
The art and law of privacy: Providers
get some answers about parameters
Hospitals must provide reasonable safeguards to protect information

The federal Department of Health and Human Services (HHS)
issued its first in a series of guidance materials on new federal
privacy protections for medical records and other personal health

information — and many providers say it’s a good start. 
The 57-page document, “Standards for Privacy of Individually

Identifiable Health Information,” was released July 6 and seeks to clarify
confusion in the privacy provision of the Health Insurance Portability
and Accountability Act of 1996. The guidance addresses some issues of
concern reflected in the more than 11,000 separate public comments on
the final rule submitted to HHS during a 30-day comment period last
March. The privacy regulations were finalized in April. 

Topics in the guidance include consent, minimum necessary use, oral
communications, business associate agreements, regulations regarding
minors, communications and marketing, research, government access to
health information, and payment. 

Soundproof rooms not required

According to the guidance, hospitals do not have to build private,
soundproof rooms to prevent conversations about a patient’s condition
from being overheard. Instead, the rule requires that hospitals provide
reasonable safeguards to protect confidential information, such as using
curtains, screens, or similar barriers. 

HHS has taken what it calls a “first step toward easing some of the
rules’ unnecessary burdens on hospitals and their patients” on three of
the American Hospital Association’s (AHA) most significant issues —
the minimum necessary standard, oral communications, and consent. 

In addition, HHS promised in the guidance to take further steps to
address other problems with the oral communications and consent

INSIDE

SEPTEMBER
2001

VOL. 19, NO. 9 
(pages 129-144)

■ Providers won't meet
deadline: Most health care
providers have far to go to
comply with the HIPAA
transaction regulations . . . 130

■ Bill me, on-line: BCBS of
South Carolina now allows
physicians to file health care
claims on-line . . . . . . . . . . 131

■ Chargemaster accuracy: 
Providers are examining the
hospital chargemaster . . . 131

■ Upfront collections: 
Use figures to support a push
for upfront collections . . . 133

■ DRG Coding Advisor
Winners and losers in the 
RVU update . . . . . . . . . . . 135

■ Necessity vs. benefits:
Know the difference between
medical necessity and medical
benefits. . . . . . . . . . . . . . . 141

■ News briefs: HHS targets
nonphysician coverage . . . 143

NOW AVAILABLE ON-LINE: www.ahcpub.com/online.html 
Call (800) 688-2421 for details.



requirements, AHA says. For example, HHS con-
firmed AHA’s concern that the regulations cur-
rently do not allow a hospital to use protected
health information it receives from a physician to
schedule surgery or a procedure for a first-time
patient until the hospital obtains the patient’s
consent. HHS states that it intends to fix this issue
in a subsequent action.

Other likely changes or modifications to the
rule include:

• Pharmacists may fill physicians’ phone-in
prescriptions before obtaining patient consent.

• Covered entities may engage in whatever
communications are necessary for “quick, effec-
tive, high quality health care,” including routine
oral communications with family and staff.

• Common practices such as sign-up sheets, X-
ray light boards, and bedside medical charts are
not prohibited.

• There may be changes to ensure parents have
appropriate access to information about the
health of their children.

The AHA was concerned that HHS did not
address the association’s concerns on issues such
as data aggregation for benchmarking, business
associate requirements, and disclosures to the
government. This is not HHS’ last chance to clar-
ify the rules, however. The department says it
plans to release additional guidance materials to
help health care providers and insurers comply
with the regulations, set to take effect in April
2003.

To view the guidance in full, visit www.hhs.
gov/ocr/hipaa.  ■

Study: Providers will miss
EDI standards deadline
Gartner suggests extending implementation date 

Astudy released in July found that 85% of
health care providers have yet to complete

assessments or gap analyses, which are critical to
achieving compliance with the transaction regu-
lations of the Health Insurance Portability and
Accountability Act of 1996 (HIPAA).

Because of the study’s findings, research and
advisory firm Gartner, based in Stamford, CT, is
recommending that the deadline for payer organi-
zations being required to accept standardized

transactions be extended one year, to Oct. 16, 2003.
Here is what survey respondents had to say

about their readiness to meet the transaction
deadlines:

• About 54% of providers have either not
asked their software vendors to provide remedia-
tion strategies or have not received a response
from these vendors.

• Many providers and payers still think their
software vendors will carry the burden of compli-
ance responsibility for them; 84% expect their
vendors to “supply compliance” under mainte-
nance contracts.

• About 55% of health care organizations feel
that a one-year deadline extension would allow
them an improved chance of meeting HIPAA’s
objectives, and only 33% feel that a one-year
extension would result in any lost momentum. 

Will HIPAA even happen?

More than two-thirds of the survey respon-
dents say their progress is slowed by doubts
about the ultimate HIPAA deadlines — and
whether HIPAA itself is here to stay. 

“These doubts, driven by continuing lobbying
efforts and bills in Congress to effectively kill the
regulation with a two- to four-year deadline
extension, are severely damaging the HIPAA
transaction regulation compliance effort,” says
Matt Duncan, Gartner research director and
author of the study. 

Gartner strongly recommends that Congress
prioritize the resolution of any open bills regard-
ing HIPAA. Gartner also wants the Department
of Health and Human Services to expedite publi-
cation of the final enforcement rule. To accommo-
date the minimal progress demonstrated by
providers so far, Gartner not only recommends
extending the implementation deadline, but
allowing a six-month transition period beyond
that as well. 

“There is a necessary sequence involved with
implementation and testing activities,” says Jim
Klein, Gartner vice president. “From a practical
standpoint, most payers are going to experience a
period during which they have to accept stan-
dard and nonstandard transactions anyway, since
not all providers are going to be ready.”

These results are part of Gartner’s quarterly
reporting on the industry’s overall progress in
responding to HIPAA transaction, privacy, and
security regulations. The first quarterly HIPAA
Panel Study was launched in the fall of 2000.  ■
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Payer allows physicians 
to bill through Internet site
Payment cycle cut to 3.4 days

Physicians in South Carolina can now file health
care claims directly through one of the biggest

payers’ Internet sites, saving time in payment
turnaround and minimizing filing errors.

The physicians who are using this free service
are finding that their claims are processed in just a
few days. “The average number of days from the
day we receive the claim to the day we actually
cut the check is 3.4 days,” says David Boucher,
senior director of managed care services for Blue
Cross and Blue Shield of South Carolina, based in
Columbia. “That decreases [providers’] outstand-
ing accounts receivable and increases their cash
flow significantly.”

Physicians can go to SouthCarolinaBlues.com,
CompanionHealthcare.com, or HMOBlueSC.com
to register a profile in the secure section, My
Insurance Manager. Besides submitting claims
on-line, they can use My Insurance Manager to
submit referrals, check the status of a patient’s
claim, check eligibility, view benefit booklets,
check authorizations and referral status, see how
much patients have paid toward their deductible
and out-of-pocket amounts, and confirm whether
a patient has any other health insurance. They
also can submit a question or comment on-line
with secure messaging.

