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The President’s View . . .
It is hard to believe that the holidays are almost upon us. Another year is almost over. I keep 

looking for the “quiet time” of the year that we used to have, but I certainly don’t feel it any 
more.

By all accounts the New Jersey Chapter’s 35th Annual Institute was a great success. The 
conference opened on Wednesday, October 12th, with three-quarters of a day of educational 
sessions. That evening the Institute Committee hosted a Tricky Tray auction which included 
more than $10,000 worth of gifts. The event gave everyone the chance to catch up with 
colleagues while wandering through the exhibit hall and raised more than $6,100 for the 
Big Brothers Big Sisters organization of New Jersey. The following day and a half included 
programs for everyone along with some pretty interesting keynote speakers. In all, the 
institute offered 17 ½ CPEs and had 575 attendees. I have to give a tremendous amount of 
thanks to Howard Krain and Dan Willis and the entire Institute Committee for their tireless 
effort and never ending enthusiasm.

I also cannot thank the HFMA sponsors, exhibitors, and supporters enough. Without their 
support the Chapter would not be able to provide a program of this size and quality. This year’s conference had 64 sponsors and 
exhibitors, with close to half attending the Annual Institute for the first time. 

The Finance, Accounting, Capital, and Tax Committee (FACT) presented a full day education session on November 8th. The 
FACT program was moved from its usual June timeframe to November at the suggestion of a focus group that felt that there was a 
definite need for a seminar that addressed year-end accounting changes.  Under the direction of co-chairs Lisa Hartman and Mike 
DiFranco and their board liaison Scott Mariani, the FACT committee was able to meet the challenge and design and present an 
excellent program in a very short period of time. 

The fall wrapped up with a Shelton Award Recognition Dinner at the Princeton Westin on November 17th. The dinner was 
open to all members as the Chapter’s way of thanking everyone who helps to make the New Jersey HFMA Chapter as successful as 
it is. The night consisted of a delicious buffet dinner and dancing to the music of the Billy Hill Band. Everyone that attended had 
nothing but praise for the event. Erica Waller did a fabulous job coordinating the entire event from recommending the venue and 
the band, to decorating the room, to ordering the mini-Sheltons that were given to all chapter leaders who have served over the 
past 6 years.

While we are all beginning to focus our attention to the holidays and family gatherings please don’t forget that the PFS/PAS 
annual program is going to be held on January 10th. 

Please also look for information about the Education Committee’s Basic Financial Management series. The 6 session series 
will cover a wide range of material, and will prepare participants to sit for the HFMA Certified Healthcare Financial Professional 
(CHFP) examination. Registration for the series will include access to the new CHFP on-line study guide.

On behalf of the officers and the board, I would like to wish everyone a very happy and safe holiday season and a very Happy 
New Year.

Michael Alwell

Mike Alwell
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From The Editor . . .

Elizabeth G. Litten
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Dear Readers:

Alas, I have no merry holiday song or Santa-disguised hospital CFO for you this year, but 
in reviewing this issue and reflecting on developments in the world of health care over 
the past year, I realize that the iPhone, iPad, blackberry, and other modes of electronic 
communication have become as essential a part of the health care delivery system, in many 
ways, as the hospital CFO. (Though Tom Shanahan, last year’s December cover model, 
wins hands-down in the personality competition.) So perhaps this year’s cover symbolizes 
the current movement toward finding (or creating) better, more cost-effective and quality-
improving tools and models, while keeping the ones that work.  I cannot imagine functioning 
as efficiently without my iPhone; perhaps the physicians of tomorrow will feel the same way 
about practicing medicine without theirs.

In addition to the article on physician texting that inspired the cover, this issue includes excellent articles examining possible 
changes in our health care delivery and payment system, both on a federal and statewide level, and a festive and informative 
reprise of the very successful Annual Institute held in October in Atlantic City. This issue also features the opening of a state-
of-the art hospital facility, as well as the achievement by another hospital of “meaningful use” of electronic health records. A 
common thread I see running through all of the articles and features in this issue, as well as in Chapter President Mike Alwell’s 
letter, is the constant need for re-evaluating what works, what doesn’t work, and what can be improved upon in providing and 
paying for health care.

Wishing you all the best for the holidays and a healthy and happy new year!

Elizabeth G. Litten
Editor
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Fox Rothschild's Health Law Practice reflects an intimate knowledge of

the special needs, circumstances and sensitivities of providers in the

constantly changing world of health care. Because of our significant

experience and comprehensive, proactive approach to issues, 

health care providers — including institutional, group and individual

practices of all types and sizes — turn to us to successfully meet 

the challenges of their competitive, highly regulated environment.

After all, we're not your ordinary health care attorneys.

RESPONDING TO AN INDUSTRY IN TRANSITION
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A Pennsylvania Limited Liability Partnership

ATTORNEY ADVERTISING
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As texting, e-mail and other forms of electronic com-
munication from portable devices become the commonplace 
modes of communication in the average American’s day-
to-day life, the medical world is following suit. Increasingly 
physicians are communicating with other practitioners, 
hospitals, clinics and patients via portable devices. At times,  
these communications include patient names, medical history, 
payment history, diagnosis and treatment. Proponents argue  
that use of electronic portable devices improves communica- 
tion, and therefore, improves and expedites patient care. 
Detractors express concern that the unique challenges faced 
by health care providers (e.g., the confidentiality of patient 
information and professional liability) are risks that may 
outweigh the benefits of electronic communication.   

Despite these concerns, it seems clear that communication 
through portable electronic devices will continue to proliferate 
in the health care sector in the same way it has otherwise 
become a part of our daily lives. Because of the uniquely 
sensitive nature of the information that is transmitted by 
health care providers, there must be particular diligence in 
protecting such information.  In addition, there are numerous 
legal and accreditation requirements and limitations regarding 
the use, and protection of, information sent in electronic 
transmissions. This article will explore the steps that need to 
be taken to protect the patient information that is transmitted 
through such portable devices.  

As an initial point, we note that in general this article is 
not technology-specific. In other words, even though the 
technology is different when sending messages via text as 
compared to by e-mail, similar security features should be put 
into place.  Furthermore, a basic presumption in this article 
is that portable devices both transmit and store information.  
Portable devices that do not store messages (e.g., if it is not 
possible to review previously reviewed text messages or if it 
is only possible to view messages by remotely logging onto a 
network) will have slightly less significant security concerns 
because the physical loss of the device cannot result in 
inadvertent disclosures, nevertheless, the information “in 
transit” is still susceptible. 

Encrypt
It is, of course, possible to 

protect information that is 
transmitted electronically 
through technical means, 
even when such transmission 
is through portable devices. 
Encryption is one of the 
most popular discussion points  
regarding technical security 
and probably one of the most 
understood. Encryption is 
important and certainly adds 
a significant level of protection 
to electronic transmissions. 
Encryption is, therefore, 
strongly recommended for 
both transmitting and storing 
electronic information, regardless of whether the mode of 
transmission is e-mail or text.  All too often, people believe 
that encryption is only necessary for e-mail communications 
when the e-mail is “in transit”. It is, however, equally 
important, if technically feasible, to encrypt information 
that is stored on portable devices.  Furthermore, if patient 
information is sent by text messages, encryption should be 
considered for those text messages.    

In addition to protecting the information, there are many 
legal advantages to using encryption. The Health Insurance 
Portability and Accountability Act of 1996 and its related 
regulations (“HIPAA”) require covered entities (e.g., most 
providers) to address encryption in their required compliance 
programs. Under the HIPAA Privacy Rule, covered entities 
have obligations (e.g., patient notification, reporting to the 
Federal Department of Health and Human Services), which 
can be costly and time consuming, if there is an incident 
that fits the definition of an unsecured breach of patient 
information. When encryption is used to protect electronic 
patient information, the law presumes that the information  
 

Preparing for Electronic 
Communication in 
Health Care

Andrew E. Blustein

by Andrew E. Blustein and Stacey L. Gulick

continued on page 8

Stacey L. Gulick
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is secured, and therefore, such notice and reporting obliga- 
tions do not need to be met. For example, if a nurse loses a 
laptop with the names, diagnosis and social security numbers 
of 1,000 patients who were being treated for various infectious 
diseases, this would probably be considered a serious breach 
and would require, at the very least, notification to the patients  
and the Federal government and publication about the 
incident in local media and the provider website. If the 
information was encrypted, none of these steps would 
be required. Many states have similar laws that also view  
encrypted information as being exempt from notification 
and reporting obligations. 

In addition, HIPAA, under the Security Rules, requires 
covered entities to address the use of encryption in the covered 
entity’s required risk analysis. Even though the regulations 
do not require encryption, the use of encryption is an 
“addressable” standard and if a covered entity does not elect 
to use encryption, there must be documented analysis of why 
the cost of encryption outweighs its benefits. 

Despite all of the benefits, encryption is not a solution to 
all potential intrusions into electronic transmissions and 
cannot protect against human errors. For example, many 
health care providers elect to encrypt patient information sent 

to third parties through a service that stores the encrypted 
information and sends the recipient a password that allows 
the recipient to access the website where the encrypted 
information can be viewed. If the wrong e-mail is initially used 
by the sender, the wrong recipient will receive the information 
even though the information was encrypted. In order to fully 
protect patient information, in addition to encryption, all of 
the protections discussed herein should be considered, and 
implemented, as necessary.

Implement additional electronic security features 
In addition to encryption, or if encryption is not a 

reasonable alternative, there are other security features that can 
be added to portable devices to protect the information that 
may be stored on them. Although these additional security 
features are important and helpful, they are not a substitute for 
encryption and do not carry the legal protections, discussed 
above, that encryption offers. 

A very simple step is to password protect the device and 
require entry of the password if the device has not been used 
for a certain period of time. It is quite simple to set down 
a portable device where it can be picked up and viewed by 
unauthorized individuals. Using the password protect feature 

continued from page 7

Leaving money on the table with your Pharmacy Department?

Pharmacy is one of the most difficult departments to 
manage from a coding, compliance, reimbursement 
and pricing standpoint. Isn’t it time to focus your 
attention on your Pharmacy CDM?

Register for a free on-demand 
demo of PHARMauditorTM at  
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or call 1-866-926-5933.

Be proactive to reduce compliance exposure and 
increase reimbursement. 

With PHARMauditor™ you can identify and update your formulary  
and chargemaster for… 
 Improper and invalid HCPCS, Revenue 

Codes and NDC numbers
 Improper billable units
 Under or over priced drugs based on 

Acquisition, AWP or WAC costs
 Over-spending 

 Inconsistent coding & pricing for similar 
drugs across your health system

 Under-billing for self-administered drugs
 Under-billing for Medicare Payable drugs
 And, much more!
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reduces the likelihood of even inadvertent access. In addition, 
when selecting passwords, users should use protocols to ensure 
that the password is sufficiently secure.  Typically, this means 
that passwords are as long as possible, include characters other 
than letters (e.g., numbers and symbols) and are not words 
that are based upon personal information.  

In addition, for most devices, a system can be implemented 
whereby any information stored on the device can be remotely 
“wiped” off the device if it is lost or stolen.  This reduces any 
ongoing vulnerability of access by unauthorized individuals.  
Imagine a postgraduate resident who has been receiving text 
messages from nursing staff about patients throughout her 12-
hour shift.  She falls asleep on the subway and unknowingly 
drops her portable device.  When the resident gets home ten 
minutes later and realizes the loss, she can contact the hospital 
information services department and have them remotely 
wipe the device, thereby greatly reducing the likelihood of 
unauthorized access and/or the patient harm that could result 
from the loss of such information. 

Slow Down to Avoid Mistakes
One of the most significant advantages of communication  

via portable devices is the ease and speed with which com-
munication can occur. This ease of communication is im- 
portant; however, it can increase the risks to the privacy of 
patient information. Large-scale communications present 
large-scale privacy risks. Since patient information can be 
emailed in bulk as quickly and easily as for an individual 
patient, healthcare providers face the risk that they or their  
vendors (e.g., accountants, billing companies) may e-mail  
large files with enormous amounts of patient information to 
the wrong recipient, or worse, erroneously post it on the 
Internet. The “human error” that can result from these 
quick transmissions is difficult to prevent by technology or 
policy, and therefore, the best, or only, prevention for these 
potential errors is for users of portable devices to train staff 
to ensure that the message being sent is accurate and sent to 
the intended recipient.  

This means that first and foremost, portable device users 
need to ensure that they have the correct contact information 
(e.g., phone number, e-mail address) for the individual with 
whom they are attempting to communicate. A wrong key 
stroke can be disastrous. Pre-programming information 
about common recipients or auto-fills can be both helpful 
and detrimental. These mechanisms may reduce key stroke 
mistakes, but all too often auto-fills create a list of multiple 
names and the one that appears first might not be the 
intended recipient. That coupled with an automatic habit of 
quickly hitting “send” can result in information being sent to 
the wrong person.  To avoid either of these common mistakes, 
users need to confirm that the “address” on the screen is correct.   

In addition, users need to limit the information they 
are sending to ensure that it is correct and limited to  
that which is absolutely necessary to send. Including un- 
necessary information can exacerbate the impact of patient 
information being obtained – accidently or intentionally – 
by an unauthorized individual. For example, if using texts 
as a means of approving an appointment, it is not necessary 
to include in the message the diagnosis that lead to the 
appointment, or when responding to a generic question from 
a peer, it might not be necessary to include a patient name.  
Providing sufficient and correct information to avoid mistakes 
is obviously important, but it needs to be balanced against 
the impact of unnecessarily exposing information to the risks 
that are unavoidable in electronic communications. 

