
Unexpected three weeks of downtime
prepares hospital for Y2K problems
Unplanned system failure helped spot areas to address

Many access departments are anticipating computer problems
around the first of next year, but the Medical University of
South Carolina in Charleston got an unexpected foretaste of

the disaster scenario when its registration and billing system went
down for three weeks last spring.

Unpleasant as it was, says Susan Pletcher, director of access services,
the system collapse provided a kind of emergency drill for both her staff
and her colleagues in other departments. As a result, the hospital devel-

oped new ways of preparing for both
Charleston’s ever-present hurricane
threat and the advent of the year 2000,
she adds.

Losing the ability to register patients
and bill via the computer “affected vir-
tually everything in the hospital,”
Pletcher notes. “Housekeeping didn’t
know who was discharged and which
rooms were cleaned. Physicians could-

n’t find the new admissions from the night before, and the labs didn’t
know where test results should go. Charts continue to float into medical
records [for which] staff can’t find the patient in the system.”

Estimates of revenue lost during the April 1999 incident range from
$500,000 to $1 million, she adds. “It was virtually a disaster,” Pletcher
says. “What really hurt the hospital in general was that we could not
generate any bills for almost a month.”

Exacerbating an already difficult situation, says Cindy Williams,
manager of admitting, was the fact that information systems personnel
kept changing their estimate of how long the system would be down.
“On Tuesday night, when it happened, they thought it would be down
24 hours. Then they pushed it to Thursday, then they decided it would
be a week. It kept getting extended.”

The computer collapse was due to a hardware problem and resulted
in a new server being added to the system, explains Pletcher. When the
system came up briefly, registrars began entering information on the
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computer, only to have it go down again,
Williams notes, thus making it impossible to
retrieve the registrations they had just completed.
Her overall advice to fellow access managers is,
“Make sure you have a good policy on ‘down-
time’ registration.’”

She says the experience uncovered several key
registration issues — applicable to any facility —
in time to deal with them before Y2K:

• It’s impossible to see if a patient has a pre-
vious visit recorded in the computer system. “If
you’ve already done it, you’re going to have to
do it again,” Williams says.

It’s important to remember that, because admit-
ters can’t access the master person index to see if
the patient already has a record, there will be
many patients who will have two medical record
numbers, Pletcher points out. “Keep a log of all
registrations and be aware that, as soon as the sys-
tem is back up, you need to go back and merge
[any duplicates].” (See related story, p. 99.)

Institutions that issue plastic or laminated cards
containing the person’s name and medical record
number can avoid the problem if the patient has
the card, she adds. “We don’t, so we had to make
sure we had an ongoing list of patients with new
numbers. It took a lot of time [once the system
came up] because we had to transfer all the
charges over to the permanent record.”

• The paper forms now in use to manually
register patients are not adequate. “It’s an iden-
tifying form like that used in any physician’s
office,” she says, “and doesn’t include certain
things you need when you [later] put the regis-
tration in the [computer] system.” The revised
form includes fields for the medical record num-
ber and for the time of admission, for example. 

“Other hospitals may have other fields they
take for granted,” Williams adds. “They need to
take a look at that.”

Some of the hospital’s inability to recoup lost
revenue, Pletcher points out, was because staff
were unsure of the exact time of admission or dis-
charge and therefore couldn’t be sure insurance
guidelines were met. “It’s difficult to bill for
observation patients,” she says. “We know how
many hours to bill for, but there’s no automatic

timing when the system is down.”
Although the timing issue primarily involved

observation patients, there also were inpatients
for which it was difficult to establish a time of
admission, Pletcher adds. “If the patient didn’t
get in the system, it’s hard to go back and say,
‘Did they get admitted at 10 p.m., or was it after
midnight?’ If it was after midnight, we wouldn’t
bill until the next day,” she explains.

In such cases, she says, “we erred on the side
of caution and billed for less time if we couldn’t
be certain. It’s better to lose $1,000 than be fined
$10,000.”

• It’s crucial to have a direct line into the hos-
pital information management (HIM) depart-
ment. “We needed a place to go to verify the
patient’s medical record number,” Williams says.
“We depended on personnel in that department,
and so did staff in any other area where registra-
tion might occur.” For that reason, Pletcher notes,
the HIM department might need to add staff dur-
ing times of potential crisis.

• Don’t pass paperwork along without mak-
ing a copy for the admitting department. Plan
on adjusting to a full-time paper system, Williams
advises. “We had registrars making copies of
everything in the patient accounting folder. Nor-
mally [registration’s copy] is in the computer.”
When the system goes down, it’s easy to overlook
functions that the computer usually takes care of,
she emphasizes. “You need to talk about all those
things.”

