
APC implementation delays appear 
to be over; get ready for July 1, 2000
Last-minute changes are possible, but prepare now or be overwhelmed 

Health information management (HIM) professionals may think
of Chicken Little when they keep hearing, “The APCs are com-
ing. The APCs are coming.” They are warned to be prepared,

but then the deadline for the implementation of the final ambulatory
payment classifications (APCs) for ambulatory surgery centers and hos-
pital-based outpatient facilities keeps changing. After all, it was origi-
nally set for January 1999.

That date was pushed back to July 1, 2000. Providers, though, have
reason to heed this deadline. Conversations with officials from the
Health Care Financing Administration (HCFA) in Baltimore still indi-
cate a commitment to the July 1 date, says David Fee, MBA, product
manager for ambulatory care products for 3M in St. Paul, MN.

“All HCFA has to do is publish its final rule and give us 90 days
notice,” says Danelle Kelly, RN, CPC, CPC-H, a consultant with D J
Kelly & Associates in Schaumburg, IL. “That could literally be any
time.”

She does not think it will happen before July, though. “HCFA said it
wanted to implement the editing of the modifiers starting in April and
get that cleared up before it started on APCs.”

Both Fee and Kelly expect some significant changes to the final rule
from the proposed regulations published in the Sept. 8 Federal Register.
If providers wait until the final rule is published to start their prepara-
tions, however, they will be overwhelmed with the coding changes they
have to make.

That’s why providers should determine what codes can be added to
their chargemasters now and what codes, such as those for surgical pro-
cedures, must be coded by the medical records department at a later
date, Kelly says. 
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“Are you identifying all the procedures that
can be done within your emergency rooms and
outpatient clinics?” she asks. Some clinics may
routinely be doing procedures that could easily
be coded and put in the chargemaster. 

“That’s how your reimbursement is going to be
driven — off your CPT (common procedure ter-
minology) codes,” Kelly says. “You have to start
with the ones that can be done in your charge-
master vs. those that must be done by medical
records. If you don’t have some of them in your
chargemaster, your medical records department
is going to have an overwhelming amount of
work [when the final rule is implemented].”

She also recommends that providers make sure
that they have all of the modifiers in place for
their radiology procedures. “Radiology and any

of the 90,000 series of CPT codes are usually the
ones that are already in your chargemaster.” The
modifiers for physical therapy, occupational ther-
apy, and speech therapy also are easily put into
the chargemaster, she adds.

When Fee talks with providers about APC
preparation, he says the key issue is not to pro-
vide any service without having the diagnosis
code or a reason for providing that service.
“Hospitals write off thousands of dollars of
billing that they could submit if they had a diag-
nosis code,” he says.

Fee also advises providers to form an APC
preparation committee, comprised of key deci-
sion makers in the organization. This committee
should dig into the detail of the regulations and
make a financial analysis of what it means to that
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How are you using 
your observation codes?

When you are looking at your ambulatory pay-
ment classification (APC) preparation, you

might want to check the utilization of your observa-
tion codes and how you bill for chemotherapy.

First, do an analysis to determine which physi-
cians are always ordering observation, advises
Danelle Kelly , RN, CPC, CPC-H, a consultant with
D J Kelly & Associates in Schaumburg, IL. What
type of diagnoses are most common for these
physicians? 

“I like to give this example: What if you have 10
cardiologists on staff and two of them are always
admitting patients for observation?” she asks. “Why
don’t the other eight? How many truly become inpa-
tient? How many go home? It’s important to do an
analysis of what your observation usage is now.” 

Medicare’s reimbursement for observation is up to
48 hours, Kelly says. “They prefer 24, but they do
say you can do 48.” 

The problem is that many observation claims do
not meet the criteria for reimbursement by Medicare.
“That’s where we are seeing a lot of abuses,” she
says.

To receive reimbursement for observation,
Medicare requires the following:

• Providers must show active observation and
evaluation. “You can’t write ‘condition stable, vitals
per routine’ and then turn around and order a.m.
labs for the next day,” Kelly says.

• Providers cannot show an intent to keep the
patient overnight.

• Providers cannot use observation for
chemotherapy and blood transfusions.

• Providers must have post-surgery patients in
recovery for four to six hours before making the
decision to admit them to observation. “You can’t
decide two hours into your recovery period,” she
explains.

(The criteria are general rules. Check with your
local fiscal intermediary or carrier for more details.)

As for reimbursement for chemotherapy, providers
should have all of their chemotherapies “J-coded”
according to the dosage amount, she says. “Make
sure you are billing in the same amount as the J
code. That’s probably going to be different than the
amount you’re going to be dispensing.”

The providers will have to bill in units, Kelly
explains. “For example, the J code might be 30
mg, but you are giving 90 mg of the drug. If you
don’t bill three units of the 30, you will lose two-
thirds of your reimbursement if you bill the total
amount at once. You need to do it according to the
description in the HCPCS [HCFA common proce-
dure coding system] book.”  ■



facility. “In the end, they need to understand the
detail.”

When analyzing the impact APCs will have on
the facility, committee members should compare
their numbers against those of other hospitals
around the country since much of the reimburse-
ment is built around national averages, Fee says.
“Whether the regs change or remain the same,
when you start comparing yourself to other hos-
pitals to see how you fare, the answers will be
close enough that you can start making some
changes.”

One tool that might help with the financial anal-
ysis is a forecast of APC reimbursement impact 
by state, published in a report last July by San
Francisco-based Market Insights. One of the co-
founders of the company says he was “shocked”
by the difference between states.

For example, the impacts ranged from 8.8% in
Delaware to -49.9% in Alaska. (For more information
about the report, see Web site http://www.market
insights.com or call (800) 693-9976.)

Since information flow will change with the
final regulations, providers also should under-
stand what technology they will need and how
they are going to use the new data so they can
start modifying their systems or work with their
vendors to accommodate those issues.

And finally, providers can’t omit another impor-
tant piece of the puzzle when talking about APC
preparation: physician education. “Physicians
need to be educated so they all have the same
information,” Fee says. “You must try to make the
physicians understand how the payment system
works and what that means to the institution.”

Physicians respond well to data, especially 
if they show how they compare to other physi-
cians. “Physicians believe data; they don’t believe
hearsay,” Fee says.

“You can have information that says, ‘Here’s
how all the physicians are performing.’ You don’t
put names on it, but you start publishing it and
soon everyone has figured out where they stand.
That type of feedback is very effective.”

While providers may be hurrying to prepare
for APC implementation, Kelly doesn’t think
many will take advantage of the copay reduction
in the first year. HCFA is allowing providers to
reduce the copayment to their Medicare benefi-
ciaries and use it as a marketing tool for outpa-
tient services. 

“There is so much to do with APCs. And they’re
so different from what providers have done in the
past that I don’t think copay reductions starting in

the middle of the calendar year will have as big of
an impact as those that start the following January
2001,” says Kelly. “Because APCs are starting in
the middle of the year and not in January, addi-
tional instructions need to come from HCFA with
regard to the 90-day notification to the FI [fiscal
intermediary].”

