
New survey: 75% rule could deny
patients access, close rehab doors
Rehab providers say some won’t be able to comply

Fewer than one-quarter of rehab hospitals responding to a recent
survey believe they will be able to comply with the 75% rehab rule
during the three-year transition period; more than 40% will be

turning patients away; and 14% said they expect to have to close their
units or hospitals completely.

Those grim predictions are included in survey results released
recently by the American Hospital Association (AHA) and American
Medical Rehabilitation Providers Association (AMRPA). The survey
garnered responses from 333 rehabilitation facilities and was generated
in response to the recently released final version.

The AHA/AMRPA survey asked respondents how well they thought
their facilities could comply during the three-year phase-in, what
patients they expect to have to turn away, and what they expect the
effects will be to their facilities’ bottom line. Among the findings:

• When the rule is fully implemented, four of 10 hospitals will be
forced to turn away rehabilitation patients.

• Certain patients will face greater difficulty in accessing rehabilita-
tion care since health conditions such as cardiac, pulmonary, transplant,
and cancer are not compliant under the rule.

• During the first year of enforcement, almost 25% of rehabilitation
facilities would not meet the new standards, forcing them to discon-
tinue services or close their doors altogether. That number jumps to 80%
by the final year of the phase-in period. (See survey results, pp. 98-99.)

“We are going to have to shift to meet the criteria,” says Joe Golob,
PT, director of the Inpatient Rehabilitation Center at St. Francis Hospital
in Greenville, SC. He says the findings of the AHA/AMRPA survey are
not an unrealistic picture of inpatient rehab medicine in four years —
Golob’s 19-bed facility already has started making staffing decisions
based on expectations of fewer beds being filled next year.
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“We typically average 17 beds [filled], but we
don’t anticipate being at that level in the next fis-
cal year,” Golob explains. St. Francis’ fiscal year
starts Aug. 1, and the administration is making
staffing plans based on the final rule, he notes.

“We’ve had [staffing] decisions we’ve had to
make just in the past month,” he says. “We are
going to have to staff much more closely.”

Throughout the period between when the pro-
posed changes were released and the final rule
was issued, many in the rehabilitation services
field argued that the retention of the 20-year-old
75% rule would make it more difficult for a rehab
hospital or unit to be certified as a qualified
provider of inpatient rehabilitation services.

“Rehabilitation is a critical component in the
continuum of care,” Rick Pollack, AHA executive
vice president, said in a press release. “Reducing
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the availability of rehabilitation services is bad
policy and bad for patients. We need to ensure
that these services are there for the patients who
need them.”

AMRPA also is urging Congress to take advan-
tage of a review period included in the issuance
of the revised rule, to correct what AMRPA board
chairman Felice Loverso, PhD, called “this dam-
aging regulation.”

The 75% rule is a key criterion a rehabilitation
facility must satisfy to qualify for reimbursement
under Medicare. The Centers for Medicare &
Medicaid (CMS) failed to update the 20-year-old
qualifying conditions for the 75% criterion in a
meaningful way, critics say; aside from expand-
ing the definition of polyarthritis and building 
in a three-year transition period for the 75% rule,
the rule is essentially unchanged, they charge. (To
see the rule, go to www.cms.hhs.gov/providers/
irfpps/default.asp.)

Particularly worrisome is the change to the
definition of polyarthritis. The new rule states
that for a patient to count toward the 75% thresh-
old, he or she must have severe or advanced
osteoarthritis involving two or more major joints
and must meet other medical criteria. 

“Our system does a lot of orthopedic surgery,
and that was an important source of patients for
us,” Golob notes. “Polyarthritis is the diagnosis for
most of those patients. But unless it’s bilateral, or
they’re over 85, or they have multiple subcriteria,
it will be a huge challenge to meet that.”

More than 240 U.S. representatives and 80 
senators signed letters in June urging Tommy
Thompson, Health and Human Services (HHS)

secretary and Mark McClellan, CMS administrator,
to delay the 75% rule. Despite earlier congressional
directives, the rule “was solidified without 
a thorough, independent assessment by medical
experts,” the lawmakers said, and could threaten
patients’ access to care. “If HHS is unable to accom-
modate this request, we may need to pursue leg-
islative remedies,” the letter cautioned. 

The letter follows a similar letter recently signed
by 82 members of the Senate. (To see both letters,
go to www.aha.org/aha/key_issues/rehab/whats
new.html.)

