
Get ready: Mandatory medical
error reporting is on the way
HIM professionals should begin collecting error data now

Mandatory reporting of medical errors is just a
“quick-fix” effort at a greater problem and will
only create fear among health care providers.

That’s what health care advocacy groups such as the
American Medical Association and American Hospital
Association argue in light of President Clinton’s plan to
impose mandatory error systems within the nation’s 6,000
hospitals participating in Medicare. The administration
argues that the plan will cut medical errors by 50% over
the next five years and will provide peer review protec-
tions for providers, but the effort is doomed from the
start, critics contend.

“Something will come that will have a mandatory
reporting component,” says Kenneth Kizer, MD,
MPH, president and CEO of the National Forum for
Health Care Quality Measurement and Reporting, also
known as the National Quality Forum, in Washington,
DC. The Quality Forum is a not-for-profit membership
organization created to develop and implement a
national strategy for health care quality measurement
and reporting.

The Clinton administration, working in conjunction
with the National Quality Forum, outlined a goal in late
February to have all 50 states on a mandatory reporting
system within three years for preventable medical errors
that cause death or serious injury, and voluntary report-
ing of other mistakes.

Additionally, a set of patient safety measurements will
be developed “that would lay the foundation for a uni-
form system of reporting errors,” Clinton said in announc-
ing the plan.

Other elements of Clinton’s plan include:
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❒ Establish a $20 million Center for Quality
Improvement in Patient Safety to develop
national quality improvement goals, issue an
annual report on the state of patient safety, and
translate its research findings into better prac-
tices and policies for the health care industry.

❒ Force hospitals that participate in Medi-
care’s prospective payment system to have or
institute patient safety programs to prevent
medical errors. “These new systems save lives,
and over time of course, also save money,”
Clinton noted.

❒ Charge the U.S. Food and Drug Admini-
stration to develop standards to prevent medi-
cation errors caused by misleading packaging
of drugs or sound-alike drug names. The
administration also plans to develop label stan-
dards that highlight common drug interactions
and dosage errors.

Now HIM can help

There’s good news despite the legal implica-
tions, experts say. Health information manage-
ment professionals who work in quality or risk
management already have a significant role in
the recording of medical errors. But HIM pro-
fessionals who work in the HIM or medical
records departments can play a role, too.

The HIM department people easily can be
screening records to identify adverse events.
“They can serve in a safeguard role to make
sure things get reported — theirs is the last stop
before the record goes into the final file in the
medical records department,” says Patrice
Spath, RHIT. Spath is a consultant in health
care quality and resource management with
Brown-Spath & Associates in Forest Grove, OR.

“They can be given criteria to look for in the
records to help identify adverse events. By
keeping a log of those, the quality manager or
risk manager can match up that log with the
incident reports to make sure they have all the
reported incidents. Some HIM departments are
already doing that,” she adds.

Coders also can help by using a code that indi-
cates an adverse event, when applicable. “That
code then goes into an information system. The
risk manager or quality manager, if people are
coding things as they should, should be able to
pull out the incidents of these types of adverse
events from that information system.” By doing 
a thorough job of coding adverse events, the
coders are helping create a better information
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system that can be used to identify them, Spath
says. 

HIM professionals also should consider the use
of software to help reduce medical — and partic-
ularly medication — errors. This kind of software
has both advantages and disadvantages, Spath
says.

One advantage is that it can give users access to

information that lets users make better decisions,
she says. “For example, if a physician orders a
medication that should not be used in conjunction
with some of the patient’s other medications, the
system might send a warning to the physician.”

Software also can halt the process, Spath says.
The program can ask “Are you sure?” questions
that make the user stop and consider what he or
she is doing. “That’s how computers help.”

Software, however, can introduce a new poten-
tial for errors into the process of patient care, too.
“One of the things that can easily happen is that
we think the computer is always right, and we
quit thinking,” Spath says. “If the computer says
it is OK to give the patient’s medication, then it
must be. We give the medication without think-
ing about some of the other things that maybe the
computer isn’t aware of.

“[Software] can’t take the place of human criti-
cal thinking when things don’t go as normal,” she
warns. “Every contingency can’t be built into the
system.”  ■
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Want to be in the loop?

In an effort to keep health information managers
informed, American Health Consultants will send

e-mail updates on the proposed regulations for the
Health Insurance Portability and Accountability Act
of 1996 — HIPAA.

This is an added service to readers of Hospital
Payment & Information Management. To take
advantage of the e-mail update, send your e-mail
address to Managing Editor Kevin New at kevin.
new@medec.com.  ■

Users worry about privacy
of on-line health info 
Most will trust privacy policies, physician referral

Consumers realize the health information they
place on the Internet is vulnerable, but they’ll

use health sites if they are given assurances of
privacy, according to a survey commissioned by
the California HealthCare Foundation in Oakland
and the Internet Healthcare Coalition in Washing-
ton, DC.

The survey sampled the opinions of more than
1,000 on-line adults. “[The respondents] didn’t
say, ‘We’re unwilling to use the Internet for health
care unless some sort of firewall is created that
guarantees total anonymity,’” says Charles
Stewart, communications officer for California
HealthCare Foundation. “They are willing to use
it if they receive assurances they can trust.” (For
more on the discrepancies between stated pri-
vacy policies for Web sites and actual practices,
see story, p. 52.)

Survey respondents who seek health informa-
tion on the Internet are most concerned that
sites, with which they have registered, will share
their personal health information with a third
party without their permission. In fact, 80% of
the respondents say they would not be willing

to submit information if it were to be shared
with advertisers or marketers. Respondents also
hold a negative opinion of sites that automati-
cally collect information about visitors or that
are sponsored by an insurance or pharmaceuti-
cal company.

The respondents realize that they can take
steps to limit access to their personal information,
but few make the effort to do so, Stewart says.
“More than 80% of the respondents know what

cookies are, but only 4%
disable them so the cookies
can’t gather information.”
This low percentage might

be due to the effort it takes to disable the mecha-
nism. “It’s something you have to think about.
You have to know what it is and where it is,” he
says.

Consumers also expect that some information
will be collected about them, Stewart continues.
“Only a relatively small percentage — between
14% to 19% — won’t attempt to gather informa-
tion from the Internet because they fear informa-
tion about them being captured.

“[In addition], people will give up information
about themselves in return for information and
services on-line,” he says. “They are willing to live
with that. They just want some sort of guarantees
of privacy that they believe they can trust.”