Providers need to realize that if they elect to
reduce the copay on an APC, they must reduce
it on the entire APC, not just a portion of it, she
adds. And they have to inform their FI of any
intended reductions prior to 90 days of the
beginning of the calendar year, although many
providers have fiscal years ending in July or
October. “Halfway through their fiscal year
they would have to make this copay reduction.
That’s why I think most of them will wait dur-
ing the first year.”

Once providers make the decision to reduce
any copays, their FIs will find themselves bogged
down in making all the changes. “The FIs have to
tailor that information into their system for each
hospital that they service. That surprised them.
That’s a lot of detail,” Kelly says.

[The complete regulations can be reviewed on the
Federal Register On-Line (Sept. 8, 1998). Web site:
http://www.nara.gov./fedreg.]  ■

Providers try to get used 
to high-tech signatures
HIPAA may require digital certificates

Although a concern about electronic signa-
tures has been whether physicians reviewed

records that contained their signatures, authenti-
cation has become more of an issue now.

“Is it really that doctor who is signing the
record? Has the doctor given his or her key to
someone else so that the person can sign it and
the doctor isn’t looking at it?” asks Diana J.P.
McKenzie, a partner with Gordon & Glickson, a
Chicago information technology law firm. “How
do you know that it’s even an authorized user
who is doing it? Those are the issues that sur-
round the electronic signature.”

Columbia Presbyterian Medical Center (CPMC)
in New York City tackled the problem by requiring
physicians to attend a training session and sign an
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affidavit regarding the use of their electronic sig-
natures. CPMC has a check-off list along with this
signature, which verifies that each physician was
trained in the use of the electronic signature, confi-
dentiality issues, and the significance of the agree-
ment to be the sole user of his or her ID, PIN, and
password.

“Language in the agreement states that
[physicians] understand the serious nature of
this password and logon, that the logon and
password will only be used by them for their
patients,” says Karen Rosendale, RRA, senior
director of health information management at
CPMC. “The agreement also says that handing
out this [logon and password to other providers]
is grounds for disciplinary action up to and
including termination.”

In addition, the agreement states that physi-
cians agree to read a record before attaching their
electronic signature. The design of the system
also makes it impossible for physicians to just log
on and sign, Rosendale says. “They must scroll
through the entire document to be able to sign.”

Looking toward HIPAA

Providers may be becoming more comfortable
with logon and ID authentication technology at
the point of care with electronic medical records,
says Blackford Middleton, MD, MPH, MSC,
FACP, senior vice president for clinical informat-
ics at MedicaLogic in Hillsboro, OR.

Some confusion remains, however, over what
exactly is meant by the term “electronic signa-
ture,” he says. Does that include digital authenti-
cation? “In our world, we allow a person to log
on and identify themselves with logon/pass-
words combinations and then sign those electron-
ically. At this point, we haven’t seen the market
requiring us to further stick a digital fingerprint
of the document and store that along with the
document itself.” (To see how electronic signa-
tures are working in a transcription environ-
ment, see story, at right.)

CPMC adapts the digital electronic signature
format to its needs. To sign a document digitally,
the user must have a digital certificate. This con-
sists of a matched pair of public and private
encryption keys. 

The user needs both to sign documents and
have his or her signature verified. When the user
signs a document digitally, the software engages
the user’s private key to create a digital stamp for
that document. 

The software uses the matched public key to
decode the signature and ensure the contents
have not been altered.

Because Congress failed to act on privacy legis-
lation last fall, Middleton expects the Department
of Health and Human Services to set the standard
for electronic signatures, as required by the Health
Insurance Portability and Accountability Act of
1996 (HIPAA). This should include the additional
requirement of digital certificates, he says. “[A dig-
ital certificate] is a significant additional require-
ment that has to be managed.”

To prepare for the possible requirement, pro-
viders using electronic medical records need to
understand exactly what their vendor is supply-
ing to them, Middleton continues. “There should
be some form of electronic signature applied to
each piece of data stored in the record.”

MedicaLogic offers a security model with
roll-based authentication and authorization in
the record. “In our case, the person who wrote
each piece of data is identified with the time
and date in which it was written as well as the
final signer of the document. The document is
unchangeable medically and legally after that
fact,” he explains.

Providers also need to be concerned about
Internet health records, Middleton adds. “Physi-
cians need to be sure that the documents they cre-
ate using that tool also are signed and inviolate.”  ■

Electronic signatures aid
transcription efficiencies
Physicians can choose whether to use them

The record had been filed with a physician’s
electronic signature affixed to the bottom. But

the record was incomplete — the transcriptionist
left several blanks where she didn’t understand
the physician’s words.

This was the fear of Joyce Graves, ART, direc-
tor of health information management (HIM) at
Hinsdale (IL) Surgical Center when her facility
adopted electronic report authentication.

It never happened. Instead, Hinsdale achieved
its goal of increasing efficiency in the transcrip-
tion process.

At Hinsdale, electronic signatures are used
based on a physician’s preference. “Doctors are
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not required to have one, but it works well if they
agree to it,” Graves says. 

If they agree, the physicians read the hospital’s
policy and sign a document, which states that the
physicians agree to having an “electronic signa-
ture” line affixed to each record at the end of their
dictation. “It goes right on to the transcription
report,” Graves says. Only a few of the 140 physi-
cians at Hinsdale have not agreed to use the elec-
tronic signature.

The physicians are then assigned secret four-
digit ID numbers. When they call into the system,
they give that ID number, which identifies them
as being the user.

“[Participating physicians] dictate into a tele-
phone line,” Graves says. “They can do that
within our facility or from any telephone. It goes
to the service and then the service downloads it
to the individual transcriptionist.”

When the reports are returned from the tran-
scription service, Graves proofreads them while
she is coding them. She then forwards them to
the physicians. “They have a 72-hour window
from the time that they receive a report to make
corrections to it. After that, it’s assumed that
everything is correct in the report. The doctor can
hand-write in any additions or the doctor can
write all over it and ask that it be edited and cor-
rected and retyped.”

Doctors have option of old form

If the reports need to be retyped, physicians
may request during the dictation that they do not
want to have the electronic signature attached to
the record. They also might say this because the
report is long or includes some words that they
think that the transcriptionist might misspell.
“Then we’ll just get a report that has a line on it
for a signature,” she explains.

Hinsdale’s policy regarding the electronic sig-
nature is in line with that of the Joint Commission
on Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL, Graves says. (For more
information about the Joint Commission’s pol-
icy, see box, at left.)

“It’s our responsibility to make sure that the
phrase ‘electronic signature’ is at the end of each
report provided that there are no obvious errors
in the report or blanks. If it seems like a complete
report, then it’s marked with the electronic signa-
ture type stamp,” she says. Physicians, however,
have the responsibility to make sure they have
received all of their reports.