U.S. Reps. Nita Lowey (D-NY) and Zach Wamp
(R-TN) have sponsored an amendment requiring a
moratorium on enforcing the rule. Thus far, CMS
has not agreed to an independent study prior to
implementing the rule. The amendment requires
CMS to contract with the Institute of Medicine
(IOM) to study and make recommendations for
modernizing the outdated rule; directs CMS to
report the study and recommendations to Congress
by Oct. 1, 2005; and bars CMS from enforcing the
rule until nine months after the report is submitted.
“Our hospitals are struggling to comply with a rule
that reflects treatment options in 1984, not 2004,”
Lowey stated in a press release during hearings. “If
this rule is not updated to reflect today’s practices,
it will put our local rehab facilities on life support.”

Marketing strategies for Golob’s hospital and
other rehab facilities will have to change, he says. 

“We’ll definitely have to market more outside
our system,” he adds. “We’ll have to market to
stroke patients and hip fractures for now, but
who knows what will happen with [hip fracture
patients counting toward the threshold].”

According to Golob, all facilities are in the
same straits as his, so all will be going after the
same, smaller pool of eligible patients. While no
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staff have been affected yet, he says administra-
tors in all facilities will have to look at their pro-
jected patient traffic as they plan their staffing in
coming years.

“Each year the rule stays in effect, it will be
more and more of a challenge, and there won’t be
any considerations for comorbidities after the
third year,” Golob points out. “And we’ll have to
manage our labor costs based on that.” 

The Lowey-Wamp bill cleared the House
Appropriations Committee in early July, but is
expected to face opposition when it moves to the
House floor, possibly in early August.

In the meantime, rehab facilities must wait to
see what happens, but plan as if the final rule is,
as CMS says, really final.  ■

Educating the consumer
about HIPAA privacy rule
Rehab patients more savvy than others 

Hospitals and health care workers have gone
to great effort to understand the patient 

privacy rules, but more needs to be done to edu-
cate the public, according to some health care
providers.

The Health Insurance Portability and Account-
ability Act (HIPAA) became effective for all health
care providers and health plans, starting in April
2003, with full compliance required by April 2004. 

The rule was met with concern and questions
from the health care community when it was first
introduced, but according to a hospital represen-
tative who addressed a Department of Health
and Human Services (HHS) panel in July, health
care providers have devoted much time and
effort to educating themselves about the rule.

However, Sara Howley, director of corporate
communications for North Broward (FL) Hospital
District, told the HHS panel that the public and
media need more education about the rule.

Howley told the National Committee on Vital
and Health Statistics’ Subcommittee on Privacy
and Confidentiality, “Hospitals have undertaken
a great deal of effort to ensure that their staff,
physicians, vendors, and volunteers understand
the new rules and follow them,” according to an
HHS press release. “We believe that the HIPAA
privacy rules are working, but there are areas
where greater education is needed.”

Rehab facilities have an advantage when it
comes to patients being up to date on privacy
issues, says Bob Norwicke, director of corporate
compliance and performance management for
Magee Rehabilitation Hospital in Philadelphia.
Norwicke serves as Magee’s privacy officer.

“Because we’re rehab, a lot of our patients have
been in the health care system already, so they 
are pretty familiar with privacy and information
issues,” he adds. 

Norwicke meets personally with patients in his
96-bed facility when they have questions about
privacy and access to patient information, and he
says the questions he most often gets have to do
with patients’ wishes to see their own medical
records.

“Before HIPAA, access to patients’ own records
was kind of an unclear area with the public, and
there seemed to be a cultural belief that you could-
n’t see your medical records, that it was secret,”
Norwicke explains. “So now that seems to be the
thing we deal with most — people wanting to see
their own records.”

More complex are situations involving patients
admitted with serious head injuries or who have
been judged incompetent for other reasons, and
determining who has the right to access those
patients’ records.

The suggestion that HHS provide more infor-
mation to consumers in an easily understood for-
mat is not a bad idea, according to Judy Colby,
RN, COHN, manager of Glendale Adventist
Occupational Medicine Center in Burbank, CA. 

“It’s true, in the sense that patients who are
more accustomed to a more streamlined, familiar
approach, when they could just call up and say,
‘Fax this to my other doctor,’ might be having
some difficulty with the new rule on privacy,”
Colby explains.

“Or, for example, I have a 22-year-old child,
and I might have a reason to ask [the child’s

Need More Information?
☎ Judy Colby, RN, COHN, Manager, Glendale
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☎ Bob Norwicke, Director, Corporate Compli-
ance and Performance Management, Magee
Rehabilitation Hospital, 1513 Race St.,
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3000. E-mail: rnorwicke@mageerehab.org.
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physician] a medical question, and all of that is
different now,” she points out.