Few visitors to health-related Web sites seri-
ously consider the issues of privacy at this time,
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says Peter Kane, MSW, LCSW, BCD, executive
director of the National Coalition for Patient
Rights in Lexington, MA. “The evidence of viola-
tions to the general popula-
tion is clearly not apparent
to them,” Kane says. “They
don’t understand what it is
that they might lose.” As
privacy violations increase, the public will
become more actively concerned, he adds. (For
information on how providers can help protect
their patients, see p. 54.)

According to the survey, health care Web site
visitors are most comfortable with sites that have
these attributes:

• are recommended by their physician;
• have a published privacy policy that states

information will not be shared with advertisers,
other sites, or marketing partners;

• give visitors the opportunity to see who has
access to their profiles;

• allow visitors to make choices about use of
information.

The best thing about the survey is that it cre-
ates a baseline of what consumers actually do
want, expect, and fear in terms of the privacy 
of their information and their interaction with
Web sites, Stewart says. “Now we have data as
opposed to people attempting to advocate a 
certain position that is in the ‘best interests’ of
the consumer. We are no longer operating in a
vacuum.”  ■

Personal health info 
is up for grabs
Serious flaws with health care Web site privacy

Visitors to health Web sites are concerned about
the privacy of on-line health information, and

they have a right to be, according to a recent report
released by the California HealthCare Foundation
in Oakland. The report found discrepancies
between what some health Web sites say they offer
in terms of privacy and what they actually offer.

The information was collected for the founda-
tion by Janlori Goldman and Zoe Hudson of the
Health Privacy Project at Georgetown University
in Washington, DC, and Richard Smith, an Internet
security expert.

During their research, they reviewed the stated

privacy policies of the Web sites and compared
them to a set of “fair information practice princi-
ples” and behaved as typical consumers on each
site so they could observe and capture what hap-
pened to the data that were submitted. The
researchers studied privacy policies in place dur-
ing January 2000. (For a list of the Web sites in
the report, see p. 53.)

The report revealed these five key findings:
1. Visitors to health care Web sites aren’t

anonymous, even if they think they are. The sites
are collecting information about them through
mechanisms such as cookies, profiling, and ban-
ner ads.

2. Most health care Web sites do not meet mini-
mum fair information practices such as providing
adequate notice, giving users some control over
their information, and holding business partners
to the same privacy standards.

3. On a number of sites, personally identified
information is collected through the use of cook-
ies and banner advertisements by third parties
without the host sites disclosing this practice.
There also are instances where personally identi-
fied data are transferred to third parties in direct
violation of stated privacy policies.

4. Consumers are using health care Web sites 
to better manage their health, but their personal
information may not be adequately protected.

5. Few health care Web sites with privacy poli-
cies maintain a “chain of trust” with third parties
on their sites because they do not hold those par-
ties to the same privacy standards they espouse.

The report found that the worst danger to
health Web site visitors is not hackers, says
Charles Stewart, communications officer for the
foundation. “The greatest danger or greatest like-
lihood that an individual’s health information
will be captured and deployed for some other use
than he or she intended is the presence of third
parties on a Web site or access to a Web site by
third parties.”

The third-party companies can own the entity
that owns the Web site or can make a deal with
the owner of the site to place ads on it. “Once
they place ads on that Web site, they can then
gather information when someone visits the Web
site, even if [the user] doesn’t click on the ad,” he
explains.

The investigators found that third-party net-
works are receiving access to information through
some of these sites that would allow them to build
detailed, personally identified profiles of individ-
ual’s health conditions and patterns of Internet use.
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One patients’ rights group says it is con-
cerned about the lack of informed consent on
these Web sites. “Consumers are being told,
‘Don’t worry. Your privacy will be guaranteed.
You’re not in any real danger.’ They need to be
informed much more than they are now,” says
Peter Kane, MSW, LCSW, BCD, executive direc-
tor of the National Coalition for Patient Rights
in Lexington, MA. “They should understand 
the risks. [Placing medical information on the
Internet] shouldn’t be painted as such a positive
thing with no downsides.”

Stewart says the foundation sent the Web sites
advanced notification that they had been ana-
lyzed in the report. “Some have denied that there
are any discrepancies between their stated pri-
vacy policy and the practices on the Web site,” he
says.

One of those companies was HealthCentral.
com, based in Emeryville, CA. After the report
was published, HealthCentral.com released a
statement saying its site does not share personal

or health information collected from visitors.
“The manner in which HealthCentral.com oper-
ates its business was misinterpreted in the 

survey,” says Albert L.
Greene, president and
chief executive officer. The
company is active in orga-
nizations that establish

codes of ethics, quality, and privacy on the Web,
he adds.

Other sites said they didn’t know about the
discrepancies between the privacy policies and
practices, and said they would correct them. “We
were hoping for the latter response,” Stewart
says.

The foundation plans to update the survey at 
a later time. “We want to give full credit to Web
sites that reduce or eliminate the discrepancy
between their stated policies and their actual
practices in terms of protecting privacy,” Stewart
says. “We also want to find out what the next
trends are.”  ■
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When the California HealthCare Foundation in
Oakland decided to evaluate privacy policies and
practices on the Internet, it focused on 21 sites: 
✔ altavista.com
✔ cansearch.com
✔ cvs.com
✔ drkoop.com
✔ drugstore.com
✔ excite.com
✔ healthcentral.com
✔ hivinsite.ucsf.edu
✔ intelihealth.com
✔ ivillage.com
✔ mayohealth.org
✔ mediconsult.com
✔ medscape.com
✔ mhnet.org
✔ mothernature.com
✔ oncolink.com
✔ onhealth.com
✔ planetrx.com
✔ thebody.com
✔ webmd.com
✔ yahoo.com

These sites were selected to represent a mix of
the most visited consumer health sites where con-
sumer desire for anonymity might be more pre-
cious, where pharmaceuticals and health products

may be researched and purchased, and general
search engines or portals get a high degree of
Internet traffic, as well as sites that target a spe-
cific demographic. 
Of the 21 Web sites:
✔ 16 were for-profit
✔ 15 used advertisements
✔ 11 had third-party networks
✔ 18 used cookies
✔ 19 had a privacy policy

In their research, the investigators found this break-
down of information collection points: 
✔ chat rooms/bulletin boards — 14
✔ drug interactions/searches — 12
✔ electronic newsletter — 16
✔ e-mail article to colleague/friend — 8
✔ free materials — 6
✔ health assessment — 14
✔ medical consultation — 15
✔ medical history/friend — 6
✔ product sales — 15
✔ registration — 16
✔ search strings — 21
✔ surveys/polls — 13

The report also gives data for each individual Web
site. To access this information, go to the founda-
tion’s Web site at http://ehealth.chcf.org.

