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18 HOURS OF CPEs
For more information visit our website: http://www.njhfmainstitute.org/

Thursday, October 4, 2018 • 11:05 a.m.
Keynote Speaker Donna Hartley

Donna Hartley has an amazing story…she is proof that one woman can walk through fire 
and deliver a message powerful enough to impact millions of lives. This is an empowering 
survival story. Drawing on her three life-threatening events (which all occurred on dates of 
March 1st) she ignites you with firepower for inner leadership and gives you proven strategies 
to master change in your life. Cry, laugh, and be inspired! She is a graduate of the University 
of Hawaii and former Miss Hawaii. Donna has been featured on PBS, NBC, ABC and in The 
New York Times. She is the author of Fire Up Your Life!, Fire Up Your Intuition! and Fire Up 
Your Healing!

Donna Hartley

PLUS:
9 General Sessions • 37 Breakout Sessions • C-Suite Panel Discussion

~ Charity Event ~

Wednesday 6 – 8 p.m.

Benefitting the

~ President’s Reception ~ 

Thursday 6 – 8 p.m.

~ Friday C-Suite Panel ~

Discussion of Financial
System Conversions

Don’t Miss:
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The President’s View . . .

Erica Waller

Hello Everyone, 
As President of the HFMA New Jersey Chapter, I would like to welcome you to the 

42nd Annual Institute Edition of the Garden State Focus.  It seems impossible to me that 
the first Institute I attended was the 32nd!  This continues to be a wonderful event focused 
on bringing you nearly three full days of fabulous education and networking.  This year’s 
schedule provides the opportunity to receive 18 continuing education credits.  I encourage 
everyone to attend, whether for the full conference or taking advantage of one of the day 
passes that can also be purchased.

I am so thankful for the members of the Institute Committee and the countless volunteer 
hours they contribute to ensure this event is a success. A special thank you to this year’s 
Institute Chair and Co-Chairs: Tony Panico, Mike McKeever, and Sandra Gubbine.  This 
leadership team along with the rest of the committee members have gone above and beyond 
to put together what is sure to be another extraordinary event.

I am also very grateful for our generous Institute sponsors.  Without your continued support, we would not be able to provide 
the quality education we are recognized for and certainly not offer an event of this size.   The success of the Institute really drives 
the success of the Chapter and our ability to continue educational and networking events throughout the year.  Thank you!

On Wednesday evening we will be supporting The NJ Sharing Network as the selected beneficiary of the charity fundraiser.  
The NJ Sharing Network is the non-profit organization responsible for the recovery and placement of donated organs and 
tissue for this in need of a life-saving transplant. They operate 24/7/365 and work to educate the general public about how 
transplantation can save lives.  Please join us for this trade show and networking event from 6 to 8pm on Wednesday evening.

Last but certainly not least, a big thank you to Laura Hess, our Chapter’s administrator.  Laura’s support is critical to our 
success!

If you haven’t already registered you can do so at www.njhfmainstitute.org.  Please remember that our early bird rate will fly 
away on September 25 so register today.

I look forward to seeing you there!

Erica Waller
P.S. – Planning for the 43rd will commence immediately following this year’s event.  We’d love to have you join the Committee!
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From The Editors . . .
We would like to welcome everyone to the 42nd Annual 

Institute, where you will find numerous opportunities for 
education, career development, networking and fun! In this 
edition of the Focus, you will find articles from many of the 
presenters at the conference. Leafing through the pages of the 
magazine, you will no doubt discover the breadth of knowl-
edge of our presenters, who will address many of the hot 
topics that are affecting our industry. 

One thing we’d like to point out is that if your organization 
has a need for performance improvement, our conference can 
be the conduit for achieving that goal. Over the three days, 
you will find speakers on MACRA, patient access, E/M cod-
ing, physician practice performance, managed care strategies, 
CDI, denials, data analytics, and many more areas that are 
critical to reimbursement and compliance. 

Taking it a step further, by walking around the confer-
ence, you may even run into a dreaded exhibitor! These well-
dressed individuals provide more than just a miniature Milky 
Way and a fuzzy pen; they have solutions, and lots of them! 
Please take the time to talk to our vendors, not out of a sense 
of duty or obligation, but because they can help your orga-
nization achieve its desired improvement. This conference is 
loaded with expertise, and we hope that you take advantage 
of this opportunity.  

Many of the exhibitors at this year’s conference have been 
long-time supporters of the New Jersey and Metro Philadel-
phia Chapters. Representatives from their companies are key 
stakeholders in the direction of our Chapters and serve on 
our Chapter Boards. In addition, we are very pleased to have 
seven first-time vendors at this year’s conference. We hope 
that these companies become part of the core organizations 
that help enable our Chapters to thrive.   

Finally, we’d like to thank the Institute Committee, spear-
headed by Tony Panico, Sandy Gubbine and Mike McKeever. 
Without their dedication, none of this would be possible. We 
hope you have a great time in Atlantic City and a productive 
conference. 

About the Authors

Adam Abramowitz is a senior man- 
ager for sales and marketing at CBIZ 
KA Consulting Services, LLC in East  
Windsor, NJ. Adam can be contacted 
at aabramowitz@cbiz.com.  

Brian Herdman is an operations man- 
ager in financial reimbursement ser- 
vices for CBIZ KA Consulting Services, 
LLC in East Windsor, NJ. Brian can be 
contacted at bherdman@cbiz.com.
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Managing Third-Party Risk 
in a Changing Healthcare 
Environment

by Bernard Gay

Bernard Gay

In this age of advanced technology, it is not uncommon 
to turn on the news and hear about another organization 
experiencing the havoc caused by a hack or data breach – 
and healthcare is no exception. The impact is huge, causing  
some healthcare providers to lose millions of dollars, and 
the loss of so-called “protected” patient information that 
is being stolen by unknown and certainly unauthorized 
sources. According to HHS.gov, settlements in 2017 totaled  
more than any year prior, at a whopping $20 million. 
This represents a 300% increase in fines as compared to 
2015.

So, how do healthcare organiza-
tions ensure that their patients’ in-
formation is safe when they must 
share it with third-party service 
providers, who need that informa-
tion for the continuum of care? 
Provider hospitals and their staff 
must adhere to HIPAA laws, but 
how do they know if their third-
party vendors are actively conduct-
ing business with the HIPAA laws as a first concern, and 
is abiding by HIPAA compliantly? These partnerships are 
a complex and resource-intensive endeavor, requiring strict 
regulatory and information security standards, and con-
siderations for process improvement and for effective risk 
management.

Focus on Quality
Solid advice for organizations is to practice a compliance-

based approach, which is a minimum level of security and a 
sturdy start which to build from. Most information security 
professionals are unable to quantify cyber risk in terms the 
business can understand and use, so the need to follow an in-
dustry-standard process of building frameworks and proper 
processes to reduce security risks is crucial. 

Assess Sharing Standards
Focusing on quality and assessing sharing standards be-

tween the hospital and a third-party vendor could reduce 
occurrence of risk. It is imperative that the vendor practices 
caution regarding the flow of information, always ensuring 
that the information is protected. 

One of the main areas of opportunity sits within the space 
of automation of processes that allows reconciliation or move-
ment of information. This automation should drive secure 
and better efficiencies between hospitals, payors and third par-

ties.  Examples include processing of 
paper Medicaid claims or reconciling 
checks and remittances.

Consider a third-party assess-
ment, which looks at the flow of 
information between the health-
care provider and its third-party 
service providers to ensure that  
all information is protected. The 
assessment could be in the form of 
a standardized questionnaire or con- 

ducted by a certified  organization specializing in assess- 
ments. There will always be threats of a data breach, so it is 
important to have detailed conversations with third-party 
service providers to ensure that all information is seamless. 
Hospitals need to be able to measure the difference between a 
vulnerability versus an actual risk. Conflating the terms only  
evokes fear.  As described by Guy Bejerano, CEO and co-
founder of SafeBreach:

“A vulnerability is a weakness in a system or application 
that may be exploited to violate that specific system without 
any context to the impact involved. 

“An actual risk takes into consideration more than just 
known vulnerabilities, but any action that might result in an 
impact.”  An example of actual risk is sending an email that 
has HIPAA information in it.

A third-party assessment looks at
the flow of information between
the healthcare provider and its
third-party service providers to

ensure that all information
is protected.
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“Risk is also independent of vulnerability,” said Bejerano, 
“and organizations have risks even if there are no known vul-
nerabilities.”  Think of a phishing scam or accidental miscon-
figuration.  

HIPAA vs. Internal Organiza-
tional Risk Management

Providers must understand 
the differences between what it 
means to be HIPAA-compliant 
and what provider requirements 
and thresholds are. Don’t forget 
that being HIPAA-compliant 
does not mean the organization is 
safe. When it comes to patient in-
formation safety, HIPAA laws only require the bare minimum. 
There are more safeguards and requirements to consider and 
share with a third party to ensure that they are in alignment 
with HIPPA requirements to secure patient information.

It is wise for healthcare providers to explore the regula-
tory and information security standards and considerations to 
managing risk effectively with a third-party service provider. 
Avoid the slightest opportunity for breaches; they can result 

in millions of dollars of losses for 
providers and cause even more 
problems when patient informa-
tion is stolen. Providing educa-
tion to employees organization-
wide helps hospitals optimize risk 
assessment processes for a safe fu-
ture – for the patient, their infor-
mation and the provider. 

About the Author
Bernard Gay is Chief Information Officer for nThrive. He can be 
reached at bgay@nthrive.com.

Disclaimer: The information obtained at FurciLaw.com is not, nor is it intended to be, legal advice. You should consult an attorney for advice regarding your individual situation. We invite you to 
contact us and welcome your calls, letters and electronic mail. Contacting us does not create an attorney-client relationship. Please do not send any confidential information to us until such time 
as an attorney-client relationship has been established. Before making your choice of attorney, you should give this matter careful thought. The selection of an attorney is an important decision.
 If the representations made on FurciLaw.com are inaccurate or misleading, you may report this to: Committee on Attorney Advertising, Hughes Justice Complex CN037 Trenton, NJ 08625 If the representations made on FurciLaw.com are inaccurate or misleading, you may report this to: Committee on Attorney Advertising, Hughes Justice Complex CN037 Trenton, NJ 08625

Contact Us
FOR A FREE CONSULTATION

(732) 598-9604

FurciLaw.com

411 Pompton Avenue
Cedar Grove, NJ 07009

WEEKEND & EVENING HOURSWEEKEND & EVENING HOURS ARE AVAILABLE

Assisting Hospitals and Long Term Care Facilities in problematic 
inpatient care issues, case management functions, discharge 

planning and patient or resident guardianship issues.

PROVIDING EFFECTIVE SOLUTIONS TO HOSPITALS REGARDING LENGTH
OF STAY AND UTILIZATION MATTERS, MEDICAID APPLICATIONS,

DISCHARGE PLANNING, CARE TRANSITIONS, OVERSTAYS, MORGUE/BURIAL 
CONCERNS, SEARCHES FOR NEXT OF KIN OR PROPERTY, MEDICAID 

DENIALS AND ADMINISTRATIVE LAW JUDGE HEARINGS.

It is wise for healthcare providers to
explore the regulatory and information 
security standards and considerations

to managing risk effectively with a
third-party service provider.



In Memory of 

President, O’Conco Healthcare Consultants 

President, HFMA NJ Chapter 1981-1982 
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“One of the true great people in the NJ 
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“One of a kind; always willing to share what he 

knew at any time of day.” 
 

“Paul will be missed.” 

• • • • • • • •  
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Co-Chair’s Corner
Welcome to the 42nd Annual 
Institute

by Sandra J. Gubbine, CPA, MBA, FHFMA, DBA

Sandra Gubbine

On behalf of the Annual Institute Committee, welcome 
to the 42nd Annual Institute! We’ve got a jam-packed agenda 
for the two-and-a-half-day conference. Below is your guide of 
events you won’t want to miss.

Education
Attendees have the opportunity to collect 18 CPE credits 

over the course of the event. We have exciting speakers each 
day of the conference including, but not limited to:

• Wednesday, 1:30pm – Kevin Brennan, Chair, HFMA,  
 IMAGINE Tomorrow

• Wednesday, 2:20pm – Tracy Lutz, Colleen Picklo,  
 Complying with New Jersey's Out-of-Network Legisla- 
 tion

• Wednesday, 3:40pm – Amanda Abramo Tibok, NJ  
 Sharing Network

• Thursday, 9:00am – Ben Bartholomew, Motivational  
 Speaker

• Thursday, 9:50am – Ronald Hirsch, Utilization Review  
 and Medicare Compliance Updates for 2018

• Thursday, 11:05am – Keynote: Donna Hartley, Fire  
 Up Your Life! A Journey to Transformation 

• Friday, 9:00am – Tim Connor, Leadership is Not a  
 Title but an Attitude

• Friday, 10:00am – C-Suite Panel Discussion, Past,  
 Present and Future Financial System Conversions

• Friday, 11:15am – Robert Olsen, Cybersecurity/Cyber- 
 crime Threats & Risks to Healthcare

Our general session offerings include HFMA Chair Kevin 
Brennan, sharing his platform of “Imagine Tomorrow”. We 
will also have a session on “Complying with New Jersey's Out-
of-Network Legislation” presented by Tracy Lutz, Special-
ized Healthcare Partners, LLC and Colleen Picklo, NJHA. 

Our keynote this year is Donna Hartley, who has a unique 
story. As an international presenter and a renowned author, 
her true-life journey is amazing, and she has an unusual way 
of introducing it. Get ready to tighten your seatbelts. We also 
have Ben Bartholomew presenting his motivational story 
titled “Leadership the Belichick Way.” Finally, the popular 
Friday morning C-Suite panel is back to give attendees the 
opportunity to hear from leadership across the spectrum. The 
panel will feature C-Suite executives who have experienced 
financial system conversions in the past, currently or in the 
future. The panel will be moderated by Joe Carr, Chief Infor-
mation Officer, NJHA.

The ever-popular “lunch and learn” sessions will also re-
turn this year. We will have two sessions on Thursday. One 
session will be “Understanding HFMA Certification,” pre-
sented by Rachel Fletcher who is an expert on the certifica-
tion process. The second session will be “A More Granular 
Approach to Revenue Cycle: Digging Deeper into Specialty 
Reimbursement Niches” presented by Chad Powers, Vice-
President & General Counsel at MRA. Please note atten-
dance at these sessions is limited. Arrive early to secure 
your spot!

We will have seven breakout sessions available spread over 
Wednesday and Thursday. During each breakout you will have 
the choice of five different sessions to choose from that best suits 
your needs. Revenue Cycle, Risk-Based Auditing, 340B Savings
Program, Data Analytics, Denials, Bundled Payments, Mergers 
and Robotics Process Automation are just a few of the great ses-
sions we have to offer.

Networking
As always, we’ve got a full slate of networking activities 

scheduled across the conference to maximize your time with 
your colleagues.

continued on page 10
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• Wednesday Night – Charity Event 
(6:00pm – 8:00pm, Vendor Hall) – This year's charity 
event will be raising money for the NJ Sharing Net-
work, a non-profit, federally designated organ procure-
ment organization responsible for the recovery of organs 
and tissue for New Jersey residents currently awaiting 
transplantation. NJ Sharing Network is committed to 
increasing the number of lives saved through innova-
tive transplant research, family support, 
public awareness and education about 
the life-saving benefits of organ and 
tissue donation and transplantation. 
Heavy hors d’oeuvres, drink tickets 
and a good time will be provided. 
The event will wrap up no later than 
8:00pm to ensure that attendees have 
time for dinner with friends and col-
leagues.

• Thursday Night – President’s Recep- 
 tion (6:00pm – 8:00pm, Central Con- 
 ference Center) – The space is located  
 near the Wolfgang Puck restaurant. 
 Please refer to the map in your confer- 
 ence bag for directions. Entertainment 
 will be provided, as well as light hors  
 d’oeuvres and drink tickets.

• Thursday Night – Late Night Event 
 (10:00pm – 1:00am, Premier Night- 
 club) – Please join us at one of Atlantic 
 City’s most sophisticated nightlife desti- 
 nations. Meet new people, have some  
 fun and dance the night away with a  
 cocktail! 

Thank You!
The Annual Institute would not be possible 

without our generous sponsors and volunteers. 
A hearty thank you to all of our vendors who 
support us, some of which have been with us 
for years. Additionally, we must thank mem-
bers of the Institute and Education commit-
tees who have poured many volunteer hours of 
work into planning this event over the course 
of the past year. Without all of you, we would 
not be able to put on an event of this standard 
for our members.

Please enjoy this year’s Institute!

About the Author
Sandra J Gubbine, CPA, MBA, FHFMA, DBA is AVP, Revenue 
Cycle at AtlantiCare, a member of Geisinger.  She can be reached 
at sandra.gubbine@atlanticare.org.

We know the risks

We have the solutions
New Jersey’s Leading

Hospital/Healthcare Insurance Broker

We provide our clients with the best combination

of coverage, pricing and risk management.

LOGO A

56 Park Street/Montclair, NJ  07042-2999
973.744.8500   fax: 973.744.6021
www.whconnolly.com

continued from page 9
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Cybersecurity and the 
Risks to Healthcare Privacy

Robert Olsen

by Robert Olsen

It is more important than ever for healthcare organizations 
to maintain a privacy program that is compliant with all ap-
plicable U.S., state, and international regulations, as well as 
healthcare-specific industry regulations. And while it remains 
critical for these organizations to be prepared for a potential 
privacy incident or a government audit, cyber crime poses a 
new threat to your Protected Health Information (PHI).

Safeguarding against a data breach has become more difficult 
because of the sophistication of hackers in recent years. Health-
care data has become a major target across the globe, with every 
hospital, healthcare system, or physician enterprise at risk of 
cybersecurity threats. The value of PHI has created an increase 
in the number of healthcare breaches throughout the U.S. 

Research released last year in “Cryptonite’s Health Care 
Cyber Research Report for 2017” found that the number of 
reported major information technology (IT)/hacking events 
attributed to ransomware by healthcare institutions increased 
by 89% from 2016 to 2017. The rise of ransomware attacks 
has arguably hit the healthcare industry the hardest. Losing 
access to patient records and other vital sources of informa-
tion can suspend services, bring communication to a stand-
still, and potentially create life-threatening situations.

PHI security is not optional. It is required for compliance 
with the Health Insurance Portability and Accountability Act of 
1996 (HIPAA). Data security breaches can also harm patients 
and lead to costly class-action lawsuits.

Reducing the Risk
The best protection against these types of threats is enter-

prise-level cyber risk management planning that addresses the 
organization’s specific environment and threats. The develop-
ment of your organization’s cybersecurity program should be 
based on a risk assessment to guide prioritization and ensure 
that it appropriately addresses the specific threats. I also rec-
ommend that each healthcare organization has an incident re-
sponse plan that highlights the specific threats to your environ-
ment and how to appropriately respond to minimize the impact 
to the organization and recover as quickly as possible. Training 
staff to use the plan is also key, through hands-on training and 
scenario-based tabletop exercises. The worst time to test your 
incident response plan is during an actual IT security incident 
or data breach.

Employee security awareness 
training can provide preventive 
medicine that can decrease risk 
overall and mitigate the weakest link in any cybersecurity pro-
gram — the employees. It is not always the external hacker, or 
a malicious insider, who causes a damaging data breach. Good 
employees who have not been educated about today’s cyber land-
scape can make innocent mistakes that put your organization in 
peril. Training staff about current cyber threats and constantly 
evaluating your organization’s risk vulnerability is the key to 
heightened awareness.

Infrastructure can also be a source of vulnerability for 
healthcare providers. Outdated infrastructure is susceptible to 
a variety of breaches and ransomware attacks. Healthcare in-
dustry and business trade publications have been sharing stories 
for several years about provider organizations fined for HIPAA 
violations, and failing to appropriately safeguard patient data 
with outdated software and network infrastructure. 

In addition to upgrading aging hardware and updating the 
software systems that have security holes that cyber thieves 
can exploit, I recommend that hospitals back up mission-
critical data daily and do full backups weekly. These backups 
need to be encrypted, kept off-site and periodically tested. An 
advantage of daily backups is that if a hospital suffers a ran-
somware attack it has only lost one day of the data providers 
need to deliver care.

Another best practice to consider is implementing a compli-
ance dashboard. This dashboard would track anti-virus, anti-
malware, and intrusion-detection systems, along with audit 
reporting and raw logs of all operating system activity in one 
centralized location.

In summary, awareness of today’s challenges, risks, and the 
preparations and safeguards available are important first steps 
to take for your organization. Reducing risk is a multi-faceted 
process, but every healthcare provider should stress employee 
training and constantly evaluate where your company is on the 
risk continuum of modern-day cyber threats. 

About the author
Robert Olsen is a director and practice leader of Navigant’s cy-
ber risk and information security practice. He can be reached at 
Robert.Olsen@ankura.com.
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•Who’s Who in NJ Chapter Committees•
2018-2019 Chapter Committees and Scheduled Meeting Dates

*NOTE: Committees have use of the NJ HFMA conference Call line. The call-in number is (515) 739-1015
If the committee uses the conference call line, their respective attendee codes are listed with the meeting date.

PLEASE NOTE THAT THIS IS A PRELIMINARY LIST - CONFIRM MEETINGS WTH COMMITTEE CHAIRS BEFORE ATTENDING.

COMMITTEE  PHONE DATES/TIME/ ACCESS CODE MEETING LOCATION

CARE (Compliance, Audit, Risk, & Ethics)
 Chairman: Melanie Sponholz – Msponholz@waudcapital.com (856) 473-2211 First Thursday of Each Month Conference Calls
 Co-Chair(s): Rob Senska – Rsenska@lw-consult.com (609) 249-3819 9:00 AM
 Board Liaison: Leslie Boles – lboles21@gmail.com  Access Code: 274-926-602

Communications / FOCUS Sub-committee
 Chairman: Adam Abramowitz – aabramowitz@cbiz.com (609) 918-0990 x169 First Thursday of Each Month CBIZ KA Consulting Offices
 Co-Chair(s): David Mills – davidamills333@gmail.com (609) 658-7418 Access Code: 549-853-204 50 Millstone Road, Building 400, Suite 100
 Board Liaison: Brian Herdman – bherdman@cbiz.com (609) 918-0990 x131  9:30 AM East Windsor

Education
 Chairman: Sandra Gubbine – Sandra.Gubbine@atlanticare.org (609) 484-6407 First Friday of Each Month  
 Co-Chair(s): Jane Kaye –  jane@hcfadvisors.com (732) 233-3144 10:00 AM Conference Calls
  Hayley Shulman – hshulman@withum.com   Access Code: 207-716-687  
 Board Liaison: Stacey Medeiros – SMedeiros@njha.com (609) 275-4017

Certification (Sub-committee of Education)
 Chairman: Amina Razanica – arazanica@njha.com (609) 275-4029 First Friday of Each Month   Conference Calls
 Board Liaison: Stacey Medeiros – SMedeiros@njha.com (609) 275-4017 10:00 AM

FACT (Finance, Accounting, Capital & Taxes)
 Chairman: Dave Murray – murrayd@ihn.org (856) 575-4757 Third Wednesday of Each Month
 Co-Chair(s): John Smith – jsmith@withum.com (973) 532-8875 8:00 AM Conference Calls
 Board Liaison: Tony Panico – apanico@withum.com (973) 532-8847 Access Code:  587-991-674

Institute 2018
 Chairman: Tony Panico – apanico@withum.com (973) 532-8847 Third Wednesday of Each Month
 Co-Chair(s): Sandra Gubbine – Sandra.Gubbine@atlanticare.org (609) 484-6407 9:00 AM Conference Calls
  Mike McKeever - m.mckeever2@verizon.net (732) 745-8600 x 5089 Access Code:  207-716-687
 Board Liaison: Erica Waller – ewaller@princetonhcs.org (609) 620-8335

Marketing and Communications Committee
 Chairman: David Mills – davidamills333@gmail.com (609) 658-7418 Third Friday of Each Month Conference Calls
 Co-Chair(s): Peter Demos – peter.demos@hackensackmeridian.org (732) 751-3378 9:30 AM In-person Meetings
 Board Liaison: Brian Herdman – bherdman@cbiz.com (609) 918-0990 x131 Access Code:  808-053-2866 by Notification

Patient Access Services
 Chairman: Maria Lopes-Tyburczy – MLopes-Tyburczy@palisadesmedical.org (201) 295-4028 / C: (201) 744-8505 9/13, 11/8, 2/21, 3/14, 5/9 Aetna Offices
 Co-Chair(s): Andrew Webber – awebber@medixteam.com (201) 406-1097 3-4:30 PM Parsippany
  Jacqueline Lilly – jacqueline.lilly@atlanticare.org (609) 385-3105 Access Code:  542-364-749
 Board Liaison: Dan Willis – dkwillis6@gmail.com (201) 803-4067 

Patient Financial Services   
 Chairman: Steven Stadtmauer – sstadtmauer@csandw-llp.com (973) 778-1771 x146  9/13, 11/8, 2/21, 3/14, 5/9 Contact
 Co-Chair(s): Marta Beck  –  marta.beck@hackensackmeridian.org  (732) 212-6304   3-4:30 PM Committee Leaders 
 Board Liaison: Maria Facciponti – mfacciponti@libertybilling.com      (973) 872-8356 Access Code:  542-364-749 for Locations

Payer and Provider Collaboration
 Chairman: Steve Miller – Steve.miller@hackensackmeridian.org (732) 744-5519 Third Wednesday of Each Month Contact  
 Co-Chair(s): Jennifer Gillooly – JGillooly@gmail.com (973) 508-0214 2:00 PM Committee Leaders
  Michelle Merchant – Michelle_Merchant@horizonblue.com (973) 466-4048 Access Code:  202-013-321 for Locations
 Board Liaison: Jill Squiers – Jill.Squiers@AmeriHealth.com (609) 662-2533 

Physician Practice Issues Forum
 Co-Chair(s): Rob Booth – Rrbooth@shm.net (908) 277-8777 9/13/18, 11/8/18, 1/10/19, 3/14/19, 5/9/19 Conference Calls
  Joan Hendler – joanh@remexinc.com (800) 562-5158  x2124 8:30 AM 
 Board Liaison: Deborah Carlino – deborahcarlino@ymail.com (973) 972-3260 Access Code:  703-211-177

Regulatory & Reimbursement  
 Chairman: Jonathan Besler – JBesler@besler.com  (732) 392-8238 Third Tuesday of Each Month Please Call
 Co-Chair(s): Barbara Ihrig – BIhrig@besler.com (908) 377-5122 9:00 AM for Meeting Locations
 Board Liaison: Peter Demos – peter.demos@hackensackmeridian.org  (732) 751-3378  Access Code:  175-802-794

Revenue Integrity
 Chairman: Betsy Weiss – Bweiss@stfrancismedical.org (609) 599-5347 Second Wednesday of Each Month Penn Medicine Princeton
 Co-Chair(s): Ruby Ramos – rramos@princetongyn.com (609) 430-1900 9:00 AM 
  Kathleen Dempsey – kdempsey@centrastate.com  Access Code:  351-605-588   
 Board Liaison: Tracy Davison-Dicanto – Tdavison-dicanto@princetonhcs.org (609) 529-9461  

CPE Designation
 Chairman: Lew Bivona – ldbcpa@verizon.net (609) 254-8141
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Alternative Payment 
Models: Incentives and 
Risks

by David Gregory

David Gregory

The Medicare Access and CHIP Reauthorization Act 
(MACRA), passed in April 2015 with broad bipartisan sup- 
port, moves the Centers for Medicare & Medicaid Services 
(CMS) toward its goal of compensating clinicians for appro- 
priate resource use that results in higher quality clinical  
outcomes. MACRA ended the Sustainable Growth Rate 
(SGR) formula (which historically determined clinician 
compensation for Medicare Part B services) and required CMS 
to implement the Quality Payment Program (QPP). QPP 
combines three legacy quality reporting programs (i.e., 
Meaningful Use, the Value-Based Payment Modifier, and 
the Physician Quality Reporting Program) to provide a new 
reimbursement framework designed to reward Medicare Part 
B providers for delivering high-quality, cost-efficient care. 
MACRA transitions reimbursement away from traditional 
fee-for-service and introduces  
bonuses and penalties based 
on key value-based metrics. 
MACRA includes two new 
Medicare Part B payment 
tracks: the Merit-Based Incen-
tive Payment System (MIPS) 
and the Alternative Payment  
Model (APM). Providers par- 
ticipating in the MIPS track 
will see CMS reimbursements 
adjusted (either positively or 
negatively) based on their quality metric performance. Payment 
adjustments are set to increase to +/- 9% by 2022. However, 
if a provider participates in the APM track, they are exempt 
from MIPS and the associated payment adjustments, but also 
assume some operational and financial risks that should be 
carefully evaluated before proceeding.