Recognizing the need for public education, the
American Medical Association developed a tem-
plate for a letter it suggests health care providers
personalize with their individual facility’s pri-
vacy practice and send or give to patients. (See
sample letter, at left.)

One aspect of the privacy act that some patients
don’t fully understand is that there are limits to
their rights to access their records, Colby says.
Although a patient has the right to access, copy,
and inspect his or her protected health care infor-
mation within a designated record set, there are
limits and the patient’s request, if it falls within
exceptions to the right of access, may be denied. 

“There are some times when patients do get
frustrated,” she adds. “They may think they have
complete access to a record, when they don’t.”

And while patients have a right to amend pro-
tected health care information within a desig-
nated record set, that does not mean that they
have the right to change a medical record, and is
an area that bears further education, Norwicke
points out.

Other suggestions that have been made to
HHS by providers, besides giving patients easy-
to-understand information, are to encourage law
enforcement and rescue personnel to tailor their
limits on information to those imposed on hospi-
tals, to prevent private information from being
divulged through those agencies during emer-
gencies; offering training to media representa-
tives who cover health care issues, for their own
education as well as to help them educate the
public; and to provide health care providers with
questions and answers pertaining to real-life sce-
narios involving aspects of the privacy rule that
providers still struggle with.  ■

Records retention: What
records, for how long?
Requirements vary by state, institution

Apatient’s record is invariably going to be
with a health care provider far longer than

the patient will be. How facilities handle records
retention — what records they keep, in what for-
mat they’re stored, and for how long — varies
from state to state, by specialty, and sometimes,

Sample Letter About HIPAA
Privacy Rule for Patients 

Dear Patient:

Physicians have always protected the confiden-
tiality of health information by locking medical
records away in file cabinets and refusing to reveal
your health information. Today, state and federal
laws also attempt to ensure the confidentiality of
this sensitive information.

The federal government recently published regu-
lations designed to protect the privacy of your health
information. This “privacy rule” protects health infor-
mation that is maintained by physicians, hospitals,
other health care providers and health plans. As of
April 14, 2003, your physician began to comply with
the privacy rule’s standards for protecting the confi-
dentiality of your health information.

This new regulation protects virtually all patients
regardless of where they live or where they receive
their health care. Every time you see a physician, are
admitted to the hospital, fill a prescription, or send a
claim to a health plan, your physician, the hospital,
and health plan will need to consider the privacy rule.
All health information including paper records, oral
communications, and electronic formats (such as 
e-mail) are protected by the privacy rule.

The privacy rule also provides you certain rights,
such as the right to have access to your medical
records. However, there are exceptions; these rights
are not absolute. In addition, we will be taking even
more precautions in our office to safeguard your
health information, such as training our employees
and employing computer security measures. Please
feel free to ask your physician or our privacy contact
about exercising your rights or how your health infor-
mation is protected in our office.

The Notice of Private Practices attached to this
letter explains our privacy practices. It contains very
important information about how your protected
health information is handled by our office. It also
describes how you can exercise your rights with
regard to your protected health information.

Please let us know if you have any questions
about our Notice of Privacy Practices. You may
contact our privacy contact at ___________, or
discuss any questions you may have with your
physician.

Sincerely,

Health Care Provider

Source: American Medical Association, Chicago.



by accreditation regulations.
With the exception of Maine, every state and

the District of Columbia have statutory require-
ments for the retention of health care records. 

The requirements range from five years to for-
ever, with seven to 10 years being the average
range.

Like many of her peers, Carol Carder, medical
records manager for Levindale Hebrew Geriatric
Center and Hospital in Baltimore, operates under a
records retention policy based on state law and the
requirements of her facility’s accrediting body, the
Joint Commission for Accreditation of Healthcare
Organizations (JCAHO). JCAHO, like the Com-
mission on Accreditation of Rehabilitation Facilities
(CARF), requires hospitals and long-term care facil-
ities to establish records retention policies that con-
form to state law. (See chart, below.)

“In our case, that’s seven years. We keep them
in house for two to 2½ years following discharge,
and then they’re stored off-site,” Carder notes

After seven years, the records are destroyed.
Most patient records in use and in storage are

paper-based, requiring secure, fireproof storage
facilities. Electronic records are making inroads
into patient record keeping at Levindale Hebrew,
Carder says, “but I probably won’t see records
become fully electronic-based in my lifetime.”