The majority of the nearly 8,000 physicians in
Blue Cross’ networks in South Carolina still file
claims through other electronic means. Many
transmit their claims in batches through their
practice management systems and then through a
clearinghouse, Boucher says. About half of the
physicians have registered to use My Insurance
Manager. Only a few hundred have tried to use
the claims function, but Blue Cross is encouraged
that more are trying every day. “The number of
providers who use this is growing on a weekly
basis. We are averaging about 30 new providers a
week. Our volume of claims is increasing about
13% a week.”

Once physicians fill out claim information and
submit it in My Insurance Manager, the claims
are sent directly to the company’s data processing
center. The system does an immediate error check
and informs the physicians if information is miss-
ing or incorrect. Physicians can check the next

day on the Internet site to see if the claim has
been processed, saving time traditionally spent
on the phone.

One possible deterrent to filing claims over the
Internet may be that the information has to be
rekeyed into the Web site, Boucher explains. “On
the surface, that appears to be a duplication of
effort. The physicians who use this, though, see
several advantages. When they hit the enter key
and the claim is accepted, they get the claim
number on-line. That gives them 100% confi-
dence that we have the claim in-house on our
mainframe computer. There are no clearing-
houses and no buffering.”

The system also edits the claim on-line.
“[Physicians] don’t have to look at a report later
on telling them what they need to fix. They know
right away.” 

So the minute and a half spent rekeying infor-
mation into the web site is more than made up
later, Boucher says. “It saves time at the other end
if you don’t have to have staff on the phone
checking the claim status.”  ■

New product evaluates
chargemaster accuracy
Once ignored, it now has a high profile

Pushed to the forefront by ambulatory pay-
ment classifications (APCs), the hospital

chargemaster is becoming more of a focus for
providers who worry about maintaining integ-
rity. Now a new product evaluates a hospital’s
chargemaster and offers consulting and educa-
tion services to help make the chargemaster
maintenance process easier.

“For years people have ignored the content of
the chargemaster because so many individual
charges are included when billed on the UB-92,”
says Darice Grzybowski, MA, RHIA, national
manager of HIM industry relations for 3M Health
Information Systems (HIS) in Salt Lake City.
“Unless an audit was done, people didn’t pay
much attention to each individual line item.” 

Business office staff might also write off certain
bill items that were denied or rejected if they were
below a certain dollar amount, she adds. “A lot of
the items that were smaller dollar charges, even
though they were used frequently, got ignored.”
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The time to address the problem — while
providers were learning how important coding
process integrity is to outpatient reimbursement
— seemed to be ideal. The chargemaster has
importance in its own right, Grzybowski says. It
has a direct impact on reimbursement because
APCs for Medicare outpatient reimbursement
depend so heavily on the accuracy of each indi-
vidual charge line item. Line-item data for non-
Medicare patients also is used in gathering data
for critical pathways. “People look at charge vari-
ances when they design critical paths.”

Hospitals monitor individual charges in line
items for physician credentialing, as well,
Grzybowski says. “For example, if a radiologist
has performed X amount of procedures, how are
they captured? Usually through the individual
charge line items.”

In developing its chargemaster product, 3M HIS
knew that the superbills physicians used in hospi-
tals were not always being maintained, she says.
Charge slips were not being kept up to date. “We
found that there were a lot of manual processes
that had to happen correctly if the charge descrip-
tion master was to be as accurate as possible.”

Details of the software tools

In developing the Chargemaster Manager soft-
ware, 3M HIS looked at operational and process
problems associated with the hospital chargemas-
ter. The software provides three tools to address
these needs:

• A tool to help identify any potential accu-
racy issues in the billing and coding process for
line items included in the chargemaster. 

“We know from our studies that approximately
80% of all problems that occur on outpatient bills
occur at the charge line-item detail level,” says
Grzybowski. These problems include wrong
HCFA Common Procedure Coding System codes
or revenue codes. 

This tool in the software identifies inaccuracies,
she explains. It looks for deleted Current Proce-
dural Terminology codes or inaccurate revenue
codes. “The software has an impact on hospitals
because the job of maintaining the chargemaster
oftentimes falls in the hands of the HIM depart-
ment,” she says. “[HIM professionals] would
look at it and be faced with this huge stack of
green-bar papers, and they would have to go
through them line by line. By automating that
process and having the software scan the charge-
master, much cleaner bills are produced.”

• A compliance or alert feature that identifies
any problems of bundling/unbundling or
Office of Inspector General focus reviews. 

This tool alerts the people who are maintaining
the chargemaster of potential compliance prob-
lems, Grzybowski says. “Chargemasters are
linked with order-entry systems and legacy sys-
tems like lab and radiology,” she explains. “If you
can alert someone to a problem, it may help
change the processes in your facility.” The soft-
ware also provides a way to track compliance
issues. 

• A tool that helps identify legitimate
missed-revenue opportunities. 

“One of the frustrations, especially for smaller
hospitals, is not knowing what other facilities 
do, and whether they are actually building the
chargemaster correctly,” Grzybowski says. “We
have built features into the software to help iden-
tify best practices and missed opportunities for
legitimate bundling and unbundling of charge
codes.” 

Three parts of the package

The Web-based software is like a working
environment, Grzybowski says. “It doesn’t sit
on the live chargemaster. It sits outside the live
chargemaster to be used as a test and edit envi-
ronment, in order to protect the integrity of the
live system.”

Providers will quickly see benefits from the
chargemaster review. “It’s almost an immediate
return on investment,” she says. “That’s opposed
to the use of consulting audits alone, which
might take six months before you see a change
happen.”

While the software gives providers the ongo-
ing knowledge that is often missed when they
only do annual reviews of their chargemaster, it
is also important for providers to take the infor-
mation that they receive from the software and
use it to improve processes. “[Using this infor-
mation], they should restructure the way depart-
ments charge and use their order-entry systems,”
Grzybowski says.

To help educate the staff and to put changes
indicated by the software into place, 3M offers a
complementary consulting service. An outside
consultant with knowledge in chargemaster pro-
cesses may have more success influencing the
clinical areas and making change happen than
employees on the financial side who have other
duties, Grzybowski explains. “We wouldn’t 
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recommend just consulting or just the software
for most customers. Our recommendation is to
do both together to optimize the benefit of the
software.” 

When working with hospitals, consultants
review the initial results from the software and
work with the staff to address specific problems
that have been identified. Reviews can take place
on a quarterly or annual basis. The reviews can
also help identify areas for process improvement. 

