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The President’s View . . .
It’s fall so that means it’s Institute season for the NJ HFMA chapter. Each year in October 
many of our members and friends of the chapter gather in Atlantic City for a couple of days 
of education and networking at the prime event of our chapter year. This October we will 
celebrate our 44th Annual Institute in a new fashion.

Our first ever Virtual Annual Institute will be held October 15, 16, 22 and 23 in half day 
increments. Full details regarding the schedule can be found in this issue. Through the 
generous support of our sponsors, most of whom remained with us after the transition to a 
virtual event, this event is going to be presented free for HFMA members, with a nominal 
fee for non-members. The event will offer 12 CPE credits as well as 10.5 AAPC credits, 
representing a convenient opportunity to collect much needed education credits for little or 
no cost. We are grateful to our sponsors for continuing to support us during these difficult 
times.

Featured in this issue are a number of articles from selected speakers at the Annual Institute as well as articles from those who 
submitted to speak. Each year the Annual Institute receives over 100 speaker abstracts. Customarily we can accommodate a good 
portion of these speakers, through the multiple breakout sessions that are offered at the live Institute. Due to the shift to a virtual 
conference, we will not be offering breakout sessions this year and the number of abstracts selected was much less than usual. 
However, many of the speakers who were not chosen have valuable information to share and this year’s FOCUS provides the 
venue to do so. We hope all of our speakers will consider re-applying next year to support what will hopefully be, a live event.

Finally, we’ve got plenty of other events coming up on the horizon as we close out the year. November will feature another three-
part legal webinar series with Greenbaum Rowe. In December, we are happy to collaborate with Withum for the second year in a 
row on their Healthcare Symposium. We’ve also got more networking opportunities coming up this year, including one focused 
on new members of the chapter. Keep an eye out for your invitation to this event if you are a new member. And, planning is 
already underway for events in 2021, such as the Patient Financial Services/Patient Access education event and the Women’s event 
(postponed from April 2020).

I hope to “see” you all at our Virtual Annual Institute or at another upcoming chapter event.

Regards,
Stacey L. Medeiros

Stacey L. Medeiros
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From The Editor . . .
Greetings from the 44th Annual Institute. Not many would have imagined we would 
be celebrating this event in virtual fashion – but here we are.  The energy that normally 
surrounds not only the planning of this event but also those presenting and attending 
it will be felt in a much different manner. I applaud the efforts of many, including 
Laura Hess in helping to create this version of the Institute. I am also grateful for the 
directions to access the content of our venue.  Thank you Stacey.  Prior years’ festivities, 
which normally began Tuesday night and ended Friday morning that same week remain 
over four days, however in two separate weeks. This year the Annual Institute will be 
held over four half day sessions – October 15th, 16th, 22nd and 23rd.  

The pandemic has created this opportunity and we hope that you can find time to visit, 
albeit virtually, if only to exchange pleasantries and gain additional knowledge. We, 
on behalf of the NJ Chapter of HFMA, thank the contributors for this edition as well 
as past and subsequent editions. We also thank you and understand the commitment many make for this chapter, and 
appreciate all in attendance.

Contained in this edition is an article that discusses the COVID-19 pandemic by John Dalton who discusses how the 
United States is doing during compared to other countries.  This is part 2 and we all can hope the sequel is as good as Part 1.  
Price transparency perspectives are brought to the meeting in an article that manages to find the “win” in this requirement.  
Articles that mention credit balances and our use of analytics as well as the impact that COVID-19 will have on the DRG 
Transfer rule are included in this edition. Added is an article that addresses the ability to effectively contact our patients 
for satisfying their accounts which does create another layer in the collection process but also expands opportunity.  It has 
been said that good fences make good neighbors – well perhaps a better digital front door may make for better patients as 
well as tips to optimize your digital front door. Involving patients in their care has never been more necessary that now.  
COVID-19 is not just an issue for 2020 but one that is helping to craft the future of healthcare delivery. 

We thank you for your continued participation in our chapter and look forward to the time when we can all be together 
in person share these moments.

Scott Besler
Editor

Scott Besler

Scott BeslerScott Besler
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The COVID-19 Pandemic – 
How is the U.S. doing?
Part 2

by John Dalton, FHFMA

John Dalton

The short answer – not well. 
In the article written May 1st that appeared in the Spring  

issue, I had laid out the case for monitoring per capita 
fatality rates as the key performance indicator (KPI) for 
initially assessing a country’s performance in responding to 
the global pandemic, then compared America’s performance 
with the other member countries of the Organisation for 
Economic Co-operation and Development (OECD) as 
of April 30 (1). With 61,931 deaths and a fatality rate of 
19.4/100,000 residents, the U.S. ranked 29th among the 37 
OECD members. 

As I complete this article on September 21st, eight months 
after the U.S.’s first confirmed COVID-19 case in Washing-
ton state, more than 200,000 Americans have perished and 
the U.S. has slipped to 33rd place in the OECD, trailed only 
by Spain, Chile, the United Kingdom (UK) and Belgium (see 
Table 1 - Confirmed Cases and Fatality Rates, OECD Coun-
tries as of 9/20/2020). Spain’s initial outbreak was in Madrid, 
its capital, business and international hub, and had a second 
surge in August after loosening restrictions (2).  Chile was hit 
by the pandemic in June. Its limited testing capacity and slow 
turnaround times amplified the impact that was further exac-
erbated by the government’s lack of transparency in report-
ing infection rates (3). The UK’s initial approach of reaching 
“herd immunity” allowed community spread that has resulted 
in a per capita fatality rate of 65.5/100,000 (4). Belgium’s fail-
ure to protect its nursing home residents is tragic, accounting 

for roughly 58% of the country’s fatalities, a much higher per-
centage than in other developed countries (5).

Conversely, three of the top five countries at April 30 con-
tinue to lead the OECD (New Zealand, Korea and Japan) while 
Australia has slipped in the rankings due to a severe outbreak 
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Table 1. Confirmed Cases and Fatality Rates, OECD Countries as of 9/20/2020 
 

Confirmed 
Cases (1) 

Fatalities 
(1) 

Fatality 
Rate 
(%) 

37 OECD 
Countries Population (2) 

Cases 
per 

100,000 

Fatalities 
per 

100,000 
1,815  25  1.4% New Zealand 4,886,000  37.1  0.51 
6,677  39  0.6% Slovak Republic 5,450,000  122.5  0.72 

22,975  383  1.7% South Korea 51,640,000  44.5  0.74 
79,142  1,508  1.9% Japan 127,298,000  62.2  1.18 

1,525  36  2.4% Latvia 1,920,000  79.4  1.88 
2,307  10  0.4% Iceland 350,374  658.4  2.85 
3,744  87  2.3% Lithuania 2,794,329  134.0  3.11 

14,978  338  2.3% Greece 10,720,000  139.7  3.15 
26,898  849  3.2% Australia 24,990,000  107.6  3.40 
48,306  502  1.0% Czech Republic 10,650,000  453.6  4.71 

2,924  64  2.2% Estonia 1,329,000  220.0  4.82 
12,883  266  2.1% Norway 5,368,000  240.0  4.96 
79,240  2,293  2.9% Poland 37,970,000  208.7  6.04 

8,980  339  3.8% Finland 5,570,000  161.2  6.09 
4,420  134  3.0% Slovenia 2,081,000  212.4  6.44 

17,990  683  3.8% Hungary 9,773,000  184.1  6.99 
38,095  766  2.0% Austria 8,859,000 430.0  8.65 

301,348  7,506  2.5% Turkey 82,000,000  367.5  9.15 
23,550  638  2.7% Denmark 5,806,000  405.6  10.99 

273,965  9,390  3.4% Germany 83,020,000  330.0  11.31 
183,602  1,236  0.7% Israel 8,884,000  2,066.7  13.91 

68,577  1,912  2.8% Portugal 10,280,000  667.1  18.60 
7,718  124  1.6% Luxembourg 613,894  1,257.2  20.20 

49,283  2,045  4.1% Switzerland 8,570,000  575.1  23.86 
144,699  9,267  6.4% Canada 37,600,000  384.8  24.65 

32,593  1,792  5.5% Ireland 4,904,000  664.6  36.54 
98,105  6,324  6.4% Netherlands 17,280,000  567.7  36.60 

467,614  31,257  6.7% France 66,990,000  698.0  46.66 
758,398  24,039  3.2% Colombia 49,650,000  1,527.5  48.42 
694,121  73,258  10.6% Mexico 128,600,000  539.8  56.97 

88,237  5,865  6.6% Sweden 10,230,000  862.5  57.33 
298,156  35,707  12.0% Italy 60,360,000  494.0  59.16 

6,769,370  199,411  2.9% United States 327,700,000  2,065.7  60.85 
392,845  41,866  10.7% United Kingdom 66,270,000  592.8  63.17 
640,040  30,495  4.8% Spain 46,940,000  1,363.5  64.97 
446,274  12,286  2.8% Chile 18,730,000  2,382.7  65.60 
100,748  9,944  9.9% Belgium 11,460,000 879.1  86.77 

12,212,142 512,684 4.2% Total OECD  1,357,536,597 899.6  37.8 



Fall  2 0 2 0

Focus     7

continued on page 8

in Melbourne, the country’s second largest city (6,7). The ear-
lier article described the measures taken by each of the four to 
control the pandemic. With the lowest per capita death rate 
in Europe, the Slovak Republic was the other country in the 
in the top five (8). Initially caught unaware, the government’s 
decision to institute a national lockdown effective March 16, 
10 days after the country confirmed its first coronavirus case, 
was highly effective. It included closing all schools, restaurants, 
bars, and shops except for grocery stores, pharmacies, and 
banks, banned all public events and gatherings, closed airports 
and quarantined citizens returning from abroad. Its residents 
immediate and universal compliance has resulted in Europe’s 
lowest per capita fatality rate of 0.72/100,000 (see Chart 1, 
COVID-19 Fatality Rates, 20 OECD Countries).

The U.S. fatality rate of 60.9/100,000 is nearly 60% high-
er than the OECD average of 37.8/100,000. Had the U.S. 
merely matched the OECD average, more than 75,000 Ameri-
cans would be alive today. Had we matched the performance 
of Canada, our neighbor to the north, nearly 120,000 more 
Americans would be alive today. Hindsight is 20/20 and there 
has been and will continue to be a lot of Monday morning 
quarterbacking. 

The first U.S. case was diagnosed in Washington state Janu-
ary 20, and subsequently determined to be the D614 strain of 
the novel coronavirus. The more virulent G614 strain hit the 
Metro New York area, the global epicenter of the pandemic 
during March and April. New Jersey was hardest hit, with 
16,046 deaths and a fatality rate of 180.7/100,000, trailed 
slightly by New York state with 33,081 deaths and a fatali-
ty rate of 170.1/100,000 (see Chart 2 - COVID-19 Fatality 
Rates, 20 Selected States, 9/20/20). New York City has had 
23,771 deaths for a fatality rate of 283/100,000, more than 
three times Belgium’s 86.8/100,000 fatality rate.

This article will focus first on what we’ve learned about 
COVID-19 during the past four months, next discuss key fac-
tors that have determined whether a country has succeeded in 
controlling the pandemic, then conclude with an update on 
progress towards a safe effective vaccine.

What Have We Learned about COVID-19?
Early on we learned that the SARS-CoV-2 virus is highly 

contagious, stealthy, insidious and potentially lethal, especially 
to adults over 65 with multiple underlying conditions. Ini-
tial guidance included wearing masks, social distancing, fre-
quent hand washing and sanitizing of high-touch surfaces. As 
the global pandemic continued to rage through the summer 
months, research studies in several countries provided much-
needed insights into how COVID-19 is contracted and who is 
more likely to contract it. Some key findings include:

• Airborne transmission is the most dominant route for 
 the spread of COVID-19;

• Loss of the sense of smell is a key indicator of infection;
• COVID-19 hits men harder than women;
• Communities of color are more likely to be vulnerable  

 to infection;
• Obese individuals who contract COVID-19 are more likely 

 to be hospitalized;
• For severe cases where hospitalization is required, where 

 one is treated matters;
• Even in less severe cases, COVID-19’s lingering effects are  

 of concern; and
• A supercomputer analysis of more than 2.5 billion

 genetic combinations has provided a model - the bradyki-
 nin hypothesis - that explains many of COVID-19’s bizarre 
 symptoms.

Masks Must Be Mandatory.
In June, the National Academy of Sciences published a re-

search paper identifying airborne transmission as the most domi-
nant route for the spread of COVID-19 (9). The authors studied 
the transmission pathways of the coronavirus by evaluating the 
trend and comparative mitigation efforts in the three first epi-
centers including Wuhan China, Italy and New York City. They 
found that that airborne transmission of the virus represents the 
most likely route to community spread of the disease. When con-
sidering the mitigation strategies of safe distancing, avoiding large 
gatherings and wearing a protective mask when in public, they 
found that the most significant mitigation factor to reducing the
 2 
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continued from page 7

spread of the virus was mandating face coverings. From April 6 to 
May 9 this practice reduced infections by 78,000 in Italy and by 
over 66,000 from April 17 to May 9 in New York City. 

Understanding the scientific basis for airborne transmission 
of this respiratory virus should dictate public policy to flatten 
the infection curve in the cities and states where hot spots are 
evolving. The research paper does not minimize the importance 
of all mitigation strategies to control the spread of COVID -19. 
However, these measures were started in Italy and New York 
City well before mandating face coverings. Wuhan, China im-
plemented all of the mitigation practices as well as extensive 
testing and contact tracing which lowered their infection curve 
more rapidly when compared with the other two epicenters.

A study published in the June issue of Health Affairs pro-
vides direct evidence on the effects of state government man-
dates in the U.S. for face mask use in public issued by 15 states 
plus DC between April 8 and May 15 (10). It estimated that 
as many as 230,000–450,000 COVID-19 cases may have been 
averted based on when states passed these mandates. The au-
thors concluded: “As countries worldwide and states begin to relax 
social distancing restrictions and considering the high likelihood of 
a second COVID-19 wave in the fall/winter, requiring use of face 
masks in public might help in reducing COVID-19 spread.”

These studies - and others - make it clear that policy mak-
ers and political leaders throughout the U.S. need to be aware 
of and respect the science behind the community spread of 
COVID -19. COVID-19 is not political, infecting Democrats, 
Republicans and Independents alike. Mask wearing must be 
made mandatory until a safe, effective vaccine is developed and 
a significant percentage of the most vulnerable Americans have 
received it.

Anosmia = Infected. Think you’re infected by COVID-19? 
Your nose knows! At least half of confirmed cases worldwide had 
anosmia (loss of smell); in Germany, it was more than 2/3rds. 
An Iranian study found that 59 of 60 patients exhibited various 
smell dysfunctions (11). Harvard professor of immunology
Andrew Chan, co-founder of the COVID Symptom Study, 
concludes that the strongest predictor of a COVID-19 infec-
tion is a loss of taste or smell, a symptom that is relatively un-
common in other viral syndromes (12). Decreased smell func-
tion is a major marker for the SARS-CoV-2 infection. Smell 
testing should be used for early identification of COVID-19 
patients in need of early treatment or quarantine.

Gender Matters. COVID-19 infects men at a higher rate and 
men have more difficult outcomes than women. Dr. Akiko Iwasa-
ki, Professor of Immunology and Molecular Biology at the How-
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ard Hughes Medical school at Yale University, led a research team 
that examined how men and women’s immune systems respond 
to this virus infection (13). The researchers found that men de-
velop higher cytokine levels and women generally develop higher 
T-cell levels as an early response. The cytokine reaction can cause 
an inflammation that attacks the virus in the lungs but also results 
in reduced oxygen levels and fluid buildup that can cause other 
organs to fail. T-cells are white blood cells that attach to viruses. 

Older men do not develop T-cell responses as well as younger 
people. Older women can also develop higher cytokine reac-
tions and therefore can have worse outcomes than other women 
who do not. Dr. Iwasaki has said these findings “suggest we need 
different strategies to ensure that treatments and vaccines are equally 
effective for both men and women.” Dr. Amesh Adalja, an infec-
tious disease expert at Johns Hopkins University commented, 
“We are increasingly seeing that a one-size-fits-all strategy is not al-
ways possible, and precision medicine -- based on each individual’s 
unique characteristics -- is likely the best approach.” Clearly, a basic 
understanding of how the immune system responds to this virus 
based on both sex and age is crucial to learning how care givers 
can produce better outcomes in treating COVID–19.

Communities of Color Were Hit Harder. NPR recently  
analyzed COVID-19 demographic data collected by the 
COVID Racial Tracker, a joint project of the Antiracist Re-
search & Policy Center and the COVID Tracking Project 
(14). The review found finds that in 32 states plus Washing-
ton D.C., African-Americans are dying at rates higher than 
their proportion of the population. In 21 states, it’s substan-
tially higher, more than 50% above what would be expected. 
Likewise, Latinos and Hispanics test positive for the corona-
virus at rates higher than would be expected for their share 
of the population in all but one of the 44 jurisdictions that 
report Hispanic ethnicity data (42 states plus Washington 
D.C.). The rates are two times higher in 30 states, and over 
four times higher in eight states.

African-Americans have higher rates of underlying condi-
tions, including diabetes, heart disease, and lung disease, that 
are linked to more severe cases of COVID-19. Both African-
Americans and Latinos are over-represented in low wage essen-
tial jobs that increase their exposure to the virus. In addition, 
dense, multi-generational housing conditions makes it easier 
for the virus to spread in Latino communities. Given the pan-
demic’s disparate toll on communities of color, in particular 
low-income ones, the public health response should include 
helping to meet basic needs like providing food, wage supports 
and even temporary housing for people who get sick or ex-
posed to the virus.

BMI>40? Beware of COVID-19! There’s some evidence 
that obesity itself can increase the likelihood of serious complica-
tions from a coronavirus infection (15). One study of more than 
5,200 infected people, including 35% who were obese, found 

that the chances of hospitalization rose for people with higher 
BMIs, even when considering other conditions that could put 
them at risk. The increased risk for serious COVID-19 illness 
appears more pronounced with extreme obesity, or a BMI of 
40 or higher. Multiple factors make it more difficult for obese 
individuals to fight the coronavirus, including chronic inflam-
mation and how fat is distributed in the body. 

Place of Treatment Matters. JAMA Internal Medicine re-
cently published  a large study that examined mortality rates for 
more than 2,200 critically ill coronavirus patients in 65 hos-
pitals throughout the country and found that patients admit-
ted to hospitals with fewer than 50 ICU beds were three times 
more likely to die (16). An earlier investigative piece in the New 
York Times found that at the peak of the pandemic, patients at 
some community hospitals were three times more likely to die 
than patients in medical centers in wealthier areas (17).

COVID-19’s Lingering Effects. Evidence is mounting 
that many COVID-19 survivors face months and possibly lon-
ger periods of debilitating complications. Symptoms include 
breathing difficulties, neurological issues, heart complications, 
kidney disease and motor skill problems. Some hard-hit coun-
tries - including the United States, Britain and Italy - are con-
sidering whether these long-term effects can be considered a 
“post-COVID syndrome.” Dr. Bruce Lee of the City Univer-
sity of New York, Public School of Health estimates that if 
20% of the U.S.  population contracts this virus, the one-year 
cost could be $50 billion (18). 

Like other viruses, COVID-19’s effects often will linger long 
after the initial encounter, even among 
younger patients with mild symptoms. 
Dr. Gregory Poland, a COVID-19 
expert at the Mayo Clinic warns that 
some of the possible long-term ef-
fects can affect even patients who are 
asymptomatic or have mild cases: “I 

think it’s an argument for why we take this disease so seriously.”(19) 
He added “we’re going to need to study those as vigorously as we did 
the acute symptoms.” Mount Sinai will lead a multi-center trial 
that includes monitoring patients who suffered acute kidney in-
jury while hospitalized (20). Dr. Anthony Fauci, Director of the 
National Institute of Allergy and Infectious Diseases since 1984, 
said post-viral COVID-19 syndrome is fast becoming a patient 
care problem: “Brain fog, fatigue and difficulty in concentrating, so 
this is something we really need to seriously look at.” (21)

A Eureka Moment? At Oak Ridge National Labs, site of 
the world’s second fastest supercomputer (and World War 
Two’s Manhattan Project), scientists crunched data on more 
than 40,000 genes from 17,000 genetic samples analyzing 2.5 
billion genetic combinations (22). It took more than a week, 
leading to the bradykinin hypothesis that provides a model 
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that explains many of COVID-19’s bizarre symptoms. It also 
suggests more than ten potential treatments, including some 
that are FDA approved. Generally, a COVID-19 infection 
begins when the virus enters the body through ACE2 recep-
tors in the nose, then proceeds through the body entering cells 
where ACE2 also is present. Its insidious progression is well 
documented in this study. The bradykinin hypothesis provides 
a unified theory for how COVID-19 works. Dr. Daniel Jacob-
son, lead researcher is clear: “We have to get this message out.”

