
New coding credentials, workplace
shortages top AHIMA concerns
AHIMA pres and pres-elect discuss 2002

Attracting more people to hospital information management
(HIM) jobs and moving toward electronic documentation are
two of the chief priorities for the HIM profession, according 

to the current president and president-elect of the American Health
Information Management Association (AHIMA) of Chicago.

“Right now there’s a great need for coders,” says Barbara A. Siegel,
MS, RHIT, director of health information for Hackensack (NJ) University
Medical Center. Siegel is the president-elect of AHIMA.

“What we’re doing here is trying to look at the needs of employers
and industry in general for HIM professionals,” says Barbara Odom-
Wesley, PhD, RHIA, president of AHIMA and president of Medpro
Services in Arlington, TX.

Hospital Payment & Information Management asked Siegel and Odom-
Wesley to provide an overview of the key issues affecting the HIM pro-
fession for the next few years. Here’s what they say:

• Workplace shortage: This will continue to be the biggest challenge
facing the industry.

“We’re seeing workforce issues in different parts of the country, and
certainly where I work in the New York metropolitan area everyone is
always looking for coders,” Siegel says. “Having trained and skilled
staff and attracting and training them has really become a priority for
many health care organizations.”

Generous salary levels should make the profession attractive to peo-
ple looking for a career change. Compared with 1999 salary survey
data, 2001 AHIMA member survey data reveal a 28.1% increase in
salary levels for coders, with salaries now more than $30,000 a year 
on average, Siegel says.

“Coders with years of experience can have salaries in the $50,000 
to $60,000 range,” Siegel adds.
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AHIMA plans to identify the opportunities and
roles that HIM professionals will be asked to fill
in the future, as well as take a look at the impact
of the economy and technology on the industry,
Odom-Wesley says.

“We’ve commissioned an extensive research
study,” Odom-Wesley says.

AHIMA is working with the Center for Health
Workforce Studies at the University of Albany,
State University of New York, to assess current
and future HIM workforce needs, shortages, and
salaries. Funded by AHIMA’s Foundation of
Research and Education, the study will assess cur-
rent and future HIM employment needs. It also
will show how technology will change the profes-
sion and will identify directions for professional
education curriculum and accreditation policies.

• Electronic documentation: Electronic coding
and computerized medical records are on the
horizon, but these efficiencies still will leave a
need for trained coders, Siegel says.

“There still will be a need for individuals
trained in coding to do analysis and validity
checking and report information,” Siegel says.
“It will be a learning opportunity for individuals
who have coding skills to move on to another
level when this does happen.”

Health care organizations are moving closer to
computerized records, but because coding will
continue to be linked to reimbursement, these
will require coding specialists to review and edit,
she says.

“It requires a great deal of analysis and atten-
tion,” Siegel adds.

Electronic documentation will make it easier
for health care organizations to collect data for
reimbursement audits, research, and planning.

Web-based technology, in which charts can be
accessed from remote locations through the use of
special passwords, could help improve coding job
recruitment, Siegel suggests.

“Coders could work from home, and this will
open up opportunities for a lot of people who
cannot go to work on a regular basis, but who
still can do coding at any time of the day or night
if the information is provided,” Siegel says.

• Expanding the HIM role: The challenge for
HIM professionals will be to show the value of a
computerized patient record and to help ensure
its validity, Siegel says. For example, HIM profes-
sionals could be involved in quality improvement
initiatives by helping to coordinate data collec-
tion and making certain analyses are valid and
accurate.

“I’m finding in some organizations that I’ve
worked in that sometimes information doesn’t
get collated in a way that would make sense for
an organization,” Siegel says.

Collaboration between the HIM department
and clinical departments could be a crucial aspect
of quality improvement, she adds.

“Sometimes, nurses are put into the role of
data collection when their time could be better
spent working with the patient,” Siegel says.
“Data collection doesn’t need to be done by the
clinical staff because there are ways to collabo-
rate and raise the bar and acknowledge that
HIM-credentialed individuals have capabilities
and knowledge to do this.”

Make data collection more efficient

Another way the HIM role could be expanded
is by having HIM professionals involved in
prospective quality improvement projects, Siegel
suggests.

“There are a lot of people doing research and
audits and data collection for accreditation orga-
nizations, and often that data collection might be
duplicative, so there should be a way to stream-
line that,” Siegel says.

The challenge to HIM professionals is to show
how they can make data collection more efficient,
Siegel adds.

• New coding credentials: AHIMA has adopted
a new coding credential and now has three creden-
tials, Odom-Wesley says.

The new credential is the certified coding
associate (CCA), an entry-level credential that
will be launched later this year. A coder desig-
nated as a CCA will have to pass an approved
coding program, which now can be located out-
side of formal universities and junior colleges,
Odom-Wesley says.

The other two designations are for certified
coding specialist (CCS) and certified coding spe-
cialist for procedural coding in ambulatory set-
tings (CCSP).

AHIMA is trying to meet the needs of the
diverse HIM work force by providing coding
credentials from the entry level up to doctorate
educators, Odom-Wesley says.

Another change is that there are more associ-
ate’s and bachelor’s programs available to candi-
dates for HIM careers, Siegel says. “And we’re
moving into the master’s level.” 

For people who are interested in the profession
but who do not want to make a long educational
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commitment, the coding certificate programs
would be a good entry point, Siegel says.

“We’re finding more people doing web-based
learning, so there’s more opportunities out there
for coding certification programs,” Siegel says.
“There are a lot of people who’ve been unem-
ployed recently and maybe are looking for some-
thing different to do.”

• Federal privacy rule: “The big challenge is
bringing all health care providers into compliance
with privacy regulations by the April 2003 dead-
line,” Odom-Wesley says.

“We’re conducting a series of privacy work-
shops across the country, and we get a wide vari-
ety of people to attend these,” she adds. “We also
produce printed and on-line materials, and addi-
tionally, our house of delegates is considering
offering a privacy credential.”

