
Hospitals are ‘not getting’ 
the urgency of using modifiers
HCFA coding edits will catch some providers off-guard

Last July, the Health Care Financing Administration (HCFA) in
Baltimore began requiring hospitals to report 37 modifiers — both
common procedure terminology (CPT) and HCFA common proce-

dure coding system (HCPCS) Level II — to cover outpatient services for
surgical procedures, radiology, and other diagnostic procedures.

A “soft” memo received by providers in June, however, indicated that
HCFA will not be editing for the modifiers. Does that mean hospitals
can take a breather until they receive another memo?

No, says Andrea Clark, RRA, a national health information manage-
ment consultant based in Baltimore. “There is no other effective date,”
she says, adding that her information came directly from HCFA. “This
is the grace period. Hospitals are not getting it. They don’t understand
that they need to go forward with this. I know compliance is a big issue,
but this is a requirement from Medicare and is part of compliance.”
HCFA plans to begin coding edits sometime in the summer, Clark says.
“If hospitals don’t go forward, they’re really going to be surprised when
HCFA turns on the edits.”

Lots of confusion

One problem is the mixed messages providers are receiving from their
fiscal intermediaries (FIs). As Clark explains, FIs in one state are saying
they will accept the modifiers while FIs in other states are saying they
won’t. “You have the FIs saying different things even though HCFA
is the Grand Poobah. If the modifier is on [the claim], it shouldn’t be
rejected.”

Providers also are trying to adapt their information systems so they
will accept the modifiers. Vendors have primarily risen to the challenge
and have added data elements to their systems that allow the addition
of the modifiers, she says.

Some providers are demanding compliance from new systems. 
“I know some of our local hospitals have just gone on new patient
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accounting systems,” says Nora McNeil, presi-
dent of Code Quest in Toms River, NJ. “One of
their requirements in their contracts was that the
systems would be able to accept modifiers.”

How well their systems adapt to the changes
depends on how well they interface, McNeil says.
For example, providers are reporting that the
modifiers are not always hitting the UB-92 claim
form even if they appear on the screen. 

“Providers have to sit down and decide what’s
going to be the best way [to add the modifiers]
within each facility, depending on their system
capabilities,” she states.

Determine responsibility

Not every hospital is using the same personnel
to work on the problem, either. “It depends on
which hospitals you go to,” McNeil says. “Some
hospitals up in Syracuse have an MIS person who
has set up the use of modifiers. Some of it is
being coded in the coding department. Some of it
is being set up in the chargemasters. Other hospi-
tals haven’t even attempted to do it.

“Hospitals need to determine who is going to
be responsible for creating the charge, whether
it’s going to be a clinical person through hard-
coded chargemaster or coding staff,” she adds.

Clark says she has yet to see a client get a mod-
ifier to go through on the chargemaster. “There
hasn’t been any movement when it comes to the
chargemaster, and if there has been movement,
it’s been very slow. A lot of my clients haven’t
even begun to look at radiology or the medicine
section.”

Some facilities aren’t prepared to use the modi-
fiers, anyway, McNeil says. “They don’t have
anyone in-house who knows how to use the
modifiers and knows what the impact is going to
be. They’re all trying to deal with medical neces-
sity rejections right now anyway.”

She says she is also concerned that providers
aren’t ensuring that their systems can accept
more than just one two-digit modifier on each

service. “I hope they are looking ahead.”
Then there is general confusion about how 

certain modifiers, such as “-59,” are being used.
“[Providers] have no clue how -59 is used,”

Clark says. “I’m providing a lot of education
based on the Correct Coding Initiative Unbundl-
ing Edits, and teaching that the modifier is used
for going across the edits and showing that there
was a separate distinct procedure on the same
day.”

Some of the modifiers have changed, too. As of
Jan. 1, two new modifiers replaced modifiers -52:
reduced services, and -53: discontinued services
for ambulatory surgery procedures, she says.
Modifier -52, is not being eliminated, however. It
is now used for partially reduced or eliminated
services at the physician’s discretion — not for
surgical procedures.

Hospitals need to pay close attention because
this is only the first wave of modifiers, Clark
warns. “More will be popping up all over the
place.”

Prepare for modifier reporting

Clark recommends that hospitals begin prepar-
ing for modifier reporting as soon as possible.
Here are her suggestions for preparation in the
following acute areas:

1. Information systems
• Modify internal financial data abstracts/

fields to accept modifiers for Medicare outpatient
services.

• Ensure research information systems, vendor
modifications, and support capabilities regarding
modifier reporting and application for Medicare
outpatient services.

• Test and verify acceptance and transfer of
CPT code(s) with appended modifier(s) to the
Medicare UB-92 claim form.

• Develop hospital departmental report 
writing capabilities in conjunction with this
requirement.

2. Patient financial services
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• Review, modify and add all chargemaster
line items reflecting Medicare outpatient modifier
reporting requirements, such as for radiology and
other diagnostic services.

• Request education from health information
department to understand appropriate applica-
tion of modifiers.

• Synchronize charge tickets to reflect all
changes instituted through the chargemaster,
such as those specific to radiology and other
diagnostic services.

• Educate appropriate provider staff regarding
new requirements and appropriate charge line
item reporting.

• Pay attention to Medicare memos and trans-
mittals and communicate this information to the
appropriate departments.

3. Health information management
• Research encoder vendor modifications and

support capabilities regarding modifier modifica-
tion and reporting.

• Update data abstracts/fields to allow for
reporting of at least two separate modifiers per
CPT code.

• Validate interface capabilities between the
health information system and patient financial
services system.

• Educate outpatient coding staff regarding
appropriate modifier usage.

• Report modifiers, when appropriate, for sur-
gical procedures (CPT code range 10,000-69,999)
to include Medicare ambulatory surgery, emer-
gency department, endoscopy suite, and hospi-
tal-based clinics.

[Editor’s note: For more information, contact
Andrea Clark at (410) 747-6081. Contact Nora
McNeil at (732) 864-9100.] ■
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These doctors receive 
radiologic images at home
The future for transmitting medical information?

Physicians in Boston who make repeated trips
to the hospital solely to review trauma cases

now have the chance to review radiologic
images at home. This technology also offers
increased efficiencies through sharing medical
record information.

The Boston physicians are involved in a pilot
project, which is a collaborative effort between
virtual private network (VPN) switching com-
pany Assured Digital Inc. (ADI) in Littleton,
MA; broadband service operator MediaOne in
Englewood, CO; and medical-imaging software
vendor JABR Technology Corp. in Boston.

