
Defining ‘opt-out’ policies for HIPAA 
privacy rule is a challenge for providers
Idea shouldn’t be new, consultant says

As hospitals design policies in response to demands of the new
privacy rule under the Health Insurance Portability and Account-
ability Act (HIPAA), access managers are faced with implement-

ing the fine points of the procedures that will be required.
A survey of several access managers and HIPAA compliance officers

revealed that while their departments are in various stages of readiness
for the April 14, 2003, deadline, adherence to the privacy rule is being
given high priority.

Patients’ right to “opt out” of inclusion in facility directories and reli-
gious census directories, for example, has been identified as one of the
provisions that is most directly under the access purview. Defining the
details of how it will be implemented, some say, will be problematic,
and the implications far-reaching.

At Centegra Health System in McHenry, IL, says Liz Kehrer, CHAM,
system administrator for patient access, if a patient chooses not to be
included in the facility listings, “the patient’s not here. We’re mandated
to honor that patient’s request.”

“It’s going to be really difficult,” she adds. “It’s going to affect the
various departments differently. In our area, we have the patient access
reception desk, but then there is a separate desk for guest services and
then the switchboard.”

Depending on how a patient inquiry — from a florist or a member of
the clergy, for example — is received, it will be handled by one of a vari-
ety of gatekeepers, she notes. “How will employees know how to han-
dle that request?”

Although Centegra has not yet finalized the step-by-step procedures
that will be required, Kehrer says, “we are taking it very seriously.”

Marne Bonomo, PhD, regional director for patient access at Milwau-
kee-based Aurora HealthCare, says her organization also is actively
working on new policies to address the opt-out provision.
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“We have decided, however, that if a patient
requests not to be in our directory, we cannot pro-
vide information to anyone, including family
members who might call,” Bonomo says. “With
all of our facilities, it would be impossible to pro-
vide for variances in patient preferences, so they
will need to decide whether to opt out or not at
admission.”

The opt-out policy developed at Touro Infir-
mary in New Orleans is “relatively straightfor-
ward,” says Wade Wootan, JD, the facility’s risk
manager. “Upon admit, each patient signs a tradi-
tional consent form. The form has been updated
to handle HIPAA privacy.”

There are two boxes, he adds, that patients can
check if they want to be excluded from facility
directories or clergy/pastoral care listings. “If they
check either box, they aren’t listed in the facility
directory — which would preclude florists from
finding out where they are — or in the basic infor-
mation flowing through to the clergy.”

Three separate forms have been designed to
address the issue, he explains. The forms include
the updated consent form, a policy regarding the
use and disclosure of protected health informa-
tion pursuant to facility directories, and a policy
regarding the use and disclosure of protected
health information to clergy. (See example from
policy manual, p. 135.)

At Ohio State University Health System in
Columbus, people are afforded the opportunity
at registration to decide whether they want infor-
mation released to the “public” indicating their
patient status, says Joe Denney, CHAM, director
of the department of access and revenue cycle
management.

“If the patient opts for ‘no release of informa-
tion,’ that means strictly what it says,” Denney
explains. “Flower vendors tend to verify that a
patient is here prior to delivering flowers. They
are considered part of the general public as well,
so that information would not be divulged.”

As for clergy specifically, he says, a question
has been added to the computer system’s admis-
sion pathways so that patients are asked if it is
OK to share their religious preferences with
members of the clergy. 

A daily report is given to the office of chap-
laincy services, Denney adds, which indicates 
the patients who have said they do not want this
information shared. (See related story, p. 136.)

Although Philadelphia’s Presbyterian Medical
Center already has in place a policy whereby
patients can choose not to be in the facility direc-
tory. “We will make some revisions to make sure
it has everything HIPAA requires,” says Anthony
M. Bruno, MPA, MEd, director of patient access
and business operations. “We haven’t finalized
anything yet.”

Bruno said he has heard some discussion of
developing an opt-out policy for outpatients, but
says his organization is not interpreting HIPAA
that way. “That’s not something that’s practical.”

The hospital is in the process of determining
what can be done with information systems regard-
ing the release of information to clergy, he adds,
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noting that he developed a policy and procedure
for obtaining religious information from patients
while working at another facility. (See more on 
that process in the January 2003 issue of Hospital
Access Management.) 