The electronic signature system has saved
Hinsdale quite a lot of time. “It used to be that we
would get the reports from the transcription ser-
vice, and we would have to make a copy right
away,” Graves explains. 

“We would put the original in the chart and
mail out the copy. The doctor would have to read
it, sign it, and mail it back to us.” That would
often result in an unsigned copy staying in the
chart for more than a week, she adds.  ■
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Joint Commission Standard
on Electronic Signatures

Here is the standard from the Joint Commission
on Accreditation of Healthcare Organizations in
Oakbrook Terrace, IL, which pertains to electronic
signatures:

Standard IM.7.8

Every medical record entry is dated, its author
identified, and when necessary, authenticated.

Intent of IM.7.8

The hospital has a system in place to:
✔ ensure that only authorized individuals make

entries into medical records;
✔ identify the date and author of every entry in

the medical record; 
✔ enable the author to authenticate an entry to

verify it is complete, accurate, and fast.

The author authenticates those entries required
by hospital policy. The hospitals ensure that,
at a minimum, entries of histories and physical
examinations, operative procedures, consulta-
tions, and discharge summaries are authenti-
cated. Other entries are authenticated as
specified by the hospital policy or medical staff
bylaws or as required by state or federal law 
and regulation.

Hospitals establish policies and mechanisms to
ensure that only an author can authenticate his
or her own entry. Indications of authentication
can include written signatures or initials, rubber
stamps, or computer “signatures” (or sequence
of keys). The medical staff rules and regulations
or policies define what entries, if any, by house
staff or nonphysicians must be countersigned by
supervising physicians.

Source: 1999 Hospital Accreditation Standards.



Cooperation with systems’
vendor aids provider
Hospital wanted integrated statistical information

Sometimes to get what you want you have to
participate in the process. One hospital in

Canada took this approach when it began a
search for a way to integrate statistical and finan-
cial information and make it available in a desk-
top computer system.

“I wanted a way to put that information on the
desktop for managers, rather than creating a
huge paper-based system that would never be
able to integrate the two properly or deliver
information on a timely, actionable time frame,”
says Eric MacDonald. He is assistant executive
director of St. Joseph’s General Hospital in
Comox, British Columbia, Canada.

St. Joseph’s is a Catholic-based hospital with
230 beds — 100 in acute care and 130 dedicated to
long-term care patients; it serves a community of
60,000. The $40 million annual budget includes
an off-site facility managed by the hospital, 40
general practitioners, and a total of approxi-
mately 70 on the medical staff.

A few years after beginning his search, Mac-
Donald contacted Ormed Information Systems
Ltd., a health care information systems company
based in Edmonton, Alberta, Canada. St. Joseph’s
licensed Ormed’s PRESTO suite of integrated
programs, but MacDonald and other users were
given the opportunity to provide feedback on
further refining the software. Now MacDonald
can see the impact of the suggestions he and oth-
ers on the St. Joseph’s staff have made.

“The PRESTO Discovery product is something
that came out of suggestions that we initially
made to Ormed about how [information] might
be presented to a user,” MacDonald says. The
product allows department managers to access
their own data and the executive team to access
statistical and financial reports on-line. With the
help of computerized “wizards,” they can also
define and run their own summary cost center
reports.

MacDonald says he now handles all his bud-
geting with department heads in their offices, on-
line. “I turn the [computer] screen around so we
can both see it, and we look at a template we’ve
written that will take the year-to-date informa-
tion from the current fiscal year projected out to

year end.” Department heads add their price and
volume assumptions, and they can run a budget
for the department or cost center in five minutes.

With the software, MacDonald has been able
to use the same number of accounting staff since
1991. Then, the staff was working only for one
hospital; now they do the accounting for a
regional laundry, a nursing home, and a founda-
tion. “The reporting we do has increased four-
fold since 1991. In addition, in terms of dollars,
the budget has grown by roughly 20%. Both of
these increases have taken place without adding
staff,” he adds.

Managing the materials

MacDonald isn’t the only person at St. Joseph’s
who saw his comments incorporated into the
software product. Dave Higgs, materials man-
ager for St. Joseph’s, struggled with keeping track
of contracts.

“In the product suite, there is a program called
contract management. That product [evolved
from] a conversation I had with Ormed about the
need for an additional module that would allow
me to track my contracts more easily,” Higgs
says. The system now imports electronic vendor
responses for comparative analysis and for the
automatic update of related materials manage-
ment files.

The software enables Higgs to maximize his
time. “I have the ability to place orders, place them
fast, and have the receiving done accurately.” In
addition, St. Joseph’s integrated inventory sales
with the billing and accounts receivable programs.
“The invoice is paid and cleared quickly,” he says.

The system also has the ability to “drill down”
into St. Joseph’s financial data, says Sandra
Pentland, manager of accounting services. She
oversees the accounts payable, accounts receiv-
able, and general ledger. The drill-down feature
allows the user to find out the details of a given
accounting entry.

“You get at the top level of an accounting entry,
and you keep drilling into it — even into the sub-
system it’s coming from — until you get down to
an invoice number, a name, or a time card. It
saves you the time of running back and forth to
the file cabinet to look up a vendor,” she adds.

The general ledger is built the same way.
“One of the biggest adjustments we’ve done in
the last couple of years is that we’ve combined
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Accuracy, consistency are achieved

If the pilot project of a Wisconsin research and
teaching hospital catches on, the distinct divi-

sion between hospital services coders and physi-
cian fee coders could soon begin to blur, leading
to one coder handling both sides of the coding
process.

The University of Wisconsin Hospital and
Clinics (UWHC) in Madison is using coders who
handle both the professional fee side and the hos-
pital services side of coding patient encounters.
The three coders at UWHC, who have the job
titles of medical center coders, have started their
hybrid coding in ambulatory services. Two of
them code for the hospital emergency department
(ED), and one codes for a dermatology clinic.

Changes were on the way

“This started out to provide consistent data so
that what was coded for hospital services was
consistent with what was coded for the physician
services,” says Bill French, MBA, RRA, director
of health information services at UWHC, which
includes 80 clinics. “As Medicare became more
and more of an issue, [it ensured] accuracy on
both sides.”

When discussions about creating a new type
of coder began about six years ago, health infor-
mation professionals at the hospital and the
University of Wisconsin Medical Foundation, an
affiliated physician organization, knew changes
were coming. Not the least of these was the
eventual spread of prospective payment systems
from inpatient to outpatient settings.

“We knew that APGs [ambulatory payment

groups] are down the road and wanted to make
sure we had good-quality coding for the hospital
side,” French explains. “And we wanted to base
the coding on the actual documentation, rather
than on what somebody checked off a list or what
the physician may have indicated verbally but
did not document.”

UWHC expects that coders who have access to
both the physicians and their documentation will
achieve greater accuracy. “Coders can’t just dis-
cuss something in the hallway with the doctor.
They have to complete the documentation so it
accurately reflects what was done to the patient,”
French says.