Obtain Patient Authorization
Although it is not required by HIPAA to obtain patient 

authorization when communicating with patients by e-mail or 
text, it is useful to have in writing that the patient authorizes 
this mode of transmission. The authorization allows the  
provider to clearly advise the applicable patients of some of 
the unavoidable risks associated with electronic transmission 
and obtain the patient’s acknowledgement and acceptance 
of such risks. In addition, this document can be used as an 
educational tool to caution patients about transmitting 
excessive information, protecting their own devices, the im- 
portance of  keeping the provider up-to-date on contact 
information and expectations regarding timing of responses 
(e.g., in an emergency traditional voice or in-person com- 
munication is most likely a better alternative). A patient 
authorization may not prevent unauthorized disclosures, but 
it demonstrates that the patient accepted and understood the 
risks, and requirements, of such communication. 

Be Prepared for Unauthorized Disclosures
Regardless of how many safeguards are put into place, it is 

impossible to absolutely protect against all potential mistakes 
or intrusions, and therefore, providers need to be prepared to 
respond if there is an unauthorized disclosure or access. As 
an initial point, users need to be made aware that they must 
report as soon as possible whenever they become aware that 
patient information has been inappropriately disclosed or 
accessed. Early steps taken to mitigate the harmful affects of 
an unintended disclosure can often avoid or limit costly steps 
that might need to be taken in the future.  

Once an unauthorized disclosure or access is identified, 
the provider needs to be prepared to act quickly to take 
appropriate steps to mitigate the harm to the affected 
individuals. Depending on the facts and circumstances, 
the provider should consider steps such as remotely wiping 
 continued on page 10
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the information from the portable device, obtaining written 
assurances from the unintended recipient that the patient  
information will not be further disseminated, or reporting 
a theft to the police. In addition, the provider needs to 
consider its legal obligations. Both Federal law (e.g., HIPAA) 
and some state laws require notification of the affected 
individuals and particular agencies when certain types of 
information are disclosed to unauthorized individuals.  If the 
unintended disclosure is sufficiently large, publications in the 
media and on websites are also necessary. Being familiar with 
these requirements in advance can significantly streamline the 
process and reduce costs.  

Establish Policies
In many instances group practices and health care institu- 

tions are composed of various professionals who have individ- 
ual portable devices that are outside the control of the group 
practice or health care institution. This makes it very difficult 
to proactively enforce policies regarding electronic transmis- 
sions from portable devices. Nevertheless, establishing guide- 
lines and expectations is an important step in encouraging 
behavior that reduces the likelihood of loss of information.  

Such policies can address a number of different issues. 
As an initial matter, the policies should clearly establish the 
type of information that can be transmitted electronically. 
For instance, there are Federal and many state laws that 
establish higher protection of information regarding HIV, 
mental health and substance abuse treatment. In addition, 
there are a number of laws that establish requirements 
regarding transmission of social security numbers. Providers 
should familiarize themselves with, and consider, these laws 
when determining the types of information that can be 
transmitted electronically.

In addition, policies should address the permissible uses 
and users of electronic transmissions.  For example, The Joint 
Commission recently stated, in Frequently Asked Questions,  
that sending patient orders by text message to a Hospital is 
impermissible. In addition, under the Federal Electronic 
Health Records (“EHR”) incentive programs, there are specific 
requirements regarding who is permitted to enter patient 
orders into EHRs when the applicable health care entity is 
receiving financial incentives to establish EHRs. Policies 
should address exactly these types of issues in order to ensure 
compliance with legal and regulatory requirements. 

Additional topics that policies regarding electronic 
transmission through portable devices should address include: 
 • The expected safeguards that should be put into  
  place such as passwords, encryption, and screen savers; 
 • How the results of electronic transmission are included 
  in permanent records (e.g., if a physician gives a 
  patient advice through a text message, how is this  
  recorded in the medical record so that such informa- 
  tion is available if it is needed in a payor audit or to  
  defend a medical malpractice claim);
 • the steps that need to be taken if there is an un- 
  authorized access or disclosure such as notifying the  
  Privacy or Security Officer so the device can be  
  remotely “wiped”; and
 • The appropriate procedures to dispose of portable  
  devices to ensure that patient information is removed.  

Once these policies are established, it is especially 
important to provide thorough training to users and 
document such training (e.g., sign-in sheets and individ- 
ual training certifications). The use of portable devices for 
patient care purposes is a very new concept and many users 
may be unaware of the risks, much less the expectations of the 
practice or institution regarding electronic transmissions 
through portable devices. Raising awareness is a tremendous 
step in prevention.  

About the authors
Andrew E. Blustein is a Partner/Director at Garfunkel Wild, P.C. 
He is a member of the firm’s Health Care, Business, and Compli- 
ance and White Collar Defense practice groups. He is Co-Chair of 
the HIPAA Compliance Group and Chair of both the Health Care 
and Information Technology Practice Group and the Insurance 
Regulatory Practice Group. Mr. Blustein’s practice includes the 
representation of hospitals, physicians, clinics and other healthcare 
industry-related clients (both for profit and not-for-profit). He has 
also assisted insurance companies and other clients in developing 
provider networks and in addressing various regulatory issues. Mr. 
Blustein has been a leader in developing and implementing HIPAA 
Compliance Program for healthcare providers and health plans.

Stacey Gulick is a partner at the firm and a  member of the 
HIPAA Compliance and health care information and technology 
groups. Information regarding Garfunkel Wild, P.C. can be 
found at: http://www.garfunkelwild.com/. 
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Meeting the unique 
needs of each client

client-focused solutions

Jeffrey Silvershein Vice President - Principal 
212.594.6669
JeffreySilvershein@McBeeAssociates.com

Successful solutions produce a significant return on investment, fit within the client’s culture, and provide 
long-term benefits. McBee Associates’ creates custom solutions that address the unique needs of your 
facility. Our world-class consulting team carefully balances the need for both short-term fixes and long-
term solutions. Create a strong foundation of financial health with our full-service consulting services, 
including:

Revenue Cycle Enhancement—Improve billing efficiency and accuracy with the help of our 
knowledgeable health care finance professionals.

Denial Management—Recoup revenue associated with denied claims and reduce denial rates with 
our successful appeals process and root-cause analysis.

Revenue Recovery—Identify underpayments and recover lost revenue with our proven Revenue Data 
Mining services.

Regulatory Compliance—Strengthen internal compliance initiatives and reduce risk with the help of 
our expert consulting team. 

Custom consulting services that meet your needs.
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Dual Eligibles: 
The Changing Landscape

by Sarah L. Lechner, Esq. 

As a national trend emerges to place Medicaid services and 
beneficiaries into a managed care model, New Jersey has seen 
a major push by the State to coordinate care and reduce costs 
specifically targeting the dual-eligible population. 

As of Oct. 1, the state transitioned 110,000 dual-eligible 
beneficiaries – individuals who receive both Medicare and 
Medicaid benefits – into Medicaid managed care. According 
to the New Jersey Department of Human Services, in April 
2011 approximately 75 percent of New Jersey’s Medicaid 
beneficiaries were in a Medicaid Managed Care Organization 
(MCO). It is now estimated that 92 percent of beneficiaries 
are in a Medicaid MCO. This transition is driven largely by 
the need to ensure that quality care is being provided in a cost-
efficient manner. While it is arguable from the data that this  
trend does result in savings, there is conflicting opinion as to 
whether those savings are being realized by simply putting 
pressure on the rates paid to providers, rather than actually  
providing more coordinated care.  

As the transition of this population to Medicaid managed 
care progresses, there are several challenges to keep in mind.  
Dual eligibles tend to have greater and more complex care 
needs, making the navigation of a complicated system all the 
more difficult. While coordination of care should improve 
outcomes, this population’s extensive care needs may make it 
difficult to realize cost savings without downward pressure on 
provider payments. 

Additionally, while all four of the MCOs certified to offer  
Medicare Special Needs Plans (SNPs) in the State are cur- 
rently enrolling these dual-eligibles, it is unclear whether 
all four will remain in this market, given the high cost 
of this population. However, even if they do, the State’s 
intention to contract with Medicaid MCOs and Medicare 
SNPs may further consolidate the number of plans doing 
business in a particular county. At this time, New Jersey’s 
market consists of four Medicaid MCOs, and not all are 
active in every county. Should a few plans decline to 
continue providing this coverage, the subject population 
will likely experience difficulty in finding providers. Such 
a decline would further exacerbate the already alarming net- 
work adequacy and access issues in New Jersey. The result- 

ing market concentration also 
has the potential for plans to 
gain strong leverage when 
negotiating rates. 

In addition to the transition to managed care, the State is
attempting other cost-saving mechanisms related to dual 
eligibles in its detailed comprehensive Medicaid waiver 
that was submitted to CMS. Within the comprehensive 
waiver, New Jersey is requesting the ability to “auto-assign 
a beneficiary to the same Medicare and Medicaid plan with 
an opt-out for Medicare and the authority to limit Medicaid 
payment of Medicare cost-sharing to only those Medicare 
providers that are also in the Medicaid MCO’s network.” This 
is important because while several states have moved to make 
it mandatory for dual eligibles to enroll in Medicaid managed 
care, beneficiaries are still afforded the right to voluntarily 
enroll in a Medicare Advantage program.  This request by the 
State indicates a push toward the MCO network.   

The waiver further indicates that beginning in January 
2012, the New Jersey Division of Medical Assistance and 
Health Services (DMAHS) will contract with MCOs to de- 
liver all Medicaid state plan services and Medicare covered 
services. The goal is to afford beneficiaries a single integrated 
care program by encouraging enrollment in a Medicaid 
MCO’s SNP, and puts the responsibility for integrating the 
care with the MCO. However, historically, Medicaid MCOs 
have had very limited success with the dual-eligible population 
because they are reliant on using a network of providers. The 
waiver also includes evaluation of PACE (Program of All-
Inclusive Care for the Elderly) despite its success in managing 
and coordinating care of individuals with multiple chronic 
conditions, as well as bearing risk in an integrated financing 
environment. Dual-eligible beneficiaries would be better served 
if the State took the opportunity to leverage the PACE model. 

It remains to be seen if the comprehensive waiver will 
receive approval from CMS. However, the approvals granted 
to other states with similar requests, as well as the creation of 
the Center for Medicare and Medicaid Innovation - the main 
purpose of which is to improve the integration of Medicare 
and Medicaid benefits for dual eligibles - may be harbingers of 
what is to come.  

Sarah Lechner
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Efforts to provide integrated, cost-effective care are laud- 
able.  However, as stated in the report Refocusing Responsi-
bility For Dual Eligibles: Why Medicare Should Take The 
Lead, published this month by the Robert Wood Johnson
Foundation, “a single-minded budgetary focus, whether 
in Medicare or Medicaid, runs the risk of promoting 
cost savings at beneficiaries’ expense. 
Dual eligibles, as Medicare bene- 
ficiaries, are entitled to consumer pro- 
tections not always available to low-
income Medicaid beneficiaries. With- 
out substantial oversight, shifting respon-
sibility for their Medicare services to 
Medicaid programs may forfeit these 
protections and create financial incentives 
to limit care for high-need beneficiaries.”  
The State must be mindful when utilizing 
an approach that makes the plans 
responsible for appropriate integration, 
that the plans be held accountable for 
ensuring beneficiary access and care as 
well as quality outcomes and performance 
improvement. Absent this accountability, 
caring for this most vulnerable of popu-
lations may begin to cost less, but it will 
be suspect how those savings are achieved. 

About the author
Sarah Lechner currently serves as General 
Counsel for the New Jersey Hospital 
Association.

As general counsel, Lechner provides direc-
tion on all legal matters to NJHA and its 
affiliates, including matters of corporate law, 
health law and litigation.

Lechner, of Robbinsville, comes to NJHA 
from the New Jersey Senate Democratic 
Office where she served as deputy general 
counsel, working on policy and legislation 
related to insurance, health reform, regulated 
professions and reducing regulatory red tape. 
Previously, Lechner was with the law firm of 
Lum, Drasco & Positan as an associate in the 
litigation department.

She earned her law degree from Rutgers School of Law, Newark, 
and an undergraduate degree in political science from George 
Washington University. Sarah can be reached at SLechner@
NJHA.com.
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A full-service law firm serving the health care community for over 50 years.

Health Care Capital Finance

Health care is a capital intensive industry. Hospitals, long-term care facilities,
continuing care communities and ambulatory care facilities all have regular and
substantial capital needs. Investment bankers and financial advisors provide
important assistance. But the help of knowledgeable counsel, experienced in health
care finance, can be invaluable, especially in today’s challenging environment. Norris
McLaughlin & Marcus has that knowledge and experience.

Norris McLaughlin & Marcus attorneys have unsurpassed experience in New Jersey
health care finance. Our attorneys have handled dozens of transactions, involving
numerous institutions and resulting in nearly a billion dollars in financing.
Transactions have involved the New Jersey Health Care Facilities Financing
Authority, other governmental agencies and conventional lenders. While we
represent health care institutions, our attorneys’ experience also includes service as
bond counsel, underwriters’ counsel and trustees’ counsel -- an unparalleled breadth
of experience.

When you are contemplating a capital financing
or a substantial borrowing,

turn to us.