HIM professionals may take a privacy training
program on-line through AHIMA, and the orga-
nization will continue to inform members about
changes, Odom-Wesley says.

HIM professionals need to keep in mind that the
Health Insurance Portability and Accountability
Act (HIPAA) has only set the floor level for privacy
regulations. States still can and do enact even
tougher regulations, Odom-Wesley says.

Consumers hold providers accountable

“Texas is ahead of the game, and we have
some legislation that is more stringent than
HIPAA,” Odom-Wesley says.

The fuel driving this movement toward pri-
vacy is the recent call for provider accountability
to consumers and an increased focus on patient
rights.

“Consumers hold us accountable now for how
their information is used and who has access to it
and how it is maintained,” Odom-Wesley says.
“There was a time when the patient had trouble
getting a copy of his own medical record,” she
adds. 

Hopefully, privacy regulations will improve
the relationship between providers and con-
sumers, Odom-Wesley says. But the challenge
will be to give consumers some guidance that
will help them become better informed and more
active participants in their own health care, she
says.

From an HIM perspective, the regulations will
affect all paper, oral, and electronic transmissions
of patient coding information.

HIM staff discussing patient codes could be

overheard, so they will need to be vigilant about
confidentiality, Odom-Wesley says.

“I recommend that every employee sign a con-
fidentiality statement each year, and we need to
have policies and mitigation guidelines in place,
so that if there are employee breaches of privacy,
there are penalties associated with that,” she says.

“It’s a matter of quality of care, because if
patients don’t feel comfortable that their infor-
mation is confidential, then they’ll start to with-
hold sensitive information,” Odom-Wesley says.
“And that could jeopardize the quality of care
received.”  ■

Insurance industry trend
may push POS collection
Unprepared hospitals ‘will be vulnerable’

Two recent studies may be harbingers of
changes in health care coverage that could

affect how access departments do business.
Those changes, suggest a veteran health care
professional, could mean higher deductibles

and a pressing need for more aggressive point-
of-service collection.

The number of employers offering health
insurance is likely to decrease as the economy
remains sluggish and unemployment rises,
according to a RAND study released in late
February. 

Using data from two national surveys of
employers conducted during the 1990s, RAND
economists sought to demonstrate the link
between local markets and employer-sponsored
health coverage in the most recent issue of the
International Journal of Health Care Finance and
Economics. RAND, based in Santa Monica, CA, is
a nonprofit institution that aims to improve pol-
icy and decision-making in number of fields. 

The report said employers are more likely to
offer coverage, and to contribute a larger share
of its cost, in communities where labor markets
are tight. M. Susan Marquis, the co-author of
the report, said she wouldn’t go so far as to say
the slow economy will unravel the employ-
ment-based health insurance system, but the
report’s findings do raise the issue as a matter
of concern.
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Meanwhile, the nation’s employees want more
control and choice in health care, are interested
in consumer choice models, and rank health care
as their most important benefit, according to a
recent study conducted by Hewitt & Associates,
an outsourcing and consulting firm based in
Lincolnshire, IL.

Overall, respondents to the Hewitt survey of
528 U.S. employees expressed confidence in their
ability to make sound coverage decisions, with
87% saying they understood “fairly well” or
“very well” how to choose the best health plans
for their needs.

These reports come at a time when insurance
companies find themselves at the end of a “pre-
mium development cycle,” says Jack Duffy,
FHFMA, founder and director of Integrated
Revenue Management in Carlsbad, CA. “[Insurers]
have gone to employers each year with double-
digit increases on the premium side, and can’t go
back to them again.”

Just as employers have increasingly gone to
“defined contribution plans” for employee pen-
sions, Duffy predicts they will do the same with
health care benefits if faced with more premium
increases. 

That means, he explains, that employers will be
increasingly likely to make a contribution toward
an employee’s health care coverage, rather than
buy comprehensive coverage from an insurer
such as Blue Cross Blue Shield or Aetna. 

Employees faced with arranging their own
coverage, in turn, are likely to have health care
plans with large deductibles, Duffy says. “What
kind of access environment do we enter into
when our patients owe $5,000?”

Hospital administrators will be forced to ask,
“Will you collect that $5,000 as you’re admitting
the patient?” 

“More and more patients will be presenting
with multi-thousand-dollar deductibles, and if
your department is not prepared with credit
cards and financial counseling, you’re toast,”
Duffy adds. 

Other innovations aimed at reducing revenue
cycle time, such as call centers, “may have to be
quickly replaced with the ability to have a much
more in-depth financial relationship with patients
related to copays,” he says.

Hospitals that haven’t properly trained staff
and that aren’t prepared to swipe credit cards or
use an automated clearinghouse to enable them
to take counter checks over the telephone “will be
very vulnerable,” Duffy says.  ■

HIPAA expert says ask
vendors for extension
Extra time isn’t automatic; you have to request it

Despite a bill extending the deadline for
implementation of the Health Insurance

Portability and Accountability Act’s (HIPAA)
electronic data interchange (EDI) provisions from
Oct. 16, 2002, to Oct. 16, 2003, don’t assume you
actually have the extension.

Hospitals still have to file for it, cautions Liz
Johnson, RN, MSN, CHE, executive vice presi-
dent and national HIPAA practice leader for
Houston-based Healthlink, a health care consult-
ing firm. U.S. House bill 3323 also requires that
the extension request be accompanied by a pro-
posed budget for HIPAA, she adds.

Providing specific dollar amounts would be
difficult, Johnson notes, because the extension
has to be filed by Oct. 16, 2002. Providers may not
know how much they’ll need to spend, she says.
“If the vendors can’t tell us how much it will cost,
how can we tell the government?” 

“I think the point [of that requirement] is that
you are recognizing there is a potential need to
spend money,” Johnson says. “Are you prepared,
if appropriate, to spend budgetary resources?”

