
For best results in compliance and
coding, here are some new guidelines
Use AHIMA’s standards of ethical coding

Health information management (HIM) systems, like hospitals,
need to incorporate compliance program standards into their
processes, ideally by following guidelines already established for

hospitals by the American Health Information Management Association
(AHIMA), according to an HIM expert.

“Our overall compliance message is consistency, continuity, and stan-
dardization, and to be able to achieve compliance in the coding arena we
need those three components,” says
Gloryanne Bryant, RHIT, CCS, corporate
director of coding/HIM compliance for
Catholic Healthcare West in San Francisco.
Bryant was set to speak at AHIMA’s 73rd
National Convention and Exhibit on Oct. 13-18, in Miami Beach, FL,
about Catholic Healthcare’s first-year experience with a coding/HIM
compliance program. 

“I’ve taken the key elements to health care compliance and applied
them to the HIM coding arena,” Bryant says. “At the corporate level, we
have 48 acute care facilities and no prior standardized and centralized
coding and HIM compliance direction.”

Here’s how the HIM compliance program is established:
1. Identify mission and objectives.
“We demonstrate in our mission statement the commitment HIM

professionals have,” Bryant says.
A coding/HIM compliance program mission statement should:
• be consistent with an organization’s mission statement;
• address commitment to ethical/legal practices;
• state a commitment to ethical/legal practices;
• promote integrity, accuracy, consistency, reliability, and validity;
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• require HIM professionals to be committed
to the development of internal policies and 
procedures;

• promote HIM professional behavior;
• ensure high-quality health information and

accurate claims submission;
• provide respect of patient and health infor-

mation confidentiality.
For example, an HIM-compliance mission

statement could read: “Coding/HIM Compliance
Program strives to improve coding accuracy and
the operations that affect clinical coded data in an

effort to comply
with federal, state,
and regulatory
statutes. Through
the efforts of estab-

lishing policies and procedures, auditing and
monitoring, education, communication, making
recommendations, and developing actions, we
will produce reliable data and clinical informa-
tion that can serve to enhance positive health care
outcomes for the patients we serve.”

2. Establish a code of conduct.
Catholic Healthcare West used AHIMA’s stan-

dards for ethical coding as a guide for its own
code of conduct, Bryant says.

“It’s available for employees to sign and
acknowledge that they will abide by the code of
conduct,” she says. “Each year they sign it, and
new employees sign it when they are hired.”

Consultants, independent contractors, and
other outsourced staff also sign the code of con-
duct. The forms are kept in personnel files.

3. Provide oversight for the company’s coding
and compliance.

Bryant’s job is to provide oversight for the
company’s coding and compliance. She reports 
to the company’s corporate compliance officer.

She recommends that the person overseeing
coding and compliance be someone who is also a
member and leader of the compliance commit-
tee/task force. The role of compliance responsi-
bility should be given a high priority, and the
person chosen for the job should be someone
with a strong coding background who demon-
strates honesty and integrity.

It’s important to place one person in charge of
coding and compliance for an entire health care
organization instead of having separate people
for each facility, Bryant notes.

“As a health care system, in the past we were
divided into regional areas, and some regions had
one or two facilities or hospitals,” Bryant explains.

“They set up policies and procedures that were
inconsistent with one another.”

However, because the federal government
treats a health care system as though it is one
entity, the system needs to have consistency
across all sites and must demonstrate this to the
government, Bryant adds.

Comprehensive policies needed

4. Develop written coding HIM compliance
policies and procedures. 

The key is to develop comprehensive policies
and procedures for coding, documentation, reten-
tion, contractual arrangements, and outsourcing,
Bryant says.

The policies and procedures should address
risk assessment areas and include clear, well-
written internal coding practices.

“The first policy we developed was a founda-
tional policy that has 22 bulleted items in it,”
Bryant says. “The first item is our code of conduct
and standards of ethical coding, and the second is
acknowledging that all staff and coding employ-
ees, including contract employees, shall adhere to
our policy.”

Other aspects of the policies and procedures
include:

• Create and provide official coding guidelines.
• Make coding resources available.
• Require continuing education. Catholic

Healthcare West requires each employee to get 12
hours of continuing education in coding annually
and to demonstrate this by maintaining certifi-
cates of attendance within the HIM department,
Bryant says. “The logic behind this is because
there are regulatory changes, sometimes on a
monthly basis, we have to make sure our staff are
keeping up with those requirements. This is one
way to ensure we are staying abreast with the
current coding issues and regulatory issues,”
Bryant adds.

• Designate official sources for coding advice.
“We talk about book references everybody needs
to code well, and we list nine bulleted things
made mandatory, including an ICD-9 book and a
current CPT book,” Bryant says.

• Analyze accuracy rates for all settings.
• When problems are identified, determine the

causes and appropriate corrective actions.
• Provide coding accuracy standards.
• Ensure that documentation is available for

physicians and other clinicians and that medical
record documentation supports the claim. For
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example, one Catholic Healthcare West policy
provides that coders will not code from lab val-
ues or lab symbols such as up or down arrows
unless the physician quantifies these in the narra-
tive description, Bryant explains. Instead, coders
determine if there was clinical evidence of a con-
dition by looking in the chart. They will ask the
physician for a clarification if necessary.

• Check comorbid and complication sample
cases.

• Incorporate payment policies and coding
assignment into coding policies and procedures.

• Provide payer coding advice and bulletins,
encoder customized edits, and payer policy.

• Institute specific arrangements with consul -
tants, including how qualifications are evaluated
and how internal monitoring is accomplished.

• Retain records listing types of documents
and how storage, retrieval, and destruction are
accomplished.

• Make compliance an element of performance
review.

Newsletters, seminars provide education

5. Train and educate staff about HIM compliance.
The hospital system sponsors two free work-

shop seminars each year for its staff to update
coders on coding changes. “We prepare and
research all the material, and they can attend the
whole day at no cost,” Bryant says.