The project securely delivers large encrypted
radiological image files using JABR’s Synapse
system to neurosurgeons’ and radiologists’
homes and offices via a high-speed Internet
access service using cable modems provided by
MediaOne. ADI enables secure private connectiv-
ity for the project over the Internet, says Adrian
M. Bisaz, vice president of marketing and com-
munications for ADI.

New England Medical Center in Boston is cur-
rently hooked up to the project’s network. “The
goal is to have up to five other [facilities] all inter-
connected,” Bisaz adds. “Some of them are in trial
phase. Others are closer to commercial utilization.”

The VPN network delivers streamlined imple-
mentation, ease of use, extensive security, and
ability to reduce and enlarge, says William
Shucart, MD, professor and chief of neurosurgery
at Tufts Medical School in Boston and the New
England Medical Center. “We now can access and
share confidential medical files from home, which
enables us to provide our patients with more
immediate diagnostics and better care.”

The pressure to connect

As more hospitals merge and form networks
each year, health information management staff
say they feel increased pressure to share medical
information.

“When you try to develop systems that work
over networks, it is a problem,” says Jonathan
Borden, MD, a neurosurgeon affiliated with the
New England Medical Center and chief executive
officer of JABR Technology Corp. “You may have
one patient ID number in one hospital and the
same patient ID number in another hospital, and
they are different patients.”

The new technology enables transmission 
of medical information between institutions or
between clinics and other hospitals, he says. “It’s
all open and uses standard protocols. Systems
are already in place to use it.”

Synapse, which is compatible with Microsoft’s
NT ‘95 and ‘98 platforms, allows users to take
analog radiology images and translate them into
the medical network protocol Digital Imaging
and Communications in Medicine. The protocol



has been mapped to the eXtensible Markup
Language (XML), allowing doctors to add XML
tags for such information as the patient’s name,
the radiologist’s name, and the preliminary diag-
nosis. Physicians also can search on the tags and
find images and patient information.

Borden says he sees XML as the way of trans-
mitting medical information in the future. “XML
is really the only data structure that will be able
to reasonably store medical records in an open
fashion, which means anyone can look at them
and have access to them.”

JABR recently developed a Web-enabled ver-
sion of Synapse so the client no longer needs soft-
ware to use the system, just a browser that is
XML-enabled, which most browsers are now.
“Doctors want to sit down, type something in,
and get the information,” he says. “[With the
browser], you cut down on all the configuration
of clients.”

Helping merchant marines

JABR also is helping physicians at the Lahey
Clinic in Burlington, MA, consult on medical
problems involving the crews of merchant
marine ships.

“The merchant marine ships may only have a
crew of about 20 people, and unlike cruise ships,
they don’t have a doctor on board,” Borden
explains. “Medical issues can be a big problem if
you’re out at sea.”

JABR first sent the crews involved in the pro-
ject a digital camera and a laptop computer. Once
the pictures are taken, they are sent to the clinic
over standard Internet protocols.

“They send [the images] via satellite e-mail
and then they go onto the Internet,” Borden
explains. “The images come to our server, and 
we post them to a Web page. The doctors at the
Lahey Clinic then look at the consultations and
respond.”

This has been an exciting project, he adds.
“When we set up the telemedicine consultation,
[the crews] were sending the consultations within
an hour of the camera arriving on the ship.”

JABR will also soon announce another project
with Lahey, in which the company will enable 
the digital review of dermatologic lesions. By
enabling the review, primary care practice can
improve care to patients as well as reduce the
need for specialty referrals, Borden says. 

“This is a win for all sides — the patients
because they can have a suspicious mole quickly

looked at and triaged, the primary care providers
because the need for full specialty consultations
is reduced, and the specialists because they can
spend [time] on lesions that need to be biopsied
rather than those that can be observed.”

[Editor’s note: For more information about JABR
Technology Corp., contact the organization at (617)
557-5151 or visit JABR’s Web site: http://jabr.ne.
mediaone.net.]  ■

Fraud and abuse detection
software enters a new age
System is expected to recover millions in Texas

You’ve heard it all before, no doubt. Providers
often are advised to stay abreast of the tools

the government is using to fight fraud, waste,
and abuse.

But providers should take special note of one
state’s solution to the problem. Texas recently
unveiled its weapon against fraud and abuse: 
the Texas Medicaid Fraud and Abuse Detection
System (MFADS). By the year 2000, the state-
of-the-art MFADS is expected to recover about
$14 million a year for the $8 billion Texas
Medicaid program.

The strength of MFADS is that it compares
information from databases that reside in different
agencies, says Aurora LeBrun, associate commis-
sioner for the state’s office of investigations and
enforcement in Austin. “Previously, you could
only look at one program at a time; now you can
look at the relationship among programs.”

For example, officials can compare data for a
patient in a nursing facility program with data in
the acute care program to see if someone is billing
for this patient for home health services or acute
care services that do not correlate with the
patient’s status as a nursing facility program
recipient.

“Not only do we use the Medicaid claims or
encounter data from the Medicaid Management
Information System (MMIS), but we include other
things that typically would enhance detection
efforts such as regulatory information, licensing
information from state licensing boards for profes-
sionals, certification dates, and ownership infor-
mation if it is available within the state agencies,”
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explains Diane Davis, fraud and abuse systems
and products manager with EDS’ state health care
unit in Austin.

EDS, an information technology services
provider, was selected by the Texas Health and
Human Services Commission to create and
implement MFADS.

HNC Software in San Diego and Intelligent
Technologies Corp. in Austin are subcontractors
to EDS and are providing additional services for
the Texas project. Silicon Graphics in Mountain
View, CA, provided the platform, an Origin2000
server.

In addition, the MFADS database contains a
variety of information that is critical to detection,
such as claims history, provider and recipient data,
procedure code information and data tables, and
will store electronic files such as medical policy
and claims adjudication criteria for user reference.

“It’s a fairly comprehensive collection of data,”
Davis says.

A two-pronged approach

MFADs uses these two forms of detection,
LeBrun says:

1. Neural network model.
This model identifies suspicious patterns or

risks given a multitude of different elements,
Davis says.

The model reviews about 300 to 500 different
elements or components and aggregates all of
the information, she explains. “Then it [formu-
lates] different types of analyses for the investi-
gator to review. That can be combined with
specific fraud-scheme queries that are pointed 
to a certain outcome.”

