of access personnel, one that places
major emphasis on soft skills training, she says. 

Rather than “sticking employees in front of a
computer on day one,” which had been the hospi-
tal’s traditional approach, Hiryak notes, trainers
will focus for two days on a soft-skill presentation
that covers these topics:

• teamwork;
• professional behavior;
• confidentiality;
• adapting to change;
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Reading the tea leaves:
Managed care’s demise

Proponents of managed care strategies of
the 1990s are in retreat, according to a

recent article in the Journal of the American
Medical Association.

Although managed care health plans
helped keep health care costs down during
the 1990s, the article says, managed care’s
restrictions infuriated doctors and patients.
Changes including a shift away from tight
physician panels and utilization reviews are
creating a new culture of health care con-
sumerism, says James Robinson, an associ-
ate professor of health economics at the
University of California, Berkeley.

Robinson’s article, “The end of managed
care,” examines the shift of employers, insur-
ers and physicians, and the emergence of the
consumer as the central decision-maker in
U.S. health care. Robinson writes that instead
of attempting to control health care coverage
and costs, employers are providing informa-
tion and incentives to help individuals make
their own trade-offs between health care cost
and quality. For more, go to http://jama.
ama-assn.org/.  ■



• hospital systems orientation;
• effective communication;
• customer service/how to deal with difficult

patients.
Near the end of that two-day session, she says,

there is an introduction to the revenue cycle.
At present, Hiryak explains, “we immediately

introduce them to the registration system, with-
out taking into consideration that some of these
people had never worked in a hospital, never
dealt with patients or clinicians?”

Now employees will not sit down in front of
the computer until the third day, when they are
introduced to the process of getting the patient
registered and into the system, she says. After
three days of that training, each employee is
paired with a “preceptor,” who acts as a resource
for that person for two months, Hiryak adds.

“The first week or two, the new employee will
not register without the preceptor present,” she
says. “With time, the employee will not have to
spend every moment with the preceptor, but that
person will always be available.” During the first
two months, the preceptor will provide one-on-
one training to the new employee.

The hospital’s revenue integrity specialist (RIS)
team will be an integral part of the new training
program, she notes. (See Hospital Access Man-
agement, January 2001, p. 6.) Their role will be to
audit, train, give feedback, retrain, and evaluate
outcomes, Hiryak says.

After conducting registration audits, the rev-
enue integrity specialists will give feedback on
the employee’s progress to the employee, precep-
tor, and managers, she explains. “Training will be
modified based on audit results.”

Only at the two-month mark will the new
employee get to the nitty-gritty of insurance
training and the details of managed care, Hiryak
says. “By then, the registrars will know what
questions they need to ask,” she points out.
“When you bring them in new, they don’t know
what they need to be asking.” At the end of this
two-day training, the employee will take a com-
petency test, Hiryak notes. 

At some point after the two-month milestone
— but before six months have elapsed — the
trainer will conduct a site assessment with the
employee, she adds. The trainer will look for
things like a professional appearance, a neat and
organized workstation, how the employee inter-
acts with the patient and others working in the
area, and if the employee is following correct
procedure, Hiryak says. Once the site visit is

complete, the trainer will discuss the findings
with the employee and the manager, she notes.

Although the outpatient registrars report to
clinic managers — who may be nurses or people
with business backgrounds — the auditing and
update training are Hiryak’s responsibility, she
explains. “The employees are expected to meet a
performance standard, and we give feedback to
the manager on how the employee is performing.”

Existing employees also involved

The hospital’s initiative also includes ongoing
training, Hiryak notes. “We will have all of our
existing employees go back through access regis-
tration training, and we will present updates on
any new insurance information at least monthly.
If the information is deemed critical, multiple
mediums will be used to announce changes.”

The revenue integrity specialists already have
begun conducting monthly inservices, she says,
because so many discrepancies have been found
among the outpatient registration staff in terms of
procedures and knowledge base. Employees are
so eager for information, Hiryak adds, that about
150 people attend those inservices, where atten-
dance has been voluntary. Under the new train-
ing plan, however, attendance at the continuing
education sessions probably will be mandatory,
she says.