What Are the Keys to Success?
Countries responses to the global pan-

demic have varied broadly, with some note-
worthy successes as well as many dismal fail-
ures. Faced with fewer ICU beds per capita 
than hard-hit Italy, New Zealand had to act 

decisively after its first coronavirus case was confirmed Febru-
ary 28 (6). On March 14 Prime Minister Ardern imposed a 
two-week self-isolation period on anyone entering the country; 
on March 19 she banned foreigners from entering the country; 
and on March 23 locked down the country of 4.9 million. It 
worked - New Zealand continues to lead the OECD with the 
lowest fatality rate in the developed world. Similarly, Korea’s 
first COVID-19 case was confirmed the same day as the US 
(7). However, Korea acted quickly to “flatten the curve” by in-
tervening fast, before it’s a crisis, testing early, often and safely; 
implementing contact tracing, isolation and surveillance; and 
enlisting the public’s help.

Among the major Western democracies, only Germany has 
succeeded in keeping its fatality rate below the OECD aver-
age (23). One key reason is that Germany has been testing far 
more people, catching many with few or no symptoms.  Chari-
té Hospital in Berlin developed a test mid-January, posted the 
formula online and laboratories throughout the country built 
up a stock of test kits. Germany also has aggressively tracked 
contacts and practiced social distancing, copying Korea’s strat-
egy. Germany’s robust public health system had 28,000 in-
tensive care beds equipped with ventilators (34 per 100,000 
people) compared with 12 per 100,000 in Italy and has added 
capacity since the outbreak.

To many, the “secret sauce” in Germany’s low mortality rate 
has been the leadership of Chancellor Angela Merkel, a sci-
entist by training, who has communicated clearly, calmly and 
regularly throughout the crisis. Prof. Hans-Georg Kräusslich, 
head of virology at University Hospital in Heidelberg, summed 
it up: “Maybe our biggest strength in Germany is the rational 
decision-making at the highest level of government combined with 
the trust the government enjoys in the population.” 

At the other end of the spectrum, northern Italy was hit hard, 
especially in Lombardy (24). With 1/6th of Italy’s 60 million 

people, it’s the most densely populated 
region, home to the business capital in 
Milan and Italy’s industrial heartland, 
accounting for 21% of GDP. With the 
country’s highest percentage over 65, 
Lombardy also has 20% of Italy’s nurs-
ing homes. When Italy became the first 
European country to halt air travel from 
China on January 31, it was already too 
late. Doctors treating patients for pneumonia didn’t know it was 
COVID-19 and were unprepared for many patients rapid decline 
in the ability to breathe. After years of budget cuts, Italy has only 
8.6 ICU beds per 100,000 people, well below the OECD aver-
age of 15.9, so many PCPs were treating patients at home, some 
with supplemental oxygen. Testing was limited by inadequate lab 
capacity, so PCPs didn’t know whether they or their patients were 
infected. PPE was in short supply and inadequate. A blistering 
April 7 letter from the doctors’ association to regional authorities 
listed seven errors in their handling of the crisis.

The region’s industrial lobbying group resisted shutting 
down production until March 26, long after Rome’s March 7 
shut down order. Lombardy’s nursing homes house more than 
24,000 elderly; of 3,045 deaths from February 2 to April 15, 
1,625 were either positive for the virus or showed symptoms. A 
March 30 regional decree directed nursing homes to not hospi-
talize sick residents over 75 if they had other health problems. 
Some nursing homes refused to let staff wear masks to avoid 
frightening patients. Some local authorities threatened loss 
of accreditation if the nursing home refused to allow visitors. 
The rest of the country learned from Lombardy and now has a 
lower fatality rate than the US.

Sweden initially assumed that
the Coronavirus was like the sea-
sonal flu and took a light touch
approach to controlling its
spread. With a fatality rate much 
higher than its Scandinavian 

neighbors, Anders Tegnell, Sweden’s chief epidemiologist, ad-
mitted in a June radio interview that there was “quite obviously a 
potential for improvement in what we have done” in Sweden (25). 
Tegnell had previously been critical of other countries’ strict 
lockdowns as unsustainable in the long run. Sweden closed 
schools for all over-16s and banned gatherings of more than 50, 
but shops, restaurants and gyms remained open. Prime Minister 
Stefan Lovfen defended Sweden’s approach as just about right 
but noted that it had failed to protect care homes where half of 
all Sweden’s COVID-19 deaths have occurred.

With the highest fatality rate in the OECD, Belgium still de-
fends its failed approach (5). Although hospital ICU beds were 
available throughout the peak period, hospitals and paramedics 
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sometimes denied care to elderly people. When the pandemic 
hit northern Italy in February, Maggie De Block, Belgium’s fed-
eral health minister, played down the risk: “It isn’t a very aggres-
sive virus. You would have to sneeze in someone’s face to pass it on,” 
adding “If the temperature rises, it will probably disappear.” 

Although government reports had recommended infec-
tious-disease training for nursing home doctors, public help in 
stockpiling PPE, and including nursing homes in the national 
pandemic plan, the proposals went nowhere. Belgian bureau-
cracy exacerbated the response: it has nine health ministers 
who answer to six parliaments. Testing capacity was limited 
with hospitals taking priority. When nursing home testing fi-
nally began April 8 (after more than 2,000 residents already 
had died), 20% tested positive. At the outbreak’s peak only 
14% of gravely ill residents were admitted to hospitals accord-
ing to data compiled by Belgian scientists. The rest were left 
to receive palliative care. According to University of Antwerp 
professor Niel Hens, 1,100 of the nation’s 2,400 intensive care 
beds were free at the peak of the pandemic. Ms. De Block has 
defended the government response stating, “Careful counting, 
not mismanagement, explains the country’s death toll,” noting 
with pride that Belgium never ran out of hospital beds. Its fail-
ure to protect its nursing home residents is tragic, accounting 
for roughly 58% of the country’s fatalities, a much higher per-
centage than in other developed countries.

The Foundation for Research on Equal Opportunity con-
ducted an in-depth review of per capita fatality rates in 31 high 
income countries through mid-August, including four that are 
not OECD members (Hong Kong, Singapore, Taiwan, United 
Arab Emirates) (26). The review considered variables includ-
ing stringency of economic restrictions, relative isolation and 
type of universal healthcare. It found no correlation between 
the format of a country’s health insurance system and its rank-
ing. Among countries with single payer systems, Australia 
fared well, but Italy, Spain and the UK did not. Countries with 
private insurance and/or consumer-driven models are also all 
over the rankings. 

Overall, five Pacific Rim countries (Hong Kong, Korea, Ja-
pan, Singapore, Taiwan, and New Zealand) nations fared the 
best in the review’s Pandemic Performance rankings. Except 
for Germany, the major Western democracies (France, Italy, 
Spain, the UK and the US) did not. A key factor in successfully 
controlling COVID-19 was SARS “muscle memory.” Resi-
dents of these countries were acutely aware of the threat posed 
by COVID-19 due to their prior experience with the SARS-
CoV pandemic in 2002-03. Asian governments took the threat 
more seriously early on, and enacted aggressive contact tracing 
measures and had already built up stockpiles of personal pro-
tective equipment.

In his New York Times article, Pulitzer Prize winning col-
umnist Nicholas Kristof posed the question: “Are female leaders 
better at fighting a pandemic?” Kristof compiled data from 21 

countries, 13 led by men and 8 led by women (27). The CO-
VID-19 fatality rate was 214 per million in male-led countries 
and 36 per million in female-led countries including Denmark, 
Finland, Germany, Iceland, New Zealand, Norway and Taiwan. 
Residents of the 13 male-led countries were six times more like-
ly to die from COVID-19 than residents of the 8 female-led 
countries. Noting that “Virtually every country that has experi-
enced coronavirus mortality at a rate of more than 150 per million 
inhabitants is male-led,” Kristof attributes the difference to male 
“ego and bluster” and contrasts it with the low-key, inclusive and 
evidence-based leadership in countries led by women.

A Safe Effective Vaccine – When?
Early on, Anthony Zurcher, the BBC’s North American re-

porter, wrote about what the US had gotten wrong, and what it 
got right (28). He criticized testing delays due to the administra-
tion’s disregard of pandemic response plans and failure to staff 
its public health bureaucracy; medical supply shortages due both 
to the government’s failure to maintain the stockpile and failure 
to move quickly when the crisis became apparent; messaging 
“whiplash” and political squabbles, downplaying the threat; and 
social distancing failures like the packed Florida beaches during 
spring break. Other flaws cited include high costs, a lack of uni-
versal coverage and supply chains unable to withstand a shock.

On the other hand, Zurcher expressed optimism that America’s 
research firepower, with medical researchers and drug companies 
rushing to learn more about the virus and devise new strategies 
to defeat the pandemic including rapid-response tests, vaccine 
development and treatment options will help the US to recover. 

At this juncture, global knowledge about the disease, its 
diagnosis progression and treatment has grown exponentially. 
With more rapid and extensive testing and better treatment, the 
OECD’s case fatality rate has dropped from 7.1% on May 1st to 
4.2% today – still far higher than the seasonal flu. At 2.9%, the 
U.S. case fatality rate is half the 5.8% on May 1st (see Table1) 
Remdesevir and dexamethasome have shown promise in reduc-
ing COVID-19’s severity, while much more needs to be learned 
about its lingering effects. 

Operation Warp Speed (OWS) is a 
public–private partnership, initiated by 
the Trump administration, to facilitate 
and accelerate the development, manu-
facturing, and distribution of COV-
ID-19 vaccines, therapeutics, and diag-
nostics (29). It ranks as one of the most 
ambitious scientific endeavors in modern 

U.S. history. If all goes well, the fast-tracking of vaccine devel-
opment, which normally takes years, will have been telescoped 
down to about a year. To date, the fastest a vaccine was ever de-
veloped was four years. OWS has already spent over $10 billion 
to help vaccine makers to build out production capacity before 
knowing whether their vaccine is safe and effective. 

continued on page 12
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The theory is that, if a vaccine is proven to be safe and effec-
tive, it can immediately be deployed. Contracts with six manu-
facturers already are in place. Three of them - AstraZeneca, Mod-
erna, and Pfizer – have vaccines that generated immune responses 
without causing serious side effects and have initiated phase 3 
clinical trials, enrolling 30,000 volunteers (30). OWS Chief Ad-
visor Moncef Slaoui said that it was “extremely unlikely but not 
impossible” for those trials to finish by the end of October. A more 
realistic estimate is that a vaccine will become available for high-
risk populations by the end of 2020. The CEOs of nine phar-
maceutical companies signed a rare joint pledge promising not 
to seek regulatory approval before the safety and efficacy of their 
experimental vaccines are established in Phase 3 clinical trials. Dr. 
Anthony Fauci said experts would most likely know whether a 
vaccine is safe and effective by the end of 2020. Fauci added that 
it’s “unlikely” a vaccine would be ready before the election.

President Trump is considering an “emergency use authori-
zation” for a COVID-19 vaccine before Phase 3 clinical trials 
are completed. The CDC has instructed the states to be ready 
to distribute a vaccine by November 1. Rushing out a vaccine 
before it has been vetted as safe and effective is a risky gamble 
(31). An early 1976 outbreak of a new strain of the H1N1 
swine flu virus at Fort Dix prompted the Ford administration 
to fast track a vaccine to prevent an epidemic. The vaccine 
was released in the fall and 45 million Americans were vac-
cinated. Side effects: 450 developed Guillain-Barre syndrome; 
more than 30 died. The vaccination program was cancelled. 
The swine flu claimed the life of only one soldier.

Finally, everything that I have 
learned about COVID-19 just 
reinforces what we’ve heard from 
the experts: it’s contagious, insidi-
ous and potentially lethal. So, in 
the words of the late Hill Street 
Blues icon Michael Conrad, until 

a safe, effective vaccine is developed, and a significant percent-
age of the most vulnerable Americans have received it, “Let’s be 
careful out there!”
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2020 Annual Institute
Goes Virtual

by Stacey Medeiros

Stacey Medeiros

Welcome to the 44th Annual Institute! Due to the ongoing 
public health crisis, this year’s Institute will be virtual for the 
first time in the history of the event. Although the event will 
look and feel different from the past and we’ll miss seeing you 
all in person, we hope you will still find value and enjoy the 
educational slate. Read on for details on how our new event 
will work.

When is the Event?
The Annual Institute is typically held over two and a half 

days at the Borgata in Atlantic City. The new virtual event will 
be spread over the course of four days – October 15, 16, 22 
and 23 – in half day increments. The full schedule is provided 
at the end of this article. Attendees will be asked to register for 
the entire event; however, the virtual format provides you the 
flexibility to attend the sessions you want to attend, when you 
want to attend.

How Do I Access the Content?
The event will be hosted in our new virtual event platform, 

Pheedloop. After registering you will receive details on how 
to log into the platform and navigate through the event. This 
platform will also allow us to showcase our valued sponsors 
who have continued to support our revamped event.

How Much Does It Cost?
The Annual Institute has a value of $425 for members. Since 

we are going virtual and recognizing the fiscal challenges of many 
of our members, the event will be offered free of charge for 
HFMA members. Non-members will be assessed a fee of $75. 
Many of our members have had their memberships lapse during 
the pandemic. Now is the chance to verify your membership 
has been renewed so you will not be charged for the event. Visit 
www.hfma.org to verify and renew your membership status. 
You must be an active member upon registering to have the fee 
waived.

How Many CPEs Will Be Offered?
Attendees have the opportunity to collect 12 CPE and 

10.5 AAPC credits over the course of the conference. In order 
to get the CPEs, you will need to answer polling questions 
which will randomly appear throughout each of the sessions. 
CPE certificates will be emailed to attendees after completion 
of the event.

Tell Me About the Education!
Here’s the Virtual Institute schedule:

Thursday, October 15th, 2pm – 5:15pm
2:10pm – 3:50pm –
Revenue Cycle Impacts of Disruption-Patient,
Payer, Provider (Including COVID-19 Related Updates);  
Day Egusquiza, AR Systems, Inc. & Patient Financial Navigator 
Foundation, Inc.

4:10pm – 5:00pm
Federal Legislative Update; Mike Merola and
Charla Penn, Winning Strategies Washington

Friday, October 16th, 9am – 12:15pm
9:10am – 10:00am
Telehealth’s Tipping Point: Consolidating Today for 
Scalability Tomorrow; 
Michael Brandofino, Caregility

10:15am – 11:05am
Deploying Artificial Intelligence (AI): Enable Technology to 
Improve Productivity, Financial Performance and  
Quality; Mary Rewinski, and Lennis Thompson, RVH Solutions

11:20pm – 12:10pm
Leveraging the Power of Data to Improve Health Status: 
What Path Are You Taking;
Sean Hopkins and Theresa Edelstein, 
New Jersey Hospital Association

http://www.hfma.org
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Thursday, October 22nd, 2pm – 5:15pm
2:10pm – 3:00pm
Winning with Price Transparency 2.0; 
Greg Kay, SVP, PMMC

3:15pm – 4:05pm
Compliance and the CMIO - Working in Harmony; 
Angela Melillo and Snehal Gandhi, 
Cooper University Health Care

4:20pm – 5:10pm
Up-Skill to Upstream: Understanding the Coding and 
Documentation of Social Determinants of Health; 
Amber Owens, New Jersey Hospital Association

Friday, October 23rd, 9am – 12:15pm
9:10am – 10:00am 
Understanding How Your Fee for Service Negotiations Impact 
Health Insurance Premiums Rates as We Transition from Fee 
for Service to Value Based Payments; 
Kevin Joyce, Atlantic Health System and Dave Wilson, 
Windsor Strategy Partners, Inc.

10:15am – 11:05am
Hot Topics in Billing Compliance; 
Robert Bacon, Penn Medicine

11:20pm – 12:10pm
Managing Clinical Denials Using Technology-Enabled 
Strategies; Dan Hillman and Krithika Srivats, HGS Healthcare

Thank You!
Even though we are in a virtual format, the Annual Institute 
would not be possible without our generous sponsors and 
volunteers. Thank you to everyone who has continued to 
support us in this difficult environment.

Please enjoy this year’s Institute!

About the author
Stacey Medeiros is informatics Manager at Penn Medicine 
Princeton Health. She is also the current NJ HFMA President. 
She can be reached at stacey.medeiros@pennmedicine.upenn.edu.  

SAVE  DATEth
e

April 22, 2021, 8:00 AM - 5:00 PM
Women’s Education Event
DoubleTree by Hilton Hotel 
Tinton Falls – Eatontown

Watch for updates on all of these events, or visit the 
Chapter website at hfmanj.org

mailto:stacey.medeiros@pennmedicine.upenn.edu


Fall  2 0 2 0

16 Focus

Price Transparency: 
A Win-Win for Hospitals? 
Yes, Really

by Paul Shorrosh

Paul Shorrosh

It’s no secret that many health systems are unhappy about the 
CMS ruling on price transparency. While the clock continues to 
tick toward the January 2021 compliance deadline, leading hos-
pitals are embracing this ruling as an opportunity to satisfy pa-
tients with a better financial experience while other hospitals are 
just delaying a plan for compliance altogether. While the land-
scape of the healthcare industry will change dramatically under 
the ruling, the movement to provide more visibility into the cost 
of healthcare truly is a win-win for patients and hospitals.

Change Your Perspective, Win More Patients
The CMS final rule requires hospitals to make their standard 

charges public on their websites through a machine-readable file 
and display of consumer-friendly shoppable services. To ensure 
that hospitals comply with the requirements by the deadline, 
CMS has been authorized to enforce the ruling by monitoring, 
auditing and issuing corrective action plans. Non-compliance 
could cost hospitals more than $100,000 in annual fines.

It’s a tough pill to swallow, no doubt, and certainly a complex 
implementation for hospitals. But a little change in perspective 
could bring more patients through your door and boost your 
bottom line. You can embrace this ruling as an opportunity to 
elevate your brand and reputation in the community.

Regardless of government price transparency requirements, 
revenue cycle leaders should continue to focus on what’s most 
important to hospitals as a business: attracting and retaining 
patients and improving revenue capture. Leadership that is 
forward-thinking and patient-centered will go beyond gov-
ernment requirements to give patients what is most helpful 
to them and what they’ve demanded for years—accurate esti-
mates of their out-of-pocket costs.

Patients don’t care what a contracted rate is, nor will they 
understand how to interpret a machine-readable file. They 
simply want to know, “how much do I owe?”

Delight Patients with a Positive Financial Experience
A University of Chicago study found that for 40% of people, 

paying for healthcare causes more anxiety than the illness itself. 

Many are delaying critical care or avoiding doctor visits altogeth-
er fearing high costs and surprise billing. Providing meaningful 
price transparency with out-of-pocket cost estimates helps ease 
the anxiety and empowers patients to make informed decisions 
about their own health.

What matters to patients:
• Out-of-pocket costs
• Relevant charges for service or procedure
• Specific service-level benefit coverage
• Gross and contracted or self-pay price
• Copay
• Coinsurance
• Remaining deductible

Today’s patients are digital-centric consumers that want a 
fast, easy way to access healthcare services and related costs—
just as they expect any other online shopping experience. A 
poor online experience will frustrate patients before they even 
schedule a service. It’s critical for hospitals provide a virtual 
patient experience that responds to this shift in consumer be-
havior. Do it right, and your hospital can outshine your com-
petition and win more patients.

A Win for Patients is a Win for Your Hospital
Satisfying patients with a positive financial experience will 

convert them into brand ambassadors for your hospital. Happy 
consumers leave positive reviews, make recommendations to 
friends and family and become return customers, all of which 
impact your brand and reputation as well as your bottom line.