Criteria for the Web Site Privacy Report



Help patients protect 
the privacy of health info 
Or quality of care and research could suffer

Even with concerns about the privacy of on-
line health information, health care Web sites

continue to stress building a relationship between
patients and their providers over the Internet.

As an example, Shared Medical Systems Corp.
(SMS) in Malvern, PA, and drkoop.com in Austin,
TX, recently created an on-line health care com-
munity. The alliance unites 1 million registered
users of drkoop.com, more than 2,000 U.S. health
care organizations, and more than 200,000 physi-
cians affiliated with SMS.

Many in the health care industry see the
advantages in having on-line health information.
“The Internet gives the
advantage of speed over
size, and bureaucratic
health care organizations
could fail in this race
among smaller, adaptive entrepreneurial ven-
tures,” says David Chin, MD, principal in charge
at PricewaterhouseCoopers’ Boston Health and
Welfare Practice. “We foresee new types of busi-
ness models such as virtual medical records
warehousing or insurance products through the
Internet.”

Others predict dire consequences. Some pri-
vacy experts see efforts by some health Web sites
as a privacy disaster waiting to happen. “This is a
critical situation. The information technologies
have way outpaced our capacity to even under-
stand how to keep anything private,” says Peter
Kane, MSW, LCSW, BCD, executive director of
the National Coalition for Patient Rights in
Lexington, MA.

The nature of health information on the
Internet makes it more accessible to outside par-
ties than information kept on paper but under
lock and key. “We think consumers should be
very careful,” advises Kane.

Kane sees tensions in the thrust to improve
quality of care by connecting providers and
patients on-line and the limitations in the tech-
nology. On-line access could actually result in
distortions of quality of care in the event of a
widespread and publicized privacy violation of
on-line health information, he says.

When consumers start to lose confidence in

the privacy of the system, they will be more care-
ful about what they say to their providers, Kane
explains. They may hide part of their medical
history or even distort it to keep that part from
being placed in their on-line records. Patients
may also try to segment their treatments so they
will get treated somewhere else for a more sensi-
tive condition.

“This is dangerous in terms of clinical care,”
Kane says. “Physicians need to know the whole
clinical picture if they are going to make a good
clinical judgment.” Withholding information could
also endanger the quality of research because the
health information is distorted.

“A small percentage of distortions from people
avoiding telling the truth is enough to ruin the
quality of the work,” he adds.

The Internet Health Coalition in Atlanta is in
the process of releasing a set of regulations —
that it wants to become industry standard —
with regard to maintaining the privacy of
health-related information on the Web, says
Charles Stewart, communications officer for the
California HealthCare Foundation in Oakland.
Such a standard should encourage consumers
concerned about privacy to use Internet health
services.

The coalition, however, is working against the
potentially profitable enterprise of gathering and
selling information about consumers who use
Internet services. “There is always the danger
that some companies are going to go ahead and
not be bound by any self-imposed regulations. Or
that the regulations simply won’t be adopted on a
large enough basis to be effective,” he says. Then
the alternative would federal regulation.

Before the government steps in, Stewart
encourages health care providers and health
information management professionals to adopt
a uniform standard for privacy of health-related
information on Web sites. The foundation recom-
mends such a standard in its report on privacy
policies and practices of health Web sites. (For
more information, see story, p. 52.)

“Adhere to that standard, and make sure any
of the sites [you deal with] adhere to it, too,
including any third parties involved in those
sites. It’s meaningless for a Web site to tell you
that it will protect your privacy if it has banner
ads on its site that make no such promise.”

Patients are more likely to trust any Web site 
recommended by their health care providers,
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Ambulatory payment classifications (APCs)
are a classification system for outpatient ser-

vices. APCs are similar to DRGs. Both APCs and
DRGs cover only the hospital fees, and not the
professional fees, associated with a hospital out-
patient visit or inpatient stay.

DRGs have 497 groups, and APCs have 346
groups. APCs use only ICD-9-CM diagnoses and
CPT-4 procedures. Payments for both are based
on a weight for each DRG/APC and a rate for the
facility.

The unit of classification for DRGs is an admis-
sion while APCs utilize a visit. The initial variable
used in the classification process is the diagnosis
for DRGs and the procedure for APCs. Only one
DRG is assigned per admission, while APCs
assign one or more APCs per visit.

The DRG payment calculation multiplies the
facility rate times the DRG weight, while the pay-
ment calculation for each APC multiplies the
facility rate times the APC weight times a dis-
count factor (if multiple surgical APCs are per-
formed during the same visit). Total payment for
the visit is the sum of the payments for all APCs.

Medicare’s outpatient prospective payment
system (PPS) includes hospital outpatient ser-
vices designated by the secretary of Health and
Human Services. This includes most outpatient
services, hospital outpatient department services
not part of the consolidated billing for skilled
nursing facility (SNF) residents, supplies also on
the durable medical equipment point of series fee
schedule, certain preventative services, Medicare
Part B covered inpatient services if Part A cover-
age is exhausted, and partial hospitalization ser-
vices in Community Mental Health Centers.

Medicare’s PPS excludes services provided by
critical access hospitals and prospectively paid

services including ambulance; clinical laboratory;
physical, occupational, and speech therapy; end-
stage renal disease; and screening mammography
services as well as durable medical equipment,
orthotics, and prosthetics. Also excluded are out-
patient services covered by the SNF prospective
payment system, and services that require inpa-
tient hospitalization.

The APC classification system is designed to
explain the amount and type of resources utilized
in an outpatient visit. Each APC consists of
patients with similar clinical characteristics and
resource usage. APCs include only the facility
component of the visit; medical professionals will
continue to be paid from a fee schedule based on
CPT-4 procedure codes and modifiers. The sys-
tem encompasses all provider-based ambulatory
settings including same day surgery centers
(ASCs), emergency departments (ED), and clin-
ics, but excludes home visits, nursing home or
inpatient admissions. APCs were based on
Version 2.0 of the Ambulatory Patient Groups
(APGs). APCs added more groups for procedures
performed in freestanding ASCs, which will uti-
lize a subset of the APCs.