Source documents are within easy reach

To bring them closer to patient encounters,
UWHC medical center coders are located in the
departments for which they code both the hospi-
tal and physician services. The two emergency
department coders work near the ED, while the
third coder is located at the dermatology clinic.

That way, the source documents — narrative,
lab results, radiology results, or any diagnostic
tests that are done — are within easy reach, French
explains, and the coders are in close proximity to
the physicians.

“You want them to have good contact with the
care providers. You want good communication,
and then they also have to have access to the doc-
umentation,” French says.

The nearness to caregivers will be a key compo-
nent of the medical center coders’ success, pre-
dicts Rita Scichilone, MHSA, RRA, CCS, CCS-P,
PMM, a practice manager in the coding products
and services division with the American Health
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Information Management Association (AHIMA)
in Chicago. Because medical center coders will be
working closer to the care setting, they will be
“more in tune than people in medical records.
They’ll get a lot more cooperation from physicians
for the information that you need to code for the
facility.”

In addition, “With one pass through the record,
gathering all the information needed for hospital
and professional fee coding, the big advantage is
consistency of data; you would never have codes
disagree. They’re constantly in that chart review-
ing and updating,” she says.

AHIMA offers separate certifications for hospi-
tal and physician office coders: Certified Coding
Specialist (CCS) for inpatient encounters and
Certified Coding Specialist — Physician-based
(CCS-P), a new certification that is about a year
old.

Coding moves into ‘hybrid world’

The idea of one coder handling both sets of
coding systems gets a positive response from Sue
Prophet, RRA, CCS, director of classification and
coding for AHIMA. “It’s a good idea because
we’re sort of moving into a hybrid world where
the lines are getting blurred, and more and more
you see people doing more duties and getting
involved in coding in physicians’ offices in inte-
grated delivery systems.”

“There could be a day where . . . it became one
credential and everyone had to know coding in
all areas. It’s not like that in coding right now,”
she explains. 

“There are still rather defined skill sets that are
somewhat different on the two sides for physi-
cian services vs. billing for the DRGs [diagnosis-
related groups] on the inpatient side. There is
enough delineation to warrant two credentials,
but if you’re working in two areas, there is cer-
tainly nothing to preclude people from getting
both credentials.”

So far, the pilot program gets high marks,
French says, though results haven’t been quanti-
fied. “There are some efficiencies to be gained,”
he says. “You do find lost charges that may have
been coded but not charged for and vice versa.”

The pilot is working so well that UWHC plans
to expand to 26 medical center coders, each cod-
ing both the hospital services and the physician
fee sides of patient encounters — as many as
15,000 to 20,000 encounters annually.

The three medical center coders at UWHC are

employed by the medical foundation, although
they could just as well be employed by the hospi-
tal, French says.

The medical center coders are co-supervised
by a manager from the physician organization
and a manager from the hospital. As the num-
ber of medical center coders grows, UWHC
plans to hire a separate supervisor to manage
them. Under the expansion plan, the supervisor
will handle training and education on compli-
ance issues, including making sure the coders
are aware of coding changes and the latest
HCFA and carrier regulations.

“We’re making sure they get all the material
and that they understand it, and the supervisor
will audit their coding to make sure they can
demonstrate the coding,” French explains. The
supervisory tasks currently are handled by the
two co-managers.

Although the medical center coders are
expected to possess a larger body of knowledge
than either hospital or physician services coders,
their salaries are not initially higher than those of
their colleagues, French says. “We are addressing
pay issues,” he adds.

Moving forward, medical center coders will be
divided into three levels based on skill sets. “We’re
breaking it down the way we expect the APG sys-
tem to break down,” he explains.

Level one medical center coders will handle
mainly medical visits where no procedures are
performed. Level two coders will code roughly
three to five medical specialties where proce-
dures could be involved. Senior coders will
have the knowledge to “code everything,”
French says. “Obviously, we’ll have more peo-
ple in the first two levels. The senior level is
going to be someone who has been around for 
a long time and can basically go anywhere and
code.”

Coders will stay with same doctors

When more medical center coders come on
board, they’ll be assigned to handling hospital
services and physician fee codes for a particular
area. 

“We’re not going to play musical coders,”
French says. “The plan is, the coders will basi-
cally stay with the same group of doctors until
they are reclassified [to a higher level] and go on
to [code] surgery.” That way, they’ll be able to
develop a rapport with a particular group of doc-
tors, he adds.
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The plan sounds great to Scichilone, but she
wonders where health care providers will find
enough coders with the breadth and depth of cod-
ing knowledge to handle both the hospital coding
guidelines and physician services guidelines.
“Where are you going to find these wonderful
people? It’s tough to find good qualified coders
now,” she says.

Education, training are the answers

The answer lies in keeping lines of communica-
tion open with local education centers, French
says. “We have improved our communications
with local and regional associate’s-level and bach-
elor’s-level health information programs, as well
as local community college programs.”

Training current employees also will ensure a
solid foundation of knowledge, French says. To
master all the necessary information, “You do
have to know about the two sets of coding guide-
lines. But you’re going to start out with a small

number of specialties, and then you’re going to
progress. You’ll do medical [coding], then some
medical and some surgery [coding], and so on.
The trick is going to be training these people on
how to code in both sets of codes. The two coding
managers will develop the training.”

UWHC is planning to use implementation
teams to ensure that the expansion of the use of
medical center coders progresses smoothly. The
teams will consist of hospital medical records;
coding management; and representatives from
fiscal management, human resources, and infor-
mation systems. 

Physicians, physician practice managers, and
their administrative staff will round out the
teams from the medical foundation side. The
implementation teams also will monitor and
audit the pilot project’s growth, French says.

Next on the roster of hospital services to receive
the benefits of medical center coders are oncology,
neurology, transplant, surgery, ENT, orthopedics,
and urology.  ■
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AHA resource helps hospitals
meet OIG guidelines

The Chicago-based American Hospital
Association (AHA) and its subsidiary AHA

Insurance Resource Inc. (AHA-IRI) have teamed
up with Communication Blueprints, LLC, to
offer health care providers a resource for plan-
ning and implementing a compliance communi-
cations program.

The 2000 Compliance Communications Work Plan
and Toolbox spells out the basic steps necessary for
effective compliance communications. This 200-
plus page resource features ready-to-use tools,
such as an announcement poster, code of conduct
booklet, CEO letter, presentations, and newsletter
articles, which are available on CD-ROM and
diskette. Chief compliance officers and hospital
communication professionals can customize these
tools to fit their programs.

Developed in conjunction with the Compliance
Communications Advisory Board, the 2000

Compliance Communications Work Plan and Toolbox
features “best practice” guidelines and tips for
the following:

• rolling out a communications program;
• responding to a crisis, such as receiving a

search warrant;
• keeping employees informed about policy,

actions and progress;
• mitigating the impact of an investigation

within your community.
It also includes:
• basic compliance presentations for employ-

ees and community leaders;
• a code of conduct booklet;
• forms for planning and documentation;
• elements of a model compliance plan;
• five things every employee should know

about compliance;
• OIG compliance program guidance for 

hospitals;
• a glossary and resource directory;
• compliance graphics for a hospital to cus-

tomize with its name and logo.