Hospitals’ first order of business regarding 
the HIPAA opt-out provision is to look at their
admission/discharge/transfer (ADT) systems

and determine if those systems are equipped to
handle the necessary documentation and dissem-
ination of information, suggests Mary Staley,
MBA, vice president of HIPAA operations for
Healthlink Inc., a Houston-based consulting firm.

Admission screens need to have a field where
it can be indicated that a patient has chosen not to
be included in the facility directory, Staley says,
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Tighter control exercised 
over religious information
Hospital ‘registers’ clergy members

With Health Insurance Portability and
Accountability Act (HIPAA) compliance

and post-Sept. 11 security concerns in mind,
Ohio State University Medical Center in Colum-
bus has revamped its policies and procedures
regarding the release of information on patients’
religious preferences, says Shannon Haager,
assistant director of patient access services.

“We wanted to make sure that the people
asking for a certain religious census were actu-
ally from a legitimate religion,” she adds, “that
it wasn’t just whatever person today wanted to
see a list of all the Jewish patients in the hospi-
tal. In the wake of 9/11, perhaps we’re being a
little more cautious.”

As various operational issues have been
reevaluated in recent months, it always has
been with an awareness of HIPAA require-
ments, she says. While in the past, “anyone
could call over the phone and say, ‘I need to
know who are the Catholic patients,’” and have
someone read the list to them, that no longer is
the case, Haager explains.

All requests for such information must go
through the pastoral care office, she says, and
members of the clergy who wish to access
patient information must register with that
office. “The process is centralized; we control
who the information is given to, and we defi-
nitely know what the patient’s wishes are.”

It was important, Haager points out, to allow
patients to opt out of being on a list given to
local clergy, while at the same time recording
their religious affiliation with the hospital in
case counseling or other pastoral services are

desired at some point.
“Our pastoral staff was very interested,” she

adds. “If called in, they wanted to be able to
have, for example, the Lutheran Book of Prayer,
if that was appropriate. They want to know
who they’re working with.”

Although a field for opting out of the reli-
gious census had to be added to the hospital’s
admission/discharge/transfer (ADT) system,
Haager notes, there already was a “no-release-
of-information” field for patients who don’t
want their presence in the hospital known.

“We have a state prison contract, so we’re used
to checking for release [of information],” she says.
“We’re just adding another level of awareness,
another patient population.” The struggle, she
adds, has been in making sure the information
goes out to the different people who need it. 

Switchboard operators, who are not on the
ADT system, need the information, she says, as
do personnel at the patient information desk.
Although the latter are on the ADT system,
they might be able to view, for example, the
patient name and room number, but not the
facility directory information, Haager explains. 

Requests for patient health information,
which in the past might have been answered by
various access employees, she adds, now are
directed to the medical records department.
This includes calls from insurance companies
asking for details of patients’ medical condi-
tions, Haager says.

Centralizing this process “gets the person
answering the phone off the hook of feeling they
are not being helpful and might do something
that is bad for the patient either way,” she notes.
“In the past, they’ve been caught in the middle.
Now the callers understand why we’re doing
this. They understand the rules we’re operating
under.”

(Editor’s note: Shannon Haager can be reached 
at haager-1@medctr.osu.edu.) n



so that information can be communicated to the
appropriate staff. “If a field is not available in the
current ADT system, [hospitals] need to create
one. Then they need to train their folks on what
that field is.”

“Most of the time there is some kind of flag
that would communicate that,” she adds. “Most
hospitals already have a ‘confidential status’ that
either can remove a patient’s name or give the
patient an alias, so they already are able to handle
the opt-out possibility.”

Not a new idea

Although the practice of opting out of hospital
listings now is enforceable by federal law, Staley
points out, it shouldn’t be new to most facilities. 

“If Tom Cruise came into your hospital, it
would be confidential,” she says. “The press
would do anything, including sending flowers,
to confirm that. So this should not be an uncom-
mon practice.”

The best advice now, Staley says, is just to
make sure everyone is aware of the provision,
and to have a written policy in place. That way,
she adds, if a receptionist, for example, accepts
flowers for a patient who has opted out, the hos-
pital can take the appropriate action, whether it is
a warning or dismissal. 

The challenge in regard to the release of infor-
mation to the clergy, she says, has to do with the
various interpretations of the term. “In different

communities, ‘clergy’ has different meanings.
There are ministers, priests, and deacons. A
Eucharistic minister is not really clergy, but may
be there on behalf of clergy.” 

Her suggestion is that hospitals define what
“clergy” is within their community. “I recommend
you call them together and say, ‘This is the issue.
We need to come up with rules and guidelines.’”

