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The President’s View . . .

Tracy Davison-DiCanto

Hello everyone –

Welcome to the Summer Edition of the Garden State Focus! As the President of the 
HFMA New Jersey Chapter for the 2014-15 chapter year I am so incredibly excited to lead 
our chapter to new heights over the course of this year. The HFMA National Theme this 
year is Leading the Change. In our ever-changing climate in the healthcare industry it is 
even more important that as an organization we continue to be the foremost subject matter 
experts and leaders in our field. In each issue of the Focus, I will highlight the efforts of the 
chapter, our leaders and our membership as we focus on this theme. As Margaret Mead once 
said, “Never doubt that a small group of thoughtful, committed citizens can change the 
world; indeed, it's the only thing that ever has.” I challenge each of you to think about this 
quote and how you will lead the change both professionally and personally in the upcoming 
year. I have the utmost confidence that each of you can and will have a profound impact.

I have to take a moment to thank each of you for continuing to support the chapter 
through your membership, attendance at educational and social events and participation in our chapter committees. You are the 
reason why our volunteers dedicate such an incredible amount of time and effort to ensuring that we are providing high quality 
events and opportunities for growth, networking and development. 

To our volunteers – past officers, Board of Directors, Committee Chairs/Co-Chairs and committee members; I cannot 
thank you enough for the time and effort you spend making this chapter what it is each day. Your dedication is what makes this 
chapter one of the best in the country. A special thanks to David Wiessel, our outgoing Chapter President. We all appreciate 
the leadership that you have provided over the past year and the time spent representing our chapter. We look forward to your 
continued support. I’d also like to recognize our outgoing Board and Advisory Committee members – Deborah Shapiro, Tony 
Consoli and Brian Sherin. Your dedication over the years has truly inspired us and has resulted in the growth of our chapter. 
Congratulations to all on the five Yerger awards from National for the amazing events that we put on over the past year. 

I encourage everyone to take a look at our Committees and Forums and get involved. Over the years, I have gleaned insights 
and valuable information that I have been able to use in my daily role and I know that you will too. Many members of the chapter 
have been able to tie financial results to the discussions and ideas shared at the Forums and education sessions. You can find 
information related to these on the “Who’s Who in NJ Chapter Committees” page. Check out our newly redesigned website at 
www.hfmanj.org and all of the upcoming education events. Registration for this year’s Annual Institute being held from October 
8-10th in Atlantic City can be found on the Institute webpage at www.njhfmainstitute.org. Since ICD10 has been delayed, I 
would love to see you all there!

I hope that you enjoy this edition of the Focus and I look forward to meeting and working with many of you during this 
year. Feel free to reach out to me to chat anytime if you are looking to become more involved or have any ideas for the chapter 
leadership. 

Warm regards –

Tracy Davison-DiCanto
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From The Editor . . .

Elizabeth G. Litten

Dear Readers:

Another beautiful New Jersey summer is upon us, and I am determined to leave work-
related reading in the office or at home when I head to the shore this season.  However, I 
strongly encourage you to add this magazine to your beach bag. It’s never bulky, sunshine 
doesn’t detract from its legibility, and it provides enough health industry-related information 
to keep your mind engaged while your body relaxes in the sea breezes.

The health care environment continues to change in many ways and providers, payers, 
and governments face continued budgetary challenges, but some things remain (almost) the 
same. Take the importance of nurses, for example. The “1887 Nursing Job Description” 
included in Katie Boston-Leary’s article seems quaintly and amusingly dated, but some 
premises have not really changed: a nurse should maintain room temperatures at a constant 
and comfortable level; work in a clean environment; take careful notes for communication with the physician; be available 
many hours a day; have time off;  set aside funds for retirement; and be rewarded for quality and continued service (I will set 
aside the description regarding smoking, drinking and going to a hair salon, though I suppose a modern equivalent would relate 
to the importance of a healthy lifestyle?). Nurses are likely to become increasingly vital to health care delivery and patient access 
to care as New Jersey faces the predicted primary care physician shortage noted in Tyla Housman’s article on the New Jersey 
SFY 2015 Budget.  

Patient access to health care was recently highlighted on the national stage in connection with the U.S. Department of 
Veterans Affairs (“VA”) hospitals’ patient scheduling problems. As I write this letter, bills are pending in Congress to expand 
veteran access to non-VA providers, and a little-known VA program, the “Patient-Centered Community Care” or “PC3” program 
also provides an opportunity for New Jersey providers to supplement services traditionally rendered by VA facilities.  Improving 
patient access to care continues to be an elusive goal, and one that is likely to continue to elude us if our health care delivery and 
payment system fails to conserve resources.  

For those of you who want a more intense, lengthier read at the beach or poolside than this magazine offers, I recommend 
Michael J. Daugherty’s scathing account of a health care company’s investigation by the Federal Trade Commission for an alleged 
breach of patient data, The Devil Inside the Beltway, or Clayton M. Christensen’s book, The Innovator’s Prescription:  A Disruptive 
Solution for Health Care. Here’s a provocative quote from that book: “There are more than 9,000 billing codes for individual 
procedures and units of care. But there is not a single billing code for patient adherence or improvement, or for helping patients 
stay well.”

Stay well this summer, and happy reading!

Elizabeth G. Litten
Editor
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SFY2015 Budget and the 
Conservation of Health 
Care Funding

Tyla Housman

by Tyla Housman

continued on page 8

Governor Christie is proposing a $34.5 billion budget 
for state fiscal year 2015, a 3.5 percent increase in spending 
from state fiscal year 2014. Most notably the budget proposal 
includes an historic $2.25 billion payment, the state’s largest 
ever, to the pension fund for public workers. The Governor 
has said the pension payment accounts for 94 percent of the 
proposed increase in spending from last year to this year, and 
is needed to bring the fund back to solvency and to combat 
the rising cost of benefits and health care. Also included in the 
Governor’s budget proposal are a new tax on e-cigarettes equal 
to the tax on traditional tobacco cigarettes, increased school 
funding, additional municipal aid to communities affected 
by Hurricane Sandy and a continued commitment to the 
healthcare industry. 

This budget proposal keeps hospital funding whole in the 
aggregate for the fifth year in a row, with $985 million of the 
state’s budget being directed toward Graduate Medical Education 
($100 million), Delivery System Reform Incentive Payments or 
DSRIP ($166.6 million), Charity Care ($650 million), and the 
Mental Health Subsidy Fund ($24.7 million). Funding for the 
state’s Charity Care program will see a decrease of $25 million 
from last year’s $675 million to $650 million. The reduction of 
$25 million from this pool will be redirected to a specific line 
item in the budget proposal for University Hospital, the state’s 
only publicly run hospital. The New Jersey Hospital Association 
(NJHA) is working with the Legislature to make certain that 
critical funding for these programs stays intact when they return 
their budget proposal to the Governor in June. 

The state’s non-partisan Legislative Budget and Finance 
Officer, David Rosen, warned that Treasurer Andrew Sidamon-
Eristoff ’s revenue projections for state fiscal year 2015 were overly 
optimistic and he believes the state will likely face a significant 
shortfall. This marks the fourth year in a row that the Executive 
branch and non-partisan policy analysts have disagreed about how 
much revenue the state will generate over the course of the next 
fiscal year. The Treasurer has since acknowledged the possibility 
of a shortfall and a need to identify additional budget cuts. This 
potential shortfall will keep the industry engaged in negotiations 
to ensure that healthcare funding isn’t used as a bargaining tool 

between the two branches of 
government during the home-
stretch of the budget process. 

With the implementation of the Affordable Care Act and 
Medicaid expansion in its infancy, NJHA appreciates that the 
Administration and the Legislature are continuing to fund 
uncompensated care in our state at current levels. Hospitals 
provide nearly $1.25 billion in charity care services each year, 
while over the last 10 years the state has only reimbursed 
hospitals for half of the charity care they provided. Many have 
surmised that with a decline in the uninsured population in 
our state there will be an inevitable decline in state support 
for uncompensated care in future budget proposals. However, 
the state is expecting to spend $87.6 million less than it had 
budgeted for Medicaid in the current fiscal year due to lower 
than expected NJ FamilyCare enrollment numbers. New Jersey 
hospitals also currently support an estimated population of 
525,000 undocumented immigrants who often rely on charity 
care to pay for their treatment. In addition to providing a safety 
net for the least fortunate in our communities, hospitals are 
also grappling with rising “bad debt,” payments that they will 
likely never recover. Combined hospital charity care and bad 
debt rose by $100 million between 2010 and 2012, an increase 
of 4.9 percent. Without a significant shift in these key factors, 
the need for charity care in our hospitals is ever present. 

Another key economic issue facing hospitals is physician 
retention. Much like the rest of the country, New Jersey is 
facing a projected primary care physician shortage. When 
combined with a growing insured population, this shortage 
will exacerbate the improper use of emergency departments 
for primary care services, and further stretch hospital budgets. 
A report by NJHA and the Council of Teaching Hospitals 
warned that without preventative measures, New Jersey will 
have an estimated 3,000 fewer doctors in 2020 than is deemed 
necessary to properly serve the state’s healthcare needs. NJHA 
has developed an access-to-care policy platform to guide 
advocacy efforts to retain and recruit more physicians to care 
for a newly insured population and combat the rising cost of  
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continued from page 6

providing primary care in emergency departments. Without  
state support to maintain a sufficient network of primary care 
doctors and post-acute providers, emergency departments will 
remain a very costly place of last resort for many seeking care. 

In this budget proposal Medicaid rates for post-acute 
providers have also remained flat. Nursing home rates are the 
same as in state fiscal year 2014, and the Medicaid funding 
levels for special care needs facility patients and for assisted 
living communities have both been suppressed for more than 
six years. Post-acute providers care for the frailest of the frail 
in our communities. The cost of providing care to the most 
vulnerable continues to rise, and stakeholders must engage in 
meaningful discussions about how to provide senior citizens, 
long-term care and assisted living residents, and special needs 
patients the best and most cost-effective care possible.

Gov. Christie also included language in his budget proposal 
to create a multi-county pilot program that urges hospitals 
and managed care organizations to contract with each other. 
Those who do not reach an agreement would be subject to 
modest reductions in payments from the state. In his February 
budget address, the Governor called on Rutgers Biomedical 
and Health Sciences, University Hospital and Rutgers Camden 
to join with Medicaid managed care organizations to help the 
administration devise a program to innovate and improve 

healthcare delivery under Medicaid and NJ FamilyCare. 
The administration has offered little detail on the specifics 
of the proposed pilot program, but it signifies a move within 
state government to use penalties as a means to incentivize 
collaboration among managed care organizations and hospital 
providers to bring down the cost of care. 

NJHA appreciates the Administration’s and the Legislature’s 
commitment to the healthcare provider community in this 
proposed budget. Significant federal cuts to hospital funding will 
be enacted this year under the Affordable Care Act, sequestration 
and other sources, making state funding even more vital. 
Payment reductions from these provisions total $168.9 million 
for New Jersey providers in 2014. With these factors in mind, it 
is imperative that the state continue to work with the industry 
to identify adequate, stable levels of funding as the healthcare 
environment continues to evolve to ensure that providers are able 
to deliver the best possible care to New Jersey residents. 

About the author
Tyla Housman recently joined the New Jersey Hospital Association 
as Deputy Director of Government Relations and Policy. Before 
her service at NJHA, she worked as Chief of Staff to Assemblyman 
Troy Singleton in the 7th Legislative District. Tyla can be reached 
at THousman@njha.com
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HIPAA Security Risk 
Analysis: HHS Releases 
a New Guidance Tool

by  Nicole K. Martin, MPH, Esq.