“With all the frontline staff, we will go out at
least twice a year, conduct audits and give feed-
back, and retrain as necessary,” Hiryak says.
“Our goal is to audit 20% of all outpatient regis-
trations. It will be a continuous cycle of quality
improvement.”

The idea is not for the employee to be threatened
by the auditing and retraining process, she says,
but to see it as a tool. Pager numbers for the RIS
team have been published, she adds, so employees
can use them as a continuous resource.  ■

Payer specialists help 
in controlling pre-certs
New UR requirement sparks innovative solution

Access managers looking for ways to reduce
reimbursement denials and improve the pre-

cert process may benefit from a process devel-
oped by Birmingham, AL-based Montclair and
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Princeton Baptist Medical Centers.
When those facilities — along with other

Alabama hospitals — had the utilization review
(UR) function delegated to them by Blue Cross
Blue Shield of Alabama, one of the stipulations
was that nurses must perform the review.

“We certify or noncertify admissions based on
Blue Cross Blue Shield criteria, and Blue Cross
conducts a quarterly audit to verify our UR activ-
ity,” explains Laurie Gautney, RN, MSN, CMAC,
director of case management.

That meant that a few employees who were
certified in health information management and
had been performing the UR function for years
could no longer serve in that capacity, Gautney
says. “They were great reviewers, but Blue Cross
mandated that nurses perform UR after a certain
date.”

More time for work

One of the recommendations of a consultant
hired by the hospitals to do an assessment of pro-
ductivity and jobs was to delegate certain func-
tions that do not require specific certification, she
says. This suggestion was followed and, as a
result, the registered nurse UR coordinator can
spend more time doing functions that require her
skills and licensure, Gautney notes.

The hospital administration devised a plan
that makes use of the former reviewers’ skills
and enables the nurse case managers to perform
their duties more efficiently, she adds.

Now known as payer specialists, the employ-
ees make calls to insurance companies to get the
necessary approval for patient stays, freeing up
the case managers to do more direct patient care,
Gautney notes. The nurses all have caseloads of
between 35 and 40 patients each, she adds, and
while not all cases require insurance intervention,
most do.

Because the UR reviews typically come in
about midday, the payer specialists, who are
equipped with headsets and personal computers,
have time to do some pre-cert troubleshooting in
the morning, Gautney says. 

“We were having some difficulty ensuring that
we had the right pre-cert number for patients who
are scheduled for surgery, magnetic resonance
imaging or outpatient testing,” she notes. “The
patients would come in, the admitting people
wouldn’t stop them — because it’s not really up to
them — and they would have the procedure. Then
the insurance company would say, ‘We don’t have

the pre-cert number,’ and wouldn’t pay us.”
What some people don’t realize, Gautney says,

is that an insurance company may have autho-
rized a patient’s surgery for one date, but if that
date is changed, the authorization is no longer
valid. “Or maybe a vaginal hysterectomy is certi-
fied, but then the physician does an abdominal
hysterectomy and is not pre-certed for that,” she
adds.

What happens now is that the payer specialists
get a list of patients scheduled for elective admis-
sion or outpatient testing, and call their physi-
cians to make sure a pre-cert number has been
obtained, Gautney says. This is typically done
about 48 hours in advance of the scheduled pro-
cedure, she notes, to make sure that patients
don’t show up for surgery and discover there is
no pre-cert number. 

“If by noon today, they don’t have a pre-cert
number for a procedure that is tomorrow at 6,
[the payer specialists] contact the physician’s
office and try to put it back in their lap,” Gautney
says. “They don’t want their patient angry, so
they either get the number or they reschedule.
Usually they just get the number.”