• There are going to be some things you won’t
foresee. In her department’s case, the way new-
born infants are registered presented an unex-
pected challenge, Williams says. “A mom in labor
comes in, we register her, and it may be hours or a
day later when the baby is born,” she explains.
“The information for registering the baby is
dependent on the mom’s registration. Since you
can’t look it up on the computer, you’ve got to
physically find the mom’s paperwork.”

To facilitate that process, Williams notes, her
staff began filing the obstetrics account folders
separately. “You have to keep looking to see if
[the expectant mother] had the baby or went
home [without delivering].”  ■
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Outmoded tools get used
again during critical time

When the registration system at the Medical
University of South Carolina (MUSC) went

down, the bed management area suddenly became
the facility’s focal point, says Maureen McDaniel,
manager of bed management. “Because we’re cen-
trally located and have a huge [bed] board in front
of us, we became the information center for the
whole hospital.”

Her department was inundated with telephone
calls from people looking for patients, McDaniel
adds. “We had to find ingenious ways to let peo-
ple know where patients were, who was in-house,
whether they had been admitted. The communica-
tions center [staff] didn’t have any idea where any-
body was and would transfer the calls to us. A
family member would say, ‘I dropped her off this
morning — I know she’s there somewhere.’ There
was anxiety at not being able to find their family
member.”

Policies will deal with problems

As the hospital continues to recover from the
April 1999 system failure, her department is
putting different policies in place to better deal
with any future problems, McDaniel says. One
plan is to have the registration and billing soft-
ware transfer bed control information to the
database of the Windows 95 system that is used
for word processing and e-mail.

“Around midnight or after, the computer
would dump the most current patient list into
this database,” adds Susan Pletcher, director of
access services. “So if we lost the registration sys-
tem again, we would have the most current infor-
mation on where patients were. Multiple people
have access to it.”

It would be the responsibility of the bed man-
agement staff to update that list via the Windows
system, McDaniel says.

One procedure already in place, she notes, calls
for her staff to fax a “patient movement log” to
key departments every two hours during a com-
puter failure. The log, which includes all admis-
sions, transfers, and discharges, is sent to lab,
pharmacy, and food service, McDaniel adds.
“This cuts down on things like medication being
sent to a [nursing unit] after a patient has been
discharged.”

Another result of the registration system being
down was that patient logs, outmoded since the
advent of computers, came back into use, Pletcher
says. Nurses on the care units began to manually
record the patients’ names, the physicians’ names,
and times and dates of arrival.

Not having such information is “not a big deal
when the system is down for two hours or 24
hours, but overwhelming when it’s three weeks,”
she notes.

The institution is still trying to catch up on
billing in the wake of the system failure, Pletcher
says. “Once things got going again, patient
accounting [staff] met with different carriers to
expedite the transfer of money to make sure we
met our obligations.”

Most of the companies have offices in Colum-
bia, the state capital, not in Charleston, she notes,
so the MUSC patient accounting representatives
drove there to review the accounts in person. For
the most part, Pletcher adds, “the insurance carri-
ers and their intermediaries were wonderful and
really understood our problem.”

A few had concerns about the hospital not
obtaining preauthorizations, because utilization
review personnel didn’t know the patients were
there, she says. “We were told that if they did
reject anything for that reason, to send it through
again on appeal.”

As with any disaster, Pletcher says, “the whole
hospital came together, and people worked hard.
It certainly could have been worse.” The incident
cost quite a bit in overtime once it came time to
transfer all the paper files into the computer sys-
tem, she notes. During the actual emergency,
however, “some of it was just reassigning people.
Coders, for example, didn’t have a lot to do.”

The good news was that “patients probably
didn’t notice much difference,” Williams says.
“The interview process didn’t change much.”
And Pletcher says that although it was “difficult
to find out if patients had been transferred or
exactly where they were, actual bedside care was
not compromised.”  ■

September 1999 / HOSPITAL ACCESS MANAGEMENT ™ 99

Need More Information?
☎ Susan Pletcher, Medical University of South Car-

olina, 169 Ashley Ave., P.O. Box 250340,
Charleston, SC 29425. Phone: (843) 792-1165.

☎ Maureen McDaniel, Medical University of South
Carolina, 169 Ashley Ave., P.O. Box 250340,
Charleston, SC 29425. Phone: (843) 792-3306.



Denial rate targeted 
by examining causes
Admitters no longer take the blame

Taking a hard look at the reasons behind the
failure to get valid “precerts” for patient pro-

cedures has put the Baptist Health System in
Birmingham, AL, on the path to turning its denial
rate around, says Betty McCulley, corporate
director of admitting for the 10-hospital system.