For example, a neural network model can look
at physicians who have an unusual number of fre-
quency of hospital admissions for certain diagno-
sis types or certain age groups. The model will
evaluate whether the admissions could be a poten-
tial risk for fraud or abuse — whether they fall
within a normal range and are valid or whether
they fall completely out of the norm for what has
previously been designated for that provider or
peer group. Models will identify changes in rela-
tionships of data and will search for what goes
undetected from viewing data claim by claim.

“[The models] look at providers based on the
type of claims they file rather than how they
enrolled themselves in the program, and the
models evaluate and profile them accordingly,”
Davis says.

The Texas investigations office has built about
four neural network models, LeBrun says. One
model resulted in 56 cases, another 22. “Right
now we have cases that have been assigned for
investigation from the models. Two are serious,
and one could be a potential criminal referral.”

2. Fraud detection algorithm.
Algorithms are moderate to complex queries

on the data, Davis says. “The algorithms make
links within the data and produce a result.”

“When we have knowledge of a pattern or a
scheme of fraud, waste, or abuse, we develop an
algorithm that seeks those patterns from the data
in the system,” LeBrun says.

The algorithm goes through the data quickly
and produces a list of suspects. “The list shows
individual instances where a provider has been
found to be involved in that practice or that
scheme,” she explains. “We take [the providers
on the list], and we test and validate them. We do
research to make sure that everything is correct.
Then we rank the providers that pass the tests
and validation in order [of the most serious]. The
top cases are assigned for field investigation.”

The Texas investigations office is now using
34 algorithms. “We run some more frequently
than others,” LeBrun says. “Some are more pro-
ductive; some are more reliable. And the pattern
of fraud and abuse changes so we have to dis-
card some of the old algorithms and build new
ones.”

LeBrun has algorithms showing $8 million, 
$7 million, and $6 million each in recoverable
payments. However, she says she is not sure she
will recover every dollar.

“I have some that are 100% [recoverable]. I have
one right now that we are finalizing that is more
than $500,000, and that’s 100% [of the money
owed].” LeBrun says she expects to recover less 
on the cases from some of the other algorithms.
“Some are more complex than others.”

LeBrun says she can’t send field investigators
to examine all of the cases. “We had a list of 400.
We ranked them and decided that out of those
400, 125 were worth investigating.”

Although the remaining cases are not investi-
gated, they do remain in the system if the investi-
gators have the time and the resources later to
look at them.

“We are required by statute to prioritize and
pursue those cases that have the greatest poten-
tial for recovery and the greatest amount of
money,” LeBrun says. “That’s where I put my
resources.”  ■
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Software keeps records
from being scattered 
By James Runde
President
ImageTrak
Greenville, SC

The importance of providing on-demand
access to material safety data sheets (MSDS)

for personnel safety, regulation compliance, and
protecting the environment is undeniable. Lack 
of a universal form for MSDS records has made
cost-effective updating, storage, and timely
retrieval of large volumes of information from
numerous suppliers a challenge.

Prior to a MSDS software solution, companies
had to re-key data or rely on paper-based archives.
The Occupational Safety and Health Administra-
tion’s [OSHA] 30-year archival record-keeping
requirement warrants a more sophisticated MSDS
tracking and storage system. In addition, the 
number of MSDS documents and the number of
employees who need access to the data can be
daunting and time-consuming. Centralized control
of the information is essential.

To complicate the issue for MSDS record man-
agers, departmental users of controlled substances
need efficient access to reliable MSDS data. Addi-
tionally, the central office must be assured of accu-
rate data with audit-trail accountability.

Many employees are not familiar with docu-
ment maintenance procedures, and it can be
counterproductive to try and deal with paper
duplication, outdated information, obsolescence,
and new document requests. Consolidating the
information and allowing for centralized updat-
ing, duplication, and maintenance of MSDS
records can increase productivity.

When no software solution is in place, all
MSDS information is paper-based in file cabinets.
Many health care facilities have more than 2,000
different MSDS documents to track. The facilities
receive MSDS reports daily and have thousands
of employees in numerous departments who
need access to the information. Combinations for
any given product are endless.

Just a few years ago, St. Anthony’s Hospital in
Effingham, IL, started its evaluation of MSDS
software solutions. Prior to its evaluation, man-
agement at the medical center discovered MSDS
information was not readily adaptable to spread-
sheets, databases, or word processing solutions.
Generic solutions with over-the-counter software
programs have shortcomings such as data entry
and data access that prevent dealing practically
with all the MSDS requirements.

For example, whether the full text is being
entered or information is being adjusted to fit in a
database, manual entry is required. Further, man-
ual entry increases administrative time and the
likelihood of operator error.

When text is excerpted, reworded, or manipu-
lated to fit into a traditional database format, the
transcription process can make that information
useless or even harmful if the original meaning is
changed.

After studying five different MSDS software
solution databases, St. Anthony’s Memorial
Hospital chose MSDS ExPress, because of its func-
tionality. “We knew we needed a centralized sys-
tem, and we wanted one that was easy to use, says
Sandy Eaton, hospital plant service supervisor.

St. Anthony’s can now insert MSDS forms
into the database digitally from CDs, diskettes,
bulletin boards, the Internet, or by scanning.
“[The system] enables us to enter an unlimited
number of MSDS documents, tag the documents
with custom information, and adapt the data-
base to fit future needs,” she explains. “Users
are capable of searching for documents by a spe-
cific compound, products by percentage of a
given compound, record identification number,
distributor source, product location, or by a cus-
tom tag that is entered.”

Scanning MSDS documents into a high-reso-
lution image file with a flatbed scanner dramati-
cally reduces the time for data entry and elimi-
nates keyboarding errors. Scans are quick and
require only basic clerical skills. 

Recently, St. Anthony’s lost more than 1,300
MSDS database records when they were mistak-
enly removed from the system during routine
maintenance. The responsibility of rebuilding the
entire database for the more than 700 hospital
employees fell upon Eaton. The software cut the
process of rebuilding the database to 157 hours
over a 12-day period. “We simply scanned all the
documents into the system.”
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By Rita A. Scichilone, MHSA, RRA, CCS, CCS-P
Health Information Management Consultant 
Professional Management Midwest
Omaha, NE

If all year 2000 (Y2K) and ambulatory payment
classification (APC) preparations are taken care

of at your hospital and you are looking for
another project, don’t forget about the introduc-
tion of ICD-10-CM and ICD-10-PCS.

The training manual for ICD-10-CM (Clinical
Modification for use in the United States) is
expected to be ready by spring of 1999. The
announcement was made by a National Center
for Health Statistics (NCHS) representative
attending the Nov. 2, 1998 meeting of the ICD-9-
CM coordination and maintenance committee
meeting held in Baltimore.

