
HIPAA privacy regs to impact, 
alter CM responsibilities
Discharge planning likely to be significantly affected

Case managers struggling to determine what steps they must
take to cope with the patient privacy regulations mandated
by the Health Insurance Portability and Accountability Act

(HIPAA) should bear in mind that privacy laws and guidelines
have been around for some time. “We are living with privacy 
laws now,” says health care attorney James Pyles, JD, a partner
with Pyles, Powers, Sutter & Verville in Washington, DC. “These
[HIPAA] regulations mainly try to codify the requirements that we
have and, in some cases, increase the requirements.”

Pyles argues that the final privacy regulations are actually better
than they sound. “They are intimidating when we look at the bulk of
them,” he says. “But they largely codify what providers, physicians,
hospitals, and home health agencies have been doing for years.”

Mohit Ghose, senior vice president at the American Association
of Health Plans in Washington, DC, says there are ways to make
sure that patients are satisfied with the level of privacy they have in
the health care system. “That is critical, because without a patient
feeling secure that their information will not be sold to vendors or
marketers, a strong doctor-patient relationship is impossible,” he
explains.

While the principle of protecting private medical information is
critical, and the federal government is looking at alternatives that
might better serve patients, hospitals, health plans, and physicians,
Ghose says the way the law currently is written could seriously
threaten the provision of health care.

One problem with the law is that only the minimum amount
necessary of a patient’s information can be transferred between
physicians and hospitals. “What we are looking at is basically a
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situation where some part of a medical history
could be left out that could be very pertinent to
ongoing treatment regimens,” he explains.

To cope with the new requirements, Heather
Jahnke, HIPAA project manager at General
Health System in Baton Rouge, LA, says her
organization has established an oversight com-
mittee with various operational teams; case man-
agers will fall into the hospital operation team. 

“Case management is not yet a core member
of the team,” she explains. “But as we address
their issues, [case managers] will either be pulled
into the team ad hoc or will meet with the team
individually.”

Jahnke says that General performed a two-
level assessment. First, it created an internal
assessment tool focusing on privacy, she reports.
That tool comprised 102 questions and was
administered to all team members, who meet
twice a month.

General also distributed a smaller assessment
with roughly a dozen questions that was dis-
tributed to every departmental manager in the
hospital, including case management. That
assessment asked about their use of disclosures
and health information as well as a few security-
related questions, such as whether they have pro-
cesses for determining access, what information
is stored, and how it is secured. The next step will
be to prioritize what issues under privacy will be
addressed first, she says. 

“Much of what we will have to spell out under
case management is going to be how much of
what they do is considered treatment, because a
lot of the discharge planning involves continued
treatment,” she says. The remainder of what case
managers do is considered normal health care
operations, and that requires making a determi-
nation about what information will require an
authorization from the patient.

According to Jahnke, case managers will need
a lot of extra consent in terms of internal plan-
ning and discussions with patients and desig-
nated family members. Some of the areas already
have been broadly discussed. But General has yet

to look at every process in case management, she
says. From the perspective of an internal hospital
case manager involved in discharge planning,
there are still many questions about how payers
will view the role of case managers.

Most payers consider it to be normal health
care operations, Jahnke says. “I don’t know how
many patients are aware of the case management
function within their insurance company. The
question is, ‘Do they really know that somebody
is looking at all this information?’”

One of the issues General discussed from an
organizational standpoint is what will happen
when a physician calls to schedule a test or
appointment. 

“They should have consent to release that
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COMING IN FUTURE MONTHS

More HIPAA action 
expected this year

The U.S. Department of Health and Human
Services (HHS) will soon release changes to

the privacy and transactions and code set rules of
the Health Insurance Portability and Accountability
Act, says William Braithwaite, senior advisor on
health information policy in the department’s office
of the assistant secretary for planning. 

Modifications to the rules will be in the form of
a notice for proposed rulemaking publication,
says Braithwaite, who spoke at the Toward an
Electronic Patient Record 2001 Conference in
Boston in May.

HHS expected to release guidance for the pri-
vacy rule in May in an attempt to clear up any dis-
crepancies in the final rule.

Modifications to the rule, such as more clearly
specifying when a patient’s prior consent is needed
to release his or her medical information, will be
included in a notice for proposed rulemaking and
released later this year, Braithwaite says. 

HHS also expects to release a notice of changes
for the transactions and code sets rule, including
doing away with the National Drug Code code sets
mandate, he adds. ■



information,” she says. “But now we have that
information, and even though we might not see
the patient for two weeks, there are things we
need to use that information for and disclose it
for.”

That means the hospital must check with the
payer to determine if it gets the authorization or
precertification, Jahnke says. It also means deter-
mining if the hospital can take information
received by another source and then disclose it
back to the payer without contacting the patient,
she adds.

Unfortunately, the answers to these questions
are not entirely evident, she says. Everybody is
still waiting for the Department of Health and
Human Services to release their documents clari-
fying these questions. “There are still a lot more
questions than answers,” Jahnke says.

According to Pyles, the privacy regulations are
complex. On the other hand, they really only have
four or five “moving parts,” he explains. The reg-
ulations essentially do two things, says Pyles.
First, they establish privacy standards and ways

of exercising those standards. Second, they estab-
lish the process and procedures to access patient
information. With respect to privacy, there are
three basic protections or tools by which privacy
will be protected — consent, authorization, and
the opportunity to agree or reject. 