Because the bill does not provide for the
review of budgets, Johnson says she suspects that
what will be required is “some kind of attestation
or affidavit that you’re going to do these things.” 

The Centers for Medicare and Medicaid
Services (CMS) was to have provided a template
for EDI transactions by March 31, 2002, Johnson
says. “CMS is pushing hard to have entities file
electronically.” 

Computer software vendors, meanwhile, are
doing better in terms of HIPAA preparation, she
adds, noting that Healthlink is monitoring the
status of 910 vendors. “I feel better about the
action we’re seeing from major vendors. They’re
realizing they’re going to have to do it. We’re get-
ting more substantial answers and are seeing
things I think are reliable.”

Still, Johnson says, the situation comes down
to two primary questions: How much will it cost
providers to make the necessary system modifi-
cations, and exactly when will it happen?

“Some [vendors] say, ‘We’ll be ready,’ but it’s
like, ‘You’ll be ready for what? Are you going to
do strictly claims submission for institutional
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claims, or are you ready to do whatever we can
do?’” Johnson says she suspects most major ven-
dors will be ready to submit claims (forms 837I,
837P, and 837D) and receive electronic remittance
advice (form 835).

Providers need to pay particular attention to
the fact that the new process calls not only for a
new format, but for additional information to be
gathered, she notes.

“What’s interesting is that the 837I [the form
hospitals will complete under the new EDI billing
standard] has 160 elements we’ve never collected
before,” Johnson says. “That’s more than just
reformatting. Providers need to collect those.”

Don’t assume vendors will do it all

That means vendors will need to provide a
place to record the new data and a process for
doing so, she points out. “[Providers] need to list
the new data elements and then have the vendor
tell them where they will go in the system. What’s
being perceived out there is a simplification of
what really has to be done.

“Some [providers] think the vendors will do it
all,” Johnson adds. “But many vendors don’t real-
ize how many new elements there are.” Another
issue, she says, is where the data will be collected.
“Most of it will happen at registration, but some
information is clinical in nature.”

The prevalent perception of hospital personnel
with whom she works is, “’It’s not an issue — my
vendor will get me what I need,’” Johnson says.
“But the question is whether the vendor even
knows.”

Providers should inform their vendors that
they will begin testing for HIPAA compliance by
April 2003, determining their ability to send a bill
to a payer electronically, she suggests.

Johnson advises access managers and other
hospital professionals not to think of the EDI
deadline extension as a delay. “It really only buys
you six extra months [because of the need to do
testing], and you need the time because the ven-
dors are not really ready,” she explains. “Take the
opportunity to get your organization ready and
be cognizant of [the vendor issue].”

“We’re still getting sunset notices [from some
vendors],” Johnson adds, “telling [providers]
they’re not going to support changes. You need
to verify that your vendor will be ready.”

Providers should work out a schedule with
payers, ensuring that they will cooperate in the
testing process, she notes. “You can’t just test a

system without being able to send to somebody.”
Despite widespread speculation that the effec-

tive date of the HIPAA privacy rule would be
delayed along with the EDI standard, Johnson
says that will not happen. “The bill specifically
states that it will not be delayed,” she explains.
Implementation of the privacy standard is set for
April 13, 2003.

Since the Sept. 11 terrorist attacks, Johnson
says, the government’s focus has understandably
been on national security, and work on HIPAA
slowed down for a time. But the need for individ-
uals to protect their personal information “is even
clearer today,” she says. 

As far as implementation of the HIPAA pri -
vacy provisions is concerned, Johnson says it’s
time to swing into action. “We know the first
deadline is for privacy now, and [providers] need
to move into that mode, recognizing the need for
policy and procedure changes and new autho-
rization and consent procedures.”

“When you get those figured out,” she adds,
“you need to train people. So don’t stop anything
you’re doing for EDI, but also get ready for this
part. It all goes hand in hand now, so you really
have to work on both concurrently.”  ■

Software can improve
denial management
Revenue recovery units are growing

In an effort to reduce denials and improve
financial performance, an increasing number 

of hospitals are establishing revenue recovery
units to overturn unpaid claims, while others are
employing new software to reduce the number
of unpaid claims proactively. 

Traditionally, most hospitals focused on high-
dollar, high-volume procedures. But at least 400
hospitals now are using a software application
to help avoid denials and speed claims process-
ing, says Patrick Harkins, vice president of com-
pliance and regulatory affairs at Healthworks
Alliance in King of Prussia, PA, which devel-
oped the software. (See “A network solution
small hospitals can afford” on p. 75.)

According to Harkins, the software allows hos-
pitals to manage and evaluate medical necessity
as soon as the order is submitted. If the orders do
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not meet medical necessity according to the stan-
dards of the carrier or the fiscal intermediary,
they collect the advance beneficiary notice (ABN)
and notify the patient.

The claim then is submitted to Medicare for
initial determination. Either the claim is paid
and the patient does not get a bill, or the claim 
is denied and the hospital recovers the revenue
from the patient because it already has gener-
ated the ABN. 

Jaye Shaughnessy, corporate compliance
manager at University of Miami Hospital and
Clinics, says she uses the Healthworks software
to screen for medical necessity on the front end
as well as the back end before claims are submit-
ted. “I would not let a bill go out of here without
that software,” says Shaughnessy, who has been
using it for almost four years.

“If the system is used properly, you can have
100% Medicare compliance when it comes to
billing,” she asserts. “It is a wonderful system
that is constantly updated by the service.”

Claims may be denied for any number of rea-
sons, including a request for additional informa-
tion, Harkins says. The billing department may
respond to those requests, while other, more
complex decisions based on medical necessity
may require additional diagnostic information
or medical record information and usually are
referred to case management.

According to Harkins, some hospitals deal
with outpatient denials strictly in the billing
department, and the only denials handled by
case management and utilization review are
those that involve inpatient services. 