There should be a flag within the computer
system that indicates patients who don’t want
their names released to the clergy, she notes. “If
the flag goes in, [the issue is] how not to have
that name appear on the list of room numbers
and religious affiliation that hospitals are allowed
to provide to clergy under HIPAA.”  n

Providers customize form 
for giving notice of rights
Length varies, depending on wording

Notifying patients of their privacy rights under
the Health Insurance Portability and Account-

ability Act (HIPAA) is one of the tasks that fall most
squarely onto the shoulders of access managers.

The final HIPAA privacy rule allows hospitals
to forego the original written consent require-
ment for patient information disclosure, but in
turn specifies that staff must obtain signatures
indicating that patients have received notice of
their privacy rights.

Privacy notices being developed by providers
she’s familiar with range anywhere from two to 12
pages, says Mary Staley, MBA, PT, vice president
of HIPAA operations for the Houston-based con-
sulting firm Healthlink Inc. “That just depends on
how the lawyers have worded it, and that’s not to
say they won’t be revised again to be five pages.”

Touro Infirmary has managed to include the
necessary information in a one-page, front-and-
back form, notes Wade Wootan, JD, the facility’s
risk manager, but it’s written in 10-point font.
“Normal font, normal print, it would be seven 
to eight pages.”

A variety of templates for the privacy notice
can simply be found by typing the words “HIPAA
privacy notice” into an Internet search engine,
adds Liz Kehrer, CHAM, system administrator
for patient access at Centegra Health System in
McHenry, IL.
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A quick glance at the web, for example, yielded
an eight-page privacy notice for Jackson Health Sys-
tem in Miami. The notice could be read in English,
Spanish, or Creole, and contained such headings 
as “Who Will Follow This Notice,” “Our Pledge
Regarding Medical Information,” “How We May
Use and Disclose Medical Information About You,”
“Special Situations,” and “Your Rights Regarding
Medical Information About You.”

“You can customize [the form], but various
components have to be included,” Kehrer says.
“There are two choices. You can give out the form
every time the person registers, or you can have a
mechanism to identify when one has been issued.”

Keep from overwhelming patients

If any of the information on the form changes
between patient visits, she points out, another
notice would have to be issued and another signa-
ture obtained. One of the requirements, for exam-
ple, is that the notice must include the name and
telephone number of the person at the hospital who
can be contacted if the patient feels his or her rights
have been violated, Kehrer adds. That means that a
staffing change would make the form obsolete.

“[Providers] are only required to give the
notice the first time they contact the patient post-
April 14, and then when the form is changed,”
explains Staley. “Most [providers] say they can’t
monitor that every time, so whenever possible,
they’ll document receipt of that notice.”

Many organizations, she adds, simply are adding
the privacy rights notice to the “sign here, sign
there” ritual in which patients already participate.

Ohio State University Medical Center is work-
ing to find a way to keep from overwhelming
patients with multiple privacy notices, says
Shannon Haager, assistant director of patient
access services. “As a health system that is closely
integrated with private physician offices, we are
trying to figure out if there’s a way to simplify
the process so the patient is not getting the notice
at the physician’s office and the hospital.”

In some instances, she notes, a patient might
see the physician, and then walk next door to a
hospital lab. “Are there ways to streamline the
process so the patients doesn’t receive [a privacy
notice] everywhere they walk in the door?”

The question being looked at, Haager says, is
how to “put some flags in the system so we know
if the patient has just been given the notice next
door. How do we do the customer-friendly thing?”

With most customer handouts, she adds, “we

find about 25% [of the material] left behind in the
lobby.”  n

HIPAA privacy regulation 
sparks varied solutions
Think ‘reasonable, good faith’ 

Hospitals are running the gamut of possible
solutions as they struggle to interpret the

provisions of the HIPAA privacy rule, says Tony
Mogavero, director of physician services for St.
Petersburg, FL-based John Putnam International,
a company that provides web-based and teacher-
led education for access personnel.

His advice is to keep in mind the terminology
the federal register uses — “reasonable safeguard
and good-faith effort” — in regard to protecting
patient privacy, says Mogavero, who conducts
workshops for hospitals and physician groups on
the implications of the Health Insurance Portabil-
ity and Accountability Act (HIPAA). 