Nicole MartinThe U.S. Department of Health and Human Services 
(“HHS”) recently announced the release of a new information 
security risk assessment tool (the “SRA Tool”) that likely will 
be a well-received resource by some health care providers.1  The 
SRA Tool is a software application available for download, at 
no charge, on the HealthIT.gov website at: www.HealthIT.gov/
security-risk-assessment.  Designed to help small and medium 
health care practices conduct the risk analysis mandated 
under the HIPAA2 “Security Standards for the Protection 
of Electronic Protected Health Information” (the “Security 
Rule”)3, the SRA Tool was issued to serve as guidance during 
a risk assessment process.  HHS developed the SRA Tool to 
be used for informational purposes only, not as a specific risk 
analysis methodology4.  This article presents an overview of 
the SRA Tool by first addressing the risk analysis requirement 
under the Security Rule, then outlining key elements of the 
SRA Tool, and finally providing examples of benefits that may 
result from use of the SRA Tool.

 1. Security Risk Analysis Requirement: In Brief.
  HHS was required under HIPAA to establish national 
  standards for the security of electronic health  
  information.5  As a result, HHS adopted the Security  
  Rule in 2003 (with a compliance deadline in 2005) 
  to protect the confidentiality, integrity, and availability  
  of electronic protected health information (“e-PHI”).6  
  The Security Rule sets forth standards for administra- 
  tive, technical, and physical safeguards for e-PHI.7 One 
  of the required components for implementation  
  of the security management process standard under  
  the administrative safeguards category is a risk analysis.   
  Specifically, organizations subject to HIPAA are re- 
  quired to “[c]onduct an accurate and thorough assess- 
  ment of the potential risks and vulnerabilities to the con- 
  fidentiality, integrity, and availability of” the e-PHI  
  they possess.8 Although the risk analysis requirement  
  has been in effect since 2003, based on reported find- 
  ings from an initial analysis of the 2011-2012 HIPAA  
  Pilot Audit Program administered by the HHS Office  
  for Civil Rights (“OCR”), it is probable that a number  

  of organizations (espe- 
  cially smaller health  
  care practices) are not aware of the risk analysis  
  requirement and obligation to perform a risk assessment.9

 2. The SRA Tool.
On March 28, 2014, HHS issued a press release (the 
“March 28 Press Release”) to unveil the SRA Tool 
that the HHS Office of the National Coordinator for 
Health Information Technology (ONC) developed, in 
collaboration with OCR and the HHS Office of the 
General Counsel, to support a health care practice’s 
HIPAA security risk assessment process.10 The SRA Tool 
is comprised of a questionnaire totaling 156 questions11 
based on the Security Rule, the Health Information 
Technology for Economic and Clinical Health 
Act (commonly known as HITECH), and certain 
publications issued by the National Institute for Standards 
and Technology.12 The questions were tailored to 
generate responses about an organization’s activities, such 
as security practices, risk management, and information 
security access control issues.13 It appears the purpose of 
the questionnaire format and sequence of questions is to 
help users facilitate an organized risk assessment process. 
Beyond modeling a structured approach, the SRA Tool 
offers other elements of support including the following: 

 (i) Resources provided with questions. Each question of  
  the SRA Tool is accompanied by resources that   
  provide context for the question, enable users to  
  consider potential threats and vulnerabilities to 
  e-PHI if requirements under HIPAA are not satis- 
  fied, and allow users to review text from safeguards  
  under the Security Rule and examples of safe 
  guards; 

 (ii) Ability to document responses directly in the SRA  
  Tool. The SRA Tool permits users to document  
  their response to each question, along with any  
  comments regarding current activities, notes and  
  risk remediation plans, directly into the tool;
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continued on page 12

 (iii) Working at your own pace.  Users can complete  
  the questionnaire at their own pace because it is  
  possible to save documented responses, exit the  
  SRA Tool at any time, and resume the question- 
  naire at a later time; and

 (iv) Report-generating capabilities. The SRA Tool pro- 
  vides the option for users to create a report to  
  view and print their assessment results.14

The SRA Tool is accompanied by a tutorial video15 and a user 
guide16.  The user guide provides detailed instructions for how 
to access and use the SRA Tool, including screen shots to help 
users navigate certain steps.17 Also, in addition to reiterating 
the intended purpose for the SRA Tool, the user guide clearly 
states that the SRA Tool was not designed: (i) to be used 
simultaneously by multiple users; (ii) to serve as a resource that 
addresses requirements under the HIPAA Privacy Rule; or (iii) 
to provide a certificate or other statement of compliance.18

 3. Possible Benefits from Use of the SRA Tool.
According to OCR, a “[r]isk analysis is the first step 
in an organization’s Security Rule compliance efforts.”19  
Further, a “[r]isk analysis is an ongoing process that 
should provide the organization with a detailed 
understanding of the risks to the confidentiality, integrity, 
and availability of e-PHI.”20 Since the approach for how 
an organization will satisfy its obligations under the 
Security Rule hinges significantly on its implementation 
of a risk assessment, the most obvious benefit to health 
care practices that use the SRA Tool is that they will have 
guidance during their risk assessments process. With 
respect to additional benefits from using the SRA Tool, 
and conducting risk assessments in general, examples of 
anticipated benefits HHS highlighted in the March 28 
Press Release are outlined below.

 (i) Support during risk assessment process.  The SRA  
  Tool was designed to support small to medium  
  health care providers as they “conduct and docu- 
  ment a risk assessment in a thorough, organized  
  fashion at their own pace by allowing them to  
  assess the information security risks in their 
  organizations.”21

 (ii) Record of risk assessment; evidence for auditors.   
  Documentation is a key form of evidence of  
  due diligence and compliance efforts.  The SRA  
  Tool provides users with the option to document  
  and print their responses to questions set forth in  
  the SRA Tool.  Based on HHS commentary, the  
  SRA Tool “produces a report that can be pro- 
  vided to auditors.”22

 (iii) Other possible benefits from conducting a risk 
  assessment. Conducting comprehensive risk 
  assessments can further an organization’s com- 
  pliance efforts with the Security Rule and sup- 
  port improved security of e-PHI.  The SRA Tool  
  could help health care practices discover “poten- 
  tial weaknesses in their security policies, processes  
  and systems.”23  After identifying vulnerabilities,  
  organizations can then develop a plan to tackle 
  deficiencies and prevent harmful security events.

Due to the foundational nature of the risk analysis 
requirement under the Security Rule, and in a time when 
OCR has increased its enforcement of HIPAA, performance 
of a comprehensive risk assessment is paramount for 
implementation of the required risk analysis. There is a lack 
of evidence as to why small and medium health care practices 
would automatically dismiss assistance and not, at a minimum, 
consider whether the SRA Tool is appropriate for use during 
their organization’s performance of a risk assessment.  
However, organizations should remember that the SRA Tool 
was designed to be a source of guidance, and does not facilitate 
a security risk analysis.

About the author
Nicole K. Martin is founder of Martin Law, LLC.  As a health 
care attorney with a Master of Public Health degree, Nicole has 
substantial experience furnishing counsel in corporate, government 
and non-profit settings.  In her practice she provides guidance based 
on a comprehensive understanding of federal and state health 
care laws and aids in the development of compliance programs 
and organization policies.  She establishes education programs 
and conducts workshops on a broad range of health law-related 
topics.  Also, she provides health care policy and legislative counsel 
to health care-related organizations.  In addition to her practice, 
Nicole is a faculty member at Rutgers School of Public Health.  She 
can be reached at nmartin@martin-healthlaw.com.
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Email Encryptions - 
The Nine Myths

by Sumit K. Pal, CGEIT, CISA, CRISC

Sumit K. Pal

Despite the continued influx into enterprises of text 
messaging, unified voice-and-text communications and social 
media apps, email is still the killer business app and remains 
the number one channel used to share sensitive business 
information. Therefore, enabling email encryption should be 
a no-brainer, especially since reports of data breaches (ranging 
from stolen credit card information to personal health records) 
are increasing. 

While every organization faces the threat of a security 
breach, there are still misperceptions and myths that prevent 
many from deploying encryption as CIOs, chief information 
security officers (CISOs) and others try to balance the perceived 
value of secure email versus seeing it as an inconvenient hit to 
corporate productivity. This article will debunk some common 
myths, set the record straight about email encryption and 
explain simple ways to keep sensitive data protected.  

The information contained in this publication is for 
informational purposes and should not be acted upon without 
professional advice. 

ONE: Myth: Any Email Encryption Will Keep It Secure
Not all email encryption solutions are created equal. For 

example, Yahoo offers https for Yahoo users, which encrypts 
mail as it travels between the user's web browser and Yahoo 
servers. While this helps keep Yahoo users secure, any email 
sent outside the Yahoo ecosystem to email platforms such as 
Outlook, Office 365, Hotmail and Google is not encrypted. 
For any business that needs to maintain or comply with federal 
regulations that protect personal privacy, there's still a need 
for heavy-duty email encryption options, such as Google Apps 
Email Encryption.

TWO: Myth: Laws Prevent Unauthorized People from 
Intercepting Email

Federal and state legislation outlaws the theft of electronic 
communication. Other laws exist to protect personal property, 
but that doesn't mean people don't lock their homes or cars. 
Much like laws don't prevent anyone from breaking into your 
home or car, why would they prevent hackers from intercepting 
your email and stealing valuable data? Security solutions, like 
anti-spam and antivirus, have become foundational for email 
hygiene for your enterprise. Email encryption also should be 
foundational.

THREE: Myth: Email 
Encryption Is Too Complex 
to Be Practical

Historically, email encryp- 
tion packages have required 
users to jump through hoops to encrypt and decrypt emails, 
and they have often been associated with slow, inefficient 
processes. To stay productive, employees avoided using email 
encryption and found other ways to communicate that can 
be more vulnerable. However, email encryption has evolved 
substantially in recent years. The more advanced email 
encryption systems allow employees to exchange encrypted 
emails the same way they would with conventional email so 
that workflow isn't interrupted, and no extra steps or passwords 
are required for senders or recipients.

FOUR: Myth: Email Encryption Is Hard to Use on Mobile 
Devices

Mobile users spend more time using email on their 
devices than any other mobile activity. Distorted layouts and 
cumbersome extra steps would diminish the benefits of email 
encryption and force users to find workarounds. To address 
the increasing demands of mobile users, email encryption 
solutions have integrated seamless navigation from desktop to 
mobile device that takes advantage of the user's environment 
and removes extra steps.

FIVE: Myth: Secure Read-Only Storage Is Safest Way to 
Share Sensitive Info

Many companies have secure eRoom or SharePoint sites 
where documents can be shared in read-only mode with other 
employees, boards of directors, auditors and investors. While 
this approach can work, it doesn't support a dialogue if there 
is a discussion occurring about any of the materials. Often 
discussions about sensitive information start in personal email, 
which may violate compliance and security policies.

SIX: Myth: Email Cannot Be Intercepted in Transit
Email messages can be stored on a number of public servers 

along the way to the recipient, so sensitive information can be 
intercepted and captured by anyone, anywhere, along the way. 
Organizations that must comply with regulatory requirements 
for data privacy have additional risks and penalties if messages 
are not secured. The best way to ensure that emails are private 
and their sensitive data is protected is to use encryption that 
meets regulatory standards.
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SEVEN: Myth: Email Encryption Is Expensive and 
Complex to Deploy

Email encryption has evolved, and enterprises can access new-
generation email encryption that is easy for senders, recipients and 
administrators. Email encryption through software-as-a-service 
(SaaS) architecture has simplified the process for specifying and 
deploying secure messaging solutions. New-generation email 
encryption can be easily integrated and deployed in hours, 
not days. For security managers, compliance managers and 
IT managers, many solutions also offer management consoles 
and dashboards to alleviate management 
headaches and improve processes.