For a provider to be eligible for the APM track, they must 
be participating in an Advanced Alternative Payment Model 
(Advanced APM). These models are a subset of APMs that 
CMS has determined to be qualifying programs for the APM  
track. Advanced APMs require providers to meet higher cost 

and quality measures and take on increased risk, but also 
allow providers to earn increased revenue. Advanced APMs re-
quire a significant share of patients and/or revenue in the 
provider’s payment contracts to include two-sided risk, 
quality measurements, and electronic health record (EHR) 
requirements. 

In Performance Year 2018, the following models are 
considered Advanced APMs:

• Bundled Payments for Care Improvement for Care  
 Advanced Model
• Comprehensive ESRD Care – Two-Sided Risk
• Comprehensive Primary Care Plus
• Medicare Accountable Care Organization Track 1+  
 Model

• Next Generation ACO  
 Model
• Shared Savings Program –  
 Track 2 & Track 3
• Oncology Care Model –  
 2-Sided Risk
• Comprehensive Care for  
 Joint Replacement Pay- 
 ment Model (Track 1 –  
 CEHRT)

In future years, provider 
eligibility for the APM track can potentially change even 
further. Medicare Advantage (MA) is currently considered an 
“other payer” and therefore APMs with MA patients alone 
cannot be used to qualify into the MACRA APM track. 
However, CMS has plans for a demonstration program that 
allows clinicians to qualify for the Advanced APM track solely 
through MA Advanced APMs.

Although the APM track imposes multiple requirements, 
there are notable benefits for participating providers. One 
such benefit is that Advanced APM track participants will 
earn a 5% incentive payment in 2020 for Advanced APM 

 If a provider participates in the APM track,
they are exempt from MIPS and

the associated payment adjustments,
but also assume some operational and

financial risks that should be
carefully evaluated before proceeding
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participation in Performance Year 2018 if the above threshold 
criteria are met (i.e., 25% of Medicare Part B payments through 
an Advanced APM or 20% of Medicare patients through an 
Advanced APM).  

It is critical for providers who meet MACRA thresholds to 
understand and assess both payment models at a detailed level 
to ensure that the track that will most benefit the practice is 
selected. Providers need to determine the potential financial 
impact of MACRA (MIPS and/or APM) based on the 
practice’s projected Medicare volume.  The remainder of this 
article will focus on the incentives and risk associated with 
Advanced APMs and understanding how APM frameworks 
can help providers improve patient care delivery, lower 
costs, and qualify for additional incentives for all payer and 
patient categories. 

Providers should evaluate their revenue impact under 
the MIPS and APM tracks. If they perform well under 
MIPS, the financial benefit could be equivalent or even 
better and not require taking on the risks of participating 
in an Advanced APM, as CMS has set a high standard for 
providers participating in Advanced APMs. On the other 
hand, participation in Advanced APMs assists providers in 
transitioning to new means of care delivery, and reimbursement 
based on value rather than volume. The 5% up-front lump 
sum “bonus” payment (irrespective of performance) and an 
exemption from MIPS are certainly attractive incentives for 
those meeting the qualifying criteria.  An additional benefit to 
Advanced APMs is the fact that in subsequent years providers 
will receive higher annual payment updates than providers 
subject to MIPS.  Providers participating in Advanced APMs 
can also participate in shared savings, which may represent 
increased financial gains, but could also result in losses.  APMs 
offer various levels of financial risk based on patient outcomes. 
For instance, in fully capitated models, providers assume full 
downside risk if cost exceeds reimbursement.  

Another consideration is that implementation of Ad-
vanced APMs may also require investments, often significant 
capital investments in infrastructure and technology, as well 
as operational adaptations.  Meeting performance bench-
marks may involve reducing utilization of services that are 
revenue-generating under fee-for-service models (e.g., ED 
visits, inpatient hospitalizations) in order to achieve savings 
under value-based care models. Providers need to weigh over-
all benefits versus costs.

Being prepared is the key to succeeding in an Advanced 
APM.  Providers need to consider the infrastructure and 
operational investments needed to succeed. For example:

• Data aggregation and analytics
• Clinical integration for data sharing
• Risk stratification and management

• Delivery transformation through innovative care 
 redesign
• Quality management
• Cost management
• Provider performance management
• Patient engagement

Many practices either do not have these skills sets in their 
current infrastructure or they are not as well-developed as 
APM models will require. Therefore, providers need to ensure 
that the Advanced APM is aligned with their organizational 
mission, transformation plan, growth and delivery strategy, 
and not in conflict with other organizational priorities.  Fur-
thermore, understanding their practice across the following 
general risk categories can further facilitate providers’ assess-
ments of their ability to succeed with APM models (as outlined 
by Aetna’s ACO Solutions area):

- High-cost patients (5% of patients with complex co-
morbidities that risk an admission within nine months 
per a predictive algorithm)

- Rising-risk patients (20% of patients with chronic 
conditions that are poorly managed)

- At-risk patients (40% of patients that are either well-
managed chronics or are pre-chronic)

- Low-risk patients (35% are relatively well)

Categorizing patients with this or a similar set of categories 
is a key component of being able to target transformation 
effectively for APM success. 

Going forward, MACRA-mandated changes for 2019 
present even greater risk as the requirements become more 
challenging: 

1. A full-year reporting period brings forth greater scrutiny 
in addition to higher data completeness thresholds. 
For example, in the quality category, eligible clinicians 
must report on at least 60% of patients eligible for the 
measure, regardless of payer.

2. The quality and cost performance categories are 
scheduled to be equally weighted at 30% starting in the 
2019 performance period, which can potentially make it 
difficult to yield improvement. 

3. Finally, the 2015 Edition Certified EHR Technology 
upgrade is required to report Stage 3-equivalency, which 
requires more advanced EHR performance1.

In addition to the incentive and risk considerations discussed 
above, the following are a few key implications of Advanced 
APMs to the traditional provider-supplier relationship and 
strategies on optimizing these relationships:

continued on page 16
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1. Supplier partners can help improve care and risk man- 
  agement: 

MACRA offers the greatest financial benefit to those 
providers that take on downside risk, specifically in 
Advanced APM models. To succeed under MACRA 
and Advanced APMs, providers must develop care 
management strategies, invest in tools that help facilitate 
the cost-effective delivery of care, and engage patients 
across the continuum. Suppliers who can assist with IT 
and care management needs are ideal partners to help 
providers improve risk-based contract performance.  For 
example, suppliers targeting chronic conditions such as 
diabetes care, congestive heart failure, and obstructive 
sleep apnea now offer various support services to better 
manage these chronic conditions. 

 2. Vendor partnerships to reduce reporting burden: 
Since the non-reporting penalty for MACRA has 
historically been minor, many small provider groups 
did not invest in the necessary reporting infrastructure. 
Although some small groups will be exempt from 
MACRA due to low patient and/or revenue volumes, 
those above the threshold will not be able to continue to 
ignore the reporting requirement as penalties increase. 
Suppliers may be of assistance, particularly when 
selecting the payment track and measures, to providers 
who are just beginning MACRA participation or 
considering switching tracks from the MIPS to APM.

 3. Medical group-hospital alignment may change inter- 
  actions with suppliers: 

Smaller provider groups may look to align with larger 
systems, in part to ease some of the reporting burden. 
Alignment with a larger system may also change the 
current supplier relationships and product purchasing 
patterns of the practice 2. 

Conclusion
MACRA was passed to incentivize providers to ensure ap-
propriate resource use and higher-quality clinical outcomes.  
The program addresses the Triple Aim of healthcare reform 
by evolving healthcare delivery through payment models that 
aim to increase patient satisfaction, manage cost, and improve 
quality.  Advanced APMs are the value-based care models sub-
ject to the most risk, financial and outcome-based, but offer 
incentives designed to sustain providers while managing the 
risk.  It is reported that approximately 10% of eligible clini-
cians participate in MACRA as Advanced APMs; however, 
such participation will likely incrementally increase as the 

“lessons learned” from the experiences of successful Advanced 
APMs are shared, technological support becomes more widely 
adopted, and Advanced APM model eligibility expands to in-
clude other payer programs. 

Still, providers should evaluate the specific impact Advanced 
APMs will have on their practices to determine how best to 
participate in value-based care reimbursement models. Similar 
to the effects other CMS reimbursement programs have had on 
commercial business, the Advanced APM path provides two 
ways for eligible clinicians to become Qualifying APM Partici-
pants, i.e., the Medicare option, and an All Payer Combination 
option, which takes into account the clinician’s participation 
in Advanced APMs both with Medicare and other payers. The 
Other Payer Advanced APMs are payment arrangements that 
meet certain criteria within Medicaid, Medicare health plans, 
including Medicare Advantage plans, payers in CMS Multi-
Payer Models, and other commercial payers. The all-payer 
combination option allows eligible clinicians to become QPs 
through participation in a combination of Advanced APMs 
and Other Payer Advanced APMs starting in the 2019 QP 
Performance Period.  In short, APM participation has benefits 
and risks that each provider must assess based on their unique 
situations, but with the understanding that participation can 
lead to practice improvements that benefit all patients, not just 
those in Medicare.  Moreover, these improvements can lead to 
more advantageous value-based care arrangements with com-
mercial plans that, in turn, can lead to increased market-share 
and enhanced practice economics.

About the author
David Gregory is a Healthcare Consulting Practice Leader with 
Baker Tilly.  David can be reached at David.Gregory@bakertilly.
com.

Footnotes
1Lazerow, Rob et al. MACRA: How the 2018 Quality Payment 
Program Final Rule Impacts Providers. November 20, 2017
2https://www.advisory.com/research/health-care-industry-
committee/members/resources/cheat-sheets/macra

continued from page 15
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New Jersey has been in the forefront of gainsharing initia-
tives since the first New Jersey Hospital Association (NJHA) 
Medicare Demonstration in 2009.  The demonstration in-
cluded 12 hospitals and 1,300 participating physicians, and 
covered 150,000 Medicare patients. It ran for three years, 
and then expanded to 23 hospitals as part of the Bundled 
Payment for Care Improvement (BPCI) Model 1, conclud-
ing in 2016. Largely as a result of the NJ Demonstration, all 
Medicare bundled payment initiatives and ACOs include a 
gainsharing component.  In 2017, an exception to NJ state 
legislation governing physician relationships, referred to as 
the “Codey” bill, was passed  (S-913), allowing programs like 
the NJHA gainsharing program to be used by hospitals for its 
commercial (i.e., excludes Medicare and Medicaid Fee-for-
Service) patients.

Gainsharing, whether focused on internal cost savings 
(e.g., the NJ demonstrations) and/or reductions in payments 
compared to a target price 
(e.g., shared savings), is an 
essential component to any 
effective physician engage-
ment strategy. This is partic-
ularly true as reimbursement 
or provider payments transi-
tion from fee-for-service to 
value-based payments.  Al-
though alternative gainshar-
ing approaches focusing on 
specific services and specific 
costs have been tried by some, the NJHA program provides 
a broad-based, comprehensive gainsharing methodology, and  
includes physicians regardless of specialty or employment 
status. It also includes all inpatient costs, and not just those 
limited to a specific area such as supplies. NJHA partnered 
with Applied Medical Software, Inc. (AMS, Collingswood,  
NJ) in executing its Medicare and now commercial gain- 
sharing programs. The AMS Performance Based Incentive 
System® (AMS PBIS®) provides an all-inclusive system of 

targeted, highly defined finan-
cial incentives covering all inpa-
tient cases and costs.

Inspira Health Network was 
an early adopter of gainsharing. 
It began a care redesign process 
with an inpatient-focused gain-
sharing program by participating 
in the NJHA Medicare Gainshar-
ing Demonstration (CMS BPCI 
Model 1 initiative), which set the 
foundation for strong physician 
alignment. It recognized that to 
be successful in an era of popu-
lation health, aligning the hos-
pital and physicians’ financial incentives and quality goals is 
essential.  Inspira then set about a process of clinical integra-

tion and population health, 
which included the need to 
create a physician integra-
tion strategy across the con-
tinuum of care.  Inspira cre-
ated Inspira Health Partners 
(IHP), a Clinically Integrated 
Network (CIN), in 2015 and 
in January 2018 launched the 
NJHA Commercial gainshar-
ing program, branded as the 
Hospital Quality and Effi-

ciency Program (HQEP), as part of its CIN.

Inspira Health Network 
The Inspira Health Network was formed in November 

2012 by the merger of South Jersey Healthcare and Under-
wood-Memorial Hospital.  Inspira’s vision is to be the region’s 
leading network of health care providers, delivering the full 
continuum of primary, acute, and advanced care services.

Integrating Gainsharing into 
Inspira Health’s Clinically 
Integrated Network

by Jo Surpin and April Venable

Jo Surpin

April Venable

continued on page 18

Gainsharing, whether focused on internal
cost savings (e.g., the NJ demonstrations)

and/or reductions in payments compared to
a target price (e.g., shared savings),

is an essential component to any
effective physician engagement strategy.
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The non-profit network comprises three hospitals, a 
comprehensive cancer center, several multi-specialty health 
centers and a total of more than 150 access points. These 
include urgent care; outpatient imaging and rehabilitation; 
numerous specialty centers, including sleep medicine, car-
diac testing, digestive health and wound care; homecare and 
hospice; and more than 30 primary and specialty physician 
practices in Cumberland, Gloucester, Salem, and Camden 
counties.  Inspira’s medical staff is composed of more than 
1,100 physicians and other healthcare providers.

IHP initially offered shared savings programs to primary 
care providers rewarded based on the total medical spend of 
attributed lives from payer contracts.  IHP also wanted to en-
gage its specialist providers with a shared savings opportunity 
that was meaningful and a direct result of their contribution to 
cost and quality.  Branded the Hospital Quality and Efficiency 
Program (HQEP), the Commercial Gainsharing program im-
plemented in January 2018 was designed to focus on special-
ists, a different model than the original Medicare gainsharing 
program.

NJHA Gainsharing Program Framework
Aligning physicians through a gainsharing approach is ap-

pealing as physicians face economic and clinical challenges.  
Gainsharing addresses operational inconsistencies and complex-
ities as costs and clinical standards are established and incentives 
encourage partners to work together to meet common goals.  
Gainsharing has evolved from a stand-alone program to engage 
physicians and align hospital and physician incentives, to a pro-
gram that can be integrated with other initiatives that focus on 
total care provided to patients.  The common element of success 
to any of these initiatives is physician engagement and financial 
incentives to physicians provide this key ingredient.

The NJHA Program starts with generating ‘‘best practice 
norms’’ (BPNs) based on state-wide discharge data (UB-04) 
for all inpatients.  BPNs are established at the 25th percentile 
(lowest costs) for each specific APR DRG to account for case 
mix and severity.  Costs are reported by cost center to enable 
utilization comparison of services such as lab and radiology.

To incent physicians to improve their historical financial 
performance and to reach the BPN, incentives are based on 
two factors:

3 

 
 
The NJHA Program is designed to meet the state legal and regulatory requirements.  As such, an 
oversight or steering committee that consists of at least 50% physicians is required and is often critical to 
the success of the program.  The committee ensures the fair administration of program requirements, 
prioritizes institutional initiatives, and sets conditions for incentive payment regarding quality and 
performance issues specific to the institution.  The committee identifies the physicians to be included in 
the program, establishes the appropriate thresholds to determine if incentives are to be paid, and 
determines the allocation or balance between Performance and Improvement incentives. 
 
Inspira HQEP Program Components 
 
At Inspira, membership in the CIN is a requirement of participation.  The HQEP program is governed 
through the CIN committees.  Case attribution and distribution methodology are developed by the 
Finance Committee.  Quality metrics and cost savings initiatives are vetted through the Clinical 
Consensus Committee.  All recommendations of these committees are approved by the Board. 
 
After reviewing its past experience with the program and its current objectives with the CIN, IHP decided 
to modify the traditional attribution logic for medical cases within its program to attribute cases to the 
specialist aligned with the service line of the case DRG.  The majority of the incentive is allocated to the 
responsible specialist with a small portion to the attending physician.  Surgical DRGs are attributed to the 
surgeon of record, consistent with the original program.  This strategy is designed to 1) offer an incentive 
opportunity to specialists within the CIN (not previously in place), and 2) engage specialists in hospital-
based care redesign by developing customized, specialty-specific savings initiatives and quality metrics. 
 

continued from page 17
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1. Performance - actual cost compared to the BPN.

2. Improvement - actual cost compared to each physician’s  
  historical costs.

Employed and private practice physicians are eligible to 
participate in the gainsharing program.  Physician participa-
tion is voluntary.

The NJHA Gainsharing Program was initially designed to 
attribute the physician incentives to what is referred to as the 
Responsible Physician (RP).  Typically, this is the surgeon of 
record for surgical cases and the attending physician of record 
for medical cases, which is often a hospitalist.

Physician dashboard reports are provided to show a physician 
his or her costs, improvement opportunities, calculated incentives 
and the incentive opportunity if financial performance improves.

The NJHA Program is designed to meet the state legal 
and regulatory requirements. As such, an oversight or steering 
committee that consists of at least 50% physicians is required 
and is often critical to the success of the program. The com-
mittee ensures the fair administration of program require-
ments, prioritizes institutional initiatives, and sets conditions 
for incentive payment regarding quality and performance 
issues specific to the institution.  The committee identifies 
the physicians to be included in the program, establishes the 
appropriate thresholds to determine if incentives are to be 
paid, and determines the allocation or balance between per-
formance and improvement incentives.

Inspira HQEP Program Components
At Inspira, membership in the CIN is a requirement of par-

ticipation.  The HQEP program is governed through the CIN 
committees. Case attribution and distribution methodology 
are developed by the Finance Committee.  Quality metrics and 
cost savings initiatives are vetted through the Clinical Consen-
sus Committee.  All recommendations of these committees are 
approved by the Board.

After reviewing its past experience with the program and 
its current objectives with the CIN, IHP decided to modify 

the traditional attribution logic for medical cases within its 
program to attribute cases to the specialist aligned with the 
service line of the case DRG. The majority of the incentive 
is allocated to the responsible specialist with a small portion 
to the attending physician. Surgical DRGs are attributed to 
the surgeon of record, consistent with the original program.  
This strategy is designed to 1) offer an incentive opportunity 
to specialists within the CIN (not previously in place), and 
2) engage specialists in hospital-based care redesign by de-
veloping customized, specialty-specific savings initiatives and 
quality metrics.

Quality monitoring is a requirement of the program. 
Performance on quality metrics conditions the payments 
to physicians.  Inspira is using its Service Line Councils, 
which consist of administrative and physician dyad leaders, 
to develop specialty-based quality metrics. Where a service 
line is not in place (e.g., pulmonology, infectious disease), 
the Chief Medical Officers are leading this initiative. These 
measures are approved by the Clinical Consensus Commit-
tee of IHP and the Board.  Regardless of the means to de-
veloping quality metrics, physician input is key to achiev-
ing alignment.

HQEP Quality Measures 
In order to implement the program quickly, it was initially 

decided to use measures from the original Medicare gainshar-
ing program.

The selection of quality measures to track and to use to 
condition incentive payments will be regularly reviewed and 
updated accordingly.

Physician Communication
Although results are not yet available for the first performance 

period (January – June 2018) for the newly implemented com-
mercial program (due to this article’s publication date), a lesson 
learned from Inspira’s initial program was that communication is 
key to driving behavior change and momentum for future gains.

Surgeons – Surgical Cases Specialists – Medical Cases Attendings – Medical Cases

Timely Medical Records Timely Medical Records Timely Medical Records

Response to CDI Queries Response to CDI Queries Response to CDI Queries

Patient Experience Patient Experience Patient Experience

Operative Report Dictation  H&P Dictation Timeliness

For Year 2 of the program, specialty specific measures were developed and approved by the Clinical Consensus Committee and 
Board of the CIN.

continued on page 20
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Sample Specialty Quality Measures

Orthopedics Other Surgical Women’s Services Cardiology Pulmonology

Surgical Site-  1st Case On NTSV (C-Section)  Door to Ventilator 
TKH/THA Time Starts Rate Balloon Associated
Infection Rate   Turnaround Time Events (VAE) 
    per 1,000 
    Ventilator Days

Discharge to  Timely Operative Episiotomy Timely Medical Smoking
Home on  Report Dictation Rate Record Cessation
Joint Replacements   Completion Order Rate

TKA/THA  Timely Medical Rate of Elective Timely Operative Conversion 
Readmission Rate Record Completion Deliveries Less Report Dictation Rate of
  Than 39 Weeks  IV to
    PO Steroids

Timely Medical  Patient Timely Medical Patient Timely Medical 
Record Completion Experience Record Completion Experience Record 
    Completion

Timely Operative   Patient  Patient
Report Dictation  Experience  Experience

Patient Experience

When performance period results and distributions are 
approved for release, one physician from each practice group 
will be required to meet with members of leadership to re-
view results – both areas of success and opportunities for 
improvement. These meetings will also be used to solicit 
feedback from physicians on opportunities for collaboration 
between hospital and medical staff in order to drive efficien-
cies.  Ideas shared during these discussions will be presented 
to both governance bodies of the CIN that drive program 
development – the Clinical Consensus Committee and Fi-
nance Committee.

The CIN will also take the opportunity to include pro-
grammatic updates via its website and monthly newsletter.

Conclusion
Clinical integration and population health is core to Inspi-

ra’s key strategic drivers.  For this to happen, physician align-
ment is a key objective.  Gainsharing aligns provider incentives 
and fosters the trust necessary in the medical staff to partici-
pate in more complex alternative payment structures that serve 
to decrease overall health costs.  Inspira’s success with gainshar-
ing in the past provided a roadmap to using it as a key strategy 

to engage physicians in the CIN, but also recognized that it 
needed to include a broader group of physicians, specifically 
specialists.