To facilitate that process, Healthworks
Compliance Checker software compares the
Medicare Part A and Part B rules to the order
and the diagnosis. The software then evaluates
the combinations and generates an ABN if 
necessary. 

All of that information is recorded in the
database so that case managers can look at those
reports and evaluate how well physicians are
providing diagnostic information to outpatients
they refer, Harkins says. If physicians are non-
compliant, the case manager can use those
reports to educate them and help them become
compliant.

Harkins says medical necessity must be
checked on everything because if the order fails
medical necessity validation, it may not be sub-
ject to the ambulatory payment classification
(APC). If a procedure is paid under an APC and

fails medical necessity validation, the failed
procedure cannot be grouped into the APC. The
Healthworks software has the ability to gener-
ate not only the ABN but also the APC copay
statement.

If the claim gets paid under an APC, the
patient must pay a percentage as a copayment,
and the APC pays the balance, he explains. The
software allows hospitals to collect that money
up front. In addition, the software prints out a
requisition for the service.

According to Harkins, hospitals also can use
the software with physicians who send a high
volume of referrals. “That way, they no longer
have to provide a requisition to the hospital,” he
says. Instead, they can input all of the informa-
tion into the computer, and the requisition is
printed out with the patient’s insurance informa-
tion, the physician’s information, the diagnosis,
the test, and the ABN if required.

‘Physicians do not always comply’

“That pushes the ABN process back out to the
point of care where it should always have stayed,”
he says. “But we all know that physicians do not
always comply.” The application is very robust in
terms of its ability to provide edits. “There are
many different edits that can either be turned on
or turned off depending on how detailed you
want to get,” Harkins says.

For example, Medicare’s correct coding initia-
tive (CCI) indicates certain procedures that can-
not be ordered together on the same date of
service. Other services can be performed only 
on an inpatient basis.

“Those edits reside in our software as well,
and when procedures are ordered together that
should not be, warnings are sent up on the sys-
tem that say you have a CCI edit conflict that can
be corrected with an appropriate modifier or
cannot be corrected with modification,” he says.

A similar edit looks at the age and sex of
patients because some tests can be ordered only
on either males or females or on patients of a cer-
tain age. “All of those things are edited on the
back end of the claim by the FI [fiscal intermedi-
ary] or carrier, and if any one of those edits fail,
the claim is returned,” Harkins says. “The more
that you put in up front before the claim is sent
out, the better off you are. It is just proactive
management of your denial up front.”
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HIM professional designs new ED form

APC codes for the emergency department
(ED) have some considerable changes that

went into effect April 1, and coders may miss
some crucial codes without very detailed docu-
mentation on the ED medical record.

At the very least, coders and HIM profession-
als will need to educate ED nurses and physi-
cians about the changes, says Molly Barksdale,
RHIT, supervisor of medical records and trauma
abstractor for Bay Area Hospital in Coos Bay, OR.

But an even better strategy is to change the
ED medical record to reflect some of the more
detailed information that is needed under the
new APC codes, she adds. (See sample emer-
gency department medical record supplement,
p. 72.)

Barksdale created a new ED medical record
form with the goal of capturing more of the cru-
cial data and to improve nursing documentation,
she says.

Aiming for correct reimbursement

The initial goal was to make certain documen-
tation reflected appropriate resource utilization
and coordination of services to capture the cor-
rect reimbursement, Barksdale says.

“So we compared the APC guidelines with our
existing ED chargemaster and nursing documen-
tation and focused on areas that would reflect the
appropriate utilization of resources for the patient
care,” she explains. “We looked at it by categories,
including the documentation at the triage level,
nursing assessment, and coordination of care with
other departments.”

Pain management documentation was an
important issue because of recent accreditation

and Medicare guideline changes, Barksdale adds.
While creating the revised medical record

form, Barksdale sought input from everyone who
would be involved, including all ED nurses and
physicians.

“The form evolved over a number of months
with some brainstorming, working on it, and
tweaking it,” Barksdale says. “Then we obtained
a consensus on the changes from the doctors and
nurses.”

Barksdale worked closely with a nurse man-
ager, a unit secretary, the ED quality assurance
nurse, and the ED medical director.

Form results from consensus of ED staff

“I was determined that the final form would
be the result of a consensus, because if the ED
staff is not going to use the new form to its 
APC reimbursement potential, then why change
the form?” Barksdale says. “Also, this was a
way of reaching out to them so they could have
a say-so in the form and have ownership in
what needs to be documented and how to docu-
ment,” she explains.

After several months, Barksdale had a final
version that was sent to everyone involved for
approval. The revised ED medical record has two
pages plus a third page of discharge instructions
that were written by the medical director.

Among the major changes was a process for
documenting any increases in the level of care.
For example, there is a box for the nursing staff
to mark if the patient required psychosocial
intervention, Barksdale says.

Other “yes” or “no” check-boxes will answer
these questions:
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• Was there a forensic exam?
• Was there domestic violence?
• Was there treatment prior to arrival?
• Was the documentation on wound care 

complete?
“These boxes are triggers for clinicians to do a

long-hand documentation of the nursing inter-
vention,” Barksdale explains. “The first page has
triggers that are primarily geared toward initial
triage documentation and physician documenta-
tion, and the second page is primarily for nursing
documentation.”

On the second page, there are boxes and sec-
tions that detail wound care, nasogastric size,
stool, Foley size, urine output, vital signs that
include pain, and various fluid intakes.

Anecdotal evidence since the form was put
into place with the past six months has shown
that it has improved documentation and reduced
coders’ calls to ED clinicians to clarify items,
Barksdale notes.

Enter changes into chargemaster

Some of the recent changes to APC codes
include new codes that will change how some
ED services are documented and which could be
overlooked if coders are not cautious, advises
Phoebe Bennett, RHIA, director of special ser-
vices and director of medical records at Bay Area
Hospital.