EIGHT: Myth: Email Encryption 
Is Only for Firms with Compliance 
Requirements

If you have sensitive data, then you 
should always encrypt it, whether there's a 
legal obligation or not. Even though your 
company may not incur legal penalties, 
there could still be serious business and 
public relations ramifications. Whatever 
encryption option you choose, make sure 
it meets necessary corporate and regulatory 
requirements and that it works well for 
your organization.

NINE: Myth: Confidentiality Notices 
Keep Email Private

Boilerplate notices do nothing to 
protect confidentiality of the email 
message content and attachments. Email 
is often misaddressed, and wrong receivers 
have no obligation to respect the notice. 
And there is no chance that hackers who 
intercept emails-whether they work for 
the National Security Agency or for a 
criminal organization-are going to respect 
a confidentiality notice. The surest way 
to protect the privacy of a message is to 
encrypt it.

We hope that this article has highlighted 
the importance of email encryption. With 
these myths and misperceptions now 
debunked, your organization should not 
hesitate to utilize new generation email 
encryption tools to keep sensitive data 
protected and minimize the risk of loss 
of sensitive data. By utilizing such tools, 
organizations will empower their employees 
to work efficiently, communicate effectively, 
improve corporate and regulatory 

compliance, and use online products and services securely. It 
will make it easy to securely communicate and collaborate with 
coworkers, partners, vendors, patients and industry peers.

About the Author
Sumit K. Pal, CGEIT, CISA, CRISC, is a principal with 
WithumSmith+Brown, CPAs, and also Co-Practice Leader of the 
firm’s Governance, Risk & Compliance Services Group.  He can be 
reached at spal@withum.com. 
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•Who’s Who in NJ Chapter Committees•

2014-2015 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.

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*/TIME LOCATION LIASON
       
 Lisa Hartman Dara Quinn/Deb Carlino First Thursday of the Month  Meeting in person at Deloitte & Touche, Stacey Bigos
CARE (Compliance,  lhartman@princetonhcs.org Dara.Quinn@carepointhealth.org / carlindl@ca.rutgers.edu (888) 269-3831   9:00 AM  Princeton, NJ for Oct., Jan., April and July sbigos@njha.com
Audit, Risk, & Ethics) (609) 853-7140 (201) 821-8705 / (973) 972-3260 Attendee Code:  5952498 Balance are calls.  Please call to confirm (609) 275-4017

 Elizabeth Litten Al Rottkamp First Thursday of each month Fox Rothschild offices Brian Herdman
Communications ELitten@foxrothschild.com ajcr123@aol.com (888) 269-3831   9:30 AM 997 Lenox Dr Bldg 3 bherdman@cbiz.com
 (609) 896-3600 (609) 584-6508  Attendee Code:  7844155 Lawrenceville, NJ  (609) 918-0990

 Mike McKeever Mary Cronin & Stacey Bigos First Friday of each month   Scott Mariani
Education mckeevmp@ca.rutgers.edu Mcronin@beslerconsulting.com /  (888) 269-3831   10:00 AM Conference Calls smariani@withum.com
 (973) 972-6859 Sbigos@njha.com  Attendee Code:  7363742  (973) 898-9494 x420
  (732) 839-1217 / (609) 275-4017

Certification   First Friday of each month   
(Sub-committee    (888) 269-3831   10:00 AM Conference Calls 
of Education)   Attendee Code:  7363742  

FACT (Finance,  Karen Henderson Monika Fennegan Second Wednesday of each Month  Megan Byrne
Accounting, Capital   KHenderson@Withum.com monika.finnegan@atlanticare.org  (888) 269-3831   8:00 AM Conference Calls megan.byrne@ey.com
& Taxes) (973) 532-8879 (609) 383-2115  Attendee Code:  8730600  (732) 516-4696

 Erica Waller Jennifer Vanegas Fourth Thursday of each Month  Tracy Davison-DiCanto
Institute 2014 ewaller@princetonhcs.org jennifer.vanegas@fahf.com  (888) 290-0578   8:00 AM Conference Calls tdavison-dicanto@princetonhcs.org 
 (609) 620-8335 (585) 643-3377  Attendee Code:  8788393  (609) 529-9461

 Belinda Doyle Puglisi John Brault  2014-15 Dates TBD Children's Specialized Kevin Joyce
Managed Care bpuglisi@childrens-specialized.org BraultJ@aetna.com (888) 290-0549   2:00 PM (Two Locations) kjoyce@qualcareinc.com
 (908) 301-5458 (973) 244-3536  Attendee Code: 7775069#  (732) 562-7823

 Jennifer Barr  Maria Facciponti Call for meeting arrangements Locations alternate Stella Visaggio
Membership Services/ Jennifer.Barr@carepointhealth.org MFacciponti@adreima.com (888) 269-3831 by month -  svisaggi@hrmcnj.com
Networking (551) 996-3376  (973) 614-9100 Attendee Code:  5495569 please contact the chairs (908) 850-6928

 Dara Derrick Maria Lopes-Tyburczy 8/19,10/11,12/13,   Mary Taylor
Patient Access Services dderrick@hch.org MLopes-Tyburczy@smmcnj.org (888) 269-3831   9:30 AM CBIZ KA Consulting offices mttaylor@meridanhealth.com
 (908) 850-6870 (973) 897-5303 Attendee Code:  8942192 in East Windsor, NJ 

 Steven Stadtmauer Cynthia Kaufhold  Second Friday of each Month  Josette Portalatin
Patient Financial sstadtmauer@csandw-llp.com kaufhold@holyname.org  (888) 290-0578   10:00 AM New Jersey Hospital Association jportal@valleyhealth.com
Services (973) 778-1771 Ext. 146 (201) 833-7012  Attendee Code:  6748634 Board Room (201) 291-6017 

 Jennifer Shimek Deborah Carlino/Tony Panico  Conference Calls Steven Bilsky
Physician Practice Jennifer.Shimek@ey.com carlindl@ca.rutgers.edu / apanico@withum.com (888) 287-5336  9:00 AM Sept. & Jan. meetings will also be in person sbilsky@causeycpas.com
Issues Form (732) 516-4676  (973) 972-3260 / (973) 898-9494 Attendee Code: 6137784 Room TBD (303) 672-9896

 Kathryn Gibbons Peter Demos Third Tuesday of each Month Monmouth Shores Corp. Park Scott Besler
Regulatory &  kgibbons@meridanhealth.com pdemos@meridanhealth.com (888) 269-3831   9:00 AM Meridian Conf. Room 1A sbesler@besler.com
Reimbursement (732) 751-3372  Attendee Code:  9169098 1350 Campus Pkwy, Neptune 

 Christine Putterman Helene O'Donnell First Wednesday of each Month  Rosemary Nuzzo
Revenue Integrity aputterman@princetonhcs.org helene.odonnell@capiopartners.com (888) 269-3842   9:00 AM Princeton HealthCare System rosemary.nuzzo@atlanticare.org
 (609) 620-8339 (215) 882-1670 Attendee Code:  8687753  (609) 383-2114

 Lew Bivona
CPE Designation ldbcpa@verizon.net
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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
CDM ANALYST
 The Valley Hospital
 Ridgewood, NJ

ASSISTANT DIRECTOR, RESEARCH, INV. 
RELATIONS & COMPLIANCE
 NJ Health Care Facilities Financing Authority
 Trenton, NJ

ACCOUNTS PAYABLE SUPERVISOR
 Robert Wood Johnson University Hospital Hamilton
 Hamilton, NJ

MANAGER
 Atlantic Health System
 Morristown, NJ

REIMBURSEMENT CONSULTANTS
 Reimbursement Alliance Group, LLC
 Tri-State Area Team (NJ, NY, CT)

CHIEF FINANCIAL OFFICER
 Valley Medical Group
 Ridgewood, NJ

DECISION SUPPORT ANALYST
 Robert Wood Johnson University 
 Hospital Rahway
 Rahway, NJ

CLINICAL CODING SPECIALIST
 Robert Wood Johnson Physician Enterprise
 Somerset, NJ

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 

July 9, 2014 NJHFMA Summer Series:
NJHA  PFS 101/201

July 16, 2014 all day
Woodbridge Hilton  Education Series: Managed Care

July 28, 2014 NJHFMA Summer Series:
NJHA  Healthcare Finance 101/201

August 13, 2014 NJHFMA Summer Series:
NJHA  Medicare 101/102

September 9, 2014 all day
Woodbridge Hilton  Regulatory & Reimbursement

October 8-10, 2014 all day
Borgota, Atlantic City  2014 Annual Institute

November 11, 2014 all day
Woodbridge Hilton  FACT
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A List of Rules for Nurses…
from 1887 

by Katie Boston-Leary, BSN MBA CNOR

Katie Boston-Leary

The ANAs 2014 
nurses week slogan is 
"nurses leading the way". 
This is so true today 
with healthcare being 
the number 1 topic in 
the US today with ever 
changing system wide 
care delivery models 
occurring across the 
country. 

From the bedside to the community to the board room, 
nurses are right there, using the starfish approach, with our 
partners, impacting one life or community at a time. 

I forwarded a replica of a nurse's job description from 
1887 and all the feedback I received was regarding the fact 
that most of us would not have made it then as a nurse. Most 
were referring to the stipulations about not drinking alcohol, 
attending dance events, visiting beauty parlors and starting 
your day with 50 patients per nurse! 

As much as we found this interesting and hilarious, the 
intent of all those stipulations is not lost on us. Our founding 
mother, Florence Nightengale's principles were rooted in that 
document in addition to the importance of building good 
character as a basic expectation of holding a nursing title. 

Nurses have been surveyed as the most ethical and honest 
profession for the past 12 years except for when terrorism struck. 

Our hospital's nursing team showed that in true form 
this year. Through numerous changes with Snow, EHR 
implementation, Flu Season, Snow, Resurrecting our Shared 
Governance Model - we answered every call. We also recognize 
that we do not and cannot function alone. We need our 
partners in IT, Medical Staff, Radiology, Pharmacy, Facilities, 
Respiratory, HR, Finance, Housekeeping, Food and Nutrition 
to effectively perform at every level.  

We stand poised to move into the next chapter with 
extending care beyond the bedside into our communities, 
implementing best practice and consistently delivering safe 
effective efficient and unbiased care. Being better - together! 
Yes, It IS a great time to be a nurse! 

Whether you’re a new nurse or a seasoned nurse, it’s always 
intriguing to take a look back at the history of the nursing 
profession.

This list illuminates the day-to-day tasks and regulations 
pertaining to the life of a nurse in 1887 – before routine 
charting was even invented.

1887 Nursing Job Description
In addition to caring for your 

50 patients, each bedside nurse 
will follow these regulations:

1. Daily sweep and mop the floors of your ward, dust the  
 patient’s furniture and window sills.

2. Maintain an even temperature in your ward by bringing  
 in a scuttle of coal for the day’s business.

3. Light is important to observe the patient’s condition.  
 Therefore, each day fill kerosene lamps, clean chimneys  
 and trim wicks.

4. The nurse’s notes are important in aiding your physi- 
 cian’s work. Make your pens carefully; you may whittle  
 nibs to your individual taste.