Reviewing the forms

When there is a problem with the pre-cert, she
points out, “the physician’s office doesn’t usually
lose the money — the hospital is out the length of
stay.” Thanks to the payer specialists, Gautney
adds, “we haven’t had any [of those losses] in the
past two years.”

The handling of the UR reviews, meanwhile,
works as follows, she says. For every patient that
is admitted, a face sheet is printed and sent to the
payer specialists. 

“They look at [the face sheet] and say, ‘This is
XYZ insurance and I know we need to get a review
in,’ so they contact the case manager, who per-
forms the review and sends it back via e-mail,” she
explains. “The payer specialist will call the insur-
ance company, let it know what’s going on, and
receive certification for, say, three days.”

If for some reason the payer specialist needs
additional information while on the telephone
with the insurer, she will e-mail or page the case
manager, Gautney notes. “We use a lot of technol-
ogy. All my case managers have alpha pagers,
which means not only the phone number but the
message comes across. The payer specialist can
page a case manager and ask, ‘What is the
patient’s temperature today?’”
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These employees — there are 3.5 full-time
equivalents — are stationed in a room in one
location that serves three hospitals, she says.
“They all have access to the same computer sys-
tems, and we send things to one group e-mail.
They all get the information, so we don’t have to
worry if one is off that day.”

Everything is dependent on the payer con-
tract,” Gautney points out, “and another benefit
to these [payer specialists] is that they’re familiar
with all that. It keeps us out of the pre-cert denial
range.”

Shorter review time

Before this system was put in place in early
1999, she says, the case managers would have to
determine which patients they needed to review,
go and review those cases, and then call the
insurance company to get certified days. “They
would have to wait on hold or leave a message
and [the insurance company] would call back
and miss them,” Gautney adds. “It took a long
time just to do one review.”

Another plus to having someone that sits at the
telephone, she says, is that the insurance com-
pany likes it. The payer specialist can call United,
for example, with all 20 of its cases rather than
handle them separately, Gautney notes.

“It’s really been a good thing,” she says. “Once
in a while, the case managers may have to make a
call themselves — maybe because they’re work-
ing at an odd hour — and they just hate it. They
really appreciate what the payer specialists do.
It’s so time-consuming and mundane.”  ■

Consent forms key when
preregistration is issue

“How does your access department get
consent forms signed when the patient

is preregistered?” asks Liz Kehrer, CHAM,
manager of patient access at Centegra Health
System in McHenry, IL.

“Where are the consent signatures being
obtained?” Kehrer adds. “Is the patient presenting
at a quick-check-in desk or going straight to the
department where the service is being performed?”

And if patients are reporting directly to the
treatment area, which is often being done to expe-
dite the process, who collects those signatures?

At her facility, Kehrer notes, personnel in other
departments have been less than enthusiastic
about performing the task, even though it’s part
of improving customer service.

“They’re resistant,” she says. “They say, ‘It’s
not our job. Access should do that.’”

[Editor’s note: If you have information to share with
Liz Kehrer, or would like feedback on another access
management issue, please contact Editor Lila Moore at
(520)299-8730 or at lilamoore@mindspring.com.] ■

Hospital stays shorter, 
says study by CDC

The average length of hospital stays declined
over the past decade, according to a recent

study by the Centers for Disease Control and
Prevention. 

The average length of stay for hospital
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MSP references

Access managers looking for information
on changes in the Health Care Financing

Administration’s Medicare Secondary Payer
rule can check out the Oct. 18, 2000 edition 
of the Federal Register. More information is
available at these Web sites:

• www.hcfa.gov/regs/prdact95.htm —
(download “October 18, 2000” — Information
collection requirements in HCFA-250-254).

• www.access.gpo.gov — (look for page
62724 in the Federal Register). ■



inpatients was five days in 1999, down from 7.3
days in 1980, as measured by the National Hospi-
tal Discharge Survey, conducted by CDC’s
National Center for Health Statistics.