Another benefit of price transparency is the opportunity to 
capitalize on pre-service cash collections. When patients know 
their costs up front, you can begin the conversation around 
financial responsibility prior to service, maximizing the poten-
tial for payment on the front-end of your revenue cycle, where 
the dollar value is highest. This eliminates costs to collect on 
the back-end and reduces preventable patient write-offs. Not 
only are you saving money, your potential for collecting more 
pre-service dollars is greater.
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Simplify Your Price Transparency Solution
Mandates aside, offering a consistent patient financial experi-

ence is critical to creating a high level of satisfaction and trust 
with your patients. AccuReg price transparency solutions—pow-
ered by our staff-facing Price Estimation solution, a core product 
of our award-winning and market-leading patient access suite—
help you exceed compliance and patient expectations. Utilizing 
our proprietary intelligent workflow and rules engine platform, 
Estimate My Cost™ delivers the most comprehensive accurate 
estimates that give your patients what they really want—insight 
to their actual out-of-pocket costs.

To learn more about how your hospital can 
maximize revenue by complying with gov-
ernment requirements for price transparency, 
download our eBook, Price Transparency Suc-
cess: Comply with CMS Requirements, In-
crease Pre-Service Revenue, Delight Patients.

The good news is, you are likely already gath-
ering most of this information. In fact, 87% of 
providers have the ability to share cost estimates 
but only 18% of patients currently receive one 
without asking. So, what’s the problem? Simply, 
many hospital revenue cycles are not set up to 
provide this information prior to service or in a 
consumer-friendly manner. This is key because 
it gets to the heart of why revenue cycles are of-
ten so inefficient, why meaningful price trans-
parency is so elusive, and why the government 
decided it needed to step in with a rule.

If you have a patient-facing price estima-
tor tool, you need only one more component 
to comply, which is the machine-readable file. 
AccuReg offers machine-readable file func-
tionality as part of our suite of products to en-
sure full compliance with the rule.

Keep Your Strategic Focus on Patient Cost 
Transparency

As a revenue cycle leader or CFO, your 
strategic focus should be on providing patients 
what they need when they are contemplating 
a procedure—visibility into their own costs. 
Patients will remember their positive finan-
cial experience and refer your hospital to close 
friends or relatives when they seek care.

And as a byproduct of this approach to price 
transparency, you will comply with the govern-
ment’s version of price transparency but most 
importantly, you will provide the kind of price 
transparency that really matters to patients.

(To learn more about our patient estimation 
and price transparency software and how your 

hospital can provide patients with the cost transparency they 
need and what the government is requiring by 2021, download 
our eBook, Price Transparency Success: Comply with CMS Re-
quirements, Increase Pre-Service Revenue, Delight Patients.)

About the author:
Paul Shorrosh is Founder and CEO of AccuReg, serves as the In-
dustry Standards Committee Chair for NAHAM and continues 
his mission to impact hospital financial performance by transform-
ing and empowering patient access teams. Paul can be reached at 
Paul@accuregsoftware.com.  

We know the risks

We have the solutions
New Jersey’s Leading

Hospital/Healthcare Insurance Broker

We provide our clients with the best combination

of coverage, pricing and risk management.

LOGO A

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

mailto:Paul@accuregsoftware.com
http://www.whconnolly.com
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Don’t Get Lost in The 
Maze of Credit Balances

Use analytics and automation 
to resolve 50%-70% of your 
credits

by Peter Angerhofer

Peter Angerhofer

Roadside farm stands have a number of attractions to 
draw in customers, but one of the most popular is the corn 
maze.  The challenge of solving a life-sized puzzle, the experi-
ence of navigating through unknown twists and turns, and 
the faint, unrealistic fear that one might get forever stuck 
in the maze creates an air of excitement.  Of course, these 
mazes are always solved – no one ever gets truly stuck – even 
if “solving” means making your own shortcuts through the 
rough corn stalks.

For many healthcare organizations, dealing with credit bal-
ances can feel a lot like making your way through a maze, with 
perhaps a few key differences (for example, most people do not 
feel an air of excitement when dealing with credits.)  But like a 
maze, credits are generally cleared up one step at a time: each 
claim resolved is like another intersection navigated by going 
left or right.  And like a maze, it can be hard to predict what 
challenges lie ahead at the next junction and it’s hard to know 
when you are really making progress.

But the biggest difference is in the eventual outcome.  
While almost everyone finds their own way out of corn maze, 
very few providers feel like they have control of their credit 
balance resolution process, much less are able to fully resolve 
those balances.  The result is the expenditure of significant 
resources to manage the credit balances (often referred to as 
“spending money to give away money”) as well as risks to fi-
nancial reporting, regulatory requirements, and even patient 
satisfaction.

By using a combination of advanced analytics and con-
temporary robotic process automation (RPA) techniques, 
providers can dramatically reduce the volume and value 
of their credit balances. To better understand this approach, 

providers should first understand how to use analytics to sys-
tematically capture the ways staff approach credit balance res-
olution and then understand a basic approach to using RPA 
techniques.

While we commonly use the terms “metrics” and “analyt-
ics” somewhat interchangeably, metrics simply track the status 
of a specific business process.  In revenue cycle, metrics are of-
ten used to set industry-wide benchmarks, common standards 
against which individual performance can be measured. 

Analytics, however, is the systematic analysis of data to bet-
ter understand the components that make up individual out-
comes.  An understanding of different types of analytics is vital 
to their effective use.  To start, there are three kinds of analytics 
in revenue cycle:

1. Descriptive Analytics
2. Predictive Analytics
3. Prescriptive Analytics

Descriptive analytics tell the story of what has already hap-
pened in a particular sample or population.  They tend to be a 
reflection of something that happened in the past and can be 
used to tell the story of past performance.  Most revenue cycle 
metrics, like AR days, cash collections, or initial denial rates 
are descriptive analytics – they tell the user what happened last 
week or last month.  

Predictive analytics build on the descriptive analytics, us-
ing that past story to predict the future.  This type of analysis 
requires a stable environment, where circumstances and the 
environment have not changed.  A simple predictive analysis 
might correlate unbilled “DNFB” claims with cash collec-
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continued on page 20

tions.  If past experience shows that cash changes by x% three 
weeks after DNFB changes by y%, you can reasonably predict 
cash changes based on changes in DNFB.  However, if DNFB 
changes are related to changes in overall volume rather than 
changes in performance, the predictive aspect of those analyt-
ics is likely to be misleading.

Prescriptive analytics are intended to lead the user to specific 
actions based on current circumstances.  They use a series of 
facts known about a current situation along with some set of 
historical or experiential knowledge to draw specific conclu-
sions.  For example, identification of pattern of denials might 
suggest shifting resources, either towards those denials or per-
haps even towards an upstream process gap. 

In navigation terms, one might think of descriptive analytics 
as a paper Rand McNally road map, which allows the user to 
find a path to their destination but gives little other insight.  
Predictive analytics are like an early Garmin navigation device, 
which gives the user the shortest route between two points but 
can only give a sense of how long it will take to reach the des-
tination based on distance and strict observation of speed lim-
its.  Prescriptive analytics are more like Waze or Google Maps, 
constantly recalculating the fastest route based on real time 
inputs related to traffic, road conditions, construction or clo-
sures, etc.  Each version of analytics has its own value and can 
be useful in various situations, but revenue cycle practitioners 
should be careful to understand the strengths and limitations 
of each type.

What many people don’t realize is most revenue cycle staff 
are using different types of analytics each day.  Reviewing the 
history of a credit balance is an application of descriptive analyt-
ics and deciding on a course of action for that balance is a form 
of predictive analytics. To perform those analytic tasks, we ask 
staff to gather information – balance, payer, charges, billing 
history, transaction history, etc. – all the data that enables the 
analytics staff perform on each claim.

In fact, most of what we expect from staff, particularly in 
resolving credit balances, is research and data gathering.  The 
mechanical actions that resolve the claim – adjusting or trans-
ferring balances, queuing a claim for refund – are a relatively 
small part of the time devoted to each claim.  Our observations 
indicate 60%-80% of the time devoted to a claim is in this data 
gathering phase and as little as 20% is spent on taking action 
on the credit balance itself.

The result is providers tend to focus on higher balance 
claims or those that have a regulatory requirement for resolu-
tion.  Across nearly 1 million credit balances reviewed in our 
client population, 80% are less than $250 and 47% are less 
than $50. When those lower balance credits are ignored, they 
tend to age – 58% of credits are >360 days.  Working this 
large population of aged, relatively low dollar credits is an over-
whelming manual effort.

Fortunately, using prescriptive analytics, providers can use 
technology to leverage their manual efforts and achieve far bet-
ter results. The key lies in systematizing the way staff think 
through credit balance resolution. While they likely don’t 
think of their process in these terms, most staff use a set of 
questions to triage balances and then draw conclusions about 
root causes and next steps.  

As a very simple example, if given a credit balance of $150 
in a payer plan code, staff might first look to the EOB to see 
what has been paid.  If the EOB indicates all charges were 
paid, with a patient responsibility of $250, staff might next 
look to the transactions.  Finding a $400 pre-service payment, 
staff can logically conclude that the patient overpaid, but the 
patient portion was never moved from the payer to the patient.  
Finally, scanning other accounts for that patient and finding 
no balances, one can logically conclude the balance should be 
refunded to the patient.  

In this case, staff gathered information on payments from 
both payer and patient, reviewed the EOB, and looked at other 
accounts before drawing a conclusion on how to resolve the 
balance.

By utilizing analytics, logical queries can be used to aug-
ment staff efforts, eliminating the research step and draw-
ing conclusions systemically.  Claims that meet the criteria 
above – Payer has met its obligation, patient paid more than 
balance indicated on EOB, patient has no other open balances 
– can be identified automatically and be routed to a refund 
queue.  In the real world there may be more criteria than in this 
simple example but as long as those criteria can be identified 
and queried, a comparable conclusion can be reached.

Repeating the process of capturing that logical thought 
process across hundreds of claims generates various scenarios, 
all of which are defined by a set of logical criteria. Of course, 
some credits are too complex to be fully diagnosed through a 
query, but applying those criteria provides insight into more 
than 50% of credits. Sample output from a client can be found 
on next page.

The Category column provides guidance about the specific 
conclusions drawn on each credit and the Outcome column 
rolls up those categories into actionable next steps – refund the 
balance, adjust the balance, or route the most complex credits 
to staff for manual review. In this case, about 20,000 credits 
are labeled as complex, but that leaves more than 30,000 (or 
60+%) with a specific next step.  And to be clear, these are not 
guesses or predictions, but actionable decisions about how to 
resolve the credit.

While each provider is likely to have a different mix of cat-
egories and outcomes, the overall pattern is fairly consistent.  
Across these three clients, we see a range between 51% and 
73% in the Refund or Adjust outcomes:
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Starting with thousands of credits, in both patient and 
various payer financial classes, this analytic process has been 
able to triage each credit, categorize it accordingly to root cause, 
and group credits as refund, adjust, or complex (needing manual 
attention.)  

Because this approach builds the logical thinking de-
ployed by staff into the analytics, this process eliminates 
the need for the labor-intensive research and instead fo-
cuses attention on taking action on each credit.

Eliminating the time-intensive research step allows staff to 
take action on far more claims, and also enables the use of 
automated processes, such as Robotic Process Automation, or 
RPA.  Much like an Excel macro, RPA technology is “trained” 
by a user to follow an identical set of steps on a list of claims 
provided by the user.  This process allows for some flexibility. 
For example, by including a transaction code or stock free-text 
comment in the list of inputs, the robot can not only post an 
adjustment, but post it to an array of codes along with the ap-
propriate comment.

The following chart shows the results for one client.  In 
this case, just providing the analytic output allowed the client 
to reduce credits by 25% over a 2-month span. Once the RPA 
is deployed, the client expects to see a further reduction up to 
61%.

By expediting manual effort and supplementing staff ef-
forts with automation, more credits are resolved and fewer 
resources are required.  In addition, resolution of credits im-
proves patient satisfaction as well as the accuracy of reserve 
models built by finance.

To achieve these results, providers should think of the pro-
cess in two phases.

First, use analytics to identify the path out of the maze.
One initial step in this phase would be to find patterns of 

populations.  In other words, look for places where the same 

outcomes are being driven by a consistent process gap, which 
might be system configurations, or automated processes (like 
cash posting), or perhaps upstream process failures. Staff are 
an excellent source for these kinds of insights and can likely 
point the analysis towards the largest populations of similar 
root cause failures. Once those patterns are identified, it is cer-
tainly worth trying to fix the problem at the source, but if 
the error cannot be avoided, it may be worthwhile building 
queries or analytics to identify the population.  

Just as credits staff need data to do their own analytics and 
draw conclusions, to make the analytics process work, data 
needs to be gathered.  This likely means getting access to 835s 
or 837s as well as transaction data sets from your core patient 
accounting system or elsewhere. One important tip here is to 
look for structured data – staff need to be able to define their 
decision-making process in ways that enable a query driven 
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Starting with thousands of credits, in both patient and various payer financial classes, this 
analytic process has been able to triage each credit, categorize it accordingly to root cause, and 
group credits as refund, adjust, or complex (needing manual attention.)   
 

Outcome Category (Top 10) Count # Balance $
Complex Credit Balance Account 16 818 -$11,397,349
Refund Patient Overpayment 11 775 -$1 ,381 ,198
Posting Adj Total Adjustments are more than Total Charges 9 609 -$14,946,272
Complex Total Payments are more than Total Charges 3 006 -$4,694,507
Refund Credit Balance = Patient Payment 2 030 -$252 ,480
Posting Adj Credit Balance is Secondary Insurance Payment 1 967 -$272,233
Refund Patient Payment greater than Patient Responsibility from Remittance 1 773 -$156,284
Posting Adj Patient Overpayment - Balance on Different Account with Same MRN 1 223 -$125,398
Refund Credit Balance = Patient Payment and Total Adjustments = Total Charges 854 -$108,675
Complex Total Charges = 0 but Payment and Contractual Applied 776 -$1,459,414

Grand Total 52 787 -$36,578,696
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Client 3 – 55%

• 55% Outcome Diagnosis
• PFS AR counter system 

generates automatic 
transactions that create 
over-contractuals (31%)

• Secondary insurance 
payment created 6% of the 
credits AR (posting adj)

Client 1 – 73%

• 73% Outcome Diagnosis
• Host system balance transfer 

issue causes large volumes of 
patient overpayments (49%)

• An additional 6% of patient 
overpayments have an open 
debit balance on another 
account with the same MRN

Client 2 – 51%

• 51% Outcome Diagnosis
• Host accounting issues result in 

patient overpayments (27%)
• Host system ‘net-down’ 

process creates over-
contractuals (11%)

continued from page 19
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process. Defining data sources is key to delivering useful in-
sights on credits.

Finally, be prepared to iterate, iterate, iterate on each query.  
Each rule that gets developed will likely lead to false positives 
– in other words, will include credits that don’t actually fit the 
criteria of that population.  It is very likely that refining a query 
to the point that it delivers consistent and reliable results will 
require many iterations to adjust logic or data sources. Don’t 
be afraid to “fail” or to backtrack on previous decisions to get 
each rule running effectively.

Once you have the patterns, have gathered the data to find 
those populations, and have iterated on your rules, you will 
have found the path out of the maze of credit balances, but 
you’re still standing at the beginning point.  Now you need to 
start moving.

The second phase is to get to the exit.
Getting moving through the maze in an automated way will 

require some minor investments.  A software package, with an 
annual license in the range of a few thousand dollars, will likely 
be required to enable the RPA.  It is also smart to devote a re-
source to managing the RPA process. That person doesn’t need 
to be a computer science PhD, but should be technologically 
savvy and be largely, if not exclusively, devoted to the RPA 
process.

For both the analytics and the automation, starting small 
is likely to lead to the best results.  Using a query to identify a 
bite-sized chunk of credits with the same next steps will pro-
vide a good test run for the analytics, but also allow the RPA 
process to crawl before it tries to sprint.

On a related note, any RPA process should be heavily tested 
in advance of turning it on in a live, production environment.  
A human who was given incorrect direction might eventually 
recognize something was wrong and come ask for clarification, 
the robot will not. It will faithfully execute whatever you tell it 
do, no matter how crazy or obviously wrong.  Thorough test-
ing can ensure you achieve the outcomes you are seeking.  

With a small investment, a methodical approach to design 
and testing, and the grit to keep trying even if initial efforts 
stall, deploying RPA can be a powerful force. By resolving 
thousands of claims without staff intervention, it can move 
your credits efforts towards that elusive solution to the maze.

In the middle of the credits maze, it is tempting to feel dis-
couraged or even defeated by the high hedges formed by the 
volume of credits.  Even standing on tippy-toes, it can be hard 
to see the exit.

But a methodical, systemic approach can sift through those 
credits.  Analytics can identify easily solved claims and allow 
staff to focus on thorny claims where their talents are truly 
needed.  More than half of those claims can be adjusted or 
refunded using RPA techniques.  The result is a dramatically 
different profile of credit balances and staff activity.  

The combination of analytics and automation can make 
sure you can not only see the exit but can get yourself to it. 

About the author
Peter Angerhofer is an experienced Revenue Cycle operator with 
more than 20 years of insights into performance improvement.  
His clients range from academic medical centers to community 
hospitals and he has filled Director roles in both Patient Access and 
Patient Financial Services.  He leads Colburn Hill Group’s largest 
consulting engagements and has spoken to various industry across 
the country on the intersection of analytics and automation. 

Colburn Hill Group is a Revenue Cycle Management firm offer-
ing three lines of support: RCM technology utilizing Advanced 
Analytics combined with robotic process automation (RPA); out-
sourcing of billing and claim follow up to our expert staff, all 
based in the U.S.; and management consulting and performance 
improvement. Contact kspaulding@colburnhill.com for more in-
formation.

mailto:kspaulding@colburnhill.com
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•Who’s Who in NJ Chapter Committees•
2020-2021 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.