The four types of APCS are:
• Surgical procedure APCs are surgical proce-

dures for which payment is allowed under PPS.
Only surgical APCs are subject to a payment
reduction when multiple surgical procedures are
performed during the same visit. Examples of
surgical APCs include cataract removal, endo-
scopies, and biopsies. 

• Significant procedure APCs are nonsurgical
procedures that often are the main reason for the
visit and account for the majority of the time and
resources used during the visit. Examples of sig-
nificant procedure APCs are psychotherapy, CT
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and MRI scans, radiation therapy, chemotherapy
administration, and partial hospitalization. 

• Medical APCs consist of encounters with a
health care professional for evaluation and man-
agement services. The medical APC is determined
based on the site of service (clinic or emergency
department) and the level of the evaluation and
management service (low, mid, or high), as indi-
cated by the evaluation and management CPT-4
code and the diagnosis. An E&M code with a fifth
digit of 1 or 2 is considered a low-level visit, a 3 is
a mid-level visit, and a 4 or 5 is a high-level visit.
The diagnosis is assigned to one of twenty major
diagnostic categories. Low-level clinic visit for
respiratory diseases, high-level ED visit for car-
diovascular diseases, and critical care are exam-
ples of medical APCs. A medical APC is assigned
in conjunction with a surgical APC only if the sur-
gical procedure is a direct result of the evaluation
and management service. 

• Ancillary APCs include diagnostic tests or
treatments that are not considered to be signifi-
cant procedure APCs. Examples of ancillary
APCs are plain film X-rays, electrocardiogram,
and cardiac rehabilitation. An ancillary APC may
be performed in conjunction with a medical APC,
a significant procedure APC, a surgical APC , or
independently if the ancillary procedure is the
only reason for the visit. 

The 346 APCs consist of 134 surgical APCs, 46
significant APCs, 122 medical APCs, and 44 ancil-
lary APCs. Surgical, significant and ancillary
APCs are assigned using only the CPT-4 proce-
dure codes, while medical APCs are based on the
combination of the ICD-9-CM diagnosis code and
the E&M CPT-4 code. HCFA also considered
defining medical APCs based only on diagnosis
code or only on E&M code.

Modifiers affect APC payments

Effective last January, providers are required to
report modifiers, if appropriate, for outpatient
services on the UB-92 billing form. This is a
departure from past practice when only physi-
cians were required to report modifiers on the
HCFA-1500. Modifiers are being required for out-
patient services in preparation for the introduc-
tion of Correct Coding Initiative (CCI) edits.
Modifiers will be needed to prevent the CCI edits
from rejecting pairs of CPT codes that would not
normally be reported on the same UB-92. Please
refer to the 1999 AMA CPT Coding manual for an
explanation of the modifiers and those that can

be used for hospital outpatient visits.
Two modifiers will be used to identify termi-

nated procedures. Modifier 73 is used for proce-
dures terminated prior to the administration of
anesthesia and results in payment of 50% of the
normal APC payment. Modifier 74 is used if the
procedure is terminated after anesthesia is
administered and is paid the full APC amount.
Modifier 25 is applied to an E&M code to indicate
that a surgical procedure performed during the
visit was a direct result of the evaluation and
management service. The presence of the 25 mod-
ifier will result in full APC payment for the medi-
cal APC as well as the surgical APC.

Another notable coding change includes the
ability to bill for critical care (CPT 99291) for the
evaluation and management of an unstable criti-
cally ill or injured patient who requires the con-
stant attendance of a physician. This code can be
used in place of, but not in addition to, an E&M
code for an ED visit. You will still be able to bill
for any other services provided in conjunction
with this visit. However, CPT 99292 cannot be
used to bill for additional 30 minute increments.
Additionally, a new HCPCS code will be created
for reporting screening services performed in the
ED when no medical emergency exists and the
patient is referred to a clinic or physician’s office
for treatment. This screening APC would be paid
only if no other emergency services were ren-
dered, and includes any consults. If treatment is
provided, bill for the appropriate ED visit code.

The claims submission process will change
when APCs become effective, claims spanning
multiple dates of service will need to be itemized
by service date. For example, if you currently bill
a month’s worth of radiation therapy treatments
utilizing the from/through dates on the UB-92
with the number of units indicating the number of
treatments given during the period, you will now
need a separate line item for each date of service.
Multiple clinic visits on the same day for different
diagnoses should be submitted on separate
claims. There is also a proposal to modify the UB-
92 to identify diagnoses by number and link them
to the individual line item being billed, similar to
the HCFA-1500. Claims will also be edited for
“unbundling” prior to the assignment of an APC.
The outpatient claims editor will be expanded to
include a subset of the CCI edits. Unbundled
codes will be eliminated from the claim prior to
APC assignment and payment.

Packaging of services under the PPS will
eliminate separate payment for operating room,
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recovery room, treatment room, and observa-
tion room charges. Anesthesia, medical, and
surgical supplies, drugs (except chemotherapy),
blood, IOLs, casts, splints, and donor tissue will
also be packaged into the APC. This does not
mean that you should stop billing for these ser-
vices! These services should continued to be
reported so that when the weights are recalcu-
lated, the data utilized by HCFA will include all
of the appropriate costs.

Discounting of payments will occur under PPS
for some services. Multiple surgical procedures
performed during the same operative session will
be discounted by 50%, just as they currently are
under the ASC payment mechanism. Procedures
terminated before anesthesia is administered will
be paid at 50% of the APC payment, while proce-
dures terminated after anesthesia is administered
will be paid at 100% of the APC payment rate.
However, significant procedure, medical and
ancillary APCs will not be subject to discounting.

Weights and rates for APCs

Weights and rates for APCs were based on
1996 Medicare claims and the most recent settled
cost report for each facility. The departmental
ratio of cost to charges was utilized to estimate
operating and capital costs. APC weights were
based on claims containing only a single APC.
The median cost for each APC was calculated
after standardizing costs for wage variations. A
mid-level clinic visit for cardiology services was
assigned a weight of one. The weight for all other
APCs was calculated by dividing the median cost
of the APC by the median cost of the mid-level
clinic visit for cardiology services APC.

The national payment rate was based on pro-
jected fiscal year payments for 1999 under the
current payment system with the elimination of
the formula driven overpayment  and extension
of the 5.8% operating cost limitation and a 10%
capital cost reduction. The proposed national
payment rate of $50.67 has subsequently been
adjusted by HCFA to $50.89. The national APC
payment rate is adjusted by the area wage index
using a 60% labor component to determine a hos-
pital’s APC payment rate. However, the proposed
system does not provide adjustments for outliers
or teaching, rural, disproportionate share, TEFRA
or specialty hospitals.