Privacy measures vary

A hospital in Plant City, FL, is calling by num-
ber, rather than name, patients who are waiting
for lab work, concerned about the possible pri-
vacy violations associated with sign-in sheets, he
notes. A physician practice he has worked with
uses a vibrating pager, much like those employed
by restaurants, to alert patients that it’s their time
to be seen, Mogavero says.

Other providers have eliminated the sign-in
sheet altogether, or destroy it right away, compro-
mising their ability to document patient visits for
Medicaid, he adds. On the other end of the spec-
trum, he says, are those who display a sign-in
sheet with not only patient names, but dates of
birth and Social Security numbers.

In one extreme interpretation of the privacy
law, he says, a hospital’s employees were taking
an allergy sticker off a patient’s chart. 

Proper privacy measures can vary, Mogavero
suggests, depending on whether the health care
provider is, for example, a primary care clinic
with a large number of HIV-positive patients or
an ophthalmologist practice. In the latter case, he
questions whether substituting pull-off num-
bered labels for the sign-up sheet routine actually
is necessary.
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(Editor’s note: Tony Mogavero can be reached at
tmogavero@johnputnam.com.) n

Happy employees a high 
priority at Providence
System promotes career advancement

Recruiting and retaining qualified employees
is an ongoing concern for access managers,

who are in the position of offering comparatively
low wages for a job that just keeps getting more
complicated.

Providence Health System in Portland, OR, has
taken a proactive approach to this industrywide
challenge, making employee satisfaction a strategic
objective and designing programs aimed at keep-
ing morale high, says Barbara Wegner, CHAM,
regional director for access services.

It is a Providence policy, for example, that
before any job openings are advertised outside the
system, they are first made available to employees
through postings on the organization’s intranet.
“You could be looking at hundreds of positions
each week, and if they have the skills or qualifica-
tions, priority is given to employees.”

That and other initiatives have paid off, Weg-
ner says, with Providence routinely ranked as
one of the state’s top employers and employee
satisfaction surveys showing better results each
year. The health system has been listed as one of
the 100 best companies to work for by Oregon
Business Magazine, and two of its hospitals,
Providence St. Vincent and Providence Portland,
were included in the “100 Top Hospitals” ranking
by Solucient, an Evanston, IL, company that pro-
vides health care intelligence and benchmark
information. 

Training and education

A strong training and ongoing education pro-
gram, combined with the opportunity for career
advancement, has resulted in a highly qualified,
experienced access staff, she notes. “There are
certain spots within access services that have
almost no turnover.”

One of those spots is central access services,
where 50-60 employees handle scheduling,
preadmission, insurance verification, and cus-
tomer service calls, Wegner says. “Everybody is

happy, there is very high productivity, and the
quality and quantity of work is exceptional.”

“They love the manager and the supervisor,”
she says, having just walked through the area
during a “Boss’s Day” observance arranged and
paid for by the staff. The access quality and train-
ing analysts comprise another group of employ-
ees with very little turnover, Wegner adds.

Confidence in their abilities, a good work envi-
ronment and a sense that their work is valued by
the organization are “absolutely more important”
than salary when it comes to keeping employees
happy, Wegner adds. 

“Most companies have benefit and wage pack-
ages that they use to attract employees, but most
surveys reflect that although that is important,
it’s not the most important factor,” adds Barbara
Amato, SPHR, system director for sourcing and
recruitment for Providence Health System.
“They’re looking at work environment, how
employees get along, how they’re supported by
management, and the opportunities for growth.”

With that in mind, Amato says, Providence has
implemented a full employee assistance program
that includes:

• career counseling from master’s-prepared
counselors for not only the employee, but also the
employee’s immediate family;

• elder care and day care referral sources and,
at many of the larger facilities, on-site day care;

• workout facilities with trainers on staff;
• meditation rooms where employees can take

a break from the pressures of their workday;
• a program, beginning in 2003, that allows

incumbent staff to work part-time and attend
school, supported with full tuition and a stipend,
while retaining full job benefits.

A registrar, for example, who wanted to move
into the higher-paid position of radiology tech-
nician, could take advantage of that program,
she adds, with the stipulation that he or she
would make a two-year commitment to work 
at Providence.

There are a variety of positions within access
services carrying different pay levels, Wegner
points out, offering employees the opportunity
for advancement within the department. Areas
under her supervision, she says, include guest
housing, transportation, communication (tele-
phone operators), all of the registration areas,
scheduling, and insurance verification and
authorization.