COMMITTEE PHONE DATES/TIME/ ACCESS CODE MEETING LOCATION 

CARE (Compliance, Audit, Risk, & Ethics)
Chair: Danette Slevinski – slevindl@uhnj.org (516) 617-1421  First Thursday of the month Conference Call
Co-Chair: Leslie Boles – lboles21@gmail.com (732) 877-9864 9:00 AM (712) 770-5393
Board Liaison: Lisa Maltese-Schaaf – LMaltese-Schaaf@childrens-specialized.org (732) 507-6533 Access Code: 473803

Communications / FOCUS
Chair: Scott Besler (Editor) – Scott.Besler@atlanticare.org (609) 383-2117 First Thursday of each month  Conference Call (712) 775-7460
Board Liaison: Brian Herdman – bherdman@cbiz.com (609) 918-0990 x131        10:00 AM        Access Code: 868310  In-person Meetings by Notification

Education
Chair: Jane Kaye – jane@hcfadvisors.com (732) 233-3144 Second Thursday of the Month Conference Call
Co-Chair: Sandra Gubbine – Sandra.Gubbine@atlanticare.org (609) 484-6407 10:00 AM (712) 770-5044
Co-Chair: Hayley Shulman – hshulman@withum.com (973) 898-9494  Access Code: 131556
Board Liaison: Hayley Shulman – hshulman@withum.com (973) 898-9494

Certification (Sub-committee of Education)
Chair: Amina Razanica – arazanica@njha.com (609) 275-4029 Second Thursday of the Month Conference Call
Board Liaison: Hayley Shulman – hshulman@withum.com (973) 898-9494 10:00 AM    Access Code: 131556 (712) 770-5044

FACT (Finance, Accounting, Capital & Taxes)
Chair: Alex Filipiak – Alexander.Filipiak@rwjbh.org (732) 789-0072 Third Wednesday of each month      Conference Call   
Co-Chair: Spiro Leunes – sleunes@bdo.com (917) 816-0601 8:00 AM (712) 770-4952
Board Liaison: Dave Murray – murrayd@ihn.org (856) 298-6629  Access Code:   294782

Institute 2020
Chair: Mike McKeever – m.mckeever2@verizon.net (609) 731-4528 Third Friday of each month                  Conference Call
Co-Chair: Sandra Gubbine – Sandra.Gubbine@atlanticare.org (609) 484-6407 10:00 AM (712) 770-4957
Co-Chair: Jill Squiers – Jill.Squiers@AmeriHealth.com (609) 662-2533 Access Code:   865290
Board Liaison: Stacey Medeiros – Stacey.Medeiros@pennmedicine.upenn.edu (609) 423-8731

Membership Services/Networking
Chair: Nicole Rosen – nrosen@acadia.pro (862) 325-5906 Third Friday of each month Conference Call  (712) 770-5335 
Co-Chair: John Byrne – JByrne56@gmail.com (610) 737-6683  9:00 AM In-person Meetings 
Board Liaison: Heather Stanisci – hstanisci@ArcadiaRecovery.com (862) 812-7923 Access Code:   267693  by Notification

Patient Access Services
Chair: Daniel Demetrops – ddemetrops@medixteam.com (845) 608-4866 Contact the committee leaders Aetna offices
Co-Chair: Jacqueline Lilly – jacqueline.lilly@atlanticare.org (609) 385-3105 Access Code: 196273  Parsippany
Board Liaison: Amina Razanica – arazanica@njha.com (609) 275-4029 Conference Call: (712) 770-5377

Patient Financial Services
Chairman: Steven Stadtmauer – sstadtmauer@csandw-llp.com (973) 778-1771 x146 Second Friday of each month Conference Call (712) 770-4908
Co-Chair: Michael Berger – mberger10@comcast.net (908) 794-8994 10:00 AM  In person Meetings
Co-Chair: Ruby Ramos – ruramos77@yahoo.com (908) 884-7259 Access Code:   120676 by Notification
Board Liaison: Maria Facciponti – facciponti.maria@gmail.com (973) 583-5881

Payer/Provider Collaboration
Chair: Michelle Merchant – Michelle_Merchant@horizonblue.com (973) 466-4048 Third Wednesday of each month
Co-Chair: Holly Fritz – holly.fritz01@aetna.com (973) 244-3539 2:00 PM
Board Liaison: Jill Squiers – Jill.Squiers@AmeriHealth.com (609) 662-2533

Physician Practice Issues Forum
Chair: Michael McLafferty – michael@mjmaes.com (732) 598-8858 Third Wednesday of the Month Wilentz, Spitzer & Goldman offices
Board Liaison: Erica Waller – erica.waller@pennmedicine.upenn.edu (609) 620-8335 8:00AM   In person with call in available 90 Woodbridge Center Dr
  WebEx: https://meetingsamer7.webex.com/meet/michael91 Woodbridge, NJ

Regulatory & Reimbursement
Chair: Jason Friedman – Jason.friedman@atlantichealth.org (973) 656-6951 Third Tuesday of each month Conference Call (712) 770-5354
Co-Chair: Chris Czvornyek – chris@hospitalalliance.org (609) 989-8200 9:00 AM In Person Meetings
Co-Chair: Christine Gordon – cgordon@virtua.org (856) 355-0655 Access Code:  382856 by Notification
Board Liaison: Scott Besler – Scott.Besler@atlanticare.org (609) 383-2117

Revenue Integrity
Chair: Tiffani Bouchard – tbouchard@panaceainc.com (651) 272-0587               Second Wednesday of each month Conference Call (712) 770-5021
Co-Chair: Jennifer Daniels – jdaniels@panaceainc.com (651) 424-4233  9:00 AM In Person Meetings
Board Liaison: Jonathan Besler – jbesler@besler.com (732) 392-8238 Access Code:   419677 by Notification

CPE Designation
Chair: Lew Bivona – lewcpa@gmail.com (609) 254-8141

CLE Designation
Chair: Michael P. McKeever, CPA – m.mckeever2@verizon.net (609) 731-4528
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OSF Healthcare CFO: Future 
Revenues May Be Less Than 
Pre-COVID Levels

by Jack O’Brien

continued on page 24

About four months into the coronavirus disease 2019 
(COVID-19) pandemic, hospital finance leaders have had to 
reconfigure their strategies to adapt to the ‘new normal’ and 
guide their respective organizations through unprecedented 
challenges.

Since the domestic spread of the virus began in mid-March, 
compounded by the subsequent cancellation of elective proce-
dures to handle the influx of patients infected with COVID-19, 
several new market dynamics have appeared before health sys-
tem CFOs along with an acceleration of existing trends.  

Michael Allen, FHFMA, CPA is the CFO at OSF 
HealthCare, a 14-hospital integrated health system based in 
Peoria, Illinois, and operated by The Sisters of the Third Order 
of St. Francis. In fiscal year 2019, OSF reported total net rev-
enue exceeding $3 billion.

In an interview with HealthLeaders, Allen details how his 
organization dealt with the significant financial disruption and 
revenue declines that began in mid-March and how the out-
break has redefined the traditional budgeting process.

The Revenue Guessing Game
In the early days of the crisis, Allen says the system paid 

careful attention to its liquidity situation, but noted that it 
isn’t as much a concern now given that OSF received advanced 
Medicare advance payments, extended its lines of credit, and 
took proactive steps to manage cash and reevaluate capital 
spending.

Regarding the clinical challenges related to protective per-
sonal equipment (PPE) shortages, Allen says that the ‘burn 
rate’ for those products peaked at about six times the average 
while overall supply chain costs also rose dramatically.

To mitigate those issues, he says the organization has 
stocked up its inventory to more than twice its normal levels 
and will soon begin manufacturing its own N95 masks ahead 
of a potential second wave in the fall.

Allen adds that he has concerns moving forward about 
how much patient activity is going to return to OSF and 
what the large-scale unemployment claims will mean for the 

organization’s payer mix. He estimates that every percentage 
point of patients that move from being insured by a commercial 
payer to a government payer represents about a $25 million hit 
to the health system’s bottom line.

“We may be facing a future where our revenue stream is less 
than it was pre-COVID,” Allen says. “The only adjustment 
you have, if that’s the case, is growing your market. It’s going 
to be challenging to do that in a market that’s shrinking, if 
that’s in fact the case; whether it’s shrinking in activity because 
people are being more cautious about getting their care, or it’s 
shrinking because of your payer mix, it’s going to be harder and 
harder to try to grow market [share] in those environments.”

Allen continued: “The other option is to adjust [the] cost 
structure. We are fully planning for a future environment 
where we’re having to permanently adjust cost structure. That 
could [include] certain facilities we don’t have open anymore, 
it could be adjusting staffing levels to activity levels, and other 
sorts of things. Everything will be on the table at that point.”

Looking Forward, Not Backwards
Like other health system CFOs, Allen says that the pan-

demic has changed how OSF approaches its budgeting pro-
cesses and planning strategies for future challenges and trends 
related to the virus.

Pre-COVID, Allen says the organization was budgeting 
in 12-month increments, analyzing what has happened, and 
“looking backwards.” In October, OSF eliminated its annual 
budgeting process, according to Allen, and started its fiscal year 
without a traditional budget.

He says that the organization set certain financial goals but 
didn’t go into detailed budgeting, pivoting its processes to be 
more forward-looking and more “quarter-by-quarter and fore-
casts-oriented.” Allen says the shift towards this new approach 
had been slow until the pandemic began, which accelerated the 
change and ultimately served as a positive. 

According to Allen, proactive forecasting in mid-March 
during the immediate aftermath of the outbreak and subse- 
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cure for the common business
How do you elevate your healthcare business beyond ordinary performance? By achieving 
an uncommon, optimal balance of quality patient care and efficient business operations. Let 
Withum help. Offering a goal-oriented approach backed by expertise, efficiency and innovation, 
our Withum Wellness program can help you achieve peak fitness and a healthier bottom line.

Visit withum.com/heathcare to learn more about our Healthcare Services. 

withum.com/healthcare

quent shutdowns allowed OSF to navigate a challenging finan-
cial time and make decisions that have paid off.

“What this [new budgeting process] has done for OSF is 
shifted that [approach] from rearview mirror to windshield,” 
Allen says. “It’s now looking forward and spending more of 
our energy projecting, forecasting, and then observing results 
against that, and continuously updating that to help guide the 
organization about what steps to take next.”

Allen continued: “One of the best lessons learned is to shift 
your focus to the window versus the rearview mirror. That 
doesn’t mean you ignore the mirror, it’s just rather than spend-
ing 75% of your time with the mirror and then 25% with the 
window, spend 60% or 70% with the window and a little less 
with the rearview mirror.”

Technology Will Have A Role
Like many other health systems, the pandemic has prompt-

ed OSF to factor virtual care services into its business model 
and reexamine its real estate holdings.

Allen says the organization doesn’t have any immediate 
plans to unload its brick-and-mortar facilities, but recognizes 

that telehealth will have a more mainstream effect on care de-
livery going forward, and that will affect physical care sites, 
though not entirely replacing them.

Allen says the system is looking at its smaller clinics and 
communities that only have one or two providers and consid-
ering whether they can be better serviced by telehealth, instead. 
OSF is also reconfiguring its approach to urgent care with the 
rollout of ‘OSF Urgo,’ the organization’s modern urgent care 
model replacing its legacy urgent care model across its markets.

OSF has already implemented technological features to 
help adjust to care delivery in the age of COVID-19. Earli-
er this spring, OSF debuted an artificial intelligence chatbot 
as well as a behavioral health app, which handled more than 
50,000 encounters in its first month.

About the Author 
Jack O’Brien is the finance editor at HealthLeaders, a Simplify 
Compliance brand.   He can be reached at jobrien@healthleader-
smedia.com.

mailto:jobrien@healthleader-smedia.com
mailto:jobrien@healthleader-smedia.com
mailto:jobrien@healthleader-smedia.com
http://withum.com/healthcare
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Remote Revenue Cycle 
Sparks Employee 
Engagement Concerns

by Wendell White

Wendell White

Most healthcare organizations are in their seventh month of 
operating with a fully remote or hybrid workforce. They have 
worked through the obstacles of gaining dependable productiv-
ity and communication to create stability. However, as organi-
zations transition from remote work as a temporary adjustment 
to extended or permanent remote work, there are concerns 
about the impact of remote work on employee engagement.

Revenue cycle leaders have communicated their concerns to 
me with questions and statements like:

‘how do we keep a sense of engagement, especially 
as we begin to hire?’

‘new team members won’t have a memory of the ac-
tivities (pizza parties, celebrations and charity fundraisers) 
we did to improve engagement.’

‘existing team members will begin to lose their sense 
of community.’  
Well, let’s step back a bit. Engagement is not merely job 

satisfaction from socialization and co-location. Engagement is 
a commitment, often an emotional one, to the organization. 
Engaged employees weren’t persuaded to problem-solve, pro-
vide extra effort, get involved outside of their job scope, live the 
organization’s mission and treat patients and visitors like their 
own family members, because you bought them pizza. They did 
it because their direct leadership and the organization provided: 

Growth – advancing and learning new things
Recognition – genuine appreciation
Relationship – belief that your manager and team know 

and care about you
Trust – in the people around you and that the organization 

has a bright future
Positive Patient Experience – personal or those of your 

friends and/or family members
Gallup reports that over 70 percent of the variance in en-

gagement scores is tied to the manager. Like many outcomes, 
the engaged workforce of the present and future will require 
leaders who can deploy solutions to meet employees’ core needs 
in new ways. Whether remote or onsite, managers must be 
trained to foster growth, recognition and trust. Organizations 
that don’t hire and develop leaders that support an engagement 
culture, will struggle with engagement in any context. 

If an organization already has a good leadership culture, the 

focus should be on reframing your management team’s skills 
and approaches for a virtual or blended workforce. Much of 
that can be borrowing from and by adapting practices in other 
parts of healthcare and other industries that have embraced vir-
tual workforces. However, here are some specifics to consider.

Growth. Build and share potential career paths and use them as 
part of goal setting and evaluation conversations. There has never 
been a better time for virtual education and distance learning.

Recognition. In addition to daily emails, newsletters and 
performance based recognition from a manager, include time 
in virtual meetings for team members to recognize each other 
for help provided and/or to celebrate good news in their lives.  

Relationship. Managers can build on or create new rela-
tionships by showing flexibility with work hours and/or help-
ing to identify new roles that are better fits for their team mem-
bers’ availability. Also, managers can champion issues identi-
fied by remote workforces like, providing childcare solutions 
and/or working with community organizations and schools to 
provide remote learning and activity assistance.

Trust. Even good leadership teams will see decline in their 
team members’ perception of hope in their organization’s fu-
ture. After all, there’s uncertainty in healthcare and in the world 
in general. These are perceptions you can’t control, so react but 
don’t overreact to engagement survey responses that reflect this 
sense of concern. Instead, be honest, open and compassionate.

Finally, activities to support engagement vary by employee 
subgroups and even by individual. Ask the questions and then 
truly listen to your team members’ desires for growth, recognition, 
relationship and trust. It may be helpful to use an external group 
to facilitate creating a structure for a high performing and engaged 
remote workforce. Whether you use a firm like HealthRev Ad-
visors, LLC (https:www.healthrevadvisors.com) to structure your 
long-term remote workforce success, or do it yourself, remember 
to solicit advice from and listen to your team members.

About the author:
Wendell White and HealthRev Advisors create high performing 
teams that allow their clients to maximize revenue cycle value. 
Wendell is an innovator, speaker and principal for HealthRev Ad-
visors, LLC. He lives in Richmond, VA and can be reached at 
wendell.white@healthrevadvisors.com. 

http://www.healthrevadvisors.com
mailto:wendell.white@healthrevadvisors.com
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We Must Upskill to Address 
Social Determinants 
Upstream

Amber Owens

by Amber Owens

Healthcare administrators are experiencing increasing costs 
and lowering profit margins without achieving an equal in-
crease in improved patient outcomes.  Creating strategies to 
address the social determinants of health (SDOH) by partner-
ing with other community-based groups reduces overall expen-
ditures, improves patient outcomes, and drives all organiza-
tions’ mission to achieve the Quadruple Aim.  As our health-
care system shifts to more value-based care models, focusing on 
SDOH has proven to enhance an organizations’ bottom line. 

The World Health Organization defines SDOH as the 
circumstances that people are born into and live in, and they 
are created by the distribution of money, power, and resources 
at global, national, and local levels. Clinical providers have 
known and recognized since the 1960s that social needs im-
pact health outcomes.  Unfortunately, providers have not al-
ways had the resources to address these needs; however, that is 
changing.  Providers can help by fulfilling an essential role in 
identifying patients most in need.  Addressing patient SDOH 
needs requires collaboration between clinical care providers 
and other non-clinical team members, including health infor-
mation management and coding.  

Over the past 20 years, data collection has shown the rela-
tionship between SDOH and health care use, allowing provid-
ers and payers to develop solutions and better connect patients 
to much-needed services.  For example, the data illustrates that 
low education levels are associated with an increased risk for 
a serious disease, disability, and mortality due to poor health 
literacy, unhealthy behaviors, and lower income.  Poverty leads 
to poor housing quality, food insecurity, and higher rates of 
morbidity and mortality. Decreased access to affordable housing 
puts people in jeopardy of homelessness after just one unexpect-
ed illness or job loss.  Homelessness exposes patients to diseases 
and exacerbates mental health disorders, asthma, and diabetes.

 These socioeconomic factors can make the difference be-
tween a patient successfully managing a chronic disease and 
that same individual being lost to treatment and later requir-
ing readmission. Providers can now utilize advanced analytics 

and artificial intelligence to data-mine health histories from 
electronic health records and combine them with health insur-
ance claims data and patient-reported information to create a 
comprehensive picture of health.  This data allows doctors and 
nurses to improve their care for patients and reinforce positive 
health behaviors before and after hospital admission.

Before it can be coded and analyzed by an algorithm, 
SDOH must be documented. Complete, consistent, and ac-
curate documentation of SDOH data is imperative for the 
correct allocation of resources. Health systems, communities, 
and payers won’t know who needs the most help and in what 
geographical location if medical professionals are not record-
ing the information at the time it is being provided.  However, 
gathering this information during a patient encounter is not 
as simple as asking questions and writing down the answer.  
SDOH and health disparities are sensitive information that 
patients are sometimes hesitant to share for fear of judgment 
or discrimination.  All frontline staff responsible for registering 
patients and collecting demographic data must be appropriate-
ly trained to gather this sensitive information using culturally 
and linguistically suitable techniques for the specific patient 
they are interviewing.  

The ICD-10-CM code set allows for some of the capture 
of socioeconomic and psychosocial factors that influence pa-
tient outcomes and care costs.  However, the process of coding 
isn’t perfect and relies heavily on incomplete documentation.   
Many coders are not expected to code this information and 
don’t see these codes as having value for a claim.  Additionally, 
SDOH information is often interpreted differently from coder 
to coder, and achieving consistent data assessment is chal-
lenging due to misinterpretation. Unfortunately, there is little 
room for misinterpretation when SDOH data increasingly has 
clinical and reimbursement implications across all diagnostic 
groups and value-based payment models.  

Although approaches to addressing social needs are emerg-
ing, barriers to effectively manage social determinants persist. 
One key challenge is that silos between social services, health-
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care providers, and public health organizations prevent the 
robust exchange of information and data needed to match pa-
tients’ unmet needs with available social services.  Hospitals 
and health systems must educate necessary individuals, includ-
ing physicians, non-physician health care providers, and cod-
ing professionals, of the critical need to document and code 
social determinants of health.  Utilizing these codes will allow 
hospitals and health systems to better track patient needs and 
identify solutions to improve their communities’ health.   

You can find out more about how your organization can 

leverage SDOH data and coding by attending “Upskill to Up-
stream: Coding and Documentation for Social Determinants 
of Health” at the Virtual Annual Institute, on Thursday, Octo-
ber 22 from 4:20pm to 5:10pm.

About the author
Amber Owens is President of the New Jersey Health Information 
Management Association and Director of Health Information Ser-
vices at the New Jersey Hospital Association.  She can be reached at  
AOwens@NJHA.com.

•Focus on...New Jobs in New Jersey•

JOB BANK SUMMARY LISTING

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

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

Job Position and Organization

Revenue Cycle Analyst
 Medi-Centrix
 
Supervisor, Physician Accounts Receivable
 Medi-Centrix

Director Of Patient Financial Services
 University Radiology

Chief Financial Officer
 New Jersey Hospital Association

mailto:AOwens@NJHA.com
http://www.hfmanj.org
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The COVID 19 Impact on the 
Transfer Rule

by Mary Devine

Mary Devine

As a refresher, under the Post-Acute Transfer Rule (PACT), if 
a patient was discharged below the Geometric Mean Length of 
Stay (GMLOS) and the discharge status on the claim indicated 
a transfer to post-acute care, then the hospital is entitled to a 
per diem payment amount and not the total amount a full 
DRG payment would provide. There are currently 278 DRGs 
impacted by the transfer rule. Nine discharge status codes 
would result in a transfer versus a DRG and the claim would 
be paid a per diem amount versus the full DRG.  

The nine codes are:

02 – Acute Care
03 – Skilled Nursing Care
05 – Designated Cancer Hospital
06 – Home health
50 – Outpatient Hospice
51 – Inpatient Hospice
62 – Inpatient Rehab
63 – Long term acute care
65 – Inpatient Medicare Psych 

The blanket waiver that was put into effect in March due to 
COVID-19 and the Public Health Emergency (PHE) impacts 
all areas of healthcare, including care and reimbursement.  

Much of the waiver is focused on Patients Over Paperwork 
which minimizes some of the burdens of paperwork to allow 
for an increase of patient care time. There are certain waivers 
affecting accounts that would be impacted by the rule. Many 
of the stays with patients that have a COVID-19 diagnosis 
are lengthy and would result in an account being over the 
GMLOS, and therefore not impacted by the rule.  

There are aspects of the waiver that a provider should be 
aware of when reviewing for the appropriate discharge status 
codes to indicate either a transfer or discharge:

Acute-care facilities can utilize alternate locations for acute 
care  

This is referenced as hospitals without walls. Patients 
can be moved to distinct part units for acute care. They can 
also utilize non-clinical areas to house acute patients. When 
patients are being moved, this should not be an 02, as the 

patient is maintaining acute 
status. If the distinct part is 
being used for acute care, the 
patient should not be discharged and transferred. The acute 
status should remain. 

No 3-day qualifying stay for patients to have a covered SNF 
stay

This was initially done to get COVID-19 patients out of 
the hospital but is now done to get non-COVID-19 patients 
out of the hospital. Waiving the 3-day stay will likely increase 
the number of patients discharged to skilled care. Providers 
must ensure the level of care needed is supported by medical 
necessity.

Required paperwork for home health was minimized
Paperwork was minimized for required certifications and 

OASIS timeframe for completion. COVID-19 would result 
in a patient being homebound. Self-quarantining would not 
count as homebound for Medicare. This will increase the 
volume of patients that qualify as homebound and will increase 
the number of accounts impacted by the rule.

LTACs and Inpatient Rehab were not excluded from the 
waiver

It is easier to be transferred to either of these settings with the 
waiver in place. For the LTAC, the twenty day stay expectation 
has been eliminated during the PHE. The rehab hours for 
admission to inpatient rehab is also eliminated. These two 
items are likely to increase the number of patients transferred 
to those settings, causing more accounts to be impacted by the 
transfer rule.