“The business office was frustrated because all
they could see were precert denials and bills not
getting paid,” she adds. “They were not sure who
to send [the bills] back to because there was not a
defined line of accountability.” For that reason,
McCulley notes, it was just “all of admitting”
who were the bad guys.

At that point, she says, “we weren’t even sure
how much we were losing [to denials], but we
knew it was substantial.”

Team uncovers reasons for denial

To address the problem, McCulley formed a
team made up of the admitting directors at the
system’s 10 hospitals, who in turn formed indi-
vidual teams at their own facilities. “Everybody
did a flowchart of all the ways patients could be
admitted,” she says. “Some hospitals only have
one registration area, and the large ones may
have as many as six entry points.”

To determine accountability, the teams got very
specific, McCulley notes. “Every single reject sent
from the billing office came to me, and I sent them
to the appropriate [admitting] director.” 

Reasons for the denials fell primarily into these
categories:

1. The physician’s office put the wrong precert
number on the admitting form.

“Whether it was an honest mistake or a misun-
derstanding [on the physician staff’s part], we
had the wrong authorization number,” she says.
“It looked as though the visit was authorized, but
a month later, we’d find out it was not a good
number.”

2. Patients arrive at the emergency department
without their insurance card.

“In a true emergency, a person may not bring
proof of insurance, so the registrar enters that

person as a private-pay patient until somebody
drops off the information,” McCulley notes. “If
that information is brought in two days later,
we’ve missed the window of opportunity within
which the insurance company must be notified.
It’s the patient’s fault, but some HMOs won’t let
you bill the patient.”

3. The reviewers who oversee cases for various
insurers claim not to be aware of some patients,
so authorization is not obtained in the required
time frame.

“Some insurance companies have reviewers
who come on campus every day and check all
their patients,” she says. “Hospital case managers
would say they notified the reviewers of cases,
but [the reviewers] said they were not notified.”
In such situations, it became one person’s word
against another’s, McCulley notes.

It took extensive team efforts simply to identify
this problem, which turned out to be behind the
majority of denials, she says. Procedures were
changed to create a paper trail that would show
the insurance reviewers had been notified. 

“Before, the case manager would print a face
sheet for each case and often just leave it in a tray
for the insurance reviewer to pick up,” McCulley
says. “Now, in addition to the paper trail, case
management provides the insurance reviewers
with a report that includes all their company’s
cases.”

Focusing on accountability

The precert teams have been in place a little
more than a year, but it took six months “just to
get enough statistical data to figure out what was
going on,” she points out.

Getting the wrong precert number from the
physicians’ offices is “still something we’re strug-
gling with,” McCulley says. “We’re keeping
statistics and tracking cases by physician. If we
find a physician that does it more than once, and
then more than twice, there is a medical advisor
— representing administration — who meets
with that physician and tactfully says, ‘What can
we do to help you?’”

The precert teams have developed written
accountability guidelines for all those involved in
obtaining a valid authorization, she notes, and
statistics are shared with the administration and
other departments, a powerful incentive for
improvement.

Thanks to educational efforts, admitters are
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more aware that they should stop and call the
physician’s office when registering a patient
who arrives without a precert number, McCul-
ley says. “Then it’s [the physician’s] call as to
whether they should go ahead with the proce-
dure or reschedule.”

Admitters have been comforted to learn that
only a small percentage of the precert denials
were due to their oversights, she adds, and they
have begun communicating with the business
office, which previously had blamed admitters
for the problem.

Outside interests a big threat

The biggest threats to successful precerts are
outside factors, she notes, “like the insurance
reviewers. It’s in their best interest if the accounts
don’t get paid, so we make sure to give them
everything we can so they have no reason to
deny.” 

It’s particularly frustrating, McCulley adds,
when insurers deny coverage for a procedure
that’s not on the list of those that must be precerti-
fied. “We say, ‘It’s not on your list,’ and they say,
‘We haven’t given you the latest list.’”

She continues to explore ways to reduce the
inaccurate precert numbers given by physician
offices, including the possibility of rewarding
physicians in some way when they provide 
good precerts.

Although denials are still a problem, their
number is declining, McCulley says, as the
department continues trying to recoup reim-
bursement for past cases. 

At one hospital in the system, there were 147
denials in the eight-month period from July 1998
through April 1999, which represented $809,903
in lost revenue. To date, the hospital has been
able to recoup $379,722 of that amount, she
adds.