For more information about the 2000 Compli-
ance Communications Work Plan and Toolbox, call
AHA at (800) 242-2626 or Brenda Todd (312) 649-
0371, or visit the AHA Web site at http://ww.aha.
org/compliance.  ■



ASCs g et pay hike 
Ambulatory surgical center (ASC) facilities

received a small pay hike as of Oct. 1. These new
rates are in effect until the new ambulatory pay-
ment classification pay system goes into effect
next year. 

The new ASC rates are: Group 1/$317; Group
2/$425; Group 3/$486; Group 4/$699; Group 5/
$683; Group 6/$794; Group 7/$949; Group 8/ $934. 

Medicare co vers insulin pumps
The Health Care Financing Administration

(HCFA) now covers insulin infusion pumps for
seniors with Type I diabetes, which affects about
5% to 10% of the estimated 16 million Americans
with diabetes. 

The agency, however, declined to also cover
insulin pumps for Type II diabetic seniors, say-
ing the devices had yet to be shown effective for
these patients. 

“Making the insulin pump available to
Medicare beneficiaries will improve the quality
of their lives. The infusion pump offers them a
choice to better control their condition so that
they are more active and productive,” said
HCFA Deputy Administrator Michael Hash. 

Medicare to garnish some pa yments 
As part of its get-tough program, HCFA on

Sept. 21 published a proposed rule giving it power
to “offset” Medicare payments to providers whom
it says have been overpaid by Medicaid and have
not yet refunded the money.

Crackdo wn on home o xyg en therapies 
HCFA has launched a crackdown on improp-

erly documented certificates of medical necessity
(CMN) for home oxygen equipment. 

A recent Office of Inspector General audit of
medical records and billing documentation for
home oxygen therapy found one-quarter of oxy-
gen CMNs were either inaccurate or incomplete.
Indeed, 27% of the claims reviewed lacked
proper documentation, confirming test results
recorded on the CMN. Even more suspicious,

13% of beneficiaries reported they never used
their portable oxygen systems. 

In response, HCFA has agreed to target oxygen
claims for focused medical review.

Magistrate nix es ‘do wn pa yment’ challeng e
A lawsuit by 11 provider specialty organizations

challenging the propriety of HCFA’s decision to
use 1998 rather than 1992 as the base year for cal-
culating the so-called “down payment” — which
kicks off a four-year transition to Medicare’s new
relative value unit-based physician fee schedule —
recently took a blow when a federal magistrate
reviewing the case recommended to the U.S.
District Court in Chicago that the agency’s action
was reasonable. 

The hospital-intensive specialties backing the
lawsuit argue that HCFA did not have the author-
ity to take the action it did and that the law
required the earlier 1992 time frame be used as
the base year.

The difference between the two dates trans-
lates into nearly $500 million in additional pay-
ments to primary care-oriented doctors during
base year transition, which mainly came out of
the pockets of surgical specialties. Also, the later
date acts as a multiplier, increasing future pay-
ments to office-based practices at a faster rate
than if 1992 was used.

While awaiting the U.S. District Court’s final
decision, specialty groups are also waging what
some consider to be an uphill battle to convince
Congress to delay implementation of the practice
expense transition process.  ■

• The 18th annual Data Center Conference
Operations Center.com: Taking the Data Center
to e-business and Beyond, will be held on Dec.
1-3 in Orlando, FL. The conference, sponsored
by the Gartner Group in Stamford, CT, will dis-
cuss how to prepare your central operations cen-
ter for the pitfalls and opportunities of the next
millennium. 

For more information, call (203) 316-1111 or
visit the Web site at http://gartner4.gartnerweb.
com/public/static/events/lsc18/lsc18.html.  ■
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everything,” Pentland says. “I can go from
doing checks for one facility into [doing them
for] another facility. That saves a lot of time,
instead of having to close down one program
and going into another program.” The software
uses a well-established platform (Novell or NT)
and has been stable ever since it was first imple-
mented, says Yokee Wong, director of biomedi-
cal engineering and information. “When a
problem or glitch does present itself, it usually
takes more time for people to log off than it does
for me to fix the problem.

MacDonald is pleased with the progress St.
Joseph’s has made. “We have discovered ways of
eliminating the paper-based reporting system
and connecting managers to interactive tools that
reveal both the path ahead for the organization
and our progress down that path.” 

The hospital continues to work with Ormed
on its software products. MacDonald and his
staff are now using and providing feedback on
E-PRESTO, software that is Web-enabled and
database independent.  ■

The computer screen is
frozen, and the heat’s off
Drills test staff's knowledge of Y2K plans

You’ve tested your computer systems and
medical devices for Y2K transition problems.

You’ve developed a contingency plan. But in the
event of a Y2K emergency, how would staff actu-
ally respond? Several hospital systems decided to
answer those questions with a Y2K drill.

NCH Healthcare System in Naples, FL, ran a
scenario-based drill on Sept. 9. “For the purposes
of our drill, we tested staff knowledge and the
ability to respond to the various failures,” says
Sallie Williams, vice president and CIO. “We
didn’t change any dates on equipment; we didn’t
turn any equipment off.”

NCH’s four-hour drill involved 54 different
events and failures, including internal device
and system failures, external factors such as 
utility failures, and employee/human resource
issues such as staffing shortages. The 9 a.m. to 
11 a.m. part of the drill simulated midnight to 2
a.m., Jan. 1, 2000, and the 1 p.m. to 3 p.m. portion

simulated 9 a.m. to 11 a.m., Jan. 4, 2000. All of the
system’s units — two hospitals, one home health
agency, and some offsite locations — partici-
pated in the exercise. 

To prepare for the start of the drill, volunteers
opened command centers at both hospitals and
furnished them with computers, faxes, telephones,
and printers. The command centers were manned
by two vice presidents from the health system.

Volunteers, called “observers,” dressed in
orange “hazmat” vests and “Y2K drill team” name
tags. They visited three to six departments in the
two-hour time frame, armed with an “exercise/
failure” form that described a specific failure for
each department. (See a copy of the exercise/fail-
ure form on p. 188.)

“The observers had individual forms that told
which department they were going to, the type of
failure, and the background of the scenario [such
as air temperature in the department and the cen-
sus numbers],” Williams explains. “We were
telling them that the glucometers had failed or
that all PCs based on a Windows 95 problem had
failed.” The form gave the participating staff a
quick overview of the drill in case they hadn’t
been alerted to it through messages distributed
through NCH’s order-entry system.

The observer then talked with a manager or
the person in charge plus two to three employees
in each department, and recorded their names,
titles, and reactions to their particular problems.
If a failure involved other departments, such as
biomedical or engineering, the staff in the depart-
ment where the failure originated were encour-
aged to call the affected departments. Calls to
outside agencies went to the “Y2K drill head-
quarters,” where an internal auditor and risk
manager conducted the drill.