“Consent is not new,” asserts Pyles. “You have
been getting consent for as long as you have been
in this business or you should not be in it.” But a
hospital has to give patients notice that they are
going to release some limited information, he
adds. 

Where authorization is concerned, it is critical
to understand that when services are provided 
in a patient’s home, there is a special duty to the
patient, Pyles says. When patients enter a hospi-
tal, they understand and expect that they give up
some of their rights to privacy, he argues. 

When patients enter a nursing home, they give
up some of their rights to privacy. However, when
patients receive services in their homes, they want
their privacy to remain intact if at all possible, he
says.  ■
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Trauma center boosts
patient outcomes 
Good outcomes jump from 27% to 73%

Mission Hospital in Mission Viejo, CA, has
improved its percentage of good patient

outcomes for traumatic brain injury (TBI) patients
from 27% in 1994 to 73% today. According to the
Joint Commission on Accreditation of Healthcare
Organizations, Mission Hospital’s trauma mortal-
ity rate is 30% less than the national average. The
hospital’s trauma center attributes that success to
a unique trauma nurse program that provides
continuity of care during admission, diagnosis,
and initial treatment.

The hospital’s clinical outcomes for patients sus-
taining severe TBI from January 1994 to May 1997
were marginal at best, with 43% expiring and 30%
suffering severe disability. In 1995, the American
Association of Neurological Surgeons (AANS)
published evidence-based clinical guidelines for
managing TBI based on research that examined
the outcomes of various treatment modalities.

In 1997, the trauma center seized on these rec-
ommendations, and a multidisciplinary trauma
team initiated a performance improvement process
that examined current practice and established new

hospital-based clinical guidelines. “We asked our
doctors and nurses to completely change the way
they manage head injuries,” says Mary Kay Bader,
neuroclinical nurse specialist at Mission. She says
Mission made “a total commitment” to bring its
practices in line with those new guidelines.

According to Bader, that required extraordi-
nary changes in the trauma center. “It requires a
lot of education, bedside support, and mentor-
ing,” she explains. That included trauma sur-
geons, neurosurgeons, nurses, and others.

Those changes were motivated by the scientific
guidelines published by the AANS, Bader says.
“We took the entire booklet and implemented
those scientific guidelines.” 

Notably, the guidelines were revised in 2000,
and the authors revealed survey data showing
that less than 20% of the country’s trauma cen-
ters had fully adopted the guidelines, while
another 40% had adopted only portions of them,
she says.

Another key ingredient to success has been
staffing patients according to their needs rather
than just adhering to blanket policies, Bader
explains. 

“We are blessed that we have an administration
that supports meeting the needs of the patient. It
does cost more money to manage these patients,
but our outcomes have been enhanced,” she adds.
“Instead of dying or going to a nursing home,



[patients] are going back to work and school.”
Mission has a panel of neurologist and a neuro-

clinical nurse specialist who work with the emer-
gency department team to manage stroke patients.
Trauma center physicians have nearly 100 years
combined experience, and each is board-certified.

The trauma center is certified by the American
College of Surgeons (ACS), Committee on Trauma
as a Level II trauma center. Notably, only 20% of
the hospitals in the country have sought verifica-
tion and received the designation since the ACS
began the program in 1987. The center also has
been accredited by the Orange County (CA)
Emergency Medical Services Agency since 1980. 

Mission employs state-of-the-art technology
such as the spinal CT scanner and portable ultra-
sound, as well as the latest procedures and tech-
nology for the repair of vascular injuries and
advanced techniques in the care of severe respira-
tory conditions. 

“I think every hospital in the country has a CT
scanner,” says Bader. On the other hand, there are
still trauma centers that treat head injury patients
without putting a pressure monitor in the patient’s
brain even though that technology has been avail-
able for years. “It is a $100 piece of equipment,”
she says. “But some neurosurgeons and trauma
centers refuse to change their practice.

According to Bader, Mission’s in-house acute
rehabilitative unit ensures continuity of care. An
interdisciplinary team meets weekly to discuss
patient needs, including metabolic requirements,
rehabilitative needs, social service, and discharge
needs. “Our team incorporates not only the inten-
sive care phase but the surgical and rehab units,”
she says. 

Occupational and physical therapists are
involved in the patient’s treatment from the out-
set. “They become aware of the patient’s needs
early on, and that provides continuity,” says
Bader. Specially trained nurses who have com-
pleted the Advanced Trauma Care for Nursing
program are based in Mission’s trauma/neuro
intensive care unit (ICU). 

When emergency surgery is required, a trauma
nurse stays with the patient and monitors all phys-
iologic needs as well as communications with fam-
ily members. According to Bader, those nurses
meet the patient as well as the family at the outset.
She says that helps facilitate the patient’s transi-
tion from the ICU to the surgical unit and the
rehab unit.

“There is a very smooth transition,” says
Bader. “I think that makes a big difference.” In

addition, 24-hour pastoral care provides support
for family members throughout the patient’s stay.

Mission is one of only three designated trauma
centers in all of Orange County. As the largest
medical center in south Orange County, the
trauma center treats nearly 700 traumas each
year.

Mission’s work in this area has been acknowl-
edged by the American Association of Critical
Care Nurses (AACN) in Aliso Viejo, CA, which
recently awarded Mission Hospital with the pres-
tigious AACN Mutidisciplinary Team Award. In
1994, the hospital became one of 14 Catholic, not-
for-profit hospitals operated by the St. Joseph
Health System and sponsored by the Sisters of 
St. Joseph of Orange. Last year, the Trauma Center
was awarded the coveted Codman Award from
the Joint Commission.  ■

Case managers improve
physician involvement
Physician ‘socialization’ must be overcome

Case managers must confront the fact that, in
general, physicians have an innate cultural

conflict with the health care system where it
involves nonphysicians, says Lynne Nemeth, 
RN, MS, director of outcomes management,
research, and development at the Medical
University of South Carolina in Charleston. To
address that problem, she says, case managers
must employ an array of tools and tactics to gain
the support of physicians.