Recovery efforts continue, McCulley says, 
but “our goal is not to have the denials to start
with.”  ■

SNF reimbursement 
affecting access
Hospitals forced to provide long-term care

Hospitals are feeling the effects of Medicare’s
new prospective payment system (PPS) for

skilled nursing facilities, says Susan Pletcher,
director of patient access services at the Medical
University of South Carolina (MUSC) in Charles-
ton. “We’re having to hold and maintain long-term
patients that need subacute placement. Because we
can’t move them through the system, they’re occu-
pying beds that we need for acutely ill patients.”

Pletcher is looking for feedback from access
colleagues who may have devised solutions for
dealing with these patients.

The tightening of reimbursement rules for SNFs
has made these facilities leery of accepting patients
with complicated care needs, says Kim Egbert,
RN, a care manager at MUSC. Since the PPS went
into effect in South Carolina in January, “we have
had [SNF personnel] come in and actually cost out
the care, down to every pill and bandage that will
be used, to see whether or not they can take the
patient and survive. They subtract cost against
reimbursement, and frequently our patients cost
too much because of the nature of the patient.”

Many patients who are hard to place have been
in the intensive care unit and then transferred to
a pulmonary care unit, Egbert says. “Many of
these patients have multisystem dysfunction. Not
only their lungs but other systems are diseased.”

Because MUSC is a tertiary care facility, it
receives many of these patients from other hos-
pitals, Pletcher says. She recently sent a query to
members of the University HealthSystems Con-
sortium in Oakbrook Terrace, IL, asking if their
organizations had any transfer agreements in
place with these referring facilities. Her idea is
that such patients could be returned to their
own communities, where there might be “more
support people and some way to get the patient
into a local skilled nursing home.”

The response she has received is that other uni-
versity hospitals have the same problem and have
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yet to find a way to deal with it.
She and Egbert are seeking placement for

patients who have been at MUSC since November
or December, tying up beds needed for acutely ill
patients. “[Reimbursement] has long since run out
on these patients, their families can’t take care of
them at home, and the way the PPS has cut back
the reimbursement to SNFs, they can’t afford to
take the patient, either,” Pletcher says. “The prob-
lem is only going to get worse as baby boomers
get older, and as we’re better able to treat acute ill-
nesses and more patients survive.”

Providing care for patients on ventilators, many
of whom will be in this condition for the rest of
their lives, is a big part of the problem, she adds.
“These are expensive patients to care for, and in
the state of South Carolina, there is only one facil-
ity that will take patients on ventilators.”

Ironically, Medicare’s cost-cutting move with
the SNFs is forcing more long-term patients to
remain in the even costlier hospital setting, Egbert
says. “It’s not really saving health care dollars.”

[If you have feedback on this issue, contact editor Lila
Moore at (520) 299-8730 or lilamoore@mindspring.com.
Susan Pletcher can be reached at Medical University of
South Carolina, 169 Ashley Ave., P.O. Box 250340,
Charleston, SC 29425. Phone: (843) 792-1165.]  ■

Who’s minding 
the compliance store?
By Allan P. DeKaye, MBA, FHFMA
President and CEO
DEKAYE Consulting Inc., Oceanside, NY

Q: Much has been made about the need for
providers to develop compliance plans to ensure
they meet federal regulations and guard against
claims of fraud. Are these plans serving their
purpose?

A: Everyone has a compliance plan or is talk-
ing about developing one. But is it genuine com-
pliance or paper compliance? Even though
providers put safeguards in place, is anyone
minding the store? I think that’s the key question.

Take the example of the discharge vs. transfer
issue — one of the federal government’s focuses
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Access Feedbac k Follo w-up

How to use a ‘flexi-pool’ 
for FMLA shortages

Debbie Oliphant , supervisor of admitting and
registration at Norman (OK) Regional Hospi-

tal, offers this feedback to Betty McCulley , cor-
porate director of admitting for Baptist Health
System in Birmingham, AL. In the July issue of
Hospital Access Management, McCulley asked
how other facilities were dealing with the staff
shortages caused by the federal Family Medical
Leave Act (FMLA).

Oliphant says: “I have a full-time and part-time
staff of 23. I have two registration areas that are
open 5:30 a.m. until 11 p.m. daily. I also have the
emergency department, which is open 24 hours.
So I always have someone who is in need of time
off from work, either for personal reasons or being
too sick to work.

“I do maintain a PRN staff of between six and
eight employees to help out during crunches. This
staff is required to work a minimum of eight hours
per month to maintain their employment. If they
do not take hours they are offered, they must call
employees to see if they want time off to get their
eight hours.