As you or your vendor perform a retrospective review of 
accounts impacted by the transfer rule you should be aware of 
these compliance pitfalls:

• Relying solely on the information in HETS to determine
 if a patient was transferred
• Not placing calls to post-acute care providers
• Lack of a clinical reviews
• Reviews are too close to the discharge date
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• Lack of overpayment reviews
If your retrospective review includes any of the above items, 

you are at risk for an incorrect discharge status code and being 
overpaid.  

To have a compliant process, you must make calls to post-
acute care providers after the utilization is reviewed. HETS 
utilization is only a piece of the validation process. Clinical 
resources should be included, and the nurse should review 
the chart for patient needs. This is more important than ever 
with the waivers due to COVID-19. Patients are at high risk of 
being transferred unintentionally. 

Your process must allow time for post-acute providers to get 
their bill in to Medicare.  

Finally, CMS requires you to report all overpayments. You 
can’t report them if you are not reviewing for them.

COVID-19 and the blanket waivers in place are designed 

to give care providers more time for patient care. This initiative 
was needed, but it leaves room for billing and documentation 
errors. Ensure your retrospective Transfer DRG review includes 
all the steps above to have confidence in that claims paid 
accurately by Medicare.

About the Author
Mary Devine is Senior Director of Revenue Cycle. Her main 
responsibility with BESLER is to oversee the Transfer DRG product 
line. Mary has over 25 years of experience in healthcare financial 
management and has a wide knowledge of all components within 
the revenue cycle as well as a strong clinical background. Mary 
holds a Bachelors in Accounting from The Pennsylvania State 
University and is an RN.  She can be reached at MDevine@
BESLER.com.
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Can’t You Hear Me 
Knocking?

by John Viggiano

John Viggiano

If you like the Rolling Stones song by the same name, you’ll 
really appreciate this scary fact, Americans are only answer-
ing their cell phones 47% of the time according to Hiya, an 
authority on the subject. Less than half of all attempts to reach 
consumers on their cell phones are successful and yet statistics 
show that Americans check their cell phone every 12 minutes 
or 80 times each day!

Additionally, it’s a catch-22 for agencies when considering 
leaving a message for consumers as they are liable if they do 
not identify themselves, yet they are also liable if on the off-
chance someone who is not the consumer overhears your mes-
sage when they listen to it as this would violate the privacy of 
the individual.  Believe it when we write it - this is only the tip 
of the iceberg in the minefield of arctic ice that is the current 
state of collections regulations.

So, what can you do to help appease this? First and fore-
most, you need to educate your patients and customers that 
you and your third-party partners will need to be able to 
reach them on their cell phones and you need their permission 
to do so.  This can be a simple step in your intake process that 

can be logged into their patient 
and customer records during this 
process.

Secondly, it’s time to start asking them how they would 
like to be contacted. Gen-Xers, and in particular, Millennials 
would rather be contacted via email and text message, while 
Traditionalists and Boomers will mostly still prefer a phone 
call.  Let them choose what works best for them, and don’t 
forget to obtain their permission for your organization as well 
as your third-party partners.

About the Author
John Viggiano is a Marketing Executive with over 15 years of ex-
perience in healthcare debt collection. His duties for HFMA Peer 
Reviewed Simon’s Agency, Inc. include Sales, Marketing, Commu-
nications, Multimedia Design, Licensing, and Compliance. He 
maintains and writes monthly articles for Simon’s Turning Red to 
Black blog and Simon’s Says newsletter. John is active in HFMA 
chapters and committees.  John can be reached at:  john.viggiano@
simonsagency.com
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COVID-19 Brings Financial
Challenges to Hospital
Organizations

by Gordon Jaye

Gordon Jaye

Growing patient and guarantor receivables are challenging 
healthcare administrators to find new and more creative solu-
tions to meet operational and financial performance objectives. 
At the same time, healthcare providers are wrestling for market 
share, competing to retain patients, and seeking to differenti-
ate by providing a superior consumer experience. The pandemic 
has only exacerbated all the day-to-day challenges healthcare ad-
ministrators and providers face, and hospitals continue to expect 
financial losses of over $323 billion in 2020 due to COVID-19.  

In order for organizations to meet the new challenges in-
troduced by the pandemic, they must identify, develop, and 
implement the systems and programs that bring visibility to 
the right performance measures and proof points. It will be 
crucial for hospitals to implement financial solutions that keep 
them in the black amidst economic uncertainty in order to 
keep their doors open throughout and after the pandemic. 
Some hospitals have already implemented financial solutions 
that have successfully increased collections, particularly for un-
insured and underinsured patients – such as Montefiore St. 
Luke’s Cornwall Hospital in Newburgh, NY.

Hospital organizations can right the ship and improve 
their financial state in this time of crisis. 

During this time of financial crisis, hospitals should first re-
view their workflows to identify any gaps or breakdowns that 
have arisen due to the pandemic. Hospitals should focus on how 
to expedite payments with both clean claims and the reduction 
of technical or administrative denials that could have been pre-
vented on the front-end of the revenue cycle. Hospitals should 
review how the patient is onboarded into the health system, 
starting with scheduling all the way through to care delivery. 
Examples include: Is the service being scheduled with an incom-
plete order? Is all key information for patient access available to 
financially clear the patient? Such key information includes the 
procedure description with appropriate CPT code and diagno-
sis code, plus all payer information, such as approved or pend-
ing authorization. Hospitals should not shy away from financial 

communication with their patients. The goal should not only be 
to communicate out-of-pocket expenses but to also secure pay-
ment before or at the point of service. A robust point-of-service 
collection policy will help reduce the cost of fees associated with 
collections after the first statement. Hospitals need to remember 
even during this time of crisis that patients want to know what 
their financial responsibility for the service will be. 

PatientMatters helped hospitals (like Montefiore St. Luke’s 
Cornwall Hospital) modernize their collections processes 
and improve their financial situations.

Recognizing that their cash collections were too low and 
slow, Montefiore St. Luke’s Cornwall Hospital (MSLC) imple-
mented a Pre-Access Service Center intending to increase those 
collections, especially at the point of service. A Pre-Access Ser-
vice Center services all scheduled outpatients in an attempt 
to financially clear their visits before arrival. The process is 
referred to as normalization as each outpatient department’s 
onboarding is now serviced under a central business owner. 
Included in this process is financial communication with each 
patient to help educate them to understand and satisfy their 
financial obligations before their scheduled appointments. 
Within the first six months, MSLC saw a dramatic acceleration 
in point-of-service collections by more than 125% and it is still 
increasing. The Pre-Access Service Center also allows MSLC 
to offer a more patient-centric financial plan. MSLC goes be-
yond the traditional propensity to pay by predicting the likeli-
hood of payment. Their patient access staff is provided patient 
payment assessment scores that influence and guide financial 
communications with each patient. These improvements have 
allowed MSLC to collect up to 40% of all patient cash collec-
tions at the point of service. 

Hospital concerns (in addition to pandemic-related strug-
gles) and recommendations to address them. 

The biggest concern our client hospitals are sharing relates 
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Involving Patients in Their 
Own Care is More Critical 
Than Ever

by Julie Gerdeman

Julie Gerdeman

When patients are treated as true partners in their healthcare 
journey, they are empowered to participate in shared decision 
making with their providers, make informed decisions about 
their medical care, and have a greater say in the quality of their 
day-to-day life. 

Evidence consistently shows that supporting patients to 
be involved in their own care improves outcomes, enhances 
patient experience, and can reduce healthcare costs. Over the 
last two decades, health systems have implemented numerous 
initiatives to achieve this Triple Aim and drive value-based care. 

Many of these efforts included employing health IT systems 
and tools to encourage patients to actively participate in their 
treatment process. However, when the COVID-19 pandemic 
hit, many health organizations quickly realized there were gaps 
in their patient engagement processes.     

The COVID-19 effect
The arrival of the COVID-19 virus led to an instantaneous 

national health crisis. As hospitals prepared their staff and 
stocked up on personal protective equipment (PPE), they 
cancelled elective surgeries and transformed units to focus on a 
potential influx of COVID-19 patients. 

Medical practices cancelled or rescheduled non-essential 
visits and created new check-in and check-out procedures to 
maintain social distancing. Patients, fearing exposure to the 
virus, not only put off routine care for chronic conditions, they 
also delayed care for emergent conditions.

While some providers were able to quickly pivot to keep 
their patients informed and engaged in their care, many were 
caught off-guard. A consumer survey done in mid-March, as 
many areas began encouraging social distancing and issuing 
shelter-at-home orders, revealed that more than half of the 
respondents had not received any communication from their 
providers or payers about COVID-19. 

As the pandemic evolves and drags on, it is evident that the 
world is forever changed. Trust in healthcare was already fragile. 
It is incumbent on healthcare systems to make an active shift to 
greater patient-involved care models that project transparency, 

facilitate communication, and empower patients to ultimately 
re-build trust and put patients in the driver’s seat. 

Filling the Engagement Gaps
Amid this health crisis, patient engagement is more critical 

than ever. COVID-19 has shed light on the need for digital 
health solutions that are well-suited to remote delivery of 
healthcare services. 

Necessity drives innovation – with limited in-person 
engagement, providers and patients are turning to telehealth 
and other digital platforms that support patient involvement 
in their care. These solutions are helping fill the knowledge and 
support gaps for patients. 

Providers have the opportunity to evaluate and test key 
elements of virtual patient engagement through digital 
communications, data sharing and decision making. Now is the 
time to reevaluate how to best empower patients to participate 
in their healthcare at every step of their care journey. 

Here are some strategies for digitally engaging patients in 
their care from pre-care to post-care: 

• Give patients the opportunity to experience a stream- 
 lined, digital experience from scheduling an appoint- 
 ment to paying their bill

• Use a multi-channel communication approach so pa-
 tients can choose the format that is best for them, and 
 actively use these channels to keep patients informed

• Prioritize data security that offers robust protection of  
 identity and personal health information when using  
 digital applications

• Offer pre-appointment on-line screening and self-sched- 
 uling options

• Consider starting or expanding telehealth visit capabilities
• Incorporate evidence-based patient decision aids that are  

 digitally accessible 
• Integrate automated appointment reminders and post- 

 appointment follow-up messages
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• Facilitate patient payments by offering contactless pay- 
 ments and more financing options

• Enable patients to provide feedback on their digital ex- 
 periences 

At this point in time, the COVID-19 pandemic appears 
to be far from over. By taking this time to improve patient 
engagement, you are not only minimizing fallout from the 
health crisis, you are also preparing your organization to deliver 
optimal care in the new post-pandemic world.

About the author
Julie Gerdeman is the Chief Executive Officer of HealthPay24, 
a leading healthcare technology company focused on driving 
solutions for the increasing patient pay responsibility. She has held 
previous positions as Head of Digital Transformation, GM of 
Global Payments, and Chief of Staff at major tech and payments 
companies including SAP Ariba, JP Morgan, and American 
Express. She can be reached at jgerdeman@healthpay24.com.  

continued from page 31

to adherence to the CMS Price Transparency Rule that goes 
into effect on January 1, 2021. Hospitals that are noncompli-
ant and fail to respond to or comply with a CMS corrective ac-
tion plan can face a penalty of $300 per day. The rule includes 
two major provisions: 1) a comprehensive machine-readable 
file that contains all five types of standard charges for services 
provided by the hospital, and 2) a consumer-friendly list of 
shoppable services. PatientMatters recommends hospitals in-
vest in an online patient-facing estimator tool to help alleviate 
the burden as not all hospitals have the resources or expertise 
to create such a file. The patient-facing estimator should be 
placed prominently on the hospital website so it is easily acces-
sible for patients who are price shopping. Since patients will 
soon have access to pricing data, now is a good time to revisit 
staff education to ensure staff can help patients understand 
their insurance benefits and how those benefits impact the pa-
tient’s out-of-pocket costs associated with care. 

Predictions for the coming year and COVID-19’s impact 
on hospital finances.

COVID-19 has introduced new challenges to hospitals in 
2020, many of which relate to the need for limited patient-staff 
contact capabilities. MSLC is already looking ahead to mini-
mize face-to-face contact between patients and patient access 
staff. Starting with their Pre-Access Service Center, MSLC has 
significantly reduced its lobby wait times by expediting the pa-
tients directly to the service area. Eighty percent of MSLC’s 
patients experience no registration wait times in the lobby due 
to their patient navigation scores that allows them to proceed 
directly to their service areas on the day of service. In 2021, 
hospitals such as MSLC will look to expand patient-facing 
technology such as the ability to price shop but also allow pa-
tients to self-service their own registration and payments, there-
by minimizing contact with hospital staff. Hospitals that make 

this shift will see a benefit to the overall patient financial experi-
ence and bring back a sense of reassurance to those seeking care. 

How can hospitals improve the financial experience for pa-
tients? Especially those who are uninsured/under-insured 
and struggling to pay their bills. 

Hospitals must understand and act on the knowledge that 
every patient’s financial circumstances are unique, especially as 
unemployment is ravaging the nation due to COVID-19. It is 
imperative that hospitals, as exemplified by MSLC, can calculate 
each patient-guarantor’s current financial circumstance in real-
time, to identify personalized payment plans, and enroll those 
patients who are eligible for charity or government programs. 
MSLC patient access staff is tooled with payment assessment 
scores that guide the patient-staff conversation, allowing 
hospitals to pinpoint and plan for those patients who may 
need more time to meet their financial obligations. In these 
instances, the hospital can offer an ideal payment plan that 
works for both the patient and the hospital. For those patients 
whose score reflects a high likelihood of payment, the hospital 
can secure payment by offering a prompt pay discount. As is 
the case at MSLC, hospitals and health systems will find that 
improving the patient’s financial experience ultimately allows 
the focus to shift to receiving care. 

About the author
Gordon Jaye has worked in healthcare delivery systems, informa-
tion technology, and physician practices for more than 25 years, 
most recently in leadership positions. As Vice President, Hospital 
Operations, Gordon’s expertise is in delivering superior patient 
experiences, revenue cycle management, process optimization and 
automation, and managing hospital mission-critical services to Pa-
tientMatters and its healthcare customers. Gordon can be reached 
at gordon.jaye@patientmatters.com. 
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Optimizing Digital Front 
Doors with Patient-First 
Financial Engagement

by Laura Herman, VP of Partnerships at Cedar

Laura Herman

While the digital front door in healthcare is certainly not 
a new concept, the novel coronavirus pandemic has created a 
heightened sense of urgency for providers to adopt best-in-class 
technology that enables a more engaging healthcare consumer 
experience. What was once considered “nice to have” is now 
business critical -- so much so that digital front door initiatives 
are gaining board-level awareness. In my work at Cedar, we’ve 
seen from our provider clients that a holistic patient financial 
experience is critical to an effective digital front door strategy, 
and it’s increasingly important to use design thinking to solve 
real healthcare consumer challenges.

Below are a few some of the key tips that can help health-
care providers optimize their digital front doors:

Tip #1: A bad billing experience can overshadow an other-
wise outstanding digital front door strategy. 

A common misconception about digital front doors is 
that they only encompass the 
series of initial patient-provid-
er interactions leading up to a 
visit. While this phase of the pa-
tient journey is important to get 
right, digital front doors should 
extend beyond intake and engage 
and empower patients across all 
digital touchpoints within a pa-
tient journey, including post-visit 
billing.

Everyone has a story about a 
bad medical billing experience -- whether personal or anec-
dotal -- and oftentimes these negative experiences have an out-
sized impact on consumers’ perceptions of their providers. In 
fact, research suggests that not only are patients frustrated with 
the financial experience as well as providers’ lack of adoption of 
digital processes, some are even willing to switch:

• 1 in 3 patients don’t think that healthcare providers have  
 done enough to improve the patient billing and pay- 
 ment experience (Source: Cedar-Survata 2019 Health- 

 care consumer survey). 
• 45% of patients (a plurality) rate the post-visit phase 

 (billing, insurance, follow up, etc.) as the worst part of 
 the healthcare journey (Source: Cedar-Survata 2019 
 Healthcare consumer survey). 

• 2 in 3 patients would consider switching providers that  
 offered a better payment experience (source: Advisory  
 Board). 

• 1 in 5 patients left a provider because of a poor digital  
 experience (Source: Cedar-Survata 2019 Healthcare con- 
 sumer survey). 

It’s no longer the ‘last, best experience’ that’s driving con-
sumer expectations; exceptional, end-to-end digital experiences 
are table stakes. Innovative health systems and medical groups 
understand that digital front doors that prioritize the patient 
financial experience -- in addition to pre-visit touchpoints like 
self-serve scheduling and registration -- have the potential to 

not only attract patients, but 
keep them coming back.

Tip #2: Text reminders and 
online bill pay aren’t enough; 
a standout patient finan-
cial experience should make 
sense for the individual. 

When providers deliver 
a better patient experience, 
they’re more likely to drive 
meaningful engagement and 

improved financial outcomes. But, in order for providers to 
deliver the types of experiences that patients remember, they 
must make them feel personalized, effortless and empathetic. 
A data-powered platform and patient-centered features help 
healthcare organizations give patients a differentiated bill pay 
experience, including:

• Optimized outbound communications: At one point  
 or another, we’ve all received a medical bill in the mail  
 and hung it on the refrigerator, only to never look at  

Innovative health systems and medical 
groups understand that digital front doors 

that prioritize the patient financial
experience -- in addition to pre-visit

touchpoints like self-serve scheduling and
registration -- have the potential

to not only attract patients,
but keep them coming back.
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it again (the same could probably be said of monthly  
email and text message reminders, sans the refrigerator).  
A superior patient engagement strategy helps patients  
take action and resolve their obligations by determining  
the optimal channel, message content and timing to  
communicate billing reminders, and continually iterates  
to improve outcomes. 

• Frictionless bill pay: During a time when features like  
single-click payment and autopay are the norm, it’s no  
wonder that providers struggle to deliver a bill pay ex- 
perience on par with consumer expectations. To remove  
barriers to engagement, it’s key to identify friction points  
across the financial experience and use product solutions  
to mitigate them. For example, including modern pay- 
ment options like Apple Pay or consolidated bills with  
patient-friendly service codes can make a world of dif- 
ference for today’s consumers. 

• Pathways to bill resolution: Some patients can’t pay  
their bills outright and need help finding solutions be- 
yond payment to resolve their accounts. In order for  
providers to better assist these patients, they should sur- 
face other bill resolution options – such as payment  
plans or claim adjustment information as early as possible. 

Tip #3: To build a better digital front door, providers need 
to work with tech partners that use design as a strategy, not 
a feature. 

Historically, healthcare has been fraught with patient-facing 
apps that have clunky user experiences and go unused (such as 
patient portals). While this deficiency may be symptomatic of 
the nature of enterprise distribution channels (i.e., healthcare 
buyers having incentives independent of what patient users 
want), it doesn’t have to be that way.

I believe what’s good for patients is good for providers, and 
my team takes a user-obsessed approach to product concep-
tion. We prioritize solutions that address real problems for us-
ers, not those that might look good on a feature checklist. A 
few recent examples of how we use design-led problem solving 
to develop products include:

Cracking the millennial mindset
In 2019, our data science team noticed that millennial pa-

tients were less likely to pay their medical bills compared to 
other generational cohorts, and brought it to the attention 
of our product designers to understand why. In collaboration 
with the preeminent design firm IDEO, we embarked on a 
comprehensive user research study to better understand the 
attitudes and behaviors of millennial patients with respect to 
their healthcare obligations, the output of which was a set of 
behavioral archetypes to help inform product development. 

Prioritizing the patient experience during COVID-19
When it became clear that the COVID-19 outbreak was 

widespread and financial consequences for consumers were 
imminent, we used design thinking to develop solutions that 
enabled providers to better serve patients, including compas-
sionate dunning, educational messaging and flexible payment 
plans. To do so, we conducted user interviews with real pa-
tients several months into the pandemic to understand how it 
has impacted their lives, and are currently using these insights 
to shape our product development roadmap.

In order for healthcare organizations to truly optimize digi-
tal front doors, meaningful financial engagement needs to hap-
pen before patients present for care and continue throughout 
the care journey. 

About the Author
Laura Herman is the VP of Partnerships at Cedar, a patient ex-
perience and healthcare financial management platform for hos-
pitals, health systems and medical groups that was recently named 
second most innovative healthcare IT company of 2020 by KLAS. 
Laura has 10+ years of experience in provider strategy, design 
thinking, and digital transformation. Laura previously served as 
Director of Customer Innovation for the Healthcare & Life Sci-
ences division of Salesforce, and in various thought leadership and 
client services roles at The Advisory Board Company. Laura can be 
reached at lherman@cedar.com.  
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What is revenue recovery and what’s at stake?