The most highly compensated access employ-
ees are the quality and training analysts, whose
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pay tops out at about $22 an hour, while registrars
make a minimum of around $11 an hour and, on
the higher end, $16 or $17, Wegner says. Bed con-
trol coordinators are paid more than registrars. 

While the lowest-paid access employees are
those in transportation, most make around $11 an
hour, rather than the minimum pay of $9.50, she
notes.

“We have a definite career path within access
services, and the whole goal is employee reten-
tion,” Wegner says. “It’s very expensive to lose
people. Our training program is complicated, so
our goal is not to have people leave. We bend
over backwards to recognize people, make the
work fun, and accommodate employees’ needs.”

Once a year, she adds, access employees from
all over Oregon attend an all-day educational
program to receive updates on changes in insur-
ance and compliance requirements. “We work
closely with the regional business office to find
out what problem areas need special attention.”

Interestingly, the program “is kind of perceived
as a perk,” Wegner notes. “They’re learning all
day long, but we try to make it fun. Each year, the
theme is different.” 

There’s a well-known phrase among human
resources professionals, Amato notes, that says
“employees don’t leave the company, they leave
their supervisors.” When the reasons for leaving
a job are controllable, that’s the typical reason,
she says, and it’s a fact that is supported by the
exit surveys Providence conducts.

As part of an increased focus on recruitment
and retention over the past couple of years, Amato
says, Providence plans to roll out training for man-
agers that describes, among other skills, how to
interact with potential employees during an inter-
view and how to follow up after the interview, she
adds. 

“We also will be looking at the kind of envi-
ronment we invite an employee into,” Amato
explains, “making sure our department works
with the department the registrar, for example,
will be working in to make sure the two environ-
ments are in sync.”

Courses already available at Providence
Academy, which is operated under the human
resources umbrella, cover such topics as “Lead-
ership Development” and “Conflict to Collabo-
ration,” she points out. “Training our managers
is very important to us, and we are looking into
doing more.”

Sharon Jordan-Evans, a national speaker who
wrote the book Love ‘Em or Lose ‘Em, already had

spoken at a meeting for Providence leaders from
across the four-state system and was scheduled to
lead sessions for managers from individual states,
Amato notes. 

A second segment of those sessions was to
include discussions of the hospital exit interviews
specific to that state, she adds. “Data from employ-
ees who have left us will be shared with managers,
who will work [with the material] in small groups.”

On the annual employee survey, which asks,
“Would you refer a friend to Providence?”, the
positive rating was 4.3 on a 5-point scale for the
system’s seven Oregon hospitals, Amato says. 
“It also addresses such issues as the glass ceiling,
diversity, and the ability to freely express conflict
and opinion.”

The latest response rate for the 25-question
survey, which is voluntary, was 38%, she adds.
“Our goal is a 45% response rate, which would
be excellent.” 

Employee turnover for the system is 10% for
nurses and a little less than that for all positions,
Amato says, “so we are doing very well.”

(Editor’s note: Barbara Wegner can be reached at
bwegner@providence.org. Barbara Amato can be
reached at bamato@providence.org.) n

Centegra modifies new 
ABN form to best suit needs
Transition has been ‘pretty routine’

Hospitals that have long designed and used
their own advance beneficiary notices (ABN)

to inform patients that a service is not likely to be
covered by Medicare now should be using a form
released by the Centers for Medicare & Medicaid
Services (CMS).

Most access managers have longtime familiar-
ity with the ABN, which is a written notice that is
given to a Medicare beneficiary before services
are provided when it is determined that Medicare
probably won’t pay for the service. Beneficiaries
then have an option to receive the service and
assume responsibility for the charges if indeed
Medicare does not pay, or to decide not to have
the service.

Although making the transition to use the
new form has been “pretty routine” for staff,
there are some things that access managers
should keep in mind, suggests Liz Kehrer,
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CHAM, system administrator for patient access
at Centegra Health System in McHenry, IL.

The ABN (CMS-R-131-G) form, which hospi -
tals were required to use on Oct. 1 of this year,
can be used for all hospital services, including
laboratory services, Kehrer notes, although there
is another template (CMS-R-131-L) that specifi-
cally is for lab services. “We opted not to have
two ABNs,” she adds, “So we use the generic
form for both purposes.”

Except for attaching the hospital’s name or logo,
she says, providers may modify the ABN form
only within two sections near the top of the form.
Copies may be downloaded at http://cms.hhs.
gov/medicare/bni. Questions and answers regard-
ing the use of the ABN form also are available, at
http://cms.hhs.gov/medlearn/refabn.asp.