“Most of these PRN employees are former full-
time or part-time employees who have quit to go
back to school or moved on to other jobs but want
to keep their foot in the door here just in case. I
do have a few employees who supplement their
income with PRN work here,” says Oliphant.

“I do find it helpful to hire some staff as PRNs
initially to see how they will work out before hiring
them for full-time or part-time work. I have found it
most difficult to find PRN workers to cover any
daytime hours. People looking for daytime work
seem to want something more permanent.

“I have more difficulty getting a good pool of
applicants to hire from due to the wages I am able
to offer. I have been struggling for the last two
years to get higher starting salaries to attract a
better pool of applicants and feel that I am finally
getting there.  ■
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for fraud under the False Claims Act. The hospital
recording the discharge, not the transferring hos-
pital, gets the DRG payment. If someone in the
transferring hospital didn’t know to enter “trans-
fer to other facility” in the discharge column on
the UB92 and recorded it as a “discharge” instead,
then that hospital gets the benefit of the DRG. The
benefit would be considerably higher than a per
diem type of rate, which is usually assigned to a
transfer. The reason for the error can be a careless
mistake, a transposition, or a missed key on the
keyboard. In a Windows-based system, a flip of
the wrist can result in the mouse selecting the
wrong answer. It might not be fraud, but the gov-
ernment will tell us what it thinks. It will take the
hard line, [assuming] all these mistakes must be
fraud. The onus is on the hospital to prove that
they were good corporate citizens.

Q: Don’t compliance plans help guard against
some of these mistakes?

A: Not if hospitals are not data-defensive.
Some don’t even look at their own data; they just
submit it. They are not taking a step back and
seeing if they have any problems with it. I’m a
firm believer that you need to measure and moni-
tor your denials by payer, by reason, and deter-
mine whether these are refutable. What happens
is that hospitals will develop a compliance plan
and not follow through. Reports say that they are
spending a lot of money on plans, but no one
knows if the plans are working. Even the govern-
ment isn’t sure it will attribute a reported drop in
the incidence of fraud to compliance planning.
Everyone just has to do some measuring of data.

Q: What specifically should be measured?
A: The government is already telling them its

game plan. Discharge vs. transfer is high on its
list. Hospitals might want to start screening the
top 10 diagnoses. Wouldn’t it make sense if they
have a compliance plan that talks about doing
proactive studies about the diagnoses? Facilities
don’t necessarily have to do it immediately.

Maybe they can decide to do a study on trans-
fers in the third quarter. Then they can figure out
a methodology and audit the data. If they don’t
study all the diagnoses, maybe they can study a
sample. Quality assurance committees will some-
times have meeting notes or discharge planning
groups. That information can be used, too.

Q: What are red flags for possible problems?
A: If you are the discharging hospital, and you

submit your claim and it doesn’t get paid because
of a blocking admission somewhere else, then you
know the problem was someone else’s. The other
facility entered discharge instead of transfer infor-
mation. But if the business office gets a call from
the second hospital saying that your facility is
blocking their case, the office will have to do a
debit/credit adjustment. Any time hospitals have
those kinds of Medicare debit/credit adjustments,
they should see a red flag warning that tells them
to look at transfers and see if other information
should be in the discharge columns.

Q: What other compliance issues should con-
cern providers?

A: “Readmit, same day” is going to become a
quality issue that the government is going to start
banging the door down about. A facility dis-
charges a patient and then readmits him: What
was it thinking? Medical records notation, espe-
cially to indicate what happened, is very impor-
tant. If the same hospital is readmitting the patient,
it will have to be more than mechanically careful
on whether it creates a new admission. I can’t
advise on whether the best policy is to reinstate
the account or open a new one. Hospitals have to
look at their bylaws and state regulations.

If they don’t do quality assurance types of
studies on the discharge/readmit issue, they are
vulnerable to [quality of care questions]. The clue
is in the data. To paraphrase a source from my
book, The Patient Accounts Management Handbook
[Aspen, 1997], “The hospital systems that survive
will be the ones who have good data and can use
it” [Sperry, chapter 3]. With more government
resources going to fight health care fraud, more
fraud investigators are looking at data, asking,
“What is wrong with the picture?”

Q: Then what is the compliance plan’s strength?
A: Hospitals need a good compliance plan to

show they are concerned about compliance. They
also must show that they review it to realize when
they made a mistake. But a compliance plan alone
doesn’t give you a veil of security that is impene-
trable. That veil can be pierced. Providers need to
put into practice that which they preach!  ■
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Patients, families register
in innovative program
‘Haven’ provided for waiting loved ones

Access staff at Brigham & Women’s Hospital
in Boston check in not just the patient, but

the family as well, as part of the institution’s
Family Liaison Service, says Christine Collins,
CHAM, director of patient access services.