Beneficiary copayments will be determined for
each APC. The copayment will initially be set at
20% of the 1996 national median APC charge

after standardizing for wage variation and then
will be updated to 1999. The copayments are
frozen at the 1999 level until the Medicare pay-
ment percentage reaches 80% of the APC rate.
Annual updates to the APC payment will
increase the Medicare payment percentage. Once
the Medicare payment for an APC reaches 80%,
the copayment will be recalculated annually as
20% of the APC payment rate.

Hospitals will be allowed to discount their
copayment amount in an effort to generate com-
petition between providers. Hospitals can dis-
count copayments for individual APCs and
advertise those discounts. However, this decision
must be made prior to the start of the year and
cannot be changed during the year. Additionally,
the discount cannot be less than 20% of the APC
payment rate and the copayment reduction can-
not be written off or the deductibles waived.

A volume control method is mandated by the
Balanced Budget Act to control unnecessary vol-
ume increases. HCFA expects hospitals to
improve their coding for outpatient services, just
as they did for inpatient services when DRGs
were implemented. The calendar year (CY) 1999
update of the targeted expenditure for CY 2000
included factors for inflation (market basket —
1%), changes in volume and intensity of service,
and changes in Part B fee for service enrollment.
If the CY 2000 actual payments exceed the CY
2000 target, the CY 2002 update factor will be
adjusted downward by the same percentage to
compensate for that increase.

Payments can be determined as follows. First,
calculate your hospital’s payment rate:

Hospital payment rate = national payment rate 
× .6 × wage index + national payment rate × .4

To calculate the payment for each APC, use
one of the following calculations: 

• Payment for surgical APCs = hospital pay-
ment rate × APC weight × units × discount

• Payment for other APCs = hospital payment
rate × APC weight × units 

For visits with multiple surgical APCs, the
APC with the highest weight is not discounted,
but all additional procedures are paid at a 50%
discount. Total payment for a visit equals the sum
of the payments for the individual APC(s). 

PPS will have a significant impact on hospital
finances and operations. Hospitals will experience
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increased financial risk due to the lack of a phase-
in, very limited payment adjustments, and vol-
ume control induced reductions to future rates.
PPS will also affect hospital operations, particu-
larly the registration, coding, and billing processes
and the information systems that support them.

Unfortunately, preparing for PPS will be ham-
pered by several factors. Outpatient data access,
availability, and quality is problematic for many
hospitals due to the volume of visits and infor-
mation systems limitations. Outpatient coding is
more complex since a visit may contain codes
assigned by clinic staff and the charge description
master (CDM) as well as medical records staff.
Information systems will need to be modified to
support the operational requirements of PPS.
Additionally, management and reporting pro-
cesses based on APCs will need to be developed.
Multiple APCs for a visit will complicate these
processes.

The coding challenges will be many and com-
plex. Ensuring that all visits are coded com-
pletely, accurately and with specificity will be
difficult. Outpatient documentation requirements
will increase significantly. The assignment of
E&M codes at an appropriate level will be a diffi-
cult task since the E&M coding guidelines are
written for physicians, not hospitals. Most hospi-
tal billing and coding staffs are unfamiliar with
modifiers and the CCI edits. Codes may be
assigned via the CDM file, from super bills or via
data entry. Some coding may be assigned by mul-
tiple departments plus the CDM and medical
records abstractors. Compliance issues may result
if monitoring and control procedures are not
carefully implemented and followed.

The billing challenges include multiple visits
on the same day, line item identification of recur-
ring services, clarification of provider-based sta-
tus, APC grouper errors, lack of pre-bill edit
capability, handling of late charges, and reconcili-
ation of billed vs. paid amounts, to name a few.

The operational challenges include the ability
to distinguish whether multiple visits on the
same date of service are related to the same diag-
nosis or different diagnoses. Documenting all
procedures performed in the ED, clinics, and
treatment/procedure rooms, identifying those
that are the direct result of a medical visit and
selecting the appropriate modifier will require
training. Documentation will become increas-
ingly important as we rely on HIM staff to vali-
date coding of CPT-4 and appropriate modifiers.
Both hospital staff and physicians will require

training and instruction. An APC management
staff and process will need to be developed.

The systems challenges include retaining his-
torical data in a readily available format, integrat-
ing the APC grouper, enhancing the pre-bill edit
process, identifying multiple visits on the same
date, splitting out recurring visits by date of ser-
vice, establishing and maintaining data integrity
across system interfaces, standardizing the hospi-
tal’s CDM across departmental systems, and
developing a management reporting capability. 

The financial challenges include reduced pay-
ments resulting from incomplete coding of ser-
vices (undercoding), multiple related visits on the
same day, potential loss of provider-based status,
elective copayment reduction analysis, and cost
management for services where the cost of ser-
vice exceeds payment.

There are several steps that hospitals will need
to take to be successful under PPS: 

• Hospitals will need to improve their coding
and billing practices. They must determine and
correct the causes for undercoding and grouper
errors. They will also need to review the CDM,
superbills, and data entry screens to ensure that
appropriate codes are assigned. 

• Hospitals will need to ensure that their
claims will not raise compliance flags. Pre-
billing edit procedures or software will be essen-
tial to minimizing compliance issues. 

• Education of administrative, departmental,
clinic and medical staffs will be essential to
complete the first two prerequisites. 

• An APC management process must be
developed to monitor both operational and
financial performance under APCs. This will
require improvements to data access and reten-
tion as well as reporting and analysis capabilities. 

While hospitals have learned to survive and
thrive under DRGs, success did not happen over
night. So, if hospitals are to be successful under
PPS, they must start making the transition now! 

[IMRglobal-ORION is a full-service management
consulting firm that provides strategic, management,
operational, technical and consulting services to health
industry clients nationwide. It is a division of
IMRglobal, a worldwide provider of business and
information technology services. For more informa-
tion, contact: IMRglobal-ORION, The Tower at
Erieview, Suite 3000, 1301 E. Ninth St., Cleveland,
OH 44114-1800. Telephone: (216) 687-1480. Fax:
(216) 687-1488. World Wide Web: http://www.orion-
consulting.com.]  ■
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Stewart says. “Physicians and direct health care
providers are most trusted brokers in this process.”