Inspira’s success with the gainsharing program is anchored 
around an active, engaged governance model, prioritizing proj-
ects that gain administrative support and ensuring that physi-
cians receive the necessary data, reports and feedback to help 
drive change.  Although initial progress is encouraging, trans-
formation is ongoing.

Inspira’s integrating gainsharing into its CIN continues the 
work done toward delivering the brand promise: to offer easy 
access to highly skilled physicians, advanced technology and 
the highest quality of care under one new, forward-thinking, 
powerfully connected health network.

About the Authors:
Jo Surpin is President of Applied Medical Software, Collingswood, 
NJ.  She can be reached at jsurpin@appliedmedicalsoftware.com.

April Venable is the Executive Director of Inspira Health Partners 
and Inspira Care Connect, Mullica Hill, NJ. She can be reached 
at venablea@ihn.org.
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Integrating Health 
Information Exchange 
and Claims/Billing Data to 
Improve Population Health 
Quality and Financial 
Performance

by Raj Lakhanpal, MD, FACEP

Raj Lakhanpal

Our personal information accumulates in nanoseconds.  
Data is gathered by banks, credit cards, smart devices, health-
care systems.  Taken together it’s big data.  From where we 
stop for our morning coffee, to whether we follow our PCP’s 
directives, big data can be individualized to determine dis-
crete behavior or analyzed to get the big picture.  In hospi-
tal analytics, to optimize health outcomes, while remaining 
financially viable, requires the ability to see the big picture 
while caring for the individual.

As more data is amassed and stored it’s simplistic to think 
that big data automatically provides better insight. Data 
needs a common thread to make it useful, and that thread is 
not the patient it’s the patient record. How can we improve 
data flow and clarity for referring clinicians; to provider net-
works as new beneficiaries enter and exit; and to the patients 
themselves, when multiple systems are in play and paper re-
cords still hold many secrets?

While HealthIT.gov reported in 2014 that one in three 
patients brought their medical history or test results when 
referred between clinicians, it also reported that 50% of phy-
sicians and 80% of hospitals had made the transition to elec-
tronic records a year earlier. So why are patients still carrying 
their records from Doctor A to Doctor B? 

There are numerous players in the EHR (Electronic Health 
Records) arena. And that is a large part of the challenge. Com-
petitors generally are not interested in sharing with each other. 
Yet, health records need mobility and communications capa-
bility. Data needs to travel with patients. Mergers of hospitals 
and large groups can result in the acquisition of legacy EHR 
software. Without resources to transfer all data to a single 
EHR vendor or a single software version, interoperability -- 
even within health systems -- can be difficult. 

In 2010 as part of the federal HITECH Act, the Office 

of the National Coordinator (ONC) for Health Informa-
tion Technology provided funding to states to help establish 
Health Information Exchanges (HIEs).  HIEs securely share 
patient information between physicians, hospitals and the 
patient, but need the right technology to normalize the data. 
Normalization, which creates the common thread among dis-
parate data sources and records, is the key to interoperability.  
Normalization is what makes data useful on the population 
level. Normalization unlocks the high-level insight into a 
community or an attributed patient base to drive meaningful 
health and performance outcomes. 

Merging HIE information with claims or billing data pro-
vides another level of evidence to promote cost savings and 
reimbursement opportunity.  Are patients filling prescriptions? 
Are they keeping appointments with referred specialists?  Have 
they visited an ED and could that visit have been avoided?  

In a fee-for-service world, interoperability is less of an is-
sue.  Right now, we’re straddling the transition to value-based 
reimbursement. Data interoperability is critical to risk profil-
ing, population health insight, cost management, work flow 
and staffing. When the transition to value-based payment is 
complete, which healthcare entities will remain viable will 
depend on their ability to maximize interoperability.

Aggregating claims and HIEs relies on technology that can 
normalize data, and then provides near real-time evidence 
that includes a unique identifier for each patient.  According 
to the 2010 US Census, Smith is the most common surname 
in the US, so you will want to know if you’re looking at Mary 
A. Smith’s records or MaryAnn Smith’s records.  

As a provider of value-based healthcare population ana- 
lytics, SpectraMedix helps clients identify patients. We help 
hospitals and other entities to develop custom queries that  
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use data from all available sources, including discharge notes 
(unstructured data) and living conditions (social determi-
nants of health).  The chart below shows just how many types 

of data are aggregated, in addition to HIE and claims, for one 
SpectraMedix Medicaid reform client.

Data analysis is leveraged in increasingly innovative ways. It can iden-
tify hot-spots – areas with higher-than-average substance use, for example. 
Working with community-based organizations can bring rehabilitation 
programs closer to those who need it. Analysis can locate neighborhood 
food deserts that may contribute to nutrition-related conditions such as 
diabetes. When operating within a value-based payment model, clinicians 
and health systems may find that “treating” the lack of fresh, affordable 
food is financially more rewarding and sustainable than treating individu-
als’ escalating chronic conditions. 

Within the scope of Medicare, interoperability and cost are two of four 
drivers for reimbursement. CMS uses billing as the primary data source for 
cost. Preventable hospital admission or readmission will show up in billing 
data, but the lag between a procedure being billed and a clinician seeing 
that data can mean an avoidable ED visit has already occurred or that tests 
have been duplicated.  Integrating data from an HIE identifies issues that 
affect patient outcome and financial performance. Interoperability stimu-
lates coordinated care. 

Bringing care closer to the patient, encouraging lifestyle changes through 
education, and contacting patients who miss appointments or fail tests 
(chase lists) improve patient health and clinicians’ bottom lines. Change 
within healthcare is more than new medications or procedures. It increas-
ingly is about the issues some individuals face at home, whether those are 
stress, poor diet or no home at all.  Treat the patient and the disease.  Ana-
lytics makes it possible.

By the way, remember that donut you grabbed with your morning coffee? 
It may become part of your health record in ways that you never imagined.  

About the Author
Raj Lakhanpal, MD, FACEP, is founder and CEO of SpectraMedix. He can be 
reached at Raj.Lakhanpal@spectramedix.com.  
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Labor Management and 
Productivity: Planning for 
the Future by Reducing 
Costs and Improving 
Outcomes Stephanie Dorwart

by Stephanie Dorwart

What does “Best Practice” mean in the healthcare en-
vironment?  Just as in any other field, “Best Practice” is 
the commitment to using all the knowledge, processes, data 
and technology at one’s disposal to ensure success.  How-
ever, let’s take that one step further and note that this suc-
cess must be realized in the most efficient manner possible 
in order to make a difference to your organization’s bottom 
line. Controlling costs through the proper utilization of re-
sources and minimization of waste are ways that hospitals 
and health systems are achieving “Best Practice” status. Be-
low are ten effective workforce op-
timization strategies that healthcare 
leaders can implement to manage 
labor and control costs. 

1) Communicate, communi- 
  cate, communicate!
  For any improvement initi- 
  ative to be successful, all  
  key participants (manage- 
  ment, physicians, staff, etc.) need to be on the same 
  page. Routine communication is essential to ensuring  
  buy-in, proper execution, and desired outcomes.

 2) Challenge the status quo to accomplish things dif- 
  ferently.
  A forward-thinking attitude is often the impetus behind  
  the most effective cost-containment strategies.

 3) Reach out to peers/industry resources for bench- 
  marks, feedback and/or alternative solutions. 
  There is no harm in asking for help! A fresh perspective  
  can lead to the discovery of new and existing oppor- 
  tunities for sustained improvement. Understanding  
  how others are performing only leads to opportunities  
  that you can share with your staff to optimize your 
  workforce. Internal and external analysis leads to the 
  identification of the priorities for your improvement 
  efforts.

 4) Examine all practices/policies  
  to validate necessity. Eliminate 
  the “that’s what we’ve always
  done” mentality by determining
  if current operations are still 
  effective or simply remnants
  from past, now antiquated,
  processes.
 

5) Develop alternatives to the current systems to en- 
  courage innovation and improvement.
  Your staff is your greatest asset. Involve them in brain- 
  storming news ways to approach care delivery and  
  overall operations. No one knows the business better  
  than those at the forefront. 

Best Practice Strategies for Success

continued on page 26

Controlling costs through the proper 
utilization of resources and

minimization of waste are ways 
that hospitals and health systems are 

achieving “Best Practice” status.
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6) Be visible/accessible to staff and solicit input.
  Controlling costs and maximizing efficiency is not  
  something that can be done alone – it takes a village!  
  Show your managers, staff, physicians, etc. the impor- 
  tance of the proposed initiatives through your direct 
  efforts and challenge them to be your partners in 
  implementing positive change.

 7) Develop good hiring practices!
  Build a strong, skilled team that is the appropriate  
  size to provide high-quality care to the population  
  served. Seek out those with attributes that will help to  
  propel the organization forward by effecting necessary  
  change.  

 8) Set uniform expectations for all staff.
  Accountability is the driving force behind the success 
  of any improvement endeavor. By setting realistic  
  expectations and implementing goal enforcement 
  tactics such as routine progress tracking and 
  achievement recognition, staff will be motivated to 
  think things through.

9) Manage the manageable!
  There are many things that healthcare leaders have  
  little control over. Labor expense is not one of them! 

  Ensure that you are properly flexing staff to volume, 
  have the right skill mix, are utilizing staff to their full 
  capacity, and are approving/monitoring all overtime. 
  Missed opportunities to staff effectively can really add 
  up!

 10) Change comes slowly, be patient and steadfast.
  In the healthcare business, good things don’t necessarily  
  come to those that wait! Be proactive; be the change  
  agent and set improvement and cost control strategies  
  in motion. The results may not be realized quickly or 
  without effort, but the effects will be lasting.  Making 
  just one or two small changes each month in every 
  department in your facility will have a dramatic com- 
  pounding impact on your financial, operational and 
  quality performance.

About the Author
Stephanie currently is the CEO and owner of Altius Healthcare 
Consulting Group. She can be reached at sdorwart@altiushcg.
com.

IN HEALTHCARE SERVICES

At WithumSmith+Brown, PC, our client-focused philosophy 
and goal-oriented approach delivers expertise, efficiency and 
innovation to meet the unique needs of the healthcare industry.

Scott J. Mariani, JD, Partner
Practice Leader, Healthcare Services Group
withum.com

continued from page 25
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Leveraging Patient 
Segmentation to Meet 
Patients Where They Are

by Erica Franko

Erica Franko

In an era of continual transformation, a noticeable shift 
in patient access is underway with the aim to provide high-
quality, patient-centric care at an affordable cost.  A one-size-
fits-all approach to patient access no longer results in optimal 
outcomes for patients or providers; providers must strive to 
customize solutions based on individual patient expectations 
and needs. 

In the industry it is sometimes forgotten that patients in-
teract with service providers outside of the healthcare system. 
Patients expect the same type of quality and convenience that 
they receive in other industries, as well as unprecedented levels 
of transparency when walking into a healthcare organization. 
The easier the healthcare journey for the patient, the easier it is 
for them to understand their financial liability and, ultimately, 
to pay for their care. For healthcare organizations to build a 
lasting patient relationship and appropriate reimbursement 
for care, they must build a positive patient experience from 
the first interaction. Creating a patient segmentation strategy, 
based on both patient preference and financial risk, creates a 
better environment and stronger relationship for both the pa-
tient and the provider.

Identify Patient Preferences and Needs
Patient segmentation must move beyond propensity to pay 

and expand to tailored experiences that accommodate patient 
demands and provide an enhanced experience. The next level 
of segmentation requires a knowledge of patient preference 
and behavior, using that experience to develop solutions that 
better support patients on their clinical and financial health-
care journey while also increasing cash collections, improving 
patient experience and reducing costs on the provider side of 
that same journey. 

When it comes to their care, most patients have different 
preferences, especially on how much, as well as the type of 
guidance and support they need.  A person who is a high finan-
cial risk to the institution may not have the same preferences or 
risk factors as another patient with the same propensity to pay. 

Likewise, in terms of communication and interaction, some 
patients may prefer a higher or lower touch than others.  If pa-
tients are provided channels and opportunities to interact with 
their provider that are deferential to the patient preference, 
the patient is more likely to reciprocate the communication, 
thereby improving the likelihood of improved interaction and, 
in the context of patient liability, payment. Understanding the 
intersection of risk and engagement allows providers to devel-
op targeted interventions that provide measurable outcomes.

For example, a patient who has a complex care plan with 
multiple bills from multiple providers and is under-insured 
with multiple outstanding accounts, may be considered a 
high-financial-risk patient. The same patient may prefer a “low 
touch” communication channel — like email or phone. A pro-
vider can develop a series of reminder emails and portal access 
that provides information on the patient’s liability and health 
plan with reminders of dollars owed to the health system. Pa-
tients may be more likely to interact with the hospital/health 
system because they are contacted in a way that meets their 
desires and takes their preferences into account.  

High Touch
Low Risk
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Low Risk
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High Risk
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Increasing Collections While Improving Patient Experi-
ence

Patients who are a high financial risk may be subject to no 
or slow payments; they are more resource-intensive, increase 
cost to collect and, in some cases, may lead to bad debt. 

With segmenting, a provider can identify risk early on and 
provide the patient with the right level and type of intervention 
– perhaps advocates and financial counselors – to create addi-
tional support to expedite and secure payment in a way that 
is supportive and takes the holistic patient need into account.  
In the current health insurance landscape, many patients who 
have moved to High Deductible Health Plans (HDHPs) may 
have limited experience understanding the world of deduct-
ibles and co-pays, and while this is a contract between the pa-
tient and the insurer, it’s ultimately the responsibility of the 
provider to support the patient on this learning journey.  

Patient segmentation is the key to help mitigate financial 

risk and increase demand with satisfied and cared-for patients. 
By investing in advanced segmentation, providers can help re-
duce costs in the revenue cycle and create stability in an un-
certain market by addressing liabilities before they become re-
source-intensive to collect. By evaluating based on low-to-high 
touch and low-to-high risk, organizations can quickly adjust 
as changes in the market occur, deploying patient access ser-
vices that address any number of market changes or challenges, 
utilizing high-cost resources effectively through deployment of 
scheduling algorithms and deferring low-touch patients to au-
tomatic, digital channels. The future of patient access supports 
the patients and their demands. 

About the author
Erica Franko is the Senior Vice President and Managing Director 
of Advisory Services at nThrive. She can be reached at efranko@
nthrive.com.  
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•Focus on...New Jobs in New Jersey•

JOB BANK SUMMARY LISTING
NJ HFMA’s Publications Committee strives to bring New Jersey Chapter members timely and useful information in a convenient, accessible manner. Thus, 
this Job Bank Summary Listing provides just the key components of each recently-posted position in an easy-to-read format, helping employers reach the most 
qualified pool of potential candidates, and helping our readers find the best new job opportunities. For more detailed information on any position and the most 
complete, up-to-date listing, go to NJ HFMA’s Job Bank Online at www.hfmanj.org. 

[Note to employers: please allow five business days for ads to appear on the Website.]

Job Position and Organization
Managed Care Specialist
 St. Joseph’s Health

Managed Care/PHO Coordinator
 CentraState Medical Center

Administrative Director of Finance
 Hunterdon Healthcare System

Budget Reimbursement Coordinator
 CentraState Medical Center

Executive Director Financial Operations
 St. Joseph's Healthcare

Compliance Audit Specialist
 Bancroft

Senior Revenue Accountant
 Bancroft

Director, Patient Financial Services
 Bancroft
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Improving Denial 
Management, a Journey 
of Discovery Much Like a 
“Wrinkle in Time”

by Kas Garnes, MBA
Kas Garnes

Backdrop
Navigating an elusive landscape, a team of brave revenue 

cycle leaders embarked on a journey to improve fiscal perfor-
mance.  Success would require them to enlist partners with 
varied perspective and experience. The result of this ambitious 
task was not only financial gain but a strengthened respect for 
their colleagues. 

During the Fall of 2017, the leadership team at Jefferson 
Health challenged its Revenue Cycle Department to increase 
revenue by simply reducing errors. We started with denial man-
agement, which is a strong indicator of financial performance. 
Specifically, authorization denials presented significant oppor-
tunity for improvement. Certain insurance payors required 
authorizations for high-cost procedures and hospitals must 
comply with the syntax rules of each payor to have those au-
thorizations be recognized. Revenue cycle leaders realized that 
denial management is a layered discipline that is impacted by 
many different functions. The project team realized the need 
for clear goals, the right participants and an effective approach.

Gather the Right Companions
Because so many different roles impact authorization cap-

ture, we needed to include scheduling leaders, ancillary regis-
tration, and billing follow up.  Each team member shared an 
interest in reducing errors and identifying root cause of denials. 

Lead with the End in Mind
At the beginning of the project, we established milestones and 

determined a realistic meeting schedule. In preparation for each 
team meeting, we identified the denials by category to review. 
During each meeting, we reviewed the denials and took a deep 
dive into process flow. Every team member walked away with 
clear next steps to investigate root causes. We held the team re-
sponsible by assigning clear ownership and accountability. Their 
findings and recommendations were presented to their peers. 

Ultimately, we discovered a mixture of problems with not 

only user error but also insurance payor behavior. The data and 
results provided us with the tools to escalate the need for new 
contracts, new reports and computer system enhancements to 
decrease denials. 

Measure What Matters
Through our hard work, we obtained results. Jefferson saw 

a denials decrease of $4-5 million each month. Now, we need 
to maintain that momentum. Performance must be main-
tained through measuring data; to that end we have created a 
dashboard to track monthly performance that is both easy to 
navigate and interpret. 

The Journey Continues
There are still new discoveries to be explored. The team 

will undoubtedly carry their lessons learned as they embark on 
the road to improvement. Medical necessity and non-covered 
services present additional opportunities. Our team is up for 
challenge!

About the author
Kas Garnes, MBA, is the Senior Director of Patient Access at 
Jefferson Health. She can be reached at Kasandrah.Garnes@ 
jefferson.edu. 

 

 

 

Improving Denial Management 
A Journey of Discovery much like a “Wrinkle in Time” 

By Kas Garnes, MBA 

Backdrop 

Navigating an elusive landscape, a team of brave revenue cycle leaders embarked on a journey to improve fiscal 
performance.  Success would require them to enlist partners with varied perspective and experience. The result of this 
ambitious task was not only financial gain but a strengthened respect for their colleagues.  

 

During the Fall of 2017, the leadership team at Jefferson Health challenged its Revenue Cycle Department to increase 
revenue by simply reducing errors. We started with denial management, which is a strong indicator of financial 
performance.  Specifically, authorization denials presented significant opportunity for improvement.   Certain insurance 
payors require authorizations for high-cost procedures and hospitals must comply with the syntax rules of each payor to 
have those authorizations be recognized. Revenue cycle leaders realize that denial management is a layered discipline 
that is impacted by many different functions. The project team realized the need for clear goals, the right participants 
and an effective approach. 

Gather the Right Companions 

Because so many different roles impact authorization capture, we needed to include scheduling leaders, ancillary 
registration, and billing follow up.  Each team member shared an interest in reducing errors and identifying root cause of 
denials.  

Lead with the End in Mind 

At the beginning of the project, we established milestones and 
determined a realistic meeting schedule. In preparation for each 
team meeting, we identified the denials by category to review. 
During each meeting, we reviewed the denials and took a deep 
dive into process flow. Every team member walked away with 
clear next steps to investigate root causes. We held the team 
responsible by assigning clear ownership and accountability.  
Their findings and recommendations were presented to their 
peers.   

Ultimately, we discovered a mixture of problems with not only user error but also insurance payor behavior. The data 
and results provided us with the tools to escalate the need for new contracts, new reports and computer system 
enhancements to decrease denials.  

Measure What Matters 

Through our hard work, we obtained results. Jefferson saw a denials decrease of $4-5 million each month. Now, we 
need to maintain that momentum. Performance must be maintained through measuring data. A dashboard was created 
to track monthly performance that is both easy to navigate and interpret.  
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CMS Proposes E/M Visit 
Documentation and 
Requirement Changes

by John W. Kaveney

John W. Kaveney

CMS has proposed a major new rule seeking to streamline 
the documentation required by practitioners for evaluation 
and management (“E/M”) visits while simultaneously recon-
figuring the corresponding payment scheme for E/M visits. 
While many in the industry are welcoming the efforts by CMS 
to remedy the burdensome and convoluted documentation re-
quirements that have become the norm for E/M visits, many 
are also greatly concerned about the changes being proposed 
to the reimbursement of Level 4 and Level 5 visits that are 
predicted to result in lower overall reimbursement for several 
specialties. CMS’ Notice of Proposed Rulemaking titled “Re-
visions to Payment Policies Under the Physician Fee Schedule 
and Other Revisions to Part B for CY 2019” was published in 
the Federal Register on July 27, 2018 with a proposed effective 
date of January 1, 2019 if the rule is adopted.1  The proposed 
rule focuses on E/M visits in the office/outpatient setting and 
thus the corresponding five levels of E/M visit codes.2 Potential 
amendments to the inpatient setting are being contemplated 
by CMS for future proposed rules.

I. E/M Visit Background
Practitioners providing common office visits for E/M 

services bill under a relatively generic set of CPT codes that 
distinguish visits based on level of complexity, site of ser-
vice, and whether the patient is new or established. The three 
key components to the CPT codes include the (1) history 
of present illness; (2) physical examination; and (3) medi-
cal decision making (“MDM”). In its most basic sense, with 
each increasing E/M level both the complexity and payment 
increases. 

For coding and billing E/M visits to Medicare for a patient 
encounter, practitioners have historically utilized one of two 
versions of the E/M Documentation Guidelines from 1995 
and 1997.3 Practitioners have relied upon these guidelines 
to specify the medical record information within each of the 
above three key components that are needed to support billing 
for a given level of E/M visit. Additionally, according to both 
 

Medicare claims processing manual instructions and CPT 
coding rules, when counseling and/or coordination of care ac-
counts for more than 50% of the face-to-face physician/patient 
encounter, the duration of the visit can be used as an alterna-
tive basis to select the appropriate E/M visit level.4 In fact, both 
the 1995 and 1997 E/M guidelines address time and recognize 
that where counseling and/or coordination of care dominates 
the physician/patient encounter, then time is considered the 
key or controlling factor to qualify for a particular level of E/M 
services.5 

CMS’ proposed rule seeks to expand the documentation 
options available to practitioners to meet Medicare require-
ments.

II. Proposed Revisions to the E/M Documentation Re- 
 quirements

CMS notes in its proposed rule that “[s]takeholders have 
long maintained that all of the E/M documentation guidelines 
are administratively burdensome and outdated with respect to 
the practice of medicine.”6 Consequently, after reviewing the 
system over the past several years and soliciting comments 
and feedback from the industry, CMS now acknowledges 
these shortcomings and has proposed this new rule. It is 
important to note that CMS’ effort to streamline and lessen 
the documentation burdens is tied to the proposed revisions 
to the payment structure for E/M visits (as discussed below). 
Thus, arguably any effort by practitioners to push back on 
the revised payment structure would almost certainly result 
in CMS simultaneously walking back the proposed revised 
documentation requirements. However, it seems likely that 
changes are going to occur to both aspects of E/M visits and 
therefore the question now is how and when rather than if. 

In an effort to simplify documentation, CMS proposes “to 
allow practitioners to choose, as an alternative to the current 
framework specified under the 1995 or 1997 guidelines, 
either MDM or time, as a basis to determine the appropriate 
level of E/M visit.”7 The goal is to provide flexibility so that 
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different practitioners in different specialties will be able to 
choose to document the factor(s) that matter the most given 
the nature of their particular clinical practice. CMS believes 
this will help alleviate the need of practitioners to document, 
as a matter of course, extensive histories of present illness, 
physical examinations and MDM data in the medical records 
for each and every patient. CMS claims that the purpose is to 
provide choice and as such, practitioners would be permitted 
to use MDM, time or to continue utilizing the current 1995 
or 1997 guideline framework for documentation. Importantly, 
however, continuing to utilize the historic 1995 or 1997 
guidelines would not allow practitioners to avoid the proposed 
revised reimbursement structure discussed below.8 

For purposes of payment, CMS would only require 
documentation by practitioners to support medical necessity 
and to satisfy the documentation requirements currently 
associated with a Level 2 visit for history, exam and/or MDM. 
With that said, practitioners could choose to document more 
for clinical, legal, operational or other purposes. By way of 
example, for a practitioner choosing to document utilizing 
the current 1995 or 1997 guidelines, the proposed minimum 
documentation for a Level 2 through Level 5 would include: 
“(1) a problem-focused history that does not include a review 
of systems or a past, family, or social history; (2) a limited 
examination of the affected body area or organ system; and 
(3) straightforward medical decision making measured by 
minimal problems, data review, and risk (two of these three).”9 

Alternatively, if the practitioner was choosing to document 
based on MDM alone, “Medicare would only require 
documentation supporting straightforward medical decision-
making measured by minimal problems, data review, and risk 
(two of these three).”10 

Finally, CMS is proposing to allow practitioners to have 
the choice to use the time-based standard for E/M visits by 
documenting medical necessity of the visit and then showing 
the total amount of time spent face-to-face with the patient 
regardless of the amount of counseling and/or care coordination 
furnished as part of the patient encounter. Currently CMS has 
proposed typical times of 31 minutes for established patients 
and 38 minutes for a new patient to justify payment for E/M 
visit Levels 2 through 5. While CMS noted in its proposed 
rule that some have raised concerns about possible abuse 
and inequities in allowing this method, CMS is nevertheless 
proposing it and requesting additional comments on how best 
to implement time requirements for reimbursement.11 

Additionally, CMS proposes to simplify documentation 
with the following additional changes:

• CMS proposes eliminating the need to document 
medical necessity for a visit to occur in the home versus 
in an office or outpatient setting, leaving it to the 
practitioner to determine where best to provide care for 
the patient.12

• For established patient visits, CMS proposes eliminating 
the need of practitioners to supplement or confirm 
a review of systems or pertinent past, family, and/or 
social history, instead requiring the practitioner to only 
document on what has changed since the last visit.13

• For both new and established patient visits, CMS 
proposes eliminating the requirement that practitioners 
re-enter information in the medical record regarding the 
chief complaint and history that are already entered by 
ancillary staff or the beneficiary.14

CMS believes that these changes will eliminate significant 
amounts of administrative time documenting that are wasted 
by practitioners. 