The conflict is based on physician training and
socialization, Nemeth explains. The result is that
physicians often are not aligned with case man-
agers and have a different focus on the patient
and a different time frame for action as well as a
different view of resources.

According to Nemeth, there are numerous tools
that case managers can use to gain the attention of
physicians. For example, she says, physicians rely
heavily on their experience from their last patient
as well as local guidelines, pathways, and continu-
ing medical education (CME). 

Other factors that influence physicians include
governmental oversight, accrediting bodies, jour-
nals, colleagues, training, informatics, and incen-
tives. “Those are just some of the many ways to
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grab their attention,” she says.
Relationships are very important, too, Nemeth

says. That can include informal power politics,
coalition building, and influence. 

Francie Handler, RN, BSN, CMC, team super-
visor in case management at St. Vincent’s Hospital
in Sante Fe, NM, takes a similar view. “Doctors
listen to doctors.”

In the case of St. Vincent’s, Handler says, they
also listen to the chief medical officer, whose role
she credits with significant enhancements in case
management programs. 

“If we are unsuccessful in getting the doctor 
on board from the case management perspective,
our medical director is very helpful,” she says.
When those interventions take place, the chief
medical officer uses very specific information and
makes sure there is an identifiable problem to be
addressed. 

Numerous approaches can be used to alter
physician behavior, such as physician education,
employing opinion leaders, and getting involved
with academic detailing, as well as audit and
feedback, clinical decision support, and physician
incentives, Nemeth says. In addition, case man-
agement, critical pathway teams, and any other
team-driven approaches to the processes of care
in decreasing variation also can play a role.

The increase in direct-to-consumer advertising
by the pharmaceutical industry presents another
approach that alters physician behavior, she says.
There is a growing sentiment that marketing to
physicians should be explored. “It is almost like
market research to better understand how to
motivate physicians,” she says. 

CME may provide information, but it does not
necessarily change a practice, according to Nemeth.
On the other hand, there is some evidence from the
literature that it is productive to spend time doing
academic detailing.

Nemeth notes that providing feedback from
different projects, such as benchmarking projects
and the Health Plan Employer Data Information
Set, also are very important. But the effect of pro-
viding statistically significant information often
can be small to moderate. “We should not rely
solely on that approach,” she says. “Even though
data may be well-developed, they are not neces-
sarily going to impact [physicians’] behavior.”

What really needs to be established is real-time
feedback, including reminder systems that are
built into physicians’ process of care such as com-
puterized order entry, Nemeth says. “You need to
build in ways to get the feedback to them at the

point of care rather than after the fact so they
have to think about it the next time. Reminders
have good potential if they are built in in real
time.”

Handler takes a similar approach. She and her
staff employ simple tactics such as leaving easily
identifiable notes on the front of the chart. For
example, on the orthopedic floor, prescriptions
are left for medical equipment, home care, and
pharmaceuticals just to ensure doctors don’t for-
get anything. Doctors then can complete and sign
the items they deem appropriate. That creates
more work on the front end but saves a lot of
time on the back end, she says.

Engage your physicians with technology

Economic incentives are the most specific moti-
vator, Nemeth says, but financial incentives are
not always legal and must be matched with the
structure of the support system. For example, if
physicians can get the state-of-the-art equipment
they require for surgical procedures and similar
improvements, that can be a motivating factor.
“You have to match the incentive to the resources
they are asking for,” she says.

Collaborative pathways and other case man-
agement systems and interventions that are
designed to support the patient are all very
important, says Nemeth. But in order to get
physicians on board to collaborate, doctors
must have their own self-interest to engage in
the activity.

The hospital’s imperative is to identify how
physicians can benefit, and that often involves
technology. That might take the form of a new
MRI or a microscope in the operating room that
allows a surgeon to act with more precision. Such
equipment ultimately will reward physicians
financially because they have a higher caseload
and more patients, she explains.

In short, when a hospital provides physicians
with the tools, equipment, and resources they
require, whether in material resources or human
resources, Nemeth says, “The system recognizes
the value physicians bring to playing the game of
health care improvement.”

Finally, in order to improve patient outcomes,
case managers must provide performance data in
an informative manner rather than a punitive
manner, she says. That means looking at the full
range of outcomes, patient and provider satisfac-
tion indicators, clinical outcomes of strategic
importance, and cost and resource utilization.
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This range of tools gives a good sense of balanced
indicators that do not approach it solely from the
financial point of view.

“The financial point of view alone is not going
to motivate physicians,” Nemeth says. “They
want to provide the highest quality care.”  ■

APCs and observation:
Learn when to admit
Consulting and educating physicians is key

(The following is excerpted from “Reimbursement:
An ever-changing process,” given by Deborah Hale,
CCS, at the sixth Annual Hospital Case Management
Conference in Orlando, FL, March 26. Hale is president
of Administrative Consulting Service Inc. in Shawnee,
OK. )

Certain implants and devices; the anesthesia; the
recovery room — all are packaged services.

One which has become the most catastrophic for
most hospitals is observation following an ambula-
tory surgery procedure, or with a medical obser-
vation patient who presented to the emergency
department (ED).