721 Route 202-206, Suite 200 P.O. Box 5933 Bridgewater, NJ 08807-5933
P: (908) 722-0700 F: (908) 722-0755

www.nmmlaw.com
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Letter from the Regional 
Executive for Region 3

by Cheryl H. Cohen, FHFMA, MBA

Cheryl Cohen

The question that is potentially burning on your mind – 
what is a Regional Executive (RE)?  To keep the answer sim-
ple, within HFMA, the RE is the liaison between individual 
chapters and national.  There are 11 of us across the country, 
and we comprise the Regional Executive Council (REC).  The 
REC was formed at the national level to provide direction and 
guidance to the chapters, and to ensure the chapters are meet-
ing national strategies and targets set by HFMA.  

I am the RE for Region 3, which consists of 5 chapters:  
New Jersey (over 1100 members), 
Northeastern PA (around 150 members), 
Western PA (over 450 members), 
Metro Philadelphia (over 900 members), and 
Central PA (around 300 members).  

For those of you who have been around awhile, you may 
remember the role of Chapter Liaison Representative (CLR).   
Well, this role is now entitled RE, with the position expanded 
to accommodate the growth of HFMA.  

Annually, the RE position is elected by the President and 
President Elects from each chapter within each region. There 
is a rotation of this position between the chapters within each 
region that has been set in stone via each region’s Regional 
Operating Agreement.

The specifics of the role of the RE are to:
 • Serve as the primary volunteer and policy link between  
  chapters and HFMA National
 • Assist chapter leaders in serving members
 • Promote and lead change efforts to drive HFMA 
  strategies
 • Foster dialogue and communications
 • Represent the needs and interests of chapter leaders to  
  HFMA Board and staff
 • Work to create a seamless system of service for HFMA’s  
  members
 • Encourage chapters to collaborate and help other 
  chapters.

The REC’s responsibility 
is to set policy and goals re-
lated to the Chapter Balanced 
Scorecard, Davis Chapter 
Management System, and Founders Merit Awards Program. 
The REC meets 8 or 9 times throughout the course of the year 
to ensure all these programs’ targets are appropriate as mea-
surement tools whose primary goal is to service our members.

My home membership is the New Jersey chapter, the most 
recent winner of the Robert M. Shelton Award for Sustained 
Chapter Excellence, and the proud chapter of the current 
HFMA National Chair, Greg Adams.

This is an exciting role for me.  As I have progressed 
through numerous New Jersey and National roles, this one 
has been the most fascinating yet!  

Greg Adams stated the HFMA theme so eloquently this 
year – Believe to Achieve. I believe in HFMA and all that it 
represents and all that it does for our members.  I would en-
courage all that are not members to join.  If you are a member, 
get more involved, as the benefit derived from being an ac-
tive member cannot be paralleled with any other organization.  
Join a committee. Become a leader within a committee. Not 
only is education offered at most committee meetings, but 
the friendships you will establish will last a lifetime. I know it 
worked for me.

About the Author
Any questions can be directed to Cheryl H. Cohen, FHFMA, 
MBA, Vice President at Pantheon Capital. Pantheon Capital is 
a leading provider of innovative, cost effective solutions for the 
financing needs of healthcare organizations. She can be contacted 
at ccohen-pantheon@comcast.net. 
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Confessions Of An IBM Chauvinist
by Vince Ciotti

Let’s face it: in computers, IBM is #1. From the mind-
boggling “Sierra” series mainframes, whose giga-numbers would 
impress even Carl Sagan, through their wide array of System 
36 and 38 minis that can perform like yesterday’s mainframes, 
to their latest generation of micros, which can put on your 
desk the same computing power that took up a basement ten 
years ago, International Business Machines has it all. Indeed, 
if you ever switched from buying computers for your hospital 
to selling them as a vendor, IBM would be your preferred 
hardware vehicle, because their enormous outlays in advertising, 
brochures, and seminars makes their name synonymous with 
computers to consumers in almost every industry.  

It has become a sad axiom in the HIS industry that so 
many programming directors and 
operations managers have tied their 
careers to their expertise in “Big Blue” 
systems that one of the surest routes 
to success for a new product is to 
make it IBM-compatible. And, of 
course, who wouldn’t rather present 
a computer system to the Board that 
is based on the same brand as they 
use in their banks and manufacturing 
facilities? No wonder then that in 
healthcare data processing, IBM holds a two-to-one lead 
over its nearest competitors in hardware sales. Likewise in the 
software arena, where, although facing far more competition, 
sales of applications like PCS/ADS and various operating 
systems from Armonk are highly impressive. I’m not saying 
that the situation is fair; it just is! Ask what’s left of the 
“BUNCH” group (Burroughs, Univac, NCR, Control Data, 
& Honeywell): fighting IBM is tough. One could easily argue 
that DEC and DG offer far more mini-computer bang for 
the buck, but they’re stuck in second place, as much for 
emotional as technical reasons. In the long run, if you buy 
from IBM you will generally be assured of the widest selection 
of software to choose from as well as the most extensive service 
and parts network in the world.  Period.

It was with this background that I finally decided early this 
year to buy a computer of my own.  I intended to use it at home, 
so games and household budgeting were natural applications, 
but I also wanted help with business tasks, since secretarial 
support at the office is always tight and I had occasional 
tasks that seemed well-suited for a spreadsheet and graphics 
package as well. I began my search like you would for selecting 
a hospital system, by reading the literature for background 
information: Wall Street Journal articles, paperback “how-

to” books, and the plethora of magazines now available on 
Personal Computers. Of course, IBM’s PC family always 
received the lion’s share of attention in the media, although it 
was interesting to read about Jobs and Wozniak’s remarkable 
pioneering efforts at Apple.  Much ado was made in the recent 
press about “Desk Top Publishing,” and, although I didn’t 
intend to start a newsletter or write a book, it was intriguing 
to read about the amazing capabilities of the Apple Macintosh 
that seemed to dominate that field.  

Articles on the future of PCs of course dwelt heavily on the 
IBM Personal System II that had just been announced. It was 
going to feature many new advances such as a “pointing device,” 
which Apple called a “mouse,” and multiple screen windows 

that enabled one to shift from a word 
processing document to a spreadsheet 
to a graphics package without having to 
re-boot the system and load new disks.  
This latter sounded familiar, and, 
sure enough, when I read some early 
reviews of the Apple Macintosh, it had 
first introduced the window concept 
several years ago. Graphics capabilities 
were going to be emphasized strongly 
on IBM’s new PS II; indeed, several 

writers claimed they would be almost as good as a Macintosh, 
whose on-screen operating system is entirely based on pictures 
called icons.  In short, the more I read about the latest IBM PC, 
the more intrigued I became with the Macintosh it was going to 
be better than!

My next step, as in a hospital vendor selection process, 
was a hands-on demo, and visits to retail computer 
stores were revealing. The IBM PC had become such an 
unqualified success that they literally sold themselves, and 
the local dealer in his impeccable business suit was far more 
interested in talking about group discounts he could offer 
for my firm and plying me with glossy, four-color brochures 
than actual hands-on with a machine. I had sold numerous 
PC-based products in the past anyway, and so I new the basic 
operations of the machine and the fact that the application 
software controlled what the user could do far more than the 
fairly complicated MS/DOS operating system.  Indeed, the 
key to any successful computer system, as I had learned over 
the years at numerous hospital installations, was precisely the 
user interface.  If the application is designed so that a user 
can easily accomplish their job,  they will use the system; if 
it’s not, they won’t.

continued on page 18
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The Apple dealer visit was far more intriguing, however,  
since I had never seen a Mac in the halls of the hospitals and 
vendors I worked at. After setting me up with a computer 
assisted overview program, the dungaree-clad salesman left me 
alone to try the machine out unattended.  I occasionally needed 
his help with a dumb question, but overall the experience was 
fascinating.  Maybe I’m more of a “right-brained” person than 
most, but pointing at a spot on the screen with the mouse was 
far more natural than decoding function keys on the IBM PC.  
The window concept took a little while to figure out, but the 
fact that they all worked basically the same in every program 
run on the Mac made me realize that a far easier learning curve 
would be involved. I was quickly able to master the system, 
rather than vice-versa. 

I next started looking at application software, the “system 
requirements” section of my RFP to continue the hospital 
purchase analogy, and the results were equally surprising.  
Although there were a staggering number of programs 
available for the IBM, Apple had a fairly impressive following 
as well. The Macintosh had a major difference, however, in 
that the products available took great advantage of the mouse, 
windows, and other “firmware” tricks that made one an adept 
user so easily.  The clincher became the availability of a program 
for the Macintosh that contained all of the software tools I 
would need to do word processing, spreadsheets, data base and 
graphics:  Microsoft “Works.”  And it  was relatively cheap 
(about $200). Knowing that software should always drive 
hardware decisions, I checked back with the IBM dealer, who 

assured me that Microsoft was working on a version of Works 
for the PS II that would be available by the third quarter.  It 
would require IBM’s new operating system (OS/2) as well, 
however, and that wasn’t going to be available until the fourth 
quarter.  However, since he hadn’t mention which year those 
quarters would occur in, my sales experiences with vendors 
shied me away from such future development promises.

In the end, the personal touch of the Macintosh hardware, 
the Apple sales person, and the “Works” software seemed more 
a propos for a Personal Computer purchase, and I brought 
home my shiny new Macintosh in May.  Granted, I did not do 
the thorough apples-to-apples price comparison that I should 
have, but, as in a hospital decision, I didn’t want the selection 
process to drag out longer than the installation time!  Lest you 
fellow IBM-chauvinists label me a traitor, I bought their “SE” 
model, which can communicate with IBM’s MS/DOS and 5 
& 1/4 inch drives. My experience to date?  I love it!  Within 
a few days I mastered the machine, and within weeks I has set 
up a complex data base with integrated spreadsheet statistics 
and accompanying graphics. See the article on “Survey of 
Mid-Atlantic Hospital Computerization” in this issue for an 
example of the Mac’s power.

The moral of the story?  If you are looking for a personal 
computer, don’t instinctively jump on the IBM bandwagon 
without trying out a byte of the competition. Of course, this 
has nothing to do with making business decisions for hospital-
wide systems. There, IBM does still and always will reign 
supreme. Or can one good apple spoil the whole bunch????????

continued from page 17
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Since it became law in March 2010, there has been much 
debate regarding the constitutionality of President Obama’s 
Patient Protection and Affordable Care Act1 (the “Affordable 
Care Act”). Over the past year several federal courts through-
out the country have issued opposing rulings on its consti-
tutionality resulting in both the administration and various 
states to request the nation’s highest Court hear the case. 
On November 14, 2011, their request was granted with the 
United States Supreme Court granting certiorari and agree-
ing to decide the constitutionality of the law. Specifically, the 
Court has agreed to address a number of issues with much of 
the legal debate to center upon the constitutionality of the 
“individual mandate” and whether the balance of the law can 
survive without the individual mandate.  Ultimately, whatever 
the Court’s decision on each of the legal issues, its ruling will 
have a far reaching impact on providers, insurance companies, 
patients, Medicaid, Medicare and almost all other aspects of 
the healthcare industry.

I. Recent Federal Circuit Court Decisions
The constitutionality of the Affordable Care Act has been 

addressed by several United States District Courts and United 
States Circuit Courts of Appeals. For a case to make it to the 
United States Supreme Court, it typically must ascend through 
the court structure from the District Court to the Circuit 
Court of Appeals and finally to the Supreme Court. To date, 
several District Courts have ruled on the constitutionality of 
the Affordable Care Act and four Circuit Courts of Appeals 
have heard appeals from the District Courts. Specifically, de-
cisions have been rendered by the following Courts of Ap-
peals: the Sixth Circuit2 (June 29, 2011), the Eleventh Circuit3

(August 12, 2011), the Fourth 
Circuit4 (September 8, 2011), 
and, most recently, the D.C. 
Circuit5 (November 8, 2011). 

In reviewing the Affordable 
Care Act, the Sixth Circuit, 
which oversees federal cases in 
Michigan, Ohio, Kentucky, and 
Tennessee, upheld the District 
Court’s determination “that the 
minimum coverage provision 
of the Patient Protection and 
Affordable Care Act is constitu-
tionally sound.”6  In doing so, 
the Sixth Circuit Court of Ap-
peals upheld the lower court’s 
finding that Congress had a ra-
tional basis for concluding that, 
in the aggregate, the practice 
of self-insuring for the cost of 
health care substantially affects 
interstate commerce. Further, 
the appellate panel held that Congress had a rational basis for 
concluding that the minimum coverage (i.e., the individual 
mandate) provision is essential to the Affordable Care Act’s 
larger reforms to the national markets in health care delivery 
and health insurance. Finally, the Sixth Circuit held that the 
individual mandate provision regulates active participation in 
the health care market, and in any case, the Constitution im-
poses no categorical bar on regulating inactivity. Thus, it is 
 

“Did Congress Tip the Scale 
of Power Too Far?” – The 
United States Supreme 
Court Will Soon Determine 
the Constitutionality of 
the Patient Protection and 
Affordable Care Act

James A. Robertson

John W. Kaveney

Cecylia K. Hahn

by James A. Robertson, John W. Kaveney and Cecylia K. Hahn

continued on page 20
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a valid exercise of Congress’ authority under the Commerce 
Clause, and the decision of the District Court was affirmed. 
The court declined to address the constitutionality of the indi-
vidual mandate under the government’s tax power.