Revenue recovery for hospitals and healthcare 
providers has always been a top priority from the CFO 
and below to assure that all dollars due for services 
provided are collected. This has become even more 

relevant as COVID-19 continues to negatively impact the 
bottom line. 

Healthcare underpayments from public and private insurers 
plague hospital revenue recovery efforts with many battles even 
spilling into court cases. What’s at stake? Around $77 billion in 
disputed payments from Medicare and Medicaid from a 2017 es-
timate, plus the continuing underpayments by commercial pay-
ers which can rival the amounts of the federal and state payers.

Why do these underpayments occur?

There are four main reasons for underpayments that 
we have identified:

• Incorrect medical coding and billing and failure  
 to submit proper clinical documentation to 
 support services provided

• Use of incorrect contract terms by payers for pricing  
 claims

• Errors made by payers in calculating the allowed amount  
 and failure of providers to identify these errors

• Discrepancies in interpreting contract terms by payer  
 and provider

What is the best approach to tackle underpayments at 
my hospital?

Clearly identify that an underpayment has occurred. 
Hospitals need to ask their medical billing and cod-
ing service provider to list the topmost performed pro-

cedures and top paying consult codes. Next, they should verify 

their contracts to confirm the 
rates that were agreed upon or 
ask their insurance company to 
provide them with the fee sched-
ules for the listed procedures. Once the fee schedules are avail-
able, it will be possible to cross check the reimbursement rates 
against each claim. In fact, reliable contract management software 
performs this exercise on a regular basis as part of its workflow.  
Eligibility, patient payment, contract management, claims and 
AR management, are fed into a single seamless process, allowing 
hospitals and health systems to identify, manage, and quickly re-
spond to discrepancies that are flagged and helps providers follow 
up on unpaid and or underpaid claims promptly. 

Know what’s in your contracts. As the claimant, the provider 
is obligated to show what the insurance company’s contractual 
obligations were and prove that the insurance company failed 
to satisfy them. This can become complicated as provider agree-
ments are often fraught with ambiguity. This provider burden 
has remained the same during the past four years.

Use professionals to audit records. Without a doubt, this 
type of work needs to be handled by experts. This expertise is 
essential in determining how to best argue and collect clini-
cally disputed underpaid claims for providers and work with 
your respective fiscal intermediary. Often, improper coding, 
whether it is diagnosis and procedure related, DRG, discharge 
disposition or value or condition codes can significantly im-
pact whether a claim is underpaid, sometimes resulting in un-
derpayments exceeding millions per year.

Take a holistic insurance approach.  This involves searching 
beyond the self-pay population to find additional coverage for 
Medicaid, Medicare, and commercially insured patients. The 
task may seem futile because patients are already covered by 
a payer, but proactively identifying primary coverage sources 
for all patient populations can increase revenue, decrease costs, 
and help prevent bad debt.

Success in this process can have a material impact on a 
hospital's bottom line. Recoveries vary considerably depending 
on the effectiveness of current efforts and the complexity of 
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payor contracts can range from 2-6 percent of paid claims. 
Importantly, it can also help providers achieve higher 
patient satisfaction levels, because patients (and medical staff 
members) often wind up in the middle of an inaccurate claim’s 
adjudication process. 

In today's highly competitive healthcare environment, 
hospitals cannot afford to confuse, irritate or lose patients due 
to administrative complexities. The additional margin pressure 

hospitals are enduring due to the pandemic is even more of 
a reason to assure any and all underpayments are identified, 
resolved and collected in a timely manner. 

About the author
Domenic Segalla is Market Leader of Withum’s Healthcare 
Advisory Services.  He can be reached  at dsegalla@withum.com.
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Career Path to Real Purpose:  
Nonprofit Leadership

by Toni Pergolin, CEO and Author

Toni PergolinWithin weeks of starting my new job as CFO of Bancroft 
15 years ago, it became apparent that the large century old 
nonprofit organization was on the brink of bankruptcy. It 
would take all that I knew from my years in healthcare finance 
plus a load of moxie and heart to lead a turnaround and set 
the course toward long-term sustainability.  It was during that 
period that I found my purpose.  

Nonprofit organizations offer meaningful work experiences 
to those looking to make a difference in their communities and 
in our world. At Bancroft, our employer brand - Real Life...
Real Purpose - applies to our corporate staff, program leader-
ship and our direct support professionals.  We are all essential 
in our mission to serve others.  

In my case - and no doubt in the organizations you lead - 
my business skills and experiences were critically needed to first 
understand what was happening and then determine where I 
needed to put my attention. 

Frequently, nonprofits are run by an individual with pas-
sion for the mission, but without the experience and skills to 
run a successful and sustainable business. But nonprofits are 
not lemonade stands. They are often complex businesses pro-
viding critical services paid for by government agencies and 
grantmakers, with much needed fundraising to close the gap. 
While many are not directly impacted by the economy, all are 
indirectly impacted by the ebb and flow of fortunes and chang-
ing government policy and priorities. 

To withstand tidal changes, nonprofit leaders must focus on 
strengthening the organization in terms of excellence in service 
delivery and financial sustainability. They must balance the 
passion and commitment to the mission with an obligation 
to deliver an operating margin. The absence of this dual-focus 
will doom most nonprofits during even the calmest of time, let 
alone during a crisis. 

It is this balancing act - this dual charge of delivering both 
mission and margin - that separates a sustainable nonprofit or-
ganization from one just doing good work.  To achieve both, 
consider the following:   

- Require a business minded leader and leadership team at 
both the management and Board levels to drive success

- Instill a passion for the 
mission at all levels and con-
sideration of the mission in every business decision

- Communicate with stakeholders frequently about the 
work being done and seeking their input

- Maintain community and philanthropic relationships as 
the mission is important to them, too.  

- And, most of all...never give up!  
So, if you have strong skills in the areas of finance, account-

ing, technology, marketing, human resources and, of course, 
fundraising, there’s a job for you at a nonprofit, and they need 
you. 

Toni will be the keynote speaker for the Women's Leadership 
program on 5/22/21. Save the Date.

About the author
Toni Pergolin, CEO and Author. Toni is a highly regarded strate-
gic leader with acute financial acumen who has successfully grown 
companies organically and through mergers and acquisitions. Cur-
rently serving as President and CEO of Bancroft, one of the largest 
human services providers in New Jersey and the Greater Philadel-
phia region, she has more than doubled the size of the company 
in ten years.  Her ability to lead nonprofit organizations with a 
focus on delivering excellence with a healthy margin has resulted 
in a decade of profitable returns enabling reinvestment in the 
organization’s mission.  

She currently serves as the Chairwoman for Peirce College and 
as a director on the  boards of Fulton Bank and South Jersey Cham-
ber of Commerce. Prior to joining Bancroft, she worked at the Uni-
versity of Pennsylvania Health System for 14 years in various posi-
tions, including Chief Financial Officer for Pennsylvania Hospital.   

Check out toni-pergolin.com to learn more. Toni Pergolin is 
the author of Too Important to Fail ~ Leadership Lessons for 
Nonprofits, which is available on Amazon now.
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How Much Insurance 
Revenue Is Left On The 
Table & Sitting In Your 
Closed Files?

by Karlene Dittrich, CBCS, CPC, CMPA, CECCS Karlene Dittrich

COVID-19 may not be the only pandemic that is negative-
ly impacting your bottom line. Have you ever considered the 
amount of money your organization is compliantly entitled to 
receive, that was actually left on the table and now sitting in 
your closed claim files? Now consider if you had the ability to 
overturn even a good percentage of claim amounts mistakenly 
written off as uncollectible, what impact would that have to 
your bottom line?

When it comes to claims handling compliance require-
ments that insurance companies are well aware of but typically 
fail to adhere to, you may be quite surprised at the amount 
of insurance revenue that may be among those closed claims,  
that your healthcare organization may still be entitled to re-
ceive.  Based on applicable regulated timeframes, this includes 
insurance revenue with dates of service going back as far as 6 
years. These are claims that were impacted by contracted and 
non-contracted denials, underpayments and offsets that fail to 
align with state and federal laws addressing claims handling 
compliance requirements. Utilizing certifications and extensive 
training in auditing and ERISA/PPACA claims handling com-
pliance requirements, we assess on a daily basis,  Electronic 
Remittance Advice (ERA), Explanation Of Benefit (EOB) and 
other insurance documents such as medical record requests 
with findings of suspicious claim transactions and misleading 
statements regarding medical record requests, all of which fail 

to align with applicable state and/or federal laws and claims 
handling compliance requirements.  In our review process, it is 
not uncommon to find, address and recover insurance revenue 
on many claims that were prematurely written off, considered 
uncollectible and packed away in a closed claim file.  

Once packed away most healthcare organizations tend to 
give them no more thought and turn their focus on claims 
still outstanding.  However keep in mind, that is not the same 
mindset insurance representatives and third-party recovery 
companies have.  In fact, it is not uncommon for insurance 
companies and third-party recovery companies acting on their 
behalf, to scavenge those closed claims in search of previously 
paid claims to help game their system.  They surreptitiously 
search for claims to use as a platform to use in a devised offset 
scheme as an attempt to withhold insurance reimbursement 
designated for one or more current non-party claims being 
processed.  Offset schemes continue to be a common business 
practice for some payers even though governmental agencies 
and courts have deemed such offset practices as a violation of 
governing laws.  Something to consider in these times of un-
certainty,  is if your organization and revenue cycle team is 
properly equipped to accurately assess, protect and effectively 
address claims that are not processed by insurance companies 
in alignment with applicable laws and provider rights that gov-
ern the handling of those claims.  

Now more than ever it is imperative for healthcare organiza-
tions to remain viable and restore the profitability not only losses 
associated with the COVID-19 pandemic, but also revenue loss 
to disingenuous insurance tactics. For too many years health-
care CFO’s and Revenue Cycle Management representatives 
have been misled or shielded from gaining awareness of relevant 
state and federal laws that maximize and protect entitled reve-
nue. Laws such as ERISA, PPACA and state insurance codes are 
among other provider rights that place valuable protections on 
the ability for healthcare providers to receive all insurance re-
imbursement due and entitled for medically necessary services
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rendered in good faith. These are laws and provider rights that 
support compliant claims handling practices, circumventing 
unwarranted revenue loss and write-offs.  Gaining awareness of 
relevant laws that address improper audit attempts, denial and 
offset insurance claims practices will help reveal and effectively 
address any misleading denial tactics, audit attempts, policies 
and contract provisions attempted by insurance companies. 

In our process of reviewing insurance ERA, EOB and medi-
cal record request documents on a daily basis, it is not uncom-
mon to find suspicious, misleading and intimidating statements 
relied on in what we consider as manipulative attempts to:

• Gain improper access to medical records for other un- 
 disclosed intentions;

• Unsupported treatment or clinical based denials;
• Partial or full denial of entitled benefits and insurance 

 reimbursement;
• Repricing schemes resulting in improper underpayment  

 of claims;
• And wrongful Application of prohibited recoupment and 

offset practices.  
There are a variety of recent court cases and governmental 

investigations addressing the improper common business prac-
tices and inappropriate claims handling processes exercised by 
insurance companies. Many of these court cases and govern-
mental investigations place a primary focus on the insurance 
companies inflating their profit margin in the claims handling 
process, rather than acting in  good faith and meeting obli-
gations to act in the best interest of their insureds and com-
pliantly in the handling of benefits entitled to its insureds to 
cover the costs of eligible medical expenses. Courts continue 
to address the systematic claims handling practices by various 
insurance companies that fail to comply with governing laws 
and result in wrongful negative financial impact and distress 
for healthcare organizations acting in good faith to render ser-
vices to their insureds. However, in spite of injunctions, fines 
and settlements imposed on insurance companies by Courts 
and governmental agencies for improper claims handling prac-
tices, it is not uncommon for insurance companies to continue 
processing claims in disregard of consumer protections and ap-
plicable claims handling compliance requirements.

How can you determine if your healthcare organization is 
being misled by the improper claims handling processes and 
non-compliant contract provisions?  As a healthcare provider 
advocate we also understand the importance of education, 
therefore along with providing complex claims recovery and 
appeal services, we have placed a focus on educating healthcare 
organizations about relevant state specific and federal laws, as 
well as compliant based denial management strategies that help 
equip revenue cycle teams, and other staff members that hold 
responsibilities in addressing treatment and claim related deni-

als.  We share relevant laws, provider rights and other compliant 
based denial management strategies that have been instrumental 
in overturning some of the most challenging claim denials and 
reversing offsets attempted in the claims process.  Once revenue 
cycle and billing teams become educated and gain awareness of 
relevant laws and provider rights that shield against improper 
denial tactics, offset practices and contract provisions attempt-
ed by insurance companies, they are better equipped and em-
powered to properly assess and address claim determinations 
that fail to align with applicable state and federal laws. Exercis-
ing applicable laws and provider protected rights, revenue cycle 
and billing teams can utilize a compliant approach to effectively 
address among other things, unsupported contract provisions, 
address improper policies, reverse offsets and overturn some of 
those more challenging claim denials such as timely filing, au-
thorization, precertification, medical necessity, bundling, non-
covered, level of care, etc.  

When equipped with the proper resources, revenue cycle 
and billing teams are empowered to circumvent the detrimen-
tal impact of inappropriate denial tactics and offset attempts 
that negatively impact the bottom line.  If your organization’s 
bottom line is continuing to be negatively impacted by claim 
and treatment denials, as well as offset practices that results 
in costs not being covered for medical  treatment and surgi-
cal care rendered in good faith, it may be time to consider 
educating and equipping your staff with laws and compliance 
requirements that hold insurance companies accountable.

If your organization is meeting some educational or other 
limitations to open and address potential revenue sitting in the 
closed claim files or assist with claims being denied, you may 
consider outsourcing those services to a company skilled in 
that area and offering a cost-effective option.  Though limited 
there are companies that are certified and skilled in relevant 
laws and provider rights that offer complex claims recovery and 
appeal management services. Through a screening process you 
can determine the company or consultant’s knowledge base, 
certifications and extensive training in relevant laws and pro-
vider rights that support a compliant approach to properly as-
sess and address improper claim denials, offset practices and 
even adverse responses that may arise from insurance compa-
nies.  Ensure their business model is not merely focused on 
trying to negotiate with payers and repricing companies, that 
according to claims handling compliance requirements fails to 
align with governing laws.  

As we have seen over the past 10 years there have been way 
too many hospitals and other healthcare organizations across 
the country,  forced to lay off employees, file bankruptcy, 
be acquired and even close their doors due to financial chal-
lenges, leaving many people without local access to emergency 
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Telehealth’s Tipping Point: 
Consolidating Today for 
Scalability Tomorrow

by Michael Brandofino 

Michael Brandofino 

This year telehealth was thrust into the forefront as health 
systems scrambled to react to the growing coronavirus pan-
demic. In virtually every COVID-19 War Room across the 
nation, healthcare organizations sought new ways to safely en-
gage COVID patients and those self-isolating at home. For 
most, that meant quickly standing up or scaling existing pro-
grams to support growing demand for virtual care solutions.

This sudden increase in demand resulted in many health-
care providers resorting to stop-gap solutions just to get some-
thing in place. Many health systems are now juggling an array 
of siloed telehealth programs and solutions implemented when 
the pandemic struck that don’t have the flexibility, reliability 
and workflow dynamics suitable for the long term. By devel-
oping a strategy to centralize and consolidate virtual care op-
erations, healthcare organizations can derive maximum value 
from telehealth resources and intelligently support future pro-
gram expansion.

Use the Quadruple Aim to guide you 
Most healthcare organizations are driving towards the Qua-

druple Aim:
•  Improve the Patient Experience
•  Improve the Clinician Experience
•  Improve Patient Outcomes
•  Reduce Cost and Consolidate Vendors

Telehealth is a powerful tool to improve access to care, 
streamline clinical workflows and control costs, but those sav-
ings can be offset by investment redundancies if there isn’t a 
focus on an overall strategy. 

Many of the telehealth initiatives launched pre-pandemic 
were rooted in department-specific programs such as tele-
stroke and tele-ICU. In the wake of the coronavirus, we saw an 
immediate need for virtual care resources that could support 
engagement efforts across the continuum of care. Many health 
systems have since pivoted to add new facets to digital care 
delivery, including the roll out of:

• Remote employee health screenings to clear healthcare 
staff for work

• Virtual visits to connect clinicians with non-emergent pa-
tients at home

• Virtual observation to safely care for inpatients while lim-
iting virus exposure

• Mobile telehealth carts to support safe care delivery in 
EDs and pop-up sites

• Smart device fleets to connect patients and families amid 
visitation restrictions

As the first wave of COVID hit, many of these programs 
were rolled out quickly as a reactive measure to help healthcare 
organizations get by. Now that we have reached a “new normal” 
in how healthcare is handled, virtual care has become a critical 
component in treating COVID-19 patients and other patients 
who do not want to visit a physical office. This provides a great 
opportunity for health systems to develop a strategy for how to 
operate in this new paradigm. 

Centralizing telehealth operations 
With any strategic planning, it is important to identify 

the current state, the desired state and the associated gaps be-
tween the current and desired states. It is equally important 
to consider the Quadruple Aim and include stakeholders 
from all of the critical components to ensure your strategy 
encompasses feedback from the various perspectives. 

The sudden and rapid increase in demand during the 
pandemic exposed the failings of dedicated, hardware-based 
solutions. Health systems that leveraged cloud-based tele-
health infrastructure were able to quickly scale without in-
vestments in hardware. Cloud-based platforms create a cen-
tralized operations hub for program expansion across the 
healthcare continuum. These platforms significantly reduce 
implementation timelines, as well as the resources required to 
maintain and update telehealth systems. Web-based solutions 
accessible via desktop, laptop, or mobile devices also bolster 
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the flexibility of programs. A unified, enterprise-wise plat-
form allows health systems to integrate stand-alone solutions 
to eliminate resource redundancies, as well as access compre-
hensive insight into utilization analytics. 

Data is a critical factor in assessing the effectiveness of and 
adoption of your virtual care programs. Cloud-based telehealth 
solutions should include broad data capture and reporting in 
order to help organizations see the impact of their telehealth 
programs and overall utilization trends. 

Finally, security is a critical factor that was missing in many 
telehealth stop-gap solutions. Look for a platform that sup-
ports single sign-on and dual-factor authentication, as well as 
integration with the leading EHRs and peripheral systems such 
as language support modules and mobile device management 
systems. Leverage mobile endpoints to support patient surge 
wherever it’s needed, reducing investment redundancies across 
departments. 

Moving ahead with confidence
In 2020 we have seen validation of telehealth under the 

most extreme circumstances, fueled by ongoing public health 
concern and a long-running need for more innovative and 
convenient care paths. Whether you are replacing an existing 
solution, scaling existing programs, or just diving in for the 
first time, a centralized telehealth operations model  is essential 
to meeting the evolving needs of patients and providers while 
maintaining virtual system security and integrity.

About the Author
With over 20 years of developing and building communication ser-
vice solutions, Michael Brandofino has held executive positions with 
some of today’s leading services companies. As President and Chief 
Operations Officer of Caregility, Brandofino drives efforts to expand 
and enhance the company’s virtual care offerings, improve operation-
al efficiency and continue the company’s commitment to customer 
satisfaction. He can be reached at mbrandofino@caregility.com.  

or quality healthcare.  Why remain at the mercy of insurance 
companies, when your organization has the power to take a 
compliant approach to make a positive impact on your bottom 
line. Whether your organization is contracted with a payor or 
not, the bottom line is if you rendered services to an insured 
patient and you failed to receive the full amount of insurance 
benefits your organization expected to receive for all services 
rendered, that results in entitled revenue being left on the ta-
ble. Healthcare organizations of all sizes have the ability to uti-
lize protected rights and hold insurance companies to process 
claims in compliance with applicable state and federal laws. 

Why settle for less than you are compliantly entitled to re-
ceive, exercising protected rights and applicable laws are at the 
heart of helping your healthcare organization return to meet-
ing and possibly exceeding your revenue goals. Utilize provider 
rights that transform your revenue cycle’s processes into an ef-
fective approach to strengthen your appeals and improve the 
bottom line by confirming your claims are handled compli-
antly. You may even be surprised to find claims sitting in your 
closed claim files that qualify for insurance reimbursement 
due in excess of what your organization expected to receive 
when services were rendered.  Compliant based resources are 
available to help your organization turn the tide and not only 

remain viable but improve your profitability in this time of un-
certainty.  Keep in mind that if we in the industry do not take 
a stand and utilize the protected rights the healthcare industry 
currently has in place; we will slowly but surely lose them.   