HIM staff may use these workshops to satisfy
their continuing education requirements.

“All our education has objectives, goals, cur-
riculum, and content that is available for review
and for continuing education credits,” Bryant
says.

Because the hospital system is located in three
states, there are six locations for the seminars, as
well as opportunities for video teleconferencing
for those who work in rural settings.

Another way staff are educated and kept up to
date is through a coding compliance newsletter
published several times a year.

“We get questions to research and share them
back with the staff,” Bryant explains.

Other education includes presentations to
physicians and ancillary staff, inservices with case
management staff and nursing staff, and educa-
tion for management and hospital administration.

The final piece of education involves a new
line coding and education coding web-based pro-
gram purchased from MC Strategies of Atlanta.
This involves taking on-line medical terminology

courses in beginning, intermediate, and advanced
CPT and ICD-9 coding. HIM staff can take these
courses at any time that is convenient for them,
but the policy requires them to go on-line to use
the system for at least one hour a month, Bryant
says.

“We want to make sure this tool is utilized, and
we monitor and track and produce reports on
who used the system and what their score was,”
she adds.

6. Keep communication open and fluid.
Communication is an important part of com-

pliance, Bryant says.
All HIM/coding staff may contact Bryant

directly, and any new information is sent to the
health system’s HIM directors and coding super-
visors through e-mail, regular mail, and video
conferencing of meetings and presentations.

Coding questions answered in 24 hours

“We also have a coding-question fax form,
which is a fact sheet,” Bryant says. When a cod-
ing question arises, the question is described,
researched, and answered via the fax form within
24 hours. This way, everyone sees the same ques-
tion and answer.

7. Make provisions for auditing and monitor-
ing of the program.

The health system has a full auditing program
in which Bryant and other managers visit hospi-
tal facilities twice a year, doing inpatient coding
validation and audits of outpatient surgery, emer-
gency room coding, and ancillary coding, Bryant
says.

Auditors validate ICD-9 and CPT codes and
incorporate an
HIM operational
assessment that
examines whether
transcription

reports are behind or other situations that might
affect operations of an HIM department.

Other auditing features include:
• Identifying areas of potential risk.
• Evaluating internal coding practices. For

example, Bryant wants staff to reroute coding
paperwork when there has been coding without a
discharge summary. “We have experienced resis-
tance to this because it takes time,” she says. “So
when the discharge summary is here four weeks
later, let’s look at it to make sure we captured
everything we could.”

• Reviewing coding and DRG frequency on
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Upgrades and flexibility
may ease worker shortage
Some hospitals let coders work from home

There are a variety of good reasons why HIM
departments might consider allowing coders

to do their work in home offices, but the most
important one is to give employees an attractive
flexibility that will help with recruitment and
retention.

“It helps tremendously with recruiting because
this is primarily a woman’s profession,” says
Cheryl Servais, RHIA, MPH, president of HIM
Consulting Services of Dallas. Servais was sched-
uled to speak about new technology for coders
and work in remote locations at the American
Health Information Management Association’s
73rd National Convention and Exhibit, scheduled
for Oct. 13-18, 2001, in Miami Beach, FL.

With a national shortage of coders that ranges
up to 20%, providing coder employees the option
of working out of a home office could save con-
siderable money in recruitment costs, Servais
says.

For the $10,000 some hospitals are paying as a
sign-on bonus to coders, the hospital could easily

pay for a very nice home office, she adds.
“A lot of women can’t work full time, and

some have to have a flexible schedule because of
family obligations, so a number of people who
may have had to drop out of a hospital job mar-
ket are now able to be productive and available
because of remote site work,” Servais says.

Coders working from a home office could
work in the evenings, and they can schedule their
working time around day care and soccer prac-
tice, Servais notes.

For urban employees, it gives them more time
with their families
because they won’t
have to commute to
work, which in
some places takes
up one or two hours out of every work day.

In turn, the hours in which coders do work at
home often are more productive hours, Servais
says.

“They often are more productive because they
can concentrate more easily without the usual
office interruptions,” Servais explains.

Another benefit is that when an employee
needs to relocate because of family considera-
tions, the hospital could still employ that worker
through a home office and telecommuting,
Servais notes.
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monthly, quarterly, and annual bases.
• Comparing to national, state, and regional

norms.
• Monitoring coding accuracy.
• Reviewing prospectively and retrospectively.
• Reporting any violations found.
• Resubmitting for both overpayment and

underpayment. “We want to give back overpay-
ments, but when we have money left on the table
because we have not captured all of the codes, we
should then want to rebuild and capture those
dollars,” Bryant says.

• Documenting audit and monitoring activi-
ties, corrective action, and follow-up.

• Auditing compliance program for effectiveness.
“In site visits, auditors use an auditing work-

sheet and standardized reporting, developing an
actual response and action grid for the hospital
and HIM director to use to see what they’re doing
to respond to that,” Bryant says.

In addition, Catholic Healthcare West uses
the Systematic Monitoring And Review Tech-
nique (SMART), a coding compliance software

application from PricewaterhouseCoopers,
which has scan-coded information. “It helps us
to clean things up before we bill,” Bryant says.

8. Set corrective actions and enforcement.
A grid that is a communication tool is in place,

serving to identify those areas that need correc-
tive action based on the results of an audit.

“We’ve been trying to track compliance better
to see where we need stronger enforcement and
to see whether people are adhering to our poli-
cies,” Bryant says.

Accountability on all levels is needed to make
compliance work, she adds. “Upper management
also need to know what’s going on and be
accountable,” she says.

Corrective actions may include:
• mechanisms for appropriate discipline;
• multidisciplinary involvement;
• responding to problems and initiating correc-

tive actions;
• recording investigation process;
• informing all employees about corrective

action.  n
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“The outsourcing companies are taking full
advantage of this in that they don’t particularly
care where an employee lives,” she says. “For
outsourcing companies, the main advantage is
saving on all the travel expenses and widening
the recruitment circle, and they’re taking full
advantage of that.”