Here’s an example of a patient who came into
the ED:

The patient, who had no previous history of
coronary artery disease, came in with chest pain
and nausea. The EKG was normal, the enzymes
were negative, and the lungs were clear, but nev-
ertheless, the ED physician felt it was important
to keep the patient for observation, to get some
additional lab work back, and to make sure that
an acute myocardial infarction was not occurring. 

The patient receives IV morphine for control of
the pain, and so we’re reimbursed for an IV injec-
tion. That ambulatory payment classification
(APC) is a status X, which is an ancillary service
APC, and generates a payment of $47. An EKG
generates an APC payment of $18. Of that, the
patient pays $16 and Medicare pays $2.

The chest X-ray will generate an APC payment,
and all of the ancillary services will be paid by an
APC, if medical necessity for the services is docu-
mented and coded. 

Now, in managing this patient in the ED, we’re
going to use med/surg supplies, and we’re going
to administer some routine pharmaceuticals.

Morphine is not considered a routine pharmaceu-
tical, so that actually generates a separate pay-
ment. But any other drugs that we give to the
patient — unless it’s a thrombolytic drug or some
of the other high-cost drugs in the ED — would
be packaged under routine pharmacy.

The real kicker: We keep this patient in the
intensive care unit (ICU) for observation, and
there are zero dollars assigned there. The Centers
for Medicare and Medicaid Services (CMS, for-
merly the Health Care Financing Administration)
consider that when we assigned this case to a
high-level ED visit, that payment rate of $158 
was supposed to cover all of our observation time.
Obviously, it’s not going to do that when the
patient’s in ICU for observation. As a result, we’ve
had some real trouble with hospitals trying to
decide, “Is this an appropriate patient to admit to
observation status, or is this an appropriate inpa-
tient admission?”

With the services delivered as I’ve listed above,
our total APC payment is $263 for this patient,
who may have stayed 24 or 36 hours. We can’t
stay in business very long with those kinds of
reimbursement amounts. Now, in addition, any
lab tests that the patient has are paid by the fee
schedule, so the total amount is $263, plus those
individual lab tests, subject to documentation of
medical necessity.

In the APC final rule (published April 7, 2000),
CMS says, “We believe that, in general, if a
patient needs to be monitored in the ICU or the
CCU [critical care unit] for any length of time,
then the patient should be admitted as an inpa-
tient.” So right there is the answer to your
overutilization of observation and the fact that
you’re not getting paid for ICU and CCU obser-
vation under APCs. CMS has told you: “Admit
those patients if they need to go to ICU or CCU.”

From a financial perspective, had we left our
patient in observation status, our total APC reim-
bursement would have been less than $300. That
would allow a little extra for some lab tests that
were done. But if we convert the patient to an
inpatient admission, the DRG payment would be
dependent upon what caused the patient’s chest
pain. If the physician says, “I can’t prove it, but I
think this is cardiac, and so we’re going to sched-
ule him later for a cardiac cath,” then suspect
angina would drive the DRG assignment, and
that’s a $3,000 payment.

So many times, what we see is that, after study,
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If you want to keep your observation unit open,
you’ll need to look at new strategies, explains

Patricia Hall, RN, MSN, CEN, service leader for
emergency services at Howard Young Health Care
in Woodruff, WI. “The advent of APCs [ambula-
tory payment classifications] has made it difficult
for observation units to be financially sound,” she
adds. 

Although there is not currently a separate APC
for observation, the Baltimore-based Centers for
Medicare and Medicaid Services (CMS), formerly
the Health Care Financing Administration, is
expected to add a separate APC this year (For
more details, go to the Society of Chest Pain Centers
and Providers web site: www.scpcp.org, and click on
“HCFA discussion on observation services.”) Taking
these steps can help cut your unit’s costs: 

• Create a “hybrid” unit. The observation unit
at William Beaumont Hospital in Royal Oak, MI,
began as a hybrid “observation/scheduled-proce-
dure” unit, says Michael A. Ross, MD, FACEP,
director of the emergency observation unit and
chest pain center. There was a problem with low
census in the afternoon, he explains. “We would
drop down to one or two patients, which is pro-
hibitive from a nursing staffing standpoint.” The
eight-bed unit was separate from the emergency
department (ED), so it wasn’t possible to decrease
the nursing staff to a single nurse, adds Ross.

The solution was to allocate a set number of
beds for observation patients and for scheduled-
procedure patients. “Combining these two ser-
vices enabled us to always have enough patients
and maximize the use of that space,” says Ross. As
the observation service grew to 21 beds, the ED
was able to maintain an adequate census of obser-
vation patients. “We found we no longer needed
to be a hybrid unit. Over time, we weaned out the

scheduled-procedure patients. We identified an
inpatient location that could accommodate those
patients and displaced them to that setting.” 