In addition to software and consulting, 3M also
offers web-based learning tools. “We have multi-
ple lessons in chargemaster maintenance,” says
Grzybowski. “You can go down to the working
level of the people who are involved in maintain-
ing it and get them to understand the importance
and the level of detail involved in building and
maintaining an accurate chargemaster.”  ■

Need support for copay?
Back it up with the figures
Security concerns were initial obstacle

If you are interested in instituting a program for
upfront collections, it’s a good idea to have

some financial evidence to give credence to the
proposal, suggests Ellen Byrne, RN, MS, director
of patient access services at Community Medical
Center Healthcare System in Scranton, PA. In her
hospital’s case, Byrne notes, the business office
did a report on managed care patients they had
billed for copays after a visit to the emergency
department (ED). “They tracked who paid and
who didn’t,” she adds, “and the director of the
business office estimated [the hospital] was los-
ing $50,000 a year from those who never did
pay.”

As part of the hospital focusing attention
“wherever money was being lost,” Byrne met with
a group that included her supervisors, the busi-
ness office director, the vice presidents of finance
and operations, the ED nurse manager, and repre-
sentatives from security to consider beginning a
collections effort at the point of service.

Security personnel were included, Byrne
explains, because the main objection being
expressed about collecting money in the ED was
that registrars might be held up. “The safety of

registrars was really the whole concern,” she
says. “We met and met and met, with everyone
voicing concerns,” Byrne adds, “but it reached a
point where I finally said, ‘We just have to do it.’”

With the decision made, the financial advisor
— who reports to Byrne — sat down with ED
registrars and went over the procedure, she says.
“The financial advisor was knowledgeable about
[collecting copays] because she was here when it
was tried before. [The supervisor] explained the
process of how to pose the question — ‘How do
you plan to pay?’ not, ‘Do you plan to pay?’ It
was a one-on-one orientation,” Byrne adds.
Because of the security concerns, the payment
choices initially offered were check, Visa or
MasterCard, but cash also is accepted now, she
notes. 

Paying up front

The collection process, implemented in
October 2000, is going well, says Byrne, who was
awaiting a report from the hospital’s finance
department on exactly what improvement has
been made. “The staff have been great and the
patients have been great,” she adds. “Some have
offered to pay at the point of registration.”

With the help of Washington, DC-based
Hworks, which calls itself “an advisory board
company,” Community Medical Center is looking
at the entire revenue cycle, Byrne notes. Collect-
ing at the point of registration is one subset of
that effort, she says. One of the pieces of the ED
collections process the hospital still is working to
perfect, Byrne says, is finding a way to ensure
that the patient stops to settle the account before
leaving the facility.

“We’re now looking at the process from front
to end,” she explains. “We inform the patient at
the beginning [about the payment procedure],
but we don’t collect until the end. The problem is
we have two entrances, so the patients can slip
out, or there may be a delay at the registration
area so they may not want to wait. There’s no
process to do a second check [to determine] that
they did stop.”

The plan, Byrne says, is for the hospital to use
Wellsoft, its integrative clinical management sys-
tem, to alert registrars and nurses that a copay is
needed from certain patients. This on-line track-
ing system — which is displayed on large moni-
tors in the ED — will color-code these accounts,
she adds. Registrars will go to those patients and
complete the discharge process before they leave
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the exam room, Byrne notes.
“Our goal is to have everything go back to the

patient,” she says. “I want to have a cart with a
laptop, a receipt receptacle, and maybe a camera
that can take a picture of the insurance card.”

Another possibility is hiring a financial coun-
selor for the ED, she says. That person, who likely
would work a 1 to 9:30 p.m. shift, Byrne adds,
would handle a variety of duties associated with
self-pay patients.  ■

‘No pressure,’ AM says, 
as copay collections rise
HMO ‘resource book’ aided effort

“Just ask” appears to be the operative phrase
at Boulder (CO) Community Hospital,

where the access services department increased
the amount of monthly copays collected by more
than $50,000 between March and May.

“It was one of those epiphanies,” notes Jill
Mathews, access services manager. She says the
collections effort began in earnest after the
department trainer volunteered to fill in for an
absent emergency department (ED) registrar.
“[The trainer] worked about six hours and asked
everyone who came in for a copay,” Mathews
adds. “That’s what she trained people to do, so
that’s what she did. Everyone paid, and she col-
lected hundreds of dollars. She was shocked at
how many said, ‘No problem.’”

Up until that time, the hospital had been tak-
ing in about $22,000 a month in copays, but had
not made collections a real focus, Mathews
explains. Much of that money was collected, she
notes, because patients said, “I think I have a
copay.”

After the trainer’s experience, Mathews
decided to see what her staff could do. As a
result, collections increased from $22,000 in
March to about $50,000 in April. In May, the staff
collected $77,000. “There was no punitive sugges-
tion,” she points out. “It was, ‘Let’s just see what
happens.’” Mathews promoted the idea through
group e-mails and at staff meetings, and offered a
prize — a gift certificate to a bookstore — to the
person who collected the largest number of
copays.

When staff told her they felt bad about asking

people for money in a health care setting,
Mathews says, she emphasized that they are
actually providing a service. “If we ask at the
[point of registration], I told them the patient
won’t have to write a check later and put that
check in the mail,” she adds. “Of course if they
can’t pay, they will still get the service, but some
people appreciate doing it up front. They don’t
have to worry about figuring out what the bill is
down the road.”

Mathews says she also uses the supermarket
example. “I make the joke that you don’t go to
the supermarket, get a load of groceries, and say,
‘Just send me a bill.’ The cashier at the supermar-
ket doesn’t feel bad for asking you to pay.”

Although it’s time-consuming to tabulate the
results for each registrar, the friendly competition
provides a challenge, she says. “It’s important to
validate for people that they’re doing a good job
and to make sure that they know you appreciate
it, but that it is part of the job. “I continue to raise
the bar for folks,” Mathews adds, “to say, ‘Let’s
see if we can collect more next month.’” The same
ED registrar won the competition in both April
and May, she notes.

Comparing copays among departments

The way the payment process has worked in
the past, Mathews says, is that a patient comes in
and receives the service, the account is coded and
sent to the billing department, which then bills
the insurance company. The insurer sends an
explanation back, stating that it will pay a certain
amount and the patient copay is this amount, she
adds. If the patient has moved during that period
or provided a bogus address, the chances of col-
lection plummet, Mathews points out.

As part of the new emphasis on collections, the
access staff did research to determine exactly how
much the copays were for patients with Kaiser,
with which the hospital does a lot of business,
and for those associated with other HMOs,
Mathews says. “We wanted to show what the
copays are for the different departments,” she
says. “The ED is simple, but for the other [outpa-
tient services] I had my assistant call [the HMOs]
and say, for example, ‘Do you have a copay for an
MRI [magnetic resonance imaging]?’ We com-
piled that data and now have an admissions
resource book for each staff member to use at the
point of service.”
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Final values coming Nov. 1

The American Medical Association’s Specialty
Society Relative Value Update Committee

(RUC) has recommended a wide variety of pro-
cedural coding changes that have been imple-
mented by Medicare.