There is still no official implementation date
established, but it will not be any time before the
year 2000.

The purpose of the coordination and mainte-
nance committee is to provide a public forum to
discuss potential updates and revisions to ICD-9-
CM. Proposed changes are presented and then
the audience is encouraged to offer comments
and suggestions for improving the current coding
system.

Important dates to note

A summary of the procedure part of the meeting
is available on the Health Care Financing Admini-
stration’s (HCFA) Web site (www.hcfa.gov). Also,
the NCHS places a summary of the diagnosis code
discussions on its Web site (www.cdc.gov/hchs).

The committee outlined some important dates

for coding professionals to note:
• March 12, 1999 — Deadline for members of

the public requesting topics to be discussed at the
May 1999 meeting. Requests regarding proce-
dures should be directed to HCFA; requests
regarding diagnoses should be directed to NCHS.

• April 1999 — Final code revisions to be 
published in the Federal Register as part of the
prospective payment system proposed notice,
mandated by public law 99-509.

• April 1999 — Agenda for May 1999 ICD-9-
CM coordination and maintenance committee to
be posted on HCFA and NCHS Web sites.

• May 13-14, 1999 — ICD-9-CM coordination
and maintenance committee meeting. This will be
the first meeting of the year to discuss proposed
code revisions for Oct. 1, 2000, implementation.

• June 1999 — Summary report of the May
ICD-9-CM coordination and maintenance com-
mittee meeting will be posted on HCFA’s Internet
home page.

• June 1999 — Addendum for ICD-9-CM vol-
ume three, procedures will be available on
HCFA’s Web site. Readers can access the informa-
tion from the Stats and Data, Public Use Files.

• July 1999 — Prospective payment system
final notice to be published in the Federal Register
as mandated by public law 99-509.

• Sept. 10, 1999 — Deadline for the public 
for requesting that topics be discussed at the
November 1999 meeting. Topics relating to proce-
dures should be directed to HCFA; topics relating
to diagnoses should be directed to NCHS.

• September 1999 — Complete, updated ICD-
9-CM for October 1999 version will be available
on CD-ROM through the Government Printing
Office. Telephone: (202) 512-1800.
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• Nov 12, 1999 — ICD-9-CM coordination and
maintenance committee meeting. This will be the
last meeting for discussion of code revisions to be
implemented Oct. 1, 2000.

• Jan. 7, 2000 — Deadline for receipt of public
comments on proposed code revisions.

Summary of coding issues discussed

Some of the coding issues to be aware of in the
new manual are as follows:

• Endovascular repair of abdominal aortic
aneurysm. Since there is currently no adequate
ICD-9-CM procedure code for this procedure it
was suggested that an additional code be added
to category 39 for 39.7. This category would
exclude insertion of non-coronary stent(s) (39.90),
since it is intended for sites other than coronary
arteries.

• Proposed code 39.71 — endovascular
implantation of graft in abdominal aorta.

• Proposed code 39.79 — other endovascular
repair of vessel implantation of graft in carotid
arteries, iliac arteries, renal arteries, or thoracic
aorta. For the sake of coding consistency and
accurate data capturing, HCFA is recommending
the use of code 39.52 — other repair of aneurysm,
until the new codes can be adopted.

It is important to mention that an estimated
10% of these procedures must be converted to an
open procedure. In order to use this technique,
the patient must have a normal segment of aorta
and iliac artery to use to attach the graft.

It was felt that this addition would reduce any
possible confusion about the nature of the new
codes. It was also recommended that an “exclude”
note be added to category 39.7 to exclude open
techniques, including 38.44: resection of abdomi-
nal aorta with replacement, if by resection, and
39.52: other repair of aneurysm, if other repair. It
was also suggested that the list of inclusion terms
under proposed code 39.79 would be more com-
plete if the terms “femoral arteries” and “popliteal
arteries” were included.

• V64.4 revision. As a result of this proposal,
there was a recommendation that NCHS consider
modifying V64.4 — laparoscopic surgical proce-
dure converted to open procedure. This could be
redefined and subdivided to capture multiple
types of endovascular and laparoscopic proce-
dures that must be converted to open procedures.
NCHS will be considering this request.

• Intestinal transplantation. A code for intestinal
transplantation was proposed. Some consideration

was given to creating multiple codes to capture 
the part of the intestine used (small, large, or 
both), but when the discussion ended, the group
believed that one code would be adequate to clas-
sify this procedure.

A new code was proposed (46.97) for trans-
plant of intestine. In the interim, however, trans-
plant of the intestine should continue to be coded
to 46.99 — other operations on intestines.

• Implantation of musculoskeletal stimulator
with tendon transplant

This recommendation for code revision suggests
the continued use of 82.56 — other hand tendon
transfer or transplantation, to describe the tendon
transfer. In some cases the tendon transfer is per-
formed on a separate admission. On a later admis-
sion, the stimulator and electrodes are inserted.

It was also recommended that 83.92 — inser-
tion or replacement of skeletal muscle stimulator,
continue to be used to capture the insertion of the
stimulator. Modifications to the index and tabular
would be made to include the electrode inser-
tions as part of code 83.92. 

Diagnosis code 344.03 — quadriplegia, C5-C6
complete, would be used to identify the patients
since these are the only patients for which the
device was designed. HCFA suggested that cur-
rent codes clearly identified the patients as well
as the tendon transfer and the insertion of the
device.

Information was presented concerning the cur-
rent reporting of this procedure in error. A new
code was recommended: 84.9x — implantation of
neuroprosthetic hand grasp system with tendon
transfer, but members of the coordination and
maintenance committee audience, for the most
part, did not support the creation of a new code
since there were too few cases. It was pointed out
that current codes can be used to clearly identify
the cases when coders follow the correct steps, so
there was no support for adoption of this new
code.