5. Each nurse on day duty will report every day at 7 a.m.  
 and leave at 8 p.m., except on the Sabbath, on which  
 day she will be off from 12 noon to 2 p.m.

6. Graduate nurses in good standing with the director  
 of nurses will be given an evening off each week for  
 courting purposes, or two evenings a week if you go  
 regularly to church.

7. Each nurse should lay aside from each payday a goodly  
 sum of her earnings for her benefits during her declin- 
 ing years, so that she will not become a burden. For  
 example, if you earn $30 a month, you should set aside  
 $15.

8. Any nurse who smokes, uses liquor in any form, gets  
 her hair done at a beauty shop or frequents dance halls  
 will give the director of nurses good reason to suspect  
 her worth, intentions and integrity.

9. The nurse who performs her labors [and] serves  
 her patients and doctors faithfully and without fault for  
 a period of five years will be given an increase by the 
 hospital administration of five cents per day.

About the Author
Katie Boston-Leary, BSN MBA CNOR is the Chief Nursing Of-
ficer and Senior VP of Patient Care Services at Union Hospital of 
Cecil County in Elkton, MD. By background, Katie is an Operat-
ing Room Nurse and has been in leadership for 15 years. She has 
had speaking engagements, most recently at the ANCC Pathway 
to Excellence conference and was a contributor to the Institute for 
Patient and Family Centered Care's publishing on "Engaging Pa-
tients and Families".   Katie can be reached at 
Kboston-leary@uhcc.com
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A New Paradigm for 
Technology

by  Jennifer Vanegas

Jennifer Vanegas

As health care organiza-
tions pursue the Triple Aim 
vision, they need to explore 
every facet of their care de-
livery systems.  Reliance on 
technology, the vehicle for re-
form, requires organizations 
to take a fresh look at how 
they view technology assets.  
This paper briefly explores a 
new paradigm for technol-
ogy acquisition and lifecycle 
management that aligns with 
improving patient care, re-
ducing health delivery costs, 
and improving population health. 

An old strategy in a new environment
Historically, most health care organizations viewed tech-

nology like an emerging nuisance–with reluctant providers 
preferring pen and paper. Technology equipment was not 
regarded with the same esteem as equipment used to deliver 
direct patient care, nor could a direct line be drawn to the 
bottom line.  Therefore, in many health care organizations, 
an efficient and cost-effective strategy was never developed 
to acquire and manage the lifecycle of technology, result-
ing in costly maintenance and 
repairs over time.

What has changed? 
HITECH and the PPACA 

have created an environment 
where technology is critical in 
improving patient care, enhanc-
ing the patient experience, and 
reducing health delivery costs.  
Electronic Health Records 
(EHR) utilization incentives and 
penalties are directly tied to an 
organization’s financial perfor-
mance. New regulations and new technology require new 

strategies. While holding on 
to outdated technology may 
have been an option in the 
past, employing this strate-
gy today will hinder perfor-
mance, competitiveness and 
the bottom line. 

What makes this so 
different?

2014 is a pivotal year in 
health care:

 + Decreases in reimbursements 
 +   Technology incentives drying-up
 +   Introduction of insurance exchanges 
 +   Unpredictable government regulations (ex: ICD-10)

These changes are decreasing cash flow, aging accounts re-
ceivables, and challenging even the largest and strongest insti-
tutions. This is the new normal; health care organizations are 
trying to become comfortable with being uncomfortable. 

It is time to rethink the paradigm 
A strategic commitment to 

keeping technology current is es-
sential for health care organiza-
tions to achieve the Triple Aim, 
remain competitive and, ulti-
mately, to survive.  Embracing 
a routine refresh cycle utilizing 
lease financing enables you to:

 + Lower acquisition costs: low, 
  fixed payments made over the  
  lease term will cost less than  
  purchasing the equipment  

       outright
continued on page 20

New regulations and new technology
require new strategies. While holding

on to outdated technology
may have been an option in the past,

employing this strategy today
will hinder performance,

competitiveness and the bottom line.
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 + Reduce indirect costs: technology is a rapidly changing  
  commodity with a short useful life; aligning term with  
  useful life and maintenance coverage will significantly  
  reduce support and out-of-warranty maintenance costs

 + Stay current and flexible: as technology changes, health  
  care organizations can easily refresh equipment to keep  
  pace with innovations in technology

Leasing is not a decision based on whether or not you use 
your cash. It is a strategic financing method organizations use to 
manage the life cycle of their equipment.

Untapped Savings
Unlike traditional for-profit businesses, non-profit hospi-

tals do not experience the tax savings created by the deprecia-
tion of assets (a tax-shield). Leasing is the only tool that will 
allow hospitals to experience savings from the tax-shield. In 
a true lease, the leasing organization is able to depreciate the 
equipment, resulting in tax savings that will pass through to 
the health care organization.

Conclusion
Budgeting for technology in this era involves a new 

paradigm for how we acquire and maintain equipment. 
The solution to technology management challenges facing 
health care today starts with rethinking the way we view 
technology and its increasing importance in our pursuit 
of the Triple Aim. Organizations must make a strategic 
commitment to technology and create an environment that 
is able to adapt to change. 

Works Cited
1Timothy Morey and Roopa Nambiar, “Using total cost of 
ownership to determine optimal PC refresh lifecycles,” Intel, 
pp. 3-9, May 2009. Available at: http://www.intel.com/con-
tent/www/us/en/pc-upgrades/pc-upgrade-industry-study-us-
ing-total-cost-of-ownership-to-determine-optimal-pc-refresh-
lifecycles-paper.html. [Accessed February 10, 2012].
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The Feasibility Study 
The Overlooked Credit 
Enhancer!

By Steven Bilsky

Steven Bilsky

Healthcare executives are facing historic challenges in the 
wake of the past recession and implementation of Healthcare 
Reform including rising expenses and interest costs, decreasing 
uncertain reimbursement, aging facilities, system consolida- 
tions, and the increased influence of national for-profit 
hospital chains.  

In spite of these significant headwinds, healthcare facilities 
still need to make investments in infrastructure and equipment 
to achieve their long term goals. There are significant downside 
risks if hospitals postpone or delay these investments, potentially 
jeopardizing their ability to compete effectively in their market. 
Management therefore has a fiduciary responsibility to move 
forward with their plans while seeking the lowest cost financing 
available in the shortest period of time. This leads to the ques-
tion of “how to enhance your credit”? One way this has been 
accomplished historically, but has 
been overlooked recently, is through 
an independent financial feasibility 
study (“feasibility study” or “study”). 
By using this approach, it allows the 
facility to enhance its credit without 
taking any extraordinary actions. For 
example, a recently completed study 
allowed the borrower to save .25% per 
year on interest costs for the life of the 
borrowing! Not only do studies enhance good credit, but they aid 
in funding difficult credits such as psychiatric facilities, start-ups, 
and low to below investment grade facilities. As most financial 
managers know, access to capital is the lifeblood of the facility 
allowing for the implementation of the long-range strategic plan.  

What we have found is that with the recent widening of 
credit spreads, facility credit downgrades and higher than mar-
ket financings money is becoming harder to come by.  Ad-
ditionally, many of the recently funded bank projects will be 
coming due shortly and will require re-financing, thus increas-
ing the competition for scarce financial resources.  Accordingly, 
any edge helps in this environment and we believe that a prop-
erly executed feasibility study can give you that edge!  

What is a Financial Feasibility Study
Most people remember these as “just another required 

document in the HUD financing process”.  However, it’s con-
siderably more than that, essentially incorporating a facility’s 
history, current operations and future plans, and additionally 
what the economic outlook has been and will be for the area 
being served, into a complete set of forecasted financial state-
ments (GAAP). These are critical components which need to 
be articulated into an easily understandable format for pre-
sentation to an outside investor. Many times Management 
has an idea as to what they want to do and what will then 
occur (“build it and they will come”), but no real roadmap 
to attain these goals. Strategic planners do a good job at plan-
ning, but they don’t understand the investment market and 
what the investors are looking for (yes, there may be a need 

for a bright new labor and delivery 
suite and it makes the community  
feel good, but does it really work 
financially?). An experienced fea-
sibility study team will understand 
the key factors, be able to address 
and express them in a comprehen-
sive document including a forecast-
ed set of financial statements and 
thereby providing the investors, and 

rating agencies, with the required information.  The feasibility 
study, therefore, needs to be factual, logical and creative, and 
presented in an informative way.    

Feasibility Study Components
As previously mentioned, the feasibility study is composed 

of a number of components including: a detailed description 
of the hospital and the services offered, a description of the 
proposed project and plans for future growth; market area 
served and facility demand (past, present and future); the 
socio-economics of the service area, medical staff assessment 
and facility specific attributes.  Once developed this document  
 continued on page 22

“The feasibility study;
it allows the facility

to enhance its credit without
taking any extraordinary actions.”
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continued from page 21

provides the business roadmap for the facility and a compre-
hensive document for the investors. 

Facility and Project Description:
It is important to provide a good comprehensive and suc-

cinct overview of the facility along with its planned use of the 
funds it is seeking.  It helps to tie the requested funds into an  
overall facility strategic plan so that the investor understands 
what the funds are being used for and that they are used appro-
priately.  We have been at facilities where Management wants 
to refinance, but is unaware that it can also borrow additional 
funds or “new money” for other projects in order to keep it 
market competitive. So it is critical that everyone going in has 
an understanding of what the project is and is not. The feasi-
bility consultant can assist in this matter and will highlight the 
key issues of the project so as to increase investor interest.

    
Market Demand (Service Area):

The first step is to properly define the service area includ-
ing primary, secondary and tertiary (if applicable) service areas, 
or other service areas such as core, service specific, specialty 
hospital, quaternary, etc., depending on the facility. This step 
is key, since the remaining sections of the study depend upon 
a defined service area. Defining the service area is generally 
determined through a number of different analyses including 
patient origin, market share, geographic contiguousness, nat-
ural and man-made boundaries, Management’s prerogatives, 
and governmental statutes which may have identified a pre-
determined service area. Generally, the determination of the 
service area is a negotiated process where the facilities desires 
and historic service area definitions need to be compared to 
reality.  How the service area will be defined will vary from 
facility to facility, region to region, state to state, specialty (or-
thopedic/heart, etc.) to acute to long term care to psychiatric.  
An inner-city facility will have a different service area than a 
rural or isolated (water, highway, etc.) facility; a specialty hos-
pital will have a different (more expansive) service area than a 
general acute; and a teaching hospital (more expansive) will 
have a different service area than a non-teaching facility.  Based 
upon the service area, the feasibility study team will then begin 
developing the market outlook for the area.   

Socio-Economics:
Once the service area has been determined a profile of the 

socio-economic conditions are performed. This profile typi-
cally includes population projections by age group, labor force 
trends, top local employers, unemployment rates, economic 
development, income levels and other depending on the facility 
and the service area.  In certain situations the feasibility study 
team will add other items such as housing starts and planned 

development activities, which add to and enhance the inves-
tors understanding of the market. One critical component of a 
thorough study that we always undertake is to tour the service 
area to get a visual representation, noting: distance to public 
transportation centers; traffic patterns; new business activity; 
overall perception of what the service area actually looks like. 
Having an economically declining service area is going to be a 
difficult sell, so it is important to highlight any other variables 
which may mitigate the negative information and provide the 
reader with a truer picture. 