A drawback is that not all employees are well-
suited to work at home.

“We did a survey, and I think it was about 10%
who answered the survey said they really didn’t
enjoy working from home,” Servais says. “Those
are people who have a strong social need in their
work setting.”

On the other hand, many respondents said
exactly the opposite: “Others said the good part
was you don’t have to interact with all those
idiots from work,” Servais says.

How will you pay home-based coders?

Hospitals that decide to offer coders the possi-
bility of working in home offices should keep in
mind these issues:

• Establish a wage model. Some employers
are paying home-based workers exactly the same
way they pay hospital-based staff, but this model
is increasingly giving way to one in which super-
visors set up some sort of piece-work pay for
coders, Servais says.

“They may pay for X number of charts or some
other productivity mechanism,” Servais says.
“There is a fear among supervisors that if I don’t
see you, I don’t know how you’re working.”

Benefit packages for full-time work vs. contrac-
tual arrangements without employee benefits
also need to be worked out, she adds.

• Prevent communication problems.
Managing workers at remote sites can be tricky.
Managers might have trouble adjusting to not
being able to look over a worker’s shoulder, or
employees working at home might feel as
though they are no longer a part of the depart-
ment, Servais says. 

Dealing with these remote site workers requires
a different management approach. Managers
should be aware that it’s easy to forget about
workers who are not in the office, so there should
be an effort to make regular teleconference calls or
perhaps to send out a weekly electronic newsletter
that talks about coding issues, Servais suggests.

“Since the manager can’t walk around to work-
ers’ home offices, the manager could use e-mail
or the telephone to keep in touch,” Servais says.

“It does change the way you manage your
department.”

• Help workers set up their home offices.
Employers vary greatly in how much financial or
infrastructure assistance they provide for coders’
home offices.

Some may give employees the computer
equipment that will be used, and others may
leave the hardware up to the employee but will
give them the necessary software, Servais says.

“Some of the facilities have even inspected the
home office for OSHA requirements and set up the
work environment on behalf of the employee,” she
adds.

• Take advantage of new coding technology.
Some emerging technologies could radically
change the health care marketplace and coding
process, Servais predicts.

Voice recognition technology already exists to
allow a physician to dictate notes that a computer
turns directly into text, eliminating the need for
transcribing, Servais says.

Taking this a step further, natural language
processing software translates the physician’s
words into specific codes.

For example, the physician might describe the
patient as having wheezing, coughing, and a
fever, indicating the patient has pneumonia,

Servais explains.
“The software is
smart enough to
pick out the fact
that the physician

said the patient has pneumonia, and extracts that
from the text and runs it through another soft-
ware package that recognizes that pneumonia
equals a certain code number.”

The pneumonia coding then is implanted into
a listing that coders can review for accuracy.

“There are people predicting they can do cod-
ing from the physician’s mouth to billing with no
human intervention, and in my mind that won’t
happen,” Servais says. “But this type of technol-
ogy will change the way coding is done.”

Sometime in the next decade, coders likely will
be assigned the job of editing and verifying instead
of doing initial search and selection of codes.

“Technology will change the process from hav-
ing someone who starts from scratch to having
someone look at a list of codes to make certain
they make sense,” Servais says. “Coders then can
use their brains and be more productive because
they’re not just being paid to key numbers into a
system.”  n
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Coders can aid in the
struggle for quality data
Payments no longer based on direct costs

The Balanced Budget Act of 1997 changed the
landscape of coding and reimbursement for-

ever in the nation’s health care industry. Because
of these changes, coders and HIM directors need
to keep in mind three words: quality, quality,
quality.

“It’s replacing a system in which you were
basically reimbursed the cost of the care you pro-
vided with a system where Medicare says, ‘Tell
us what you did, and we’ll pay you a set dollar
amount that is determined by those services you

list on the bill,’”
explains Dean
Farley, PhD, MPA,
vice president for
health policy and
research for HSS in

Camden, CT. HSS is a software firm that special-
izes in developing tools to help health care provi-
ders and payers manage the reimbursement
process. Farley was scheduled to speak about the
dangers of poor data quality at AHIMA’s 73rd
National Convention and Exhibit, held Oct. 13-18,
2001, in Miami Beach, FL.

“What this means is that if you don’t do a good
job of getting codes on the bill, you’re going to
lose money that you’re entitled to,” Farley adds.

Here are some of the problems that lead to
poor data quality, which ultimately could lead to
financial and compliance problems:

• Many codes do not come from coders.
Codes may come from encounter forms or a

charge description master, and these sometimes
are sent to billing without any information man-
agement from coders or HIM staff, Farley says.

“If that document is not up to date, then you
could lose money, and one of the big challenges
with the Medicare outpatient prospective pay-
ment system [PPS] is that changes to the classifi-
cation of codes you can use are made on a
quarterly basis,” Farley explains. “And those
changes are concentrated precisely in the kinds of
codes that exist on the chargemaster.”

This means hospitals will need to update the
chargemaster continually, as opposed to waiting
every two or three years as they might have done
in the past, Farley adds. “If you don’t do it, you

will lose money, and not an insignificant amount
of dollars is at stake.”

• Finance departments sometimes lack neces-
sary commitment.

HSS consultants recommend to most larger
hospitals that they retain an employee, whose
title might be ambulatory payment classification
(APC) coordinator, to manage and maintain the
process to keep the hospital current with regula-
tions for outpatient PPS, Farley says.

The person filling that role would be in charge
of working with the clinical department and
learning what information needs to be provided
and which issues should be addressed.

For example, the APC coordinator might
ensure that information from Medicare is being
sent to the appropriate departments in the hospi-
tal on a timely basis so everyone is kept advised
of coding changes, Farley says.

• Physicians, coders, and other staff might
lack crucial education.