III. CMS’ Proposed Revision to the E/M Payment Rates
In conjunction with the changed requirements for docu-

mentation, CMS proposes to “simplify” payments for E/M 
visits in the office/outpatient setting by eliminating several of 
the payment categories and paying one single rate for Level 2 
through Level 5 E/M visits. These revisions would apply to 
both new and established patients. Practitioners would still bill 
the particular CPT code for the particular level of E/M service 
provided but, under the proposed rule, would be paid at the 
single rate for anything coded at a Level 2 through Level 5. To 
allow practitioners to “better capture the differential resources 
involved in furnishing certain types of E/M visits,” CMS pro-
poses creating new add-on codes.15 The proposed new rates 
would be as follows:

New Patient 2018 Rate, 2019 Rate, 
 National Avg Proposed,
  National Avg
99201 $45 $44
99202 $76 $135
99203 $110 $135
99204 $167 $135
99205 $211 $135

Established  2018 Rate, 2019 Rate, 
Patient National Avg Proposed, 
  National Avg
99211 $22 $24
99212 $45 $93
99213 $74 $93
99214 $109 $93
99215 $148 $93
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Without taking into account the add-on codes (discussed 
below) the revised rates provide greater reimbursement for 
practitioners that historically billed services at a Level 2 or 
Level 3 while decreasing the reimbursement of practitioners 
that historically billed services at a Level 4 or Level 5. Thus, 
on its face, many specialists would face cuts in their total 
reimbursement.

According to CMS, the motivation behind these changes 
in rates is to eliminate the need to audit against the visit levels 
and thereby alleviate from the burdens of documentation. 
Moreover, CMS believes that the change will “eliminate the 
increasingly outdated distinction between the kinds of visits 
that are reflected in the current CPT code levels in both the 
coding and the associated documentation rules.”16 Thus, CMS 
believes that these new rates more accurately represent the 
valuation of a typical E/M service. 

To offset the decrease in reimbursement, CMS proposes 
add-on codes that will result in additional add-on payments 
for certain types of visits where there are higher correspond-
ing resource costs warranting reimbursement. The three par-
ticular types of visits identified by CMS where these add-ons 
would be appropriate include: (1) separately identifiable E/M 
visits furnished in conjunction with a 0-day global procedure; 
(2) primary care E/M visits for continuous patient care; and 
(3) certain types of specialist E/M visits, including those with 
inherent visit complexity.17 Thus, CMS proposes a number of 
adjustments to better capture the variety of resource costs that 
occur with these varying types of E/M visits.18

• To account for resource overlap between stand-alone 
visits and global periods, and to recognize efficiencies, 
particularly when there are E/M visits on the same day  
as procedures, CMS proposes reducing the least expen-
sive procedure or visit by 50% when both are furnished 
by the same practitioner on the same day.

• To more accurately account for the face-to-face portion 
of primary care services with established patients, CMS 
proposes creating a new HCPCS add-on G-code (GP-
C1X) that can be billed in addition to the E/M code to 
account for the additional resources frequently required 
for additional communication, education, and consider-
ation of the patient’s medical needs. CMS also notes that 
this add-on code can be used to account for other face-
to-face care management, counseling, or treatment of 
acute or chronic conditions not accounted for by other 
coding. 

• CMS proposes creating a second new HCPCS add-on G-
code (GCG0X) to account for the additional resources ex-
pended by specialties including endocrinology, rheumatol-
ogy, hematology/oncology, urology, neurology, obstetrics/

gynecology, allergy/immunology, otolaryngology, cardiol-
ogy, and interventional pain management-centered care. 
CMS acknowledges that these specialties generally provide 
predominantly non-procedural approaches to complex 
conditions that are intrinsically diffuse to multi-organ or 
neurologic conditions as reflected by the large proportion 
of Level 4 and Level 5 E/M visits reported by these spe-
cialties. Thus, additional resources are expended and ad-
ditional reimbursement is warranted.

• To help maintain payment accuracy and account for the 
determining factor of time for an E/M visit, CMS proposes 
creating a new HCPCS add-on G-code (GPR01), which 
would be utilized for E/M psychotherapy services that 
require more than the customary 30 minutes for a visit.

CMS’ proposed rule also includes several other proposed 
revisions including new codes for podiatry services to reflect 
their lower resource cost and adjustments to the practice 
expense (PE)/human resource (HR) value calculation.19

These changes and others are discussed in greater detail in the 
proposed rule.

Despite CMS’ claimed efforts to simplify documentation 
and to streamline the reimbursement process for the better 
of all practitioners, its own proposed rule acknowledges 
that there are going to be winners and losers resulting from 
the changes discussed in the proposed rule. Regardless 
of the fact that these various add-ons are created to offset 
the decreased rates and account for additional resource 
utilization, the ultimate reimbursement if this rule is adopted 
will change for almost all practitioners. The accompanying  
chart is an estimate published by CMS of the impacts of this 
entire new proposed rule on the various specialties.20

Consequently, while obstetricians/gynecologists, hand sur- 
geons, nurse practitioners, physician assistants and urologists 
may very well see an increase of a few percentage points of 
reimbursement for their Level 2 through Level 5 services, 
many other specialties including dermatology, rheumatology, 
oncology, neurology and hematology are likely to see several 
percentage point decreases in reimbursement for their Level 2 
through Level 5 services.

IV. Conclusion
While CMS admits in its proposed rule that it is still trying 

to determine how best to revamp and hopefully improve the 
documentation and reimbursement scheme for E/M visits, it 
is clear that change is coming in some form. How quickly that 
change occurs is also up for debate as CMS has also asked for 
feedback on whether to delay implementation of this proposed 
rule to January 1, 2020 rather than the currently planned 
January 1, 2019 date. Practitioners should be prepared though  
 
 

continued from page 31
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for significant changes in the way they do business and CMS’ 
comments signal this may only be the beginning as the 
inpatient setting may be the next to be changed.

About the Author
John W. Kaveney is Of Counsel in the Health Care Practice at 
McElroy, Deutsch, Mulvaney & Carpenter, LLP. He can be 
reached at jkaveney@mdmc-law.com.

Footnotes
183 Fed. Reg. 35704
2Id. at 35832
3h t t p s : / / w w w. c m s . g o v / O u t 
r e a c h - a n d - E d u c a t i o n / M e d i 
care-Learning-Network-MLN/ 
MLNEd\WebGuide/Downloads/ 
95Docguidelines.pdf; https://www.
cms.gov/Outreach-and-Education/
Medicare-Learning-Network-
MLN/ MLNEdWebGuide/Down 
loads/97Docguidelines.pdf; and the 
Evaluation and Management Ser- 
vices guide at https://www.cms.gov/ 
Outreach-and-Education/Med 
icare-Learning-Network-MLN/
MLNProducts/Downloads/eval-
mgmt-serv-guide-ICN006764.pdf )
4https://www.cms.gov/Regulations-
and-Guidance/Guidance/Manuals/
Downloads/clm104c12.pdf
5Page 16 of the 1995 E/M guidelines 
and page 48 of the 1997 E/M 
guidelines
683 Fed. Reg. 35704, 35834
7Id. at 35835-35836
8Id. at 35836
9Id.
10Id.
11Id. at 35836-35837
12Id. at 35835
13Id. at 35838
14Id.
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17Id. at 35840
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Specialty Allowed Charges  Estimated Potential Impact of Valuing Levels 2-5
 (in Millions)  together, without additional adjustments

Obstetrics/Gynecology 664 4%
Nurse Practitioner 3,586 3%
Hand Surgery 202
Interventional Pain Mgt 839
Optometry 1,276 
Physician Assistant 2,254
Psychiatry 1,260
Urology 1,772
Anesthesiology 1,995
Cardiac Surgery 313
Cardiology 6,723
Chiropractor 789
Colon and Rectal Surgery 168
Critical Care 334
Emergency Medicine 3,196
Endocrinology 482
Family Practice 6,382
Gastroenterology 1,807
General Practice 461
General Surgery 2,182
Geriatrics 214
Infectious Disease 663
Internal Medicine 11,173
Interventional Radiology 362
Multispecialty Clinic/Other Phys 141
Nephrology 2,285
Neurosurgery 812
Nuclear Medicine 50
Ophthalmology 5,542
Oral/Maxillofacial Surgery 57
Orthopedic Surgery 3,815
Other 30
Pathology 1,151
Pediatrics 64
Physical Medicine 1,120
Plastic Surgery 387
Radiology 4,898
Thoracic Surgery 360
Vascular Surgery 1,132
Allergy/Immunology 240
Audiology 67
Hematology/Oncology 1813
Neurology 1,565
Otolaryngology 1,220
Pulmonary Disease 1,767
Radiation Oncology and 1,776
   Radiation Therapy Centers
Rheumatology 559 -3%
Dermatology 3,525 -4%
Podiatry 2,022 -4%

Less than 3% estimated increase in overall payment

Minimal change to overall payment

Less than 3% estimated decrease in overall payment
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Leadership is NOT a title or 
position BUT . . .

by Tim Connor

Tim Connor
According to a number of sources, there are over 350 defini-

tions of leadership. Before I begin – I want to make it clear that 
leadership is not a position, but a mindset. The receptionist can 
have a leadership mindset about his or her roles and responsi-
bilities or they can just wait to be told what to do and when 
and how.  The president can have a leadership mindset or stay 
in a reactionary mode waiting for things to change or get bet-
ter.  Leadership is about leading not waiting.  Yes, leadership can 
have management responsibilities, but real leadership is about 
a personal vision to excel regardless of roles or responsibilities. 
Here are a few things to consider when it comes to leading as a 
function of your position – whatever it is:

Purpose – The purpose of any organization is to serve others. 
Yes, if it’s a corporation or business it needs to be profitable, but 
if in the end it doesn’t effectively serve its members, customers or 
partners it will eventually fail. The purpose of every employee is 
to, in some way, contribute to this ultimate and higher purpose. 
If employees put the agendas or motives of their department or 
themselves above this higher purpose, they are doing the organi-
zation and the people or organizations it serves a disservice.

Responsibility – You are responsible to people not for 
them. This simple concept applies to all relationships – cus-
tomers, employees, friends, and family. Essentially it means 
that you are responsible to offer or give – kindness, understand-
ing, compassion, love, friendship, support, direction, guidance 
etc.; however you are not responsible for what people do, how 
they react or their decisions or behavior. In a leadership role, 
again regardless of your position or title, you are responsible for 
bringing your opinions, suggestions, guidance etc. to the other 
person, but it is their responsibility to either use or accept these 
or not. You are not responsible for the actions, behaviors or at-
titudes of others or the consequences of these.

Cooperation – A cooperative mindset does not mean that 
you should forfeit your values, beliefs or philosophy, keeping 
in mind that yours are not better or worse than someone else’s 
(they are just different) just to create an environment of coop-
eration; however, it does imply that you are willing and open 
to change or the acceptance of new or different ideas or ap-
proaches. Conflict generally occurs when people are stuck in 
their views or opinions with the irrational belief that they are 
right and others are wrong. 

Connection – Humanity 
is about relationships.  I have 
previously written about the 
pitfalls of overuse of technology in other Boosters so I won’t bela-
bor that point again. But, keep in mind that when a human con-
nection is not established and maintained, that is grounded in 
mutual goals, desires, needs and understanding, eventually they 
will fail to meet the expectations of one or all of the participants 
leading to conflict, disappointment and often failure. When em-
ployees in an organization fail to maintain positive connections 
with the people they work closely with, or even people that they 
are only involved with periodically, results will tend to suffer.

Vision – Life is about vision – for oneself, a relationship, a 
higher purpose or an organization.  If people fail to see beyond 
their present challenges, circumstances, successes or even fail-
ures, they will tend to remain stuck in mindsets that will limit 
what can be manifested and developed in the future.  The role 
of every employee is to bring vision to their roles and responsi-
bilities, from the janitor to the CEO.

Compassion – No one is immune in life to troubles, adver-
sity, challenges or failure.  Sooner or later we must all face the 
realities of life with all its successes, achievements and yes, disap-
pointments and frustrations. Whether you are the president or 
the mail clerk you have or will have to deal with different cir-
cumstances that you don’t like or even wish would not enter your 
life. What everyone needs during times of adversity or challenge 
is a caring attitude from others, whether people they work with 
side-by-side every day or only interact with from time to time. 
I’m not suggesting that we should all air our dirty linen and per-
sonal situations with others, but from time to time just a listen-
ing ear would go a long way when someone is in pain or struggle. 

Integrity – Words are words and actions are actions. The 
question in every relationship is always “Can I trust your words?” 
One of the major issues when it comes to integrity, regardless of 
the relationship, is trust and truth. If either or both are missing in 
any relationship sooner or later someone is going to be set up. If 
employees, for whatever reason, are unable or unwilling to always 
come from a position of truth and/or trust (not necessarily their 
opinion or interpretation of an event or circumstance) sooner or 
later an employee, customer or member will be misled, disap-
 continued on page 36
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Insight into Two Important 
Proposed Changes to 
Hospital and Physician 
Billing for 2019

Dr. Ronald Hirsch MDby Dr. Ronald Hirsch MD, FACP, CHCQM

In this article I want to address many of the proposals from 
CMS which may not directly affect the work of finance staff 
but which can have effects on the finances of the hospital, 
health system, and physician practice. As I am sure you are all 
aware, much of the proposed rules released by CMS involve 
price-setting for the upcoming year. I understand none of that, 
despite working for a revenue cycle company. (Disclaimer: I 
work in the physician advisory division of the company.) I 
know that CMS makes adjustments to the market basket rates 
each year but I have yet to figure out what shopping carts have 
to do with hospital finances. 

One thing I have come to appreciate in my work is that 
the revenue cycle staff are the unsung heroes of the hospital. 
It amazes me to no end that employees can take the medical 
record, with indecipherable physician notes or pages and pages 
of cut-and-pasted documents, then translate that into a claim, 
following all the nearly incomprehensible billing regulations, 
applying the appropriate condition codes, occurrence span 
codes, occurrence codes, and modifiers, and doing that nearly 
before the next patient has occupied the bed. But on to the two 
proposed changes that are grabbing the majority of the headlines.

The Inpatient Admission Order 
When the 2014 Inpatient Prospective Payment System 

Rule was adopted, CMS established as a condition of payment 
the presence in the medical record of an admission order that 
was authenticated by a practitioner with admitting privileges 
prior to discharge. This proved to be a major stumbling block 
to getting paid, especially for teaching hospitals where many 
of the orders are written by residents who do not have admit-
ting privileges. Anecdotally, thousands of admissions were self-
denied by hospitals around the country due to lack of a signed 
admission order prior to discharge. Hospitals also “failed” their 
targeted probe-and-educate audits performed by the Quality 
Improvement Organizations (QIOs) because otherwise com-
pliant admissions were lacking that signature. 

But relief may be in sight. In the 2019 Inpatient Prospec-

tive Payment System Rule, CMS has proposed to elimi-
nate that condition of payment. In the proposal, CMS said,
“[I]t was not our intent when we finalized the admission order 
documentation requirements that they should by themselves 
lead to the denial of payment for otherwise medically reasonable 
necessary inpatient stay, even if such denials occur infrequently.” 
Unfortunately, they did not tell the QIOs that. CMS now pro-
poses, “to revise the inpatient admission order policy to no longer 
require a written inpatient admission order to be present in the 
medical record as a specific condition of Medicare Part A pay-
ment.” At face value, this sounds like welcome relief from an 
onerous and senseless rule.

But, then it gets confusing, because CMS goes on to state, 
“This proposal does not change the requirement that an in-
dividual is considered an inpatient if formally admitted as an 
inpatient under an order for inpatient admission.” How can a 
written order no longer be required for inpatient admission if 
a patient only becomes an inpatient upon issuance of an inpa-
tient order? At this time I don’t have the answers but hope that 
by the time of the HFMA annual meeting in Atlantic City, we 
will have the final rule and know what CMS really means.  

Physician Visits
For years on end, physicians have complained about the 

onerous documentation requirements to bill for evaluation 
and management (E/M) visits with patients. The coding 
guidelines, which date to 1997, require physicians to docu-
ment superfluous information, such as the family history for 
an octogenarian, in order to be able to bill for most higher
level visits. Physicians must also complete a comprehensive 
“review of systems,” asking about every body system from 
head to toe, no matter the presenting problem. 

But relief may be in sight, at least for some physicians, in 
2019 as CMS has proposed to revamp the system used by
physicians to choose a code. Before discussing the proposal it 
should be noted that CMS has limited the changes to coding
 continued on page 36
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for visits in the office or outpatient hospital. They state that 
modifications to coding in the emergency department and in-
patient hospital would require more time and analysis because 
of possible overlap with the Conditions of Participation. 

The proposal, which consumes 53 of the 1,473 pages of the 
proposed rule, would significantly reduce the documentation 
burden by allowing physicians to choose an E/M code based on 
either time spent with the patient, the amount of medical de-
cision-making required, or by the system currently in place. In 
essence that means that the physician could concentrate on what 
matters to care for the patient properly, and not have to count 
bullet points in the history or physical to meet a certain level. 

But more controversial is the CMS proposal to “blend” the 
payment rates. They are proposing to set a single payment rate 
and Relative Value Unit (RVU) weight for Levels 2 to 5 estab-
lished patient office visits ($93/1.22 RVU) and a single rate for 
new patients ($135/1.90 RVU). This is being roundly criti-
cized for devaluing the work of physicians who care for many 
patients with multiple co-morbid conditions that require ex-
tensive time and work. In its analysis, CMS estimates that neu-
rologists, rheumatologists, oncologists, endocrinologists, and 
geriatricians will see a decline in payment of up to 10% based 
solely on the blended rate for visits. But CMS goes further to 
account for the other proposed changes, including a new code 
for visit complexity and the ability to be paid for an E/M visit 
and a procedure on the same day. In this advanced analysis, 
CMS estimates no specialty will see declines of over 4%. 

CMS is also proposing to add a new prolonged services code 
for 30 or more minutes spent beyond the time set for the base-
line code. Since they set 31 minutes as the baseline time for the 

blended E/M code, a physician would only need to spend 47 
minutes with a patient to bill for that code. Another complicat-
ing factor is the while CMS may change the way it allows physi-
cians to code visits, unless every other payer follows suit, physi-
cians would need to continue to use the old system for those 
patients. CMS did note that they are considering implementa-
tion of this change to be delayed a year until January 2020 to 
allow other payers and electronic medical record systems time 
to make the necessary changes.

Although the E/M changes will get the most attention, CMS 
is also easing physician burden by proposing to allow a non-
physician to record the history of present illness in the medical 
record, remove the need for a statement about why a patient 
was seen in the home, and allow multiple visits by physicians of 
the same specialty in the same group on the same day. 

Answers Soon to Come 
These changes are all proposals; we should know by 

October 1st what CMS plans with the inpatient admission 
order and perhaps have some more insight into the proposed 
E/M changes. I’ll be discussing both in my session at the 42nd 
annual HFMA New Jersey Institute, in conjunction with the 
HFMA Metro Philadelphia chapter, at the Borgata Hotel on 
October 3rd to 5th.

About the Author
Dr. Ronald Hirsch is a Vice President of the Regulations and 
Education Group at R1 RCM. Dr. Hirsch can  be reached at 
RHirsch@R1RCM.COM.

continued from page 35

pointed or at a minimum frustrated. It is the responsibility of ev-
ery employee to always come from a position of truth no matter 
how it might be perceived or heard from people either higher or 
lower on the food chain.

Communication – Communication is the common de-
nominator that connects all humans regardless of their con-
nections, length or the purpose or parameters of their relation-
ship. Communication is not about sharing information, but in 
sharing understanding. When we believe that effective com-
munication is when you have given all of the facts or details 
that another person needs, we are kidding ourselves when it 
comes to the purpose of real communication. Communica-
tion is a complicated issue when it comes to human behavior 
as there are so many factors that contribute to the integrity of 
shared messages or information, but in the end, it is a two-way 

process.  If only one person in an exchange ‘gets it’ then com-
munication has not taken place.

Yes, there are many others, but if you practice these in a time-
ly, effective, consistent and appropriate way, you will be amazed 
at the results you can achieve when it comes to the relationship 
between you and your roles, and your relationships with others.

If your organization is dealing with current or future po-
tential leadership challenges, give me a call and we can discuss 
how I can tailor a presentation that will help you address these 
in a proactive and effective way.

About the author
Tim Connor has been a globally renowned speaker and trainer for 

over 30 years and has given over 4000 presentations in 25 countries.
Tim can be reached at timspeaks4u@gmail.com.

continued from page 34
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FY 2019 IPPS Final Rule 
Update: Worksheet S-10 
Is Here To Stay

by Kyle Pennington

Kyle Pennington

Most will recall that in its FY 2018 Hospital Inpatient 
Prospective Payment System (IPPS) rulemaking last year, the 
Centers for Medicare and Medicaid Services (CMS) first began 
phasing out the sole use of Medicaid and Medicare/SSI days to 
calculate Factor 3 for qualifying hospitals’ uncompensated care 
(UC) reimbursement and concluded that “[W]e have reached a 
tipping point with respect to the use of the Worksheet S-10 data...
we can no longer conclude that alternative data are available...
that are a better proxy for the costs of subsection (d) hospitals for 
treating individuals who are uninsured than the data on uncom-
pensated care costs reported on the Worksheet S-10.” With that 
as an overall justification, CMS finalized a new methodology 
and began the transition to incorporate data from Medicare 
Cost Report Worksheet S-10 beginning in FY 2018. The new 
methodology utilized a blend of low-income days from 2012 
and 2013 and uncompensated care costs per Worksheet S-10 
for FY 2014.  

The Transition Continues in FY 2019
In its FY 2019 IPPS final rulemaking published August 2, 

2018, CMS is continuing the transition to Worksheet S-10.  
Specifically, CMS will continue using Line 30 of Worksheet 
S-10 as the data metric for uncompensated care.  And as antici-
pated, they have also advanced the time period of the data used 
for FY 2018 by one year to further phase-out the low-income 
days proxy and use two fiscal years of S-10 cost report data to 
calculate UC Factor 3:

 • FY 2013 low-income insured days and FY 2016 SSI data

 • FY 2014 uncompensated care cost per Worksheet S-10 

 • FY 2015 uncompensated care cost per Worksheet S-10

With the continued transition from Medicaid days to S-10 
data, hospitals will again experience a significant redistribu-
tion of the UC reimbursement in FY 2019.  In net, all sectors 
(governmental, proprietary, and non-profit) are seeing an in-
crease in their UC payments primarily due to the $1.5 billion 
increase in the UC pool in FY 2019, which represents a 22% 
increase in the size of the pool from FY 2018.  Governmental 

hospitals realize a pickup of $664 million, an increase of al-
most 45% from their prior year total.  Further, analyses of the 
data show that proprietary and non-profit hospitals benefit by 
18% and nearly 15%, respectively.

Opportunity For Amendments & Residual Impacts
In its FY 2019 final rule, CMS again made reference to 

the issuance of previous transmittals that included clarification 
and revisions to cost report instructions specific to Worksheet 
S-10.  Perhaps most significant to the UC calculation was 
CMS’s Transmittal 11 issued in September 2017. The trans-
mittal clarified the definitions and instructions for uncom-
pensated care, non-Medicare bad debt, and non-reimbursed 
Medicare bad debt in an effort to help ensure data integrity.  
The transmittal also clarified that full or partial discounts to 
uninsured patients may be included on Line 20, Column 1 of 
Worksheet S-10 as long as those discounts are actually included 
in the hospital’s financial assistance policies. CMS’s revisions 
also modified the application of the cost-to-charge ratio, no 
longer stipulating that it be applied to non-reimbursed bad 
debt or to deductible/co-insurance amounts for insured pa-
tients approved for charity care.