About the author
Karlene Dittrich, CBCS, CPC, CMPA, CECCS is the CEO and 
founder of MedRevenue Solutions LLC, a unique complex claims 
recovery and appeal management services company that provides 
Complex Claims Recovery and Advanced ERISA/PPACA Appeal 
Services; Denial Management Consulting Services; as well as Ad-
vanced Denial Management and Appeals Educational Training to 
healthcare practices and facilities nationwide. Karlene uses her ex-
pertise as a Certified Professional Medical Auditor (CPMA), Coder 
(CPC), Billing (CBCS), as well as ERISA/PPACA Claims Han-
dling Compliance and Appeal Specialist (CECCS), to assist health-
care organizations nationwide in ensuring that claims are processed 
compliantly and in alignment with applicable state and federal 
laws.  Karlene’s mission as a patient and provider advocate is to help 
healthcare organizations nationwide, protect and receive the maxi-
mum insurance revenue entitled and due for services rendered in 
good faith.  Karlene can be reached at medrevenue@bellsouth.net. 
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Gainsharing – Inpatient 
Hospital Cost Reduction and 
Post-Acute Synergies: The 
Maryland Care Redesign 
Program Experience

by Jo Surpin and Geri Weideman

Jo Surpin

New Jersey has been in the forefront of gainsharing initia-
tives since the first Medicare Gainsharing Demonstration in 
2009. The NJ Gainsharing Program continued with the Medi-
care Bundled Payment for Care Improvement (BPCI) Model 1 
through 2016 and now with the New Jersey Hospital Association 
(NJHA) Gainsharing Program to Align Physician and Hospital 
Incentives. In 2017, an exception to NJ state legislation govern-
ing physician relationships, referred to as the “Codey” bill, was 
passed (S-913) allowing programs like the NJHA Gainsharing 
Program to be used by hospitals for its Commercial (i.e., ex-
cludes Medicare and Medicaid Fee-for-Service) patients.  Based 
on the success of the early demonstration, gainsharing is part of 
Medicare BPCI, Comprehensive Joint Replacement (CJR), Ac-
countable Care Organizations (ACOs) and the Maryland All-
Payer Model. The Centers for Medicare & Medicaid Services 
(CMS) and the state of Maryland are collaborating to modern-
ize Maryland’s unique All-Payer rate-setting system for hospital 
services that will improve patients’ health and reduce costs.

Alignment of physician and hospital incentives is best ac-
complished if the hospital successfully engages physicians in 
the process. Gainsharing, whether focused on internal cost 
savings (i.e., the NJ Demonstration and Commercial Pro-
gram) and/or reductions in payments compared to a target 
price (i.e., shared savings), is an essential component to any 
effective physician engagement strategy.  This is particularly 
true as reimbursement or provider payments transition from 
fee-for-service to value-based payments.  The NJHA Program 
provides a broad based, comprehensive gainsharing methodol-
ogy, and includes physicians regardless of specialty or employ-
ment status.  It also includes all inpatient costs, and not just 
those limited to a specific area such as supplies.  NJHA col-
laborated with Applied Medical Software, Inc. (AMS, Collin-
gswood, NJ) in executing its Medicare and now Commer-

cial Gainsharing Programs.  
The AMS Performance Based 
Incentive System® (AMS 
PBIS®) provides an all-inclu-
sive system of targeted, highly 
defined financial incentives 
covering all inpatient cases 
and costs.

Maryland Care Redesign 
Program Objectives

In 2017, the Maryland Health Services Cost Review Com-
mission (HSCRC) included Care Redesign Programs (CRPs), 
as part of its All-Payer Model.  The first initiative was the Hos-
pital Care Improvement Program (HCIP), an inpatient gain-
sharing Program similar to the NJ Model, and administered 
by AMS.  In 2019, they expanded the CRPs to include the 
Episode Care Improvement Program (ECIP), which is mod-
eled after the Medicare BPCI-A.  Maryland hospitals partici-
pating in both Programs have leveraged the synergies between 
the Programs to affect Care Redesign Initiatives and reduce in-
patient costs.  Hospitals also found that using the gainsharing 
data to identify Cost Reduction Opportunities could: (1) in-
fluence episode selection since the gainsharing Program looks 
at an entire Service Line while the episodes are a subset of a 
Service Line, and (2) drive Care Redesign to focus on inpatient 
activities that influence post-acute services.  Understanding the 
synergies between inpatient and post-acute services and iden-
tifying the differences in practice is critical to reduce cost and 
influence Care Redesign.  To succeed in these efforts it is key 
to take advantage of the gainsharing opportunities to increase 
physician engagement.

Geri Weideman
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The goal of the HCIP Program is to reduce the total cost of 
care on the inpatient side by engaging physicians in actions de-
signed to reduce resource utilization and streamline care being 
delivered.  In an effort to reduce utilization, but maintain or 
improve quality of care there are two key components that are 
part of the Program – Care Redesign Interventions and Condi-
tions of Payment.  Care Redesign Interventions are identified 
by an Oversight or Steering Committee to gain efficiencies in 
the delivery of care.  Often these are developed when an issue is 
identified in achieving an organization’s strategic goals. 

These interventions measure the performance of the hos-
pital as a whole, not individual departments or physicians.  In 
Maryland, a number of hospitals recognized the need to reduce 
variance in the care of septicemia patients.  Antibiotic stew-
ardship programs were instituted and standardized order sets 
developed to address the issue.  Overall compliance with these 
interventions was tracked quarter to quarter, with modifica-
tions being made as necessary to meet the goals established.  
The Conditions of Payment, the measure used to assess indi-
vidual physician performance, were developed in conjunction 
with the Care Redesign Interventions.  Conditions of Payment 
are used to adjust a physician’s calculated incentive based on 
their performance.

The ECIP complements HCIP since the focus is on the 
post-discharge period. The episode is triggered by the inpatient 
admission. HCIP limits incentive payments to participating 
physicians.  ECIP may include physicians, but can also include 
nurse practitioners, nurses, home health agencies, physical 
therapy providers, inpatient rehabilitation facilities and skilled 
nursing facilities. Care interventions are developed to deal with 
patients in specific episodes after discharge.  For septicemia pa-
tients these might include expanded use of remote monitoring, 

scheduling follow-up appointments and enhanced communi-
cation with home health staff.  Incentive payments to Care 
Partners are based on shared savings or reconciliation amounts 
achieved and their performance on the agreed upon goals.

Program Synergies – Service Line/Episode Data is Key
Hospitals that participate in both HCIP and ECIP afford 

the organization tremendous opportunity to reduce costs while 
improving the care delivered to patients.  It is important to 
remember that HCIP includes all the cases within a Service 
Line, while ECIP contains limited cases within a Service Line 
based on the episode definition.  For example, in the case of the 
septicemia patient, on the inpatient side, all cases in Infectious 
Disease would be considered while in ECIP only cases of sepsis 
would be – that is cases of Septicemia (APR DRG 720) and 
Other Infections (APR DRG 724).  Using opportunities iden-
tified on inpatients through the HCIP Program can provide a 
roadmap to episodes to pursue post-discharge.

HCIP calculates the hospital Marginal Resource Utilization 
Reduction (i.e. cost reduction) Opportunities. This is the differ-
ence between a statewide Best Practice Norm (BPN), a financial 
standard set at the 25th percentile of lowest costs at a severity ad-
justed DRG level. In order to reflect marginal costs, 50% of the 
variance is used. In the example shown here, this hospital has 
more than 60% of the Marginal Resource Utilization Reduction 
Opportunity in six (6) Service Lines. Three (3) Service Lines 
constitute more than one third (1/3) of the opportunity.  The 
next step was to identify which of the three (3) Service Lines 
might provide a target episode that they could impact.

Looking at Infectious Disease, the Service Line with the 
greatest opportunity, a comparison of the cases and the Mar-
ginal Resource Utilization Reduction Opportunities was done, 
as shown below.  Notice that while APR DRG 724 consti-
tutes 84% of cases; it comprises 89% of the opportunities.   All 
Other Infectious Disease cases constituted 14% of eligible dis-
charges but dropped to 10% of the opportunities.
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includes all the cases within a Service Line, while ECIP contains limited cases within a Service Line 
based on the episode definition.  For example, in the case of the septicemia patient, on the inpatient side, 
all cases in Infectious Disease would be considered while in ECIP only cases of sepsis would be – that is 
cases of Septicemia (APR DRG 720) and Other Infections (APR DRG 724).  Using opportunities 
identified on inpatients through the HCIP Program can provide a roadmap to episodes to pursue post-
discharge. 
 
HCIP calculates the hospital Marginal Resource 
Utilization Reduction (i.e. cost reduction) 
Opportunities.  This is the difference between a 
statewide Best Practice Norm (BPN), a financial 
standard set at the 25th percentile of lowest costs at a 
severity adjusted DRG level.  In order to reflect 
marginal costs, 50% of the variance is used.  In the 
example shown here, this hospital has more than 60% 
of the Marginal Resource Utilization Reduction 
Opportunity in six (6) Service Lines.  Three (3) 
Service Lines constitute more than one third (1/3) of 
the opportunity.  The next step was to identify which 
of the three (3) Service Lines might provide a target 
episode that they could impact. 
 
Looking at Infectious Disease, the Service Line with the greatest opportunity, a comparison of the cases 
and the Marginal Resource Utilization Reduction Opportunities was done, as shown below.  Notice that 
while APR DRG 724 constitutes 84% of cases; it comprises 89% of the opportunities.   All Other 
Infectious Disease cases constituted 14% of eligible discharges but dropped to 10% of the opportunities. 
 

 
Recognizing this relationship can be extremely beneficial to the hospital and physicians may be more 
engaged in interventions when inpatient and post-acute care is considered.  Patients who are well 
managed post-discharge are less likely to require readmission.  Post-acute providers who share in the 
savings are more likely to adhere to established guidelines.  All of these measures can reduce the total 
cost of care. 
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Recognizing this relationship can be extremely beneficial 
to the hospital and physicians may be more engaged in in-
terventions when inpatient and post-acute care is considered.  
Patients who are well managed post-discharge are less likely 
to require readmission.  Post-acute providers who share in the 
savings are more likely to adhere to established guidelines.  All 
of these measures can reduce the total cost of care.

Care Redesign Interventions
By looking at certain diagnoses/episodes, especially those 

with high costs, the protocols or Care Redesign Interventions 
can be revealed.  For example, many hospitals have a popu-
lation of chronic obstructive pulmonary disease (COPD) pa-
tients in their service areas.  These patients tend to have higher 
readmission rates and consume significant resources on the 
inpatient side. In the HCIP Program, interventions can be 
tailored to the issues that arise, such as frequent chest x-rays, 
blood gases, and other laboratory testing.  A standardized set 
of orders can ensure that there is less variance in the care deliv-
ered.  Post-discharge the ECIP Program can be used to make 
sure the patient is adequately followed. These interventions 
might include scheduling follow-up appointments, telehealth 
to allow assessment, and physical therapy to improve patient 
condition.

Physician/Provider Engagement
Once Care Redesign Interventions and Conditions of Pay-

ment are agreed upon it also important to communicate and 
provide data to participating providers, and to monitor and re-
assess the impact of the Program.  This is typically done in con-
junction with a Steering or Oversight Committee established 
at the hospital.  The Committee can evaluate that the steps 
taken are addressing the issues and that costs are declining.  
The Oversight Committee needs to do this on an on-going 
basis, tweaking interventions as needed or adding/eliminating 
others as appropriate.  By sharing results routinely, physicians 
are engaged and part of the solution.

Conclusion
Physician engagement is key to successfully aligning phy-

sician and hospital incentives.  A key to an effective engage-
ment strategy is sharing relevant data.  Agreeing upon priori-
ties and objectives is critical to achieve reductions in resource 
utilization, while maintaining and possibly improving quality 
of care.  Monitoring and communicating with participat-
ing providers also affords a vehicle for hospitals to respond 
quickly and work with providers as circumstances may re-
quire.  By taking advantage of the synergies of Programs like 
HCIP and ECIP, physicians are afforded the opportunity to 
improve performance and maximize their incentive opportu-
nities across a broad range of cases and hospitals can achieve 
internal cost savings.  
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The Need for Innovation 
on Groundhog Day 

by Lauren Beard

Lauren Beard

Allow me to kick things off by sharing that Groundhog Day 
originated from a rodent’s fear of its own shadow causing it 
to seek comfort within its burrow, thereby delaying spring – 
a season of growth, new life and opportunity -- for another 
six weeks. While the tangible “comfort of one’s burrow” does 
protect us from the physical ailments of this world (i.e. the 
spread of disease, in our current context), a more productive 
parallel I’d instead like to draw from 
our constant state of ‘Groundhog Day 
in 2020’ points to opportunities for 
growth when fear of shadows (change, 
financial uncertainty, future state un-
knowns), ignites a desire to either re-
treat or respond. 

First: the shadows (why so many 
shadows in 2020?). Across the current 
healthcare landscape, providers have 
appeared to feel the brunt of financial strain from cancelled 
scheduled surgeries and the associated commercial insurance 
revenue, despite varying volumes of COVID-19 patients. The 
Census Bureau reported that almost 94 million adults had 
delayed medical care because of the coronavirus pandemic by 
mid-May. One Washington Post article from June highlights 
the dichotomy between two safety-net, academic health sys-
tems experiencing similar mass surgery cancellation numbers 
and devastating revenue losses, yet their COVID-19 patient 
admissions differed by over 6700%. 

While many providers have thankfully seen an uptick in 
scheduled visit volumes as summertime progresses into au-
tumn, Fierce Healthcare’s August 28th article cites Kaufman 
Hall’s Eric Swanson observing inpatient volumes still sitting 
far lower than this time last year. Similarly, Crowe observed 
hospital profit margins to be down 28% across the initial seven 
months of 2020 for a group of 800 hospitals when comparing 
to their financials from the prior year. Fierce goes on to share 
budgeting projections observed anecdotally, which range be-
tween a 5% and 10% estimated reduction in patient volumes 
for the year ahead. 

Although the data (that I intentionally cited for the pur-
pose of framing my point, of course) looks grave, thankfully 

the deep human inclination 
toward hope and desire for 
better days ahead drives us to 
overcome these challenges, and into clearer-eyed problem solv-
ers and resilient leaders. 

If we can all agree that innovation spurs these forward steps 
into positive change, the crux of the issue lies in the “how”? 

How do we all move forward? How 
does a healthcare provider move past 
the “old normal” and inspire a frame-
work centering on this “new season” 
mindset through constantly changing 
circumstances that can never truly be 
relied on or predicted? 

While I would love nothing more 
than to discuss the human condi-
tion over a glass of aged port on my 

proverbial porch swing (a focal point of my daydreams while 
quarantining inside a 1BR coach house) and chatter on with 
healthcare colleagues about the possibilities that lie beyond our 
comfort zones when we overcome the fear of unknowns, I’ll 
instead get to the practical piece of this article: using a disas-
trous scenario (a world-wide pandemic, in this case) to spur 
meaningful progress through a fresh perspective and willing-
ness to adapt.

The spotting of internal inefficiencies and opportunities 
for improvement can only be as thorough as the diversified 
lenses/mindsets and specialized technology you unleash within 
a healthcare operation. While I fully understand the downfall 
of a “too many cooks in the kitchen” approach to revenue cycle 
and business office operations, the key words used above help 
us steer clear of overlap: diversified and specialized. 

In Fortune’s August 20th op-ed piece “COVID-19 has 
spurred rapid transformation in health care. Let’s make sure it 
stays that way,” Mayo Clinic’s CEO Gianrico Farrugia, MD, 
emphasizes the importance of establishing partnerships with 
companies of similar principles and unique skills, to avoid du-
plicating efforts and promote complementary collaboration 
toward shared goals.  

Health systems have been forced to cut costs, jobs, and en-

The Census Bureau reported that 
almost 94 million adults had
delayed medical care because
of the coronavirus pandemic

by mid-May.
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tire service lines that have struggled with profitability, but this 
“barely treading water” approach (while sometimes necessary) 
is not sustainable, thereby sparking transformation toward 
long-term, creative solutions through mission-aligned partner-
ships. One key to success hinges on a specialized service firm’s 
willingness to prioritize their clients’ known areas of need, bal-
anced with the firm’s emphasis (and support) in doing what 
they do best. The opportu-
nity for partnership engage-
ments to thrive lies within 
each party’s capacity to 
put the other first through 
transparency, intentional 
listening, and cohesive end 
goals… Revenue? Educa-
tion? Process improvement? 
All three? My father’s ad-
vice to “start with the end 
in mind” continues to apply (not shockingly) with any new 
business venture where both parties who are coming from en-
tirely different perspectives, want to land on the same page 
ultimately. 

Dr. Farrugia expresses our need to “empower people to in-
novate through nontraditional collaboration” and utilize the 
pandemic as a nudge to hammer through those long-awaited 
opportunities to grow and transform, as uncomfortable as they 
might be. Part of his reasoning that more can be accomplished 
through complementary partnerships points to the overall in-
terdependence of our current healthcare continuum and the 
need for reevaluation of current engagements for alignment 
with internal gaps. While this reevaluation sometimes sparks 
conversations with peers on solutions they trust, it often reaf-
firms an organization’s strategy of leaning into existing partner-
ships in new ways.

Professional service firms in the healthcare (and any) in-
dustry exist to support providers in avoiding the risk of blind 
spots. Whether this is done specifically through flagging con-
tradicting codes billed based on new regulations or more gen-
erally by evaluating the interoperability of multiple software 
systems, value is always found by actively seeking truth to the 
curiously redundant saying “you don’t know what you don’t 
know”. And when these diversified and specialized partnerships 
truly complement provider organizations beyond just uncover-
ing missed revenue, into establishing practical solutions and 
allied missions, the healthcare community is more prepared 
to catapult into this new season, past a shadow that previously 
seemed unimaginable to overcome. 

To close with the unmatched words of Dr. Farrugia, “We 

must actively resist a return to the old way of doing things, 
maintain the improvements we’ve made, and continue to in-
vest in research and strategic collaborations that will produce a 
health care system that serves everyone better.”
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How do we all move forward? How does a
healthcare provider move past the “old normal” 

and inspire a framework centering on this
“new season” mindset through constantly

changing circumstances that can never truly
be relied on or predicted?
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True Strategic Partners 
Share The Risk
Expect More From Your 
Vendor, And Get It!

by Kevin Thornberg Kevin Thornberg

Evolution happens slowly, making incremental improve-
ments gradually overtime. But occasionally, an inflection point 
emerges that changes the landscape forever - this pandemic is 
one such moment. Hospitals across the nation have risen to 
the occasion and provided incredible care and support to the 
communities they serve. And so, the question must be asked, 
how are the vendors that serve those hospitals pitching in and 
sharing the burden?

This extraordinary challenge that has disrupted the health-
care industry has given vendors a unique opportunity to step 
up and be bold in taking on risk to offset the challenges provid-
ers are dealing with. This is the time for you to examine your 
vendors and determine who is a strategic partner, and who are 
you just doing business with.  

While there are many qualities that can describe a desired 
vendor – subject matter expertise, return on investment, tech-
nology compatibility – the truth of it is that at this point, these 
are all table stakes. These qualifications are the minimum vi-
able product necessary to entertain consideration. The evolu-
tion is a partner who is in it with you, hand-in-hand, ready to 
face adversity together.  

Contingency – The Nimble Payment Structure
Great partners understand that the only constant is change, 

and those changes can create instabilities in the healthcare envi-
ronment overnight. Hospitals are on very thin margins and have 
taken a financial blow in 2020, and a contingency fee structure 
is a great way for a vendor to help mitigate that impact. 

Rather than charging a fixed fee or an hourly rate that would 
force a decision to cut the service or at a minimum renegoti-

ate a contract, contingency promotes the continued delivery 
of value to the provider while only accepting payment when 
outcomes are delivered.

Contractual Guarantee – Back That Cash Up
No vendor you speak with will say that the value they bring 

is anything less than the best. It’s easy to talk, and relatively 
simple to provide a handful of references. What should be ex-
pected of a strategic partner is to guarantee the level of claimed 
performance in writing. If a vendor is truly confident in their 
methodology, process, technology and outcomes this should 
not be a problem.

Backing up this guarantee with the offer to sign a check for 
the difference shows true confidence in their capability. The 
best partners will never have to cut that check.