Following is a summary of the actions, cate-
gorized by specialty. The full list as it appears in
the Federal Register can be found at www.hcfa.
gov/regs/pfs/fr08jn01.pdf. The final RVUs are
expected to be published Nov. 1.

Vascular surgery

The Society for Vascular Surgery and the North
American Chapter of the International Society for
Cardiovascular Surgery requested increases in
work RVUs for 95 codes. 

RUC recommendation: Of these, the RUC rec-
ommended increases for 91 codes, a decrease for
one code, and no changes for three codes. 

General surgery/colon and rectal surgery

The American Society of General Surgeons
submitted 55 codes it believed to be undervalued.
The society recommended increased work RVUs
for each service. 

RUC recommendation: RUC recommended
that the work RVUs for the following codes be
increased: code 36489, placement of central
venous catheter (subclavian, jugular, or other
vein (e.g., for central venous pressure, hyperali-
mentation, hemodialysis, or chemotherapy)), per-
cutaneous, age 2 years or under (2.50) to correct 

a rank-order anomaly; 60100, biopsy thyroid, per-
cutaneous core needle (1.56), to appropriately
reflect the work involved and fit in the range of
biopsy codes; and 31600, tracheostomy, planned
(separate procedure) (7.18), based on the build-
ing-block approach and the comparison to similar
procedures. 

Medicare’s response: Accepted all the RUC’s
recommendations.

Thoracic surgery

The RUC reviewed 89 thoracic surgery codes.
Of these, it recommended increases for 44 codes,
no changes for 43 codes, and decreases for 2
codes. The recommendations, categorized by
family, are as follows: 

Family 1: The RUC recommended no increase
in work RVUs for codes 32000, 32005, 32020,
32035, 32225, 32602, 32651, and 32652. The RUC
recommended increases in work RVUs for codes
32220 (24.00) and 32320 (24.00).

Family 2: The RUC recommended increases for
codes 32440 (25.00) and 32480 (23.75). The RUC
also recommended increases in work RVUs for
codes 32100 (15.24) and 32110 (23.00). 

Family 3: The RUC recommended increases in
codes 32482 (25.00) and 32500 (22.00), based on
the median work RVUs for each code.

Family 4: The RUC recommended no increase
for code 32655 but proposed increases for codes
31600 (7.18) and 32500 (22.00). 

Family 5: The RUC recommended increases 
for code 38746 (4.89) based on the work RVU for
38747, but recommended no increases for codes
39010, 39220, or 39400.
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Family 6: The RUC agreed with the Society of
Thoracic Surgeons analysis of work for codes
43107 (40.00) and 43112 (43.50). 

Family 7: The RUC recommended an increase
for codes 43117 (40.00) and 43122 (40.00).

Family 8: The RUC recommended no increase
for codes 31625 or 31645.

Family 9: The RUC recommended increases for
codes 33400 (28.50), 33405 (35.00), 33406 (37.50),
33411 (36.25), 33412 (42.00), and 33413 (43.50),
based on a building-block approach that used
code 33405 as the anchor code for this family.

Family 10: The RUC recommended increases
for codes 33426 (33.00), 33427 (40.00), 33430
(33.50), and 33475 (33.00), based on a building-
block approach that used code 33427 as the
anchor code for this family. 

Family 11: The RUC recommended increases
for codes 33510 (29.00), 33511 (30.00), 33512
(31.80), and 33513 (32.00), based on a building-
block approach that used code 33512 as the
anchor code for the family. The RUC also recom-
mended decreases for codes 33514 (32.75) and
33516 (35.00). 

Family 12: The RUC recommended no increases
for add-on codes 33517, 33518, 33519, 33521, 33522,
33523, and 33530, because it believes they were
inappropriately surveyed as 90-day global proce-
dure codes and the results were not reliable.

Family 13: The RUC recommended increases
in work RVUs for codes 33533 (30.00), 33534
(32.20), 33535 (34.50), and 33536 (37.50), based on
a building-block approach that used code 33533
as the anchor code for the family of codes. 

Family 14: The RUC recommended increases
in work RVUs for codes 33860 (38.00), 33861
(42.00), 33863 (45.00), and 33870 (44.00) based on
a building-block approach that used code 33860
as the anchor code for the family. 

Family 15: The RUC recommended no
increases in work RVUs for codes 33750, 33820,
and 33840 due to a lack of compelling evidence
to support an increase.

Family 16: The RUC recommended an increase
in code 33660 (30.00) based on intraservice work
RVUs for 33401 and pre- and postservice work
RVUs for 33641. 

Family 17: The RUC recommended no increase
in work RVUs for code 33415 because it did not
believe that the typical patient for this procedure
had changed.

However, the RUC recommended an increase
in work RVUs in code 33681 (30.61) because the
intraservice intensity of 33681 is more complex

than it was five years ago.
Family 18: The RUC recommended increases

in codes 33615 (34.00), 33670 (35.00), and 33730
(34.25) based on a comparison to code 33412.

Family 19: The RUC recommended increases
in work RVUs for codes 33611 (34.00), 33612
(35.00), 33694 (34.00), and 33697 (36.00). 

Family 20: The RUC recommended an increase
in code 33617 (37.00) after comparing it to code
33412 and noting that 33617 has greater intraser-
vice time and higher intensity ranking than code
33412.

Family 21: The RUC recommended an increase
in code 33619 (45.00) after comparing it to codes
48150 and 62530.

Family 22: The RUC recommended an increase
in code 33506 (35.50) to preserve proper rank
order within this family. The RUC recommended
an increase in code 33770 (37.00) after finding that
the work of this code is more than that of the
comparison code 33697. The RUC recommended
an increase in code 33778 (40.00) after comparing
it to 33870 and 33412, which are less intense pro-
cedures. The RUC recommended an increase in
code 33780 (41.75) based on a comparison to
33778. 33780 involves more work and warrants
an additional 1.75 RVUs due to the additional 35
minutes of intraservice time.

Family 23: The RUC recommended an increase
in code 33786 (39.00) after comparing it to 33412,
which has less time and intensity. Given the lim-
ited specialty survey data, the RUC believed that
the recommended increase in code 33919 to 40.00
work RVUs was warranted but that the survey
did not support a value higher than the median
survey value.  ■

RVU review also looks 
at families of services
Medicare acts on Committee’s recommendations

Medicare has proposed adopting the relative
value units (RVUs) recommended by the

American Medical Association’s Specialty Society
Relative Value Update Committee (RUC) to
maintain code relativity for families of services.

Here are Medicare’s answers to RUC recom-
mendations related to specific families of services:
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• Lymphadenectomy. The RUC recommended
an increase in work RVUs for the fully surveyed
code 38745 (Axillary lymphadenectomy; com-
plete) from 8.84 to 11.0 RVUs based on compar-
isons with codes 60210 (Partial thyroid lobectomy,
unilateral, with or without isthmusectomy) and
32100 (Thoracotomy, major with exploration and
biopsy).