Kane offers these recommendations for pro-
viders and HIM personnel in the handling of
information on health Web sites:

• Inform patients about the risks of placing
their health information on-line. “Patients are
being told not to worry about the privacy of on-
line information,” Kane says. “They are going to
feel very violated [if anything happens].”

• Give patients the choice of whether to place
the health information on-line. “If you set up
systems where everyone has to be on the Internet,
you’re going to violate rights all over the place,”
he says.

• Be careful about what is included in on-line

records, and tell patients what will be included
and what won’t. “Obviously, you need an authen-
tic, quality clinical record,” Kane says. “But you
also need to be circumspect about not putting
anything down that might be sensitive informa-
tion and that you don’t have to include. You have
to restore privacy to the clinical encounter.”

• Set up audit trails. “Setting up mandatory
audit trails is critical,” he explains. “If you have
to release some information, there ought to be
systems that can give patients part of that audit
trail. They can find out who accessed their [iden-
tified] information fairly specifically.”

Taking the time to ensure privacy of any health
information placed on Web sites can help keep
the dignity of patients intact, Kane says. “You
don’t want to go down this garden path and find
out you’re in the weeds.”  ■
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How are your computer
and people skills?
Health care workers may need retraining

Areport that looks into the future of health
care predicts that health care workers will

need to be retrained to meet the demands of tech-
nology and empowered patients, and hospitals
will be ill-prepared for the surge in consumerism.

PricewaterhouseCoopers, a professional services
organization based in Cambridge, MA, surveyed
and interviewed more than 400 “thought-leaders”
and health care executives in the United States,
Europe, Canada, and the Pacific Rim to determine
the factors shaping the future of health care. Those
surveyed included top executives from hospital
systems, physician groups, insurers, government,
employers, and medical supply vendors.

The report, HealthCast 2010: Smaller World,
Bigger Expectations, finds that respondents expect
consumerism to be one factor disrupting the way
U.S. health care is provided and paid for in the
21st century. The consumerism results from
patients who are making more of their own
health care decisions.

First, patients are becoming more educated
about health care through information on the
Internet. Second, they are looking for ways to
maximize their dollars since they are spending
more of their own money for treatment. (See
Hospital Payment & Information Management,
March 2000, pp. 33-37.)

“The 2010 consumer will demand speedy, cus-
tomized health care and will frequently turn to
the Internet or other intermediaries to sift through
or even broker these needs,” says Sandy Lutz,
national health industry analyst and author of 
the HealthCast 2010 report. (For more about the
report, see story, p. 60.)

The report also found that respondents are
concerned that hospitals and insurers are unpre-
pared for the coming surge in consumerism.
Only 25% of those surveyed by Pricewaterhouse
thought hospitals were prepared, and only 14%
thought insurers were prepared to deal with
empowered consumers.

Hospitals must deal with the increasing tech-
nology demands of e-business, too. If patients
could communicate with physicians or be moni-
tored through the Internet, more than 20% of in-
office visits could be eliminated, according to
respondents in the HealthCast 2010 survey. In
addition, respondents said they generally felt
that more than 30% of physicians’ time will be
spent using Web-based tools by 2010.

One reason respondents say hospitals are
unprepared for the demands of consumerism
and technology is the facilities’ traditional view
of the mission of health care. This view focuses
on providing excellent patient care.

Now patient care is not the only consideration
for the empowered consumer. “What’s difficult
for [providers] to understand is that patients are
also customers who can vote with their feet,”
explains Sandor Blum, PhD, director of Price-
waterhouseCoopers’ Healthcare Workforce
Effectiveness Practice in Boston.

(Continued from page 54)



“The patients can make a choice. They can
compare health care networks, health care sys-
tems, HMOs, and providers and make choices
and not be such a captive to the kind of caring
empathy that typically characterizes the tradi-
tional form of health care,” says Blum.

“There is a feeling that the health care system
has been focused around the practitioners, and
not so much around the patients,” Lutz says.

Traditionally, patients assumed the compe-
tency of a medical professional just as they would
assume the competency of an airline pilot, Blum
says. But they may base their opinions about
health care facilities on factors such as the atti-
tude of the people who are taking care of them
throughout their stay in the hospital or the ease
in which they get from one place to another.

Meeting the empowered patient’s expecta-
tions can require a change in the mindset of
many health care workers. “The traditional
health care work force will need to be trained in
looking at customer service as everyone’s job,”
Blum says. “They all are going to have to think
about creating a climate of overall hospitality

that is better than the competitor’s.”
Hospitals still need to focus on providing excel-

lent patient care, but they also need to need to train
their workers to see what customers need and
want. He says hospitals can do this in two ways:

• Teach employees basic skills of effective
listening and communication.

“Workers listen when patients complain about
their pain, but they may not have the listening
skills to recognize when a patient is frustrated
from having to sign so many forms or from tak-
ing a long time to get from one part of the hospi-
tal to another,” Blum says. “Everyone is busy
doing great clinical care, but no one is thinking of
the patient as a customer.”

• Train employees in the operational details
of customer service.

“Look at exit data,” Blum says. “Why do peo-
ple leave?” Also, do critical incident analysis and
learn service recovery strategies. “These are the
operational things you have to do to achieve high
levels of customer service. The key issue there is
moving from pure patient-centered satisfaction to
overall customer satisfaction.”
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What are some implications 
of the PWC report?

The more than 400 “thought-leaders” and health
care executives surveyed and interviewed by

PricewaterhouseCoopers (PWC) for its HealthCast
2010: Smaller World, Bigger Expectations report
identified three forces of change driving the health
care industry in the future:

• An empowered consumer will result in impatient
patients.

• E-business adaptability equals survival.
• Genomics and biotech advances will shift the

health care system from cure to prevention.
Next, the report describes four future trends that

will result from the three forces of change:
• Health insurance financing trends are converging.
• Health processes will be standardized.
• Work forces must adapt to technology and

empowered patients.
• The interaction between aging, technology and

consumerism will force policy-makers to make diffi-
cult choices.

Finally, by analyzing the forces and trends, the
report arrives at 12 implications for health care organi-
zations. Each implication also carries a number of
action items that health care organizations can take to
work toward needed changes. 