CMS also issued several extensions last year to update 
Worksheet S-10 data for which roughly half of the DSH 
eligible hospitals nationwide updated their Worksheet S-10, 
Line 20 charity charges by CMS’s final January 2, 2018, 
deadline.  When updating their fiscal year 2014 cost reports, 
approximately 70% of these hospitals increased their charity 
charges, and about 75% of these hospitals increased their 
charity charges for fiscal year 2015. Additionally, the size 
of the increases made a significant impact on each hospi-
tal’s slice of the pie from the fixed pool of UC dollars. For 
example, uninsured charges increased by over $20 billion 
for these hospitals that updated their cost reports. On av-
erage, these hospitals saw an increase to their charity care 
charges by over 56% in 2014 and the average increase in 
2015 jumped to 64%.

continued on page 38
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All of these updates to the data ultimately led to a total 
increase to Worksheet S-10, Line 30, which is the value that 
CMS uses in their Factor 3 calculations.  Cumulative increases 
to Line 30 topped $7 billion in 2014 and $8 billion in 2015 
for providers nationwide.  These impacts can be attributed pri-
marily due to the cost report update that no longer applies the 
cost-to-charge ratio to the insured charity and non-reimburs-
able Medicare bad debt, which in turn increases the UC costs 
that flow to line 30.

Coming on the heels of multiple transmittals and deadline 
extensions last year extended to providers to submit revised 
S-10 data for their 2014 and 2015 cost reports, CMS decided 
that for its final FY 2019 rule they would include an updated 
HCRIS data run through June 30, 2018 rather than utilize the 
traditional March 31st HCRIS file run. CMS’s decision to use 
the June 30th HCRIS data was supported by their statement 
that it would “enable” the agency “to use more accurate uncom-
pensated care cost data in calculating the final Factor 3 values.”

Anomalies Still Exist
The sizeable increases previously mentioned can lead to 

questions regarding the quality and accuracy of the data re-
ported. And, hospital providers again commented during 
CMS’s FY 2019 rulemaking that some data reported on S-10 is 
“potentially aberrant,” and when providing specific references 
to aberrant data, commenters further stated that the “results 
are implausible and indicate that CMS must continue working 
to improve the reliability of Worksheet S-10.” When analyz-
ing the June 30, 2018, HCRIS file that was used for the FY 
2019 final rule, a number of anomalies can be seen in both 
the 2014 and 2015 S-10 data for the DSH-eligible hospitals 
currently projected to receive uncompensated care payments 
in fiscal year 2019.  For example, more than 100 fiscal years re-
ported zero ($0) total charity amounts, 26 fiscal years reported 
zero ($0) uninsured charity, and over 900 fiscal years reported 
zero ($0) insured charity.  In addition, over 300 fiscal years 
reported insured charity discounts greater than their uninsured 
discounts.  It is unusual for a hospital to have more insured 
discounts than uninsured discounts, as the cost report requires 
insured charity charges to only represent discounts associated 
with coinsurance, deductible and length-of-stay limits. 

It remains to be seen exactly how CMS will address such 
anomalies going forward, but CMS responded to commenters’ 
concerns in its final rulemaking by mentioning that the con-
sistency and accuracy of the S-10 data reported is expected to 
improve due to the worksheet’s continued use.  Additionally, 
CMS plans to further refine their review efforts of the data, 
though they did not provide specifics or timelines.

Further, CMS continues to believe that uncompensated 
care costs that represent an extremely high ratio of a hospi-

tal’s total operating expenses, such as the ratio of 50% used 
in the FY 2018 final rule, may be potentially aberrant.  In its 
April proposed rule, CMS instructed Medicare Administrative 
Contractors (MACs) to review situations where a hospital had 
an extremely high ratio and if the hospital could not justify  
its reported uncompensated care amount, CMS believed that 
it would be appropriate to utilize data from another fiscal year 
to address the issue. CMS included references to this and other 
potential anomalies in the proposed rule, and they asserted that 
any updates would be reflected in the final rule after the MACs’ 
review of the data.  While CMS did not incorporate any addi-
tional edits to S-10 data that were not included in the proposed 
rule, CMS did finalize their adjustment to exclude potentially 
aberrant UC data relating to high ratios of UC costs to total 
operating costs. 

New and Noteworthy
A new addition for FY 2019 is that CMS now requires hos-

pitals to submit the charity care detail with any cost report sub-
mission for cost reporting periods beginning on or after Octo-
ber 1, 2018. CMS provided examples of the information needed 
such as patient name, dates of service, insurer, and the amount 
of charity care or uninsured discounts given that corresponds to 
the amount claimed in the hospital’s cost report.  Hospitals that 
do not supply this detailed information will have their cost reports 
rejected for lack of supporting documentation. 

Additionally, for the same cost reporting periods beginning 
on or after October 1, 2018, each DSH-qualifying hospital 
must now include, as part of the cost report filing, a detailed 
listing of its Medicaid eligible days that corresponds to the 
Medicaid eligible days claimed in the cost report as supporting 
documentation. This requirement affects the acceptability of 
the cost report. Without a detailed listing, a cost report will be 
deemed unacceptable and thus, your report will be rejected.  If a 
hospital submits an amended cost report, whether that be the 
“12-month” cost report, or another amended cost report, an 
amended listing or an addendum to the original listing would 
need to be submitted as supporting documentation with any 
amended cost report.

What’s Next?
Looking forward, fiscal year 2016 S-10 data is up next.  

Hospitals should evaluate their FY 2016 data soon and submit 
revisions where appropriate. CMS made it clear in their final 
rule that hospitals have had sufficient time to review their UC 
data and processes, as well as understand and implement cost 
report revisions as a result of Transmittal 11.  And remember 
that CMS also indicated that upon their review of FY 2016 
S-10 data, they may choose to use only one year of Worksheet 
S-10 data as the basis to calculate Factor 3 for FY 2020.

continued from page 37
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Finally, CMS is on record stating that “cost reports be-
ginning in FFY 2017 will be the first cost reports for which 
Worksheet S-10 data will be subject to desk review,”and they 
announced in the 2019 final rule that they expect these audits 
to begin in the fall of 2018.  CMS will also continue working 
with stakeholders regarding their continued concern with the 
accuracy and consistency of the Worksheet S-10 data through 
provider education and additional refinement of S-10 instruc-
tions if necessary.  With this in mind, and recalling that CMS 
will require patient detail to be provided upon cost report fil-
ing and/or amending for both Medicare DSH and Worksheet 
S-10 beginning with FY 2019, it’s highly recommended that 
hospitals determine if their programs can meet the newest 
standards of the data reporting requirements. More and more 
focus is being aimed at S-10.  Because of that, hospitals should 
expect thorough MAC reviews and heavy scrutiny of their 
policies and of the supporting patient data.  When S-10 audits 
begin, it will be imperative that hospitals can actually support 
all amounts reported on Worksheet S-10.

S-10 is here to stay and has big time reimbursement im-
pacts for hospitals nationwide.  It’s driving a nearly $8.3 billion 
federal reimbursement pool and will now be audited by the 

MACs. It is worth mentioning that data reported on S-10 may 
soon have significant ramifications for other sources of pro-
vider reimbursement as well. Worksheet S-10 is being consid-
ered by many states to determine and disperse Medicaid waiver 
payments. Proposed legislation indicates Congress is clearly re-
viewing hospital 340B savings, how hospitals are using 340B 
savings in comparison to the cost of charity care provided by 
340B covered entities and whether the metric for 340B quali-
fication should be based on S-10 uncompensated care data. 
Hospitals need to analyze their UC data, review their processes 
for collecting and maintaining the data, and most importantly 
at this time, if they haven’t already, it’s recommended that they  
take a deep-dive look at their charity and other financial as-
sistance policies to ensure that they conform to the program 
requirements.

About the Author
 Kyle Pennington is a Client Relations Manager with Southwest 
Consulting Associates. He can be reached at kpennington@south-
westconsulting.net. 

•Certification Corner•

HFMA's Certified Healthcare Financial Professional (CHFP) program has just 
gotten more affordable! HFMA has adjusted the pricing for the HFMA Business of 

Heath Care program, also known as Module I, from $400 to $299. And to help you 
prepare for the exam and answer all your questions, we will be hosting special “lunch 

and learn” session on the certification process. “Understanding HFMA Certification” 
will be presented by Rachelle Fletcher, MSHSA, FHFMA on October 4th, from 12:30 PM

to 1:20 PM. Please note that attendance at this session is limited. Arrive early to secure 
your spot!

As a reminder, the NJ Chapter will reimburse 100% of CHFP fees paid by members upon 
successful completion of both exams. If you would like to become certified and learn more about 

certification options, please contact Amina Razanica at arazanica@njha.com and do not miss our 
“Understanding HFMA Certification” session!

HAVE
YOU

HEARD?
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Revenue Cycle Impact on 
Medicare Cost Reporting

by DeLicia Pierce

DeLicia PierceOver the last few years, the revenue cycle function has had 
a growing influence on the Medicare Cost Report. Recent 
regulatory changes have altered how patient data and billing 
procedures are utilized to drive Medicare reimbursement. Syn-
ergy between the revenue cycle, reimbursement and finance 
teams must exist to optimize reimbursement in the future. A 
greater understanding of how the cost report flows and how 
reimbursement is derived is essential.   

Every Medicare-certified hospital is required to file annual 
cost reports. The cost report is essentially a tax return on ste-
roids. It contains inpatient and outpatient revenues and ex-
penses, which reconcile to the hospital’s financial statements. 
The cost report also includes statistics such as days, discharges, 
square footage, pounds of laundry, payroll hours and other 
hospital metrics. It is the most comprehensive source of reve-
nue and expenses outside of individual hospital financial state-
ments. Standardized regulatory reporting requirements make 
the cost report a valuable source to evaluate hospital opera-
tions, trends and information to support strategic decisions.   

Specific to the revenue cycle, the Medicare Cost Report can 
be used to explore key drivers of Medicare and Medicaid re-
imbursement and how they directly connect to revenue cycle 
billings. The wage index is calculated from the Medicare Cost 
Report and is applied to IP, OP, Psych, Rehab and SNF pay-
ment rates that are also directly correlated to revenue cycle bill-
ings. Additionally, cost reports are compiled with claims data 
at CMS to calculate the APC payment weights for future years.

As Worksheet S-10 from the cost report continues to be 
phased in through 2020, Reimbursement staff will be more 
dependent on revenue cycle performance to ensure that their 
hospitals receive their pro rata share of the Uncompensated 
Care pool. The S-10 uncompensated care calculation is worth 
billions of dollars for hospitals across the country in addition 
to the $8.2B of Medicare DSH funding. Beyond reimburse-
ment from CMS, some states are entertaining the thought of 
using the S-10, or a modified version of the S-10, to calculate 
the distribution of state supplemental funding programs (i.e., 
1115 Waiver).  

Major cost report settlement areas such as S-10, IME/GME 

and Medicare Bad Debt are 
dependent on revenue cycle 
process and outcomes to ensure that hospitals sustain their cur-
rent level of reimbursement.  

In conclusion, there is a renewed dependence on the rela-
tionship between revenue cycle and reimbursement to secure 
proper reimbursement for the services hospitals provide to pa-
tients.

About the Author
DeLicia Pierce recently served as System Director of Corporate Re-
imbursement & Date Analytics, Chief Financial Officer for Chris-
tus Health in their Northern Louisiana Region.

Exhibits

The illustration depicts the cost report flow process and dem-
onstrates the importance of revenue cycle data.  
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Major settlement areas

Cost report settlement flow

New Jersey Healthcare Financial
Management Association

2017-18 Chapter Awards Listing

President’s Award
Sandy Gubbine
Mike McKeever

Founder’s Gold
David Mills 

Founder’s Silver
Deb Carlino

Founder’s Bronze
Amina Razanica
Jennifer Shimek
Megan Byrne
Monika Finnegan
Sandra Gubbine

Medal of Honor
Scott Mariani
Anne Goodwill-Pritchett

Where Passion Meets Purpose Award
Recognizing a member in a non-leadership position that has gone above and beyond

Leslie Boles
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The Ongoing Saga of 
Insurance Carrier Under-
Reimbursements 

by Thomas LaGreca, Esq. and James Greenspan, Esq.

Thomas LaGreca

James Greenspan

Despite the fact that many hospitals have greatly improved 
their effectiveness in challenging carrier underpayments, there 
is still a tremendous amount of money that insurance carriers 
are unduly withholding from hospitals. It is safe to say that 
national, insurance carriers are retaining billions – perhaps tens 
of billions – from the healthcare industry, billions that belong in 
the hands of hospitals and other medical providers.  Hospitals, in 
particular, need to be mindful of the legal remedies available to 
them in combating what are still extremely aggressive attempts 
by carriers to under-reimburse the medical industry. Across all 
three categories of claims against non-governmental payers – 
Motor Vehicle Accident (PIP), Workers’ Compensation (WC), 
and Commercial Insurance (CI – carriers are retaining revenue 
that otherwise belongs to New Jersey medical centers. Whether 
you are in-network, out-of-network, or a combination of both, 
it is safe to say you are still being shortchanged and in a big 
way.  For better or worse, like it 
or not, a legal team is a critical 
component of your recovery 
process, not only to pursue 
proper reimbursement, but to 
give you a better understanding 
of your rights and opportunities 
to improve reimbursement.

Under-Reimbursement in PIP
The first area of ongoing 

under-reimbursement in PIP lies in the context of Emergency 
Room (ER) radiology services. Historically, PIP Physician 
Fee Schedule (PFS) rates were applied to hospital ER 
facility services.  This was successfully challenged on a large 
scale beginning in 2012, when the Department of Banking 
and Insurance (DOBI) sought comments on the Hospital 
Outpatient Surgical Facility Fee Schedule (HOSF), which 
was the first PIP fee schedule specifically designed for hospital 
charges. As the name suggests, the HOSF applied to outpatient 
surgeries and specifically excluded ER treatment.  That made 
practitioners in the PIP arbitration arena wonder why, with a 

forthcoming hospital-specific 
fee schedule that didn’t apply 
to ER claims, would the 
existing PFS apply to current 
ER cases? This realization 
prompted literally thousands 
of arbitrations, which, by late 
2014 and early 2015, resulted 
in an overwhelming majority 
of PIP arbitrators agreeing 
that hospital ER services were 
reimbursable at usual and 
customary rates (UCR).  

Not surprisingly, the car-
rier attorneys went back to the 
drawing board and returned with a partially successful argu-

ment – location.  The carriers ar-
gued that although the PFS has 
the word physician in its very 
title, there are times when a facil-
ity is also reimbursed via this fee 
schedule, namely, the technical 
component (TC).  Many services 
on that fee schedule are split into 
two portions – the professional 
and the technical. The profes-
sional portion compensates the 

doctor who, for example, reads an x-ray, while the technical 
portion compensates the facility that, for example, hosts or 
owns the x-ray hardware.  The carriers argued that only services 
“within the confines of the emergency room” were subject to 
UCR and that any patient who was “transported outside the 
emergency room” would again be subject to the PFS and the 
TC rates contained within it. Unfortunately, several arbitrators 
agreed with this argument, and still do to this day, resulting in 
millions of lost dollars to hospitals. The best way to combat 
these underpayments is to substantiate for your PIP counsel 
what radiology codes are performed in the ER proper, rather 

It is safe to say that nationally insurance 
carriers are retaining billions – perhaps 

tens of billions – from the healthcare
industry, billions that belong in the hands 
of hospitals and other medical providers.
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continued on page 44

than outside of it, so that the particular arbitrators who regard 
location as relevant to the issue can be convinced that the PFS 
is inapplicable to those codes.

A second source of concern in PIP lies in the growing impact 
of Medicare regulations on NJ PIP reimbursement, especially  
since the passage of the HOSF in 2013. One such example is 
the case of “itemized billing.” Itemized billing refers to the 
Medicare requirement that hospitals must bill each service  
separately. Each revenue code must be separately placed on the 
UB-04 form and each must be specifically priced. This prac- 
tice is very different from the NJ PIP recovery scheme, which 
uses a “bundled” recovery system. Essentially, DOBI says that a  
specific surgery – and everything that goes with it – is worth, 
for example, $10,000. DOBI ack- 
nowledges in its administrative 
code that the ancillaries are not 
separately recoverable, “because 
payment for them has already been 
accounted for in the fee schedule  
price.” So, a $10,000 surgery on 
the HOSF includes all of the 
ancillaries.

Often, because the HOSF rate 
is lower than what a hospital bills for a procedure, there is no 
issue.  If the hospital bills $15,000 for a surgery and $7,000 for 
the associated ancillary services, NJ PIP will pay that $10,000 for 
the surgery code and will deny all of the ancillaries as “bundled.” 
The problem arises when the hospital’s bill for the specific surgery 
code is less than the HOSF.  Using that same $10,000 example, if 
the hospital bills $5,000 for the surgery code and $7,000 for the 
associated ancillary services (a total of $12,000), the PIP carrier 
might very well reimburse the hospital $5,000 for the surgical 
code and deny all of the ancillaries as bundled. This result is 
terribly unfair to hospitals, which, bound by Medicare billing 
regulations, are required to bill each item separately. DOBI has 
recently expressed agreement with the hospital community on 
this issue, stating that the HOSF rate should be paid even if the 
included services appear on the bill separate from the surgical 
procedure.

Finally, the changes to the appeal process for PIP claims, 
effective April 17, 2017, is an ongoing source of controversy.  
One of DOBI’s overarching goals in implementing a uniform 
appeals process was to create a system that was, as the name 
suggests, uniform. Unfortunately, that goal was not achieved.  
As the insurance carriers adapted to the uniform process, they 
each revised their Decision Point Review Plan (DPRP), and in 
those DPRPs, the carriers created many unique requirements.  
Some carriers require that medical necessity appeals be done 
pre-service, others do not. Some carriers require that UCR 
proofs be submitted with a post-service appeal, others do not.   

Unfortunately, once the dust settled from the implementation 
of the new regulation, about the only uniform thing in 
the entire process was the use of the mandatory forms that 
DOBI promulgated.  Providers are still left to delve into the 
depths of each carrier’s DPRP in order to comply with their 
individual appeal requirements or risk having their assignment 
of benefits invalidated, meaning they lose standing to pursue 
appropriate reimbursement through the arbitration process.   
The individual carrier requirements necessitate familiarity with 
each plan, as well as the process, and the stakes are such that we 
strongly suggest medical providers consult attorneys familiar 
with those specifics.

Under-Reimbursement in WC
Regarding WC claims, the 

greatest opportunity for New 
Jersey hospitals is in the context 
of out-of-network Emergency 
Room (ER) treatment.  In New 
Jersey, no fee schedule exists 
in the area of WC. By law, 
reimbursement to hospitals 
and other providers must be 

at UCR, unless the provider and carrier agree to rates below 
UCR. Accordingly, from strictly a reimbursement perspective, 
it makes sense for hospitals to remain out-of-network for 
treatment of WC patients.  However, the analysis should not 
end there.  Perhaps there are other benefits to be derived from 
being in-network in the area of WC.

If we are talking about elective surgeries, perhaps there is 
a benefit to be derived from taking a reduced reimbursement.  
Indeed, if being in-network will result in additional patients 
being directed to the hospital, it could be worth the reduction 
in reimbursement for individual claims. This logic, however, 
breaks down in the ER context.

A patient is injured in the workplace when he falls at a 
construction work site. He is rushed to the nearest ER. There 
appear to be some head, shoulder and knee injuries, as well 
as a few cuts and bruises. During the ER encounter, imaging 
studies and bloodwork are conducted.  After several hours, 
the patient is released, but not until after extensive testing, 
analysis and examination.  An ER encounter of this type and 
nature is likely to generate a hospital bill in the neighborhood 
of $12,000 to $15,000. It is conceivable that the WC 
insurance carrier, in this instance, will pay a contractual case 
rate in the neighborhood of $1,200. Why would a hospital 
have contracted for such a rate?

The hospital might suggest that such a case rate gives 
the hospital some predictability, so that the hospital at least 
 

A second source of concern in PIP lies
in the growing impact of

Medicare regulations on NJ PIP
reimbursement, especially since the

passage of the HOSF in 2013.



Fall  2 0 1 8

44 Focus

knows what the reimbursement will be, rather than having 
to endure the unpredictability of the carrier reimbursements.  
However, in reality, reimbursements in these instances are not 
so unpredictable or uncertain.  As anyone active in the area of 
WC litigation can attest, reimbursement in WC can become 
quite predictable, because the standards for UCR become more 
and more defined through the litigation process.

As a general matter, there is little benefit to committing 
to WC case rates or any other contractual reimbursement for 
ER services in the area of WC, with one caveat. An agreement 
securing for the hospital 80% or 90% of the hospital’s UCR 
charges would be quite beneficial. Such a percentage would 
secure reimbursement that is likely to be greater than any 
reimbursement even litigation would generate.

Under-Reimbursement in CI
Similar to the WC arena, 

the opportunity for hospitals 
in the CI context remains with 
out-of-network ER treatment. 
Historically, for state-governed  
health plans, carriers were re-
quired to reimburse out-of- 
network hospitals at or close 
to billed charges for services 
growing out of an ER 
encounter. State healthcare 
regulations placed a burden 
on carriers to reimburse 
providers in such a way that patients would not be  
balance billed. The only two ways to achieve this were for 
the carrier to either pay the entire bill or pay it at a high 
enough level that the provider accepted it as full settlement 
of the bill.

The ER landscape will now be changing as a result of 
The Out-of-Network Consumer Protection, Transparency, 
Cost Containment and Accountability Act, also known as the 
surprise bill legislation. Even in this new landscape, however, 
the law seeks to be mindful of reimbursing ER treatment 
at levels that encourage the rendering of such treatment. In 
addition to the disclosure requirements set forth in the bill, the 
legislation contains an arbitration process, similar to the one 
New York previously instituted. This arbitration process has 
several characteristics worth noting:

• Upon receipt of a provider’s bill for emergency or  
 inadvertent out-of-network services, the carrier has 20  
 days to either allow the whole bill or let the provider  
 know that they deem the billed amount to be excessive.

• If deemed excessive, the carrier and provider, for up to 
 30 days, try to negotiate a settlement.

• If negotiations cannot resolve the matter, the carrier  
 is to pay their “final offer” made to the provider during  
 the negotiations and the provider can then initiate  
 binding baseball-style arbitration within 30 days of the  
 final offer by requesting arbitration through DOBI  
 (“baseball-style arbitration” means that the arbitrator  
 chooses between the provider’s or the carrier’s final offer  
 – there is no splitting the difference).

• The arbitrator shall consider the written submission  
 of both parties and shall issue findings within 30 days of  
 the arbitration being requested.

• The amount awarded 

  by the arbitrator shall be 

  paid within 20 days of 
  the arbitrator’s decision.

Though it remains to be 
seen how this arbitration pro- 
cess will play out, conceptually 
it is not unfriendly to medical 
providers, and seems to rec-
ognize implicitly that under-
reimbursing out-of-network 
ER providers would not be a 
very good idea from a policy 
point of view.

About the Authors
Thomas LaGreca is an attorney with Callagy Law, and serves as 
Executive Director of Healthcare Recovery. Thomas can be reached 
at tlagreca@callagylaw.com.  

James Greenspan is an attorney with Callagy Law, and serves as 
Managing Attorney for PIP Litigation. James can be reached at 
jgreenspan@callagylaw.com.  

continued from page 43

The ER landscape will now
be changing as a result of

The Out-of-Network
Consumer Protection,

Transparency, Cost Containment
and Accountability Act,

also known as
the surprise bill legislation.



Fall  2 0 1 8

Focus     45

Improved Patient Engagement and 
Reimbursement Strategy Allows 
Health System to Reinvest in Growth

by Timothy Mattson

Today’s healthcare environment has patients facing higher 
copays, coinsurance and deductibles. Hackensack Meridian 
Health, an integrated network of healthcare providers serving 
patients in New Jersey, is no exception to that, as the health 
system has seen demands on patient obligations increase sig-
nificantly over the past few years. 

Hackensack Meridian Health is one of the largest integrat-
ed networks in the area with 13 hospitals and more than 6,000 
physicians, along with a range of healthcare-related facilities. 
The health system is continuously evolving to address market 
demand and competition, and 
that includes a partnership with 
Memorial Sloan Kettering for 
cancer research, a merger with 
JFK Health in January 2018 and 
plans to open a medical school 
next year. 

Evolution and growth are im-
portant factors to the success and 
continuation of a health system; 
both would not be possible without a steady stream of revenue. 
Therefore, Hackensack Meridian Health revenue cycle leaders 
realize that revenue collection from patient reimbursement is 
just as important as revenue collection from private and gov-
ernment payers.

The Importance of Compassionate Billing
Before a June 2016 merger brought together Meridian 

Health System and Hackensack University Health, Meridian 
Health focused on “compassionate billing” with various self-
pay strategies to make healthcare affordable in the 1990s. De-
mands on patients’ financial obligations having increased sig-
nificantly since then. Today, patient out-of-pocket costs exceed 
$6,000, compared to $2,000 just a few years ago.

The health system first offered an in-house, long-term pay-
ment program, but it didn’t materially reduce bad debt from 
patient pay. It was difficult for the patient financial services team 

to manage, resulting in lower patient adoption. The staff lacked 
a uniform way to estimate appropriate terms and payment 
amounts, resulting in a wide disparity from patient to patient.  

In 2016, Hackensack Meridian Health engaged a skilled 
healthcare revenue cycle service provider for its patient loan 
program. In addition to improving cash flow by reducing bad 
debt from patient pay, the goal was to improve efficiency and 
consistency in promoting and managing an extended payment 
plan program. 