Medicare’s response: Assigned the median
survey RVUs of 13.00 to code 38745. To maintain
relativity within this family, it extrapolated the
47% increase in work RVUs of code 38745 to
codes 38740 (Axillary lymphadenectomy; superfi-
cial) and 38760 (Inguinofemoral lymphadenec-
tomy, superficial, including Cloquets node
(separate procedure)) for proposed work RVUs of
10.02 and 12.94, respectively.

• Colectomy. The RUC recommended no
change in the work RVUs for this family of codes. 

Medicare’s response: “If the RVUs for proce-
dures in this family are not changed, the proce-
dures will be significantly undervalued com-
pared to other general surgery codes and vascu-
lar surgery codes.” Medicare, in turn, proposed
the following work RVUs for the codes in this
family:

Proposed Colectomy-related RVUs 
Code Work RVUs
44140 21.00
44143 22.99
44144 21.53
44145 26.42
44146 27.54
44150 23.95
44151 26.88
44152 27.83
44153 30.59
44155 27.86
44156 30.79

• Intestine Repair. The RUC recommended an
increase of 14% for all work RVUs in this family
based on a recommended increase in fully sur-
veyed code 44604 (Suture of large intestine (color-
rhaphy) for perforated ulcer, diverticulum,
wound, injury or rupture (single or multiple per-
forations); without colostomy) from 14.28 work
RVUs to 16.03 work RVUs.

Medicare’s response: Agreed with the increase
in work RVUs for code 44604, while noting that
there are several rank-order anomalies currently
in this family of codes that would be exacerbated
by an across-the-board increase in work RVUs. 

Therefore, it is also proposing to correct the
rank-order anomalies as follows: 

— Valuing code 44602 (Suture of small intes-
tine (enterorrhaphy) for perforated ulcer, divertic-
ulum, wound, injury or rupture; single
perforation) at 16.03 work RVUs. The work RVUs
for code 44602 are identical to the work RVUs for
code 44604 because they describe the same proce-
dure, except code 44604 is for the large intestine. 

— Valuing code 44605 (Suture of large intestine
(colorrhaphy) for perforated ulcer, diverticulum,
wound, injury or rupture (single or multiple per-
forations); with colostomy) at 19.53 work RVUs.
The work RVUs for code 44605 are identical to the
work RVUs for code 44604, except that code 44605
includes creating a colostomy, with the attendant
increase in postoperative wound care. The intra-
service work of creating a colostomy is captured
by subtracting the work RVUs for code 44140
from code 44143, which leaves 1.99 RVUs. In addi-
tion, there is one extra postoperative visit required
for code 44605. Medicare believes 44605 is equiva-
lent to 99233, which has 1.51 work RVUs. There-
fore, the agency added 1.99 and 1.51 work RVUs
to the work RVUs for code 44604 to arrive at 19.53
work RVUs for code 44605.

— Valuing code 44603 (Suture of small intes-
tine (enterorrhaphy) for perforated ulcer, divertic-
ulum, wound, injury or rupture; multiple
perforations) at 18.66 work RVUs. The additional
work required for code 44603 as compared to
code 44602 is similar to the additional work
required for code 44605 as compared to code
44604, except, because there is no actual
colostomy, the additional postoperative visit is
comparable to code 99231, with 0.64 work RVUs.
Therefore, the agency added work RVUs of 1.99
and 0.64 to the work RVUs of code 44602 to arrive
at 18.66 work RVUs for code 44603. 

Medicare also said the current work RVUs for
codes 44640 (Closure of intestinal cutaneous fis-
tula), 44650 (Closure of enteroenteric or entero-
colic fistula), 44660 (Closure of enterovesical
fistula; without intestinal or bladder resection),
and 44661 (Closure of enterovesical fistula; with
bowel and/or bladder resection) are rank-order
anomalies, as they are undervalued compared to
code 44604. 

As a result, it proposed assigning 22.27 work
RVUs to code 44650. To keep the current relativity
with the other codes, Medicare also proposed
21.65 work RVUs for code 44640, 21.36 work
RVUs for code 44660, and 24.81 work RVUs for
code 44661. Medicare also wants to accept the
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RUC recommendations for the remaining codes
(44615, 44620, 44625, 44626, 44680, 44700, and
44850).

• Anus/rectum — Hemorrhoids/fistula. The
RUC extrapolated a 14% decrease in work RVUs
to all codes in this family based upon a decrease
in work RVUs for the fully surveyed code 46262
(Hemorrhoidectomy, internal and external, com-
plex or extensive; with fistulectomy, with or with-
out fissurectomy).

Medicare’s response: It agreed with the RUC
recommendation for the surveyed code, but dis-
agreed with the extrapolation to the anal fistula
repair codes and the anal abscess treatment codes.
Instead, it proposed maintaining the current
RVUs for codes 46270, 46275, 46280, 46288, 45000,
45020, 45100, 45108, 46040, 46045, and 46060. It
also agreed with the RUC’s recommendations to
decrease the work RVUs for other codes in this
family of codes (46250, 46255, 46257, 46258, 46260,
46261, 46262, 46934, 46936, 46945, and 46946).

• Abdomen, peritoneum, omentum. The RUC
recommended an increase for the fully surveyed
code 49020 (Drainage of peritoneal abscess or
localized peritonitis, exclusive of appendiceal
abscess; open) from 16.79 work RVUs to 20.73
work RVUs. 

Medicare’s response: It disagreed, proposing
a work RVU valuation of 22.84. 

Obstetrics/gynecology

The American College of Obstetrics and
Gynecology referenced 35 codes for review by 
the RUC.

RUC recommendation: Increases in the RVUs
for the following codes: 56515 (2.76), 56740 (4.57),
57100 (1.20), 58152 (20.60), 58260 (12.98), 58262
(14.77), 58263 (16.06), 58275 (15.76), 58280 (17.01),
58267 (17.04), 58285 (22.26), 58600 (5.60), 58605
(5.00), 58700 (12.05), 58740 (14.00), 58825 (10.98),
58920 (11.36), 58951 (22.38), 59812 (4.01), and
59870 (6.01).

Medicare’s response: It accepted the RUC’s
recommendations. 

Cardiology 

The American College of Cardiology recom-
mended review of three procedure codes: 93350,
33234, and 33235.

RUC recommendation: It supported an increase
in the work RVUs for code 93350 to account for the
increased work and more complex conditions of

the patient population and proposed increasing
the work RVUs to 1.48. 

Medicare’s response: It accepted the RUC’s
recommendations. 

Radiology 

The American College of Radiology identified
three codes they believe are undervalued: 76065,
Radiologic examination of an infant, and two
mammography procedure codes (76090 and
76091).