The American Health Information Management
Association (AHIMA) recommends that specific
patient health information be retained for estab-
lished minimum time periods, based upon state
and federal regulations. 

AHIMA advises health care providers to
develop a retention schedule for patient health
information that meets the needs of patients,
physicians, researchers, and other legitimate
users, and to keep the information available for
use in continued patient care, in the event of legal
action, and for applicable research purposes.

Keeping the records for at least seven years —
or in the case of minors, for a period equal to the
statute of limitations following the age at which
the child reaches the age of majority (18 or 21 in
most states) — offers protection in cases of legal
action. 

In some cases, the statute of limitations does
not commence until the potential plaintiff learns
of a potential relationship between an injury and
the care he or she received, and the federal False
Claim Act allows claims for injury to be brought
up to seven years after the incident, though that
time has been extended to 10 years in some cases.

Availability of needed records is an issue when,
like Carder, accessing a stored patient record
means going to a locked, off-site storage facility
and digging through paper records. 

Electronic record keeping makes records more
accessible by allowing them to be located via com-
puter, but even electronic records are not perfect.

“There’s no such thing as a totally secure sys-
tem,” says Ron Miller, MD, president of Chart
Links, a New Haven, CT-based electronic infor-
mation management company. 

“Electronic records can’t burn up in a ware-
house fire, but even they are not totally secure.

What they do offer,
however, is accessibil-
ity and organization,
and are easily redun-
dant [copied], which is
nearly impossible in a
paper-based system,”
he adds.

AHIMA advises
facilities to establish 
a retention schedule
that spells out exactly
what records are kept,
where they’re stored,
in what format (paper,
microfilm, optical
disk, magnetic tape,
etc.), and for how
long. This provides
not only a guideline
that staff can refer to,
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Commission on Accreditation
of Rehabilitation Facilities
(CARF)

Joint Commission on
Accreditation of Healthcare
Organizations (JCAHO)

Requires organization to have policies that address
record retention

Retention periods are not specified for behavioral 
health. However, policy must comply with applicable
state, federal, or provincial laws.

Retention periods are not specified for employment 
and community services.

The retention time of medical record information is 
determined by the organization based on law and 
regulation, and on its use for patient care, legal,
research, and education activities.

Sources: CARF, Tucson, AZ; JCAHO, Oakbrook Terrace, IL.

CARF & JCAHO Requirements for Records Retention



but offers protection in case of legal challenges.
The information to be retained should include

clinical and medical records, health records,
claims documentation, and compliance docu-
mentation; compliance documentation includes
all records necessary to protect the integrity of
the compliance process and confirm the effec-
tiveness of the program, including employee
training documentation, reports from hotlines,
results of internal investigations, results of audit-
ing and monitoring, modifications to the compli-
ance program, and self-disclosures, according 
to AHIMA. To be safe, a facility should consult
with its legal counsel in drafting its retention
schedule.  ■

Consider these areas
before outsourcing billing

As facilities face increasing workloads that
leave less time to pursue unpaid claims and

collections, an increasing number are turning to
outsourcing as a solution. 

“Problems [with in-house coding and billing]
include inexperienced coding, which can lead to
rejected claims, delayed claims, and improper
reimbursement, which in turn lead to cash-flow
problems,” says Ann S. Deters, MBA, CPA,
founder and CEO of SevenD & Associates, an
Effingham, IL-based consulting and manage-
ment company.

Other problems with in-house billing and 
coding include not being up to date on coding
changes, pressures to unbundle to enhance reim-
bursement, staffing issues such as sick leave and

vacations, and potential delays in billing and col-
lections, sources say. 

To ensure you make the best choice for your
program and receive all the money you’re owed,
consider reviewing these areas:

• Experience of billing staff. 
The company you’re working with must have

certified coders and must have policies for con-
tinuous education and training, suggests Deepa
Malhotra, MS, CPC, president of Healthcare
Education Resource Services (HERS), an Aurora,
IL-based coding firm. 

Your local medical association and chamber of
commerce may have seminars, Deters suggests.
“In a bad outsourcing situation, you have a biller
that is not certified or experienced in billing, cod-
ing, and collections,” she says. 

• Number and nuances of contracts.
Diana T. Ellison, MBA, CASC, administrative

director of Hamden (CT) Surgery Center, has had
difficulty in finding an outsourcing organization
that can load her facility’s contracts into its infor-
mation system.