Addendum

Here are some new/revised index entry 
suggestions:

• Amputation:
— cineplastic, closed flap, guillotine, kineplas-

tic, open: 84.91;
— revise subterm ray, finger: 84.01;
— add subterm finger: 84.01;
— add subterm toe (metatarsal head): 84.11.
• Bypass:
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— delete term radial-coronary artery: 36.19.
• Drainage:
— intraperitoneal: 54.19;
— add subterm percutaneous: 54.91.
— delete term “embolization” (transcatheter);
— add subterm “transcatheter” (infusion):

99.29.
• Infusion (intra-arterial, intravenous):
— misspelled reteplase: 99.10;
— delete code nailing, intramedullary: 79.30;
— revise term Nailing, intramedullary — see

reduction, fracture;
— delete subterm femur: 79.35;
— delete subterm fibula: 79.36;
— delete subterm humerus: 79.31;
— delete subterm radius: 79.32;
— delete subterm tibia: 79.36;
— delete subterm ulna: 79.32.
• Occlusion:
— delete subterm artery — see ligation, artery;
— add subterm by embolization — see

embolization, artery;
— add subterm by ligation — see ligation,

artery;
— delete subterm vein — see ligation, vein;
— add subterm by embolization — see

embolization, vein;
— add subterm by ligation — see ligation,

vein;
— resection — see also excision, by site, brain:

01.59;
— change code stereotactic radiosurgery: 92.30;
— add subterm cobalt 60: 92.32;
— add subterm linear accelerator (LINAC):

92.31;
— add subterm multi-source: 92.32;
— add subterm particle beam: 92.33;
— add subterm particulate: 92.33;
— add subterm radiosurgery NEC: 92.39;
— add subterm single source photon: 92.31;
— add term Reteplase, infusion: 99.10;
— revascularization cardiac (heart muscle,

myocardium, direct) with bypass anastomosis:
36.10;

— delete subterm radial artery: 36.19;
— add term UPPP (uvulopalatopharyngo-

plasty): 27.69 [29.4];
— add term Uvulopalatopharyngoplasty

(UPPP): 27.69 [29.4].
• Tabular list revisions:
— other surgical occlusion of vessels: 38.8.
• Excludes:
— add exclusion term transcatheter (infusion)

99.29;

— other laparotomy: 54.19;
— add exclusion term percutaneous drainage

of abdomen: 54.91;
— other diagnostic procedures on bladder:

57.39;
— add exclusion term therapeutic distention of

bladder: 96.25.
— amputation of toe: 84.11;
— add inclusion term Metatarsal head;
— add inclusion term ‘Ray’ amputation of toe.

Web site available

The coordination and maintenance committee
recommendations for diagnosis code changes in
ICD-9-CM include a variety of diagnostic condi-
tions. Proposed changes, if approved, would
become effective Oct. 1, 1999. For full details of
the code proposals, go to the NCHS Web site:
http://www.cdc.gov/nchswww.

New codes to address adult failure to thrive
and modifications to existing code 783.4 to specif-
ically identify certain pediatric conditions have
been proposed. Code 783.4: lack of normal physi-
ological development, is a high-volume code for
pediatric patients in inpatient and outpatient set-
tings. It includes three conditions where separate
codes might be desirable for reporting more
details about the patient’s conditions.

These conditions include general failure to
thrive, short stature, and delayed milestones.
Failure to thrive is a diagnosis used to describe
infants and children who lose weight or fail to
gain weight in accordance with standardized
growth charts. It may be of organic origin, non-
organic origin, or mixed etiology.

New codes for failure-to-thrive conditions

Failure to thrive also is sometimes used in
health records to describe adult patients, often in
nursing homes or receiving home care services,
whose health status is deteriorating or not
improving.

Short stature is a diagnosis for slower than nor-
mal rate of maturation. One cause is constitu-
tional growth delay, in which the rate of growth
is normal for bone age, but height age and bone
age may be delayed by two to four years. The
growth pattern for the child often resembles that
of the father or mother and normal adult stature
is usually obtained eventually.

In genetic short stature, skeletal maturity is
consistent with chronological age, and adult
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stature is usually less than normal. Delayed mile-
stones are used to describe a child who fails to
achieve developmental milestones within the
expected age parameters.

According to the proposal, new codes would
be created for pediatric failure to thrive, delayed
milestones, short stature, underweight, and adult
failure to thrive.

The Endocrine Society requested new codes for
impaired fasting glucose and impaired glucose
tolerance. Both of these conditions refer to
metabolic stages of impaired glucose homeostasis
that are intermediate between normal glucose
homeostasis and diabetes.

Both conditions are risk factors for future dia-
betes and cardiovascular disease. The proposed
codes would be located in subcategory 790.2:
abnormal glucose tolerance test.

It was suggested that an “excludes” note be
added in order to clarify that the new codes
exclude hyperglycemia not found on glucose tol-
erance test. It was also suggested that all Index
entries for code 790.6: other abnormal blood
chemistry, be reviewed in order to make sure
there would be no overlapping of code categories
for the same condition.

New code requested 

The American Academy of Pediatrics in
Chicago requested a new code in subcategory
V71.8: observation for other specified suspected
conditions, for observation for suspected child
abuse and neglect. This code would be used in a
case where child abuse is suspected, but not
found after observation.

New codes for allergic rhinitis due to food
(within category 477 — allergic rhinitis), allergic
and dietetic gastroenteritis and colitis (within
category 558 — other noninfectious gastroen-
teritis and colitis), and other adverse food 
reactions (within category 995 — certain
adverse effects, not elsewhere classifiable) 
were proposed.

Food allergy, or hypersensitivity or sensitivity
to food, is an abnormal immunologic reaction in
which the body’s immune system overreacts to
harmless substances. 

An example of such a reaction was given:
wheezing after consumption of dairy products. 
It was mentioned that an “excludes” note for 
anaphylaxis would be required if these codes 
are adopted as proposed.

A new subcategory was proposed for ICD-9-CM

in category 082: tick-borne rickettsioses. Human
ehrlichiosis is similar to the flu, caused by organ-
isms of the genus Ehrlichia, family Rickettsiaceae,
that are spread by the bite of an arthropod. Distinct
codes would be created for monocytic and granu-
locytic types.

The National Osteoporosis Foundation
requested creation of a new code for reporting
screening services for osteoporosis. Subcategory
V82.8 was suggested as a likely place, although
it was also suggested to use V82.7, so that a spe-
cial category is created which includes only this
service.

The American College of Obstetrics and
Gynecology requested a new code for reporting
screening services for lipid disorders.

A specific E-code for assault by human bite
was proposed to improve reporting when this
happens. The current classification is E968.8,
which includes other specified means of assault
(of any type). Since human bites have a higher
degree of risk for complications, a need for this
level of detail was expressed.

Proposed coding revisions to existing codes

• Addition of an “excludes” note for “complete
rupture of rotator cuff, nontraumatic (727.61)”
under code 840.4 — sprains and strains of shoul-
der and upper arm, rotator cuff (capsule).