“What I did within those [two open sections] is
to put the most common services for which ABNs
are issued to Medicare beneficiaries at my facility
and the most frequent reasons why we believe
those services won’t be covered,” Kehrer explains.
“Depending on what they see in their areas, hospi-
tals can fill in the boxes [accordingly].” (See how
Kehrer modified the form, inserted in this issue.)

There are small boxes to the left of each service
or reason that may be checked, she adds, and a
line at the bottom of each of the two sections
where another service or reason may be added.

To be acceptable, according to Centegra’s train-
ing material developed from CMS releases, an
ABN “must clearly identify the particular item or
service, must state that the physician or supplier
(hospital) is likely (or certain) to deny payment
for the particular item or service, and must give
the physician’s or supplier’s (hospital’s) reasons
for its belief that Medicare is likely (or certain) to
deny payment for the item or service.”

The training material goes on to explain that
the ABN must include a written explanation in
“lay language.” Simply stating “medically unnec-
essary” or the equivalent is not an acceptable rea-
son, it says. “The ABN must give the beneficiary a
reasonable idea of why the provider is predicting
the likelihood of Medicare denial,” the training
document continues, and it states in bold-faced
type that “a provider is prohibited from obtaining
beneficiary signatures on blank ABNs and then
completing the ABNs later.”

Providers also are required to have forms
available in Spanish, says Kehrer, who had both
the services and reasons her facility includes
translated into that language. Looking for ways
to fill in the “other” line, if necessary, with the

proper translation, she adds, Kehrer found an
extremely helpful web site.

By going to www.freetranslation.com, she
notes, access managers can have information
translated not only into Spanish, but other lan-
guages as well. “You click on the tab for free
translation, and you are asked from which lan-
guage to which,” Kehrer adds. “It’s listed as a
global business site.”  n

Hospital slashes waits 
with bedside registration
‘30 minutes or less’ . . . or free tickets

Oakwood Hospital and Medical Center in
Dearborn, MI, is using the slogan “we’re an

emergency room, not a waiting room” and back-
ing up its claim with an offer of free theater tick-
ets to patients who wait more than 30 minutes. 

The hospital is part of a trend toward moving
the emergency department (ED) registration
process to the bedside or the back end of the
patient visit, which is helping providers cut
wait times while still adhering to Emergency
Medical Treatment Labor Act (EMTALA) regu-
lations, says Stephen Frew, JD, a longtime spe-
cialist in EMTALA compliance.

Over the course of 84,000 visits, the hospital gave
out only 500 sets of tickets to a local theater produc-
tion, says Frew, a web site publisher (www.medlaw.
com) and risk management consultant for Physi-
cians Insurance Co. of Wisconsin in Madison. The
practice has expanded to all seven hospitals in the
group with which Oakwood is affiliated, and the
hospital is considering cutting the guarantee to 15
minutes, he adds.

Moving the registration process into the treat-
ment area typically requires “a major change in
attitude among physicians,” Frew notes. “[Physi-
cians] either don’t want to pitch in and be part of
being more aggressive in expediting their work,
or they have the idea that they would be seeing
more people, which would bring in more non-
paying patients.”

That outcome would differ from location to
location, he says, but in the case of Oakwood, 
the new process actually brought in more paying
patients. “The results were that people were com-
ing from the suburbs, bypassing other hospitals
to get cared for there.”  n

December 2002 / HOSPITAL ACCESS MANAGEMEN T ™ 141



Don’t make changes yet, 
EMTALA expert cautions
Some definitions called unclear 

While proposed changes to the Emergency
Medical Treatment and Labor Act (EMTALA)

would give hospitals more leeway in certain areas,
it’s important to remember that those changes
aren’t yet in effect, cautions Stephen Frew, JD, a
longtime specialist in EMTALA compliance.

“The absolute crucial thing is that while we
expect some revisions in the 250-yard and off-site
rule, we have to follow it until it’s formally relaxed,
says Frew, a web site publisher (www.medlaw.com)
and risk management consultant for Physicians
Insurance Co. of Wisconsin in Madison. 

Previously, the law stated that if a patient
made it within the “250-yard zone” of a hospital
or to hospital outpatient departments, he or she
was covered by EMTALA. The proposed change,
he explains, is to limit that provision to hospital
departments and off-site locations that are regu-
larly used for unscheduled patient visits.