“One of the problems with code-based systems
in general is that codes have to be supported by
appropriate clinical documentation, and as soon
as you move to this kind of payment system,
there are compliance risks created for physicians
and facilities,” Farley says.

Staff should know which codes make a differ-
ence and which do not, and they need to know
what questions to ask, he adds.

Since outpatient PPS was implemented, hospi-
tals have had to deal with the quality issues that
arise when codes are placed in a chargemaster,
allowing clinical departments to drive the code
assignment.

“The difficulty with that is unless documenta-
tion exists in the medical record to support the
codes on the bill, then you have a compliance
risk,” Farley explains. “You could be billing and
using codes that are not supported by the medi-
cal record.”

While hospitals may find it tempting to load
codes into the chargemaster, they should be wary
of doing so unless they have a system in place
with staff reviewing these codes and comparing
them to medical charts, he concludes.

• Expert training is lacking.
HIM staff should be trained to audit bills and

codes, looking at whether documentation is pro-
vided, whether codes are correct, and what the
process is for moving codes onto the bills.

“The best [training] models are the most
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expensive and involve bringing in experts to
work with the clinicians — and not just physi-
cians, but nurses and therapists too,” Farley says.

• Staffing levels are inadequate.
Because of PPS, providers need to put addi-

tional information on bills, and the Centers for
Medicare and Medicaid Services in Baltimore has
imposed substantial new reporting requirements,
Farley says.

“So it’s unrealistic to expect staff to do more with
the same amount of staff,” Farley says. “Certainly
new tools will help and working smarter will help,
but I think it’s inevitable that some additional staff
will have to be hired, and providers will have to
understand that it’s really an investment they’re
making in their revenue stream.”

• The HIM department doesn’t take full
advantage of decision support products.

Decision support tools come in a variety of
forms, Farley notes.

For example, suppose a provider is negotiating
a series of managed care contracts. The obvious
way to handle it is to take a look at caseload in
the claims that will be covered and simulate vari-
ous contract scenarios, Farley suggests.

“But if the data are suspect, then the decisions
you make will be suspect because they’re based on
poor data, and the financial decisions you make
will not necessarily be accurate, again because you
don’t have the information you need to make the
correct decision,” he explains.

The answer is to invest in the information
management department, paying attention to the
chargemaster and investing in various editors
and automated end-coders that will assign those
codes to make sure data are accurate and compre-
hensive, he adds.

• HIM directors and administrations fail to
recognize that a problem exists.

“The No. 1 issue is to recognize the problem
exists,” Farley says. “You have to recognize that
as you make data-driven decisions, you are con-
tinually asking questions of whether your data
are adequate to support the kinds of decisions
you are trying to make.”

Also, administrators need to recognize the
importance of investing in software, staff, and
training to ensure codes are accurate and com-
plete, Farley says. “You have to make those
investments because it’s important not just for
the revenue stream but also for solid financial
and clinical decisions.”  n

A guide for handling 
international patients
Language, culture, scheduling pose challenge

In an era of managed care and federal cutbacks
in health care reimbursement, international

patients — who typically pay full charges for
medical services — are understandably a prized
part of a hospital’s or health system’s business.

Along with this retail rate, as it is often called,
come issues and requirements that go beyond
providing medical care. They present a unique
set of challenges for any health system and par-
ticularly for access personnel.

“There is a need for a variety of ancillary ser-
vices that are critical to providing access,” notes
Lesley Macherelli, embassy liaison for the Boston-
based Partners Healthcare System’s international
program. 

Some issues are remarkably the same — patients
complain about wait time or question the amount
of their bills — and some are decidedly different. 

Guiding people through the system means not
only accompanying patients to appointments, but
assisting them at the airport and with housing
arrangements in a city that is foreign to them, she
adds.

Figuring out which Sheraton is which

“You’re assuming a lot if you [believe] some-
one who doesn’t speak English and has lived
most of his or her life in a small town in another
country can figure out which Sheraton is which,”
Macherelli points out.

At Brigham and Women’s Hospital, one of five
Harvard Medical School-affiliated hospitals for
which Macherelli helps coordinate international
business, the volume has grown in recent years,
says Kerin Howard, manager of the hospital’s
international program. Residents of the Middle
East make up the majority of Brigham and
Women’s international patients, she notes, but
the business is increasing both in numbers and 
in countries represented. (See graph, p. 172.)

Before Brigham and Women’s established a
separate office for international patients two
years ago, Howard says, she worked with those
patients as part of her job in the access services
department, which is a 24-hour, seven-day-a-
week operation. The international office, she

November 2001 / HOSPITAL PAYMENT & INFORMATION MANAGEMENT™ 171

(Continued from page 166)



notes, is open from 7 a.m. to 8 p.m. and has some-
one on call around the clock.

International patients, she says, typically make
a deposit in advance of their stay of between 75%
and 100% of the estimated amount of their bill.

“We do a lot with embassies, so [in those cases]
we get a letter of guarantee,” says Howard, who
reports to Brigham’s director of admitting and
oversees a staff of eight. “Every patient at
Brigham and Women’s Hospital gets the same
quality of care, but we do try to take into consid-
eration the special needs of the international
patient.”

Patients can elect to pay for concierge services,
she says, which the hospital outsources to a local
company. “They assist with hotels, transporta-
tion, banking, grocery shopping, changing
flights, and any other services that a concierge
typically provides.”

The Pavilion, a newly refurbished patient floor
with private rooms only, will be available to
patients — international and domestic — willing
to pay a premium for special services and ameni-
ties, Howard adds. 

Overseas travel costs a bundle

When it comes to scheduling the U.S. patient,
“we look at length of stay in the hospital, but
with the international patient, it’s important to
consider length of stay in the country,” notes
Macherelli. “Every day they’re out of their coun-
try, it’s costing them much more than just hospi-
tal charges. They’re paying for hotels to bring
family members with them, and there’s the out-
of-work component.”