“If you don’t put these new codes on the charge-
master then you’ll either have invalid ED codes or
you’re going to miss that reimbursement,” Bennett
says. “So after April 1, the changes in the emer-
gency room APCs are what everybody needs to be
reviewing.”

Here are some of the changes:
• CPT 99289: Physician constant attention of a

critically ill patient during an interfacility trans-
port, first 30-74 minutes;

• CPT 99290: An add-on code to 99289 for each
additional 30 minutes of time.

“These are codes for when a physician trans-
ports a critically ill patient from one facility to
another, and you can’t put it on as a facility charge
— it has to be a physician charge,” Bennett says.

Those two new codes should not be confused
with the following two codes, which are no longer
used during patient transport:

• CPT 99291: Critical care, evaluation manage-
ment of critically ill or critically injured patients,
first 30-74 minutes;

• CPT 99292: An add-on code to 99291 for each

additional 30 minutes of time.
There also are several new codes for multiple

muscle group injections for trigger points. Here
are three new ones:

• CPT 20551: Tendon origin insertion;
• CPT 20552: Single or multiple trigger points,

one or two muscle groups;
• CPT 20553: Single or multiple trigger points,

three or more muscle groups.
For facilities, these two new immunization

administration codes need to be used because
intranasal oral routes have been eliminated from
APC 90471:

• CPT 90473: Immunization, administration by
intranasal or oral route, one vaccine;

• CPT 90474: An add-on for 90473 of each
additional vaccine.  ■

Coders need to be aware of
major changes to C codes 
Changes took place April 1

Hospital coders may run into some speed
bumps when they begin to incorporate 

the latest coding changes from the Centers for
Medicare and Medicaid Services (CMS).

CMS has added new C codes, which apply to
new technology. As this coding area’s reimburse-
ment also has been changed, it’s important that
coders know the most appropriate way to use
then new C codes.

Determining precisely which devices are
intended under the new technology codes is the
biggest challenge, explains Jan Rose, a coder for
the Bay Area Hospital in Coos Bay, OR.

“We have to be in touch with vendors who
have to get approval through CMS to apply a C
code to their devices,” Rose says. “With the new
C codes it’s important to get it right because if
you don’t, then there will be no payment for it.”

Here are some of the new codes and their CMS
definitions:

• C-1751: A catheter infusion inserted periph-
erally, centrally, or midline, other than hemodial-
ysis. “This code applies to Picc lines, which are
used to infuse antibiotics, but you will need to
ascertain whether this code also can be used for
the types of catheters you supply,” Rose says.
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• C-1880: Venacava filter, which is used when a
patient has a pulmonary embolism. Again, this is
a code that will require a little investigation to
determine exactly which new technology devices
will apply, Rose says.

• C-1874: Stent — coated/covered with deliv-
ery system;

• C-1875: Stent — coated/covered without
delivery system;

• C-1876: Stent — noncoated/noncovered with
delivery system;

• C-1877: Stent — noncoated/noncovered
without delivery system.

Coders will need to determine the difference
between noncoated and coated and noncovered
and covered, and again this may require a tele-
phone call to the vendor, Rose says.

• C-1188: I-131 capsule, which is a supply of
radiopharmaceutical therapeutic imaging agents
with sodium iodide I-131 capsule per initial 1-5
microcuries. “You have to have the dosage docu-
mented, and you want to make sure you charge
correctly the number of units so that you receive
your correct payment,” Rose says.

Here’s how to prevent C code problems

HIM departments can prevent problems with
the new C codes by taking certain steps to make
certain the codes are used properly, Rose says.
Here are her suggestions:

• The HIM department reviews the CMS
updates on codes and changes the chargemaster
as necessary.

• Coders call suppliers and say, “We have this
type of device, and we’re looking for a C code if
there is one that can be put to it.”

• A coder or the person who handles the
chargemaster fills out a requisition form that 
will be sent to data processing and put into the
chargemaster.

• The requisition form is completed and sent
to the appropriate departments, where someone
will assign a revenue code to each new charge
and it will be priced.

• Then a compliance committee, consisting of a
compliance officer, a senior manager, a reimburse-
ment specialist, and perhaps others, will deter-
mine whether or not the code is appropriate and
billable before the chargemaster is completed.

Another area of new codes that may cause dif-
ficulty is in the C-8900 area. These codes will
apply to Medicare, but not to other payers, so
coders will have to adjust codes by manually

translating CPT codes into the new C codes, Rose
explains.

Here are some examples of the C codes and
their CPT code equivalents:

• C-8900: Magnetic resonance angiography; it
matches the CPT 74185

• C-8906: Magnetic resonance imaging with
contrast breast bilateral; it matches CPT 76094.

• C-8912: Magnetic resonance angiography
with contrast of the lower extremity; it matches
CPT 73725.

• C-8909: Magnetic resonance angiography of
the chest with contrast; it matches CPT 71555.  ■

New DRGs posted in CMS
memorandum this year

The Centers for Medicare and Medicaid
Services (CMS) recently posted changes to

cardiac DRGs, which took effect April 1, 2002.
The changes apply only to cardiovascular

DRGs, and there are no changes in the total joint
replacement DRGs for FY 2002, the CMS memo-
randum states.

Here are the changes:
• DRG 104: Cardiac valve and other major car-

diothoracic procedure with cardiac catheterization.
• DRG 105: Cardiac valve and other major 

cardiothoracic procedures without cardiac
catheterization.

• DRG 106: Coronary bypass with PTCA.
• DRG 107: Coronary bypass with cardiac

catheterization.
• DRG 109: Coronary bypass with cardiac

catheterization. 
• DRG 124: Circulatory disorders except AMI

with catheterization and complex diagnosis.
• DRG 125: Circulatory disorders except 

AMI with catheterization, but without complex
diagnosis.

• DRG 514: Cardiac defibrillator implant with
cardiac cath (previously part of DRG 104).

• DRG 515: Cardiac defibrillator implant with-
out cardiac cath (previously part of DRG 105).