• Deletion of indented index entries for “caus-
ing obstructed labor - 660.0” under “brow pre-
sentation complicating delivery,” “delivery
complicated by mal lie,” and “high head at
term.” 

These indented entries made it appear that
only 660.0x should be assigned when these condi-
tions cause obstructed labor. Two codes should be
assigned in this case to fully describe the service.

• Addition of index entry instructing coders to
assign code 214.8 — lipoma, other specified sites,
for epidural lipomatosis.

• Addition of index entry instructing coders to
assign code 729.9 — other and unspecified disor-
ders of soft tissue, for nontraumatic compartment
syndrome.

• Addition of index entry instructing coders to
assign code 775.8 — other transitory neonatal
endocrine and metabolic disturbances, for neona-
tal tyrosinemia.

DRG impact of these code additions or revi-
sions will be available next spring when the
approved list of new and revised codes is pub-
lished in the Federal Register.  ■
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Two problems, however, can immediately arise
with any image-based program: First, a relatively
high-resolution scan is required for clarity. This
consumes a relatively large amount of storage
space compared to text-based systems. Second,
the data-compression technology needed to over-
come the space problem must be reliable.

Those issues can be overcome with current
technology gains. The availability of high-speed,
Pentium-based PCs enables fast decompression
of high-resolution scans. The user is able to view
a clear image of the document on the screen,
print a legible document, and the entire process
is invisible to the user. The advent of inexpensive
high-capacity disk storage makes the issue of
large files moot.

One government hospital in south Florida 
uses the MSDS software on the hospital network,
which means all the departments have access to
the information. Therefore, records are entered

into the system once, and changes are made
throughout the hospital. This eliminates the need
for periodic department surveys to determine if
MSDS documents for all chemicals being used
are up-to-date.

MSDS software also is useful when accredita-
tion time rolls around. “The Joint Commission 
of Accreditation of Healthcare Organizations
inspects our hospital every two to three years,”
Eaton says. “The commission reviews every
aspect of the hospital, including the availability
of MSDS records. The faster the MSDS records
are located the better.”

The benefits of a centralized MSDS scanning
software system are numerous. Information is
scanned into the system, reducing the probability
of operator error and saving time by eliminating
data entry. 

Duplicate forms are unnecessary when the
information is held at one central location;
searching for documents is easier, faster, and
increases the company’s productivity.  ■
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Get out of the office
AHIMA issues briefs about telecommuting 

Although some people wish this weren’t the
case, telecommunications technology allows

employees to be forever linked to their offices,
even while at home. It also allows employees to
work at home, at a satellite office, a neighborhood
work center, or even as “virtual office” mobile
worker, whose location changes constantly.

In response to the ever-growing number of
telecommuters, the American Health Information
Management Association (AHIMA) in Chicago
recently issued a practice brief that details what
organizations and individuals need to know
about telecommuting. The brief was prepared by
Donna M. Fletcher, MPA, RRA, professional
practice manager for AHIMA.

By definition, telecommuting is the “partial or
total substitution of telecommunications technol-
ogy for the trip to and from the primary work-
place, along with associated changes in policy,
organization, management, and work structure.”

The acceptance of telecommuting is growing,
Fletcher says, especially because of these poten-
tial benefits:

❒❒ Conserve energy.
The three major areas (including materials and

resources) where telecommuting can reserve

energy are vehicles, highways, and offices.
Organizations with a large number of telecom-
muters have reduced their office space require-
ments, and, consequently, their rents by setting a
policy for telecommuting employees to share
desks and other resources at company facilities.

❒ Improve health.
Telecommuting reduces stress related to com-

promises made between family and work. 
❒ Allow closer proximity to and involvement

with family.
Working in the home offers people a greater

opportunity to share quality time with family
members, promote family values, and develop
stronger family ties and unity.

❒ Allow proximity to extended family.
Through telecommuting, a person can live in a

completely different part of the world from their
company’s location.

❒ Allow selection of a remote work site that
is mutually acceptable to all family members.

This gives the telecommuter’s spouse an
opportunity to pursue his or her career.

❒ Allow employee freedom.
Telecommuters can look for a place to live

where they can feel comfortable — both from a
social and economic standpoint — and live near
people who have common interests.

❒ Improve productivity.
Telecommuting eliminates the commute to

(Continued from page 54)



work, along with interruptions and conversation
that inevitably take place at the central work-
place. In addition, working from home may offer
some opportunities for physically challenged
individuals.

Telecommuting also reduces the use of com-
pany paid time to meet personal or family needs
and the impacts of other uncontrollable events,
such as extremely inclement weather, highway
construction, or special events.

❒ Reduce the number of people who job-hop.
Telecommuting lets people move without los-

ing their jobs, substantially reducing the costs of
recruiting and training.

There are challenges, too

Understanding the potential business problems
associated with your telecommuting program is
essential to its success, the brief states. Awareness
of these problems helps determine what program
will make sense for each organization.

Some of the telecommuting challenges for
employers include:

❒ management resistance and skepticism;
❒ control issues;
❒ culture change;
❒ start-up and operating costs;
❒ security of data/information;
❒ safety and well-being of employees.
Likewise, some of the telecommuting chal-

lenges for employees include:
❒ isolation and lack of interaction with team

members;
❒ household distractions, such as chores, chil-

dren, and neighbors;
❒ perceived hindrance of career advancement

and less visibility;
❒ lack of support services such as secretarial

and copying services;
❒ reduced living space.

All must agree on goals

Before beginning a telecommuting pilot pro-
ject, organizations should ensure that appropriate
management personnel have agreed to the goals,
objectives, and measurements for the pilot, the
brief says. Implementing a telecommuting pro-
gram is similar to implementing a compressed
work week or flex-time program.

Here is a list of steps for implementing a
telecommuting program. Critical steps are anno-
tated with an asterisk:

1. Prepare and present a telecommuting 
proposal.

2. Obtain support from top management. *
3. Establish a telecommuting implementation

committee.
4. Define pilot program parameters. *
5. Present telecommuting orientation sessions.
6. Develop a telecommuting policy for the

organization. *
7. Develop a telecommuting agreement. *
8. Develop criteria to screen the participants. *
9. Develop evaluation criteria for the program. *
10. Determine equipment, technology, and

security needs.
11. Develop resource and reference material. *
12. Recruit participants. *
13. Implement a managing-by-objectives 

strategy.
14. Select the telecommuters and supervisors. *
15. Select the control group.
16. Train the telecommuters and supervisors.
The brief recommends an organization estab-

lish a “lab” for potential telecommuters. This
practice lab should be far removed from the nor-
mal work area, and the trial should be of suffi-
cient length to assess the employee’s suitability
for telecommuting. *

17. Administer pre-telecommuting evaluation.
18. Begin telecommuting. *
19. Conduct focus groups.
20. Administer telecommuting post-evaluation. *
21. Analyze and prepare the results of the

evaluation. *
22. Present the results to senior management. *
23. Obtain concurrence from senior manage-

ment to expand and formalize the program.
24. Begin implementing the program through-

out the entire organization.
25. Monitor the program.
26. Make adjustments where necessary. *
AHIMA also recommends an organization con-

sider the following when implementing a telecom-
munications program:

❒ Tax requirements — telecommuters should
contact their accountant or tax consultant.