In addition to closely scheduled appointments
for international patients, she explains, close
attention must be paid to things that otherwise

might be taken for granted.
Ensuring that the patient is there on time and

follows preoperative instructions, such as not eat-
ing after midnight, is not necessarily a given,
Macherelli says. Patients have been known to
show up for surgery saying they really hadn’t
eaten, they had “just had a croissant and a cof-
fee,” she adds.

Many of Partners’ international patients, the
majority of whom come from Arabic countries,
“are not early-morning people,” notes Howard.
“Cultural ideas about time are not the same as
here.”

Such eventualities, she says, underscore the
importance of “doing some education on our
end.” Her department uses a variety of hand-
books and educational literature for international
patients, Howard adds.

“One international patient is like having 10
domestic patients,” she says. “It’s not just lan-
guage. It’s cultural issues, and it’s the need to
have everything done in an efficient and often
expedited manner. When they’re leaving, they
need a final bill, all their records, and their
medications.”

Helping Howard keep the fast pace that’s
required are three administrative employees who
work in the office and five Arabic-speaking
patient coordinators who accompany patients to
their appointments and serve as interpreters, she
says. Spanish is the next most frequently spoken
language among international patients, Howard
notes, but that language need is met by the hospi -
tal’s interpreter services department or by bilin-
gual admitting staff.

A Partners nurse stationed in the United Arab
Emirates helps get patients and their records
ready for the trip to Boston, she notes.

Having a good customer service program is a
big advantage for any access department dealing
with international patients, Howard says. Like
their domestic counterparts, these patients can
present a variety of scenarios that must be han-
dled with patience and tact.

“Sometimes patients come for [a medical pro-
cedure] they think will cost a certain amount and
it turns out to be more complicated,” she says.
“There are some common things, but you never
know what to expect. They’re all unusual; there’s
nothing straightforward.”

In effect, Macherelli points out, working with
the international patient sets back the clock to a
time when health care providers had more time
to dedicate to patients.
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“Medicine is so highly specialized, we often
don’t have time to look at the totality of a
patient’s experience,” she adds. “[With interna-
tional patients], you have to look at the whole
experience — the foods they eat, [and] the cul-
tural and familial ramifications.” 

Providing access services to these patients
encompasses two kinds of concerns — infrastruc-
ture and cultural — and the two categories over-
lap, Macherelli notes. “Critical [to the process] are
triage and the scheduling of appointments, and
to do that, you have to have people who can
interpret and translate medical records.”

With Muslim patients, there are myriad cultural
issues, Macherelli explains. “To have a man come
into the room and move a bedridden female
patient onto another bed can be horrifying to
someone,” she says. “It has to happen, but there
needs to be some sensitivity as to how it happens.
[Providers] must be sensitive to patients’ cultural
mores or patients can get so distraught that the
delivery of care is compromised.”

Traditionally, female Muslims will only see
female providers, Howard says, particularly for
gynecological problems. When it makes sense
clinically, the hospital will accommodate those
patients, she adds. If a male physician is the best
clinician in a particular field, or the only appro-
priate person on call during the weekend when
an in-vitro fertilization needs to take place,
Howard says, “usually, the patient will agree” to
the care.

Devil’s in the details

Simply entering the international patient’s
demographic data into the system can present 
an interesting challenge, Macherelli points out.
Names are typically hard to spell and hard to
pronounce, and “virtually every Arabic name
begins with ‘Al-,’” she notes. “If a [registrar]
types in ‘Al-,’ hundreds of names come up. You
have to take these fields all the way down to the
date of birth and home address [to identify the
patient].”

The date of birth also can be problematic,
Macherelli adds. “I have seen the same person
give a different date of birth on each of three 
visits.”

In some cases, she says, the day and month are
reversed. “It seems like a small thing, but it can
cause constant confusion if the dates of birth don’t
match up from one year to the next on blood
work. You need a thorough intake questionnaire.” 

Assorted challenges notwithstanding, working
with international patients can be a particularly
rewarding and positive experience, Howard says.
“It’s about making a difference in people’s lives.
We have a patient here from the Middle East who
is pregnant with conjoined twins. She wouldn’t
have the same outcome if she had stayed in her
own country.”

[Editor’s note: Kerin Howard can be reached at
Brigham and Women’s Hospital, 75 Francis St.,
Boston, MA 02115; telephone: (617) 732-5777; e-mail:
khoward@partners.org.]  n

Late-night ED scenario
sparks EMTALA debate 
In this case, registrar can’t take no for answer

(Editor’s note: Access managers with responsibility
for overseeing emergency department [ED] registra-
tion often find themselves in the middle of decisions
being made about how best to comply with provisions
of the Emergency Medical Treatment and Active Labor
Act [EMTALA]. In the Q&A exchange below, an
EMTALA expert explains how ED personnel should
handle what for many hospitals is a frequent late-night
scenario.) 

Question: During the night, police officers fre-
quently bring individuals to the hospital for
screening of blood alcohol levels. Our lab is
staffed with only one person and is locked, which
makes it difficult to access. If the officer brings
the person to the ED for the blood draw, are we
required to do a medical screening examination
(MSE)? 

Answer: “The primary issue is whether or not
the individual’s presence at the ED constitutes a
request for examination or treatment that trig-
gers the hospital’s duty under EMTALA to pro-
vide an MSE,” contends Robert A. Bitterman,
MD, JD, FACEP, director of risk management
and managed care for the department of emer-
gency medicine at Carolinas Medical Center in
Charlotte, NC. 

The law holds that the request for the MSE 
can come from anyone, not just the patient, he
stresses. “Thus, the police officer’s request for
blood alcohol testing may itself be sufficient to
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constitute a request,” he says. 
Also, he notes that the Center for Medicare and

Medicaid Services (CMS) views alcohol intoxica-
tion to be a “sufficiently severe medical symptom
to warrant the label ‘emergency medical condi-
tion’” (59 Fed Reg 32,107 [1994]).