Williams says she was sure that employees
might scurry away when they saw the orange vest
approaching, but they didn’t. She says she also
expected most of the staff would be unsure of the
contingency plan and what manual procedures to
use in case of device failure. She was wrong on
this, too. “We were pleasantly surprised that less
than a handful of people said, ‘I don’t know what
to do’ or ‘Talk to my supervisor.’”

In fact, many of the participants enthusiasti-
cally supported the drill. “Everyone really got
into it,” Williams says. The vice presidents man-
ning the command centers found themselves
with six or seven telephones ringing at once.
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The drill involved quite a few volunteers.
“When we counted the number of people who
participated in one form or fashion in the drill,
it was more than 350.”

The observers were chosen from support per-
sonnel with good observation skills. “These
were non-management staff who we pulled
from the quality management, risk manage-
ment, internal audit, and education depart-
ments,” she explains. “We didn’t want any of
the people who were writing the drills and the
scenarios or acting as observers to be on the
management side of the drill. Managers needed
to be in their departments.”

California decided to test Y2K readiness on a
grand scale with a statewide hospital and ambu-
lance general emergency readiness exercise. All 473
acute care hospitals, 15 VA hospitals, as well as 273
private ambulance services, were invited to partici-
pate in the Sept. 16 drill, which was coordinated by
the Emergency Medical Services Authority and 
the California Healthcare Association, both in
Sacramento. Of the invited hospitals, about 350
accepted the invitation.

The statewide test was a mix of disaster emer-
gencies involving an influx of “injured” volun-
teers to “paper tests,” in which hospitals solved
hypothetical problems. Some of the mandatory
objectives of the tests for the hospitals included:

• implementation of the facility’s disaster plan;
• assessment of the backup generator system;
• use of communications other than the tele-

phone to reach the County Emergency Operations
Center, nearby hospitals, or sister hospitals;

• assessment of backup systems or techniques
to handle potential problems associated with at
least one computer system critical to the opera-
tion of the health care facility;

• assessment of the ability to respond to a
large influx of patients and subsequent facility
overcrowding.

Officials say they are pleased with the results of
the drill, but are still compiling results. Hospitals
are assessing their own readiness and filing them
anonymously with the California Healthcare
Association. The reports will then be forwarded 
to local and state emergency agencies.

To be effective, hospitals, health systems, or
even statewide organizations must base their drill
events on plausible scenarios, Williams says.

“For example, our drill mentioned specific
manufacturers. It specified specific equipment
that was germane to us. We had worked for
about six or seven weeks prior to the drill in

weekly meetings with groups of people including
the educators, risk management, internal audi-
tors, and safety officer. These people really know
our operation and could create events or failures
that they knew had challenged us before and we
hadn’t responded well. The events were credi-
ble,” she continues. “Otherwise, managers and
staff will say, ‘That will never happen.’”

(For more documentation about the NCH Health-
care System drill, visit the Web site: http://www.rx
2000.org/data/selfhelp.html. More information about
the California drill can be found on Emergency
Medical Services Authority’s Web site: http://www.
emsa.ca.gov.)  ■

How PPS affects nursing
home reimbursement
By Joel Mattison, MD, FACS
Physician Advisor
Department of Clinical Resource Management
St. Joseph’s Hospital
Tampa, FL

The prospective payment system (PPS) for
nursing homes became effective January 1999.

This system uses resource utilization groups
(RUGs) instead of diagnosis related groups
(DRGs) used in hospitals, and it represents a dra-
matic change for nursing home reimbursement
that will impact hospitals, in turn.

Here are some details on the reimbursement:
❒ Hospitals will receive only a partial DRG

payment for 10 selected DRGs if a patient is dis-
charged to a post-acute setting prior to the desig-
nated DRG length of stay (LOS). The list of 10
will probably be expanded later.

This regulation is intended to ensure that
patients remain in the acute care hospitals for the
entire duration of the specified DRG LOS, or at
least that is the predictable effect. The 10 “transfer
DRGs,” representing “transfer discharges” are:

• DRG 014 — specific cerebrovascular disor-
ders, except transient ischemia attack;
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• DRG 113 — amputation for circulatory disor-
ders, excluding upper limb and toe;

• DRG 209 — major joint and limb reattach-
ment procedures of lower extremity;

• DRG 210 — hip and femur procedures,
except major joint with complication or comor-
bidity (CC);

• DRG 211 — hip and femur procedures,
except major joint without CC;

• DRG 236 — fractures of hip and pelvis;
• DRG 263 — skin graft and/or debridement

for skin ulcer or cellulitis with CC;
• DRG 264 — skin graft and/or debridement

for skin ulcer or cellulitis without CC;
• DRG 429 — organic disturbances and mental

retardation;
• DRG 483 — tracheostomy except for face,

mouth and neck diagnoses.
❒ This includes discharges to freestanding or

hospital-based skilled nursing units (SNUs),
rehabilitation hospitals (or units), home health
agencies, or other long-term acute hospitals.

❒ It is intended that other DRGs will be selected,
based on high rates of discharge to these post-acute
settings.

Everybody will get identical pay rates

Hospital-based skilled units and freestanding
skilled facilities will receive the same payment,
whereas currently hospitals receive a higher rate,
based upon their higher costs.

❒ Payment is no longer cost-based but is deter-
mined by RUGs, which are established based on
the minimum data set assessment and industry
norms.

❒ The RUGs payment rate is much lower than
the current hospital-based SNF rate.

❒ RUGs are assigned, based upon the amount
of resources required to provide care, not by the
patient’s diagnosis or actual costs of care.

❒ The RUGs payment rate is a fixed per diem
that includes:

• routine care;
• rehabilitation care;
• non-therapy ancillaries;
• capital expenditures;
• overhead.
Not only will nursing homes be taking fewer

patients, but they will be insisting upon having the
patients transferred early in the day so that they
can document appropriately to receive compensa-
tion for that first day. If, for example, physical ther-
apy was ordered, and the physical therapist has

already left when the patient arrives by transfer at
4:30 p.m., then the nursing home loses the pay-
ment for that first day.  ■

AHIMA delegates approve
new certification titles
Change takes effect Jan. 1, 2000

Get ready to change your certification titles. 
In a move applauded by some and criticized

by others, the house of delegates of the Chicago-
based American Health Information Management
Association (AHIMA) voted Oct. 3 to rename reg-
istered record administrator (RRA) to registered
health information administrator (RHIA), and
accredited record technician (ART) to registered
health information technician (RHIT).

“Beginning January 1, 2000, we are asking all
health care industry employers and personnel to
recognize RHIA and RHIT as the certifications for
HIM [health information management] profes-
sionals,” said AHIMA president Claire R. Dixon-
Lee in a statement. “We encourage health care
industry employers to discuss the HIM role
changes — and subsequent certification title
changes — with their HIM employees if they
want or need more information.”