• DRG 516: PTCA with AMI (previously part
of DRG 112).

• DRG 517: PTCA with stent, but without AMI
(previously part of DRG 116).

• DRG 518: PTCA without stent and or AMI
(previously part of DRG 112).  ■
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Healthworks now is in the process of releasing
a new software program called Denial Tracker
that Harkins says will be beneficial to the revenue
recovery units, especially those who may be
tracking denials on the inpatient side. “There
may be an issue where somebody was not pre-
certified or it was an extended DRG or too many
days or too many services,” he says. “Case man-
agers typically will deal with those types of inpa-
tient denials because they are big bucks.”

Denial Tracker is PC-based software that tracks
claims by downloading the electronic remittance
advice and recording all of the denials that have
occurred. It attaches patient information and the
reason for denial as well as the dollar amount. 

Essentially, what the Denial Tracker does is
allow the utilization review team or case man-
agers and billing personnel to have their own
automated tool to facilitate timely compliance
with the guidelines for resubmitting denied or
rejected claims, Harkins says. That allows the
person tracking the claim to print a report that
shows the denials categorized by dollar volume
or other criteria, he says.

If a claim has been returned for additional
information, the software puts it into a working
queue and then generates a report indicating
when the claim must be returned and the addi-
tional information requested about the patient. 

It also has built-in forms so the appropriate
forms or letters can be generated and forwarded
as a cover letter for easy submission back to the
payer. “It pulls all the patient information and
your demographics and also has the address of
the payer so that everything is sent out automati-
cally,” Harkins says. It also includes an automatic
due-date calculation so that hospitals do not miss
deadlines for different levels of appeal. 

According to Harkins, many facilities are not
yet using automation to track this process.
Instead, they still may be using a Microsoft Excel
spreadsheet or an Access database. 

“This is true automation to help you through
every process with overdue reports and different
management reports that show you what has to
be sent and what the status of any rejection may
be,” he says.

To date, Harkins says, Medicare is the only
government insurance program that has issued
local medical review policies, while private insur-
ance carriers and HMOs simply list in their bene-
ficiary manuals what they won’t pay for. 

However, private payers now are moving more
toward establishing local medical review policies
as well, he says. “Most HMOs and private payers
are now looking at the success that government
has had with these programs.”  ■

A network solution small
hospitals can afford
Big-league program at small-town price

Knowledge is power, and to succeed, infor-
mation is key. But for a small hospital,

affording the kinds of systems that provide the
best data often is overly expensive and close to
impossible. But one small facility has found the
critical operational and quality information it
needs. Samaritan Healthcare, a 50-bed acute care
hospital in Moses Lake, WA, located in a rural
area between Seattle and Spokane, knew that
with lower Medicare and private reimbursement
rates, understanding where money went and
how to reduce costs without sacrificing quality
of care was vital.

The facility had been using PACE, a product 
of the Computer Sciences Corporation of El
Segundo, CA. But the company dropped the sys-
tem, and after a year of trying to function on its
own, Samaritan executives decided to seek out a
new system.

It didn’t help that the region between Spokane
and Seattle has experienced some of the fastest
growth in the nation, leading Samaritan to start 
a $20 million construction project to keep pace.
Money was tight, says Glen Stambaugh, RRT,
director of quality at the hospital, and the typical
six-figure intelligence software offerings were
completely unaffordable.

“They had wonderful capabilities, but they
required high front-end investment in licensing,
hardware, and dedicated employees to maintain
and operate the infrastructure,” he says. He did
some research and asked others what products
they used. There were two companies — which
Stambaugh declines to name — that offered great
products but that would have required between
$60,000 and $100,000 to start for the capabilities
the hospital needed. That was beyond what
Samaritan could afford and more than three
times what they paid for the defunct but highly
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capable CSC product. “It would have been out of
the question even in a good year,” he says.

Lucky for Stambaugh, the old PACE sales rep-
resentative he used was working for a start-up
company called Net-Fast, based in Billerica, MA.
“He offered a newly developed solution with
capabilities similar to more expensive packages,
but at a price we could afford.” The price was a
relatively low $25,000 per year.

Not that Stambaugh wasn’t concerned about
using a product from a new company. “But then
again, CSC was established and they quit offering
a service, so the risk is inherent in the industry
whether a company is new or old,” he says.

System allows ease of use, thorough analysis

Net-Fast takes routinely generated transaction
data and puts them in a form that is readily avail-
able to hospital decision makers. The system is
designed to be easy to understand and use but to
still allow for thorough analysis of the factors
affecting profitability and clinical effectiveness.
All of the data and the required software reside
on Net-Fast’s secure web site, enabling hospitals
to easily access their information without addi-
tional infrastructure, software, or hardware costs. 

The source data used in the system are
extracted by the user hospital and uploaded 
to Net-Fast on a regular basis. In the case of
Samaritan, Stambaugh says, “Our source data is
maintained by a consortium of regional hospitals
using a shared information system. We alert
them when our quarter is completed, and they
forward it to Net-Fast.” Net-Fast works with
them to make it a smooth and simple process.

The Net-Fast reporting module that Samaritan
uses, NF Blue, supports a number of clinical and
financial applications, says Stambaugh. “We can
get information on any procedure, diagnosis, or
chargemaster population. We can analyze for uti-
lization, revenue, and outcomes.” The data aren’t
real time, but they are available within a couple
of weeks of transferring them to Net-Fast, which
is faster than many products out there. “It’s as
close to real-time data without going day to day
as we can get,” he says. “We could have gone for
cheaper options that use state and other public
databases, but the data is old and limited by the
time you get it.”

Stambaugh found NF Blue extremely easy to
learn and used it right away to explore revenue-
challenged laparoscopic procedure service lines.
“We knew changes in Medicare reimbursement

had resulted in lost revenue, and it was important
to identify waste and potential variances in care
which could be addressed to restore viability.”
Stambaugh used the wide range of data elements
available in NF Blue to comb through the proce-
dures and break out charge categories where uti-
lization varied by physician. NF Blue again was
applied to rank variances by average value and 
to compare clinical outcomes. 