Thus, an intoxicated individual has an emer-
gency medical condition until the hospital proves
otherwise, concludes Bitterman. “Furthermore,
while the issue is legally debatable, the [CMS]
believes that anyone coming to the ED for tests
must be provided an MSE unless the patient volun-
tarily withdraws the request for the examination.”

Many medical conditions mimic intoxication

Police bring people to the ED to obtain a
blood alcohol level because they believe the
individuals to be intoxicated, but they don’t
know for sure, says Bitterman. “Many emer-
gency conditions mimic alcohol intoxication,
including hypoglycemia, cerebral hypoxia, head
injury, metabolic abnormalities, or other toxins,”
he warns. 

Neither the hospital nor the police should
automatically presume alcohol intoxication to be
the cause of the patient’s condition, Bitterman
emphasizes. “The emergency physician should
perform an MSE in these cases,” he says. 

However, the patient can refuse the MSE
offered by the ED physician and request only that
blood be drawn and provided to the police offi-
cer, says Bitterman. “But only competent individ-
uals can refuse the MSE, so the ED physician [not
a registrar or a nurse] must first ascertain that the
patient is competent to refuse,” he underscores. 

If the individual is clinically too intoxicated to
make an informed decision, then the physician
must keep that person in the ED until he or she is
competent enough to make rational decisions,
Bitterman adds.

He warns that these are clearly high-risk indi-
viduals. “To not offer them an examination or
determine if they are competent to refuse an
exam is a major risk management mistake,” he
says. “If you offer them an exam and they refuse,
and are competent to do so, then EMTALA no

longer applies and you can proceed to draw the
blood.”

Finally, Bitterman rejects the notion that
EMTALA does not apply if the individual does
not have an emergency medical condition. “The
law requires the hospital to provide an MSE to
anyone presenting requesting examination or
treatment for a ‘medical condition.’ It does not
say for an ‘emergency medical condition,’” he
explains. “Only after the hospital performs the
MSE and the MSE determines the patient does
not have an emergency medical condition, then
and only then does EMTALA not apply further.”

Bitterman acknowledges that if the patient
denies requesting or refuses the MSE, then you
do not have to supply one. However, you should
offer one and document the patient’s refusal and
competence to refuse, he cautions. “Alcohol-
related incidents are an extremely common
source of litigation against hospitals,” he adds.
“Common sense should prevail.”  n

Here comes a flurry of
compliance assessments 
The HIPAA race is on

Research firms may warn of providers stuck at
the starting gate trying to comply with the

Health Insurance Portability and Accountability
Act (HIPAA) of 1996. Many hospital-based partic-
ipants in a recent survey, however, say they will
complete their enterprise HIPAA impact/gap
assessments by year’s end.

A recent Gartner survey that found 85% of
health care providers have yet to complete assess-
ments or gap analyses. Gartner is a research and
advisory firm based in Stamford, CT. 

But according to a different survey, more than
three-quarters of the hospital-based respondents
say they expect to be done this year. This survey
was a collaborative effort conducted by Phoenix
Health Systems in Montgomery Village, MD, and
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the Health Information Management Systems
Society in Chicago. Nearly 15% of respondents
say they already have completed assessments.

These results are based on 925 responses to
the late-July survey. Sixty-three percent of these
respondents work in provider organizations;
42% of the provider staff work in hospitals.
Respondents also were close to the HIPAA play-
ing field: Just under 80% of all respondents
reported that they have official HIPAA roles
within their organizations.

Phoenix Health Systems began taking the
quarterly surveys in early 2000. This latest install-
ment is the first time the industry has reported
that it is focusing more on compliance assessment
and implementation than on the preliminary step
of creating HIPAA awareness within its organiza-
tions, says D’Arcy Guerin Gue, executive vice
president of Phoenix Health Systems.

The step of creating an overall awareness of
HIPAA has been successful for most. About 75%
of senior managers and 55% of department heads
industrywide were judged as having moderate to
high knowledge of HIPAA and its implications.
However, respondents stated that 6% of all senior
managers, and 7% of provider senior managers
still have little or no knowledge of HIPAA — rep-
resenting no change since the April survey, and
little change from January survey results.

The providers that have moved on to conduct-
ing assessments are looking at all parts of the
HIPAA regulations. Respondents from hospitals
with more than 400 beds reported that 75% are
conducting assessments, primarily in compliance
with the transactions and privacy requirements of
the regulations; one-half also are doing security
and identifiers assessments. Fourteen percent
have completed their assessments; 33% expect to
be done within three months; and another 33%
expect to finish within six months. 

In hospitals with 400 or fewer beds, two-thirds
are conducting transactions, privacy, and identi-
fiers assessments with one-third doing security
assessments. Eleven percent of 400-bed hospitals
have completed assessments; 32% expect to be
done within three months; and another 37% at
the end of the year.

In addition to impact and gap assessments,
respondents say that HIPAA project planning and
implementations are under way across the indus-
try, as well. Two-thirds of hospitals, payers, and
clearinghouses and more than half of vendors are
doing project planning. 

Among hospitals with more than 400 beds,

participants reported that two-thirds are prepar-
ing transactions, privacy and security project
plans; one-third are already working on imple-
mentation. Half of respondents from hospitals
with 400 or fewer beds are doing transactions
and privacy project plans, with less emphasis on
security. Twenty-five percent are working on
implementations, again primarily in transactions
and privacy.

About a third of hospitals and half of payers,
clearinghouses, and vendors have even begun
implementing the HIPAA regulations. Even
physician practices and other providers, histori-
cally behind in HIPAA awareness, are moving
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forward: Of nearly 200 respondents, about half
have begun doing assessments, and more than
one third are working on project planning and
implementation.