AHIMA says it chose these particular titles to
more accurately reflect current HIM practice and
how it fits in with the functions of other health
care personnel. The titles also take into consider-
ation industry trends, such as the implementa-
tion of computer-based patient records and the
increased dependence on data for measuring
quality and enhancing patient care, the associa-
tion says. (For a more detailed discussion of the
credential debate, see Hospital Payment &
Information Management, October 1999, p. 149.)

After the vote, some AHIMA members com-
plained in HIM listserv postings that they felt
they had no input in the voting. AHIMA dis-
agrees, adding that before voting on the accep-
tance of the new titles, the 186 delegates, who are
HIM professionals from each state, discussed the
topic at summer team talks, in the Vision 2006
issue forums on the association’s Web site, and
through state HIM association meetings.

Other members thought emphasis should
now be placed on AHIMA’s plans to promote
the HIM profession among government entities,
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health care employers, and other industry
groups. “I am anxiously waiting to see the 
‘marketing’ that AHIMA has promised with
this change to help in promoting our profes-

sion,” says an unidentified HIM professional 
on a listserv. The multi-year marketing cam-
paign is expected to begin next year.

[For more information about the new titles, visit the
AHIMA Web site at http://www.ahima.org or call
AHIMA at (312) 233-1100.]  ■

Studies forecast bleak
BBA impact for hospitals

Data released in September by HCIA Inc. in
Baltimore and Ernst & Young LLP in New

York City indicate that the Balanced Budget Act
of 1997 (BBA) could leave a majority of the
nation’s hospitals in the red by 2002, if Congress
and the Clinton administration don’t take further
action.

“The industry may likely see reductions in 
hospital staffing and services, reduced levels of
patient care, and less investment and expansion
in local communities,” says HCIA senior vice
president John Morrow. 

“The bottom line is that these cuts may hurt
communities nationwide, urban and rural alike.
All health care constituents need to understand
that these cuts may have a far-reaching and long-
lasting impact on the quality of care delivered to
the nation’s seniors,” he adds.

Analysis of the September 1999 numbers
reported by hospitals indicate that, nationwide,
hospital total profit margins will fall from their
current median level of just over 4% to below
zero by 2002. In March, HCIA/Ernst & Young
data showed a possible 3.6% margin by 2002, but
in June, HCIA data showed 2002 profits dropping
to -0.28%.

The September 1999 figures from HCIA indi-
cate that the median hospital’s total profit 
margin could fall to -0.41% by 2002. The

changes are based upon actual results reported
by U.S. hospitals subsequent to the implementa-
tion of year one BBA cuts.

These findings are substantially worse than
original government reports. Earlier this year,
MedPAC, the government agency that advises
Congress on Medicare inpatient reimbursement
rate changes, predicted a financially healthy
future for hospital profits. 

But those predictions were based on profit
margins for Medicare Part A (inpatient) services
only. The HCIA/Ernst & Young analysis consid-
ers all hospital services for all patients. HCIA
says it will continue to monitor and assess the
effects of the BBA on hospitals.  ▼
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JCAHO announces 
restructuring plans

Sept. 30, the Joint Commission on Accreditation
of Healthcare Organizations in Oakbrook

Terrace, IL, announced an organizational restruc-
turing and staffing realignment to focus its atten-
tion and resources on enhancing the quality,
adaptability, and affordability of its accreditation
services. The restructuring delineates separate
functional units for evaluation and accreditation,
consultation and education, and research. The
realignment results in the elimination of a number
of open positions and a modest reduction in the
Joint Commission work force. “This realignment
creates a synergy throughout the organization that
will optimize the position of the Joint Commission
for the new millennium,” says Dennis S. O’Leary,
MD, president of the Joint Commission.

Don Nielsen, MD, senior vice president for
quality leadership for the American Hospital
Association, told AHA News that hospital execu-
tives “should recognize JCAHO is experiencing
the same restraints they are. Just as hospitals are
trying to improve efficiency and effectiveness, so
too is JCAHO.”  ▼

NIH senior policy analyst
elected AHIMA president

Barbara Fuller, JD, RRA, of Montgomery
Village, MD, was elected president-elect of

the American Health Information Management
Association (AHIMA), a Chicago-based national
association of nearly 40,000 medical record and
health information management (HIM) profes-
sionals founded in 1928.

In addition to her involvement with AHIMA,
Fuller is a senior policy analyst at the National
Human Genome Research Institute at the
National Institutes of Health in Bethesda, MD.

Based on her legal training and HIM experi-
ence, Fuller has opted to make one of the focuses
of her presidency “to assist in providing state-of-
the-art resources and opportunities for AHIMA
members to achieve the highest possible profes-
sional standards.” Fuller will take the office of
president-elect on Jan. 1, 2000, and president on
Jan. 1, 2001.  ▼

Access to meds during
Y2K should be normal

Consumers will have access to a substantial
supply of medications during the Y2K date

change, and there should be no need for con-
sumers to overbuy medications in preparation for
Y2K, according to the Pharmaceutical Alliance for
Y2K Readiness in Washington, DC.

The alliance is a coalition of drug manufactur-
ers, wholesale distributors, pharmacies, and
health care organizations working closely with
government leaders to ensure consumers a con-
tinued and substantial supply of pharmaceuticals
through Jan. 1, 2000. It recommends that con-
sumers refill prescription medications as they
normally would — when they have a five- to
seven-day supply remaining.

Some of these federal organizations include the
President’s Council on Year 2000 Conversion, the
Senate Special Committee on the Year 2000 Tech-
nology Problem, the Food and Drug Administra-
tion, the Department of Health and Human
Services, the Federal Trade Commission and the
Department of Veterans Affairs. “Substantial
progress has been made, and government and
industry are confident that the pharmaceutical sup-
ply system should continue to function normally
through January 1, 2000,” says John A. Koskinen,
chairman of the president’s Y2K Council.

For more information about the alliance, visit
its Web site at http://www.y2kmedication.com
or call (202) 969-0621.  ■
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E/M coding, NOV:163

Hospitals are ‘not getting’ the urgency
of using modifiers, APR:49

No ICD-9-CM changes in October,
AUG:126

OIG report finds DRG 014 overpayment
trend, NOV:173

Web site offers coding and payment
info resource, MAY:78

Compliance
Compliance educational videotapes

available, SEP:144
E/M coding puts your hospital at risk —

and you may not know it, NOV:161
Know how long to keep that health

information, AUG:125
Need help developing your compliance

plan? JAN:12
Who’s minding the compliance store?