Start the Conversation Early
Although today’s patients 

face much higher deductibles, 
they truly want to understand 
their financial obligations and 
pay their bills. Hackensack Me-
ridian Health is focused on cus-
tomer service and improving the 
overall patient experience. With 
that in mind, the health system’s 

guest relations team is dedicated to meeting with patients up-
front to talk about their financial obligations and the options 
available to help them pay their cost of care. 

Hackensack Meridian Health promotes price transparency 
and has published costs for the top 200 procedures geared to 
self-pay. The health system also provides price estimations ac-
cording to physician, procedure and insurance plan. Technol-
ogy has helped improve the staff ’s efficiency and professional-
ism, especially when it comes to offering patients the option of 
using the loan program.

Payment Options 
Working with an experienced loan service provider enables 

Hackensack Meridian Health to better match monthly dollar 
amounts with terms. The health system’s financial counselors 
use their vendor’s online payment calculator to give patients 
 continued on page 47

Although today’s patients face much
higher deductibles, they truly want to
understand their financial obligations

and pay their bills.
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Strengthen Your 
Knowledge and Bottom 
Line

by Karlene Dittrich, CBCS, CPC, CPMA

Karlene Dittrich

Strengthen Your Knowledge and Bottom Line
Is your healthcare organization receiving all the insurance 

revenue its “entitled” under law to receive for services ren-
dered in good faith?  Claim denials and offsets cost healthcare 
providers millions of dollars on an annual basis, resulting in 
the growth of unnecessary write-offs and financial challenges.  
Such financial challenges result from disingenuous claim deni-
als that promote cost cuts, layoffs, acquisitions, bankruptcies 
and even closings. 

As an ERISA/PPACA claims appeal specialist assisting 
healthcare organizations nationwide with claims recovery, I 
find the standard healthcare organizational mindset to be ac-
cepting of whatever the insurance company deceptively puts 
in writing, whether by contract or otherwise.  The problem 
with this misguided mindset is: it is destructively leaving vast 
amounts of entitled revenue on the table. A lack of knowledge 
in any industry threatens revenue, which in turn adversely im-
pacts operations.  Healthcare is no different.   Over the last 10 
years we have seen hospitals closing at an average rate of one 
per month, with over 85 hospitals closing nationwide.  Many 
of these facilities were forced to close due to what may very 
well have been “preventable” financial challenges.  Sadly, the 
majority of these hospitals were located in rural areas leaving 
communities without the availability of essential healthcare.  As 
healthcare providers, each year we find increasing challenges to 
remain viable, addressing daily governmental scrutiny, unscru-
pulous insurance policies and denial tactics that prove only to 
impact the bottom line detrimentally.  Is there a solution?  Yes!

Maxwell Maltz, an American cosmetic surgeon and author, 
put it in perspective with the following statement:  “We are 
built to conquer environment, solve problems, achieve goals, 
and we find no real satisfaction or happiness in life without 
obstacles to conquer and goals to achieve.”  Healthcare is defi-
nitely an environment filled with daily obstacles to conquer 
and problems to solve.  The biggest of which is the steady de-
crease of revenue.  Protecting entitled revenue has never been 
more vital or challenging. Healthcare providers take note, we 
do have the ability to achieve obtainable goals,  problem solve 

and conquer vast obstacles related to unfair claim denial tactics 
and offsets.  

It is a matter of education. Based on my findings, the ma-
jority of healthcare organizations have little or no awareness as-
sociated with claims handling compliance requirements, “or” 
that compliance is actually a two-way street. In fact, insurance 
companies literally bank on the weakness of healthcare provid-
ers not adequately educated and equipped with relevant pro-
tective laws.  These are laws such as ERISA that support the 
protected right to receive full insurance payment entitled for 
“ALL”  services rendered in good faith.  If you are not receiving 
the insurance payment expected when services are rendered, 
there is very likely a claims handling compliance issue that 
needs to be addressed with the insurance company.

Knowledge is power and education is the key to gaining that 
power and changing a faulty mindset.  In order to remain vi-
able, healthcare organizations must understand what defines a 
denial and position themselves to meet challenges head on and 
combat what threatens revenue and/or operations. Education 
can be obtained through many avenues.  Educational opportu-
nities can be found in the wisdom of experts, experience shared 
by peers, and specialty articles. HFMA and other healthcare 
associations promote great educational and networking op-
portunities through various conferences, events and webinars. 
Education can also be obtained through seminars. Gaining 
education and awareness of relevant laws, provider rights and 
compliant denial management strategies can place your orga-
nization in a more advantageous position to prevail over what-
ever denial tactics and insurance company challenges you face. 
An efficient team or even one person is capable of making a 
remarkable difference, holding governmental agencies, payors 
and their relentless third-party vendors accountable to appro-
priate compliance requirements and protected rights. 

Executives and revenue cycle teams no longer have to feel 
powerless to non-compliant insurance company demands and 
determinations, whether through written agreements or other-
wise. Protected rights of providers include relevant laws and 
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a monthly cost range and term length. Following this process 
helps ensure affordability, which in turn helps counselors pro-
vide clear, comprehensive options for patients. 

A robust customer service department also provides sup-
port on the back end. If patients need financial assistance after 
receiving their first bill, the health system encourages them to 
contact the customer service department. If a patient can’t pay 
his or her bill in full, a customer service representative will dis-
cuss a variety of payment methods, landing on the option that 
best meets the patient’s needs.

Significant Results
Less than a year after Hackensack Meridian Health began 

offering the long-term loan program at 8 of its 13 hospitals, 
the organization had helped patients cover almost $3.5 million 
in medical costs, cutting bad debt from patient pay in half and 
achieving a return on investment of 380% for the loan pro-
gram. Program adoption has risen steadily since then, and bad 
debt continues to decline.

It’s clear to hospital executives that the system has added 
hundreds of thousands of dollars per month to the health 
system’s bottom line. In turn, this bottom-line improvement 
means leadership can continue investing in growth. 

Hackensack Meridian Health patients take comfort in the 
fact that they can pay their bills over time while receiving the 
care they need today. With the patient loan program in place, 
Hackensack Meridian Health has opened the door to more pa-
tients seeking — and willingly paying their cost for — care.

About the Author
Timothy Mattson is Director of Patient Financial Services at Hack- 
ensack Meridian Health. He can be reached at Tim.Mattson@
hackensackmeridian.org.

continued from page 45

governmental guidelines that insurance executives are fully 
aware of and yet totally disregard with a focus on enhancing 
their own profit margins.  Now more than ever, healthcare or-
ganizations should become educated and utilize relevant laws 
and other valuable provider rights proven not only to protect, 
but also maximize insurance revenue entitled for services ren-
dered in good faith.  When adequately equipped, revenue cycle 
and billing teams can appropriately assess the validity of claim 
denials and take a compliant, assertive approach to combat all 
claim denial and offset attempts that fail to align with appli-
cable federal and state claims processing mandates.  By apply-
ing provider rights associated with the claims handling process, 
you can prevent payors, surreptitious third-party auditors and 
repricing companies from being unjustly enriched at your or-
ganization’s expense.  

Don’t let staffing limitations or knowledge barriers prevent 
your organization from taking full advantage of the protected 
rights available.  Rather than continuing to leave entitled rev-
enue on the table and risk the ramifications of a struggling 
bottom line, consider utilizing the services of recognized con-

sultants or vendors who are skilled in the area of the specific 
challenges your organization is experiencing. Many consul-
tants and vendors offer a cost-effective solution to help health-
care organizations meet and possibly exceed their financial and 
operational goals.  Take a proactive approach and overcome 
disingenuous obstacles and challenges that payors, governmen-
tal agencies and their third-party vendors exercise, depriving 
you of earned and entitled revenue.  Set new goals that you can 
achieve and start with education.  Consider cost-effective op-
portunities available to help problem-solve and conquer those 
growing unfair insurance denial tactics and wrongful offset at-
tempts. Utilize the rights you have to turn those denials into 
dollars and put your organization in a position to not only 
achieve, but possibly exceed your organizations revenue goals.   
The choice is yours.  What difference can you make?

About the Author:
Karlene Dittrich, CBCS, CPC, CPMA, is a Certified ERISA/
PPACA Claims Recovery and Appeal Specialist with MedRevenue 
Solutions, LLC. She can be reached at medrevenue@bellsouth.net
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The Belichick Way

by Ben Bartholomew

Ben Bartholomew

Ben Bartholomew, a Nashville native, signed with the 
New England Patriots in the spring of 2013. Ben is now 
regional vice president for a healthcare payments company 
and shares his story as well as tips to make your organization 
more competitive and create better leadership. At a young age  
Ben dreamed of playing in the NFL like his grandfather 
and brother did before him. As a three-time state champion 
in high school, Ben was highly 
recruited and chose to play foot- 
ball at the University of Tennessee 
under coach Phillip Fulmer. Ten 
years before Ben signed with 
Tennessee, his brother Will won 
a National Championship under 
coach Fulmer. Due to a struggling 
offense and a hungry fan base, 
Tennessee and coach Fulmer split 
ways after Ben’s freshman year. The next four years included 
three more head coaches, five new position coaches, and six 
new strength coaches for Ben. Adversity was everywhere, 
but each coach and each experience brought valuable lessons 
that shaped Ben’s view of a true leader. Despite the turmoil 
on the team, Ben emerged as a leader and gave himself an 
opportunity to be evaluated to play at the next level. During 
the presentation, you will learn the characteristics and values 
that each coach had and how you can apply them to your 
organization.  

Ben married his high school sweet- 
heart in college and had his first son 
while training for the NFL. As many 
of his former teammates got drafted, 
the former fullback awaited his name 
to be called as the draft went to the 
later rounds. After a stressful day of 
calls from teams promising to draft him, Ben had multiple 
offers to sign as a free agent including his hometown team 
the Tennessee Titans. After evaluating his options, Ben could 
not turn down the opportunity to play under Bill Belichick 
and ultimately signed with the New England Patriots. 

From the moment he arrived in Foxboro, Ben realized that 
there was something different about this organization. The 

years of consistent winning 
were not an accident. Coach 
Belichick and his coaching 
staff created a culture of 
winning and buy-in unlike any 
other organization. From the 
vigorous process he went through in joining the team to the 

daily coaching, Ben experienced 
an unparalleled leadership style. 
He was part of a locker room less 
than 1% of people in the world 
will ever see. In his speech, Ben 
will share the organization’s values 
and how they were incorporated 
to the team. The 2013 Patriots 
training camp was a memorable 
one as the team signed Tim 

Tebow, as well as parted ways with Aaron Hernandez. Ben will 
discuss his unique interactions with those players, as well as 
other notable ones like Tom Brady and Rob Gronkowski. 

So, how did Ben get into healthcare? While Ben has many 
athlete relatives, he also has healthcare entrepreneurship in 
his blood. Several large healthcare companies were started by 
his family and the switch from athletics to healthcare came 
more naturally than you would imagine. Ben will describe 
how the competitive culture from college and pro sports is 

applicable to your organization. You 
also don’t want to miss the story of 
Ben’s father’s connection with coach 
Belichick’s father from their time at 
Army and Navy.

After hearing Ben’s presentation, 
you will leave motivated and ready 
to play under the lights on Sundays. 

You will have takeaways from each coach and ways you can 
apply them to your team. Small changes to your language or 
ways you display your values can reinvigorate your team. Be 
sure not to miss this entertaining, inspiring, and educational 
presentation of The Belichick Way.  

Adversity was everywhere,
but each coach and each experience

brought valuable lessons
that shaped Ben’s view of a true leader

Small changes to your language 
or ways you display your values 

can reinvigorate your team.
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The Financial Impact on CDI 
of Value-Based Care

by Denny Henderson

Denny Henderson
The financial health of a hospital depends on many things 

and one of the biggest opportunities/threats is clinical docu-
mentation.  They say, if it wasn’t documented, it didn’t happen, 
and the same holds true in billing where if it isn’t coded, it can’t 
be billed. That is why the clinical documentation improvement 
(CDI) professional has become such a valuable member of the 
hospital team. Historically, the focus of CDI teams was fairly 
narrow, but with the shift to value-based care, expectations of 
their role has increased significantly. As CDI teams expand 
their scope of effort, inefficiencies can lead to diminishing re-
turns, burnout and turnover. Creating partnerships across the 
revenue cycle, most especially between HIM and quality, is key 
to assuring specific and accurate documentation required for 
proper reimbursement. 

The shift to value-based care is changing the dynamic of 
how hospitals both provide and are reimbursed for care. Tradi-
tionally, CDI professionals would review clinical documenta-
tion looking for secondary diagnoses and procedures that when 
added increase the case weight and commensurate reimburse-
ment. As CDI programs matured, their engagement with the 
attending physician increased and a large focus was placed on 
capturing clinical documentation clarity through queries be-
fore the patient was discharged. As reimbursement for hospitals 
has evolved, simply capturing the diagnoses and procedures is 
no longer sufficient. Quality programs have been set up to tie 
outcomes to reimbursement. Programs like the Hospital Value-
Based Purchasing Program, Hospital Readmission Reduction 
Program, and the Hospital-Acquired Condition Reduction Pro-
gram all have specific documentation requirements along with 
financial implications for performance. In addition, health out-
come data is being used to publicly compare the safety and ef-
fectiveness of hospitals, which potentially impact patient choice. 
Decreasing patient volumes and the transition of many services 
to the outpatient arena have created greater pressure for hospi-
tals to address the documentation requirements to be successful 
with these various programs. 

As CDI teams expand their scope of focus, prioritization 
is not only recommended, but required. The CDI team must 
determine which specific cases it will review, the number of 
cases it will review, what it will review for, when it will review 
them, and due to the changing clinical picture how many times 
before discharge/final bill. Increasing the number of data ele-
ments an individual is looking for in each specific case increases 
the time spent, further reducing the number of cases he or she 

can review. It is safe to assume 
that all un-reviewed cases rep-
resent lost opportunity value. 
How does one weigh the return on investment for the CDI 
program? Which incremental investments will most move the 
needle? Answers must take into consideration increasing
the volume of cases reviewed (hiring staff ), better targeting of 
higher opportunity cases (analytics/technology), hiring/out-
sourcing specific tasks/skill sets, and increasing collaboration 
across departments to avoid duplication and burnout.

Creating a shared strategy among the various stakeholders 
of clinical documentation is one of the best approaches for im-
proving clinical and financial outcomes. Given that every de-
partment is likely facing resourcing restrictions, it makes sense 
to leverage the strengths of each department. Starting with the 
CDI professionals, their strength is a concurrent review that 
leverages their clinical knowledge. If the data elements can be 
collected retrospectively, don’t use your CDI just because they 
are “in the chart anyway.” Your CDI team should work closely 
with your quality and utilization review teams to coordinate 
who is looking at what and when.  You could even align on red 
flags that trigger other department reviews. CDI should also 
be coordinating with revenue cycle to identify cases by payor 
and select the most impactful cases to be reviewed.  Based on 
tracking and trending of your outcomes, education can be cre-
ated for physicians and coding staff. Connecting everyone to 
the compliance team will add an additional layer of oversight to 
support the team in their improvement efforts.

After creating your comprehensive strategy for documenta-
tion improvement, it is important to review and test additional 
pathways for improvement. These could include coding au-
dits, CDI audits, physician-led clinical validation reviews or 
ROI assessments of the various review activities. It will also 
be important to understand the root causes of back end payor 
denials and contrasting what was/wasn’t touched by your strat-
egy.  Tying all these efforts together may seem overwhelming, 
but the potential return is millions of dollars annually that 
otherwise would go uncollected. Take the first steps and then 
modify as you go!

About the author
Denny Henderson is a Director at FairCode associates  Denny can 
be reached at dhenderson@faircode.com.
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Harnessing Data and 
Analytics to Transform 
Compliance

by Jaime Pego, Nicole Stryker and Matthew Colford

Jaime Pego

Nicole Stryker

Matthew Colford

In the past 10 years, amazing advances in technology and 
automation have presented great opportunities for healthcare 
organizations to innovate and realize efficiencies. Yet, as tech-
nological capabilities expand, so too do regulatory expecta-
tions, including expectations for compliance programs. Chief 
Compliance Officers (CCOs), including those at healthcare 
organizations, are expected to have certain data and analytics 
(D&A) available from across the enterprise in order to recog-
nize and question potential indicia or red flags.  CCOs are also 
expected to utilize D&A to refine and focus their compliance 
efforts in a more risk-based manner. The Department of Jus-
tice (DOJ) recently issued guidance for fraud and compliance 
programs, and the recent regulatory enforcement actions make 
clear that foundationally, regulators expect more.  Proactive 
planning is needed today.

Making the Case for Further Investment 
D&A can provide CCOs and key stakeholders with a 

360-degree view of potential compliance exposures. When 
data can be harnessed from disparate systems (e.g., Payroll, 
Expense Reporting, EMR, Revenue Cycle), compliance leaders 
are better equipped to evaluate their compliance programs’ 
effectiveness and identify real-time actionable indicators of risk 
and performance. This allows compliance leaders and other 
stakeholders, such as senior management and members of the  
Board of Directors, to have greater transparency regarding 
enterprise-wide compliance risks. It also enables them to embed 
accountability across that organization and to deploy resources 
and investments more stragetically.

Boards of Directors often find themselves dependent 
on compliance and other stakeholders’ metrics to assess the 
health of their compliance programs. When metrics or key 
risk indicators (KRIs), in particular, are decentralized, Boards 
often find it more challenging to understand the scope of risks. 
Siloed views of risks can present distorted viewpoints and 
inadvertently underestimate risk impacts or probabilities of 
harms. Therefore, Boards must have access to metrics that it 
can utilize in order to:

➣ Better safeguard their or- 
 ganizations against regu- 
 latory and compliance risks;

➣ Remain vigilant in identi- 
 fying risks;

➣ Have confidence that their  
 organizations are operating  
 in a safe and sound manner;

➣ Be alert to whether the 
 business, risk and compli- 
 ance functions are addres- 
 sing current as well as emer- 
 ging risks in a timely  
 manner.

The way in which organiza-
tions prioritize investment in 
D&A is impacted by the risk 
management priorities of the 
Board of Directors, the orga-
nization’s culture, revenue driv-
ers, relative risk exposures, and 
cost models.

Evaluating Your Compliance 
Program Data Needs

When it comes to D&A, 
many compliance leaders are 
challenged first and foremost with where to start. Healthcare 
organizations today collect and store massive amounts of data 
-- financial data, billing/coding data, employee data, customer 
data, IT data, third-party data, and more. Although compliance 
leaders recognize how critical data is to their compliance efforts 
and how valuable it can be to understanding organization-
wide risks and opportunities for proactive compliance efforts, 
more than a few acknowledge that the sheer amount of data is 
overwhelming. It is easy to get lost searching for correlations 
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and trends with no discernible benefit at the end of the day.  
Many CCOs also find it challenging to understand the data 
that is indicative of compliance program health or that should 
be utilized to predict future risks.

For CCOs looking to evaluate their compliance program 
data needs, the items below can be informative first steps:

➣ Refer to the organization’s compliance risk assessment
CCOs should focus data-related efforts on their most critical 
compliance risks. The organization’s compliance risk assess-
ment should serve to identify and prioritize the compliance 
risk universe, based upon probability and impact. In this 
way, the risk assessment should provide parameters for what 
risks need to be measured, monitored, or controlled, and 
where investment in D&A can be most beneficial. The risk 
assessment may also reveal what data might have integrity or 
accuracy issues that should be considered for remediation.

➣ Review existing compliance metrics
CCOs should reference the list of existing key risk indica-
tors (“KRIs”) and key performance indicators (“KPIs”) that 
the organization tracks and reports. This information can 
help the compliance leader to:

➣ Understand the risk information that is already be- 
  ing collected, as well as the current state of knowl- 
  edge of compliance risks;

➣ Confirm that the KRIs/KPIs remain appropriate for  
  measuring and evaluating compliance risks;

 ➣ Assess the additional data that might help to enhance  
  the Board of Directors’ and senior management’s 
  understanding of the organization’s compliance risks, 
  including those that are emerging.

➣  Assess the organization’s existing infrastructure against  
     future compliance risk management goals 

Organizations differ significantly in their reliance on tech-
nology to support their compliance efforts. Depending 
upon the size and scope of the organization, manual pro-
cesses may be in place for aggregating and analyzing data.  
More advanced health systems and networks may be shift-
ing to greater integration of technology and harmonizing 
the technology across the enterprise.
    An understanding of the organization’s current state of 
D&A and senior leadership’s goals for future D&A capa-
bilities can be a valuable input for defining realistic time 
frames and costs for completion. Identification of a future 
state can also inform the core milestones that need to be 
achieved in a road map. A well-defined road map can help 
the organization migrate to a more data-driven metrics en-
vironment in a controlled way that may not significantly 
impact the organization’s business.

Integrating and Automating Data Analytics for Greater 
Compliance Insights

As organizations took notice of the guidance quietly issued 
by the DOJ on fraud and compliance programs in February 
2016, it became clear that the yardstick against which com-
pliance programs were measured had shifted. Specifically, the 
expectations of compliance programs to integrate D&A capa-
bilities to generate insights were also changing.  

Compliance leaders who are alert to these increased ex-
pectations see integration across several lines of defense, in-
cluding human resources, legal, technology and other units 
as needed to develop a more accurate perspective of compli-
ance risks. In addition, these compliance leaders recognize 
that further integration and aggregation of data is needed 
to avoid unintentionally “underestimating” compliance risks 
that are buried in segregated or isolated business units. When 
risks are siloed, those having a systemic impact, in aggregate, 
can also be missed.

Therefore, in order to aggregate data that could reflect on 
the health of the compliance program, and to report on their 
risks in a united way, many compliance leaders are scoping out 
data aggregation tools, data visualization tools and reporting 
dashboards. Dashboard reporting solutions range from inex-
pensive basic platforms to more robust tools with greater func-
tionality, requiring greater investment and tailoring. Often-
times, compliance’s budget significantly guides the decision on 
what tool to invest in or utilize.

In addition, it is important for compliance leaders to 
consider their goals when they purchase and implement a 
dashboard reporting tool. Some compliance leaders invest 
in these tools with a short-term view to automate previously 
manual processes, while others look for a long-term solution 
for three to five years or longer. Regardless of the vision, it 
is important that as the organization matures, the compli-
ance function can support this maturation with further in-
tegration of D&A, related metrics, and further automation. 
Compliance’s needs should be defined and should guide the 
tool selection process.

Maturity Model
When it comes to data analytics, organizations fall within 

a wide continuum and have varying technological and auto-
mation capacities. A sample maturity model is noted on next 
page.

A compliance and D&A assessment of the overall maturity 
model can help compliance leaders recognize the current state of 
their capabilities and evaluate where they would ideally like to be 
in a future state. The maturation model can also assist compli-
ance leaders in pinpointing steps that they need to take in the 
future. Compliance leaders should have a firm understanding of 
 continued on page 52
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what targeted future state they want, the investment required to 
achieve it and the projected impact on the organization’s compli-
ance.

Further, as compliance leaders look to enhance their D&A 
capabilities, they should also examine their entire compliance 
program framework and assess additional enhancements need-
ed for program alignment. This includes considering the con-
nections between each of the components of the compliance 
program framework. For example, enhancing D&A capabili-
ties typically requires changes to the technology infrastructure, 
and could impact the risk assessment, monitoring and testing 
efforts, governance, and other compliance program compo-
nents. This also requires continuously monitoring the analytics 
utilized in order to ensure that the analytics remain calibrated 
to risk changes and trends.  As the organization’s risk profile or 
tolerance changes, so to must the utilization and investment in 
D&A.  This is all part of an effective compliance journey.

Making the Next Move
It is clear that in today’s compliance environment, D&A is 

an essential ingredient in a healthcare organization’s ability to 
understand its compliance program’s effectiveness and func-
tionality.  It is also essential to identify and respond to com-
pliance risks proactively, and reactively identify and evaluate 

root causes of wrongdoing.  Given the growing importance of 
D&A to a compliance program, it is no surprise that compli-
ance leaders frequently identified D&A as a priority invest-
ment for their organizations in 2017 and 2018.

As a multitiude of possibilities emerges in D&A capabili-
ties, compliance leaders should strategically assess how to best 
expand their use of D&A.  The value of investing in the right 
D&A tools cannot be overstated.
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Lack of technology to 
carry out analytics; 
manual Compliance 
Management Systems 
(CMS) processes 

Ad hoc implementation of 
automated CMS 
processes; manual 
processes largely exist; 
limited analytics that are 
inconsistently performed 

Consistent implementation 
of automated CMS 
process, but processes are 
not sufficiently used for 
prevention, detection, 
response or reporting of 
compliance risks; select 
qualitative and 
quantitative analytics; no 
system validations 

Automated CMS processes 
used enterprise-wide and 
customized; some 
proactive analytics are 
developed; generally data 
validation is undertaken 
with some gaps or 
integrity issues identified 

Fully automated CMS 
with integrated GRC 
technology; 
compliance data, 
systems and tools 
that support 
advanced predictive 
analytics; system 
validation issues or 
gaps in data flows 
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A More Granular Approach to 
Revenue Cycle
Digging Deeper into Specialty 
Reimbursement Niches

by Michael J. Ford, JD
Michael J. Ford, JD

The simple truth is that hospital CEOs are under extreme 
pressure to protect the financial position of their organizations 
as they navigate a healthcare landscape that presents challenges 
at every turn.