In contrast, the Eleventh Circuit, which oversees federal 
cases in Alabama, Georgia and Florida, struck down the in-
dividual mandate as unconstitutional while upholding the 
remainder of the law. While the Eleventh Circuit presumed 
the constitutionality of the individual mandate, it neverthe-
less found that Congress overstepped the limits of the Com-
merce Clause in creating a requirement that all citizens buy 
health insurance. The court viewed the individual mandate 
as a requirement of all citizens to purchase health insurance 
for the duration of their life. Thus, to permit such a broad 
requirement would shift power to the federal government to 
such a degree that it would “imperil our federalist structure” of 
government. Moreover, the court viewed the areas of regula-
tion of the insurance and healthcare industries as traditionally 
ones of state concern that should be left to state regulation. 
Therefore, the Eleventh Circuit struck down the individual 
mandate as beyond the scope of Congress’ power under the 
Commerce Clause. The court analyzed several other theories 
advanced by the government, such as the right of Congress 
to tax, but similarly found these other arguments unconvinc-
ing to support the imposition of an individual mandate to 
purchase health insurance. The Eleventh Circuit thus severed 
the individual mandate from the remainder of the Affordable 
Care Act thereby preserving the remainder of the law.

Next, the Fourth Circuit, which oversees federal cases in 
West Virginia, Virginia, Maryland, North Carolina and South 
Carolina, chose not to hear the substance of the case. Instead, 
it ruled that the Commonwealth of Virginia, the sole entity 
that filed the original case in the District Court, lacked stand-
ing to pursue a challenge to the Affordable Care Act. Thus, the 
Fourth Circuit did not reach the question of whether the Con-
stitution authorizes Congress to enact an individual mandate, 
reversing the District Court’s ruling in favor of the Common-
wealth of Virginia with instructions that the case be dismissed.

Most recently, the D.C. Circuit, which oversees federal 
cases in the District of Columbia only, ruled that the Afford-
able Care Act is constitutional. Traditionally, the D.C. Circuit 
rulings receive particular attention from the Supreme Court. 
Therefore, the D.C Circuit’s reasoning deserves specific dis-
cussion. The challenge, as in the previous lawsuits, involved 
the individual mandate and was based upon Congress exceed-
ing its power under the Commerce Clause and acting in viola-
tion of the Religious Freedom Restoration Act. The Religious 
Freedom Restoration Act was not addressed in the majority 
opinion. The opponents to the law argued that “Congress can-
not require individuals with no connection to interstate com-

merce, and no desire to purchase a product, nonetheless to do 
so,” and that the authority of Congress is limited to existing 
commerce, for instance, to individuals who have taken affir-
mative steps to participate in the interstate market, and only 
for the duration of those activities. The contested issue was 
“whether the Government can require an immensely broad 
group of people – all Americans, including uninsured persons 
with no involvement in the health insurance and health care 
markets – to buy health insurance now, based on the mere 
likelihood that most will, at some point, need health care, thus 
virtually inevitably enter that market, and consequently sub-
stantially affect the health insurance market.” 

The D.C. Circuit Court reasoned that the United States 
Constitution does not limit commerce power to existing com-
merce power, noting that “No Supreme Court has ever held or 
implied that Congress’ Commerce Clause authority is limited 
to individuals who are presently engaging in an activity in-
volving, or substantially affecting, interstate commerce.” The 
Court relied on the 1942 Supreme Court case of Wickard v. 
Filburn,7 where a farmer ran afoul of his allowed wheat acre-
age under the Agriculture Adjustment Act of 1938 by grow-
ing additional wheat. The fact that the wheat was for personal 
consumption and the farmer planned not to participate in 
interstate commerce, was not relevant because even growing 
wheat for personal consumption could affect national prices 
as that farmer would no longer have to purchase the wheat 
on the open market. Thus, through the Wickard v. Filburn 
case, the principle of “aggregate effects” on interstate activity 
was born, meaning that national economic problems may be 
the result of millions of individuals engaging in behavior that, 
in isolation, is seemingly unrelated to interstate commerce. If 
farmers like Filburn all exceeded their quotas, the mechanics 
of the wheat market made it inevitable that the interstate mar-
ket would be impacted—either by the likelihood that the high 
price of wheat Congress was trying to maintain would induce 
some unspecified number of farmers to sell wheat at market 
after all, or the probability that farmers who had enough wheat 
for their own use would stop buying wheat at the market. 

The rationale of Wickard v. Filburn and several subsequent 
cases that further minimized the significance of any particu-
lar individual’s behavior led the D.C. Circuit Court to reject 
the “inactivity argument” and conclude that it is “irrelevant 
that an indeterminate number of healthy, uninsured persons 
will never consume health care, and will therefore never af-
fect the interstate market.” It found that broad regulation is 
an “inherent feature of Congress’ constitutional authority in 
this area; to regulate complex, nationwide problems is to nec-
essarily deal in generalities,” and thus, “Congress reasonably 
determined that as a class, the uninsured create market failures; 
thus the lack of harm attributable to any particular uninsured 

continued from page 19
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continued on page 22

individual, like their lack of overt participation in the market, 
is of no consequence.” 

On September 28, 2011, in response to the varying Dis-
trict Court and Circuit Court of Appeals decisions, the United  
States Department of Justice filed papers requesting that the 
United States Supreme Court consider the constitutionality of 
the Affordable Care Act in response to the Eleventh Circuit’s 
ruling against the law. 

Based upon these decisions and submissions, the Court’s 
decision is likely to turn on Congress’ power to regulate health-
care via the Commerce Clause of the Constitution, which per-
mits Congress to regulate interstate commerce. There are other 
interesting arguments that have also been asserted, such as the 
applicability of Congress to levy taxes pursuant to the General 
Welfare Clause of the Constitution, which might ultimately 
be of interest to the Court. However, at this point in time, 
the scope of the Commerce Clause has been the centerpiece 
of debate on the constitutionality of the Affordable Care Act.

II. Dynamics in the United States Supreme Court
With the Court agreeing to address the constitutionality 

of the Affordable Care Act, speculation has already begun as 
to how the Justices will likely vote and whether any of them 
have an obligation to recuse themselves from this case. A re-
view of the nine Justices suggests that, based upon their re-
spective views on these types of constitutional issues, Justices 
Ruth Bader Ginsburg, Stephen Breyer, Sonia Sotomayor and 
Elena Kagan will most likely find the Affordable Care Act to 
be constitutional, while Chief Justice John Roberts along with 
Justices Antonin Scalia, Clarence Thomas and Samuel Alito 
will most likely find the Affordable Care Act to be unconstitu-
tional. This leaves Justice Anthony Kennedy as the swing vote 
in what is likely to be a 5-4 decision by the Supreme Court. 

This even split among the Justices is also the basis for many 
advocates’ attempt to derive reasons for particular Justices to 
recuse themselves from participating in this case, thereby 
shifting the balance either in favor or against the Affordable 
Care Act’s constitutionality. The federal statute governing 
recusal of a United States Supreme Court Justice requires 
recusal anytime his or her “impartiality might reasonably be 
questioned,” and lists specific instances where a Justice should 
recuse him or herself.8 Included in that list are such items
as personal bias, where the Justice was involved in the case 
prior to taking the bench either as a private attorney or 
through government employment, or where the Justice or his 
family have some sort of financial or other substantial interest 
in a particular party or outcome. 

One group or another has suggested that three Justices, 
in particular, might need to recuse themselves from this case. 
The first is Justice Scalia who attended and spoke at a semi-

nar sponsored by the Tea Party, the now well-known politi-
cal group which is opposed to the Affordable Care Act. These 
groups have argued that Justice Scalia has failed to show im-
partiality on this issue by associating with the Tea Party. The 
second is Justice Thomas whose wife is a lobbyist for various 
entities opposed to the law. Some groups argue that Justice 
Thomas’ wife’s work affiliation creates a financial incentive to 
her if the law is overturned and thus creates the appearance of 
a conflict of interest. The third is Justice Kagan who served as 
President Obama’s Solicitor General during the period of time 
the Affordable Care Act was being deliberated. If, in fact, she 
served as an advisor in the early deliberations of this law, it 
would squarely fall within one of the bases for recusal. Recent 
evidence, however, suggests she may have made great efforts 
to avoid involvement in meetings concerning the law. While 
there does not appear to be a paper trail of her involvement, 
some evidence still leaves open questions about whether she 
participated in meetings or telephone conferences. 

Ultimately, however, given the significance of this case and 
the impact recusal by any one Justice would have on the out-
come, most believe it is unlikely that any of the Justices will 
recuse him or herself absent some new information coming to 
light. Thus, if all nine participate, Justice Kennedy is almost 
sure to become the swing vote in deciding the future of the 
Affordable Care Act.

III. Recent Commerce Clause Decisions of the Supreme 
Court 

There are three relatively recent Supreme Court cases, 
Morrison, Lopez and Raich, which provide a glimpse into the 
Justices’ thinking on the scope of the Commerce Clause and 
their willingness to accept the scope of Congress’ authority 
and power under the Commerce Clause.9 

In Morrison and Lopez, the Court struck down “single-sub-
ject” criminal statutes (the Gun Free School Zones Act and the 
Violence Against Women Act) finding that those laws exceed-
ed Congress’ power under the Commerce Clause. There were 
four main reasons for the holdings: (1) the statutes regulated 
non-economic, criminal activity, and were not part of a larger 
regulation of economic activity; (2) the statutes contained no 
jurisdictional “hook” limiting their application to interstate 
commerce; (3) Congressional findings regarding the effects of 
the regulated activity on interstate commerce were not suffi-
cient to sustain constitutionality of the legislation; and (4) the 
link between the regulated activity and interstate commerce 
was too attenuated.10 

In Raich, the Court upheld the federal Controlled Sub-
stances Act, which prohibited the local cultivation and pos- 
session of marijuana. The Court held that excluding home- 
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grown and home-consumed marijuana from federal control 
undercuts Congress’ broader regulation of the interstate mar-
ket for marijuana.11 

Interestingly, the votes of the Justices in connection with 
these three matters were consistent, and, for those still on the 
bench, possibly telling of how they may vote in the future. Jus-
tices that voted to strike down the laws in Morrison and Lopez 
also dissented in Raich, where the law was upheld. This means 
the Justices believed in each case that the particular law at is-
sue exceeded the power provided to Congress under the Com-
merce Clause. This is indicative that this group of Justices 
(Chief Justice Rehnquist and Justices O’Connor and Thomas) 
has been consistently of the opinion that Congress’ actions 
exceeded its power.  To the contrary, Justices that voted to up-
hold the laws in Morrison and Lopez, also voted to uphold the 
law in Raich. This group of Justices (Justices Stevens, Souter, 
Ginsburg and Breyer) has reinforced their position that Con-
gress has broad power in enacting legislation. Justice Scalia did 
not join in the majority opinion in Raich, but he did concur 
in the judgment upholding the law. However, although Justice 
Scalia joined in the opinion of Raich, the fact that he joined 
the majority opinion in both Morrison and Lopez is indicative 
of a precedent to strike down federal laws that push the limits 
of power provided under the Commerce Clause.  While some 
of these Justices are no longer on the bench, their rulings in 
cases involving similar legal questions provide some insight 
into their likely positions should the Court decide to review 
one or more of the petitions. 

As noted above, review of the Justices as a whole suggests 
that it is likely to be a 5-4 decision with Justice Kennedy serv-
ing as the decisive swing vote. Justice Kennedy joined the ma-
jority opinion in all three cases above and thus upheld Con-
gress’ implementation of the Commerce Clause power in two 
of the cases but not the third. 

 
IV. The Swing Vote

Justice Kennedy’s concurring opinion in Lopez, which 
struck down a federal law making simple possession of a gun 
within 1,000 feet of the ground of a school a criminal offense, 
is most instructive on his view of the power and scope of Con-
gress’ authority under the Commerce Clause. While it is true 
that the individual mandate within the Affordable Care Act 
is very distinct from Congress’ ability to regulate the posses-
sion of guns near school grounds, Justice Kennedy’s analysis 
provides insight into his views on the limits and scope of Con-
gress’ authority under the Commerce Clause.  

Justice Kennedy begins his analysis in Lopez by highlight-
ing the boundaries of the three branches of government and 
the restraint that must be demonstrated by the Court when 
seeking to limit the scope of the Commerce Clause.12 He also 

notes that the long history of jurisprudence regarding the 
Commerce Clause has provided two significant lessons. First, 
the Commerce Clause has limits. Second, “the Court as an 
institution and the legal system as a whole have an immense 
stake in the stability of our Commerce Clause jurisprudence 
as it has evolved to this point.”13 

According to Justice Kennedy, precedent is key when con-
sidering issues arising under the Commerce Clause, with the 
most recent precedent being most authoritative. This means 
that if the Court can turn to a past decision regarding the 
Commerce Clause as a guide it should do so. It also means 
that Justice Kennedy believes that more recent interpretations 
and analyses of the Commerce Clause should be given greater 
weight than those from our “18th-century economy.”14 Ac-
cordingly, Justice Kennedy is also a pragmatist, looking to ap-
ply a legal standard that fits with our present day economy and 
world, rather than one that is based upon our economy from 
centuries ago. 