❒ Workers’ compensation — if an injury sus-
tained while telecommuting appears to be work-
related, the chances are better that workers’
compensation will cover the medical costs relat-
ing to the injury.

❒ Security — before implementing a telecom-
muting program, assess the security controls in
your department. Find out what the current secu-
rity is, and upgrade it if necessary.
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❒ Patient confidentiality — ensure that
patient confidentiality is safeguarded by orient-
ing employees to confidentiality measures and
having them sign confidentiality agreements.

❒ Equipment arrangements — practical
arrangements for equipment should be made
between the company and the employee prior to
implementation of the program.

❒ Union considerations — some organizations
reserve telecommuting for nonunion personnel.
Others invite union representatives to participate
in the telecommuting planning process.

❒ Emergency preparedness/disaster recovery
— telecommuting programs facilitate emergency
preparedness compliance and increase emergency
effectiveness. For example, in the case of a fire at
the main office, telecommuting employees could
easily resume work at their homes where voice
calls to the damaged office could be redirected.

(Editor’s note: The entire practice brief, including a
sample screening form and a security checklist, can be
viewed on AHIMA’s Web site at http://www.ahima.
org/publications/2a/pract.brief.299.html.) ■

HCFA moves toward 
Y2K readiness
Official says most systems are compliant

Although much work remains, the Health
Care Financing Administration (HCFA) in

Baltimore is moving toward year 2000 (Y2K)
compliance, the Y2K coordinator for HCFA said
earlier this year.

Joseph Broseker Jr. addressed the Rx2000
Healthcare Year 2000 Special Interest Group con-
ferences held Jan. 22 in New York City and Feb. 5
in Nashville, TN. The Minneapolis-based insti-
tute is a nonprofit, member-supported organiza-
tion helping the U.S. health care system prepare
for the year 2000.

HCFA has almost 100 mission-critical systems
to prepare for Y2K: 24 internal and 75 external.
HCFA not only has to be concerned with work-
ing with almost 50 million lines of code and
dozens of internal systems staff, but with 70
Medicare contractors, more than 400 managed
care organizations, and thousands of data
exchange partners.

The sheer number of pieces of the Y2K puzzle
— such as software, hardware, telecommunica-
tions, and data exchanges — complicates the
issue, he says. To help address the problem,
HCFA has increased its financial resources, added
independent verification and validation, inde-
pendent testing, and increased oversight. 

HCFA has had these three objectives regarding
Y2K, Broseker said:

1. to assure no disruption of delivery of
health care services;

2. to assure no disruption of payment for
health care services;

3. to ensure “business as usual” on Jan. 1,
2000, and beyond.

Medicaid/Managed care verification has
begun, he says, and re-certification will occur
during 1999. HCFA also is developing contin-
gency plans. The planning covers only HCFA sys-
tem failure scenarios and not providers’.

HCFA contingency planning focuses on:
✔ payments to health care providers and man-

aged care organizations;
✔ unavailability of common working file; 
✔ telecommunication services;
✔ possible carrier/fiscal intermediary

replacement.
HCFA also is intensifying its outreach efforts.

HCFA wants the health care community to know
the agency’s status on Y2K, Broseker said. HCFA
also wants to inform providers of where they
need to be and to learn where the providers are.
The outreach focus on provider issues includes:

✔ electronic data interchange format issues;
✔ provider’s systems;
✔ provider’s vendor/supplier products;
✔ medical devices;
✔ provider’s data exchanges;
✔ contingency planning.
To establish a dialogue on key Y2K issues,

HCFA has formed a speaker’s bureau, Broseker
said. The agency also plans to maintain com-
munication with professional associations, pre-
pare journal articles, and prepare letters to
providers. 

In addition, HCFA has developed provider
education materials on the Web. Pertinent Web
sites includes http://www.hcfa.gov/y2k and
http://www.fda.gov/cdrh/yr2000/year2000.
html.  ■
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MGMA gets a 
HIPAA update 

On Jan. 28, 1999, members of the Medical
Management Group Association (MGMA) in

Englewood, CO, attended a meeting of the board
of directors of the Workgroup for Electronic Data
Interchange in Reston, VA. 

At the meeting, MGMA received an update
from Health Care Financing Administration
(HCFA) director Stewart Streimer on the status 
of the administrative simplification provisions 
of the Health Insurance Portability and Account-
ability Act of 1996 (HIPAA).

Here is what the association learned: 
• The draft of the payer identifier notice of

proposed rulemaking (NPRM) had completed
its HCFA internal review (and completed the
Department of Health and Human Services
review) and was scheduled to be sent to the
Office of Management and Budget in Washing-
ton, DC, by mid-February 1999 for final review.

• HCFA, based in Baltimore, says the claims
attachment standards will be released this spring.
While several additional NPRMs are expected
(such as standards for electronic medical records,
health data confidentiality, and the national indi-
vidual identifier), none are likely to be published
before 2000.

• Despite the slowdown from year 2000
preparation, HCFA is expecting that the final
rules for the standards for electronic transac-
tions, the national provider identifier, the secu-
rity and electronic signature standards, and the
national employer identifier will be released by
the end of 1999, although Y2K could impact the
final rules by potentially extending the “effec-
tive” date. 

Once the final rule is published, Congress will
have 60 days to comment, extend the effective
date, or even repeal the proposal entirely.

In other HCFA news, officials have indicated
that hospitals will likely get their inpatient
prospective payment system update on time,
according to the American Hospital Association

in Chicago. Although HCFA had feared that year
2000 fixes could delay the update until April
2000, the agency is now predicting a date closer
to Oct. 1, 1999.  ▼

Malpractice reporting
could put hospitals at risk

Proposed changes to Department of Health 
and Human Services (HHS) regulations that

require hospitals to report medical malpractice
claim payments to the National Practitioner Data
Bank could place insurance companies and hos-
pitals at risk for lawsuits by physicians, accord-
ing to an American Hospital Association (AHA)
personal membership group, the Chicago associ-
ation’s news bureau reports.