SEP:134

Confidentiality/Privacy
Battle intensifies over medical records

confidentiality legislation, JULY:97
Congress tackles health info

confidentiality, JUNE:93
Movement on privacy legislation stalls,

SEP:141
Providers try to get used to high-tech

Signatures, DEC:179
Report compiles state privacy laws,

OCT:159

DRG Coding Advisor
Aging of population means more

cardiac procedures, JUNE:87
Coding of collagen implants for

incontinence, JULY:106
CPT codes changed for skin graft

operations, JULY:104
CPT panel endorses E/M code

revisions, SEP:135
Document precisely to avoid care plan

errors, AUG:119
Government gives the term ‘alphabet

soup’ new meaning, JAN:7
It’s time to look at the nitty-gritty of

EDI, OCT:151
Medicare rules established for home

glucose monitors, JULY:103

More alphabet soup with another
reimbursement system, FEB:23

New codes for stereotactic
radiosurgery, MAR:39

Outpatient rehab codes outlined in 1998
document, AUG:120

PROs’ sixth scope of work disclosed,
JAN:9

Same-day treatments require special
coding, JULY:103

Stimulation therapy has many faces, but
few codes, NOV:167

Strabismus surgery coding is easier this
year, JULY:105

What’s in store for 108 in ’99, JAN:10
What’s new with the ICD-10-CM

system? APR:55

Fraud and abuse
Big brother gets in the data collection

business, JAN:4
Feds go to great lengths to fight fraud,

JUNE:84
Fraud and abuse detection software

enters a new age, APR:52
GAO report details abuses in use of

False Claims Act, OCT:158
Government makes Medicare recipients

special agents, May:71
Happy new year: Fraud and abuse

investigators try a different
approach, JAN:1

HCFA has new fraud-fighting plan,
JUNE:95

OIG report finds DRG 014 overpayment
trend, NOV:173

OIG says projects saved more than 
$1 million, NOV:174

What’s up with the feds in ’99? JAN:3

Health Care Financing Administration
(HCFA)
AHA asks HCFA to delay physician

start-up fee, FEB:32
Are providers ready to send itemized

statements? May:79
GAO expresses doubt in HCFA’s

readiness, May:77
HCFA announces Medicare payment

increases, OCT:158
HCFA moves toward Y2K readiness,

APR:61
PROs’ sixth scope of work disclosed,

JAN:9
Tackling HCFA’s transfer rule on acute

care, JULY:101
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Health Insurance Portability and
Accountability Act of 1996 (HIPAA)
HHS releases tentative release dates for

HIPAA, JULY:107
HIPAA implementation guides

released, AUG:128
JHITA reviews comments on HIPAA

standards, FEB:32
MGMA gets a HIPAA update, APR:62
Software leads providers toward

HIPAA compliance, NOV:166

Hospital trends
AHA report: Inpatient days could drop

25% by 2002, JUN:96
Annual stats show hospitals keep costs

low, MAR:47
Database offers data from hospitals,

managed care, OCT:159
Malpractice reporting could put

hospitals at risk, APR:62
Not-for-profit hospitals’ credit erosion

accelerates, SEP:144
Providers lack knowledge about risk,

JULY:100

Information systems
‘Frontier medicine’ comes into a new

age, SEP:132
Automated COB check said to be on the

horizon, JULY:99
Centralization involves a PC on every

desk, AUG:118
Consolidation cuts DMC’s A/R by 

$35 million, AUG:116
Cooperation with systems’ vendor aids

provider, DEC:182
Electronic signatures aid transcription

efficiencies, DEC:180
Give me your card, JUNE:85
Is your hospital prepared for EDI

challenges? MAR:45
Passport to knowledge: It’s all in the

cards, AUG:124
Software keeps records from being

scattered, APR:54
Switching to single-source EDI billing

slashes costs, SEP:139
These doctors receive radiologic images

at home, APR:51
Throw away those old index cards,

FEB:22
What is the PowerScribe Radiology

system? JAN:11

Internet/intranet
Certain programs may pose security

threats, APR:63
Company brings medicine cabinet to

the Web, MAR:36
Free audio, pictures over the Internet:

Coming soon, OCT:155

HCFA releases final Internet policy,
FEB:31

Institute launches virtual patient
information site, NOV:175

Internet service connects candidates to
jobs, JULY:112

New network offers free Web-based
medical record, May:80

Seniors not wowed by on-line
pharmacies, NOV:175

University medical records posted on
the Internet, May:79

Legislation
The law: Hospitals can’t delay

emergency care, FEB:27

Reimbursement/APCs
Could HCFA cuts close your doors?

OCT:156
E/M coding puts your hospital at risk

— and you may not know it,
NOV:161

How PPS affects nursing home
reimbursement, DEC:189

Providers work to delay implementa-
tion of APCs, NOV:172

APC implementation delays appear to
be over; get ready for July 1, 2000,
DEC:177

Security
Education can reduce the risk of

security breaches, JUNE:86

Standards
Be proactive in JCAHO’s questions

about Y2K prep, OCT:147
Ding-dong! JCAHO calling: No

advance notice on unannounced
surveys, OCT:145

JCAHO announces restructuring plans,
DEC:192

Joint Commission Standard on
Electronic Signatures, DEC 181

Transcription/dictation
Inaccurate dictation gives providers

headaches, MAY:67
Transcription system knows you by

your voice, JAN:6

U.S. health care
Clinton announces Medicare package to

fight fraud, save tax dollars, FEB:17
The devil’s in the details, JAN:15

Y2K
Access to meds during Y2K should be

normal, DEC:192
Are you prepared if Y2K delays HCFA

payments? FEB:29

Be proactive in JCAHO’s questions
about Y2K prep, OCT:147

Clock reaches midnight hour for Y2K
compliance, FEB:19

FDA proposes collection of Y2K
information, APR:64

FDA releases list of high-risk medical
devices, SEP:130

FDA to audit Y2K-testing results for
manufacturers of critical devices,
SEP:129

GAO expresses doubt in HCFA’s Y2K
readiness, May:77

GAO official criticizes FDA 
Y2K information-gathering,
JULY:112

Have you ‘stood up’ your Y2K
command center? NOV:164

HCFA moves toward Y2K readiness,
APR:61

Health system decides to test
everything, May:70

Health care Y2K guide available for
consumers, OCT:160

Health care Y2K reference resource
available, May:80

Medicare claims must now be year 2000
compliant, JUNE:94

Millennium bug makes a surprise
appearance with early 1999 visit,
MAR:33

Need help developing your 
compliance plan? JAN:12

OIG releases Y2K survey results,
JUNE:92

Open communication lines to the
public, MAR:38

Partnership expands year 2000
resources, JAN:16

Report offers Y2K health care
contingency plans, MAY:78

Report shows status changes in Y2K
compliance, JULY:111

‘The computer screen is frozen, and the
heat’s off, DEC:187

The future’s so bright at the end of the
millennium, JUNE:91

The night the lights went out in New
Hyde Park, JULY:110

The year 1999 transition problem pair,
MAR:35

Tornado previews Y2K experience,
AUG:128

Will Y2K testing save your equipment
or destroy it? May:69

Y2K compliance could costs hospitals
billions, May:76

Y2K conversions cited as No. 1 priority
in 1999, May:75

Y2K global impact can be viewed on
Internet, NOV:174
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