Along these lines of thought, Justice Kennedy considers the 
following: (1) the place of the Supreme Court in the design of 
the government, and (2) the significance of federalism in the 
whole structure of the Constitution. In performing this analy-
sis, Justice Kennedy emphasizes the framers ideals of creating 
two governments to enhance freedom. He speaks of the impor-
tance of political accountability and the role of State and Fed-
eral Governments to hold each other in check for the benefit 
of the people. He cautioned, however, that where the Federal 
Government takes over an entire area of traditional state con-
cern, an area having nothing to do with commercial activity, 
“the boundaries between the spheres of federal and state au-
thority blur and political responsibility [becomes] illusory.”15

Justice Kennedy acknowledges that the political process 
functions as a way to shift power between the State and Fed-
eral Government, but recognizes that the federal government 
has substantial discretion over the balance of federal power. 
Justice Kennedy instructs that the political branches must re-
member and preserve this concept of federalism.16 In reaching 
these conclusions, Justice Kennedy identifies the judiciary’s 
role to ensure the federal government does not “tip” the scales 
of power too far in its favor.17 In Lopez, Justice Kennedy found 
Congress tipped the scale too far because, under the gun con-
trol law, neither “the actors nor their conduct [had] a commer-
cial character, and neither the purpose nor the design of the 
statute [had] an evident commercial nexus.”18 Further, Justice 
Kennedy found that Congress had exercised national power to 
intrude on an area traditionally of state concern.19 

This analysis raises the question of whether Justice Ken-
nedy will find a commercial character in the conduct sought 
to be regulated by the Affordable Care Act and the individual 
mandate to purchase health insurance to be an exercise of 

continued from page 21
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national power that is intrusive upon an area of law generally 
reserved for the states.

The answers are not easily predictable.  As the Court it-
self has observed, an analysis of the Commerce Clause does 
not fall within neat “mathematical or rigid formulas.”20 On 
the one hand, Justice Kennedy could easily find the purchase 
of and failure to purchase health insurance to be a commer-
cial activity well within the scope of Congress’ authority and 
uphold the Affordable Care Act. Justice Kennedy, in Lopez, 
emphasizes Congress’ enormous power to regulate commercial 
activity to ensure a stable national economy. Under this broad 
view of Congressional power, the distinction between activ-
ity and inactivity, or more precisely, the purchase and non-
purchase of health insurance, which has been a focal point of 
the analysis in the Circuit Courts, would be immaterial and 
unconvincing to Justice Kennedy because activity or inactiv-
ity falls within the commercial sphere. Viewed another way, 
imagine a spectrum with “no activity” at one end and “heavy 
activity” at the other. The entire spectrum is considered “activ-
ity” with the only difference from one end and the other being 
the extent of activity. Consistent with precedent and prioritiz-
ing federalism, Justice Kennedy might give little weight to the 
distinction, find that the conduct Congress sought to control 
falls squarely within the commercial sphere and, as such, hold 
that Congress plainly has the power through the Commerce 
Clause to regulate it.  

On the other hand, Justice Kennedy’s emphasis on main-
taining a balance of power and control by the Federal and 
State Governments, and in preserving that which has tradi-
tionally been regulated by the states suggests he could find 
the Affordable Care Act, or portions thereof, unconstitution-
al. Opponents argue that upholding the Affordable Care Act 
would broaden the scope of Congress’ power well beyond that 
contemplated by the Constitution and thus tip the balance 
of power to such an extreme that very little, if any activity, 
would be safe from Congress’ regulation under the Com-
merce Clause. Many see this as an unprecedented expansion 
of federal control over the healthcare and insurance industries, 
which the courts and Congress have treated as areas tradition-
ally regulated by the states. Under this view, which preserves 
the rights of the States under principles of federalism, Justice 
Kennedy could attempt to ensure the balance of power be-
tween Federal and State Governments and find that the indi-
vidual mandate unconstitutionally crosses the line, regardless 
of whether the individual mandate is considered regulation of 
an activity or non-activity. 

V. Conclusion 
Since the passage of the Affordable Care Act there have 

been seemingly endless questions about its constitutionality. 

After much debate and numerous court rulings, the Supreme 
Court is poised to hear the case and finally settle the dispute. 
If you put nine Justices in a room to debate the issue, you may 
get ten different rulings. In fact, the authors of this article have 
differing views on how the United States Supreme Court may 
ultimately decide the issue -- none of them based on the same 
legal rationale. Nevertheless, whatever the Court’s decision, 
the outcome of this case will significantly shape the future of 
the United States healthcare and insurance industries. 
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Yes, you should show gratitude to those who help you 
throughout the year, but do so with sense and sensitivity.

It’s the most wonderful time of the year, indeed. Between Thanks-
giving and New Year’s you will face two ethical questions: 1) How 
much should you tip the people who have helped you during the 
past 12 months? 2) Is it right to give someone a gift you received but don’t want?

Here’s some guidance grounded in basic ethical principles so you can handle these 
tricky matters in the right way and enjoy the holiday season

continued on page 27

Ask the Ethics Guy®!
The Ethics of Tipping and Regifting

Bruce Weinstein

by Bruce Weinstein, Ph.D.

Tipping Tips
Many people help you in your professional and personal 

life: the high school student who babysits your kids when you 
go out on the town, the doorman who welcomes you home 
every night with a friendly greeting, the person who cleans 
your house every other week. Face it—you couldn’t enjoy your 
privileges or do your job as successfully without your network 
of helpers. John Donne’s observation that “no man is an is-
land” is particularly evident at the holidays.

So too is Fred Ebb’s lyric, “Money makes the world go 
around.” Sometimes it’s hard to reconcile the spirituality of 
Christmas, Hanukkah, Kwanzaa, and other seasonal celebra-
tions with the crass commercialism that seems to grow every 
year. Nevertheless, because we have an ethical obligation to 
express our gratitude  where appropriate, and money is one of 
the most appreciated of all gifts, it can be fitting to give cash 
to the helpers in our life.

How much you should give depends on three factors:
 • How much the person has helped you
 • What the relationship means to you
 • Your financial position

For someone who looked after your pet only once this year, 
a handwritten thank-you note or holiday card is appropriate. 
The person who did this five or six times during your business 
trips and vacations deserves more than that, so including cash 
or a check with the note is a fair way to honor one’s debt of 
gratitude. If your doorman, mechanic, or lawn cutter went 
above and beyond the call of duty in some way, this too can 
justify a monetary thank-you.

Tips for Your Own Piggy Bank
But what if your business did poorly this year, or you were 

laid off, or your job was outsourced in May and you’ve been 
unsuccessfully looking for a job ever since? If you don’t have 

the financial resources to say “thanks” with cash, you have a 
right and an obligation not to give money as a gift. The ethical 
principle of fairness requires, in part, that we allocate scarce 
resources appropriately.

While most people would prefer to receive money, the fol-
lowing are acceptable options if you’re not in a position to dole 
out the ducats:
 • Write a detailed letter to their bosses, explaining exactly  
  how they helped you. Give them a copy of the letter,  
  which could help them earn a promotion or raise.
 • Provide services free of charge for a specific project or  
  a finite amount of time. Surely there is something you  
  can do that would be appreciated and doesn’t involve  
  spending money.
 • Ask your helpers how you can help them. They may  
  surprise you with something you wouldn’t have consid- 
  ered but are in a position to do.

After all, some employers (most notably the U.S. federal 
government) prohibit some or all of their employees from ac-
cepting gifts of cash or noncash gifts worth more than a small 
amount of money.

Bottom line: Find a way to honor both your duty to ex-
press gratitude and your responsibility to avoid running up 
personal debt. Be as kind to yourself as you are to others, and 
be as good to others as you are to yourself.

Regifting Is Acceptable
Along with the phrases “low talker,” and “not that there’s 

anything wrong with that,” Seinfeld introduced the term “re-
gifting” into the popular lexicon. However, the practice of  
giving an unwanted gift to someone else is surely as old as the 
custom of gift giving.

Thus, one may legitimately ask: “Is it ethical to give some- 
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The term “Perfect Storm” has been used many times 
during the current economic downturn. It is especially true 
when referring to the increasing challenges patients are facing 
while trying to afford healthcare.

With unemployment at a 27-year high, fewer patients have 
any form of health insurance, forcing more patients to use their 
rapidly dwindling savings to pay for the majority, if not all, of 
their healthcare expenses. Patients are 
doing their best to pay their obligations 
and avoid being sent to collections, 
however, there are fewer lenders in 
the market and the Credit Card Act 
of 2009 has made it more difficult for 
most consumers to obtain credit.

Patients who are not able to meet the 
provider’s minimum payment guide- 
lines are being referred to collections, 
which in turn contributes to a de-
teriorating hospital-patient relationship.

The Perfect Storm shows no signs 
of letting up. As Health Care Reform 
becomes reality, insurance companies 
will be required to insure more people, 
resulting in even higher deductibles 
and additional strain on patients and 
the hospitals that will have difficulty 
collecting payment from the patients.  
A survey by AMN Healthcare revealed that approximately 70 
percent of healthcare executives believe reform will hurt their 
facility’s financial stability.

Statistics show that the volume of loans being processed 
has risen dramatically over the past few years while the average 
loan amount has dropped from approximately $1,500 to $850 

per patient. This statistic demonstrates that the rising cost of 
healthcare combined with challenging economic conditions 
makes it difficult for patients to pay a lump sum payment of 
nearly any size.  

While the Perfect Storm continues, the sun is beginning to 
shine on self-pay patients and hospitals. Healthcare providers 
are embracing with greater enthusiasm patient financing 

programs that give patients the ability to 
pay out-of-pocket expenses over time, 
which also can help reduce their bad 
debt and, importantly, also reduce their 
A/R days.

The relationship between a health-
care provider and patient is critical 
to the provider, the patient, and the 
community at large. Giving patients a 
financing option with greater flexibility 
to pay their self-pay balance will not 
only help preserve that relationship 
and improve the revenue cycle, but also 
increase census as patients continue to 
look for affordable healthcare.

About the Author
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Grabbing the Reins of Your 
Self-Pay Population
While Patients and Hospitals Struggle with Debt, 
There is a Win-Win Solution

by Vince Koch

Vince Koch

Consider this:  Employers are 
offering fewer benefits, which 

results in employees paying higher 
deductibles and more out-of-pocket 
medical expenses. Despite reduced 
insurance coverage, healthcare costs 
continue to increase, exacerbating 
the burden of medical expenses on 

the patient. The Milliman Medical 
Index reports that healthcare costs

for a typical family of four
increased 7.2 percent in 2009

to an all-time high of $18,074.
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A.
Q.

Hurricanes, Tornadoes and Earthquakes… oh, my!
How Recent Events have brought a Focus to the

Cloud Computing Model

In light of recent natural catastrophes, I have been thinking 
about data security and ‘the cloud.’ Should I be considering 
the cloud as part of my facility’s disaster recovery plan?

Nearly everyone reading this article has directly been, or 
knows of another that has been touched in some way by the 
recent chain of weather and/or natural events that have swept 
across the country.

So much of the focus has been placed upon the personal 
tragedies, including loss of life and damage to property. 
However, so many small to large businesses, from individual 
physicians to medical groups to large hospitals, have also been 
directly affected by many of these events.

Any disruption to the business process, either short or 
long term, can result in a material setback to the financial 
performance of a business. During challenging economic 
times, these financial setbacks can be critical and sometimes 
insurmountable.

The cloud model has been talked and written about for 
the last few years. Many in the healthcare service field have 
dabbled in it, but few have gone full blown onto that platform. 

For all of the many reasons that I hear individuals give, 
voicing their opposition to that operating platform, I could 
name significantly many more reasons to embrace it.

Physicians, medical groups and hospitals are not the only 
ones moving to the cloud. According to Forbes.com, Kevin 
L. Jackson, “The federal government is also in the early stages 
of a decade-long process to move to the cloud, but has taken 
definitive steps in its adoption.” In fact, earlier this year the 
government released a “Federal Cloud Computing Strategy” 
that essentially adopted a “cloud-first” policy as part of the 
federal IT reform plan.

Being touched by a real life example, I can undeniably tell 
you that the cloud model allowed my accounting firm to be 
fully functional during a recent weather related disaster. The 
eye of Hurricane Irene directly passed over a number of our 
offices on the East Coast of the United States. The flooding 
in my hometown of Manasquan, New Jersey, was only part of 
the problem. The extended duration of power outages, lasting 
up to five days for one of our locations, created significant 
operational challenges for our firm.

Unlike many firms, we started to jump onto the early cloud 

model long before it gained in 
popularity. Our main drive 
to the cloud was the direct 
result of our firm’s multi-office 
philosophy. The cloud model 
allowed us to significantly cut 
back on the cost of in-house 
equipment and the related 
labor cost to maintain that 
equipment, the applications 
and the data that resided on 
that equipment.

In the years following our 
initial move to the cloud, we 
have grown significantly and our cloud philosophy trans- 
formed into a critical component of our firm’s disaster recov- 
ery planning.

So why consider the cloud as part of your disaster recovery 
plan?

Simply put, it has the ability to allow you to maintain 
operational stability even during the worst of conditions.

A majority of the mission critical systems at our firm are 
located on the cloud. Thanks to this philosophy, we experienced 
no material loss in chargeable hours, nor degradation of client 
service throughout the entire period of the storm, including 
the many clean-up days that followed. Since all staff are 
provided with laptop computers on day one of employment, 
all were able to access such things as email, our digital file 
room, our tax application, our workflow management tool, 
etc., and all were able to immediately respond to the needs and 
concerns of our clients and fellow partners and staff.