There continues to be some confusion about
what is and what is not a “dedicated emergency
service,” he notes. “[The federal government] is
struggling internally with some of those definitions
of a dedicated ER [emergency room], and what per-
centage of walk-in patients you have to see.”

Frew says he has cautioned Center for Medi-
care & Medicaid Services (CMS) officials that the
percentage of walk-in patients at many hospitals
changes on a weekly basis. “If they set it up like
that, people will be doing creative accounting.
His suggestion, he adds, is that the rule should
simply be that if a care provider takes walk-ins, it
should be covered under EMTALA, and if there
are only scheduled patients, it shouldn’t be.”

Until the details are clarified and the new rules
go into effect, Frew advises, hospitals should act
under the assumption that all off-site facilities
operating under the same provider number are
covered by EMTALA.

Mistakenly thinking the requirements are

loosened would be most dangerous in the case
of the requirement involving on-call physicians,
he points out. “In that situation, the wording
that’s been proposed is basically the first time
[CMS] has put in writing what it is already
enforcing.”

Because the proposal talks about hospitals
being able to set up the on-call system for emer-
gency services any way they wish, Frew says,
some have said that means physicians no longer
have to be on call.

“It’s actually not liberal language,” he adds.
“It’s what always has been true. While hospitals
are free to set up the system the way they want,
CMS reserves the right to disagree with the hos-
pitals’ conclusions and issue citations.”

Such lack of clarity has been an ongoing prob-
lem with EMTALA, Frew says. “What people
don’t understand is that bureaucratic language is
designed to be fuzzy so [CMS] can do what it
feels should be done in a specific case. It’s setting
up a bunch of hospitals for a wave of citations.” 

The final EMTALA regulation originally was to
have been issued the first of August, he notes, “then
word was out it would be the last of September or
the first of October. If it comes out before the end of
this year, I’ll be surprised.”  n

New JCAHO process 
will debut in 2004

The Joint Commission on Accreditation of
Healthcare Organizations will implement 

a new accreditation process in January 2004.
The “Shared Visions — New Pathways”

initiative is intended to streamline the system
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and focus on operations and systems that
directly affect patient safety and quality. It
includes a midcycle self-assessment during
which the health care organization will evaluate
its own compliance with applicable standards
and develop a plan for correcting identified
areas of noncompliance.

The new process “looks great on paper,”
according to Richard Wade, the Chicago-based
American Hospital Association’s (AHA) senior
vice president for strategic communications. He
says only time will tell how well it addresses
such AHA member concerns as variability in
the quality of surveyors and in the process’ abil-
ity to help hospitals improve quality. For more
information, go to www.jcaho.org.  t

Feds offer database 
for record disclosures

The Centers for Medicare & Medicaid Services
(CMS) has created a Privacy Accountability

Database to aid in tracking, reporting, and accounting
the disclosures made from all CMS systems of records
permitted by the Privacy Act of 1974 and the Health
Insurance Portability and Accountability Act.

Information retrieved from the system will be
used to support regulatory, reimbursement, and
policy functions performed within the agency or
by a contractor or consultant; support constituent
requests made to a congressional representative;

December 2002 / HOSPITAL ACCESS MANAGEMEN T ™ 143

Smallpox vaccinations 
imminent for hospitals

The Atlanta-based Centers for Disease Control
and Prevention’s (CDC) Advisory Committee on

Immunization Practices (ACIP) recently approved a
plan that calls for smallpox immunization of 510,000
health care workers. 

The plan suggests that all hospitals should desig-
nate a “smallpox care team” that will be immunized
prior to any release of the virus. The committee rec-
ommends that the team include a minimum of 40
health care workers per hospital, with some hospitals
vaccinating 100 or more, including emergency depart-
ment physicians and nurses, infection control profes-
sionals, intensive care unit nurses, infectious disease
consultants, radiology technicians, respiratory thera-
pists, engineers, security, and housekeeping staff. 

To help you prepare for sweeping procedural
changes, American Health Consultants offers Immi-
nent Smallpox Vaccinations in Hospitals: Conse-
quences for You and Your Facility, a 90-minute audio
conference Wednesday, Dec. 11, 2002, from 2-3:30
p.m., EST. This session is designed to help you and
your staff answer serious questions and prepare your
facility for the inevitable. How will being vaccinated
affect you? How do you protect yourself, patients, 
and family? What are the logistics of implementing a
smallpox care team? How do you deal with vulnera-
ble populations? How do you minimize side effects? 