RUC recommendation: It recommended work
RVUs of 0.70 for code 76065. For the mammogra-
phy procedure codes, the RUC recommended
work RVUs of 0.70 for code 76090 and 0.87 for
code 76091.

Medicare’s response: It accepted the RUC’s
recommendations. 

Ophthalmology

The American Academy of Ophthalmology
requested review of nine codes, including one
code for evaluation of the global period.

RUC recommendation: The RUC agreed to
change the global period from 90 days to 10
days for code 65855 (Laser surgery of eye) and
also reduced the work RVUs to 3.85 to account
for this reduction in the global period. For code
67218, the RUC recommended work RVUs of
18.53. For code 92018, the RUC recommended
that the work RVUs be increased to 2.50, with
the understanding that the code would be sent
to the CPT Editorial Panel for clarification.

Medicare’s response: It accepted all of the
RUC recommendations.

Orthopedic surgery

The American Academy of Orthopaedic 
forwarded 42 codes for review it felt were
undervalued.

RUC recommendation: The RUC recommended
increasing the work RVUs for the following codes:
29883 (11.05), 29450 (2.08), 28299 (9.18), 28705
(18.80), 23472 (21.10), 26562 (15.00), 20245 (8.50),
27075 (35.00), 27077 (40.00), 27284 (23.45), 27286
(23.45), 27822 (11.00), 27823 (13.00), 28445 (15.62)
and 27724 (18.20).

Medicare's response: It accepted all of the
RUC's recommended hikes except for orthope-
dic surgery code 20245 (Biopsy, bone, excisional;
deep (eg, humerus, ischium, femur).  ■
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Mathews says she found out that most HMOs
don’t require a copay for imaging or for labora-
tory procedures. Copays are collected in advance
for inpatients as well, she notes. “The financial
counselor calls the insurance company and asks
what the copay is when the patient comes in.
Then the staff ask for copays as people are leav-
ing the hospital. By that time, the financial coun-
selor has entered [into the computer system]
what the copay is.”  ■

Pay now or pay to park,
UTMB patients are told
Hospital changes ‘free care’ image 

Registrars at the University of Texas Medical
Branch (UTMB) in Galveston have a built-in

incentive for patients to stop and pay the bill on
their way out of the emergency department
(ED): If they don’t, they’ll likely get stuck with 
a $15 parking fee. In place about a year and a
half, the parking policy is one part of an initia-
tive that began about five years ago, says patient
access supervisor Betty L. Avery, CHAM, when
UTMB put out the word that it would no longer
be the facility where everyone comes for free
care.

The way the process works, Avery explains, is
that after patients receive treatment from ED clini-
cians and get their discharge instructions, a nurse
escorts them to the registration area. “They see the
registration staff, who verify demographic infor-
mation and collect any copays or deductibles that
are due.” If appropriate, she adds, staff can screen
the patients at that time to see if they qualify for
financial assistance.

Although patients don’t have to park in the
ED garage, it’s by far the easiest and most acces-
sible option, Avery says. Otherwise, they can
park some distance away in another hospital lot,
or park on the street, where they risk getting a
ticket, she notes. Formerly an open area, the ED
garage now is gated, Avery explains. There is a
large sign at the entrance stating that it costs $15
to park there, and that a token allowing free
parking can be obtained from an ED registrar,
she says. “To get out, they have to pay or put 

in the token.”
In addition to boosting the hospital’s bottom

line, the policy also helps ensure that patients’
follow-up appointments are made, Avery points
out. Before, she says, patients might have been
told to arrange a clinic visit in two weeks, but
instead of scheduling the appointment, would
simply show up at the clinic. Now the appoint-
ment is made at the registration desk when they
check out, Avery says.

Several years ago, UTMB Galveston “was
almost at the point where it might have to close
its doors,” she notes. To change the public’s
mindset that it was a charity hospital, UTMB
“did a lot of advertising in the newspaper, and
put the word on the street that we were in the
red,” Avery adds. “The community knew that
there had been layoffs at the university and that
measures would be taken [to improve the hospi-
tal’s financial health].”

At that time, the hospital instituted the
Demand Access Management Program (DAMP)
for its indigent patients, she says. Calls from
patients who don’t have insurance or some other
form of third-party assistance are routed to
DAMP, Avery explains. Employees ask the callers
about their income, number of dependents, and
other factors, and let them know if they might
qualify for financial assistance or a discount from
the hospital, she adds.

Patients meet with financial counselors

Patients are told to bring documents support-
ing that information to their appointment, Avery
says. When they arrive, they meet with a finan-
cial counselor, who does a screening to see if they
meet the criteria to receive Medicaid, or to partic-
ipate in the hospital’s sliding-scale fee system,
she adds. “The patients have the mindset before
they get here that they can get assistance.”

If a discount is arranged, it is good for six
months, Avery says. That means that if the
patient makes a visit to the ED during that
period, registrars can access the information in
the computer, simplifying the registration pro-
cess. At the end of the six months, participants
whose status hasn’t changed can bring in the
same documentation to renew their discount, she
notes. If the person’s situation has changed —
due to the birth of a child, for example — he or
she may qualify for a further discount.

The minimum contribution required from any
patient is $12, Avery says. “It’s like their copay.”  ■
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Consolidated billing 
can smooth operations 
Hospital, physicians share patient data

It’s looking an awful lot like the future at
Heartland Health in St. Joseph, MO, where

billing for the hospital and its 14 medical group
physician practices has been consolidated and
centralized and all entities share a master person
index (MPI). “We share the same medical record
number,” says Cheryl Field, CHAM, patient
access team leader. “When a patient is registered
at the physician’s office, the information is stored
on the registration level of the [Eclipsys] system,
which all entities share.

“Transitioning the physician offices to our hos-
pital system [scheduling, registration, patient
accounting, billing, and collections] has really
been our big achievement,” Field notes. “The
physician office obtains demographic and insur-
ance information during the patient visit. When
the patient arrives at the hospital, we rely on this
information and do not replicate patient demo-
graphic and insurance questions.”

Heartland was to have been implemented on
Aug. 1, 2001, an on-line process for monitoring
rejected and denied claims that are precipitated
by registration, coding and billing errors. The
hospital and clinics will share this on-line pro-
cess, she adds, to ensure the accuracy of the
access processes and reduce rework during the
billing cycle.

Clinical, financial sides work together

The sharing of information via the MPI and the
merging of hospital and clinic billing has been
facilitated, Field says, by Heartland’s use of prod-
ucts from Boston-based software vendor Eclipsys
for scheduling, registration, patient accounting,
billing and collections. Heartland’s clinical order-
entry system is TDS, which has merged with
Eclipsys, she adds. “When a patient is registered
for a visit in the hospital, the information reflects
on the clinical side as well,” Field notes. “The
sharing of the information on the system allows
the clinical and financial employees to work
closely together.”