I will be the first to agree there are still challenges with 
cloud computing, with privacy and security concerns top- 
ping that list. Having said that, I feel significantly more com- 
fortable with our client data sitting on the cloud (in a secure, 
climate controlled, replicated data center) than I would ever 
feel if that data were to reside behind the walls of one of 
my existing offices and we were to be struck by a significant 
weather event or natural disaster.

If you have recently been touched by any of these events, 
I would challenge you to look at the current cloud offerings. 
Most of the reputable vendors serving this space have offerings 
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available for the cloud. These offerings cover everything from 
back office accounting, third party billing and collection to 
document and image storage and practice management.

So don’t wait for the next disaster to start your move to the 
cloud. Do it now!

For help in migrating your practice, group or hospital 
to the cloud environment, just drop me a line at jbourke@
withum.com.
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one else a present I was given but don’t need or want?” The 
answer may surprise you: Yes, it is right to regift. In fact, we 
have a duty to do so. Here’s why.

First, we have an ethical obligation not to be wasteful. You 
may not have a need for another wool sweater, but there are 
many people who do. To shove the sweater into the bottom 
of your drawer and forget about it denies someone else the 
chance to stay warm. As the gap between the haves and the 
have-nots grows wider, we have an ever stronger obligation to 
ensure that others benefit from our blessings. Beyond giving 
charitably, however, you probably have a friend or colleague 
who would like the gifts you don’t want or need. Giving them 
the things you don’t plan to use isn’t just acceptable—it’s the 
right thing to do.

Second, as we saw with the tipping issue, we have a duty 
to express our thanks to the many people who have aided us 
throughout the year, or who enrich our lives with the gift of 
friendship or familial love. If you’re a huge fan of The Andy 
Griffith Show and you already have the complete series on 
DVD, regifting a duplicate of season three to your friend who 
also loves the show is just another way of saying, “Thanks for 
being my friend.” And meaning it.

Rules of Regifting
There are several caveats to keep in mind before you regift:

 • Do it soon. There is a statute of limitations for regifting. If  
  it’s old, dusty, or out of season, you’re out of luck. Next  
  time, give it away right away.
 • Do it out of town. The person to whom you are regift- 
  ing an article of clothing shouldn’t run the risk of run- 
  ning into the original giver of the gift. The most fun- 
  damental ethical principle) of all is Do No Harm, and  
  since hurting someone’s feelings harms that person, it is  
  best to err on the side of caution and avoid the possibil- 
  ity of an unwelcome surprise.
 • Don’t use it first. This is just basic decency.
 • Sometimes you shouldn’t regift at all. If someone gives  

  you an unwelcome gift but expects to see you using it,  
  the ethical obligations to avoid causing harm and to re- 
  spect others require you to bite the bullet and go along  
  with it. These situations are unfortunate, since the pur- 
  pose of giving a gift is to give pleasure to someone else,  
  not to bolster one’s own pride or self-esteem. Neverthe- 
  less, we all have people in our lives with this need, and,  
  if we truly care about them, we should honor this wish,  
  as unpleasant as it may be to wear that bizarre tie or dis- 
  play the cheap plastic cuckoo clock with Erik Estrada’s  
  picture on it—at least when we invite the gift giver over  
  for dinner.

You may wonder how it can be justified to practice de-
ception. Unless your friend is the kind of (rare) person who 
would not be offended to know that she is receiving a regift, 
the practice of passing on an unwelcome present to someone 
who might want it falls under the category of a “benevolent 
deception.”

“But any kind of deception is wrong!” you might argue.
Really? So it was unethical for your parents to tell you 

about Santa Claus or the tooth fairy? Come on! In ethics, as in 
all other issues we confront, we have to pick our battles—and 
this isn’t one of them.

Thus, you may regift with a cheerful soul and a clear con-
science. Of course, sometime this season, you will surely get a 
regift yourself, and you will probably give a present that will 
get regifted, too.

Not that there’s anything wrong with that.

About the Author
Dr. Bruce Weinstein is the public speaker and corporate con- 
sultant known as The Ethics Guy. His new book, Is It Still 
Cheating If I Don’t Get Caught?, (Macmillan/Roaring Brook Press) 
shows teens how to solve the ethical dilemmas they face. Follow 
Weinstein on Twitter at TheEthicsGuy. For more information, visit 
TheEthicsGuy.com. 
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CIO Spotlight:
Dave Dyer, Somerset Medical Center, 
on the Quest for Meaningful Use

Dave DyerEditor’s Note:  Somerset Medical Center leads the way as one of
a small group of New Jersey hospitals that has demonstrated 
“meaningful use” of certified electronic health record (“EHR”) 
technology required for receipt of incentive payments from 
Medicare and Medicaid.  More information regarding qualifica- 
tion for Medicare and Medicaid EHR incentive payments is 
available at http://www.cms.gov/EHRIncentivePrograms/30_ 
Meaningful_Use.asp

FOCUS: CIO backgrounds are diverse, please tell us about 
yours. How did you get started? What is your education and 
professional background?

DAVE: My career started as schedule analyst doing program 
management of satellite systems as a contractor to the US Air 
Force. Following this engagement, I worked in the manu-
facturing sector as project manager and statistical process 
control engineer for ISO 9000 certification. After relocating 
to New Jersey, I began my healthcare career at JFK Medical 
Center, Edison, NJ as a process engineer working in the IT 
division. I lead the Y2K effort their and then transitioned 
to Somerset Medical Center as head of IT in mid-2000, 
first as a director and then CIO. I have a bachelor’s degree 
in Mathematics, am a Certified Healthcare CIO through 
the College of Health Information Management Executives 
(CHIME), NJ HiMSS Chapter president and serve on the 
boards of JerseyHealthConect, LLC Health Information 
Organization (HIO) and NJ HITEC regional extension center.

FOCUS: Please tell us about your hospital – please describe 
your location, demographics and the services offered at your 
hospital.

DAVE: A nationally accredited, 355-bed regional medical 
center, Somerset Medical Center in Somerville, NJ, provides  
a variety of comprehensive emergency, medical/surgical and 
rehabilitative services to Central New Jersey residents. 
Somerset Medical Center also offers a broad range of com-
munity programs, from health fairs and screenings to seminars 
and support groups.  

Somerset Medical Center’s 
vision is to reinvent health care 
delivery to transform the overall health and wellness of our 
patients and our community.

Our mission is to deliver high-quality health care services 
with measurable outcomes to the community we serve.

FOCUS: When did your hospital decide to meet the mean-
ingful use attestation requirements? Why was this decision 
made?

DAVE: SMC has been a leader in the adoption of elec-
tronic medical record technology since 2004 when we 
went live with Computerized Provider Order Entry (CPOE) 
and the electronic medication administration record (eMAR) 
as part of our overall electronic medical record (EMR) 
strategy. When the HITECH act was signed into law in 2009, 
our CEO and I evaluated the draft meaningful use criteria, 
incentive payment structures and decided that we could 
fund the next advancement of our EMR strategy through 
incentive payments. We made the decision to meet all stages 
of Meaningful Use at the end of 2009.

FOCUS: What hurdles did you face along the way?

DAVE: The first hurdle was trying to understand the 
regulations through reading the legislation and numerous 
FAQs that were being released. Once we believed we had 
a handle on this, each of the 14 required elements and 5 
menu items needed resources assigned to build, test, and 
implement either changes to current practice or implement 
new functionality. By far, the CCD exchange test, Clinical 
Quality Measures (CQMs), and problem list required the 
most effort and technical/process redesign. The other big 
issue was possession of certified electronic health record 
technology. Even though not all menu items need to be 
utilized for attestation, these components needed to be 
possessed by the attesting organization. This required us to 
purchase additional application modules from our technology 
supplier partner, Cerner Corporation.

http://www.cms.gov/EHRIncentivePrograms/30_Meaningful_Use.asp
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FOCUS: What you learned in the process?

DAVE: Governance is the key. Build an Executive sponsor-
ship team including the CIO, CNO, CMO, and VP of 
Quality.  Communicate throughout the organization.  Have a 
strong project manager or project management office to pull 
it together.  At a minimum, conduct bi-weekly project team 
meetings to evaluate progress and project risks. (With the 
CIO in attendance at as many as possible!)

FOCUS: Would you have done anything differently, had 
you known in advance the challenges you would face?  

DAVE: Develop a DRG interface from our billing system 
back to our EMR earlier.  Start the CQM effort earlier.  Install 
the functional reporting capability earlier.

FOCUS: What advice would you give other hospitals?

DAVE: Document everything you did to meet the standards 
and have your internal or external auditors review your 
documentation and provide a summary to your board prior 
to attestation.

FOCUS: What steps are you taking to achieve Stage 2 status?

DAVE: When we decided in December 2009 to pursue 
meaningful use incentive payments to advance our EMR 
implementation, we entered into a multi-phase project 
with our technology supplier to get us through all stages of 
meaningful use and position us to achieve the highest HIMSS 
Analytics EMRAM score of level 7.  We will be bringing up 
our stage 2 functionality (as defined so far…) in March of 
2012.

FOCUS: What types of financing were used to achieve these 
goals?

DAVE: We tied our project payments to the receipt of 
incentive payments.

FOCUS: What are your spare time activities?

DAVE: What is spare time? Spending time with family, 
sports, barbeque, travel.

FOCUS: You are just told you have 30 minutes to pack - you 
are going to a sparsely populated  island.   What would you 
bring, besides food, clothes, hygiene products, etc.?

DAVE: Order a drop ship of the survivalist kit as sold on 
Amazon.com

•Certification Corner•
For the last year, you’ve been reading how HFMA has 

changed its certification program based upon feedback from 
its members and to ensure that the certification program is 
both accessible and representative of the knowledge base re-
quired to be a well-rounded healthcare financial management 
professional.  The NJ Chapter is committed to provide those 
individuals interested in certification with all the tools possible 
to help them pass the certification exam.

While any member can register to take the CHFP exam 
at any time, the NJ Chapter has organized a six-week exam 
preparation course beginning after the new year.  This course 
will review all the main areas covered on the CHFP exam, 
as well provide test-taking techniques and mock exam ques-
tions.  The course is taught by instructors with expertise in the 
various exam areas and all of whom have personally taken the 
certification exams themselves.  The review course provides 

an excellent opportunity for those individuals looking for a 
structured way to prepare for the exam.  Since the course is 
intended as a review and will not be a comprehensive resource 
for all the material that may be asked on the exam, the Chap-
ter is also offering access to HFMA’s Online Study Guide at 
a discounted rate to anyone taking the review course.  As an 
added bonus, the NJHFMA Board of Directors will continue 
its policy of reimbursing chapter members for all applicable 
certification related fees, including fees for the review course, 
certification exam application, and study materials, upon suc-
cessful completion of the HFMA Certification exam.   

Be on the lookout for a flyer soon with details about the 
review course.  If you have any questions about the course or 
any aspect of the certification process, feel free to contact the 
NJHFMA’s Certification Committee Chairperson, Eric Fish-
bein, at efishbein@presscott.com.
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FOCUS: Please provide us with a short bio on yourself.

DIANA: I am currently a Consultant in Accenture’s 
Health & Public Service Practice. With over 18+ years in 
healthcare revenue cycle process improvement and system 
implementations, I provide clients with extensive experience 
including front, middle and back-end operations. My 
project consulting experience includes Financial Clearance, 
Claims Management, Denial Avoidance and Management in 
addition to system technology implementations for Patient 
Access, Patient Financial Services, Health Information Man-
agement and Payer.  I have an MBA in Accounting and a BA 
in Organizational Communications.   

FOCUS: Please talk about your employer and your duties 
there.

DIANA: In August, I recently accepted a position with 
Accenture as a System Integration Consultant with the 
Technology and Growth platform.  Although I am aligned 
to the Provider Practice of Health and Public Service, Accen- 
ture offers me the flexibility to work in other workforces of 
the firm. I am currently staffed payer on a CMS Full Encounter 
Data (5010) engagement on the sunny West Coast. 

FOCUS:  Please name a few of the special challenges you 
face in your position.

DIANA: I’ve been a Healthcare Consultant for most of my
professional life and the biggest challenge faced being a road 
warrior is managing your work/life balance. However, I’ve 
found Accenture to be the best firm I’ve had the opportunity 
to work for because they place a high emphasis on support- 
ing every employee with the flexibility needed to maintain 
that balance. 

FOCUS:  What advice can you give other professionals that 
are interested in entering your line of work?

DIANA: Having worked in the industry specifically in 
healthcare revenue cycle and technology implementations 
with physician offices, long term care facilities and hospitals, 
really provides a broad range of opportunities for anyone 
seeking a position in the consulting arena. It is important 
to challenge yourself by not only sharpening your skill set 
constantly, but by never being afraid to step out of your 
comfort zone to learn something new.

FOCUS:  What are your hobbies and outside interests?

DIANA: My hobbies are traveling and shopping. Did I 
mention shopping already?

FOCUS: Thank you for taking the time out of your busy 
schedule to be interviewed for this edition of Member 
Spotlight.