• Address staffing issues. Initially, the observa-
tion unit at William Beaumont had an all-nursing
staff doing primary care with a case ratio of one
nurse per four patients, says Pat Zientek, RN, the
emergency center’s administrative nurse manager.
But the current ratio is one nurse per five patients.
“Increasing the ratio was important to decrease
costs,” she notes. “Two less-costly technicians were
introduced per shift who were cross-trained for the
unit secretary duties.” The hybrid model allows
you to staff with an average hourly patient/nurse
ratio of 3.7 compared with the ratio of 2.5 for a reg-
ular observation unit, says Ross. “This reduces 
the cost by 0.13 nurse full-time equivalent per
patient.”1

• Avoid prolonged observation. Patients who
“succeed” in observation will be discharged long
before 24 hours, says Ross. “The concept of a 24-
hour observation unit is antiquated,” he argues.
“Most patients define themselves by 18 hours. If
they cannot go home by then, they have a very
high probability of needing hospitalization.” The
ED observation unit requires that a disposition be
made in 18 hours, unless the physician documents
a clear and compelling reason to continue observ-
ing the patient, says Ross. (See Physicians Order
Sheet — EC Observation Unit, Observation Unit
Chest Pain Tracking Sheet, and Patient Observa-
tion Record, pp. 120-122.)

• Only observe appropriate patients. At
Howard Young Health Care, the ED has become
more selective with the patients placed on observa-
tion status, notes Hall. “If their condition appears

Cutting the cost of observation: Create a ‘hybrid unit’

(Continued on page 122)
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to be more complicated with potential comorbidi-
ties, we are opting for admission. This seems to be
exactly contrary to how we used to think. But hon-
estly, they traditionally have ended up staying
more than 23 hours anyway.” 

At William Beaumont’s ED, only specific con-
ditions can be sent to the unit, based on specific
inclusion/exclusion criteria. “The physician or
nurse covering the unit is empowered to refuse a
patient based on failure to meet these criteria,”
says Ross. (See “Which Patients to Observe,” p.
125.) The ED uses written guidelines for 32 condi-
tions, along with general principles on which
patients are appropriate for observation, says
Ross. “You must be managing only one specific
acute problem, and it must be a problem of lim-
ited severity of illness that has a 70% to 80% prob-
ability of being discharged within 18 hours.” The
guidelines are converted into orders specific for
80% of the conditions sent to the unit. “This helps
to maintain consistency,” he says. 

• Offer stress testing in close proximity. Previ-
ously, 25% of the patient volume was transported

to the eighth floor for stress testing, which necessi-
tated a 15-minute trip each way of “nonproductive
time,” says Zientek. “To decrease the time off the
unit, we have installed a stress lab directly adjacent
to the unit, with a one- or two-minute trip each
way.” 

The satellite stress-testing lab reduced the length
of stay of chest pain patients by a couple of hours,
says Ross. “This allows the hospital to do stress
testing on weekends for chest pain patients and 
get inpatients out sooner.”

[For more information, contact: 
• Michael A. Ross, MD, FACEP, Department of

Emergency Medicine, William Beaumont Hospital,
3601 W. Thirteen Mile Road, Royal Oak, MI 48073-
6769. Telephone: (248) 551-3080. Fax: (248) 551-
2017. E-mail: maross@beaumont.edu.] 

Reference
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of the emergency department observation unit: A novel
hybrid design. Ann Emerg Med 2001; 37:267-274.   ■
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These aren’t your usual
patient ed committees

Is your patient and family education committee
being put to good use? There’s no need to limit

committee members to serving as gatekeepers or
a review board for written brochures or educa-
tional resources. Patient education committees
can improve patient education in many innova-
tive ways.

“An interdisciplinary committee can best iden-
tify barriers to education, propose and test solu-
tions, and implement changes in the system. They
share information with and collect feedback from
the whole organization. No one person, or one
department, can accomplish what representatives
from the entire system can do,” says Fran London,
RN, MS, health education specialist at The Emily
Center at Phoenix Children’s Hospital and a mem-
ber of the hospital’s patient/family education
council.

Patient education committees can provide a
broad view, and those disciplines involved will
help keep the importance of education at the fore-
front in their patient care area. When you have
more people incorporated, it isn’t some isolated
manager in an office trying to touch every base and
connect with every person, says Linda Kocent, RN,
MSN, coordinator of patient-family education at
The Children’s Hospital of Philadelphia.

Committees keep the work manageable as 
well, she says. At The Children’s Hospital of
Philadelphia, there are 12 decentralized, specialty-
based committees that work in specific areas and a
patient education steering committee that provides
oversight and guidance as well as institutionwide
directives. The steering committee consists of a
leadership person from each discipline and the
chair of each decentralized committee. Kocent sits
on all 13 committees. 

“I make sure that each knows what others are
doing as needed, and prevent duplication of
efforts. I help them see that patient and family

education is more than writing handouts, and
help them ‘think outside the box.’ It is incredibly
time-consuming, but worth it in results.”

Each year, the decentralized committees identify
needs and set goals to present to the steering com-
mittee and report on prior work. “The specialty-
based committees usually come up with ideas
based upon a need they identify within their
group,” says Kocent. For example, a teaching need
might be identified within an area so the commit-
tee will initiate the writing of new curriculum for a
class taught at the learning center. A clinical expert,
usually an advance practice nurse, will be selected
by the committee to write the curriculum and
work with learning center staff to ensure that they
are competent to teach the content.

Every group identifies projects pertinent to
their area. Currently, the pediatric intensive care
unit (PICU) committee is developing a photo book
to use with siblings of patients prior to their visit
to the PICU as part of the Child Life visitation
program. When it became apparent that families
no longer had time to bring their children to the
hospital for pre-surgery tours, the surgery com-
mittee created a virtual pre-op surgery tour that
parents and children can access via the Internet at
home. If one of the specialty committees deter-
mines that something electronic would enhance
patient education, they invite the health care insti-
tution’s web team to a committee meeting, and
the team helps them work through the process. 