Competitors: 
Identifying who your competitors are and what are they do-

ing is critical for the investor to understand how your project is 
going to fair in the future. The report, and the actual project, 
will/should need to address what the facility down the street is 
doing and what the impact will be on the project. The infor-
mation to be included should at least contain: is your competi-
tion expanding, contracting, developing a new service (similar 
to one that you may be developing!!), merging/affiliating, or 
other. How do you determine what your competition is do-
ing or planning to do? Well, if you are lucky, your state has a 
certificate of need program and any major project will be part 
of the public record. If not then more creative ways are needed 
such as medical staff interviews (they generally know), inter-
net searches, newspaper articles, Lexis/Nexus searches, etc. On 
occasion, we have actually called, clandestinely, to learn more 
about their services both current and planned. If possible, it’s 
always better to be the leader rather than the follower in your 
service area, which then needs to be highlighted in the report. 

Medical Staff Assessment: 
Undoubtedly the most critical component of the study is 

an assessment of the medical staff. This assessment includes a 
review of data and statistical information, interviews and fu-
ture growth plans. The data review includes a determination of 
the leading admitters and their ages, admissions by specialty, 
appointments and resignations, board certification percentage, 
and average age (no investor wants to invest in a facility with 
an aging medical staff ), etc. An aging medical staff is prob-
lematic and needs to be addressed up front and included in 
the study (i.e. what are the succession plans, is management 
assisting physicians with hiring new physicians, etc.). The in-
terview component is critical so as to better understand the 
medical staff ’s opinion on the project, management, Health-
care Reform and its impact, where they see their practice in 
5-10 years, etc. Interviewing potential medical staff members 
is particularly important for start-up facilities so that the inves-
tor understands who is going to be admitting. We have been 
involved in situations where the key physician investors were 
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not high admitting physicians (i.e. not enough surgeons), were 
not located in the community and were therefore not going 
to admit a significant number of patients. Consequently, the 
hospital ran into patient volumes issues shortly after project 
completion.  Another consideration, particularly in today’s en-
vironment, is how well has the facility “locked-up” its primary 
service area with community based physicians. By highlighting 
what our client had done in this regards we were able to assist 
the client in obtaining a lower (.25% lower) than anticipated 
interest rate, and, even more importantly, to ensure that the 
deal went through.  A well thought out feasibility study can 
identify these issues and Management can address them before 
the investors do!

Forecasted Utilization:
The final step in the process is utilizing the above infor-

mation to then forecast inpatient and outpatient utilization. 
By looking at historic and projected use-rates, market shares 
and population data, Management can then help to determine 
what a “reasonable” assumption for the future should be.  Many 
times Management will believe in the “build it and they will 
come” philosophy, however by truly looking at what it would 
take to attain those figures (x% market share growth, x% use-
rate growth and x% population growth) a more reasonable es-
timate can be made.  We have seen situations where “unreason-
able” assumptions have lead towards eventually troubled insti-
tutions.  A particular example was the wish of some primary 
investors to build a facility with a pre-determined number of 
beds (“I need 100 beds”).  This put an experienced feasibility 
consultant in a position where they needed to identify an ar-
tificially large service area along with a relatively high market 
share assumption, thus creating a situation where they made 
the facts fit their needs, rather than letting the facts dictate the 
correct size of the facility. Accordingly, an over-sized facility 
was built, which was in trouble as soon as the doors opened!   
A properly determined service area, with a reasonable market 
share and use-rate assumption would have led to a significantly 
smaller and potentially profitable facility.

Once the critical assumptions regarding inpatient admis-
sion demand is determined then length-of-stay trends, new 
service offerings and payor mix need to be considered in order 
to forecast patient days.  Naturally, the investor will want to 
validate the new patient volumes and occupancy percentages 
to ensure they are reasonable and supportable.  

Financial Forecast
Finally, after finalizing the above key elements a “financial 

forecast” can be developed. The financial forecast includes a 
full set of forecasted financial statements (Statement of Op-
erations, Statement of Cash Flows and Balance Sheet) includ-

ing a comprehensive analysis of assets and liabilities; operat-
ing and non-operating revenues and expenses; financial ratios; 
and a summary of the accounting policies. Other factors taken 
into consideration include current and expected managed 
care rates, impact of Healthcare Reform, inflationary factors, 
changes in the regulatory environment, state specific funds and 
subsidies, as well as “other” revenue sources (i.e. “special finan-
cial consideration”). For certain projects the “special financial 
consideration’s” component could be the difference between a 
feasible and non-feasible project.  For example, in some states, 
municipal governments have the ability to levy a millage tax 
(mill levy) to raise funds for healthcare services, or State legis-
latures can vote for a special appropriation or change laws in 
order to receive additional funding.  In addition, grant monies 
have been allocated by some states and/or the Federal govern-
ment for new service expansion (private, public, etc.) or major 
repairs such as FEMA funds to address natural disasters (Hur-
ricane Sandy/Katrina) issues.  

Opinion Letter
The key “cover document” is the “opinion letter” which 

includes the “CPA consultant’s opinion” as to the reasonable-
ness of the assumptions in the study, highlighting some, but 
not all of, the key assumptions. (The study still needs to be 
read in its entirety.) If the study is not going into an offering 
statement or being provided to HUD, then the need for an 
opinion letter diminishes. However, from an investor’s point of 
view the “opinion” is what they are looking for to ensure that 
all the assumptions in study have been properly vetted and are 
reasonable.  

Final Thoughts
Healthcare facilities are constantly trying to balance today’s 

needs and tactics with developing and implementing long term 
strategic plans. The need to replace aging facilities and equip-
ment and invest in new technologies is not going away. How-
ever, the reality is that it takes capital to fund major projects 
and the lower the interest cost and the faster it can be done, 
the better off financially for the facility.  Borrowing, especially 
in times of low interest rates, is an excellent way of preserving 
much needed cash while still enhancing ones facility.  Provid-
ing an easy to read, document which succinctly summarizes 
the facility’s plans, outlook and finances is the most prudent 
way of enhancing ones’ credit and thereby achieving the goal 
of obtaining and/or lowering its cost of capital. 

About the Author
Steve Bilsky is a Director with Causey, Demgen & Moore P.C., 
a CPA firm, managing the firm’s healthcare consulting practice.   
Steve can be reached at sbilsky@causeycpas.com.
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Healthcare Providers
are an Important Link 
in Recognition and 
Prevention of Repeated 
Domestic Violence

by  Elaine Hewins, CSW, DVS

Elaine Hewins

Intimate partner violence (IPV) is a major public health 
concern that affects four to six million relationships each year 
in the United States.1 Domestic violence, or intimate partner 
violence (IPV), is a pattern of assaultive and coercive power and 
control tactics used to emotionally, physically, sexually and/or 
economically abuse a past, current or potential romantic part-
ner. This abuse is perpetrated in order to establish and main-
tain control over the victim. Onset may be gradual as abusers 
progressively isolate, intimidate, stalk, deprive and threaten to 
maintain power and control over their victims.2 

In January 2013, the US Preventive Services Task Force 
stated that it: “…recommends that clinicians screen women 
of childbearing age (14-46) for IPV, (domestic violence) and 
provide or refer women who screen positive to intervention 
services. This recommendation applies to women who do not 
have signs or symptoms of abuse.”3 

Victims of IPV experience devastating and life-changing 
physical, emotional, relational and financial consequences that 
often continue to affect them even after the abuse has stopped. 
Victims are very present in the healthcare system.4 It is estimat-
ed that 24% to 54% of all women who visit emergency rooms 
have been abused during their lifetime,5 and it is suggested that 
victims utilize the healthcare system as much as 2.5 times as 
often as non-abused patients.6  The impact on the healthcare 
system that results from intimate partner violence is great. For 
this reason, healthcare professionals are uniquely positioned 
and can play an important role in addressing the issue of IPV.7 

Both men and women can be victims of intimate partner vio-
lence. However, statistics show that about 76% of identified vic-
tims are women and approximately 20-40% of women in North 
America8 experience domestic violence each year in the United 
States.9 Healthcare professionals can address IPV by identifying 
victims, offering support and referring patients to community 
agencies.10 Since healthcare professionals are often “the first-line 
response” for many people who experience IPV, it is vital to 

have education, policies and protocols in place so that they can 
identify and record incidents of IPV and assist victims with get-
ting the services and support they need.11 Unfortunately, health-
care professionals face a variety of barriers that may hinder their 
ability to effectively identify and assist victims.12 There may be 
personal barriers such as: attitudes and perceptions that domes-
tic violence is a private issue, fear of offending their patient, 
fear of the patients’ abuser, a lack of understanding of abuse, 
lack of confidence or lack of training on screening techniques.13 
There may be interpersonal barriers such as language and cul-
tural barriers, and misunderstanding about reasons that victims 
choose to stay with their abuser.14 Time constraints, inadequate 
resources and support, lack of referral sources and lack of ad-
equate procedures for screening are all additional organizational 
barriers healthcare professionals may face.15

In order to address the barriers that healthcare providers 
face, the Robert Wood Johnson University Hospital’s Commu-
nity Health Promotions Program (RWJUH CHPP) has collab-
orated with Anna Trautwein, RNC, of Saint Peter’s University 
Hospital, and other field experts including Kathleen Kelleher, 
APNC, DMH, to provide a training entitled Domestic Violence 
and the Role of the Health Care Provider: Assessment and Inter-
vention Strategies. RWJUH conducted this training with Anna 
Trautwein, RNC, at the NJ Hospital Association for the third 
time on May 19, 2014. The goal of the Domestic Violence and 
the Role of the Healthcare Provider seminar is to equip healthcare 
providers with the knowledge and resources necessary to pro-
vide services to abused women and men, and to allow them the 
opportunity to become more comfortable with screening their 
patients. During the three-hour sessions, healthcare providers 
are educated about the dynamics of abusive relationships and 
the clinical signs of abuse, which helps to address some of the 
barriers healthcare providers experience when treating victims. 
By screening earlier and more effectively, victims may be aware 
of help and resources that are available.
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The program is funded by an educational grant from the 
Verizon Foundation, and over the last eighteen months, has 
educated 611 healthcare professionals to recognize domestic 
violence, to screen patients, and to refer patients to community 
resources. The program also addresses other personal and soci-
etal barriers such as prejudices and problems identifying with 
victims; institutional barriers such as lack of support, resources 
and collaboration with community agencies; and professional 
barriers such as lack of education, training and tools regarding 
IPV, all of which have been shown to hinder screening and ser-
vices for IPV victims in the healthcare system. In addition, these 
medical professionals are exposed to a variety of screening meth-
ods allowing for significantly higher detection rates as suggested 
by researchers from both the social work and medical fields.

Sample Screening Questions Include Direct Questions:
Has your partner ever hit you or physically hurt you?
Do you (or did you ever) feel controlled or isolated by your 

partner?

Indirect Questions:
You seemed concerned about you partner. Can you tell me 

more about that? Does he/she ever behave in ways that frighten 
you?

How are things going in your relationship? All couples ar-
gue, sometimes. Are you having fights? Do your fights ever 
become physical?

Framing Questions:
I don’t know if this is a problem for you, but some of the 

women I (we) see are dealing with abuse in their relationships. 
Some are too afraid or uncomfortable to bring it up them-
selves, so I (we) have started to ask about it routinely.”