This panel discussion will be led by William
Schaffner, MD, chairman of the department of pre-
ventive medicine at Vanderbilt University Medical
Center in Nashville, TN. A veteran, award-winning
epidemiologist who has seen actual cases of small-
pox and currently oversees a volunteer smallpox
vaccine study at Vanderbilt, Schaffner began his

distinguished medical career as a medical detective
in the CDC’s Epidemic Intelligence Service. He also
is a liaison member of ACIP. Schaffner and an expert
panel of emergency and infection control profession-
als will help you prepare for this critical task.

The second speaker, Jane Siegel, MD, is a profes-
sor of pediatrics at the University of Texas Southwest-
ern Medical Center in Dallas. The author of several
books on infection control issues, Siegel has emerged
in recent years as a key CDC advisor. As a member of
the CDC Healthcare Infection Control Practices Advi-
sory Committee, she is on a bioterrorism working
group that reviewed the critical issues regarding
smallpox vaccine. Showing a clear knowledge of the
pros and cons of the various options, Siegel presented
the working group’s research to ACIP. 

The program's third speaker, Joseph J. Kilpatrick,
RN, NREMT-P, is an adjunct instructor with the Texas
A&M University Texas Engineering Extension Service
in College Station, where he develops courses and
provides training on weapons of mass destruction and
emergency medical services (EMS) courses to EMS
professionals throughout the United States. Trained as
an emergency department and flight nurse, he also
recently has worked as an independent nursing con-
tractor, providing critical care, flight, and emergency
nursing services to various health care and corporate
organizations.

The cost of the program is $299, which includes 1.5
hours of free CE, CME, and critical care credits. ACEP
Category I credit approval for the conference is pend-
ing. You can educate your entire facility for one low
fee. The facility fee also includes handout material,
additional reading and references, as well as a com-
pact disc recording of the program for continued refer-
ence and staff education. For more information, or to
register, call customer service at (800) 688-2421. When
ordering, please refer to effort code 65341.  n



and support litigation involving the agency.
The announcement appeared in the Oct. 7 issue

of the Federal Register, accessible at www.access.
gpo.gov/su_docs/fedreg/a021007c.html.  t

Web site answers 
FAQs about HIPAA

A“Frequently Asked Questions” document
about the Health Insurance Portability 

and Accountability Act (HIPAA) privacy rule 
is posted on the Department of Health and
Human Services’ web site. 

The document answers questions ranging from
privacy rights to compliance dates. “Does the rule
create a government database with all individuals’
personal health information?” and “If patients
request copies of their medical records, are they
required to pay for them?” are examples of the
subjects covered. The document also reminds
health care providers that the compliance date for
the privacy rule is April 14, 2003, or April 14, 2004,
for small health plans. To see the questions, go to
www.hhs.gov/ocr/faqs1001.doc.  t

Patient records linked as 
part of warning system

Twenty million ambulatory care patient records
will be connected as part of an early warning

system for terrorism-related illness outbreaks.
The Centers for Disease Control and Prevention

(CDC) has awarded $1.2 million to the Harvard
Consortium to develop and pilot the early warning
system. The project will create a computer operat-
ing system that can link information from various
types of medical systems and health departments
so health professionals receive early warning of a
terrorism attack, CDC has announced.

The system would scan managed care net-
works continually for clusters of illness. If suc-
cessful, the platform would serve as a model for a
syndromic surveillance system that would be one
element of a national warning system.

Consortium members include the American
Association of Health Plans, Harvard Pilgrim
Health Care, HealthPartners Research Founda-
tion, and Kaiser Permanente of Colorado. For
more information, go to www.cdc.gov.  t

Hospital web sites 
gain in popularity

The likelihood of a hospital having a web site
grew from roughly six in 10 in 2000 to seven

in 10 during 2001, according to the Chicago-
based American Hospital Association (AHA)
Annual Survey of Hospitals.

Survey staffers compiled the numbers by
requesting an Internet address in the survey and
searching actively for a site at those hospitals that
didn’t respond to the survey.

Hospitals in New England were most likely to
have a web site (83% in 2001), while those in the
Mountain states were least likely (54%). Urban
hospitals were more likely to have web sites
(75%) than rural hospitals (59%).

The complete results are in the 2002-2003 edi-
tion of the AHA Guide, which can be found at
www.ahaguide.org.  n
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