Ellison personally loads her facility’s contracts
into her in-house billing system. Contracts have
many nuances, she points out, and her center has
approximately 20 contracts. “If something is added
after a contract is signed, there’s constant monitor-
ing of that process that needs to be done. I think 
it would be difficult to do with an outsourcing
agency.”

• Size of facility.
Outsourcing billing is often cost-effective for

small facilities, but becomes less so as organiza-
tions grow larger, says John J. Goehle, MBA,
CPA, chief operating officer at Brighton Surgery
Center in Rochester, NY, which performs about
7,500 procedures per year. 

“We do all of our own billing in-house, and we
have an average of 44 days in receivables — well
within industry best practices,” Goehle says. 

• Control of the billing and collections process.
The biggest problem with outsourcing, other

than the cost, is handing over control of your
accounts receivable and billing functions to an
outside company, Goehle says. Several issues
arise, he says. For example, how do you deal with
patients who complain about their bills or have
questions about billing? 

“It’s always easier to answer questions within
the organization rather than going to an outside
company,” Goehle says.

Keeping proper control over the information
flow is vital, he says. Also, determine whether the
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billing company is going to be aggressive in
going after small remaining claims, Goehle
advises. 

How do you evaluate the billing company’s
performance? Have a pre-defined process for
periodically auditing their work, Malhotra 
suggests.

• Adequate resources required for success.
Regulatory issues may arise, so ensure the

company’s processes are HIPAA-compliant, she
says.

“We bill in-house,” Goehle says, “because it
gives us total control over our revenue cycle and
is cost-efficient with our size operation.” 

The most important key to the success of in-
house billing is having access to the resources —
equipment, services, and personnel — necessary
to do the function in-house, he says. 

“If you can’t get those resources, it’s better to
let an outside organization do it,” Goehle notes.

• Timely, thorough communication.
With a low-quality billing company, there is no

reporting, Deters says. You receive no communi-
cation on your receivables, including your aging
receivables, she says.

Sometimes, problems don’t get addressed, says
Ellison, referring to her previous experience with
an outsourcing company.

“If there was a code being constantly misused,
it didn’t occur to them to forward through chan-
nels and determine whether there is another code
to use or another way to get reimbursed,” she
says.

You lose that control of the flow of informa-
tion, Ellison says. “The goals of an outsourced
company are to post your payments,” she says.
“Their goals are not the management of those
accounts receivable.”

The billing company is working under its own
budget constraints to accomplish those tasks, she
points out.

• Emphasis on collections.
In-house coders/billers/collectors tend to

focus their energies on billing and avoid the col-
lection process, despite the fact that collections
are imperative for proper cash-flow management,
Deters says. 

You need analysis of your bills so you know if
you’re getting paid, if the payments you’re receiv-
ing are timely, whether you’re receiving rejections,
and if so, the reasons for the rejections, Ellison
says.

For example, her facility was receiving rejections
because the Medicare system wasn’t accepting the

physician’s correct unique physician identification
number. A biller recognized the problem, deter-
mined the reason, and involved the doctor’s office
in solving the problem.

“If you don’t do those things on a timely basis,
you potentially lose out on getting paid for those
claims,” Ellison says. “Since it’s my employee,
there’s better ownership for that receivable. She
wants to make sure we collect every dollar that
we’re entitled to.”

Collections should be your priority, Deters
emphasizes. “That’s where you really need to be
tenacious,” she says. 

When the payer says “it’s in the mail” or
“we’re processing that claim,” a good outsourc-
ing billing company will stay on top of that prob-
lem by making calls on a daily or weekly basis,
Deters says. 

“It’s the collection process that is the whole key
to being successful in this arena,” she says. 

When determining whether to use an agency

How to get the payer 
to send the money

When a claim isn’t paid in a timely manner, your
billers need to document communication with

the payer and follow up with e-mails, said Ann S.
Deters, MBA, CPA, CEO and founder of SevenD &
Associates, an Effingham, IL-based consulting and
management company affiliated with 17 surgery
centers. Deters spoke at the recent annual meeting
of the Federated Ambulatory Surgery Association.

Hold the payers accountable, she emphasized.
Communicate with them regularly, and follow
through with your communication. Be friendly, but
firm, Deters suggested.

“Say, ‘If I don’t receive this in a week, I will be
calling you back so you can check and see where
my check is,’” she advised.

Don’t be led astray by excuses, she suggested. If
needed, involve the supervisor of the person you’re
communicating with, Deters said. If you aren’t satis-
fied after talking with that person, speak to the super-
visor at the next level, she advised.