Domestic Violence, Chronic Disease, and Cost
When we consider the tracked and untracked costs of IPV, 

we see that beyond the moral and ethical reasons for healthcare 
providers to screen for IPV, there is a financial incentive as well. 
Early intervention can reduce the costs to society, both human 
and financial. In 2003 the Centers for Disease Control and Pre-
vention (CDC) estimated the annual cost of intimate partner vi-
olence was nearly six billion dollars for direct medical and mental 
health services. This does not include the cost of the chronic 
health conditions that may be worsened or caused by IPV.16 In 
2011, the CDC found that female victims of IPV have a higher 
prevalence of health problems that are long term such as: irritable 
bowel syndrome, diabetes, chronic pain, difficulty sleeping and 
asthma.17 In a study it was found that 69.7% of the victims who 
responded reported at least one health problem.18 Those who 
have been abused are also more vulnerable to disease and health 
conditions19 such as: heart disease, diabetes, back pain, strokes, 
mental illness and other common diagnoses. Abused women 

experience more health problems than non-abused women.20 
Further, these conditions often occur more frequently and more 
severely for victims than for those who are not abused.21 When 
providers are aware that their patients are victims or survivors of 
IPV, they are better able to treat their patients and to help them 
connect their health issues to their relationship experiences, 
which can be eye-opening and life changing.

Research has shown that primary care physicians are miss-
ing opportunities to detect domestic violence and intervene, 
as there are low levels of routine screening.22 Twenty peer- 
reviewed quantitative studies found that 43-85% of female 
patients were in favor of universal screening for IPV.23

In addition, the Affordable Care Act of 2010 (ACA), Sec-
tion 2713 articulates a commitment to preventive services for 
women. Under the ACA, women covered by private health in-
surance no longer have to pay a cost-share for IPV screening by 
their clinical provider.24

The goal of this model educational program is to instill 
a shift in the perspective of healthcare providers where they 
begin to understand the importance of “…redefining the goals 
of routine screening, so that the act of compassionate asking in 
and of itself, rather than the outcome of disclosure, constitutes 
success”.25 That principle, in the context of the other informa-
tion presented at the seminar, can make all the difference in the 
field of healthcare addressing intimate partner violence. Do-
mestic violence is an issue touching individuals, families, and 
communities, and healthcare providers have a rich opportunity 
to make a difference by screening, identifying, supporting, and 
referring their patients.

Portions of this article come from: 
White Paper: Domestic Violence & the Role of the 

Healthcare Provider, The Value of Educating on Assessment 
and Intervention Strategies which can be found at http://re-
sponsibility.verizon.com/dvhealthcare/. The author wishes to 
thank her co-authors, Brittany DiBella, MSW, and Juhi Maw-
la, BS, and the Verizon Foundation. 

About the Author:
Elaine is a Certified Social Worker and Domestic Violence Specialist 
who has worked in the domestic violence field for twenty-five 
years. From 1989-2012 she provided direct service to survivors. 
She continues to run a group for DV survivors in Union County 
called Choices for Women, at the Counseling Center for Human 
Development.  Elaine can be reached at Elaine.Hewins@rwjuh.edu.

At RWJUH, she administers the “Domestic Violence & the Role of 
the Healthcare Provider” trainings that educate healthcare providers 
regarding effectively screening, assessing and referring their patients 
in a supportive and compassionate manner, as well as numerous 
other related prevention and educational  initiatives.
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A.
Q.We frequently hear stories about data hacking in hospitals and 
other healthcare organizations. What are some ways we can 
protect ourselves?

As more doctors and hospitals go digital with medical records, 
and as more of the general public have mobile devices with inter-
net connectivity with them at all times, the size and frequency of 
data breaches are alarmingly on the rise. Keeping records secure 
has never been as great challenge to doctors and public health of-
ficials as it is today. And following last December’s Target super-
store credit card breach, where up to 110 million customers had 
their personal information stolen in one of the largest data thefts 
in retail history, many consumers are understandably concerned 
about whether or not their data is safe anywhere. As a preventa-
tive measure, the following ten tips/smart ideas may reduce the 
risk of having your data stolen by hackers.  
 
1. ENCRYPTION OF DATA IS A MUST
Data encryption is a key defense against breaches. That in-
cludes all information, whether it's stored digitally, on tape or 
on employees’ mobile devices.

2. MOBILE DEVICES ARE A CHALLENGE
In this era of bring-your-own-device (BYOD), with more peo-
ple using mobile devices for work, the amount of sensitive data 
on these smartphones and tablets is increasing. Organizations 
need a strong mobile device management system supported by 
a robust policy to protect these devices, whether they’re corpo-
rate- or employee-owned.

3. GETTING RID OF OLD INFORMATION
There is always some outdated and sensitive data - whether 
related to the company, employees or customers - that needs 
to be shredded. Companies need a corporate policy that takes 
in account the secure destruction of such data.

4. KEEP AN EYE ON THE STORED DATA
Regardless of where the data is - stored locally, in the data 
center or in the cloud - the company’s IT professionals should 
always know how the information is being secured.

5. DISPOSING OF IT
ASSETS
Just as with data, organiza-
tions need to have an end-of-
life plan for assets that might 
hold sensitive information, to 
ensure that the information 
on the assets remains secure and are cleansed before disposal.

6. PAY ATTENTION TO PASSWORDS
Weak passwords continue to be an easy avenue for cyber-
thieves looking for information. Organizations must use com-
plex passwords that are changed frequently. They also should 
use two-factor authentication when possible.

7. PROTECT AGAINST VIRUSES
Companies need to ensure that their virus protection software 
is kept up-to-date.

8. DON’T FORGET FIREWALLS
Both firewalls and intrusion-detection software (possibly even 
intrusion prevention software) are key elements to the larger 
data protection effort.

9. PRIVACY SHOULD BE A PRIMARY CONCERN
An enterprise-wide policy aimed at protecting private infor-
mation from unauthorized access or inadvertent disclosure is 
the best policy for keeping the data safe.

10. KEEPING A FOCUS ON EMPLOYEE EDUCATION
Employees can be a source of problems and a key line of defense. 
Businesses need to ensure that workers are properly trained to 
treat information appropriately, and that all employees are up-
to-date on the latest corporate policies and procedures.

About the Author:
Sumit K. Pal, CGEIT, CISA, CRISC, is a principal with 
WithumSmith+Brown, CPAs, and also Co-Practice Leader of the 
firm’s Governance, Risk & Compliance Services Group.  He can 
be reached at spal@withum.com.

10 Smart Ideas for Keeping Data Safe 
from Hackers

Sumit K. Pal

•Focus on Finance•

By Sumit K. Pal, CGEIT, CISA, CRISC

continued on page 28
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Getting Involved in HFMA...
        Our Stories

Christine Putterman, CPC, CPC-H
Chair – Revenue Integrity 
Committee 2014/2015
Manager, Revenue Integrity and 
Chargemaster Services
Princeton Healthcare System
 

I first became involved in NJ HFMA when I moved into 
my role as Manager, Revenue Integrity & Charge master 
Services with Princeton Healthcare System in 2007. It became 
clear to me quickly that what I was doing in my organization 
was a niche in the healthcare industry, and there really was 
no one organization that completely represented this sub-
specialty. I was an active member in the American Academy 
of Professional Coders (AAPC) so I gleaned from them what 
I needed from a coding perspective but I was still missing 
billing and reimbursement knowledge as it related to my daily 
responsibilities. In addition, it was very difficult to identify 
my colleagues in this niche area. My Director suggested I 
participate in the Regulatory & Reimbursement Committee 
so I could be kept abreast of the ever-changing world of 
Medicare & Medicaid guidelines and reimbursement. While 
Regulatory & Reimbursement wasn’t quite the right fit, I 
found the discussions helpful and educational. It was in my 
2nd or 3rd year as a member of NJ HFMA and the Regulatory 
& Reimbursement Committee that the Revenue Integrity 
Committee was introduced and I was excited from the first call 
to know there were others out there like me, doing what I do 
on a day to day basis that had the same questions, struggles and 
triumphs I did. I have learned a tremendous amount over the 
past 3 years from my friends who participate in the Revenue 
Integrity Committee. I am amazed on a monthly basis at the 
wealth of knowledge that sits around the table and on the 
phone, and how willing each and every one of them is to share 
their knowledge.

 

 

Helene O’Donnell 
Co-chair – Revenue Integrity 
Committee 2014/2015
RVP, Business Development
Capio Partners, LLC 

When I first came into the healthcare industry back in the 
early 2000s, my company encouraged us to become involved in 
HFMA. I thought it would be a good way to educate myself more 
since I was new to healthcare and it would allow me to network. 
Well, it sure did! Each company I’ve worked for was a big 
supporter of HFMA and it has given me a wealth of knowledge. 
I accredit NJ HFMA for much of my success. In the last few 
years I’ve started to get more involved by volunteering and was 
happy to help support the Revenue Integrity Committee when 
asked to Co-Chair for the upcoming year.  

The Revenue Integrity Committee was developed to establish 
a forum for networking and information sharing regarding 
charging issues, revenue leakage and best practice scenarios that 
relate to revenue integrity, which contributes to the financial 
success of your organization. The reason for developing a 
Revenue Integrity Committee was because these issues were 
not discussed in detail at any other forums, for example, 
implementing charge reconciliation processes.  Our committee 
is dedicated to gaining an understanding of the multitude of 
governmental regulations and how to operationalize them 
to ensure an accurate and compliant charge capture. The 
byproduct of this success will enhance the Patient Accounting 
Department’s & Patient Financial Department’s productivity, 
and empower the revenue generating ancillary departments to 
maintain accountability in providing a steady revenue stream.

In the upcoming Chapter year, we would like to nurture intra-
committee collaboration, address the root cause of issues and 
develop best practices for those issues. In addition, we will work 
to maintain the large member presence at our monthly meetings. 
We are very proud of our team approach and encourage our 
members to continue to contribute regularly. The Committee 
has been very successful so we don’t want to change much in the 
upcoming year. Thank you for your continued support we look 
forward to working with each and every one of you.
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Steven Stadtmauer 
Chair – Patient Financial Services
Committee 2014/2015
Partner
Celentaro, Stadtmauer & 
Walentowicz, LLP

Unlike most HFMA members, who got involved in this 
organization as a result a friend or a colleague, I became 
involved in the HFMA because of my father, Arnold L. 
Stadtmauer. After spending my first two years of private 
practice litigating environmental contamination and public 
construction cases, in 1996, I joined the law firm founded 
by my father, Celentano, Stadtmauer & Walentowicz, LLP. 
At that time, he had already been representing New Jersey 
hospitals for almost thirty years. He has also been a lifelong 
member of the HFMA and began attending the Patient 
Financial Services (“PFS”) Committee meetings in the late 
1970s.  

After I joined the firm, he began to encourage me to start 
attending the PFS Committee meeting on a regular basis. With 
the heavy workload I had, the last thing I wanted to do was to 
spend one Friday each month driving down to Princeton for a 
roundtable discussion.  Despite my initial misgivings, I started 
attending the PFS Committee meetings and quickly became a 
regular attendee. I was won over by the great discussions and all 

of the amazing personalities. After many years of attendance, 
in 2010 I stepped up to become the Co-Chairman of the PFS 
Committee. I became Chairman of the Committee in 2013. In 
June, the Committee will be welcoming our new Co-Chairman, 
Cynthia Kaufhold, who is the Vice President of Revenue Cycle 
for Holy Name Medical Center. 

The PFS Committee currently meets the second Friday 
of each month at the New Jersey Hospital Association in 
Princeton, New Jersey. PFS Committee meetings are attended 
by both HFMA and non-HFMA members. Hospital 
representatives from all over the state participate along with 
vendors who provide PFS related services to hospitals. The 
PFS Committee’s function is to provide information on 
current issues involving Patient Financial Services and to 
provide an open forum to discuss these issues. Each meeting 
includes open roundtable discussions on topics such as 
Medicare, Medicaid, Managed Care, No-Fault/Workers’ 
Compensation and Self Pay. Additionally, each year our PFS 
Committee is tasked to produce the New Jersey HFMA’s 
January Quarterly meeting.