The program, which aims to provide a haven
for family members during their loved one’s
surgery, has drawn kudos from patients, their
families, and Brigham physicians, Collins adds.
What’s more, the program was recognized as 
a “best practice” for customer service within 
the organization. “The physicians like it so
much they send flowers and candy to the staff.
Everyone who comes in is blown away by this
service.”

Patient info always updated

All calls related to surgical patients are directed
to the Family Liaison Service, which logs and con-
stantly updates patient information using a com-
puterized tracking system, she explains. When the
patient comes in for surgery or for a cardiac
catheterization, part of the admission is register-
ing the family with Family Liaison, Collins notes.

Staff record information on where family mem-
bers can be reached and provide it to surgeons so
they can contact a designated person as soon as
the case is finished. If someone has a beeper, that
number is logged into the computer as well, she
adds.

The impetus for the program was a patient
survey that gave high marks for the medical
care provided by the hospital but was less posi-
tive about the staff’s interaction with family
members, she says. “They felt it was very ‘pro-
duction line.’ It wasn’t a major complaint, but
we took it very literally and looked for things
we could do to make it better. We made a con-
scious decision to place the family in a more 
caring environment.”

In designing the service, Collins notes, she
drew on her own experience with airport
lounges, hotel club floors, and waiting areas in
other settings. “I had always been impressed
with how the Boston Children’s Hospital made
the family part of everything and made special

provisions on the day of surgery,” she adds. “I
thought we should look at that model and see
how to adapt it to the adult world.”

The initial effort was to designate a place
within the main waiting area where families
could gather during patient surgeries. The idea
was so successful, Collins says, “with so many
positive notes and letters,” that the decision 
was made to create a more private, beautifully
decorated environment for the Family Liaison 
Service.

Amenities await families

The result is a space that is part of patient
access services but separate from the main wait-
ing area, Collins says. It offers these features:

• an open area with comfortable chairs, a
kitchenette, and tables where people can talk,
read, play games, or have a snack;

• a quiet room and separate reading room for
those who prefer more privacy;

• private consult rooms, where physicians can
meet with family members;

• a television room equipped with a VCR and
videotapes;

• a bank of telephones;
• a business area with a fax machine, connec-

tions for laptops, and extra telephones;
• games, cards, books, magazines, and puzzles

for adults and children;
• pillows and blankets for those who would

like to rest.
Family liaison employees, part of the patient

access staff, are on duty beginning at 5:30 a.m.,
Collins says, and are augmented by volunteers.
Thanks to a dynamic operating room (OR)
schedule, color-coded to indicate where each
patient is in the process, staff can update the
families on what is happening, Collins points
out. “They can say, ‘[The patient] has just been
taken to the OR,’ or ‘The incision has been
made,’ or they can tell them if the case has 
been delayed.”  ■
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Take time to consider 
the other hospital crisis
By Linda K. Steiger, President
Crisis Prevention Institute
Brookfield, WI

When we think about the word “crisis” in a
hospital setting, we are usually thinking

about a medical crisis — a serious situation
requiring immediate intervention on the part of
health care professionals. But there is another
type of crisis that occurs in hospitals: the behav-
ioral crisis that takes place when a patient loses
rational control and sometimes even becomes a
danger to himself or others.

This latter type of crisis can occur in any area
of a hospital, and patient access departments 
are among the most common sites. The stress of
upcoming surgery, concern about a relative in 
the emergency department (ED), or a long wait
for admission can trigger difficult behavior in
patients and family members.

This behavior may include sarcasm, belliger-
ence, name calling, yelling, threats, and even
physical aggression. Are your patient access per-
sonnel trained to prevent and intervene in this
type of crisis situation?

Prevention
First of all, it is important to recognize that

most verbal or physical aggression is preceded by
signs of anxiety. These signs are usually nonver-
bal, but for the trained observer, they are a pow-
erful warning that trouble is brewing. Common
signs of anxiety include pacing, rocking, and fid-
geting. If employees are taught to recognize signs
of anxiety and intervene in a helpful and sup-
portive way, many potentially violent incidents
can be prevented.

It is also important to recognize crisis “hot
spots” — areas of your hospital where anxiety is
especially high and incidents are more likely to
occur. Access managers are well aware that wait-
ing areas, especially in the ED, are very anxiety-
producing for patients and family members. Extra
effort on the part of hospital staff or volunteers to

reduce waiting times, communicate regularly
with those who are waiting, and provide ameni-
ties or distractions to pass the time can pay off 
in lowered levels of anxiety and fewer crisis 
situations.