To promote family literacy, the primary care
committee developed posters with tear-off slips
that connect families to the mayor’s commission
on literacy for free reading classes. The committee
also is beginning to work on children’s books on
health care to support the literacy campaign. The
books will be written very simply so that low-
literacy adults can read to their children, thus
improving their skills and reinforcing the impor-
tance of reading in the eyes of their children.

There are certain patient education issues that
pertain to all specialty areas such as measuring
outcomes or compliance with the patient educa-
tion standards set by the Joint Commission on
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Accreditation of Healthcare Organization
(JCAHO). In these cases, all committees design
projects pertaining to their specialty. For example,
for measuring outcomes, the cardiac services
committee is looking at whether the learning
needs of cardiac surgery patients are met before
they are discharged from the cardiac intensive
care unit instead of the step-down unit. To meet
JCAHO standards this year, all committees are
looking at how to incorporate pain as the fifth
vital sign in their area and document it, says
Kocent.

While Phoenix Children’s Hospital has only one
committee with 15 interdisciplinary members, it
serves as a patient education committee, JCAHO
oversight committee, and quality improvement
team for process improvement initiatives relating
to patient and family education. “The work of all
three functions overlap, and we usually address
them all at each meeting,” says London. The three
functions include:

• Patient/family education. The group coordi-
nates patient and family education activities
throughout the organization. The most extensive
project in this category has been the revision of
the interdisciplinary education record, which

took two years to complete. To create a form that
staff would use, committee members surveyed all
those who document patient education, such as
nurses and social workers.

• Joint Commission oversight. In this cate-
gory, committee members conduct chart reviews
to assess patient education compliance with
JCAHO standards, identify what improvements
need to be made, implement them, and prepare
for JCAHO visits. As part of the preparation, the
committee plans staff education activities to
address problems.

• Quality improvement team. This team’s mis-
sion is to improve patient and family satisfaction
scores relating to education. To achieve this goal, it
has looked for root causes for problems relating to
patient and family education, examined possible
interventions, and proposed the hiring of a patient
education coordinator and assistant to implement
the committee’s proposals. 

The positions for coordinator and assistant were
piloted and made permanent. Improvements have
included a distribution system for teaching materi-
als, and a partnership with the nursing education
department to facilitate staff education on patient
and family education skills.   ■

Switching gears to improve
patient education 

Sometimes, patient education committees don’t
always end up where they started out.

The patient education committee at Shands at 
the University of Florida in Gainesville was originally
implemented in 1996 to help the institution meet Joint
Commission on the Accreditation of Healthcare
Organizations’ standards for patient and family educa-
tion, but now its tasks evolve according to the organi-
zation’s needs. For example, a couple of years after
its founding, a patient satisfaction survey revealed a
need for quality improvement in education. The
administration asked the committee to focus on con-
tinuous quality improvement (CQI), so it became a
CQI team, says Kathy Gamble, ARNP, MN, coordi-
nated care manager in the department of nursing and
patient services and co-chair of the committee.

The committee, made up of 30 people represent-
ing the various services and departments throughout
the health care system, came up with five overall
recommendations. They included:

• Establish patient and family education as a pri-
ority across Shands health care.

• Create an ongoing multidisciplinary team for

patient and family education.
• Develop a computerized systemwide index of

materials available including samples of materials.
• Provide consistent admission information to

patients and families.
• Develop a coordinated team approach to ensure

an interdisciplinary treatment plan.
To get work done efficiently, the committee priori-

tized tasks, first creating the ongoing multidisciplinary
team for patient and family education by solidifying
the committee. Their second project was to create a
computerized systemwide index of patient education
materials.

Because there is no one who coordinates patient
and family education and the committee members
have many other duties, the patient education com-
mittee at Shands is a working committee. “We
decided that our meetings would be working meet-
ings, and we would more or less do the work we
needed to do within the meetings,” says Gamble.
When legwork is required, such as the cataloging of
patient education materials, health education interns
from the university are used.

Some of the other quality improvement tasks the
committee has completed include patient and family
education as part of employee orientation and a pol-
icy to ensure consistency in the quality of internally
developed materials.  ■



physicians decide that this is reflux disease. That
pays even better. You have to know the insides of
the system to be paid, and to understand what
does help us. So often, the physicians will just say
“noncardiac chest pain,” but if you look at the
home meds — what they’re sending patients home
on — and that physicians have documented the

reflux disease, getting that additional documenta-
tion would drive the payment up to $3500. And, if
in fact, we hold them to a cardiac cath during this
admission, and it turns out that they have coronary
artery disease, the DRG payment for that is $6,300.
So a lot of money can slip through our fingers if we
overutilize observation status under APCs.

I have seen letters from CEOs advising their
medical staff that they no longer have observation
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Which Patients to Observe
INDICATIONS FOR OBSERVATION
✔ Focused goal of patient care. The physi-

cian’s notes should document the reason for
observation. Generally, there should be only
one specific problem that requires acute man-
agement. When multiple problems require
management, the likelihood of admission is
much higher. The three broad categories of
observation are: 

• diagnostic evaluation of a critical syndrome,
such as chest pain, abdominal pain, etc.; 

• short-term treatment of emergency condition,
such as dehydration, asthma, renal colic, etc.; 

• management of psychosocial needs, such as
psychiatric, social worker, or continuing-care eval-
uation and management of selected problems. 

✔ Limited intensity of service. This is judged
clinically by the emergency center (EC) physi-
cian. Patients not meeting this criterion should
be managed in the EC or admitted to the hospi-
tal (i.e., patients who require one-on-one nursing
care). 