Over the next year, we are looking to increase attendance 
to our Committee meetings, both in person and over the dial-
in conference line. Additionally, we are looking to bring in 
speakers to speak at our monthly meetings on topics of concern 
to our membership.

So if you have never attended a PFS Committee meeting 
or if you have not attended one recently, please come out one 
Friday and join us. Hope to see you all there!

•Certification Corner•

Over the last three years that I have had the opportunity 
to serve as the NJ Chapter’s certification co-chair there have 
been many changes to HFMA’s certification program.  These 
changes have made the program more accessible to anyone who 
is interested in demonstrating their command of healthcare 
finance.  At the same time, the program changes are focused 
on ensuring that the CHFP exam content remains relevant in 
the ever changing healthcare landscape.

The NJ Chapter continues to encourage all its members to 
sit for the CHFP exam with review courses sponsored by the 
chapter, resources to answer questions about the process and 
financial support for those who pass the exam.  I’d certainly 
like to extent my personal thanks to everyone who has helped 

the chapter in these endeavors by volunteering their time and 
resources to ensuring these programs continue to take place 
each year.  For those individuals who completed the most re-
cent online certification series, there is no time like the present 
to register for the exam!

While my tenure as co-chair is ending, I am happy to re-
main as a resource should anyone have any questions con-
cerning certification.  Feel free to contact me at eric.fishbein@
connolly.com 

--Eric Fishbein, FHFMA
Certification Co-Chair  
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On May 9, 2014, the Office of Inspector General (“OIG”) 
of the Department of Health and Human Services (“HHS”) 
published in the Federal Register1 a set of proposed rule 
amendments to the regulations relating to the OIG’s exclusion 
authority. The amendments would expand the OIG’s exclusion 
authority, also known in the industry as the “kiss of death” due 
to the fact that a provider’s exclusion from federal programs 
such as Medicare and Medicaid can often spell doom since 
these programs are often vital revenue sources for providers.

Presently, if a provider is found to have engaged in any of 
four grounds for mandatory exclusion, the OIG is required 
to exclude a provider from federal health care program 
participation.2 Mandatory exclusions last a minimum of 
five years and apply to convictions of the following types of 
criminal offenses:

1. Medicare or Medicaid fraud, in addition to any other  
 offenses related to the delivery of items or services  
 pursuant to Medicare, Medicaid, SCHIP or other state  
 health care programs;

2. Patient abuse or neglect in connection with the delivery  
 of a health care item or service;

3. Felony convictions, under federal or state law, in  
 connection with the delivery of a health care item or  
 service, for other health care related fraud, theft, or  
 other financial misconduct; and

4. Felony convictions relating to controlled substances and  
 their unlawful manufacturing, distribution, prescription  
 or dispensing.

There are also 16 different permissive exclusion categories 
which give the OIG discretion to exclude a provider from 
participation in any federal health care program.3 Permissive 
exclusions fall into two categories: (1) “derivative” exclusions 
that are based on actions previously taken by a court or other 
law enforcement or regulatory agency; and (2) “affirmative” 
exclusions that are based on OIG-initiated determinations 
of misconduct. Permissive exclusions include such events as 
revocation or suspension of the provider’s license, claims for 
excessive charges or medically unnecessary services, improper 

kickbacks, controlling a sanc-
tioned entity as an owner, 
officer or managing employee, 
and convictions for health care 
related misdemeanor crimes. 
While there is no five-year 
minimum term for permissive  
exclusions, some categories 
of permissive exclusions have 
varying minimum or bench-
mark exclusion terms. 

The OIG’s proposed rule 
amendment would expand 
the permissive exclusions to 
include the following addi- 
tional circumstances as iden- 
tified in the Affordable Care 
Act4:

1. Conviction of an  
 offense in connection  
 with the obstruction of  
 an audit;

2. Furnishing, ordering,  
 referring for furnishing  
 or certifying the need  
 for items or services for  
 which payment may be 
 made and then failing  
 to supply the requisite payment information;

3. Knowingly making, or causing to be made, any false  
 statement, omission or misrepresentation of a material  
 fact in any application, agreement, bid, or contract to  
 participate or enroll as a provider of services or as a  
 supplier under a Federal health care program.

These additional exclusionary circumstances put greater 
pressure on providers especially with regard to audits. This push 
to encourage a higher level of cooperation with governmental 
audits is not surprising given that the OIG, the Department of 

Proposed OIG Regulations 
Seek to Amend
“Kiss of Death”

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

James A. Robertson

John W. Kaveney

Cecylia K. Hahn
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Justice and various other federal and state agencies continue to 
expand their audit efforts to uncover waste, fraud and abuse 
in the system. Providers will therefore face greater pressure 
to cooperate with governmental audits now that there is the 
added threat of exclusion from federal health care programs. 
Most providers cannot take such a risk and thus are left in 
the difficult position of deciding when to push back against 
governmental audits that can easily become burdensome and 
costly, especially when the agency has targeted a particular 
individual or entity.

The OIG is also ensuring it is not rushed to make a 
determination of exclusion when an investigation and/or 
litigation is ongoing by amending its rules to make clear that any  
exclusion proceedings will not be subject to the six year statute 
of limitations period ap- 
plicable to OIG’s other ad- 
ministrative remedies. Con- 
sequently, the OIG will not  
be forced to prematurely act 
on a determination of ex- 
clusion and can allow the 
investigation and/or litiga- 
tion to resolve before mak- 
ing a determination. This means that for providers they could 
be subject to exclusion long after the violation has been resolved 
or the six year statute of limitation for the underlying violation 
has passed.

The OIG’s recent proposed amendments are not all detri- 
mental to providers. The OIG is also considering instituting  
a procedure for early reinstatement of providers excluded due 
to the loss of their license. The OIG has discretion on whether 
to exclude a provider that has had its license revoked or sus- 
pended for reasons bearing on professional competence, pro- 
fessional performance, or financial integrity. Moreover, in such 
circumstances a provider typically cannot be reinstated into 
Medicare until they recover their original lost license. The 
OIG has rec-ognized that many of the individuals that fall 
within this circumstance have “los[t] their license permanently, 
move[d] to another State and obtain[ed] a license there, or do 
not intend to seek reinstatement of their health care license.”5 
These providers may never become reinstated even though the 
exclusion may no longer be necessary to protect the safety of 
patients or the integrity of the programs. By way of example, 
the OIG has recognized as problematic: (1) physicians who have 
lost their license in one State but then subsequently obtained a 
license in another state or through another licensing board; and 
(2) physicians who have changed professions and never intend 
to regain their original licenses but for whom the exclusion is 
a permanent obstacle to practicing a new health-care related 
profession. Consequently, the OIG has recognized that an 
unfairness exists since mandatory exclusions require only a five-
year period of exclusion while permissive exclusions can result in 

permanent exclusion even though the provider was never charged 
or convicted of a criminal offense. Thus, the OIG has stated that 
“[t]o serve the remedial purpose and intent of the statute, we are 
considering an alternative reinstatement process.”6 

In these circumstances, if the OIG subsequently determines 
that the provider poses little or no threat to patients or the 
programs and license reinstatement is extremely unlikely, the 
OIG is considering a process for “early reinstatement.” The 
discretion is inherent in the permissive exclusion provisions, 
but the OIG has also expressly been given the authority 
for such discretion.7 The OIG proposes an amendment 
to include a list of factors it will consider in determining 
early reinstatement. Some of the proposed factors include: 
(1) the length of time the provider has been excluded; (2) 

the circumstances of 
the exclusion; (3) the 
benefits and risks to 
the federal health care 
program; and (4) the 
existence of any ongoing 
or pending licensing 
or investigatory issues.8 
Ultimately, the OIG 

proposes that providers be eligible for reinstatement under 
these circumstances after three years or when the individual 
regains his/her/its healthcare license, whichever comes first.

Through these proposed amendments the OIG has sought 
to revise and expand its authority to cover these additional 
areas of concern and to ensure the ability to exclude providers 
who fail to come in compliance. At the same time, these 
amendments also pose some practical solutions to rectify 
circumstances that on their face are unfair and inconsistent 
with the spirit of the law. It remains to be seen when they will 
be adopted and how the OIG will put them into practice if 
adopted.

About the Authors
James A. Robertson is a Partner and head of the health care 
practice at McElroy, Deutsch, Mulvaney & Carpenter, LLP, with 
ten offices in New Jersey, New York, Connecticut, Massachusetts, 
Pennsylvania, Delaware, and Colorado. John W. Kaveney and 
Cecylia K. Hahn are associates in the health care practice of 
McElroy, Deutsch, Mulvaney & Carpenter, LLP.

Endnotes
1 79 Fed. Reg. 26810-26828 (May 9, 2014)
2 42 U.S.C. § 1320a-7(a).
3 42 U.S.C. § 1320a-7(b).
4 §§6402(d), 6406(c) and 6408(c)
5 79 Fed. Reg. 26814
6 79 Fed. Reg. 26815
7 42 U.S.C. § 1320-7(g)
8 79 Fed. Reg. 26823
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to cooperate with governmental audits

now that there is the added threat of exclusion
from federal health care programs.
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The Founders Award program is a personal incentive 
program designed to encourage, monitor, and recognize 
individual volunteer involvement in HFMA. The program 
provides an equitable way to translate activities into points. 
Over time, it will measure member involvement by looking 
at a collected number of points to determine how active an 
individual member is in HFMA. 

The Founders Merit Award program was established in 
1960 by HFMA to recognize the importance of individual 
members and the contributions they make to HFMA, on 
both the chapter and national levels. Points are accumulated 
according to the level of activity an individual holds, thereby 
encouraging members to participate in HFMA functions and 
to hold leadership roles within the organization. 

The Awards 
Four awards can be obtained based on the point system. 

The Follmer Bronze Award is awarded to an individual 
who has earned 25 member points. The award is named after 
William G. Follmer, who established the American Association 
of Hospital Accountants (AAHA) (now HFMA). 

The Reeves Silver Award is awarded to an individual who 
has earned 50 member points. This award honors Robert H. 
Reeves, an organizing member of AAHA who was elected its 
president in 1956. 

The third award is presented to a member who has earned 
75 member points. The Muncie Gold Award honors Fredrick 
T. Muncie, who was an organizing member of the AAHA and 
the first president of the association (1947-49). 

A fourth award, the Founders Medal of Honor, was 
added in 1986 and is conferred by nomination of the 
member’s Chapter Board of Directors. This award recognizes 
individuals who have been involved in the association for at 
least three years after earning the Muncie Gold Award, have 
provided significant service at the chapter and/or national 
level in at least two of those years, and remain members in 
good standing. 

How can I earn points? 
Members can earn points by: volunteering in a chapter 

or national committee; writing an article; mentoring a new 
member; proctoring a certification exam; speaking at an event; 
participating on a panel and participating in a chapter or 
national meeting in a volunteer role. Chapter members can 
view their Founders points in real time, 24/7 on the HFMA 
National web site.  

How do I report any missing points?
We need your help to be sure that you receive Founders 

point credit for your local chapter involvement during this last 
year.

Please review your HFMA National Founders points for 
the 2013-14 year. 

You can view your Founders points on the HFMA National 
website 24/7.  From www.hfma.org, enter your username and 
password.  Click on My Account, then under Members Only, 
click on Founder’s Points.  A list of your Founders Points will 
appear on the screen. Note: Any 2013-14 HFMA National 
points have already been posted to your database record.