“Eclipsys Sunrise is the software product that
enables physician offices and the hospital to
share information on the registration level,” she

explains. “An additional level, the ‘visit’ level for
the hospital or ‘encounter’ level for physician
offices, contains information on the specific
visit,” Field adds. “This information is kept sepa-
rate for each entity.”

One of the system’s most helpful features, she
says, provides an audit trail whereby any changes
made in the registration level can be retrieved and
viewed. When a correction in a Social Security
number or a patient’s date of birth is made, for
example, both the old and new value will be seen.
“For any demographic changes, Eclipsys shows
the date, time, the initials of the user who made
the change,” Field says.

This function allows Field to review access rep-
resentatives’ work and determine who is respon-
sible for a particular error, she points out. “If
someone says, ‘This isn’t accurate. How did you
get this?’ With audit trail tracking, I can see that
the information was put in at this time by this
person.” This capability is particularly helpful
with changes in insurance, Field notes.

Tracking denied claims

Heartland’s process for monitoring rejected
and denied claims, she says, works as follows.
When a claim is denied by the insurance com-
pany and returned to the hospital, the mail clerk
receiving the denial enters the date and the denial
code or reason for the denial from a menu of
codes/reasons into an access file, Field explains.
“We’ve mapped each denial code to the appropri-
ate area, such as access, billing, coding, etc.,” she
adds. “A designated follow-up person for that
area can retrieve [the information] on-line to
review or print a work list.”

The follow-up person reviews the Eclipsys
audit trail to see the user ID of the access repre-
sentative who registered the patient, Field con-
tinues. If, for example, the denial reason was
“ineligible on date of service” and the follow-up
person determines that the access representative
did not check insurance eligibility, she indicates
it is a valid denial and assigns the responsible
rep’s name to the error.

“The rep [who made the mistake] can go in
later and bring up her own report so that she can
review comments, the reason for the denial, and
know what she did wrong,” she says. “At the end
of the month, each access representative prints
out her list of denials and signs it, indicating that
she has reviewed the denials and gives it to her
supervisor,” Field adds. “That way, we have a
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record that she’s getting the feedback.”
The denials can be grouped by financial class:

Medicare, Medicaid, or commercial claims, she
notes. “This helps identify if there is a specific
payer we want to target for additional educa-
tion.”

Many of Heartland’s innovations, Field points
out, are a result of its active role in the Eclipsys
Users Group. “We strive to maximize the capabil-
ity and capacity of software applications.”
Heartland submits enhancement requests at the
user group meetings, she adds. After being prior-
itized, the list of enhancements is presented to
Eclipsys, which evaluates the feasibility of imple-
mentation. Heartland has been able to improve
its system functionality by using that approach,
Field notes.

An endeavor on Heartland’s horizon, she adds,
is implementing Envoy, the Eclipsys product for
on-line eligibility verification.  ■

Necessity vs. benefits:
Know the difference
Be aware of when to fight insurers

Disagreements over whether a specific service
is medically necessary and whether it’s a

medical benefit under the terms of a particular
health plan are often at the root of many of the
conflicts over coverage and claim denials
between payers and providers.

But keep in mind that medical necessity and
medical benefits are two entirely different things
— something health plans often fail to adequately
educate either providers or patients about.

Each payer you deal with probably has its own
definition of medical necessity. However, the fol-
lowing characteristics are common to all defini-
tions, according to the American Academy of
Family Physicians in Leawood, KS: 

• Care should be appropriate.
• Care should resolve a problem or improve

the patient’s health, functioning, or well-being.
• Care should be provided in accordance with

standards of good medical practice or generally
accepted medical practice.

• Care should not be experimental, educational,
or investigational.

While physicians define their patients’ needs

based on what they perceive as clinical necessity,
“from the perspective of the health plan, a
patient’s needs are based on medical necessity,
which takes into account perceived clinical neces-
sity plus corporate protocols and standards that
reflect economic criteria such as relative cost-effec-
tiveness, the availability of less costly alternatives,
and the benefit structure of the patient’s health
plan,” says James Bare, a policy analyst at the
AAFP. “Unless the case is submitted to outside
review or arbitration, the health plan has the final
word on medical necessity.”

Is it covered? Is it needed?

This means some services may be covered
under the terms of the patient’s contract but
might not be considered medically necessary, or
they may be medically necessary but not covered. 

Where payers and providers often tend to
come into conflict over reimbursement is when a
patient’s plan clearly covers a certain kind of ser-
vice, but the plan determines it was not needed.

The likelihood that a plan will deny a claim is
often a function of how the spheres of medical
necessity and benefits interact, maintains Bare. 

The following matrix, developed by Bare, will
help you determine how likely you are to have a
claim denied based on the interplay between
medical necessity and medical benefits in each
situation. 

• Need equals coverage. The health plan
determines there is both clinical need and con-
tractual coverage. Most care falls into this cate-
gory. The bill is paid.

• Need/No coverage. The plan determines
there is clinical need for a treatment but no cover-
age. For example, a patient is a candidate for
Viagra, but his employer excludes the drug as a
treatment for impotence. The bill isn’t paid. 

• No need/No coverage. The health plan deter-
mines there is neither clinical need nor coverage
for a particular treatment. For example, if there is
a request for surgery or a corrective device for a
child born with a cranial deformity, the plan
might argue that the surgery is cosmetic rather
than medically necessary because there is “no
observable adverse impact” from the deformity.
Thus, the service would not be covered, because
cosmetic surgery is not a covered benefit under
the terms of the family’s contract with the health
plan. “Conflict is likely, since the parents will
probably perceive the existence of a very real
need, even if the treatment is considered by the
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physician not to be medically necessary,” notes
Bare.

• No need/Coverage. A patient is clearly cov-
ered for a proposed service, but the health plan
determines there is no need. “Here is where you
have the greatest potential for conflict between
the plan, physician, and patient,” he says. Often,
the health plan may simply disagree with the
physician’s recommendation or may argue that it
conflicts with the health plan’s protocol for the
disease or condition in question. This is where
clear documentation and a willingness to fight
the initial coverage decision can pay off.

• Treatment is experimental. Generally, a pro-
cedure or technology is no longer considered
experimental when it has Food & Drug Admini-
stration (FDA) approval or, in the case of a drug,
when major drug company has listed it as safe
and efficacious for a particular use. However,
“these criteria may not be sufficient from the per-
spective of some health plans,” says Bare.

The FDA tests primarily for safety, not effec-
tiveness, he points out. Most FDA reviews are
510(k) reviews, which are meant to assess claims
of substantial equivalency with a device mar-
keted before 1976. It is also possible that a manu-
facturer produces a product that is equivalent to
a procedure or technology of no value. In fact,
“only 20% of medical interventions in current
use have substantial research support,” estimates
Bare.

Fighting back 

More and more states are adding formal proce-
dures to appeal denied coverage and claims.
Also, the U.S. Department of Labor has proposed
a new set of national standards for governing the
time it should take to make and appeal a cover-
age decision. 