Many providers aren’t making their compli-
ance efforts totally by themselves, the survey
found. Among hospitals, 45% of respondents said
they are using outside consultants to support
HIPAA compliance; 83% of these to conduct or
support assessments; 47% for project planning;
and 27% for implementation. 

Overall, the great majority — about three-
fourths of all respondents — hope to tie their
compliance efforts to organizational strategic
plans (including exceeding HIPAA requirements,
in many cases) and reap the potential benefits
associated with HIPAA, Gue says. “Given this
proactive approach, it is not surprising that about
two-thirds of all providers agreed that their orga-
nizations will have to be HIPAA-compliant in
order to execute their e-health strategies.”

The complete results of this quarterly survey
have been forwarded to several administration
and Congressional offices, at their request, Gue
says. Recipients include leaders of the Department
of Health and Human Services, members of the
House Ways and Means Committee, and other
Capitol Hill leaders who want to better under-
stand factors in the health industry’s compliance
progress.  n
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While often perceived as the purview of
physicians and coders, the complete and

accurate documentation of medical records is an
essential element of the performance improve-
ment process, and it’s not all about numbers.
After all, an inaccurate or nonspecific diagnosis
can negatively impact treatment and outcome.
Erroneous severity data can significantly affect
benchmarking studies. And of course, inaccurate
coding can result in a lower reimbursement than
the amount to which you are entitled. 

“Complete and accurate documentation for
billing purposes has been the focus over the last
few years,” asserts Patrice L. Spath of Brown
Spath Associates in Forest Grove, OR. “Because
the information that goes into the clinical/finan-
cial database has so much impact on what we are
paid, we tend to forget the original intent: to mea-
sure and monitor our performance.”

From a financial standpoint, she notes, if a
physician documents that a patient came in with
chest pain but doesn’t indicate what might have
caused the pain, then the resulting reimburse-
ment may be lower than if the diagnosis had
been better defined. “If it’s esophageal reflux, for
example, the reimbursement will be greater than
what it might be just for chest pain,” she explains.

“As a quality manager, I may be tempted to say
that’s not my problem — that it’s up to the doc
and the coder,” Spath continues. “But when I get
back my comparative data from benchmarking
studies, if I’m involved in ORYX, where chest pain
is used as a denominator and the record shows
that more of our patients with chest pains stay
longer than expected, then it is my problem. And I
end up having to go back to each of those individ-
ual medical records and find out what additional

things might have been going on with those
patients to cause them to look like each other.

“This could have been avoided if the doctor had
been more specific in his coding,” she points out.

Deborah Hale, CCS, president of Administrative
Consultant Service Inc. in Shawnee, OK, emphati-
cally agrees. “Coding has a major impact on the
performance improvement processes,” she asserts.
“Process improvement looks to improve the man-
agement of patients with a particular diagnosis, but
if that diagnosis is not properly reported, you may
be acting on bad data.”

Part of the problem is simply the development
of bad habits, Spath says. “Accurate coding used
to be the crux of our data collection prior to
DRGs, but with coding related so much to pay-
ment now, we have forgotten its importance to
our databases,” she claims. “Some of it is habit.
Prior to 1980, we weren’t using the information in
our databases to do a lot of performance manage-
ment activity, and we weren’t conducting a lot of
hospital-to-hospital comparisons. So since our
databases were not getting used for anything sig-
nificant, we were not as careful to be specific.
Coders developed bad habits; they basically
coded what was on the face sheet of the medical
record. And for the doctors, it was a lot easier to
write ‘chest pain’ than something more specific.” 

Problems also arise because staff do not have the
information or the results from the retests prior to
the patient being discharged. “Let’s say a patient
was admitted with a ‘fever of unknown origin,’”
Spath says. “If the patient is discharged with that
diagnosis then, depending on the studies, it could
be a week or two to get back the test results. In our
rush to want to code these charts and submit the
bill for payment, we may not want to wait those
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two weeks before sending in the bill.” Finally, she
says, many physicians don’t appreciate the ramifi-
cations of their documentation, and their impact on
financial and database accuracy.

Focusing on the docs

Clearly, physicians hold the key to improving
the coding process. How can quality managers
gain their support and cooperation? One way is
through education, Spath suggests. “Help the
physicians understand the ramifications of their
actions,” she advises. “Give them some examples.
Tell them, ‘If you put chest pain on the chart, we
get $1,800; if you put angina, we get $2,100.’ Since
this is now the way we get paid, it’s affecting
them as well as the hospital.”

You also should point out how coding can
affect the way your hospital looks in comparative
reports, she says. “Doctors may tend to say it’s
the coders who aren’t doing things right, but
when you go to the medical records, you might
find it’s the doctor who didn’t document prop-
erly,” Spath says. “You may have to do some
studies to show it’s a failure to completely docu-
ment. For example, with severity adjustment
data, our patients could look like they aren’t as
sick as they really are because of the failure to
accurately document comorbidities,” she adds. 

“I think sometimes physicians don’t document
accurately because we haven’t shown as an orga-
nization that we are totally serious with it,” offers
Vicki Searcy, who heads Searcy Resource Group,
LLC, in Laguna Beach, CA. “People respond when
you set rules and show you will follow through
and not knuckle under because of other factors.”

Sometimes that can require an extraordinary
commitment, Searcy says. “For example, you may
require certain documentation in the records before
a patient can go to surgery. If an organization has
the fortitude to do so, [it] can stop the procedure
before it starts if [it has] to,” she says. “This can
cause mayhem in the OR, but my experience is that
you just have to set the stage with a few instances,
and then word gets around that you’re serious.”

Searcy says that probably the most effective
strategy she has employed with physicians was
peer pressure. “What we used to do was fill out
our delinquency or deficiency counts quite regu-
larly, and they were posted in a place the docs
often went, like the surgery lounge or the dictat-
ing area,” she recalls. “The docs didn’t like other
docs knowing they were on the list.” 