New Jersey Chapter members should report any missing 
points to Laura Hess, the Chapter’s Founders Contact, by 
emailing to NJHFMA@aol.com. Please report any missing 
points by June 27th.

It is important to remember that although HFMA 
National and the chapters track these points, each member 
is responsible for reporting points earned to the chapter 
Founder’s Contact.  No points are earned for serving terms 
of office of less than one-half of a chapter’s fiscal year for 
any category; for attending less than 50% of committee 
meetings; services a member is paid to perform; or for chapter 
participation prior to HFMA membership. 

For more information about the Founders Award pro- 
gram, please contact Laura Hess at NJHFMA@aol.com or 
888-652-4362.  

HFMA National Founders Merit 
Award Program
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Congratulations to our Winners!

River Course
1st Place Men’s Gross

Mr. Garett Kreitz

2nd Place Men’s Gross
Mr. Strusiak

3rd Place Men’s Gross
Mr. Keith Givand

1st Place Men’s Net
Mr. Doug Duchak

2nd Place Men’s Net
Mr. Sam Donio

3rd Place Men’s Net
Mr. Tom Fahey

4th Place Men’s Net
Dr. Ken Garay

1st Place Women’s Gross
Ms. Lynn Kahn

2nd Place Women’s Gross
Ms. Melissa Sciarrillo

3rd Place Women’s Gross
Mrs. Ellen Tabor

1st Place Women’s Net
Ms. Joan Hendler

2nd Place Women’s Net
Ms. Mary Taylor

3rd Place Women’s Net
Mrs. Heather Weber

4th Place Women’s Net
Ms. Kathy Andreola

Closest to the Pin
Mr. Garett Kreitz  & Ms. Ellen Tabor 

Straightest Drive
Mr. Anthony Pagnotta & Ms. Kathy Andreola

Longest Drive
Mr. Keith Givand & Ms. Julie Dolci
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1st Place Men’s Gross
Mr. Craig Goldstein

2nd Place Men’s Gross
Mr. Joe Davi

3rd Place Men’s Gross
Mr. Rob Booth

1st Place Men’s Net
Mr. R. Pradilla

2nd Place Men’s Net
Mr. Sam Donio

3rd Place Men’s Net
Mr. Mike Morrone

4th Place Men’s Net
Mr. Sean O’Rourke

1st Place Women’s Gross
Ms. Karen Lumpp

2nd Place Women’s Gross
Ms. Cara Ianniello

3rd Place Women’s Gross
Mrs. Lindsey Colombo

1st Place Women’s Net
Ms. Rita Romeu

2nd Place Women’s Net
Ms. Mary Pradilla

3rd Place Women’s Net
Ms. Helene O’Donnell

4th Place Women’s Net
Ms. Belinda Puglisi

Meadow Course

Closest to the Pin
Mr. Joe Hoban & Ms. Cheryl Cohen 

Straightest Drive
Mr. Craig Goldstein 

Longest Drive
Mr. Michael Acello & Ms. Lindsey Colombo
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AmeriHealth New Jersey is exclusively focused 
on the state of New Jersey. We are dedicated to 
enabling the people of New Jersey to improve 
their health and well-being while helping them 
gain access to affordable, quality care.

We offer plans on both the Individual and SHOP 
Marketplaces, New Jersey’s federally run health exchanges for consumers and 
small businesses and are committed to helping individuals and small businesses 
understand their health insurance options and what will work best for them.

AmeriHealth NJ offers the largest provider network in the state, as well as in-
novative plans and wellness programs for New Jersey companies of all sizes.

Whether you are an individual, a small- or mid-sized business, a municipality, 
or board of education, we can provide you with a health insurance plan that best 
meets your needs.

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.

GREENCROWN Energy is a full service 
energy services firm specializing in turnkey 
Cogeneration Systems and Energy Procure-
ment. We are experts in understanding 

and obtaining state and federal financial incentives, resulting in long-term 
solutions with immediate positive cash flow for our clients, often with little to 
no up-front investment.  To learn more about Cogeneration or how GCE can 
help your facility, please visit www.GreenCrownEnergy.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 regional 
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

Ranked among the 200 largest law firms in the 
country, Fox Rothschild is a full-service firm that 
provides a complete range of legal services to 
public and private business entities, charitable, 
medical and educational institutions and indi-
viduals. The firm has three locations in New Jersey and offices across the country 
in New York, Pennsylvania, Delaware, Washington, DC, Florida, California, Nevada 
and Colorado. www.foxrothschild.com  

new jersey chapter

NJ SmartStart Buildings is the commercial and indus-
trial component of the NJ Clean Energy Program, offer-
ing technical assistance, design support and financial 
incentives for energy-efficient equipment in new con-
struction 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.
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Call NOW for a FREE Site Survey 877.308.2727 

GreenCrownEnergy.com                                                Turn Key Developers of Cogeneration Systems 

 

• Reduce Energy Costs by 40-60% 

• Never Lose Power Again 

• Improves Power Quality 

• Fed & State Incentives 

• Green Initiative – Low Emissions 

• NO Capital Expenditure Programs  

• Power Purchase Agreements 

• On-Site Utility Benefits 

 

NOW is the Best Time in History for 
Hospitals to Invest in Cogeneration. 

According to the U.S. Dept. of Energy, “Hospitals are ideal candidates for combined heat and power (CHP/Cogeneration) 
systems, because hospitals function 365 days a year, 24/7, and they require round the clock energy.  CHP systems enable 
hospitals to reduce energy costs, improve environmental performance, and increase energy reliability.  Resources saved are 
often redirected to improve patient care”. 

Think You Can’t Afford CHP? 

• No Capital Costs 
• No operation or 

maintenance costs or 
concerns 

• Guaranteed Savings for up to 
15 Years 

• Cleaner, more reliable energy 
• Standby / Backup Power 
• Full Green Benefits 

A Power Purchase Agreement (PPA) provides hospitals all the 
benefits of CHP with ZERO CAPITAL ($0) outlay, and ZERO ($0) 
operating & maintenance costs.  GCE will invest into your 
hospital by installing, owning, & operating a CHP system in your 
facility at no cost in exchange for an agreement to purchase all 
the energy the system produces.  Only pay for the energy you 
need and would otherwise buy from the grid.   
 
You will produce energy on-site and improve your bottom line by 
reducing the cost of electricity, heat, hot water, and cooling for 
up to 15 years – GUARANTEED!  It will also provide redundant 
standby power, proven reliable in the event of a power outage – 
PROVEN reliable during Super Storm Sandy.  
 
In addition to monetary gains, CHP enables you to position your 
hospital as a green facility and environmentally responsible.  GCE 
can also include any additional equipment that will benefit the 
cogeneration system; i.e. an absorption chillers, boiler, cooling 
tower, etc. 
 
Many not-for-profit hospitals choose a PPA because they are not 
eligible to utilize many of the tax incentives available for CHP.  
 
Many for profit hospitals choose a PPA because they may have a 
more pressing use for their capital. 
 

Power Purchase Benefits 
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To advertise, please contact Laura HessTo advertise, please contact Laura Hess  
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Winter Issue—January/February                                   Deadline December 15 
Topics: Hospital Resolutions and Trends in the New Year; Medicaid Primary Care 
Reimbursement. 

Spring Issue—March/April                                               Deadline February 15 
Topics: PPACA Updates; Patient billing/collections and high deductible plans; 
Third party premium payments for Exchange Plans; Developments in Cancer Care. 

Fall Issue—September/October                                    Deadline August 15 
                                    Special ANNUAL INSTITUTE Issue  
       Our biggest issue of the year!  Bonus Distribution at HFMA-NJ’s  
           38th Annual Institute in Atlantic City, October 8-10, 2014! 
Topics: Spotlighting issues and topics shared by the Institute presenters. 

Holiday Issue—November/December                           Deadline October 15 
Topics: Looking ahead to 2015; future trends in healthcare. 

Summer Issue—May/June                                              Deadline April 15 
Topics: Data/Privacy developments; Employer clinics; Direct contracting between 
employers and providers (network carve outs); State budget issues. 

Garden State Focus is the premier publication reaching 
over a thousand Healthcare Industry Executives  

who are the influencers and decision makers behind  
New Jersey’s prominent hospitals and healthcare  

systems, published and distributed 5x a year.  

Topics listed are subject to change, in order to report on the most relevant issues in healthcare at that time. 



 

Black & White  1x, 2x  3x, 4x 5x 

Full Page  $       525.00   $       475.00   $       430.00  

Half Page  $       375.00   $       325.00   $       290.00  

Quarter Page  $       250.00   $       225.00   $       175.00  

    

Color 1x, 2x 3x, 4x 5x 

Back Cover—Full Page  $   1,300.00   $   1,100.00   $       920.00  
Inside Front Cover—Full Page  $   1,000.00   $       925.00   $       870.00  
Inside Back Cover—Full Page  $   1,000.00   $       925.00   $       870.00  
First Inside Ad—Full Page  $       950.00   $       875.00   $       850.00  

Full Page  $       800.00   $       750.00   $       690.00  

Half Page  $       625.00   $       575.00   $       520.00  

    Ad Rates 2014Ad Rates 2014  

To advertise, please contact Laura HessTo advertise, please contact Laura Hess  
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Garden State Focus is the premier publication reaching 
over a thousand Healthcare Industry Executives  

who are the influencers and decision makers behind  
New Jersey’s prominent hospitals and healthcare  

systems, published and distributed 5x a year.  

(Adjacent to President’s View) 

Frequency rates displayed below.  Advertise in more issues 
for maximum exposure and better value! 

SOLD

SOLD

SOLD
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“There is a single light of science, and to brighten it 
anywhere is to brighten it everywhere.”

- Isaac Asimov

Fox Rothschild's health law attorneys are at the 
leading edge in helping clients respond to the challenges 

stemming from the continual transformation of the health care system. With a
reputation as a leading national health law practice, we offer personalized

service and practical, cost-effective solutions to the complex regulatory and
business risks faced by longstanding stakeholders in the health care industry.

Elizabeth G. Litten, Esq.
609.895.3320  |  elitten@foxrothschild.com

Princeton Pike Corporate Center
997 Lenox Drive, Building 3

Lawrenceville, NJ 08648

www.foxrothschild.com

Attorney Advertising

550+ Attorneys    |  19 Offices Nationwide
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Understanding the new health care law can leave even the most experienced benefi ts professional 

confused and stressed. That’s why AmeriHealth New Jersey has you covered with the answers 

you need about how the law is changing the way individuals, families and businesses buy health 

insurance. To fi nd out how AmeriHealth New Jersey can help you and your business, visit us on 

Facebook or at amerihealthnj.com.

Know more.
Stress less.

Visit us on

©2014 AmeriHealth Insurance Company of New Jersey  |  ©2014 AmeriHealth HMO  |  www.amerihealthnj.com 

Health insurance that pays.SM
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Is revenue integrity a component of your  
physician practice management strategy? 

 (877) 4BESLER    |   www.besler.com

Reimbursement  |  Revenue Cycle |  Coding and Compliance  |  Software Solutions

©2013 BESLER Consulting

BESLER Consulting provides pre-acquisition and existing practice revenue integrity services.  
Our clients find our services invaluable in the practice acquisition due diligence process and 

for ensuring that existing practices are compliant in their billing and operations. 
 

Contact us today to learn why our hospital clients have integrated BESLER physician practice 
revenue integrity services into their practice management model.
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