✔ Limited severity of illness. This also is judged
clinically by the EC physician (i.e., patients who
are in extreme conditions or clinically unstable).
Following low severity of illness/intensity of ser-
vice (SI/IS) criteria enables the observation unit
to be run effectively. 

✔ Clinical condition appropriate for observa-
tion. In general, the observed condition should
have a high (70% to 80%) probability of dis-
charge within 18 hours. It should also be a con-
dition for which initial discharge from the EC is
not likely (i.e., an otherwise admitted condition).
In addition to the list of “Observation Unit Clinical
Conditions” included in this packet, the physician
covering the unit may elect to observe other con-
ditions if they meet the above criteria. This group
will be monitored. 

CONTRAINDICATIONS TO OBSERVATION
✔ High severity of illness. Patients requiring more

nursing care than can be offered in the unit. For
example, patients with unstable vital signs, or

unstable cardiac, pulmonary, or neurological 
condition. These patients should be managed in
the initial EC treatment area until deemed to be
stable for at least one hour. 

✔ High intensity of service. Patients who are
too unstable or ill to be observed. For example,
difficult intoxicated or suicidal psychiatric
patients, patients requiring frequent vital signs
or treatments. 

✔ Patients requiring admission. If inpatient
admission is apparent in the initial treatment
area, the patient should not enter for “observa-
tion.” This type of patient is defined as a “hold” 
if they are simply waiting for a bed. 

✔ Age less than 13 years old. These patients will
be managed on the inpatient pediatric floor.
Pediatric patients over the age of 13 who are
transferred to the observation unit should not
have significant underlying illness or comorbidi-
ties, which may require increased nursing care
(high SI criteria). 

✔ Obstetric patients more than 20 weeks preg-
nant. These patients should be managed on the
Labor and Delivery (L&D) unit according to EC
policy. If they have already been evaluated on
L&D and sent back to EC, or cleared by their 
private obstetrician for management of a non-
obstetrical condition (i.e., asthma), they may be
managed in the observation unit. 

✔ Anticipated observation length of stay less
than three hours or more than 18 hours. The
work of transferring, admitting, and discharging
the patient is not efficiently spent if the patient
stays for less than three hours. A regular audit of
such admissions will be performed. Since most
observed cases are discharged in 10 to 15
hours, cases that will clearly require more than
18 hours of care are unlikely to benefit from the
unit. 

✔ Nursing home placement. Patients must first
have the feasibility of their observation place-
ment plan approved by the continuing care or
admissions transfer office nurse. This group
often fails placement in a timely manner. 

Source: Emergency Center Observation Unit Guidelines, William
Beaumont Hospital, Royal Oak, MI.

(Continued from page 118)



services. I would encourage you not to do that.
Observation still does exist. And there are still
times when it is appropriate to use an observation
bed rather than formally admitting that patient as
an inpatient. (For guidelines, see box, p. 125.)

Outpatient prospective payment seeks to put
up a huge wall to divide outpatient services from
inpatient services. We have to recognize that wall
and know where it is if we’re going to be success-
ful financially in managing our patients.  ■

HHS task force will 
target patient safety

Department of Health and Human Services
(HHS) Secretary Tommy Thompson has

announced that a new Patient Safety Task Force
has been established within HHS that will coor-
dinate a joint effort among several agencies to
improve existing systems to collect data on
patient safety. 

These agencies include the Agency for
Healthcare Research and Quality, the Centers
for Disease Control and Prevention, the Food
and Drug Administration, and the Centers for
Medi-care and Medicaid Services (formerly the
Health Care Financing Administration). HHS’
fiscal 2002 budget proposal includes up $72 
million, an increase of $15 million over fiscal
year 2001, for efforts to improve patient safety
and reduce the number of adverse events. 

In addition, Thompson has charged the task
force with studying how to implement a user-
friendly Internet-based patient safety reporting
format. The group will develop computer net-
works, user-friendly reporting systems, and stan-
dards for coding the content of the reports,
reports AHA News. The system will feature a uni-
form data collection method. The Centers for
Disease Control and Prevention and the Food
and Drug Administration will provide data on
medical errors, while the Agency for Healthcare
Research and Quality will analyze the causes of
medical errors.  ▼

CMS proposes increase 
in rates for hospitals

Hospitals across the United States would see 
a 2.55% increase in Medicare payment rates 

in fiscal year 2002, according to a proposed rule
issued by the Centers for Medicare and Medicaid
Services (CMS, formerly the Health Care Financing
Administration) in Baltimore and published in the
May 4 Federal Register. The proposed increase,
which would become effective Oct. 1, 2001, will
affect about 4,800 acute care hospitals that are paid
under the prospective payment system (PPS). The
proposed rule also contains provisions to imple-
ment a number of mandates in the Medicare,
Medicaid, and State Children’s Health Insurance
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CEquestions
5. The internal privacy assessment tool created at

General Health System in Baton Rouge, LA, is 
comprised of how many questions?
A. 12
B. 102
C. 52
D. 92

6. According to year 2000 data from the American
Association of Neurological Surgeons (AANS), what
percentage of U.S. trauma centers have fully adopted
the 1995 AANS guidelines for managing traumatic
brain injury?
A. 20%
B. 27%
C. 30%
D. 73%

7. Which of the following tactics can be effective in
improving physician involvement in case manage-
ment and quality efforts?
A. getting intervention/support from the facility’s chief 

medical officer
B. providing physicians with informative performance 

data
C. creating legal financial incentives
D. all of the above

8. An EKG generates an APC payment of $18. Of that,
how much must the patient pay?
A. $2
B. $8
C. $16
D. $18



Program Benefits Improvement and Protection Act
of 2000, which will also become effective Oct. 1,
2001. Among these is a proposed mechanism to
facilitate access to high-cost new services and tech-
nologies by authorizing special payments to cover
increased costs.