“They will pay it once you get the higher-ups
involved,” she said.

The last straw is to hold them to the contract,
Deters added. “They need to pay you within the
contract terms, which is typically 30-60 days,” she
said. “You need to review your contracts, and your
collector needs to be on top of your contracts to
ensure that they’re not abusing their rights.” ■



for outsourced billing, consider these other indi-
cators suggested by Deters:

• Contract data are entered into the informa-
tion system.

• Copayment information is provided for each
payer.

• Write-offs are anticipated as charity work
rather than a response to a patient who doesn’t
pay. 

• Copayments and deductibles payments are
collected on the day of treatment.

• A credit card payment plan is offered, espe-
cially for metropolitan areas.

• The agency pursues payments for large and
small claims.

• The date of service to the date of billing is
less than 24 hours. 

• Rejections are less than 2%.
• The date of service to the date of collection is

less than 45 days, with the best practice being 35
days.

• The facility receives aged receivables report-
ing. If numbers are improving in one area, such
as 60-90 days, ensure that those claims aren’t sim-
ply falling into the next level of 90-120 days.

• Daily/weekly/monthly reporting is con-
ducted. Billing/coding/collection is a daily
function. The facility receives aged receivables
reporting and payer fee reporting. Other reports
that should be received include net revenue vs.
costing information, and per-procedure and per-
specialty reports.

• A fully integrated billing/coding system is
connected to the center’s computer network. 

“Electronic billing will save you 15 days of col-
lections typically, particularly with Medicare,”
Deters adds. 

• Agency aggressively makes collection calls
daily and contacts past-due accounts every seven
to 10 days. Monthly payment plans are offered
with a goal of full payment.

• The facility is offered assistance in payer
negotiations. 

• The agency does daily off-site backup.
• The agency has omissions and errors liability

insurance.
Managing in-house billing requires more

administrative oversight, she maintains.

80/20 rule

If you want to know whether your billing
agency is doing a good job, examine whether the
agency is following the “80/20 rule,” Deters says.

When this rule is followed, 80% of your receiv-
ables are 45 days are less, she explained. 

“Typically, most billers think the job is done
after bill is sent, but really their job only has
begun,” Deters adds.

You have to consider your mix of payers, says
Diana T. Ellison, MBA, CASC, administrative
director of Hamden (CT) Surgery Center. 

While Medicare generally pays her facility
within three weeks, Medicare pays only 80% of
patient’s bills, so they have to bill a secondary
insurance, she says.

“When you have a lot of Medicare patients,
you’ll automatically have a lot [of receivables] at
60 days or higher,” Ellison explains. 

It takes at least three or four weeks to receive
payment from the primary payer, and it takes at
least another three or four weeks to receive pay-
ment from the secondary payer, she adds. 

“If some people have straight commercial or
HMO plans that pay 100%, their days will be
shorter,” Ellison adds.

Another factor that affects your receivables is
whether you bill electronically, which speeds
payment, she says. 

“Obviously, that’s optimal,” Ellison points out.
“But that’s not always financially feasible, and
it’s not always feasible from systems standpoint.”

“Probably most importantly, the good billing
services are going to focus on the business side of
things, and that’s the cash management, and you
can focus on the patient side,” she notes. “And in
today’s environment, this is more and more of a
necessity so that each one can contribute in its
own way.”  ■
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☎ Diana T. Ellison, MBA, CASC, Administra-
tive Director, Hamden Surgery Center, 2080
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2670 Ridge Road, Aurora, IL 60504. Phone/
fax: (630) 236-4212. E-mail: dmalh2670@
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Teamwork produces
reduction in denials
Dramatic results generated

As the newly hired patient financial services
director at St. Helena Hospital in Deer Park,

CA, Kim Meredith was ready to put her focus on
reducing the institution’s denial rate. 

Looking at some of the reasons for those denials,
Meredith says, she knew she would need help —
from her colleagues in admitting to address demo-
graphic and authorization problems, from medical
records to correct diagnosis and coding errors, and
from case management to target denials related to
concurrent review. 

The challenge, she realized, lay in convincing
those departments to join together to embrace the
denial reduction quest without finger pointing or
airing dirty laundry. 

Typically, Meredith knew, “directors don’t want
others involved in what I call their backyard,” she
says. “No department runs perfectly. Why do I
want admitting [personnel], for example, looking
at my backyard when I might have incorrect pro-
cesses?” Keeping that in mind, the CAMP team
(the acronym was created from the first letter of
each department’s name) was born, Meredith
adds, with the initial emphasis on developing
interpersonal relationships and creating an atmo-
sphere of trust. 