Member Spotlight:
Diana Sessions

Diana Sessions
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New Members
Celia S. Bosco
Genova Burns & Giantomasi
(973) 535-7130
cbosco@genovaburns.com

Hayley Lynn Shulman
Withum, Smith & Brown
Staff Accountant
(973) 898-9494
Hshulman@withum.com

Jennifer A . Vanegas
First American Equipment Finance 
Healthcare Finance Specialist
(585) 643-3377
jennifer.vanegas@faef.com

Nanette Ricci
CBIZ-KA Consulting, Inc.
Manager, Clinical Services
(609) 918-0990
nricci@cbiz.com

Anna Marie Marasa
Virtua Health
Manager, Patient Access
(856) 247-3407
amarasa@virtua.org

Bryan T. Marks
William H. Connolly & Co.
Assistant Vice President
(973) 744-8500
bmarks@whconnolly.com

Yvette Dones
Princeton HealthCare System
Manager, Patient Access
(609) 497-4128
ydones@princetonhcs.org

Douglas Krentz
dkrentz@ghx.com

Garett Kreitz
Med-Metrix
Director, Business Development
(201) 978-3580
gkreitz@med-metrix.com

Victoria Cunningham
Cooper Health System
AP Manager
(856) 382-6513
cunningham-victoria@cooperhealth.edu

Marisel Rivera
AtlantiCare Regional Medical Ct
Quality Assurance & Training Manager
(609) 272-6601
marisel.rivera@atlanticare.org

Al Aboud
East Orange General Hospital
Chief Finance Officer
(973) 414-3405
abouda@evh.org

Maria A. Sanchez
Meridian Health Systems
Controller
(732) 751-3343
msanchez@meridianhealth.com

Thomas Comiskey
M&T Bank
Vice President/Group Manager
(201) 368-4511
tcomiskey@mtb.com

Gowri R. Pamnani
Deloitte
Specialist Senior
(973) 602-6545
gpamnani@deloitte.com

Barbara Ihrig
Besler Consulting
Staff Accountant
(732) 839-3884
bihrig@besler.com

Maria Palumbo
Besler Consulting
Director of Finance
(732) 839-3890
mpalumbo@besler.com

Jeffrey Cove
Panasonic Corp of N.A.
VP Tech, Corp Development Group
(551) 556-3003
jeff.cove@us.panasonic.com  
       
David L. Dean
VIE Healthcare
Account Director
(732) 456-0761
DDean@viehealthcare.com

Christopher F. Kelly
Wells Fargo Insurance Services USA, Inc.
Client Executive
(973) 437-2331
christopher.f.kelly@wellsfargo.com 

Maria D. Middleberg
Professional Technicians Inc.
President
(215) 364-4911
maria@professionaltechs.net

Todd M. Warden
Emergenuity
President
(609) 238-9644
twarden@emergenuity.com
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•Focus on...New Jobs in New Jersey•

JOB BANK SUMMARY LISTING

HFMA-NJ’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 HFMA-NJ’s Job Bank Online at www.hfmanj.org. 

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

Job Position and Organization

ASSISTANT MANAGER, SYSTEM REIMBURSEMENT
 Geisinger Health System
 Danville, PA

REVENUE CYCLE DIRECTOR
 St. Francis MC
 Trenton, NJ

MANAGER OF PATIENT ACCOUNTS
 Children’s Specialized Hospital
 Mountainside, NJ

DIRECTOR OF MANAGED CARE
 Somerset MC
 Somerville, NJ

ASSISTANT CONTROLLER
 JFK Medical Center
 Edison, NJ

AFFILIATE ACCOUNTING COORDINATOR
 Saint Peter’s University Hospital               
 New Brunswick, NJ

DIRECTOR, PATIENT BILLING SERVICES
 St. Luke’s Hospital & Health Network
 Lehigh Valley, PA

DIRECTOR, BUDGETING
 St. Luke’s Hospital & Health Network
 Lehigh Valley, PA

DIRECTOR OF FINANCE
 St. Luke’s Hospital & Health Network
 Lehigh Valley, PA
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Meet A New Member!

Who is your employer, and what is your position?

What was your first job as a teen?

What do you like best about your work 
responsibilities?

A job I would enjoy doing without pay is...

My favorite place is... 

I will not eat... 

If I’m not at work, you will find me...

Meridian Health System, Controller, Affiliate Finance.

Town Newspaper Delivery and Library Page.

Ability to have a positive impact across varied business lines.

Scenic photographer/film maker or archeologist.

Lake Tahoe in the Summer, Sedona or almost anywhere tropical. (Greece 
and Italy are on my bucket list.)

Mushrooms (mostly a texture thing) or Veal.

Walking the trails in various parks in Monmouth & Ocean Counties.

mark your calendar . . .

PLEASE NOTE:  NJ HFMA offers a discount for those members who wish to attend Chapter events and who are currently seeking employment.  
For more information or to take advantage of this discount contact Laura Hess at NJHFMA@aol.com or 888-652-4362.  The policy may be viewed 
at: http://hfmanj.orbius.com/public.assets/A02-Unemployed-Discount/file_168.pdf 

January 10, 2012 all day
Woodbridge Hilton Bimonthly Meeting:  PFS & PAS

Maria Sanchez

Six Wednesdays
Beginning
January 11, 2012
5-8PM

Basic Financial Management Series 

ARMDS offices in
Bloomfield and Burlington
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•Who’s Who in NJ Chapter Committees•

2011-2012 Chapter Committees and Scheduled Meeting Dates
*NOTE: Committees have use of the NJ HFMA Conference Call line.

If the committee uses the conference call line, their respective attendee codes are listed with the meeting date information below.

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

	 CHAIRMAN/EMAIL/ CO-CHAIR/EMAIL/ SCHEDULED MEETING MEETING BOARD
COMMITTEE PHONE PHONE DATES*/TIMES LOCATION LIAISON
CARE (Compliance, Audit, Michael McKeever Nadinia Davis First Thursday of the Month  Meeting in person at Deloitte & Touche, Darlene Mitchell
Risk & Ethics) mckeeverm@deborah.org Nadinia.Davis@mountainsidehosp.com (888) 269-3831   9:00 AM Princeton, NJ for Oct., Jan., Apr. and July mitchell.darlene@hunterdonhealthcare.org
 609-893-1200 ext  5201 973-429-6801 Attendee Code:  5952498 Balance are calls.  Please call to confirm 908-237-7059

 Elizabeth Litten Al Rottkamp First Thursday of each month Fox Rothschild offices Tony Consoli
Communications ELitten@foxrothschild.com ajcr123@aol.com (888) 269-3831    9:15 AM 997 Lenox Dr Bldg 3 aconsoli@cbiz.com
 609-896-3600 609-584-6508  Attendee Code:  7844155 Lawrenceville, NJ 732-794-2662

Education  Maria Facciponti Rita Romeu First Friday of each month  Conference calls with Tracy Davison-DiCanto 
 mfacciponti@armds.com romeur@armds.com (888) 269-3831    8:30 AM  in-person quarterly meetings. tdavison-dicanto@princetonhcs.org
 973-614-9100 973-614-9100 Attendee Code:  7363742 Call for more info. 609-620-8471

Certification Eric S. Fishbein  First Friday of each month  Conference calls with Tracy Davison-DiCanto 
(Sub-committee efishbein@presscott.com  (888) 269-3831   8:30 AM  in-person quarterly meetings. tdavison-dicanto@princetonhcs.org
of Education) 609-677-7888    Attendee Code:  7363742 Call for info. 609-620-8471

FACT (Finance, Lisa Hartman                                          Michael DiFranco Second Wednesday of each Month To alternate between in person  Scott Mariani
Accounting, Capital lhartman@princetonhcs.org mike.difranco@gt.com (888) 269-3831   8:00 AM and conference calls; smariani@withum.com
& Taxes) 609-430-7789  215-814-1757  Attendee Code:  8730600 locations TBD 973-898-9494 x420

 Howard Krain Dan Willis Fourth Thursday of each Month Conference calls with in-person Mike Alwell
Institute 2011 hkrain@microsoft.com  DWillis@childrens-specialized.org  (888) 290-0578   8:00 AM  meetings. malwell@smmcnj.org
 908-377-5020 908-301-5458 Attendee Code:  8788393 Call for more information. 973-877-2853  
 
LINK Elizabeth Litten Dennis Scotti As needed.  Mike Alwell   
(Local Information ELitten@foxrothschild.com discotti@presscott.com (888) 290-0578  malwell@smmcnj.org
NetworKs) 609-896-3600 732-238-3188 Attendee Code:  9654515  973-877-2853  
 
 Kevin Joyce Jill Squires 6/16, 7/21, 9/15, New Jersey Stella Visaggio 
Managed Care kjoyce@qualcareinc.com jill.squiers@ehmc.com 10/20, 12/15   9-11:00 AM Hospital Association svisaggi@hrmcnj.org  
 732-562-7823 201 894-3099 No conference calling Board Room 908-850-6928  
 
Membership Services/ Erica Waller Kevin Margolis Call for meeting arrangements Locations alternate Deborah Shapiro
Networking Ewaller@princetonhcs.org kevin.margolis@amerihealth.com (888) 269-3831 by month - dshapiro@wfs-services.com
 609-620-8335 609-662-2422 Attendee Code:  5495569 please contact the chairs 201-617-7100   
 
 William Hunt Diana Sessions Second Thursday of each Month CBIZ KA Consulting offices Laurie Grey 
Patient Access Services whunt@humed.com Diana.Sessions23@gmail.com  (888) 269-3831  9:30 AM in East Windsor, NJ lgrey@princetonhcs.org  
 201-996-2897 770-330-1259 Attendee Code:  8942192  609-620-8383  
 
 Josette Portalatin Steven Stadtmauer Second Friday of each Month New Jersey Jay Picerno
Patient Financial Services jportal@valleyhealth.com sstadtmauer@csandw-llp.com (888) 290-0578   10:00 AM Hospital Association jpicerno@sbhcs.com 
 201- 291-6017 973-778-1771 Ext. 146 Attendee Code:  6748634 Board Room 973-322-4102 
 
Regulatory & Rich Rifenburg Vickie Ozmore Third Tuesday of each Month Locations alternate Heather Weber   
Reimbursement rifenburgr@deborah.org vicki.ozmore@atlanticare.org (888) 269-3831   9:00 AM by month -  hweber@parentenet.com 
 609-893-6611 x5794 609-677-7171 Attendee Code:  9169098 please contact the chairs 215-557-2016  
 
 Lindsey Colombo Vickie McElarney First Wednesday of each Month Alternates Raritan Bay MC and Steven Bilsky 
Revenue Integrity lcolombo@rbmc.org Victoria.McElarney@rwjuh.edu (888) 290-0578   9:00 AM New Jersey Hospital Association sbilsky@causeycpas.com 
 732-324-6031 732-418-8423 Attendee Code:  8128109 Board Room 303-672-9896  
 
 Michael Ruiz de Somocurcio  Second Thursday of each Month  Michael Ruiz de Somocurcio 
Sponsorship Michael.RuizdeSomocurcio@amerihealth.com  (888) 290-0578   8:30 AM Conference calls Michael.RuizdeSomocurcio@amerihealth.com
 732-726-6709  Attendee Code:  8451888  732-726-6709
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Once again, the combination of an attractive location with 
a stimulating agenda and an opportunity to garner as many 
as 17.5 CPEs drew a record crowd to the 35th Annual 
Institute.  Held in cooperation with the Metropolitan Phila-
delphia Chapter, more than 575 HFMA members registered 
at Atlantic City’s Borgata Hotel and Casino Spa for the three-
day event. In addition to the educational offerings, the Vendor 
Fair provided attendees with opportunities to evaluate a broad 
range of products and services from 54 exhibitors.  

Wednesday’s educational offerings included a three hour 
seminar on ICD-10 preparation followed by two one-hour 
long breakout sessions on topics that included:

• Denial Management Process Improvement
• Financial Analytics in Managed Care Contracting:  

        Moving Beyond the Double-Digit Increase
• How Healthcare Reform & Clinical Outcomes Effect  

        Financial Performance and
• ACOs: Parental Discretion Advised.
Wednesday evening’s Welcome Reception and Vendor Fair 

raised more than $6,100 for the Big Brothers and Big Sisters 
organization, while providing participants with an opportunity 
to socialize with their colleagues in a casual setting.  More than 
51 lucky raffle winners walked away with prizes ranging from 
restaurant dinners and sports tickets to X-box 360 games.

Thursday’s General Sessions
Chapter President, Mike Alwell, welcomed attendees, re-

viewed the agenda, and thanked Institute co-chairs Howard 
Krain and Dan Willis and their Committee for producing an 

outstanding program. He then introduced former Chapter 
President John Dalton, who served as Master of Ceremonies 
for the Institute.

HFMA National Chairman Greg Adams, a member of the 
New Jersey Chapter since 1979, provided Thursday morning’s 
keynote address, discussing the current state of HFMA and 
why it’s important that members “Believe to Achieve.”  As the 
first New Jersey Chapter member in the history of the HFMA 
to serve as its voluntary Chair, Mr. Adams received a warm 
reception from his Garden State colleagues.

Award winning news anchor and commentator Larry 
Mendte discussed current concerns in healthcare in the United 
States. In a frequently provocative presentation based on per-
sonal and family experience, he spoke to the pros, cons, and  
potential impact of healthcare reform on individuals, employ-
ers, and the US economy. Mr. Mendte writes, produces and 
delivers a news commentary every night for PIX11 News at 10. 
The commentaries also air at Tribune TV stations across the 
country. His commentaries have been credited with helping 
to pass the 9/11 First Responder's Health and Compensation 
Bill.  For his efforts, Mr. Mendte has been named an honorary  
board member of The Fealgood Foundation, the leading 
advocacy organization for the heroes of 9/11. 

continued on page 36

35th Annual Institute Attracts 
Record Attendance

by John Dalton, FHFMA and Howard Krain, FACHE

Photos courtesy of Steve Aaron, Convergent Revenue Cycle Management, Inc.
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continued from page 35

Following the morning break, Annette Catino, President 
and CEO of QualCare, was joined by Kevin Joyce, Vice Presi-
dent, Network and Delivery Systems, and Tim Ford, Vice 
President of Business Development, to discuss the merits of 
their Shared Savings Programs. Despite having flown the red 
eye back from Phoenix, Ms. Catino’s presentation was ener-
getic and illuminating.