The bottom line, Searcy says, is that physicians

are extremely busy, and they will respond to the
point of greatest pressure. “The key is to set the
standards of what is required and what will hap-
pen if it’s not there — and stick to it. Otherwise,
the whole thing is a sham.”

One process that has been implemented by a
number of facilities in order to ensure more accu-
rate records is concurrent coding. But the jury is
still out on the process. “A lot of people are mov-
ing toward concurrent documentation improve-
ment, with case managers or health information
management professionals responsible for
reviewing charts while the patient is still in the
hospital,” Spath observes.

“They encourage physicians, either verbally or
through written notes, to document more specifi-
cally. Often doctors will say something like,
‘Patient has renal insufficiency.’ That’s a relatively
nonspecific comment. Ideally, they should docu-
ment chronic renal failure if, in fact, the patient
has it; it’s a codable diagnosis. Being more specific
may impact the severity score of that patient as
well as impacting payment,” Spath explains.

The aforementioned health care professionals
can pick up these kinds of opportunities, she says.
“They may write, ‘Doctor, what is causing these
chest pains? If you know, please document.’ Docs
are like you and I; once they write something, they
don’t want to look at it again. Once the discharge
summary is dictated, it is out of their brain, and
they may react with hostility [when asked to
revisit it]. That’s why some people have moved to
more concurrent coding review,” Spath notes.

“The organizations where they stay on top of
this issue are those where they have people regu-
larly reviewing the charts concurrently,” Searcy
adds. “They may be case managers or utilization
review people.” Concurrent review has significant
import from a QI perspective, she adds. “If the
information is not there on a concurrent basis, it
doesn’t provide the information that other care-
givers need to adequately take care of the patient.
“Another factor is the impact on being able to
appropriately code and bill for the patient. Finally,
there is the issue of compliance,” Searcy says.

Despite its obvious benefits, concurrent coding
will not solve the problem by itself, Hale insists.
“For concurrent coding to work, you need the
philosophy of the institution to change,” she says.
“Without that change, concurrent coding is not
effective.” Philosophical change requires a goal
adjustment, she explains. “Your overriding goal
should not be having the chart coded at the time
of discharge, but rather having the information
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necessary to code at the time of discharge. 
“You do need a concurrent process,” she says.

“The reason concurrent coding hasn’t worked in
the past is that the goal was to have the record
coded at the time of discharge. You had to re-
code so many times it was not time-efficient. We
now approach the issue from this perspective:
know what DRG we’re in and what we need in
some key DRGs, and focus on documentation.
You still have what you need at the end of the
process, but you record everything one time,
rather than multiple times.” For this process to
work, Hale explains, physicians have to under-
stand why they need to participate. “Otherwise
they just see it as an added aggravation.”  n

Link documentation
improvement with PI
For best results, determine your outcomes

As a certified coding specialist (CCS), Deborah
Hale regards the impact of proper documen-

tation with the keen eye of an expert. Using that
specialized experience, she and her team at
Administrative Consultant Services Inc. in
Shawnee, OK, have developed a unique approach
to documentation improvement. “We have begun
to tie documentation improvement into case man-
agement or performance improvement,” she
explains. “We start by using data to identify the
hospital’s documentation improvement needs as
they relate to clinical and financial outcomes.” 

Hale identifies these key steps in her process: 
1. Analyze your data to find out which diag-

nosis-related groups (DRGs) have the greatest
opportunity for improvement in physician 
documentation.

2. Review the records to confirm documenta-
tion needs.

3. Present your findings and the proposed
solution to the medical staff. 

4. Implement a concurrent process to prompt
the physicians for the documentation needs you
have identified. 

“This can either be done by a concurrent coder
reviewing the record to see if the terminology
used is specific enough to code accurately or
whether important documentation has been left
out, or by using tools to prompt the physician,”
she notes. “It could be a sticker on the chart; it

could be a form; or more effectively, it could be a
very direct communication with that physician.” 

Most critical, of course, is obtaining physician
buy-in. “Physicians need to know why they
should pay more attention to coding,” she says.
“If they understand the motivation behind it,
they react.” This system works, Hale asserts,
“because physicians are very data-driven; they
care about report cards.”

When physicians see that their cost, length of
stay, and mortality rate are higher than would be
expected for urinary tract infection, for example,
their normal response is to say their patients are
sicker, Hale notes. “Our response is, ‘the documen-
tation does not reflect that.’ When we show them
our data, they realize that they are not document-
ing in a manner that will get them credit for the
appropriate severity of illness for their patient. The
coder may have actually coded correctly, but the
doctor may not have used the right terminology.”

Hale and her staff examine specific DRGs and
compare those DRGs with their higher-weighted
pair in state and national claims data. “We look at
average length of stay, cost, and mortality rates
for those DRGs so we can identify the DRGs in
which we are most likely to be under-reporting
severity of illness — and thus being underpaid as
well — and focus on those DRGs,” Hale explains.

If a hospital was assigning DRG 320 (urinary
tract infection) much more frequently than 416
(septicemia), and its mortality rate was higher
than expected, that would suggest the doctors
were using terminology such as urosepsis (which
codes to urinary tract infection alone) rather than
the more accurate terminology, generalized sep-
ticemia (416), which merits a higher payment, she
says. “So based upon that data, we would audit
the 320 records to determine, if in fact, this low-
weighted DRG was incorrectly assigned based on
the clinical evidence in the record,” she concludes. 

In an effort to ensure more accurate coding,
Administrative Consultant Services provides
detailed query forms to prompt the physicians for
complete and accurate information. These forms
include clinical criteria for validating specific diag-
noses and information on distinguishing between
different diagnoses. (See sample form, p. 170.)

The consulting firm has an impressive track
record. At one hospital, the case mix index
increased from 1.7042 to 1.8400, resulting in a $2
million annual increase in DRG reimbursement.
At another, the average Medicare length of stay
was decreased from 7.1 days to 5.4 days, resulting
in a cost savings of $750,000.  n
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