“We had an informal meeting once a month 
to find out what was going on,” she says. “We
talked about things like, ‘What’s happening in
your department? Two people are out sick. Cash
collections are looking good.’”

Meredith describes this phase of the collabora-
tion as “0-6 months — like the infant stage,” and
she emphasizes that it was crucial to the effort’s
ultimate success. “Once we were comfortable that
no one was trying to butt into another person’s
department, we started problem solving,” she
explains. 

To create a common goal, something that every
employee of all the CAMP departments could
work toward, Meredith notes, she came up with 
a bonus structure based on exceeding net patient
revenue. She then presented it to the CAMP team,
and ultimately received the blessing of hospital
administration.

The minimum bonus that each person receives
if the hospital exceeds the net patient revenue

goal is $25, and the amount increases according
to how far above the goal collections go. “Money
motivates people,” she says. “A lot of people say
it doesn’t. But I have to tell you, from this exam-
ple, it does. We have been extremely successful.”

The figures speak for themselves. 
Since November 2001, when CAMP started,

hospital collections have increased dramatically,
Meredith explains. “In 2002, we collected $14 mil-
lion more than in 2001; in 2003, we collected $8.7
million more than in 2002; and for 2004, as of
May, we collected $5 million more than during
the same period last year.”

For a 181-bed hospital with a combined annual
operating budget of $2 million for the admitting
and patient financial services departments, she
adds, “that’s a pretty significant amount.” The
denial rate, meanwhile, is down to less than 1%,
from a previous high of about 5%, she says, and
accounts receivable (AR) days have been reduced
from about 67 to 48.

“The whole concentrated focus of CAMP,” notes
admitting director Peggy O’Neill, “is assigning
the denials to the appropriate CAMP party, which
works until it resolves the root problem.” The
results speak for themselves, she adds, citing one
recent month in which $800,000 in potential write-
offs was reduced to $50,000 through the team’s
efforts.

O’Neill and her staff have “played a signifi-
cant role” in those statistics, Meredith reports.
St. Helena has placed at the top of Adventist
Health’s 20 hospitals in over-the-counter (OTC)
cash collections for the past two years and has
been recognized for overall process improve-
ment. “Because [admitting] was so successful
with upfront collections,” Meredith adds, “it has
reduced the cost on the back end. We don’t have
to bill patients — with the additional expense of
mailing statements — and our accounts receiv-
able days are down because those self-pay dollars
aren’t sitting out there,” she says.

“There are no territorial walls that impede our
working together,” O’Neill says of the CAMP col-
laboration. “This group of departments maintains
a highly developed communication network. We
are all part of one constantly evolving improve-
ment process.”

The CAMP team, which includes directors
and supervisors from each of the four depart-
ments and the hospital controller, meets on the
last Wednesday of every month, Meredith says. 

“What we’ve done is establish a common play-
ing ground,” she adds, “and to get to where we



want to be, we [ask], ‘What are the internal prob-
lems in CAMP?’ and ‘What are the external
issues?’”

To increase efficiency and camaraderie,
Meredith notes, the team developed a shared
drive on the computer system that allows every-
one in the four departments immediate access to
“the information we’re tracking and logging,
including denials, resource utilization group
[RUG] rates, and daily cash.” The monitoring of
“daily cash,” meaning the amount of revenue
coming in, shows the CAMP employees where
they stand in terms of exceeding the net patient
revenue goal, she adds. “We can see how much
we collect every day, and how close we are to our
goal.” 

Representatives from other departments occa-
sionally attend the CAMP meetings, Meredith
says. “We have invited other departments
because it’s important to find out, for example,
why a department is having a problem with
charge entry, and to ask, ‘What can we do to help
you get your charges correct or to get the correct
demographics?’”

The hospital is unable to bill Medicare for ser-
vices provided at its transitional care unit (TCU),
for example, until the unit provides patient finan-
cial services with what is called a “RUG analy-
sis,” she points out. 

“It’s a complicated form that they complete;
and from that, they give us the RUG rate. It takes
60 days to bill Medicare for that service. In the
meantime, the patient goes to another facility and
exhausts his or her skilled nursing benefits under
Medicare, which results in the hospital not being
paid at all, she explains. “We invited the TCU
director in to talk about why they’re having such
difficulty giving this information to patient finan-
cial services.”