Verbal intervention
Sometimes patients move beyond the anxiety

stage and become defensive. At this stage, the
patient might be challenging, belligerent, insult-
ing, or perhaps threatening. At this verbally
aggressive stage, health care employees still have
the opportunity to intervene in a way that can
prevent further escalation of the crisis situation.
They should be trained to set firm, polite limits
with a patient or family member who is shouting
and/or making threats.

Setting limits is an extremely useful strategy
for handling the noncompliant or verbally abu-
sive person. Such individuals are beginning to
lose rational control, and setting limits is a way 
to help them regain control by providing choices
and consequences. (See box on setting effective
limits, below.)

Skilled limit-setters recognize that they cannot
force anyone to do anything. Therefore, they are
able to avoid power struggles and are far more
likely to obtain positive results than their
untrained counterparts.

Other strategies that often work well at this
stage include ignoring inappropriate or challeng-
ing questions, allowing patients to vent, and let-
ting patients and family members know that
threats will be taken seriously and will be met
with appropriate consequences.

Physical intervention
Although prevention and limit-setting often

are successful in defusing a potential crisis situa-
tion, there are times when physical aggression
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Five Steps to Setting
Effective Limits

1. Explain to the individual exactly which behavior
is inappropriate.

2. Explain why the behavior is inappropriate.
3. Give reasonable choices or consequences.
4. Allow time.
5. Enforce consequences.

Source: Crisis Prevention Institute, Brookfield, WI.



occurs, and patients become a danger to them-
selves or others.

Research shows that health care personnel 
are frequent recipients of physical aggression by
patients — so much so that it often is seen as 
“part of the job.” Once again, training is extremely
important if staff are to be prepared to deal with
such difficult and dangerous behavior.

Two types of training are necessary to success-
fully cope with physical aggression. All hospital
staff need to know how to protect and free them-
selves from a situation in which a patient or other
party attempts to assault them in some way,
whether by hitting, kicking, grabbing, or choking.
Personal safety techniques that can protect and
free the staff member without hurting the patient
are key.

Secondly, a crisis response team should be
trained to safely and effectively restrain an indi-
vidual who is out of control and dangerous. A
therapeutic physical intervention is necessary to
assist the person in regaining control. Physical
crisis intervention should always be performed
by a team and used only as a last resort when
patients are truly in danger of hurting them-
selves or others.

‘Post-vention’
In addition to the crisis stages already dis-

cussed — the anxiety level, the defensive level,
and the physically acting out level — there is one
crisis stage that often is overlooked. It is the time
after the crisis is over when the patient experi-
ences a reduction in tension and a return to ratio-
nal thought.

In Greek, the word crisis means “turning
point.” Just as a medical crisis involves a turn-
ing point in regard to a patient’s physical well-
being, a behavioral crisis also is a turning point.
Usually, the period after a crisis is a time of
increased vulnerability and openness to change.
It is important for staff to use this time to re-
establish rational communication with the per-
son who has acted out, in hopes of minimizing
or preventing future crisis situations. Staff 
members may need their own “post-vention”
through a debriefing session.

The role of training
Dealing with difficult behavior is a critical skill

for patient access employees, who often represent
the first contact that patients have in a hospital.
Effective training provides employees with a vari-
ety of strategies and tools so they can be prepared,

flexible, and confident when confronted with agi-
tated or aggressive behavior from patients or fam-
ily members.

(Editor’s note: Crisis Prevention Institute (CPI)
provides violence prevention training worldwide.
Since 1980, more than 2.5 million individuals have
participated in CPI training programs, including
employees from hundreds of hospitals in the United
States and Canada.)  ■

Serious differences stall
movement on privacy bill

Major differences in bills introduced in the
U.S. House and Senate have prevented any

significant movement toward the passage of
patient confidentiality legislation, says Kathleen
Frawley, JD, MS, RRA, vice president for legisla-
tive and public policy services for the American
Hospital Information Management Association in
Chicago. At press time, it seemed certain that an
Aug. 21, 1999, deadline would pass with no real
progress having been made.

Several issues stall progress 

Serious disagreement on these issues among
the authors of the various bills resulted in a lack
of progress on moving legislation forward:

• whether federal legislation would preempt
state laws that afford more privacy protection;

• whether an individual would be able to
bring a lawsuit against a party that violated his 
or her confidentiality;

• whether law enforcement would have access
to medical records;

• whether parents would have access to a
minor’s health records. 