These implications are: 

1. Health care organizations that are consumer-
friendly will be winners.

2. Organizations must distinguish themselves
through branding.

3. Service and speed will be keys to consumer
satisfaction. 

4. New e-business models will emerge and chal-
lenge present-day medicine delivery vehicles.

5. The race for capital will hinge on the ability to
demonstrate quality, efficiency, and customer focus.

6. Functional silos in health care must be elimi-
nated and replaced with seamless service.

7. Resources must be reallocated to retrain the
work force to deal with empowered consumers and
technology.

8. Payers must stress prevention because early
detection and intervention will increase costs.

9. Consumers will want more and won’t want to
pay for it.

10. New opportunities for private health insurers
outside the United States will expand rapidly.

11. Medical professionals need to work toward
global standards of medical treatment.

12. Ethical dilemmas will proliferate for con-
sumers, providers, and purchasers.

(For more information about these implications
and their action items, visit PricewaterhouseCoopers’
Web site at http://www.pwchealth.com/healthcast
2010/index.html.)  ■



Unfortunately, customer service concerns
won’t be the only pressure placed on health care
workers. They will have to be much more com-
puter literate and flexible in their job duties.

“Employees are going to have to be good at
doing two things that are critical in a technology
environment and in a health care environment,”
he says. This advice will sound familiar to health
information management personnel, he notes.
“One is managing vast amounts of clinical and
financial information, and then inputting and
making the information usable. The second is
transmitting that information to many different
sources both within the health system and out-
side the health system.”

That information intensity is going to be criti-
cal in the future of the health care world, Blum
says. “Everyone is going to have to step up to the
plate and develop technology skills they may not
currently have.” The health care workers of the
future also are going to need to become capable
of handling multiple tasks. “They are going to
have to do more with less and work effectively
across departments,” Blum says.

Employees such as those in the HIM depart-
ment will need to be willing to deal with cus-
tomers who are outside the hospital system. “The
HMOs and the community are going to want to
be part of the storyline. Employees will have to
be flexible, adaptive to change, and able to work
well in cross-functional teams.”

If hospital personnel lack either customer ser-
vice or computer skills, should hospitals hang out
the “Help Wanted” sign? They should invest in
their current employees first, Lutz says.

“Hospitals’ best bet is to retrain the workers
they have. By doing that, they create a partnership
with that work force, and don’t have to hire peo-
ple on the open market during a tight labor time.”

The HealthCast 2010 report makes several rec-
ommendations for preparing employees to adapt
to technology and empowered patients:

• Use Web-based and computer-based training
tools.

• Provide incentives to become multiskilled.
• Use flexible, competency-based compensation.
• Use technology to attract new staff.
• Design user acceptance into new systems

integration efforts.
• Identify and mentor future leaders from the

professions.
“Make your organization a service culture that

rewards people for service and for class training
and for working together as a team,” Lutz says.  ■

Know the differences between
APCs and current system
By Mason Smith, MD, FACEP
President and CEO 
Lynx Medical Systems
Bellevue, WA

What is the Medicare ambulatory payment
classification (APC) system? Simply

stated, APC is the name that the Health Care
Financing Administration (HCFA) has given to
its solution for prospectively paying hospitals
for outpatient services provided to Medicare
beneficiaries.

Please note that APCs have no relationship to
ambulatory patient groups (APGs). HCFA con-
sidered, and then rejected, using the APG system
of prospective payment. Similarity in the names
of the two approaches has left many administra-
tors assuming the two methods were simply
slightly different forms of the same method. They
are not. APGs are a derivative of the diagnosis-
related groups (DRGs). APCs are a clone of the
Medicare physician payment system.

APCs will replace the present cost-based method
by which Medicare reimburses hospitals for outpa-
tient services. The present method has been in use
since the Medicare program began in the 1960s.
Rapid and continued growth in Medicare outpa-
tient expenditures caused major political concern
throughout the last decade. Congress finally man-
dated a change from cost to prospective reimburse-
ment in the Balanced Budget Act of 1997.

To grasp the magnitude of the change in the
payment mechanism, you must appreciate the
differences in the incentives between cost reim-
bursement and prospective payment. Let’s start
with an example.

There is a college student, and his parents
agree to pay his school costs. In this analogy, the
student is a hospital outpatient department, and
the parents are the Medicare program. 

Medicare cost reimbursement is the equiva-
lent of having the student turn in a report (cost
report) to the parents so the parents can reim-
burse the student for his expenditures. The par-
ents have established certain rules with the
student as to what costs they will reimburse
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and what personal expenses they will not.
But the only limits on reimbursement relate to

the fact that the cost was incurred. It does not
matter if the student selects an expensive private
school or a low-cost public university. In either
case, the parents reimburse whatever the tuition
expense turns out to be. This is exactly how the
Medicare program reimburses hospitals for their
expenses related to emergency department care. 

The student also incurs ancillary expenses,
such as living costs and books, and turns in an
expense report to the parents that lists them all.
To cover expenses, the parents provide a monthly
stipend based on expected costs.

This stipend is similar to the payment Medicare
makes for outpatient services when the hospital
bills for the service. Medicare’s payment is only an
advance payment — not the final amount that the
hospital will receive. Later, after reviewing the
expense report, excluding any inappropriate costs,
the parents write a check or reduce future pay-
ments to the student for the allowed (approved)
expenses.

Medicare follows the same procedure. Only
Medicare is normally two or three years behind
in completing the hospital’s cost report. 

Prospective payment will work differently. The
parents agree to reimburse the student for each
college course completed. The student will get a
specific payment for each course based on a value
the parents have placed on each course.

Like a fee schedule, different courses have dif-
ferent values. The value assigned to each course
might depend on the typical number of hours of
course work, its difficulty, and its importance for
graduation.

An efficient student can keep any money left
over after the expenses associated with the course
are paid. The parent does not base reimburse-
ment on the cost of the course but instead on the
fact the course was completed.

Because full-time student tuition covers an
unlimited number of courses, productive stu-
dents can increase their average net reimburse-
ment per course by taking more courses.

In addition to paying a fixed amount for the
course tuition, the parents also agree to pay a
fixed price for books, supplies, lab fees, trans-
portation, tutoring, computer fees, and other
related expenses — ancillary expenses in the
Medicare APC payment system.

The student reports to the parents that he pur-
chased a particular textbook. To reimburse the stu-
dent, the parent looks up the retail price of the

book in the reference list and writes a check for the
amount shown in the reference list (Medicare Fee
Schedule). The student’s actual cost has no effect
on the amount of the reimbursement the parents
are willing to pay. In fact, the student can be paid
substantially more or less than the cost of the book.