CAMP has taken the initiative in providing
“financial engine information” to clinical staff,
Meredith says. “A nurse has no idea how charges,
CPT codes, or billing happens. We go out and do
education for nurses so they’ll understand how
this works.”

In the monthly CAMP meetings, the team
looks at “items to target and areas to look at,” she
adds. “We talk about what to focus on next. What

are the different areas we need to help improve
their cash position; outline a game plan? Maybe
it’s the emergency department.”

If that’s the case, the director might be invited
to sit in on a CAMP meeting, Meredith says. If
there is a need for staff education, team members
may go to the outside department in question.
“We conduct training classes for the departments
that do charge entry,” she notes. “We talk about
how to know if you’ve made a mistake. If we see
that physical therapy is struggling with putting
in the correct date of service, we ask them if they
want to be in their environment or come to us [to
get help].”

Any or all of the CAMP team members may
get involved in these endeavors, depending on
the issue, Meredith says. “We all take an active
role, but 70% of the education is provided by
patient financial services and admitting. It’s eas-
ier for us to identify issues with other depart-
ments because we can manipulate our computer
system to see that information very easily and
extrapolate variances to target areas of concern.”

When the CAMP departments exceed the net
patient revenue goal, she adds, “it’s important
that we celebrate as a group and extend an invita-
tion to the outside departments we’ve worked
with. When we resolved the issue with the TCU,
we invited the director and whoever helped her
resolve the problem.”

In 2003, there were nine months of success, and
so there were nine celebrations, Meredith says. As
of June, CAMP already has had five successful
months in 2004, and has celebrated each of those.
The celebrations have run the gamut, from ice
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(707) 967-3687 Web: oneillmm@shpo.ah.
org.
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cream socials where old movies were shown to
exotic lunches, she adds. “They’ve mostly cen-
tered around food.”

“It’s also very important to note that these cele-
brations cost the hospital very little financially,”
she points out. “There’s a grill that we keep here,
and I buy $50 worth of hot dogs and hamburgers,
and we roll the grill down the hill from my office
to the hospital.”

One department might be responsible for
bringing desserts, while another contributes sal-
ads or covered dishes, Meredith adds. “It might
be a Hawaiian luau, or have a baseball theme. We
just did “Around the World,” with seven differ-
ent continents represented. Staff walked through
a kind of maze to different areas to pick up food.”
The celebrations are important, she reiterates,
because they reinforce the teamwork concept.
“We work together, we celebrate together.”  ■

Strategies seek to boost
health provider flu shots 
APIC: Educate staff as well as patients

Health care workers need an annual influenza
vaccine to protect themselves and their

patients, advise national infection control officials.
The Association for Professionals in Infection Con-
trol and Epidemiology (APIC) recently released a
position paper on influenza immunization and is
urging hospitals to improve their rates. Only 36%
of health care workers receive the vaccines annu-
ally, according to the National Health Interview
Survey.

“With other preventable diseases, we’ve placed
much more emphasis on making sure we have
immunity,” says Jeanne Pfeiffer, RN, MPH, CIC,
APIC president, who is infection control program
coordinator at Hennepin County Medical Center
in Minneapolis. APIC joins other organizations,
including the National Foundation for Infectious
Diseases and the Center for Disease Control and
Prevention, in making a greater push for influenza
immunization.

It won’t be easy, she acknowledges. “Even in
our facility, where we’ve had an active program
in place for about 10 years, we are at a little over
50%.” 

The recommendations issued by APIC include
the following: 

1. All health care facilities should prepare a writ-
ten policy stressing the importance of influenza
vaccination among health care workers. This policy
should strongly recommend that health care work-
ers receive annual influenza vaccination to prevent
spread of the virus to vulnerable patients. Every
organization, regardless of size or type, should
demonstrate its commitment by creating and dis-
tributing the policy to all employees.

2. Influenza immunization programs should be
designed and implemented annually to increase
vaccination rates. 

3. Monitor annual immunization rates of
employees, and provide feedback through the
infection control and patient safety programs.

4. Monitor and track health care-associated
influenza, in comparison to the health care
worker immunization rates. Providing this infor-
mation may stimulate health care workers to seek
vaccination.

5. Track community incidence of influenza with
public health officials using data from emergency
department, physician offices, and clinics. As the
incidence increases, infection control and hospital
administration should work together to identify
pending admissions of potential influenza cases
and establish parameters for visitor restrictions. 

(Editor’s note: To see a copy of the APIC position
paper on influenza vaccination of health care workers,
go to www.apic.org/position%20statement1.pdf.)  ■
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