The Health Insurance Portability and Account-
ability Act (HIPAA) of 1996 requires Congress 
to pass legislation governing electronic health
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☎ Crisis Prevention Institute, 3315-K N. 124th 
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site: www.crisisprevention.com.



information before Aug. 21, 1999. If Congress
failed to act by that time, the responsibility for
the regulation was to pass to the secretary of
Health and Human Services (HHS) in Washing-
ton, DC, with a final rule required by February
2000. With that in mind, Frawley says, staff at
HHS are working on a regulation. “They know
[the department] would have to introduce a
notice of proposed rule-making in the Federal 
Register this fall to allow time for the 90-day 
comment period required before a final rule 
can go into effect.”

However, she notes, Congress missing its
deadline does not necessarily take the medical
privacy ball from its court. “[Congress] could
extend the deadline by passing legislation giving
itself more time, or the deadline could come and
go and Congress could continue to do work on
bills. The HHS secretary and the administration
have urged Congress to enact legislation.” 

A “mark-up” on Senate medical privacy legis-
lation — in which members of the Health, Educa-
tion, Labor and Pensions Committee would offer
amendments to a “chairman’s mark” that com-
bines language from three proposed bills — was-
n’t expected to happen until after Labor Day at
the earliest, Frawley says.

Five bills on the floor 

The three medical privacy bills introduced in
the Senate are the Medical Information, Privacy
and Security Act, introduced by Sen. Patrick
Leahy (D-VT); the Health Care Personal Informa-
tion Non-disclosure Act, introduced by Sen.
James Jeffords (R-VT), who chairs the Health,
Education, Labor and Pensions Committee; and
the Medical Information Protection Act, intro-
duced by Sen. Robert Bennett (R-UT).

“Sen. Jeffords is hoping to have resolved these
issues after Labor Day and to hold the mark-up,”
Frawley notes. “But because of the four issues [of
contention] that are key, it could reach a point
that he is not able to move a bill forward.”

Two bills introduced on the House side include
the Medical Information Privacy and Security Act,
introduced by Rep. Edward Markey (D-MA), and
the Health Information Privacy Act, introduced by
Rep. Gary Condit (D-CA). Also expected to intro-
duce bills were Rep. James Greenwood (R-PA) 
and Reps. Bill Thomas (R-CA) and Ben Cardin 
(D-MD).

Another issue is that while most observers
believe HHS’ authority under HIPAA is limited

to electronic data, the department has sought a
legal opinion regarding its authority to reach
beyond electronic records and attempt to regulate
all medical records in all forms, according to a
report from the Joint Healthcare Information
Technology Alliance (JHITA) in Washington, DC. 

Some members of Congress may attempt to
postpone not only the HIPAA privacy regula-
tions, but all of the HIPAA standards that are in
process, according to JHITA, an alliance of five
professional health care organizations.

Some groups oppose federal involvement 

Several hospital and information management
associations are supporting Sen. Bennett’s bill,
which completely preempts state law and estab-
lishes a uniform national standard for the use and
disclosure of health information. Some privacy
and medical groups, however, are opposed to any
federal legislation that would override state laws
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that afford more privacy. California, for example,
has a series of HIV/AIDS-specific confidentiality
laws that cover testing, reporting, and partner
notification. Wiping out that type of protection
would create a public health crisis by discourag-
ing people from seeking testing, counseling, and
treatment for these conditions, the privacy
groups argue.

The National Coalition for Patient Rights in
Lexington, MA, for example, prefers Leahy’s 
bill, under which federal law would not override
tougher state laws.   ■

Empowered patients 
more satisfied

Today’s patients want to know their rights and
what to expect, according to a study by Press,

Ganey Associates Inc., the South Bend, IN-based
satisfaction measurement firm.

The firm compiled data from 250,000 patients
in 476 hospitals that indicate a strong relationship
between empowering patients and their satisfac-
tion with the delivery of care. An average of 525
patients per hospital completed the surveys,
which addressed whether the hospital took the
initiative to inform patients of their rights.

“In most states, the Patient Bill of Rights cur-
rently in place is voluntary,” states Irwin Press,
PhD, president of Press, Ganey. “It is not law,
which means health care organizations can
choose to utilize them or ignore them. What we
know, though, is that successful organizations
will understand that consumerism is becoming a
dominant driver of change in health care as we
enter the new millennium.”

The Patient Bill of Rights, developed in 1973 by
the American Hospital Association, is based on the
premise that a personal relationship between the
physician and the patient is essential for quality
medical care. Some rights include consideration
and respectful care, understandable information
regarding the patient diagnosis, the ability to make
decisions about the specific care plan, and privacy
and confidentiality.  ■
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