Chapter Awards Presentation
Traditionally, the morning session concludes with presen-

tation of the prior year’s Chapter Awards by the Immediate 
Past President.  This year, John Dalton, serving as Master of  
Ceremonies for the Institute, added a wrinkle, calling on ten 
other Past Presidents to join him on the dais to applaud the 
“Fabulous Five” whose outstanding leadership brought New 
Jersey the 2011 Robert M. Shelton Award for Sustained Ex-
cellence: Dotti Lindstrom, Cheryl Cohen, Joe Dobosh, Brian 
Sherin and Mary Taylor.  Mr. Shelton was a founder of the 
New Jersey Chapter and served as HFMA’s first executive di-
rector, leading the national office from 1959 to 1978.  There 
is no higher honor that a chapter can attain.  

Mary Taylor then handed out chapter awards that included 

five Henry C. Hottum Awards for educational performance 
improvement, one bronze award and two silver awards for 
education, one gold award and one silver award for certifica-
tion excellence, one gold award and three bronze awards for 
membership growth and retention, and multiple Helen M. 
Yerger special recognition awards.

Do the Right Thing and the Money Will Follow
Following lunch, Paul F. Levy, who served as President 

and Chief Executive Officer of Boston’s Beth Israel Deacon-
ess Medical Center (BIDMC) from January 2002 to January 
2011, furnished attendees with additional food for thought.  

Prior to joining BIDMC, Mr. Levy was the Executive Dean 
for Administration at Harvard Medical School, where he was 
responsible for administrative, budgetary, and facility issues, 
as well as community and governmental relations. He was 
also involved in coordinating collaborative ventures between 
HMS and its affiliated hospitals.  Before joining Harvard 
Medical School, Paul Levy was Adjunct Professor of Environ-
mental Policy at MIT, where he taught infrastructure plan-
ning and development and environmental policy for seven 
years. 

Faced with deteriorating finances, a paralyzed Board and 
clashing cultures resulting from the 1996 merger of New 
England Deaconess with neighboring Beth Israel, Mr. Levy 
saw nowhere to go but up. He began by making decisions, 
always with the patient in mind, and an unrelenting focus on 
improving quality and outcomes which resulted in reducing 
the Medical Center’s cost base and restoring financial viability.  
Today, U.S. News&World Report consistently ranks BIDMC 
as one of the best hospitals in the US.
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Breakout Sessions
Thursday afternoon concluded with three one hour break-

out sessions on each of four tracks:
  • Reimbursement, with “ICD-10 Implementation:  
  What are you Waiting For?” “Wage Index: Present  
  Challenges and Future Opportunities,” and “Hot 
  Legal Issues in Provider-Health Plan Relations – Win- 
  ning the Battle.”
 • Revenue Cycle, with “Improving your Bottom Line  
  Through Effective Bad Debt Management,” “5010  
  Update & Experiences & the Benefit of the Claim 
  Status Transaction (276/277),” and “Collaborating  
  with Nursing Leadership to Enhance Revenue Cycle  
  Performance in the ED.”
 • Legislative, with “Value Based Purchasing: Beyond  
  Quality and Outcomes,” “Fundamentals of the  
  Healthcare Exchange from a Health Plan Perspective,”  
  and “Legislative Update from Trenton.”
 • General Finance, with “Incentives and Employment  
  Taxes for Tax-Exempt Organizations,” Complex Valu- 
  ation: No Longer the Vanilla Transaction,” and “Hos- 
  pital-Physician Integration: Crafting Successful Rela- 
  tionships Beyond Acquisition or Affiliation.”

Friday’s General Sessions
The 35th Annual Institute concluded Friday morning 

with three one hour general sessions on three distinct topics.  
Author, entrepreneur and health care visionary J. D. Kleinke 
presented “Risky Hospital Business 2.0: Remake of the 1990s 
Managed Care Classic.” Mr. Kleinke was a founding executive 
of Solucient during the 1990s, and helped establish Health 

Grades Inc., a publicly traded health care information com-
pany based in Denver, and served as Vice Chairman of the 
Board until 2008. He has long been a leading advocate for 
a smarter, data-driven, post-partisan health care system. His 
2001 book, Oxymorons: The Myth of a U.S. Health Care Sys-
tem, is required reading in many health administration gradu-
ate programs.  

Jacob Sussman, Managing Director at Kaufmann Hall, 
provided illuminating insights into the changing landscape 
in a presentation entitled: “The Transformation of America’s 
Hospitals: Positioning for Sustainability.” The entire presen-
tation can be found at the Institute web site. Mr. Sussman  
concluded that “The goals of lower cost and higher quality 
will ultimately be driven by an attitude and culture that values 
change and innovation and places the patient at the center of 
every organizational decision.” Kaufmann Hall recommends 
that hospitals:

  • Identify, manage, and balance risk

 • Stay aware of environmental issues

 • Support government relations activities and coordi- 
  nate with peer hospitals

 • Prepare for alternate payment mode

 • Be exhaustive in evaluating strategic alternatives

 • Achieve scale by partnering and collaborating; and

 • Grow intelligently by focusing resources on key 
  services.

The Institute’s final speaker, Mark Anderson, has the 
distinction of being New Jersey’s first and only Medicaid 
Inspector General. When the Office of the Medicaid Inspector  
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General was merged into the State Comptroller's Office, Mr.  
Anderson was appointed Director of the Medicaid Fraud 
Division. As the Division’s Director, Mr. Anderson’s tasks 
include detecting, investigating and preventing Medicaid 
fraud and abuse. In a frank and open discussion, Mr. Ander-
son described the state’s plans for Medicaid RACs and the 
Medicaid Integrity Audits. His presentation also is available 
at the Institute web site.

Next year, the Annual Institute again will be held at the 
Borgata from October 10-12, 2012.  Remember to save the 
date and we look forward to seeing everyone next year.

About the authors
John J. Dalton, FHFMA, is Senior Advisor at Besler Consult-
ing in Princeton, NJ.  A former Chapter President and National 
Board member, Mr. Dalton was HFMA’s 2001 Morgan Award 
winner for lifetime achievement in healthcare financial manage-
ment.

Howard L. Krain, FACHE, is a healthcare and technology execu-
tive with Microsoft’s Health Solutions Group, an innovative busi-
ness unit. Prior, he held a number of senior leadership roles within 
marketing and sales in the healthcare IT and technology units of 
General Electric. Mr. Krain also serves on the Board of Directors 
for Beth Abraham Family of Services in New York.
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Balancing costs, care and operations

Audit  |  Accounting  |  Tax  |  Business Advisory Services

Parentebeard.com       732.388.5210       © Parentebeard LLC

ThePowertoConnect
Balancing the demands of patient care, rising costs and the need to run a 

successful business can be a struggle for healthcare organizations.  
The professionals in ParenteBeard’s Healthcare Services Group have 

decades of experience in providing financial and business advisory 
services to hospitals and healthcare systems, physician and medical  

group practices, dental practices and other provider institutions.

Because ParenteBeard’s practice is structured regionally, we provide our 
clients with a thorough understanding of healthcare issues in their regions.  

It’s challenging to envision what the healthcare industry will look like 
tomorrow. ParenteBeard can provide you with a secure business 

foundation today to help you move confidently into the future.

continued from page 41
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Advertiser Focus
Please consider supporting our sponsoring companies

Since 1986, BESLER Consulting has been assisting 
healthcare providers in enhancing revenue, gaining 
operational efficiencies and achieving compliance. 
BESLER Consulting clients benefit from a team of 
highly experienced, dedicated professionals. They bring
to each engagement in-depth knowledge in a wide range of financial, operational 
and compliance issues. Telephone 1.877.4BESLER • Web site Beslerconsulting.com

Established in 1973, McBee Associates, Inc., one 
 of the nation’s largest, independent health care con-
 sulting practices, provides managerial and financial
 consulting services to health care organizations. The
 firm’s consultants maintain an extensive array of 
financial and managerial expertise, enabling them to resolve any financial chal-
lenge that faces a health care provider today. Visit: www.mcbeeassociates.com

For over twenty-five years, CBIZ KA Consulting Services has 
provided customized financial solutions to healthcare providers. 
Our staff blends industry knowledge and practical experience to 
provide services in the fields of reimbursement optimization, 
Medicare and Medicaid recovery, managed care, decision support, 
benchmarking and clinical resource management. For informa-
tion, visit www.kaconsults.com.

ParenteBeard is the Mid Atlantic’s leading 
regional certified public accounting and con-
sulting firm with over 1,200 employees serv-
ing middle market and small business clients 

across the region. The 170 partner firm has 24 offices located in Pennsylvania, 
New Jersey, New York, Maryland, Delaware and Texas. The firm is ranked among 
the Top 20 firms in the USA and is an independent member of Baker Tilly Inter-
national. For more information, please visit ParenteBeard at www.parentebeard.
com.

Founded in 1974, WS+B is one of the largest region- 
al accounting and consulting firms in the mid-
Atlantic area with office locations in New Jersey, 
New York, Pennsylvania and Maryland. With over 
375 employees, the firm ranks among the top 35 

CPA firms nationwide. WS+B services hundreds of health care providers in the 
areas of accounting & auditing, consulting, tax, corporate governance and risk 
management. Contact Scott Mariani at smariani@withum.com or 973.898.9494.  
www.withum.com

www.foxrothschild.com 

Counted among the 200 largest law firms in 
the country, Fox Rothschild LLP is a full-service 
firm with offices in Pennsylvania, New Jersey, 
New York, Florida, California, Nevada and Delaware, providing a complete range 
of legal services to public and private business  entities, charitable, medical and 
educational institutions and individuals. 

The Health Care Law Group at Norris McLaughlin & Marcus 
is one of the largest in New Jersey. We provide a variety of 
services to clients throughout the health care field, includ-
ing highly specialized work in the regulatory areas governing 
the delivery of health care services under state and federal 

law. Our health care clients include hospitals and their affiliated corporations, 
hospital medical staffs, nursing homes and other long-term care facilities, joint 
venture groups, professional practices, and other providers of health care ser-
vices. For more information, visit our web site at www.nmmlaw.com.

Panacea Healthcare Solutions, LLC with offices in Florida 
and New Jersey, provides expert financial and information  
technology services and systems to healthcare providers, 
payers, and software companies. Panacea’s areas of ex- 
pertise include coding, compliance, finance, reimbursement 
and revenue cycle consulting and systems. These services include CDMauditor.
com, RACauditor.com, LostRevenueRecovery.com, and hospital Zero Base Pricing 
consulting.

For more information, visit www.PanaceaHealthSolutions.com or contact Mike 
Kennedy at 1-866-926-5933 x702.

new jersey chapter

NJ SmartStart Buildings is the commercial and industrial 
component of the NJ Clean Energy Program, offering tech-
nical assistance, design support and financial incentives 
for energy-efficient equipment in new construction and 
retrofits in New Jersey.

Visit NJ SmartStart Buildings online at www.njsmartstartbuildings.com or call us 
toll free at 866-433-4479 for more information.

Liberty is a preferred hospital revenue cycle 
firm specializing in converting accounts re-
ceivable into cash and scrubbing accounts 
until they reach a zero balance. Established 
in 1989, Liberty has served over 100 clients in the New Jersey/New York Metro-
politan area. Our key staff have held various leadership positions in hospital patient 
accounting and revenue cycle functions and is recognized as a high quality, high 
service firm with a reputation for flawless account work. Call us at 973.872.1497 
or visit us at www.libertybilling.com.

Medical Receivables Billing Group (MRB) was cre-
ated in 1981 for the purpose of providing specialized 
No-Fault and Workers Compensation billing/follow-up 
services. MRB has expanded its services to include 

Day One and Aged Commercial Insurance billing/follow-up. MRB employs over 
50 billing specialists to handle In-Patient, Outpatient, Physician, Radiology and 
Ambulatory accounts.



1-866-889-2523 |  healthfirstnj.org     

Become a Healthfirst NJ provider 
and discover the difference. 
Call 1-866-889-2523.

You care for 
your patients. 
Let us care 
for you.

• Competitive reimbursement for our physicians
• No written referrals needed for network specialists
• Dedicated Network Management Representatives

http://www.healthfirstnj.org


smBVerified is a service mark of Besler & Co., Inc. d/b/a BESLER Consulting

VerifiedSM - Put the Power of Our Expertise in Your Hands

Call BESLER Consulting - 877.4BESLER

Scan QR Code for 
More Information

Is your Employee and Vendor Screening Solution 
Meeting All Your Needs?

 ● All Federal and State Databases Included

 ● Verify Caregivers’ License Information

 ● Unlimited Screening with 24/7 Access 

 ● Backed by a Company with Compliance Experts

 ● Easy to Use

 ● Automated Solution

 ● Unlimited Users

 ● Economical Solution/Competitive Pricing

It’s time to look at the 
BVerifiedSM - Screening and VerificationSM  Solution!

 www.besler.com/SanctionScreening.htm

 
Screening goes beyond the point of initial hire – it must be done on a regular basis. 