“We were able to validate that our laparo-
scopic service line was efficient and safe, with
physician practice-related variations in some
charge items and missed charges in others,” he
says. “We shared the variations with the physi-
cians for their consideration, and the missed
charges with the Surgery Department to improve
the charging process and eliminate, for example,
over $3,000 in a single category of lost laparo-
scopic surgery charges.” 

Readmissions tracked to one physician

In another project, Samaritan tracked pneumo-
nia readmission rates as a quality-of-care mea-
sure. NF Blue made the task easy. “We found that
readmissions were primarily associated with one
physician and that a change in the formulary
using a newly available drug was very effective
at eliminating the high rate of readmissions,”
says Stambaugh. “If we had had to use chart
reviews and manual methods for tracking, it just
wouldn’t have happened for lack of time and
resources. But with access to our data through a
powerful application to find the outcome infor-
mation, it leaves time for the chart reviews when
they are occasionally needed.” 

Samaritan Healthcare sees this approach as
necessary to survive and improve while some
other smaller hospital systems may be folding for
lack of information. Says Stambaugh, “We are
excited about having the same capability as larger
systems and are ready to focus it on the next area
of need.” That area: looking across major DRGs
for utilization outliers and working with medical
staff to update clinical outcomes indicators. “This
system allows us to look into any question that
comes up immediately.”

The system still is evolving, with Net-Fast
actively seeking input from users on how to
improve the system. “PACE has excellent drill-
down, but this is more flexible,” Stambaugh says.

[Editor’s note: For more information on Net-Fast,
call (978) 436-9100, or visit www.net-fast.com.]  ■



See an MD in 30 minutes
or get your money back
Unconventional idea that works at a NJ hospital

It almost sounds like an ad for a popular pizza
chain — 30 minutes or your money back. But at

CentraState Hospital in Freehold, NJ, for more
than three years, the emergency department (ED)
has been promising patients that they will see a
nurse within 15 minutes and a doctor within 30
minutes or they don’t pay. Amazingly enough,
it’s working. Fewer than 10 patients have had
their bills waived, says Michael Jones, MD,
FACEP, FAAEM, chairman of the department of
emergency medicine at the 240-bed facility in
central New Jersey.

The idea was the brainchild of the head of the
Robert Wood Johnson Health Network, with
which CentraState is affiliated. “I told him that
even Domino’s [Pizza] didn’t do this any more,
but he was insistent,” says Jones. “I can tell you 
I had three or four sleepless nights over this.”

But the more he thought about it, the more
Jones thought it could work. “There are artificial
lulls and booms in an emergency department,”
he explains. “The peaks and troughs are created
by the registrar and triage nurses. Unless you
have a bus accident, you don’t have multiple
patients descend on you between 9:15 a.m. and
9:30 a.m. They trickle in. So now we have a pro-
gram where as they come in, we get them into
the department.”

Triage now done at bedside

At first, it was tough. By the time a nurse had
seen the patient, physicians had only seven or
eight minutes to get to them. Triaging was taking
too long. So the hospital created an abbreviated
triage sheet, and triage is now done at the bed-
side. Registration occurs at the bedside as well in
90% of the cases. In the other 10%, a family mem-
ber does it at the front desk.

Jones says there is a strong belief that there just
aren’t enough emergency room physicians and
that a three- or four-hour wait is just the norm.
“But in New Jersey, at least, it’s illegal for a
patient not to be seen within three hours,” he
says. “And this is still broken on a routine basis.”

If there is a staffing issue, then Jones says EDs
should just hire more staff. “I guarantee you that

if you do this, more patients will come,” he says.
And he should know. The ED at CentraState insti-
tuted a pediatric emergency department program
at around the same time the 15/30 program
started. “Usually, the emergency pediatricians
were in the call room watching television. So we
created scripts for them and when we needed
help, we got them involved as patient greeters.”

One day, however, Jones was called in his
office and asked to be a greeter. “I asked where
the peds docs were. But they were swamped. We
added a service and the patients came. I never
want to hear it uttered that if an emergency
department adds more docs, they won’t have
the patient volume to pay for it. I guarantee that
if a facility goes to a 15/30 program like us, they
will take patients from other facilities. We have
patients come to our ED from all over the area.”
Indeed, he says, patient volume in the ED has
increased by around 11% per year since the pro-
gram’s inception in 1998.

Jones has put his money where his mouth is
and has increased staffing. Where once there
were six physicians, now there are 15 physi-
cians and four nurse practitioners. To free the
physicians up for more time to see patients,
there is a scribe program to handle some of the
administrative paperwork that was eating into
patient time. “An added bonus is that the peo-
ple who do that work not only cost less per
hour than the doctors, but they make sure the
documentation is correct.”

Preventing initial negative impression

Greeters no longer are needed in the ED.
Patients typically see the physician who will be
treating them. The initial meeting, which satisfies
the 30-minute rule, may only consist of a physi-
cian ordering labs, “but the patient feels more
comfortable knowing a physician knows some-
thing about their condition,” says Jones. “I think,
too, that it’s important to prevent an initial nega-
tive impression created by a prolonged wait. No
matter how nice the nurse or docs are, after a
three-hour wait in a waiting room, it’s going to
be hard to overcome a bad feeling.”

And when the deadlines aren’t met? Jones
says he told the doctors that it has to be a team
effort, and that all the docs on the team were to
pay $50 into the hospital library fund every
time the 30-minute deadline wasn’t met —
regardless of which physician was responsible
for the delay. “The first time it happened, I was
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on. I whipped out my $50 and they all realized
it was for real.”

Jones gets a report when the deadline isn’t met
and reviews the charts with the treating physi-
cians. The patient advocate and nurse manager
are also involved, and the billing company is
called and told to erase the bill. “It just isn’t sub-
mitted to the insurance company,” he says. 