When a patient wishes to fight a plan’s deci-
sion to deny a claim for a service, the patient’s
options include:

• Litigation. While the Supreme Court has
affirmed that health plans cannot be sued for giv-
ing doctors financial bonuses to hold down treat-
ment costs (Pegram et al v. Herdrich), health plans

can be sued for denials of care. 
“In general, the courts appear inclined to treat

these cases as quality-of-care issues rather than
denial-of-benefits issues, thereby permitting
many cases that might have otherwise been dis-
missed to go forward,” says Bare.

One increasingly popular legal strategy is to
file these cases in state courts under the Racketeer
Influenced and Corrupt Organizations Act, which
allows for larger damage awards than cases filed
under the Employee Retirement Income Security
Act of 1974 in federal courts.

A New York appellate court recently ruled
that Prudential members can sue the plan in a
class-action suit for fraud, breach of contract,
and deceptive trade. “The basis of this class-
action suit was that, through its marketing tools,
Prudential said its doctors would make medical
determinations, when, in fact, the determina-
tions were made by nurses using the much-
debated clinical guidelines produced by the
actuarial firm of Milliman & Robertson,” says
Bare.

• Department of Labor regulations. Just
because scientific evidence clearly demonstrates
the value of an intervention (i.e., it prevents or
lessens the impact of disease more effectively than
does the current established standard of care), that
does not mean the health plan will agree to pay
for the intervention. In such instances, the new
regulations from the Department of Labor will
require health plans to provide “the specific rea-
son or reasons for rejected claims and reduced
benefits,” he says. In the case of denials due to the
experimental nature of the requested service, the
health plan will also be required to “explain the
scientific or clinical judgment of the plan” on
request.

• State mandates. Health plans must comply
with legislative mandates to cover certain ser-
vices. It is estimated that 22% of total benefit dol-
lars are associated with legislative mandates.
Federal and state legislative mandates supersede
contractual obligations and require the health
plan to cover mandated services, even when the
issue of whether the services are experimental or
mainstream is unresolved.  ■

142 HOSPITAL PAYMENT & INFORMATION MANAGEMENT™ / September 2001

■ CMS holds public
forum on query form
issue

■ ASP stores digital
medical images

■ Web site offers way
to get transcription
quotes

■ CMS announces
more agency reforms

■ Congress pushes
HIPAA revision

COMING IN FUTURE MONTHS



HHS targets nonphysician
coverage, duplicate billing

The Department of Health and Human
Services’ Office of Inspector General (OIG)

has recommended that the Centers for Medicare
and Medicaid Services (CMS) investigate why it
did not detect potential duplicate payments to
individual carriers. One report (OEI-03-00-00091)
found approximately $2.25 million in potential
duplicate payments involving 15 procedure
codes. The OIG also recommends that CMS
implement corrective edits to detect and reject
inappropriate services. 

In another report (OEI-02-00-00290), the OIG
says carriers do not have sufficient guidance to
distinguish which nonphysician practitioner ser-
vices should be reimbursed by Medicare. It plans
to monitor nonphysician practitioner services for
both overall trends and for complex services in
consideration of additional payment controls.  ▼

ASHRM provides help with
patient safety standards

The American Hospital Association’s American
Society for Healthcare Risk Management is

offering hospitals a tool to help them adjust to the
Joint Commission on Accreditation of Healthcare
Organizations’ new Patient Safety Standards,
which took effect July 1. “Perspective on Disclosure
of Unanticipated Outcome Information” is meant
to educate health care professionals on the many
issues surrounding how hospitals disclose outcome
information to patients and families. It also helps
hospitals develop and implement a policy on dis-
closure. The paper examines various issues includ-
ing ethical and legal contexts for withholding
information from a patient, the use of bioethics
consultations, and the importance of continual
communication with patients and family members.
For more information, visit the web site www.
ashrm.org/asp/highlights/topics.asp.  ▼

Medicare covers treatment
of sun-induced skin lesions

The Centers for Medicare and Medicaid
Services announced that it would expand

Medicare coverage nationally for the treatment 
of common sun-induced skin lesions, known as
actinic keratoses, which can develop into skin can-
cer. The decision establishes a national Medicare
coverage policy for removing the lesions without
restrictions based on lesion or patient characteris-
tics. Previously, some Medicare claims-processing
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contractors had established local policies that
restricted coverage to specific lesion types (such
as those located on specific parts of the body) or
in certain patients (such as those with a prior his-
tory of skin cancer).

More information on the national coverage
decision is available at www.hcfa.gov/coverage/
8b3-t.htm.  ▼

Medicare expands its
preventive services 

As of July 1, Medicare began offering expanded
coverage for screening tests for breast, cervi-

cal, and colorectal cancers. And, starting on Jan. 1,
2002, Medicare will cover an annual glaucoma
screening test and medical nutrition therapy by
registered dietitians for people with diabetes and
renal disease.

The extended coverage results from the
Beneficiary Improvements and Protections Act
(BIPA) enacted by Congress in December 2000.
The legislation calls for the Centers for Medicare
and Medicaid Services to phase in specific cover-
age for certain tests and therapies that can detect
diseases early.

The preventive services include:
• effective July 1, 2001, a Pap test and pelvic

exam every two years instead of every three for
women not at high risk for uterine or vaginal
cancers;

• effective July 1, 2001, a screening colonoscopy
every 10 years for people not at high risk for col-
orectal cancer;

• effective Jan. 1, 2002, an annual glaucoma
screening for people at high risk, a family history
of the disease, or with diabetes;

• effective Jan. 1, 2002, medical nutrition
therapy by registered dietitians or other quali-
fied nutrition professionals for people with dia-
betes, chronic renal disease and post-transplant
patients.

Other preventive services now covered by
Medicare include:

• four types of colorectal cancer screening
tests, including a yearly take-home fecal-occult
blood test; a flexible sigmoidoscopy every four
years; a colonoscopy every two years for high-
risk individuals, or a barium enema as an alterna-
tive to the colonoscopy or sigmoidoscopy;

• a baseline mammogram for women with
Medicare ages 35 to 39 or an annual mammo-
gram for women with Medicare ages 40 and
older;

• bone mass measurements for people at risk
for osteoporosis;

• prostate cancer screening exams for men
with Medicare aged 50 and older (these exams
include a digital rectal exam and a prostate spe-
cific antigen test annually);

• a flu shot each season;
• a pneumonia shot if needed;
• a hepatitis B shot for people with medium to

high risk for hepatitis.  ■

• Change: The New Constant is the theme of
the 11th Annual Conference on Managed Care
sponsored by the Healthcare Financial Manage-
ment Association in Westchester, IL. The confer-
ence will be held Sept. 23-25. For more information,
visit the Web site www.hfma-mgdcare.org or call
(800) 252-4362.  ■
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