The study attributed the drop to an increase
in ambulatory or same-day surgery. Citing heart
disease as the No. 1 cause of hospitalization, the
study reported that less invasive surgical tech-
niques for heart surgery are a leading factor in
decreasing the length of hospital stays. The
study also cited new drug therapies, cost-man-
agement programs and alternative forms of
health care. For more information, go to www.
cdc.gov/nchs.  ▼

JCAHO sets deadline 
for ORYX data collection

Hospitals accredited by the Joint Commission
on Accreditation of Healthcare Organiza-

tions (JCAHO) have until July 1, 2002, to begin
collection of data on the first sets of the ORYX
core performance measures. JCAHO said the date
represents a six-month extension from the origi-
nally planned start date and is intended to allow
hospitals more time to plan and budget for the
collection activities.

JCAHO’s ORYX initiative seeks to integrate
outcomes and performance measurement data
into the collection process. For more information,
go to www.jcaho.org/oryx_frm.html.  ▼

Living will help is 
offered to hospitals

Hospitals can get free access to electronically
stored advanced directives through a service

called the U.S. Living Will Registry. 
Advance directives, the handling of which

most often falls under the purview of access man-
agers, allow people to determine care in the event
they become incapacitated by illness, or name
someone to make decisions for them.

According to the U.S. Living Will Registry web
site (www.uslivingwillregistry.com), 75% of
Americans are in favor of advance directives (or

living wills) and all 50 states have laws recogniz-
ing them, but only 25%-30% of people have actu-
ally prepared one. And, 35% of those that have
been prepared cannot be tracked down when
needed. Hospitals may be saddled with main-
taining their own storage system for advanced
directives.

Your will, on-line

Through the registry’s web site, people can
register their living wills by signing a notarized
agreement that allows the registry to fax a copy
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to a hospital upon request. The organization
stores the advance directive as an electronic file,
and contacts the registrant annually to keep
files updated. Any hospital in the country can
access the complete registry through a free
automated telephone-computer-facsimile
system.

The Living Will Registry says it can maintain
privacy and confidentiality because only hospi-
tals have access to the documents. Hospitals can
register and access the database at (800) LIV-
WILL or through the web site.

Living will education

The registry also offers a free, on-line Living
Will Fair program to help hospitals educate the
public about advance directives. The fairs are
public events where people learn about and
prepare advance directives. The fair guide pro-
gram, which can be downloaded from the web
site, offers step-by-step instructions on how to
plan, publicize and hold the event.

The program addresses such issues as obtain-
ing the support of attorneys and community
leaders, press material, manpower requirements,
and parking considerations.  ■
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EDITORIAL ADVISORY BOARD

✆
Continuous survey readiness isn’t just the latest trendy

term in accreditation circles — it’s become an imperative.
Gearing up at the last minute for a survey by the Joint
Commission on Accreditation of Healthcare Organizations
was never a very good idea, but with imminent changes
coming — both in standards and in the survey process itself
— it’s more important than ever for your department to be 
in a state of constant compliance. Don’t be the weak link 
that puts your facility’s deemed status at risk.  Register for
one or all of these valuable teleconferences and learn from 
the experts about the latest changes, proven tips, and strate-
gies for making sure your department and your facility are in
total compliance.

EDUCATE YOUR ENTIRE STAFF AT ONE LOW COST!
$199 for AHC subscribers

The first 20 participants can earn 1 nursing contact hour
— absolutely FREE! A processing fee of $5 will be charged
for each participant after the first 20 receiving receiving CE.

* After 5/22, entire series purchasers will receive the
tape and all session material from Teleconference I.

Be one of the first 50 people to register and receive
the Hospital Compliance Manual — absolutely
FREE (a $249 value)!! This book is the most complete
source of information available to guide you and your organi-
zation in building an effective compliance program.

THE NEW JCAHO PROCESS:
Are You Ready?

A teleconference series ensuring that you are in these vital areas:

From the publisher of: Hospital Infection Control, Hospital Employee
Health, Hospital Peer Review, ED Management, and Same-Day Surgery

Register for all three teleconferences and save up to $100!