The two other hospitals in the network that the
idea was foisted upon have dropped the program,
but Jones is a true convert. “We really make this
work,” he says.  ■

Effective documentation:
Know you’re doing it right
Focus on decision-making process

Getting claims paid boils down to effective
documentation. “Documentation is the key,”

says health care attorney Kathy Fritz, JD, RN, a
former nurse practitioner.

“So much of what we
know about the patient
and the factors that make a
difference in the decision-
making process are not
documented in the medi-
cal record,” says Deborah
Hale, CCS, president of
Administrative Consultant
Service in Shawnee, OK.
“Extenuating circum-
stances can make a difference in the decision-
making process but are often not documented.”

According to Fritz, the way services are ren-
dered and the way billing personnel evaluate the
reasonableness and medical necessity of those
services is intimately related to how services are
billed and how claims are paid.

For example, when billing personnel perform
utilization review or quality assurance activities,
they should evaluate whether documentation

exists in the medical record to support not only
the medical necessity of the services, but also the
level at which those services are billed. 

An important role of billing personnel is to
determine whether the services the person is
receiving are reasonable and medically necessary,
consistent with the person’s health care condi-
tion, Fritz says. Billing personnel generally make
this determination by conducting a concurrent
review of the documentation contained in the
person’s medical record, she says.

Federal auditors rely heavily on documentation

Similarly, federal payers that conduct audits of
a provider’s billing and payment practices also
review a person’s medical record documentation
to determine the appropriateness of the services
rendered and the level of service billed. 

In fact, Fritz says her experience representing
providers in administrative agency actions under-
lines the fact that when it comes to auditing, fed-
eral payers rely almost entirely on documentation. 

Unfortunately, physicians do not always
appreciate this fact. “I am amazed at how many
providers have never had any formal training in

proper billing and coding
practices, and particu-
larly how documentation
is integrally related to
those practices,” Fritz
says. 

To the extent that
billing personnel can
influence a provider’s
documentation practices,
they should focus on

educating providers about three necessary com-
ponents for level of service determinations: his-
tory, physical, and medical decision-making,
she says.

According to Fritz, these are the three ele-
ments for evaluation and management codes
that any payer will look at to justify payment at
a particular level of service. If billing personnel
cover these three areas, they have covered the
essentials for documentation, she says.
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“I am amazed at how many providers
have never had any formal training 

in proper billing and coding practices,
and particularly how documentation is
integrally related to those practices.”



Evaluations of new patients or patients who
are first admitted to a hospital are fairly thor-
ough, she says. “Generally, the subsequent docu-
mentation tends to be less then complete.”

What payers generally require depending on the
level of service is that two of these three items must
be documented, she adds. On the other hand, if
providers are doing a comprehensive evaluation
and billing at that level of service, which is likely 
to be costly, they will expect that all three be docu-
mented in some form in the record.

According to Hale, these three factors deter-
mine physician reimbursement, but they also
can apply to the hospital setting. “If you have
history and physical, you are establishing the
need for the admission to the hospital,” she
explains. “If you have medical decision-making,
you have a lot of the factors that relate to the
treatment plan that also contribute to the reason
for the hospitalization.”  ■

Bar codes coming 
for prescription drugs 

The American Society of Health-System
Pharmacists in Bethesda, MD, has long 

been advocating a federal mandate requiring
scannable bar codes on prescription drug labels
to provide information about the drug. Now the
society has gotten its wish.

In an effort to reduce medication errors, the U.S.
Department of Health and Human Services has
pledged the support of the Food and Drug Admi-
nistration to require bar coding on all prescription
drug labels. Proponents of the move have cited
three primary goals of using bar-coding systems 
in the inpatient setting:

• Use of such bar coding would help elimi-
nate medication errors and other preventable
adverse drug events by ensuring accurate drug
product and patient identification at the point
of administration.

• Coding would improve monitoring of drug-
use trends within a population of patients so staff
resources can be allocated for optimal patient
care.

• Coding would improve overall efficiencies in
the medication use process, including the purchas-
ing, storage, and distribution of drug products.

Publication of rules covering the regulation are
expected this spring. Federal officials say the
codes would contain information such as the
National Drug Code number, and might contain
other data, such as the drug’s expiration date and
lot number, which would help identify expired
and recalled drugs.  ■
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Report outlines planning
by hospitals for bioterror

Financial and capacity shortfalls have hospitals
concerned about being overwhelmed by a

major bioterrorism attack, even though they are
devoting significant resources to prepare for pos-
sible attacks.

That’s the conclusion of a white paper from the
La Jolla, CA-based Governance Institute, an orga-
nization of health care executives and trustees.
The report describes how hospitals are reconfig-
uring their triage areas, ambulance bays, ventila-
tion systems, and even surgical masks to prepare
for bioterrorism incidents.

A supplement to the paper contains a checklist
for action related to bioterrorism. The report is
available for $7 by calling (858) 551-0144.  ■

‘Improper payments’
declined, OIG says

What the Office of the Inspector General (OIG)
characterizes as improper payments under

the Medicare program declined for the sixth
straight year in 2001, according to a report from
the Department of Health and Human Services.

The improper payments declined to 6.3% ($12.1
billion) of the $191.8 billion in Medicare payments
last year. That’s down from a 6.8% rate, or $11.9

billion, in 2000, and less than half the 13.8% rate
estimated in 1996, according to the report.

The OIG began estimating in 1996 the percent-
age of fee-for-service Medicare payments involving
medically unnecessary services, documentation
deficiencies, or miscoding. For 2001, the OIG ran-
domly examined the medical records for 6,594
claims filed for 600 beneficiaries, out of 931 million
claims filed for 34 million fee-for-service enrollees.

For more information, go to http://oig.hhs.
gov/oas/reports/cms/a0102002.htm.  ■
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