The proposed changes to the Health Care
Quality Improvement Act of 1996 regulations,
published in the Dec. 24, 1998, Federal Register,
would require payers to identify practitioners
“whose professional conduct was at issue in
any malpractice claim that resulted in a pay-
ment, and to report that payment to the Data
Bank.”1

Washington, DC-based HHS says it would use
the information to identify payers that routinely
avoid identifying responsible practitioners. Jeff
Driver, legislative chairman of the AHA’s
American Society for Healthcare Resource &
Materials Management, says that when more
than one health care professional is involved in a
malpractice case, sometimes the responsible
party can’t be identified.

The AHA also took issue again with a govern-
ment advisory on the so-called “patient-dump-
ing” law that suggests delaying all insurance
questions until emergency department screening
and stabilization are complete. 

The advisory, published in the Dec. 7, 1998,
Federal Register, addresses situations in which
managed care companies’ preauthorization
requirements conflict with hospital obligations.2

Stressing that most emergency department
patients usually wait to be seen, AHA asked the
HHS to specifically acknowledge that insurance
information may be requested as long as it does
not delay screening or stabilization. 

AHA also asked for acknowledgement that
contacts with managed care plans can help
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emergency department staff obtain information
to assist in treatment.

References

1. 63 Fed Reg 58,341 (Oct. 30, 1998).
2. 63 Fed Reg 67,486 (Dec. 7, 1998).  ▼

Certain Internet programs
may pose security threats

Acompany in Rochester, NY, recently warned
its customers of a security threat related to

Internet usage. A number of the machines of
FrontierNet customers have become infected
with Back Orifice and NetBus Trojan Horse pro-
grams, writes Jim Lippard, director of Internet
Security at Frontier GlobalCenter. His letter was
posted on a health information listserv.

These programs usually get on a computer
when the user receives a file on IRC (Internet
Relay Chat), through ICQ, in e-mail attachments,
or by downloading information/graphics/soft-
ware from the Internet. Once on a system, these
programs allow anyone on the Internet to connect
to the user’s computer and use it remotely.

“This means any time you connect to the
Internet, others can make use of your computer
to engage in potentially malicious activity,”
Lippard writes. 

“For example, your files can be modified or
deleted, or your stored passwords can be stolen
giving the trespasser access to your Internet
account as well as your computer. Once someone
else can access your computer on-line, it can be
used to engage in attacks on other computers on
the Internet with the appearance that you are the
culprit. Again, the best course of action is to be
aware of the possibilities and then take steps to
protect yourself,” he states in his letter.

Back Orifice and NetBus currently only work
on Windows machines. Windows PC users may
find information about both Back Orifice and
NetBus, including instructions for removing it 
by hand, at http://www.nwi.net/~pchelp/
bo/bo.html.

Information about how to prevent the pro-
grams from being downloaded onto a system 
can be found at the FrontierNet Web site at
http://www.frontiernet.net/technicalsupport/
security/index.html.  ▼

AHIMA publishes dates 
of certification exams

The American Health Information Management
Association (AHIMA) in Chicago has pub-

lished the dates for its registered record adminis-
trator (RRA), accredited record technician (ART),
certified coding specialist (CCS), and certified
coding specialist — physician based (CCS-P) certi-
fication exams.

This year, the RRA and ART exams will be
offered on Oct. 9, at more than 50 testing sites
nationwide. The early application deadline for
these exams is July 30, with the late application
deadline of Aug. 13.
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Questions

For questions or
comments, call 
Kevin New at

(404) 262-5467.



For a free RRA or ART Certification Guide, 
contact Applied Measurement Professionals,
AHIMA’s official testing service, at (913) 541-0400.

The CCS and CCS-P exams will be held on
Sept. 18 this year at more than 50 testing sites
nationwide. The early application deadline for
these exams is July 23, with the late application
deadline of Aug. 20. Certification guides for the
coding exams are also available from Applied
Measurement Professionals. The guides are avail-
able after April 15, 1999.

For details such as exam application fees and
testing site locations, visit the AHIMA Web site 
at http://www.ahima.org/certification/ exam-
info.html.  ▼

FDA proposes collection
of Y2K information

The Food and Drug Administration (FDA) in
Rockville, MD, has proposed a collection of

information about year 2000 (Y2K) compliant
biomedical devices. The request was submitted to
the Office of Management and Budget in Wash-
ington, DC, for emergency processing under the
Paperwork Reduction Act of 1995,” according to
the Jan. 22 Federal Register.1

The proposed collection of information concerns
a survey of manufacturers of Y2K-vulnerable
biomedical devices to obtain a list of their prod-
ucts that have been identified as being Y2K-com-
pliant. The list of the Y2K-compliant biomedical
devices will be made available to the government,
health care facilities, and the public via the Federal
Year 2000 Biomedical Clearinghouse on the Web.

Manufacturers of biomedical equipment that
may be Y2K-vulnerable will be asked to provide
a list of their products that have been evaluated
and found not to be impacted by the Y2K-date
issue. The information requested will include the
specific manufacturer, product type, model, and
specific serial or version number (when applica-
ble) of each product evaluated by the manufac-
turer and determined to be compliant. The
request will also ask for a single point of contact
at the manufacturer to discuss product informa-
tion, including information on testing protocols.

Reference

1. 64 Fed Reg 3,524 (Jan. 22, 1999).  ■

• Ahead of the Curve . . . Behind Your
Success, the 1999 conference and exhibition 
of The Association of Information and Image
Management International in Silver Spring, MD,
will be held April 12-15 in Atlanta. 

For additional information on this conference,
call (301) 587-8202 or visit the association’s World
Wide Web site at http://www.aiim. org/events/
aiim99.

• Telemedicine in the New Millennium:
Delivering the Promise, the 1999 annual meet-
ing and exposition of the American Telemedicine
Association in Washington, DC, will be held
April 18-21 in Salt Lake City, UT. 

The telemedicine conference is sponsored 
by the University of South Florida College of
Medicine in Tampa, in cooperation with the 
U.S. Department of Defense in Arlington, VA,
the Telemedicine and Advanced Technology
Research Center in Frederick, MD, and the
National Aeronautics and Space Administra-
tion in Washington, DC. 

For additional information, call (202) 628-4700
or visit the Web site at http://www.atmeda.org/
confer/1999/intro.html.  ■
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