CALL (800) 688-2421 or (404) 262-5476
TO REGISTER TODAY!

TCJF01 83250

Fees for one teleconference:
$199 for AHC subscribers
$249 for nonsubscribers

Fees for entire series:*
$545 for AHC subscribers
$645 for nonsubscribers

ACCREDITATION STATEMENT
American Health Consultants is accredited as a provider of continuing
education in nursing by the American Nurses Credentialing Center's
Commission on Accreditation.  Provider approved by the California
Board of Registered Nursing, Provider Number CEP 10864, for
approximately 1 contact hour.

Teleconference I: Infection Control
Tuesday, May 22, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Ona G. Baker Montgomery, RN, BSN, MSHA, CIC and

Patrice Spath, RHIT

Teleconference II: The Emergency Department
Tuesday, June 26, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Kathryn Wharton Ross, RN, MS, CNAA, BC and

Patrice Spath, RHIT

Teleconference III: Outpatient Surgery
Tuesday, July 24, 2001 at 2:30 p.m. EST

Presented by JCAHO Experts:
Ann Kobs, RN, MS and Patrice Spath, RHIT



American Health Consultants 
Education and Training Fax-back Survey

We would like to learn more about training and education needs for you and your staff. Please circle the 
number corresponding to your level of interest in the following topics:

No Some Much
Interest Interest Interest

HIPAA privacy rules 1 2 3 4 5

Stark II 1 2 3 4 5

EMTALA 1 2 3 4 5

Aftermath of ergonomics 1 2 3 4 5

OSHA compliance 1 2 3 4 5

Post-exposure prophylaxis 1 2 3 4 5

Influenza update 1 2 3 4 5

Antibiotic resistance 1 2 3 4 5

Adverse drug reactions 1 2 3 4 5

Drug interactions 1 2 3 4 5

Medication errors 1 2 3 4 5

Herb-drug interactions 1 2 3 4 5

Nosocomial infections 1 2 3 4 5

Patient falls 1 2 3 4 5

Basic information 
for frontline workers 1 2 3 4 5

Needlesticks 1 2 3 4 5

Latex sensitivity 1 2 3 4 5

TB compliance 1 2 3 4 5

Restraints and the 
violent patient 1 2 3 4 5

Pain management 1 2 3 4 5

No Some Much
Interest Interest Interest

Palliative care 1 2 3 4 5

End-of-life care 1 2 3 4 5

Assisted suicide 1 2 3 4 5

Genetic testing 1 2 3 4 5

Organizational ethics 1 2 3 4 5

Human research protection 1 2 3 4 5

Informed consent 
documentation 1 2 3 4 5

New accreditation standards 1 2 3 4 5

Observation units (23-hour 
care or recovery beds) 1 2 3 4 5

ED diversion 1 2 3 4 5

Avoiding lawsuits: What to 
say when something 
goes wrong 1 2 3 4 5

Improving documentation 
for nurses and physicians 1 2 3 4 5

Nursing shortage 1 2 3 4 5

Bioterrorism 1 2 3 4 5

Disaster planning and 
mass casualties 1 2 3 4 5

Safety and security 1 2 3 4 5

What training format is preferred for you and your staff? Rate the following methods using the scale below:
Least Preferred Most Preferred

On-site speakers 1 2 3 4 5
Travel off-site to live conferences 1 2 3 4 5
Subscription-based newsletters/journals 1 2 3 4 5
Outside-sponsored teleconferences 1 2 3 4 5
Outside-sponsored videoconferences 1 2 3 4 5
Web-based conferences 1 2 3 4 5
Resource books 1 2 3 4 5
Other _____________________________ 1 2 3 4 5

What is your title?___________________________________________ 
To what American Health Consultants newsletter(s) do you subscribe? _____________________________
______________________________________________________________________________________

Thank you for your assistance.

Please fax your completed form to (800) 850-1232 by August 1, 2001.
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