Hospital leaders face a rapidly changing regulatory environ-
ment, the political future of the Affordable Care Act (ACA), pro-
vider and payer consolidation, the financial and competitive im-
pact of patient satisfaction and quality scores, population health 
management, and the challenge of finding the resources neces-
sary to manage change. Without a plan to mitigate these and 
related challenges, the hospital’s bottom line will suffer.

The competitive environment for hospitals is also quickly 
evolving, driven in no small degree by consumers becoming 
increasingly engaged in their own healthcare decisions. With 
more than 145 million people commercially insured, the 
number of employers offering only high-deductible plans has 
nearly doubled since 2012. These essential benefits health 
plans have created consumers with real “skin in the game,” 
which results in them wanting to be more involved. Innovation 
around price, service and access has become imperative. With 
high expectations from payers, patients, physicians and staff, 
hospitals must decide how they will stand out. Will it be on 
value? Convenience? Innovation? Patient experience? And, 
how will hospitals fund their ambitious goals?

As financial demands accelerate – fueled by rising reim-
bursement pressures and mounting underlying costs – savvy 
hospital finance leaders are responding with a more granular 
approach to analyzing and optimizing their revenue cycle. No 
longer do they focus solely on the traditional indicators of a 
healthy revenue cycle, such as days in accounts receivable or 
denial rates. Today, by closely analyzing all available sources 
of potential payment, they are finding new opportunities for 
revenue enhancement in previously overlooked specialty reim-
bursement niches.

Hospital leaders charting their course in this uncertain 

future should consider some key factors:
• More than 16.4 million people are newly insured as a 

 result of the ACA. The challenge for providers is that
 neither an improving economy, nor the fact that more 
 Americans have health insurance has moved the dial on 
 medical spending. Hospitals must be smarter and find 
 efficiencies in order to compete.

• Providers are more than clinical advisers. From the ex-
 pansion of virtual medicine to leveraging data and tech-
 nology to assist in the identification of all available payer 
 sources, providers are expected to advise and assist in
 streamlining the entire patient journey.

• Information Technology remains a challenge. Health sys-
 tems have spent billions on the infrastructure to support
 growth and remain in compliance. While many have been 
 touting the benefits of “big data,” hospitals are finally be-
 ginning to garner strategic insights and turning analytics
 into meaningful action. Extracting value from this data 
 will be increasingly important in identifying opportun-
 ities from traditionally overlooked segments of a hospi-
 tal’s revenue cycle.

Specialty Reimbursement Niches Can Yield Focused Results
Hospitals have traditionally segmented and managed their 

payers in four primary categories, leaving approximately 6% of 
their revenue in an “other” bucket. That relatively small por-
tion of their revenue cycle, however, includes “specialty reim-
bursement” payers that can often be among the hospital’s best 
payers. Areas of specialty reimbursement, including auto/prop-
erty and casualty, workers’ comp, out-of-state Medicaid/other 
government, and other non-traditional sources, are widening 
the revenue stream for the nation’s hospitals, representing ap-
proximately $50 billion in 2016 net revenue. Increasing focus 
on these specialty payers can yield significant results.

continued on page 54
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Understanding current levels of performance will help you 
determine the amount of financial improvement available 
from specialty reimbursement payers. Holding your team or 
partners accountable for tracking performance in each of these 
key areas allows you to obtain optimal reimbursement while 
controlling your risks.

Here are a few facts that explain the importance of focusing 
on at least one of these specialty reimbursement areas – motor 
vehicle accident claims:

• 2016 was the deadliest year on American roads in nearly  
 a decade. Why? Despite stringent automobile safety  
 standards and an emphasis on safe, text-free driving,  
 injury claim severity is mounting. With lower gas prices  
 resulting in more travelers on the roadways and an  
 increase in overall severity of accidents, this segment of  
 a hospital’s revenue cycle cannot be overlooked.

• Patients treated as a result of a motor vehicle accident  
 represents a higher percentage of self-pay volume than  
 patients with scheduled medical treatment. In 2013,  
 almost 25% of auto-related accounts had no commer- 
 cial or government health insurance.

• In total, the P&C industry paid out $30 billion in med- 
 ical claims for auto and work comp injuries in 2013.

• According to an October 2015 study released by the  
 Insurance Research Council (IRC), the average cost per  
 bodily injury claim as a result of an auto accident in- 
 creased by 32.1% from 2005 to 2013, from $11,738 to  
 $15,506 per claim.

• According to that same IRC study, the average cost of a  
 Personal Injury Protection (PIP) claim increased even  
 further to 38.2%, from $5,802 to $8,017.

• Thirty-seven states have built-in legal protection for  
 hospitals to secure reimbursement from self-pay 
 patients harmed in auto accidents via hospital lien laws.

• The IRC reports that auto injury claimants represented  
 by attorneys increased 31% from 2007 to 2012. Attor- 
 ney involvement for bodily injury claims now hovers at 
 50%.

• Interestingly, while PIP laws were intended to simplify  

 the payment process and decrease attorney involvement,
 there has been no noticeable impact. Although attorney
 involvement varies by state, Florida auto injury claim-
 ants have nearly 50% attorney involvement (the highest 
 for PIP states). Kansas, on the other hand, ranks as the
 lowest, with only 12% of PIP claimants hiring attorneys.

The Pain of Accident Claims
Business office professionals understand that getting paid 

for accident claims is extremely complex. Patient accounts re-
sulting from motor vehicle accidents are largely paper-based 
and difficult to resolve. The skill set required to manage these 
claims properly is broad and requires an in-depth legal under-
standing of both state and federal laws. From recognition of 
an accident injury at initial patient registration to the complex 
billing and follow-up procedures required for proper coordi-
nation of benefits, specialty reimbursement requires skills and 
resources that are traditionally a luxury for an in-house team.

Hospitals are not only partnering to secure this specialty 
expertise, they are managing this area by demanding strict ad-
herence to accident-specific key performance indicators (KPIs). 

Within the past five years, 7 of the 10 largest health systems 
in America and 100% of the three largest full-service revenue 
cycle management outsourcing vendors have made the deci-
sion to outsource at least some or all of their accident claims 
management to a specialty reimbursement vendor.
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Managed correctly, accident claims yield higher reimburse-
ment rates than other financial classes. Left unmanaged, acci-
dent claims can expose a hospital to costly compliance risks and 
leave patients responsible for bills that others often should pay.

Action:
• Patient access teams must be trained to educate patients  

 and collect necessary information up front to assure  
 proper identification of nontraditional payment sources.

• Supplementing patient-provided information with a  
 formal post-discharge investigation process expedites  
 payment and assures full and accurate reimbursement.  
 (Recognize the fact that lawyers are not typically re- 
 tained for several weeks or even months after an acci- 
 dent.)

• Partner with a team that has specialized resources and  
 processes to work with your patients to investigate and  
 manage these complex claims so you can reallocate your  
 valuable, and typically limited, resources.

• If managed internally, develop accident-specific KPIs  
 so that you can measure and improve your current per- 
 formance. (See chart to the right)

As hospitals continue to consolidate into the creation of 
larger, multi-state systems, it has become increasingly impor-
tant for health systems to ensure real-time understanding of 
state and federal legislative changes within multiple markets. 
This has also proven true for single-state hospital(s) as both 
legislative and case law changes and precedent can dramatically 
impact existing workflow and billing processes across multiple 
financial classes. Nowhere is this more apparent than in the 
specialty claims niches of auto and workers’ compensation.

As an example of this change, the Shands Teaching Hos-
pital v. Mercury Insurance Company case in Florida altered 
the existing validity of many counties’ hospital lien laws (in 
Florida, each county has their own specific lien law provision). 
In this case, the state’s Supreme Court held that counties must 
institute their respective lien laws via local “county ordinance” 
vs. relying on the historic practice of instituting county lien 
laws via “special law” through the state legislature. This case 
immediately invalidated all active liens filed in those counties 
with active lien laws based upon this “Special Law” provision, 
forcing immediate corrective action in order to maintain lien 
protection on these important claims.

Maintaining an accurate knowledge base of up-to-date reg-
ulatory changes and case law precedent is not something to be 
taken lightly.

Action:
• Assign someone within your organization to stay abreast  

 of state and local regulatory complexities.
• Any identified changes must be routinely communica- 

 ted both to the C-level operating team, as well as busi- 
 ness office personnel.

• Create the necessary internal auditing to ensure adher- 
 ence to regulatory requirements for hospital liens,  
 Medicare Secondary Payer (MSP) compliance and all  
 other coordination of benefit activity.

The Science of Specialty Reimbursement
KPI are Imperative for Effective Accident Claims Manage-

ment.
Below is a list of KPIs that should be used to manage this 

specialty financial class. Data should be tracked monthly using 
a rolling 12-month view, allowing for visibility of trends that 
can help identify opportunities and mitigate risks.

KPIs – Auto Accident Financial Class                       TARGET

Total Number of Auto Accident Claims Varies by trauma level and hospital
 size – the goal is to identify 100%
 of accounts related to auto acci-
 dents and treat them as a separate
 financial class
Auto Accident Gross Charges 1% to 2.5% of Gross Patient
 Revenue
Average Auto Accident Claim Balance $3,000 to $15,000 depending
 on trauma level
Auto Accident Claim Insurance Leads *PIP States – 60% to 70% of
(Registrar-obtained P&C Carrier and/or Attorney patients involved in an auto
information) *This is a good indicator of accident
the effectiveness of your registration process. *Non-PIP states – 25% to 35% of
 patients involved in an auto accident
Reimbursement by Payer Source Liability and No-Fault recoveries
(No Fault, Liability, Commercial Health, Government should represent >50% of all
Health and Patient Responsibility) payment sources in most states
Liability and No-Fault payer sources typically pay higher 
rates than Commercial and Government insurance 
contracts, an often eliminate the need for out-of-
pocket payments by patients, identifying the 
appropriate payer source delivers higher reimburse-
ment rates, ensured compliance and improved 
patient satisfaction.

Reimbursement Rates by Payer Type Varies
Reimbursement Rates by Attorney Varies
Be aware of which attorneys settle most reasonable. 
With visibility, a provider can negotiate with below-
market attorneys from a position of strength.

Average Age of Resolved Accounts In most states, average age of non
(Excluding Liability) litigated auto claims should be 
 approximately 90 days.
Average Age of Resolved Auto-Related  Average age of litigated claims is
Liability Accounts typically 11-13 months
It is important to segregate auto-related liability claims. 
Regardless of effort, liability settlements cannot be 
accelerated. While they extend aging, they significantly 
enhance financial performance and should be 
segregated  from the traditional Accounts Receivables 
KPIs measured for Revenue Cycle teams.

continued on page 56
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New Jersey State Specifics
Automobile Insurance
Compulsory Coverage:

• Automobile insurance is mandatory, but drivers choose  
 between a “standard policy” and a minimum coverage 
 “basic policy.”

• There is also a “special automobile insurance policy”  
 for certain low income individuals.

Workers’ Compensation
Usual and customary:
All fees and other charges for such physicians' and surgeons' 
treatment and hospital treatment shall be reasonable and 
based upon the usual fees and charges which prevail in the 
same community for similar physicians', surgeons' and hospi-
tal services.

About the Author
Michael J. Ford, JD is Chief Development Officer for Medical 
Reimbursements of America. He can be reached at MFord@
mraresults.com.
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Standard Basic Special
 Policy Policy Policy

PIP Option of $15,000;  $15,000 per person, Up to $250,000
 $50,000; $75,000;  per accident  per person,
 $150,000 per person,   per accident
 per accident 

 Up to $250,000,  Up to $250,000
  per person, for certain injuries
 per accident

 Up to $250,000 for
 certain injuries
 regardless of selected limit
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Darcelle Johnson

Building the Front-Line 
Workforce to Solve the Labor 
Supply Challenge for Your 
Organization and Community

by Darcelle Johnson, BS MHA

Commercial insurance denials are on an upward trend, 
payors are becoming tighter around what is demanded of the 
providers, and patients are feeling the pressure of these im- 
pacts. As a result, changes are occurring to the customer ser-
vice patients are receiving, which begins with patient access. 
The Patient Access Department is one of the most essential 
pieces to the financial and operational success of a hospital. 
Unfortunately, the patient access staff, a department often 
with the highest attrition rate, used to traditionally has re-
ceived the least amount of training. The criticality of patient  
access comes through determination of patient insurance eli-
gibility, entry of required 
billing data, collecting co-
pays and validating patient 
demographics. It is impera-
tive that hospitals recruit, 
retain and develop skilled  
revenue cycle staff for all es-
sential revenue cycle func- 
tions to be successful. How-
ever, finding and retaining 
skilled, front-line patient 
access staff has been a challenge for providers for many years, 
due to the above-mentioned high attrition rate, lower median 
salaries and limited training provided to them.  

As an industry, providers have the ability to strengthen this 
critical staff within the organization and empower them to 
drive financial performance and patient satisfaction. The in-
dustry has overlooked technology that they can utilized, such 
as Electronic Health Records (EHRs), workflows, prompts and 
a host of several other technology-first solutions. The patient 
access professional needs to follow protocols, know complex 
rules and regulations, understand insurance and coverage, col-
lect large sums of money from the patient prior to service and, 
most importantly, provide an outstanding patient experience. 

Investing time in the critical asset of the process, the staff, 
enables the organization to make improvements and create a 
well-rounded experience for the patient.

Implementing an effective and efficient program to turn 
a hospital’s existing workforce and community into quality 
front-line staff will help to solve the supply challenge – but
where do you begin? When Mission Health patient ac-
cess built its own workforce through education redesign, it
created a positive impact on the department, and experi-
enced improvement in several revenue cycle key perfor-
mance Indicators (KPIs). Mission Health is the only non-

profit, locally-owned and 
governed health system in 
western North Carolina. 
It operates six hospitals, 
numerous outpatient and 
surgery centers, post-acute 
and long-term acute care 
providers and the region’s 
only dedicated Level II 
trauma center. The health 
system is the largest em-

ployer west of Charlotte, with more than 10,000 employees. 
In 2017, Mission Health revenue cycle leadership recog-

nized opportunities to address patient access team member 
deficiencies. The team was lacking knowledge of revenue cycle 
best practices, departmental goals and KPIs. After carefully 
analyzing its current shortfalls, Mission Health immediately 
re-trained current team members and redesigned new hire
education in order for patient access to improve its perfor-
mance. When assessing the current state of the patient ac-
cess performance and the growth that was needed, Mission 
Health revenue cycle leadership decided it was in its best 
interest to grow its own teams and began by looking inter-
 continued on page 59
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Horizon Blue Cross Blue 
Shield of New Jersey Settles 
With Class Of Ambulatory 
Surgery Centers, Ending 
Twelve Years Of Litigation

by James A. Robertson and Jennifer Rosenblatt

James A. Robertson

Jennifer Rosenblatt

Horizon Blue Cross Blue Shield of New Jersey recently 
settled a major class action with class representative Barbara 
Edwards, the Trustee in Bankruptcy of Roxbury Surgical Center, 
LLC.  The settlement was reached on December 15, 2017 and 
approved by Judge Kevin McNulty of the United States District 
Court for the District of New Jersey in a Final Approval Order 
and Judgment on June 29, 2018.

The class is “comprised of any and all licensed ASCs 
(ambulatory surgery centers) located in New Jersey, individu-
ally and as assignees of Horizon members, that provided Out-
of-Network Services to any Horizon member from October 
1, 2004 through December 31, 2014 . . . and are in the Navi-
gant Subclass or the SEHP Subclass 
or both.”  The SEHP Subclass con-
sists of class members under-reim- 
bursed for covered services by 
Horizon under small employer 
health plans (SEHPs) due to im-
proper usage of an allowance sched-
ule set forth by Navigant Consult-
ing (Navigant Allowance) instead of  
the Prevailing Health Care Charges 
System (PHCS) from October 2004 to June 2008. The Navi- 
gant Subclass consists of class members allegedly under- 
reimbursed for covered services by Horizon under large group 
claims, midsize group claims, and claims made pursuant to 
self-insured plans due to incorrect usage of an allowance 
schedule set forth by Navigant Consulting (Navigant Allow-
ance) from October 2004 through December 2014.  Putative 
members of either or both of the subclasses were afforded the 
opportunity to opt out of the respective subclass(es).

The settlement afforded class members a variety of ben-
efits. The SEHP Subclass received $3 million, and the Navi-

gant Subclass received $1 
million.  Horizon also ac-
knowledged “that, as a direct 
and proximate result of this 
Action and the Prior Ac-
tions, all of which were in-
vestigated and filed by Class 
Counsel, Horizon uncov-
ered errors in its claim pay-
ment systems that resulted 
in under-reimbursement of certain SEHP claims submitted 
by out-of-network ASCs from 2004 to 2008” and corrected 

those errors accordingly. Those 
corrections resulted in increased 
reimbursement to class members 
of approximately $18 million in 
2008 and approximately $22 mil-
lion in 2009, and will continue 
to result in increased reimburse-
ment of approximately $18 mil-
lion to $20 million per year. In 
addition, Horizon: (1) stopped 

its use of the Navigant Allowance “for out-of-net-
work claims for large group, mid-size, and self-insured 
plans,” and (2) updated its relevant materials and website
to reflect the manner in which it ascertains reimbursements 
for out-of-network claims. The class representative also re-
ceived $5,000.  Finally, Horizon agreed not to oppose the 
class counsel’s request for attorneys’ fees and costs not to ex-
ceed $9 million.

Class actions are potentially available when one provider 
has the same or similar grievance as other providers. Providers 
usually retain one law firm to represent them as a group – 

Class actions are potentially
available when one provider has

the same or similar
grievance as other providers.
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called “the Class.”  The individual providers are called “class 
members.”  So long as the class members are similarly situated 
and have suffered similar harm, the class will most likely be 
certified by the court and the lawsuit allowed to proceed as a 
class action. Often times, attorneys who are hired by the class 
members work on a contingent fee basis and will be paid if; 
and when, the case is resolved.

About the Authors
James A. Robertson is a Partner and Chair of the Health Care 
Practice Group at McElroy, Deutsch, Mulvaney & Carpenter, 
LLP. Jennifer Rosenblatt is a third-year law student at Fordham 
Law School and a Summer Associate at McElroy, Deutsch, Mul-
vaney & Carpenter, LLP.  Jim can be reached at jrobertson@
mdmc-law.com.

nally at individuals already working within their organiza-
tion. The approach began by having all patient access em-
ployees, regardless of job description, complete a financial 
counseling assessment that established a baseline score in 
this critically important function of a patient access profes-
sional. This tested group included schedulers, pre-access 
coordinators, authorization specialists, financial counsel-
ors and registration representatives. The assessment covered 
hospital finance basics, insurance and coverage, collections, 
patient communication, deductibles and coinsurance sce-
narios. From this score, it was easy to distinguish where the 
staff needed further education in order to bring success to 
the Patient Access Department.

As a result, team members now have a more complete 
understanding of the revenue cycle and revenue cycle met-
rics. Within the last year, Mission Health patient access has 
improved its registration quality, increased point-of-service 
collections and reduced eligibility denials. Now, it is using 
education to empower team members and applying payor re-
sponses to resolve registration alerts and accurately identify 
coordination of benefits. 

Implementing an effective and efficient program to turn 
a hospital or community population into quality front-line 
staff will help in resolving the supply challenge. Through a 
standardized onboarding and competency management pro-
gram that leverages eLearning, classroom instruction, and 
analytics; employing a “grow your own” approach will devel-
op qualified individuals from talent that is at the fingertips 
of the healthcare organization.  Investing in team member 
education will make for competent staff, satisfied patients 
and a healthy organization. 

About the Author
Darcelle K. Johnson is the Manager of Revenue Cycle Education 
Development for nThrive Learning Solutions. She can be reached 
at darjohnson@nthrive.com.
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Thank you to AETNA, for sponsoring our mobile app this year 

 

How to Download the NJ HFMA 42nd Annual 
Institute mobile app? 
 

1. Search the iTunes or Google Play store for ‘CrowdCompass 
AttendeeHub’ and download 

 
Icon on your phone will look like this 

 
2. To locate the event, enter the event name, ‘NJ HFMA 42nd Annual 

Institute’ and login by entering your name and email.  
3. You will receive a customized email. 
4. Open the customized email and tap the Verify Account button. 
5. You will receive a verification number via your email address. 

Enter it in the appropriate place in the app 
6. You will be directed to the event and logged in. 

 
Note: Each time the CrowdCompass AttendeeHub app is opened you 
will be automatically directed to the event. No need to search each 
time! 
 
Don't have iOS or Android? Use the mobile web version of the app.  
 

1. Enter the following in your browser - https://crowd.cc/njhfmaai 
2. Register by entering your name and email 
3. You will receive a customized email. 
4. Open the customized email and tap the Verify Account button. 
5. You will receive a verification number via your email address. 

Enter it in the appropriate place on the mobile web version 
6. You will be directed to the event and logged in. 
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Chapter Awards
At the Volunteer Leadership Gala held at the ANI on Monday, 
June 25th, 2018, immediate past president, Scott Mariani, 
proudly accepted eight awards on behalf of the New Jersey 
Chapter. This year New Jersey earned four Yerger Awards, two 
multi-chapter Yerger Awards and two national recognition 
awards. Congratulations to all involved!
 