A frugal student can spend less money buying
used books, and the parents will not care. This
type of student will have extra money to spend
on other “uncovered” expenses. If the student
buys a full-price version of the same book, he
actually may be reimbursed less than the actual
cost of the book. 

This analogy can help increase understanding
to the very significant differences in incentives
that are associated with reimbursement based on
cost vs. fee schedule. APCs represent the transi-
tion from a cost-based reimbursement to a fee
schedule method of reimbursement. Prospective
reimbursement will reward efficient low-cost
providers and punish high-cost providers. 

[Lynx Medical Systems is a consulting firm special-
izing in coding and reimbursement. Smith may be
contacted at Lynx Medical Systems, 15325 S.E. 30th
Place, Suite 200, Bellevue, WA 98007. Telephone:
(425) 641-4451. Fax: (425) 562-4860.]  ■

HCFA revises CPT 
critical care codes

The Health Care Financing Administration
(HCFA) in Baltimore has issued a program

memorandum, B-99-43, that clarifies the interpre-
tation, reporting, and payment of current proce-
dural terminology (CPT) critical care codes 99291
and 99292.

In the American Medical Association’s (AMA’s)
2000 edition of CPT codes, the association had
redefined critical care services by removing the
term “unstable” from the CPT definition that was
previously used to describe critically ill or injured
persons. Based on the AMA’s revisions, HCFA has
provided definitions to clarify the term “critical
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care” and has issued guidelines that can be used
whenever medical review is performed in relation
to critical care services.

In addition, the agency has issued guidance in
determining the number of hours and days of
critical care that may be billed by a provider. The
program memorandum also provides a list of
bundled services that are included in the critical
care CPT codes. For more information, visit
HCFA’s Web site at http://www.hcfa.gov/pub
forms/transmit/B994360.htm.  ▼

Tool checks background,
sanction reports on doctors

As a provider, you should know that an on-line
company now offers consumers a means 

to order a license/sanction report on physicians
nationwide.

DoctorDirectory.com, based in Asheville, NC,
has joined with SearchPointe in Atlanta to offer
this service. Users can learn about a physician’s
credentials and educational background and, for
less than $10, find out about disciplinary actions
and sanctions taken against any medical doctor
with an active license. The information offered
through SearchPointe’s database of more than
650,000 physicians has been collected from private,
professional, and federal agencies, as well as from
the medical boards from all 50 states.

Also available to consumers is a convenient
alert service that will provide notification via e-
mail of any change in the license and/or sanction
data on specific doctors when users purchase a
sanction report.  ▼

OIG releases data for
HIPAA project grantees

At the request of the Administration on Aging,
the Office of the Inspector General (OIG, has

continued to collect performance data for the 18
Health Insurance Portability and Accountability
Act-funded (HIPAA) project grantees.

In the first 24 months on the projects, the data
reveal:

• The total number of trainers increased from
8,511 to 9,781.

• The total number of beneficiaries educated
more than doubled from 10,727 to 25,556.

• The total complaints received increased by
half from 6,318 to 9,852.

• The total Medicare funds identified for
recoupment was $1,400.

The data were self-reported and were not veri-
fied for accuracy. The OIG, however, does request
documentation. Both New York and Arizona
claimed savings that were not included in the
report pending documentation.

For more information, see “24-Month Perfor-
mance Data for the HIPAA-Funded Project
Grantees” (OEI-02-97-00524) on OIG’s Web site:
www.os.dhhs.gov/progrg/oei/whatsnew.html.  ▼
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Ambulatory surgical 
centers get small increase

Medicare payments for ambulatory surgical
centers will increase by $10 million, or 0.8%,

to account for inflation, the Health Care Financing
Administration in Baltimore announced in early
February. 

Services furnished on or after Oct. 1, 1999, will
be paid at these rates: Group 1, $317; Group 2,
$425; Group 3, $486; Group 4, $600; Group 5,
$683; Group 6, $794; Group 7, $949; and Group 8,
$934. The 1997 Balanced Budget Act limits infla-
tionary increases to two percentage points below
the consumer price index.  ▼

On-line program offers
health-related discounts

Anew on-line service is offering discounts to
its members of up to 60% on health-related

expenses.
Ehancedbenefits.com, based in Elk Grove

Village, IL, has packaged physician visits, dental
care, vision care, and prescription services, together
with other services such as chiropractic care, vita-
mins by mail, and cosmetic surgery, into four dif-
ferent plans. Membership fees in the plans —
CORE, COREPlus, MedCare, and OPTIMUM —
start at $8 a month. A fifth plan for foreign visitors
to the United States is also available.

Member discounts average between 20% and
60%, and once enrolled in a plan, members can
add optional benefits such as counseling services,
extended care, travel, and legal service discounts.
At any time, members can log on to the Web site
or call a toll-free number and find out the names
and addresses of the company’s network of drug
stores, eye care centers, physicians, dentists, and
other providers in their area.

Anyone is eligible to become a member of
ehancedbenefits.com’s program, except residents
of California and Washington state. Membership
eligibility extends to all family members living at
the same address, including any dependents (such
as college-age children) living away from home.

For more information, visit the Web site
http://www.ehancedbenefits.com or call (877)
EHANCED.  ■

• The 2000 Annual HIMSS Conference and
Exhibition will be held April 9-13 in Dallas. The
conference, sponsored by the Healthcare Inform-
ation and Management Systems Society in
Chicago, will feature Ross Perot, CEO of Perot
Systems in Dallas, and will offer a wide range of
technical and panel sessions. 

For more information, call HIMSS at (312) 664-
4467. E-mail: himss 00info@himss.org. Web site:
http://www.himss.org.

A five-conference series sponsored by IHS
Health Information in Englewood, CO, and Certus
Corp. in Irvine, CA, includes:

• “Complying with HCFA’s new Provider-
Based Criteria,” a conference is scheduled for April
20 in Baltimore,

• “APCs: A Guide To Survival” will be held
June 22-23 in Boston. 

• “Managed Care Issues and Opportunities
In The New Millennium” is scheduled for Aug.
12-13 in Seattle.

• “Transforming Operations Improvement in
Healthcare” will be held Sept. 21 in San Diego. 

• “OIG Work-plan 2001 Update” is scheduled
for Nov. 15-16 in Chicago.

To register or to learn more about this series,
visit http://www.ihshealth.com/whatsnew or
call (800) 525-5539 (select option 3).  ■
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