The proposed rule also makes a number of
revisions to DRG classifications. For example, the
proposed rule would create two new pancreas
transplant DRGs and would create new DRGs 
for cardiac defibrillator cases and percutaneous
transluminal coronary angioplasty cases.

In addition, the proposed rule provides for a
three-year hospital geographic wage index reclas-
sification, the use of three-year averages of the
average hourly wages in qualifying for geo-
graphic reclassification, and the option to use a
statewide index instead of individual wage
indexes for the geographic area of a state. CMS
plans to publish a final inpatient PPS rule by
Aug. 1, for implementation Oct. 1, 2001.  ▼

Hospital to study effect 
of electronic records

The University of Colorado Hospital in Denver
has announced two new grants for controlled

studies of how patient care is affected by elec-
tronic access to medical records. 

The announcement of The Commonwealth
Fund gift of more than $282,000 plus a significant
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NEEDLE SAFETY MANDATE:
What you must know before OSHA inspectors come calling

A teleconference for managers and frontline workers

Educate your entire staff at one low cost —
 including CE!

Wednesday, August 29, 2001 at 2:30 p.m. EST
Presented by OSHA experts 

Cynthia Fine, RN, MSN and Katherine West, BSN, MSEd, CIC

JUST $199 FOR YOUR ENTIRE FACILITY!

Anew federal law threatens hospitals and outpatient surgery cen-
ters with citations and fines unless needle safety devices such as

retractable or self-sheathing needles are being regularly evaluated.
Further, this law mandates that frontline health care workers be
involved in the evaluation and selection of needle safety devices. 

The new national regulations are closely modeled on earlier pas-
sage of a state OSHA law in California. Lessons learned from

actual Cal-OSHA inspections in California will be revealed including
how OSHA has been enforcing the regulations there and what to
expect during an inspection. Additionally, you will learn what recent
changes on the national level mean for your hospital. Our experts will
bring the right combination of recent real-world experience and time-
honored OSHA compliance tips to make this program a must to meet
the new national mandate for needle safety.

You may invite as many participants as you wish to listen to Needle
Safety Mandate: What you must know before OSHA inspectors
come calling.  Each listener will have the opportunity to earn 1 nurs-
ing contact hour.  CE is absolutely FREE for the first 20 participants
at each facility. A processing fee of $5 will be charged for each par-
ticipant after the first 20 receiving CE.  There is no additional fee for
participants who do not receive continuing education.

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 approxi-
mately 1 contact hour.

CALL (800) 688-2421 TO REGISTER TODAY!

✆✆

Register today for this informative teleconference and 
educate your entire staff for one low fee so that you
can avoid citations and costly fines. Plus, earn CE!



grant from CaP CURE was made at a University of
Colorado Hospital Authority Board of Directors
meeting by Dennis Brimhall, president and CEO. 

With support from the Commonwealth Fund
grant, researchers Steve Ross, MD, and C.T. Lin,
MD, will manage a study of the effect of patient
access to electronic medical records (EMRs) on
the attitudes, expectations, and experiences of
patients and physicians at a specialty clinic for
heart failure at the hospital.

Researchers will conduct a controlled study of
patients with congestive heart failure who are
provided access to their EMRs via the Internet
and will evaluate the effect of EMR availability on
patients’ understanding of their conditions, their
ability to provide self-care, and their confidence in
the care they are receiving. Physicians’ views on
medical record access also will be studied.

The grant from CaP CURE will help fund a
study of about 30 prostate cancer support group
members to determine how their use of the
Internet affects their medical care. 

The grant will help patients communicate
directly with their physicians at any time via 
the Internet. Michael Glode, MD, will direct 
that study.  ▼

Hospital profit margins
show negligible increase

Operating profit margins at U.S. hospitals flat-
tened at an annualized average of 3.69% in

2000, indicating only a slim degree of financial
health, according to a report by Solucient, a
provider of benchmark information on health
care.

Hospital operating margins increased 0.41%
over 1999 and remained relatively low, a full
36.6% lower than in 1997. Solucient president
Gregg Bennett says margins of from 3% to 4%
are not sustainable in the long run, especially
given the pressure from increasing drug costs
and hospital labor shortages. 

He also says hospitals are still feeling the sting
of the 1997 Balanced Budget Act and its clamp on
Medicare payments.

Other key findings from the study, “The Health
of Our Nation’s Hospitals,” include: Smaller hos-
pitals finished the year best at 4.84%, their high-
est operating margin since 1997; larger hospitals
produced the slimmest operating margins at

2.83%; regionally, western hospitals posted the
weakest operating margins — 3.9%, while north-
eastern hospitals fared the best, going from
break-even in 1999 to almost 5% in 2000. For
more information, visit www.solucient.com.  ■
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CE objectives

After reading each issue of Hospital Case
Management, the nurse will be able to do

the following:
• identify particular clinical, administra-

tive, or regulatory issues related to the profes-
sion of case management;

• describe how those issues affect patients,
case managers, hospitals, or the health care
industry in general;

• cite practical solutions to problems asso-
ciated with the issue, based on independent
recommendations from clinicians at individ-
ual institutions or other authorities.  ■
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