Yerger Awards:
Category: Education 
Title: The NJ HFMA Roadshow
Sandy Gubbine & Scott Mariani
 

Category: Collaboration 
Title: Operational Realities of Complying with the HCPRREA: 
A NJHFMA/NJHA Joint Educational Event 
Mel Sponholz, Rob Senska, Lisa Weinstein & Angela Melillo
 
Category: Improvement 
Title: Formation of Investment Committee 
Tony Panico, Mike Costa, & Mike McKeever
 
Category: Innovation
Title: Speed Mentoring - Mentors - Mentees - 6 minutes - Go!
Deb Carlino & Heather Weber
 
Charles F. Mehler Gold Awards of Excellence for Education
C. Henry Hottum Awards for Educational Performance Improvement

Multi-Chapter Yerger Awards
Central Pennsylvania | Metropolitan Philadelphia | New Jersey | Northeastern Pennsylvania | Western Pennsylvania

Category:  Education
Title:  Region 3 Webinar Program
Guy Hoffman & Scott Mariani
 
Metropolitan Philadelphia | New Jersey
Category: Improvement
Title: Making the 41st NJ/Metro Philadelphia Annual Institute 
a New and Exciting Experience
Mike McKeever & Scott Mariani

NJ Awards Photos
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Wednesday October 3rd, 2018
8:30 AM - 9:30 AM:   Breakfast
 Pre-Function Space (across from Registration)
9:30 AM - 10:20 AM:   Improving Patient Satisfaction Throughout the Revenue Cycle Studio 1
Breakout Session (1) CPE-1 Laura Hall, Quest Diagnostics
 Alternative Payment Models – Incentives and Risks Studio 2
 David Gregory, Baker Tilly
 Ambulatory Care 2.0: The Next Generation of Your Ambulatory Care Network Studio 3
 Craig Holm, Veralon
 Risk-Based Auditing and Data Analysis Studio 4
 Robert Bacon, University of Pennsylvania Health System
 Robotics Process Automation Boardroom 1
 Louis Feuerstein, Grant Thornton LLP
 Stephen Thome, Grant Thornton LLP
 Vivek Rodrigues, Grant Thornton LLP
10:20 AM - 10:25 AM:   Transition Break
10:25 AM - 11:15 AM:   Tackling Medical Necessity: Why Forging a Partnership Between Case Management and the CFO is Critical Studio 1
Breakout Session (2) CPE-1 Rick Parker, CBIZ KA Consulting Services, LLC
 Rachel Lawrence, CBIZ KA Consulting Services, LLC
 Integrating HIE and Claims/Billing Data to Improve Population Health Quality and Financial Performance Studio 2
 Raj Lakhanpal, SpectraMedix
 Accounting & Auditing Update Studio 3
 Michael Serluco, WithumSmith+Brown
 Kimberley Maffei, WithumSmith+Brown
 The Evolution of CDI: Effective Use of Resources Studio 4
 Denny Henderson, FairCode
 Using Hybrid Analytics to Kickstart a Data-Driven Approach to Denials Management Boardroom 1
 Abhijay Datta, Sutherland Healthcare
11:15 AM - 11:20 AM:  Transition Break
11:20 AM - 12:10 PM: The Ongoing Saga of Insurance Carrier Under-Reimbursements Studio 1
Breakout Session (3) CPE-1 Sean Callagy, Callagy Law, PC
 Thomas LaGreca, Callagy Law, PC
 James Greenspan, Callagy Law, PC
 Competing for Consumers: Trends and Best Practices to Encourage Patient Pay Studio 2
 Timothy Mattson, Hackensack Meridian Health
 Marilyn Koczan, Hackensack Meridian Health
 340B Savings Program - Assessing Its Value to Your Hospital Studio 3
 Rosemary Nuzzo, AtlantiCare
 Scott Besler, AtlantiCare
 Healthcare Transaction Due Diligence: How Compliance, Legal and Consultants Support the Diligence Process Studio 4
 Rob Senska, LW Consulting, Inc.
 Melanie Sponholz, Waud Capital Partners
 Labor Management and Productivity: Planning for the Future by Improving Efficiency and Reducing Costs Boardroom 1
 Stephanie Dorwart, Altius Healthcare Consulting Group
12:10 PM - 1:15 PM:   Lunch Vendor Hall
1:15 PM - 1:30 PM:   Welcome Address Ballroom
 Erica Waller
 Anthony Panico
1:30 PM - 2:20 PM:   IMAGINE Tomorrow Ballroom
General Session (A) CPE-1 Kevin Brennan
2:20 PM - 3:10 PM:  Complying with New Jersey's Out-of-Network Legislation Ballroom
General Session (B) CPE - 1 Tracy Lutz, Specialized Healthcare Partners, LLC
 Colleen Picklo, NJHA
3:10 PM - 3:40 PM:   Break with Vendors Vendor Hall
3:40 PM - 4:30 PM:  Charity: NJ Sharing Network Ballroom
General Session (C) CPE - 1 Amanda Abramo Tibok, NJ Sharing Network
4:30 PM - 4:40 PM:   Transition Break
4:40 PM - 5:30 PM:   We Own the Practice, Why is it Not Performing to Expectations? Studio 1
Breakout Session (4) CPE-1 Stacy Pereira, CBIZ KA Consulting Services, LLC
 George Kelley, CBIZ KA Consulting Services, LLC
 Denials - A Wrinkle in Time Studio 2
 Kasandrah Garnes, Thomas Jefferson
 Barbara Rubino, Thomas Jefferson University Hospital
 Data Analytics and the Impact on Compliance Monitoring Studio 3
 Matthew Colford, KPMG
 Stephanie Rodetis, KPMG
 Worksheet S-10: Key Points and Considerations for Calculating Hospital Uncompensated Care Studio 4
 Kyle Pennington, Southwest Consulting Associates
 Jeff Norman, Southwest Consulting Associates
6:00 PM - 8:00 PM:   Charity: NJ Sharing Network Vendor Hall 
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Thursday, October 4th, 2018
7:30 AM - 8:45 AM:    Breakfast Vendor Hall
8:45 AM - 9:00 AM:   NJ HFMA Chapter Awards Ceremony Ballroom

Scott Mariani
9:00 AM - 9:50 AM:   Leadership the Belichick Way Ballroom
General Session (D) CPE-1 Ben Bartholomew, InstaMed
9:50 AM - 10:40 AM:   Utilization Review and Medicare Compliance Updates for 2019 Ballroom
General Session (E) CPE-1 Ronald Hirsch, R1 RCM, Inc
10:40 AM - 11:05 AM:   Break with Vendors Vendor Hall
11:05 AM - 12:20 PM:   Fire Up Your Life! A Journey to Transformation Ballroom
Keynote Speaker CPE-1.5 Donna Hartley
12:20 PM - 1:40 PM:   Lunch Vendor Hall
12:30 PM - 1:20 PM:   Understanding HFMA Certification Studio 1
Lunch & Learn CPE-1 Rachelle Fletcher

A More Granular Approach to Revenue Cycle: Digging Deeper into Specialty Reimbursement Niches Studio 2
Chad Powers, MRA

1:40 PM - 2:30 PM:   Leveraging Innovative Education Programs to Solve the Revenue Cycle Labor Shortage and Talent Gap Studio 1
Breakout Session (5) CPE-1 Darcelle Johnson, nThrive

Recovering Out-of-State Medicaid Dollars Studio 2
Maria Facciponti, Liberty Billing and Consulting Services, Inc.
Healthcare Industry Tax Update 2018 Studio 3
Scott Mariani, WithumSmith+Brown
Anthony Panico, WithumSmith+Brown
Integrating Gainsharing into Inspira’s Clinically Integrated Network Studio 4
Jo Surpin, Applied Medical Software
April Venable, Inspira Health Partners
Managing Third-Party Risk in a Changing Healthcare Environment Boardroom 1
Bernard Gay, nThrive

2:30 PM - 3:00 PM:  Break with Vendors Vendor Hall
3:00 PM - 3:50 PM: Optimize Revenue Cycle Processes and Workflow to Improve Reimbursements Studio 1
Breakout Session (6) CPE-1 Erica Franko, nThrive

Bundled Payment Models: Past, Present & Future Studio 2
Kate Gillespie, Virtua
Christine Gordon, Virtua
Recent Developments in Mergers and Partnerships: What Does It Mean for Your Organization? Studio 3
Robert Hill, Veralon
Retail, Urgent Care, Micro Hospitals and Beyond: The Evolution, Promise, and Unknowns of Alternative Care Settings Studio 4

 Scott Stuecher, Veralon
  The Clinically Integrated Network, a Value-Driven Organization Structure Boardroom 1
 Scott Jones, nThrive
4:00 PM - 4:50 PM:  Beyond Outsourcing: How a Strategic Partnership Improved Revenue Cycle Performance Studio 1
Breakout Session (7) Cpe-1 Angie Cox, Cerner RevWorks, Adventist Health
 Julie Kay, Cerner Corporation
 Turn Denials into Dollars Studio 2
 Karlene Dittrich, MedRevenue Solutions, LLC
 Revenue Cycle and the Impact it Has on the Medicare Cost Report and Financials Studio 3
 DeLicia Pierce, Besler
 Dave Korn, Besler
 Attention upon Medicare Advantage Plans Impact for Finance, Audit and Compliance Studio 4
 Bret Bissey, Gateway Health

 Customizing the Patient Experience Boardroom 1
 Kevin Smith, nThrive

6:00 PM - 8:00 PM:  President’s Reception Borgata Central
 Erica Waller Conference
  Center
10:00 PM - 1:00 AM:  Late Night Event Premier 
  Nightclub

Friday, October 5th, 2018
7:30 AM - 9:00 AM: Breakfast Vendor Hall
9:00 AM - 9:50 AM:  Leadership is Not a Title but an Attitude Ballroom
General Session (F) CPE-1 Tim Connor, Connor Resource Group
9:50 AM - 10:00 AM: Break Ballroom
10:00 AM - 11:15 AM:  C-Suite Discussion: Past, Present & Future Financial System Conversions  Ballroom 
General Session/Panel (G) Moderator: Joe Carr, NJHA
CPE-1.5 C- Suite
11:15 AM - 12:05 PM:  Cybersecurity Threats and Risk Management Ballroom
General Session (H) CPE-1 Robert Olsen, Navigant
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2018 Chapter Internal Financial Review

HFMA requires that each chapter conducts either an independent audit or a HFMA Internal Financial Review. The HFMA 
Internal Financial Review process and reporting was developed by HFMA and must be followed by any chapter opting for 
this approach instead of an independent audit. Pursuant to HFMA’s requirements, the Internal Financial Review must also 
be completed by an individual or individuals possessing the appropriate financial experience and who are not involved in the 
chapter’s bookkeeping activity.

The purpose of the Internal Financial Review is to test and validate the chapter’s fiscal integrity and operating guidelines. 
Furthermore, the review:

• Addresses whether the chapter’s financial statements correctly reflect its activities for the year.

• Considers whether an adequate level of documentation is maintained for the chapter’s receipt and disbursement 
 transactions in order to reconcile checking and saving account bank statements.

• Considers whether transaction approval guidelines are in place and being observed.

The Internal Financial Review for the 2017-2018 Chapter Year was completed on a voluntary basis by a certified public 
accountant who is a member of the Chapter. The Chapter Treasurer, Assistant Treasurer and Officers provided the necessary 
documentation required for the Internal Financial Review. The completed Internal Financial Review questionnaire was provided 
to the chapter’s Audit Committee of the Board of Directors. A meeting of the Committee was held to review the findings and 
the questionnaire. Upon review, the Audit Committee accepted the Internal Financial Review findings and approved the final 
financial statements for the 2017-2018 Chapter Year.

The accompanying balance sheets and statements of activities and cash flows for the years ended May 31, 2018, 2017 and 2016 
reflect the final financial statements for the NJ Chapter. If you should have any questions, please feel free to reach out to any 
Board member for assistance.

I extend my congratulations to the chapter on another successful year. 

Respectfully submitted,

Dan Willis
2017-2018 Audit Committee Chair
NJ HFMA
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May 31
 2018  2017 

Assets
   Current Assets
      Bank accounts                346,712                367,724 
      Accounts receivable, net                    4,285                  23,206 
      Other current assets                  41,097                  24,889 
   Total current assets                392,094                415,819 

   Fixed assets                         -                           -   
Total assets                392,094                415,819 

Liabilities and net assets
   Liabilities
      Current liabilities
         Accounts payable                  60,961                  68,418 
         Deferred revenue                  23,602                  45,175 
         Accrued payroll                    4,137                    4,339 
      Total current liabilities                  88,700                117,932 
   Total liabilities                  88,700                117,932 

   Net assets
     Unrestricted net assets                303,394                297,887 
Total liabilities and net assets                392,094                415,819 

  

Healthcare Financial Management Association - New Jersey Chapter
Balance Sheets

Healthcare Financial Management Association - New Jersey Chapter
Balance Sheets

 2016 

               325,957 
                 13,704 
                 30,795 
               370,456 

                        -   
               370,456 

                 70,147 
                 31,480 
                   4,346 
               105,973 
               105,973 

               264,483 
               370,456 

  

Healthcare Financial Management Association - New Jersey Chapter
Balance Sheets
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Year ended May 
2018 2017

Income
   Meeting and education income                188,084                212,873 
   Newsletter income                  28,750                  33,486 
   Golf Outing Income                  51,880                  57,215 
   General sponsorship income                254,111                235,950 
   Interest income                       741                       303 
   Other income                  31,172                  29,247 
Total income                554,738                569,074 

Expenses
   Meeting and education expenses                383,518                375,961 
   Newsletter expenses                  30,075                  29,308 
   Golf Outing expenses                  56,476                  53,319 
   Member recognition and social event expenses                    9,943                  10,869 
   General and administration expenses                  67,264                  64,908 
   Depreciation                         -                           -   
   (Recovery of) provision for bad debts                    1,955                    1,305 
Total expenses                549,231                535,670 
Net Operating Income                    5,507                  33,404 

Net (loss) income                    5,507                  33,404 

Healthcare Financial Management Association - New Jersey Chapter
Statements of Activities

2016

               240,672 
                 38,548 
                 65,050 
               238,866 
                      249 
                 30,190 
               613,575 

               384,667 
                 32,251 
                 56,344 
                 16,041 
                 71,363 

                        -   
                      (10)
               560,656 
                 52,919 

                 52,919 

Healthcare Financial Management Association - New Jersey Chapter
Statements of Activities

Year ended May 
2018 2017 2016

Operating activities
   Net income (loss)                   5,507                 33,404                 52,919 
   Adjustments to reconcile net  income (loss) to net cash provided by  (used 
in) operations:
      Accounts receivable, net                 18,921                  (9,502)                      449 
      Other current assets               (16,208)                   5,906                (15,012)
      Depreciation                        -                           -                           -   
      Accounts payable                 (7,457)                  (1,729)                (10,700)
      Deferred Revenue               (21,573)                 13,695                  (3,770)
      Accrued Payroll                    (202)                        (7)                      755 
Net cash provided by (used in) operating activities               (21,012)                 41,767                 24,641 

Cash at beginning of period               367,724               325,957               301,316 
Cash at end of period               346,712               367,724               325,957 

Healthcare Financial Management Association - New Jersey Chapter
Statement of Cash Flows

Healthcare Financial Management Association - New Jersey Chapter
Statements of Activities
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NJHFMA HAPPY HOUR EVENT

November 1, 2018 
6 pm - 9 pm 

Anthony's Coal Fired Pizza 
80 Parsonage Rd, Edison, 

NJ 08837Cost: $7 per attendee

Jo y g joy: 

 F wo dr are free! Choose between two free beers or one free beer and one free 

g roni, M Lite, Yeung  Blue Moon, Hou ed 
Wine and House White Wine.

* H Hour D inks
I an foods

* Thursd t Foo l

Register at www.hfmanj.org

November 1, 2018  •  6 pm – 9 pm
Anthony's Coal Fired Pizza

80 Parsonage Rd, Edison, NJ 08837

Cost: $7 per attendee

Event sponsored by

NJHFMA HAPPY HOUR EVENT

November 1, 2018 
6 pm - 9 pm 

Anthony's Coal Fired Pizza 
80 Parsonage Rd, Edison, 

NJ 08837Cost: $7 per attendee

Jo y g j y: 

 First two drinks are free! Choose between two free beers or one free beer and one free 

glass of wine. Options include: Peroni, Miller Lite, Yeungling, Blue Moon, House Red 
Wine and House White Wine.

  

* Happy Hour Drinks
* Italian foods

* Thursday Night Football
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Wine and House White Wine.
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Register at www.hfmanj.org

November 1, 2018  •  6 pm – 9 pm
Anthony's Coal Fired Pizza

80 Parsonage Rd, Edison, NJ 08837

Cost: $7 per attendee

Event sponsored by

Jo y g j y:
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More  
commitment
and
More   
community

© 2018 AmeriHealth 
AmeriHealth Insurance Company of New Jersey | AmeriHealth HMO, Inc.

Your business deserves more. 
It’s why we offer more network choices than other carriers  
so  you can find the right health insurance plans for your  
employees.   And more commitment from a team that’s  

served the  community for nearly 25 years.

The only plan you need.     Visit amerihealthnj.com

NJ_HFMA_2018.indd   1 6/25/18   10:53 AM

© 2018 Baker Tilly Virchow Krause, LLP

It’s about time there is a serious  
solution to solving problems within  
revenue cycle operations, which  
is why Baker Tilly created the  
Revenue Cycle Innovation Center.

Connect with us today to learn more:  
bakertilly.com/rcminnovation 

How does the RCIC help improve  
your process? 

 Increase annual net revenue

 Reduce costs

 Clear visibilty and actionable data

 Flexibility in processes  
 and systems

1-877-4-BESLER   www.besler.com

Hear from BESLER’s experts
at the 2018 Annual Institute

Thursday, October 4th
4:00 PM – 4:50 PM: Breakout Sessions – Studio 3

Revenue Cycle and the impact it has on 
the Medicare cost report and financials
P R E S E N T E D  B Y :  

DeLicia Pierce
Director, Reimbursement Integrity

David Korn
Sr. Manager, Reimbursement Integrity
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Intelligent workflow solu�ons powered by 
predic�ve analy�cs

www.connance.com

Pa�ent Pay 
Op�miza�on

Reimbursement 
Op�miza�on

Agency 
Manager EY | Assurance | Tax | Transactions | Advisory

ey.com

99 Wood Avenue South
Iselin, New Jersey
732 516 4200

5 Times Square
New York, New York
1 212 773 3000

One Commerce Square
Philadelphia, Pennsylvania
1 215 448 5000

evicore.com
provider-solutions@evicore.com

disappearAt least it will feel that way.

Find out how eviCore helps reduce 
operating costs and denials by 

streamlining prior authorization.

NJ PA HFMA Annual Institute
Booth #109

iOS and Android
InstaMed is Available for 

Paying Healthcare Bills Has Never Been Easier! 

Booth #308
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Miller & Milone, P.C. is proud to support the
New Jersey Chapter of HFMA and

the 42nd Annual Institute

99 QUENTIN ROOSEVELT BLVD.
GARDEN CITY, NY  11530

100 QUENTIN ROOSEVELT BLVD.
GARDEN CITY, NY  11530

49 WIRELESS BLVD.
HAUPPAUGE, NY  11788

PHONE: (516) 296 1000    FAX: (516) 296 1030    WWW.MILLERMILONE.COM

At Miller & Milone, P.C. the whole surpasses the sum of its parts.  Many of 
today’s healthcare issues are quite complicated and require a multifaceted approach 
to achieve a solution.  Our integrated five department structure enables our firm to 

address complex problems with a myriad of solutions.
Inquire about our ED Financial Assist™ and

Coverage Assist™ Medicaid Programs.

Smarter tools
Simplified process

Powerful results

Activity Based Costing

oihealth.com    800.750.0201 PNC is a registered mark of The PNC Financial Services Group, Inc. (“PNC”). 
Banking and lending products and services, bank deposit products, and treasury 
management products and services for healthcare providers and payers are 
provided by PNC Bank, National Association, a wholly owned subsidiary of PNC 
and Member FDIC. Certain banking and lending products and services may 
require credit approval.  
©2018 The PNC Financial Services Group, Inc.  
All rights reserved. 

CIB TM PDF 0718-068-872501

Change is challenging. If you’re ready to build a 
relationship with a bank that has delivered over the 
decades, we’re here to help. We’ve been there alongside 
healthcare clients like you for more than 25 years.

To learn more, visit pnc.com/healthcare or contact  
Bridget Stasenko at bridget.stasenko@pnc.com for 
insights into how PNC Healthcare can best serve your 
organization’s needs.

FINANCING ° TREASURY MANAGEMENT ° CAPITAL MARKETS  
INVESTMENT MANAGEMENT ° EQUIPMENT FINANCE °  ADVISORY SERVICES

you can build a healthier 
bottom line.
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Worksheet S-10: Key Points and
Considerations for Calculating
Hospital Uncompensated Care 

Wednesday, October 3, 2018 
4:40 PM - Studio 4 

Don't miss this breakout session at 
the 2018 Annual Institute:

A compliance-centered hospital 
reimbursement consulting firm 

specializing in:

Hospital Uncomp

A
r

Worksheet S-10 Uncompensated Care 
Medicare DSH Reimbursement 
340B Savings Optimization  
Medicare & Medicaid Cost Reporting Services 
Provider Reimbursement Support  

www.southwestconsulting.net

Visit with us at our booth during the conference or 
find us online @ www.southwestconsulting.net

live well

withum.com

quality is vital to maintaining your overall health. achieving 
excellence in care is what sets you apart and drives success. 
Offering a goal-oriented approach, backed by expertise, 
efficiency and innovation, Withum creates a world full of 
potential for a life well-lived.

Visit withum.com to learn more about our 

Healthcare Services.

Utilization down.  
Capacity up.  
Staffing levels  
balanced. 
That’s the power of benchmarking.
Indiana University Health System 
made an objective comparison  
to its peers and identified 
opportunities for cost control.

Your turn.
With the robust databases, 
advanced analytics and informed 
guidance of IBM® Watson Health™, 
you’ve got a partner that can help  
in an uncertain future.

Learn more about how Indiana
University Health System drove
improvement.    

http://ibm.biz/BDCOperational

©2018 IBM Watson Health. PROV 19382 0918

REVENUE GUARD
NEW JERSEY EXPERTS IN EMS MEDICAL CLAIMS MANAGEMENT

www.Revenue-Guard.com
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Thank You To Our 2018 Sponsors
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PRESENTS EXCEL TRAINING BY  

 

In his live training sessions, Jeff Lenning, CPA, CITP  has shown thousands of 
professionals across the country how to use Excel to streamline their work and 

become more efficient.  

,

NJ HFMA is partnering with Excel University to provide five 90- minute 
interactive webinar sessions from 12:00pm to 1:30pm with Jeff Lenning on the 

following dates and topics: 

 Tuesday, 10/16, How do you do this in Excel? 
Description: How do you get from your house to the store? Do you walk? Ride a bike? Drive a car? All of 
these methods will get you there, but, some are faster than others. The same is true in Excel. There are often 
several ways to accomplish any given task in Excel. But, not all options provide the same efficiency.  

For example, let’s say you need to compute a report subtotal, such as the fixed assets subtotal. How do you 
do this in Excel? Do you use the SUM function? If so, it may surprise you to learn that there is a more 
efficient option.  In this session, we’ll examine several common Excel tasks and then discuss our options. 

 Wednesday, 11/7, Excel: Consistently and Automatically Map Client Data 
Description: In this session, we’ll explore the Excel items needed to create a workbook that automatically 
and consistently maps data to the lines needed for entry. 

Learning Objectives: 

 State how to aggregate exported data with conditional summing 
 Identify how to store data so that new rows are automatically included in formulas 
 Recognize the technique that can be used to map data 

 

 

 

new jersey chapter

REGISTER ONLINE AT WWW.HFMANJ.ORG
Please note registration for this event is a two-step process. 
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Elizabeth G. Litten, Esq.
Partner and HIPAA Privacy & Security Officer 
609.895.3320  |  elitten@foxrothschild.com

Princeton Pike Corporate Center
997 Lenox Drive, Building 3
Lawrenceville, NJ 08648

www.foxrothschild.com

800 attorneys  |  21 offices nationwide

Fox Rothschild’s health law attorneys help 
clients meet the challenges of a continually 
transforming health care system.

Known for our client responsiveness and 
agility in problem solving, we offer practical, 
cost-effective solutions to regulatory and 
business risks.

“Everything is theoretically impossible, 
until it is done.” - Robert A. Heinlein



Patient-Centered Care (PCC) in this new age of healthcare presents several challenges, from managing 
financial roadblocks such as lack of insurance coverage, high-deductible health plans and limited financial means, 
to ensuring provider availability and meeting overall consumer expectations. Gone are the days of simple co-pays, 
with more complex financial arrangements like co-insurance and deductibles resulting in growing numbers of 
patients who cannot afford their care. 

Healthcare professionals must adapt and respond to these changes, helping patients navigate both their 
financial and care journey to improve their experience and increase efficiency as patients are now price-shopping 
care options. 

Patient-Centered Care has emerged as a way for healthcare organizations to serve patients with higher quality 
and lower costs. This approach considers the patients’ cultural traditions, their personal preferences and values, 
their family situations and their lifestyles. Patients and their loved ones become an integral part of the care 
team, collaborating with healthcare professionals to make clinical decisions and ensure smooth transitions that 
are respectful, coordinated and efficient between providers, departments and healthcare settings. When care is 
patient-centered, unneeded and unwanted services can be reduced. Just as other industries have evolved and 
become more in tune with their customers, healthcare must grow and transition, making it easier for patients to 

interact with provider organizations. 

Self-Service Shoppers
With technology at our fingertips, it has never been easier and quicker for consumers to find answers on just about anything – whether 

searching Google for reviews on the best grocery stores or evaluating healthcare resources. Because patients have adapted to using online search 
options every day to help make decisions based on the experiences of others, provider organizations should make it as simple as possible for them 
to do the same for their services, providing transparency on how patients have felt their care has been and even how much they have to pay. 

Price Transparency 
Currently, healthcare organizations provide self-service capabilities like patient portals, where patients can easily pay for their care, check on their 

results and chat with their physician. But, a large gap exists in determining how much care is going to cost beforehand. Lack of price transparency is 
still a problem in the healthcare industry, even at a time when financial considerations are so important to patients when making healthcare decisions. 

Providers should consider the positive impact price transparency can have on a patient’s experience. Imagine walking into a hospital, knowing 
how much that visit is going to cost beforehand. This is what today’s patient expects. 

Consider purchasing a digital camera on Amazon – it would feel very risky to input credit card information without knowing what others thought 
about the camera and how much the camera was going to cost. Most people would go with a camera that has reviews and pricing, instead of risking 
the uncertainty that would come with a mystery camera. Why should patients have to do this when it comes to the healthcare services they need? 

Hospitals should consider following examples in other industries and provide patients with a consumer-friendly avenue to review patient 
experiences, as well as to determine what they should expect to pay for their care based on their insurance situation. It just makes sense that patients 
are more likely to go to hospitals that can provide an accurate accounting on how much they will owe, versus leaving it to chance.

Optimizing the Financial Clearance Process
Providers should focus on designing a financial clearance process that engages patients early on. Each patient should be given a unique financial 

pathway, based on their financial situation and preferences, which also helps providers increase point-of-service collections and reduce bad debt. 
Implementing an online portal to provide accurate estimates of cost prior to a patient’s appointment is a great way to help patients plan for 

out-of-pocket costs and increase the likelihood of payment. Providers also should ensure that their patients understand the services to be provided, 
both from a clinical and financial standpoint. This starts by collecting the proper patient information and verifying it upfront to provide an 
accurate estimate. 

By holistically integrating patient access within the revenue cycle for optimal performance focusing on people, process and technology to 
deliver Patient-Centered Care, organizations can and will improve patient experience. Providers who invest in making things easier for patients 
have the potential to create dividends down the line. 

About the author
Kevin Smith is Vice President of Product Management & Strategy for nThrive. Kevin can be reached at kesmith@nthrive.com.

Perspectives on Healthcare

Patient-Centered Care: Why it is Integral
to Patient Satisfaction

Kevin Smith

by Kevin Smith



1-877-4-BESLER

www.besler.com

Boost
Your Revenue 
Integrity Efforts

We combine cutting-edge technology with the expertise of our seasoned coding team to uncover 

hidden opportunities – and then transform those opportunities into dollars. First, our 

proprietary system utilizes expert logic to flag claims that may be improperly paid. 

Our coding experts then research suspect claims and rebill confirmed 

underpayments – so your team can focus on other priorities.

BESLER’s efficient approach to revenue integrity can help you improve 
revenue and cash flow while placing minimal demands on your staff – 
whether or not you have a dedicated revenue integrity team. 

No costly software implementations. 
No learning curves. 
No hassles.
Only results.