Sharing the Playbook – Be a Cure, not a Band-Aid
This section may not be popular with vendors, but a true 

strategic partner will do their best to work themselves out of 
a job by transferring their capabilities and expertise to their 
client. Providing a playbook of best practices to improve the 
process and performance of a hospital doesn’t just treat the 
symptoms, it cures the disease. The right vendors will under-
stand that by doing this, they forge a trusted relationship that 
will endure. This approach to service is necessary if you hope 
to engage with a trusted advisor and be more than just another 
invoice to a vendor.

The time has come to forge a relationship with a strategic part-
ner who will share the risk, guarantee the results, and help you 
drive your organization into the future.

About the author
Kevin Thornberg is a Senior Director with Ensemble Health Part-
ners.  He can be reached at kevin.thornberg@ensemblehp.com.   

The best way to find yourself
is to lose yourself in the services of others.
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How to Improve Practice 
Financials
A Practical Guide to Revenue Cycle 
Management

by Tom Romeo Tom Romeo

The healthcare industry is in a constant state of 
transformation. The Quality Payment Program (QPP) has 
moved Medicare reimbursement from a fee-for-service model 
towards value-based care, but not without a few bumps along 
the road. At the same time, patients face increased financial 
responsibility as a result of more than 43% of today’s employees 
being enrolled in high-deductible health plans.1 

With all these influences, it’s no wonder that physician 
practices face challenges when it comes to collecting payment 
and managing revenue. In fact, a recent survey from Capital 
One Spark Business reported that 69% of physicians and 
practice owners nationwide cited cash flow and reimbursement 
as their top concerns.2

Common pain points
Quest Diagnostics recently conducted a national survey3 

asking about the biggest pain points when it comes to the 
physician billing process. More than half of these respondents 
were owners, co-owners, or partners in private practice. They 
cited the following as their biggest concerns regarding medical 
billing (respondents were instructed to pick three):

Pain point: Denials
No one wants their medical payments to be denied. But 

there’s an important distinction to make between denied claims 
and rejected claims. Rejected claims contain one or more errors 
or missing information that is found before the claim is sent 
to be processed. Because the insurance company cannot pay 
the bill with an error, the claim is returned to the biller to be 
corrected and resubmitted. This can be handled quickly.

Denied claims are claims that the payer has processed and 
has deemed unpayable. These can be appealed and sent back 
for processing, and that can be time-consuming.

Common causes of denials include:
• Ineligibility
• Provider out-of-network
• Incomplete information
• Incorrect patient information (sex, name, DOB, 
 insurance ID number)
• Incorrect provider information (NPI, address, name,
 contact information)
• Incorrect insurance provider information (wrong policy
 number, address)
• Duplicate claims
• Improper coding / issues with ICD-10
• Untimely filing

You can reduce denials by getting things right the first time. 
Investing in automated systems can help accomplish this goal 
by flagging potential errors before the claim is submitted. For 
example, a practice management (PM) system streamlines the 
patient check-in process and reduces administrative mistakes. 
Other procedures can be incorporated into the patient check-
in, such as scanning photo identification and insurance cards at 
every patient visit. Call insurance companies to verify eligibility 
ahead of time. Stay current on billing and coding trends. Use 
electronic scheduling and the electronic health record (EHR) 
to submit CPT and ICD-10 diagnoses. Doublecheck your 
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work for missing digits or misspelled names. Follow through 
with the payer representative working the claim. Communicate 
with patients about how they want to receive information and 
submit payment.

Certain billing technologies can help to flag potential 
coding errors before the claim is submitted. Claim scrubbing 
is the term for using programs to review claims before they 
are submitted, in order to ensure they are “clean” and meet 
guidelines from insurance companies. This can be done 
manually or through billing software to reduce rejections. 
Automated notifications to changes within 48-72 hours of the 
date of service are very helpful. And being able to electronically 
submit or resubmit the claim may expedite reimbursement. 
Finally, consistently follow up on unpaid claims.

Having a low denial rate demonstrates healthy cash flow 
and, in general, fewer staff members are necessary to maintain 
that revenue.

Pain point: Difficulty collecting from patients
Employers today are trying to manage healthcare costs, and 

having the employee share a greater portion of the expenses is 
one way of doing that. Many corporations are offering high-
deductible plans, where employees pay a greater share of their 
medical costs upfront before the plan starts making payments.

More than half of American adults (56%) face some kind of 
medical-related financial hardship, according to a 2019 study 
by American Cancer Society researchers published in the peer-
reviewed Journal of General Internal Medicine. That equates 
to more than 137 million people.5 This means practices may 
have difficulty collecting copays, deductibles, and overdue 
balances from these patients.

That’s why it’s important to check insurance eligibility and 
to ask for copays, outstanding balances, or deposits up front, 
as a patient checks in for an appointment. It is also important 
to get bills processed and sent to patients in a timely manner, 
and to make it easier for them to pay their balances with credit 
cards–either through a patient portal or other electronic means.

Outsourcing your collections with a Revenue Cycle 
Management (RCM) provider can help alleviate the burden 
and automate many of the manual tasks required. Having 
a dedicated partner that remains vigilant in the face of the 
changing dynamics of healthcare can bring peace of mind and 
improve cash flow for many businesses.

Pain point: Keeping pace
Keeping pace with evolving requirements from payers is a 

challenge for physicians who find themselves facing declining 
reimbursement and narrow provider networks. It can be difficult 
to stay current with payer contracts, to know how quickly they 
pay, and to stay current with reimbursement rates for commonly 

used codes. Knowing the codes can also be a challenge. 
ICD10 codes are but one example. The Centers for Medicare 
and Medicaid Services and Centers for Disease Control and 
Prevention have more than 68,000 codes and add more every 
year. In 2019, they added 760 CM and PCS codes to the set, 
and in 2020, an additional 1,007 codes have been introduced.4

A reliable EHR that integrates directly with your PM 
and RCM can help your practice adapt to ICD-10 changes 
by alerting physicians immediately if they do not have the 
appropriate coding, saving time by not having to correct it 
later. This also avoids the risk of a claim being rejected and 
slowing down the revenue cycle. Should the practice ever have 
to go through an audit, having the right EHR ensures that 
the medical record documentation needed is there to back 
up the code that was used. The right provider will also give 
your practice the support it needs to navigate the constantly 
changing healthcare reimbursement landscape.

Pain point: Time and staffing
Many offices have a receptionist, an office manager, and a 

medical assistant. But when it comes to keeping up with billing 
and reworking claims, physicians say they don’t have enough 
employees to focus on these tasks in addition to everything else 
that goes into running a practice. The experience and expertise 
of support staff also makes a difference when it comes to the 
efficiency and accuracy of your billing procedures. Many 
practices find that adding technology lessens administrative 
tasks like scheduling or outsourcing the billing altogether with 
an enhanced RCM.

An integrated EHR, PM, and RCM can help organize the 
clinical, administrative, and financial aspects of your practice. 
Accurate and reliable interactions with the patient, from the 
first point of contact, to the office visit, and through medical 
billing and beyond can greatly improve office efficiency.

By streamlining office workflow, staff can spend more time 
with patients and less time on administrative tasks. Together, 
these tools can promote patient loyalty, provider collaboration, 
and positive outcomes.

Understanding the cost of doing business
If you can get a handle on the more common billing pain 

points, you can be in a better position to evaluate the health 
of your practice by examining cash flow, or the money and 
resources moving through your practice. RCM includes 

The average number of days it takes a 
practice to get paid should not exceed 50 days, 
and reducing that window is more desirable.6

continued from page 51



Fall  2 0 2 0

Focus     53

tracking claims, verifying that payments are received, and 
following up on denied claims. You can evaluate your RCM 
through several key metrics that include the following:

Time-of-service collections
Collecting money the day of the patient visit can be awkward 

for those at the front desk, but it’s extremely important. Many 
practices now have a policy of collecting copays and deductibles 
in the office at the time of service. Collect a deposit from those 
who do not carry insurance. And don’t forget to collect any 
previous patient balances. Ask patients, “How would you like 
to take care of your balance today?”

Collecting money due from patients
When statements are sent to the patient, they should say 

“due upon receipt.” Make it easy for them to pay by accepting 
multiple forms of payment, including online. Have interest-
bearing installment plans available for those who need to pay 
over time.

Adjustments
Educate your staff about available write-offs, such as 

contractual adjustments, discounts, and denials.

Days from time of service until billing
How long does it take your practice to get a bill out after 

the time of service? This should not take more than a day or 
two and is easy if you automate the process.

Average days in AR
Your accounts receivable (AR) are a vital metric. Payments 

due from patients, payers, or others are considered AR. The 
average number of days it takes a practice to collect payments 
due for services rendered and billed should be minimized. 
The lower this number is, the faster the practice is obtaining 
payments, and this can positively affect cash flow. Typically, 
the longer an account goes unpaid, the less likely it will ever 

be paid. In fact, according to a 2016 report, “The Burden of 
Medical Debt”, 1 in 4 adult Americans admitted to having 
difficulty paying medical bills.5 Collecting on AR is increasingly 
difficult as more patients have high-deductible health plans 
and are responsible for more balances due.

Calculate your practice’s average days in AR
• Add all of the charges posted for a given period (3, 6, or  

 12 months)
• Subtract all credits received from the total number of  

 charges
• Divide the total charges, less credits received, by the 

 total number of days in the selected period (30 days,  
 180 days, 365 days, etc)

• Calculate the days in AR by dividing the total receiv- 
 ables (less credits) by the average daily charges

Denial rates
It’s important to have internal processes in place that can 

find and correct mistakes before a claim is submitted. While 
you certainly want to work any denials, it takes more time to 
fix a claim than to get it right the first time. And spending 
time on appeals or reworking each denied claim increases 
administrative costs. Your denial rate is the percentage of 
claims denied by payers. A recent Quest Diagnostics survey3

asked participants to share their practice’s denial rate:

Our survey averaged 17% across all responses. The American 
Academy of Family Physicians (AAFP) says that 5-10% is the 
industry average, but less than 5% is more desirable.7 With 
approximately 68% of our respondents above that average, the 
 
 

<50 
The average number of days it takes a practice to get paid should not exceed 50 days, and reducing that 
window is more desirable.6 
[TEXT CALLOUT/] 
 
If you can get a handle on the more common billing pain points, you can be in a better position to 
evaluate the health of your practice by examining cash flow, or the money and resources moving 
through your practice. RCM includes tracking claims, verifying that payments are received, and following 
up on denied claims. You can evaluate your RCM through several key metrics that include the following: 
 
Time-of-service collections 
Collecting money the day of the patient visit can be awkward for those at the front desk, but it’s 
extremely important. Many practices now have a policy of collecting copays and deductibles in the office 
at the time of service. Collect a deposit from those who do not carry insurance. And don’t forget to 
collect any previous patient balances. Ask patients, “How would you like to take care of your balance 
today?” 
 
Collecting money due from patients 
When statements are sent to the patient, they should say “due upon receipt.” Make it easy for them to 
pay by accepting multiple forms of payment, including online. Have interest-bearing installment plans 
available for those who need to pay over time. 
 
Adjustments 
Educate your staff about available write-offs, such as contractual adjustments, discounts, and denials. 
 
Days from time of service until billing 
How long does it take your practice to get a bill out after the time of service? This should not take more 
than a day or two and is easy if you automate the process. 
 
Average days in AR 
Your accounts receivable (AR) are a vital 
metric. Payments due from patients, payers, 
or others are considered AR. The average 
number of days it takes a practice to collect 
payments due for services rendered and billed 
should be minimized. The lower this number 
is, the faster the practice is obtaining 
payments, and this can positively affect cash 
flow. Typically, the longer an account goes 
unpaid, the less likely it will ever be paid. In 
fact, according to a 2016 report, “The Burden 
of Medical Debt”, 1 in 4 adult Americans 
admitted to having difficulty paying medical 
bills.5 Collecting on AR is increasingly difficult 

(Total receivables – credit balance)

Average daily gross charge amount

Example:
Receivables: $90,000
Credit balance: $6,000
Gross annual charges: $800,000

($90,000- $6,000) / ($800,000/365 days):
$84,000 / 2192 = 38.32 avg. days in AR

as more patients have high-deductible health plans and are responsible for more balances due. 
 
Calculate your practice’s average days in AR 

 Add all of the charges posted for a given period (3, 6, or 12 months) 
 Subtract all credits received from the total number of charges 
 Divide the total charges, less credits received, by the total number of days in the selected period 

(30 days, 180 days, 365 days, etc) 
 Calculate the days in AR by dividing the total receivables (less credits) by the average daily 

charges 
 

 
 
Denial rates 
It’s important to have internal processes in place that can find and correct mistakes before a claim is 
submitted. While you certainly want to work any denials, it takes more time to fix a claim than to get it 
right the first time. And spending time on appeals or reworking each denied claim increases 
administrative costs. Your denial rate is the percentage of claims denied by payers. A recent Quest 
Diagnostics survey3 asked participants to share their practice’s denial rate: 
 

 
 
Our survey averaged 17% across all responses. The American Academy of Family Physicians (AAFP) says 
that 5-10% is the industry average, but less than 5% is more desirable.7 With approximately 68% of our 
respondents above that average, the AAFP estimate may be a little generous. Reducing denials is easily 
one of the best ways to improve your practice’s financials. 
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AAFP estimate may be a little generous. Reducing denials is 
easily one of the best ways to improve your practice’s financials.

There are many reasons a claim is denied. Survey 
respondents said claims are most commonly denied for these 
reasons (respondents were instructed to select 3):3

Turn your practice pain points into dollars
Many physician practices have found that dealing with 

these challenges and managing revenue in today’s evolving, 
value-based healthcare model is becoming overwhelming, 
especially as they continue to prioritize patient care. Some 
practices view RCM as an “ounce of prevention” for these 
financial problems, and an alternative to in-house billing.

With in-house billing, practices need adequate PM software 
to keep up with balances and to send bills. Someone must 
respond to rejected and denied claims in a timely manner, 
as well as stay on top of regulatory changes. It can be quite 
time-consuming and requires specific knowledge and ongoing 
education.

An enhanced RCM offers the ability to track patient visits 
from registration and scheduling through final payment. 
These tasks are usually handled by a service for a percentage 
of collections or for a subscription fee. One advantage is that 
it automates numerous functions so that physicians and staff 
may focus on other work. Some of these tasks can include 
reminding patients of appointments or performing audit 
functions for the practice. The RCM team handles submitted 
patient claims, manages denials and appeals, and collects 
patient payments. It can help prevent many of the problems 
physicians typically encounter throughout the revenue cycle.

A successful RCM service will reduce the amount of 
time from patient service to receipt of payment. This is 
accomplished by integrating technology throughout the 
patient care experience.

Respondents to the Quest survey that are already using an 
outside billing company are generally very satisfied with their 
provider. Asked to rank their satisfaction from 1 to 5, with 5 
being extremely satisfied, respondents gave an average rating 
of 3.7, with more than 60% indicating satisfaction at the high 
end of the scale.

When asked what they felt were the most compelling 
features of a medical billing service, the top responses included 
(multiple responses allowed):

The best RCM services provide on-demand reports and a 
practice dashboard to help staff know at a glance where the 
practice stands financially. If a practice can assess all the RCM 
processes, it will be able to identify practice strengths and 
weaknesses throughout the revenue stream, from the time the 
patient is seen until the claim is paid. Dashboards convert data 
into insight, identifying problems and allowing organizations 
to better manage accounts receivable.

All of this is increasingly helpful as we continue our 
experience with the QPP. Data that the EHR and RCM provide 
on patient populations can be invaluable in identifying areas 
for improvement, and can even aid in reporting for both the 
Merit-based Incentive Payment System (MIPS) and Advanced 
Payment Model (APM) tracks.

Just what the doctor ordered
To determine the best solution for your practice, consider 

what it will cost in time and money to keep billing in-house, 
versus the cost of outsourcing. Ultimately, not only is revenue 
maximized, but it comes in more quickly. Should you decide 
to choose an enhanced RCM provider, look for one that offers 
these primary features and services:

1. Denial/rejection/appeals management
2. Payment posting and monitoring
3. Unpaid balance management
4. Patient and insurance payment posting
5. Printing, mailing, and emailing patient statements
6. Fee schedules and contract maintenance
7. Financial reporting

 

 
 
There are many reasons a claim is denied. Survey respondents said claims are most 
commonly denied for these reasons (respondents were instructed to select 3):3 
 
Turn your practice pain points into dollars 
Many physician practices have found that dealing with these challenges and managing revenue in 
today’s evolving, value-based healthcare model is becoming overwhelming, especially as they continue 
to prioritize patient care. Some practices view RCM as an “ounce of prevention” for these financial 
problems, and an alternative to in-house billing. 
 
With in-house billing, practices need adequate PM software to keep up with balances and to send bills. 
Someone must respond to rejected and denied claims in a timely manner, as well as stay on top of 
regulatory changes. It can be quite time-consuming and requires specific knowledge and ongoing 
education. 
 
An enhanced RCM offers the ability to track patient visits from registration and scheduling through final 
payment. These tasks are usually handled by a service for a percentage of collections or for a 
subscription fee. One advantage is that it automates numerous functions so that physicians and staff 
may focus on other work. Some of these tasks can include reminding patients of appointments or 
performing audit functions for the practice. The RCM team handles submitted patient claims, manages 
denials and appeals, and collects patient payments. It can help prevent many of the problems physicians 
typically encounter throughout the revenue cycle. 
 

 
 
A successful RCM service will reduce the amount of time from patient service to receipt of payment. 
This is accomplished by integrating technology throughout the patient care experience. 
 
Respondents to the Quest survey that are already using an outside billing company are generally very 
satisfied with their provider. Asked to rank their satisfaction from 1 to 5, with 5 being extremely 
satisfied, respondents gave an average rating of 3.7, with more than 60% indicating satisfaction at the 
high end of the scale. 
 

 
 
When asked what they felt were the most compelling features of a medical billing service, the top 
responses included (multiple responses allowed): 
 

 
 
The best RCM services provide on-demand reports and a practice dashboard to help staff know at a 
glance where the practice stands financially. If a practice can assess all the RCM processes, it will be able 
to identify practice strengths and weaknesses throughout the revenue stream, from the time the patient 
is seen until the claim is paid. Dashboards convert data into insight, identifying problems and allowing 
organizations to better manage accounts receivable. 
 
[/TEXT CALLOUT] 
RCM ultimately connects the patient visit and treatment information with insurance coverage and 
billing. 
[TEXT CALLOUT/] 
 
All of this is increasingly helpful as we continue our experience with the QPP. Data that the EHR and 
RCM provide on patient populations can be invaluable in identifying areas for improvement, and can 
even aid in reporting for both the Merit-based Incentive Payment System (MIPS) and Advanced Payment 
Model (APM) tracks. 
 
Just what the doctor ordered 
To determine the best solution for your practice, consider what it will cost in time and money to keep 
billing in-house, versus the cost of outsourcing. Ultimately, not only is revenue maximized, but it comes 
in more quickly. Should you decide to choose an enhanced RCM provider, look for one that offers these 
primary features and services: 
 

1. Denial/rejection/appeals management 
2. Payment posting and monitoring 
3. Unpaid balance management 
4. Patient and insurance payment posting 
5. Printing, mailing, and emailing patient statements 
6. Fee schedules and contract maintenance 
7. Financial reporting 
8. Monthly consultations 
9. Support, training, and upgrades 
10. A billing dashboard and comprehensive reporting 
11. Compliance with HIPAA, OIG, and ICD-10 regulations 

RCM ultimately connects the patient visit 
and treatment information with insurance 

coverage and billing.
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Significant Changes 
Coming to 2021 Medicare 
Physician Fee Schedule: 
Office Visit Work RVU 
Increase Leads to 
Conversion Factor Drop 

by Brian Herdman and Rupal Trivedi

Brian Herdman

Rupal Trivedi

After years of varying proposals and comment periods, in 
January 2021 the Centers for Medicare and Medicaid Services 
(CMS) will finally implement changes to the Medicare Physi-
cian Fee Schedule (MPFS) that will have a notable impact on 
reimbursement for professionals across all disciplines1.   CMS 
proposed to adopt the recommendation of the American Med-
ical Association (AMA) to both partially redefine the billing 
codes used for Evaluation and Management (E/M) office vis-
its and increase the work relative value unit (wRVU) weight 
that determine Medicare payments.  The impact is significant: 
CMS projects a 28% increase in office and outpatient E/M 
wRVUs across all MPFS.  

The effect of E/M RVU increases is consequential because 
their implementation is budget neutral to the remainder of the 
Medicare Physician Fee Schedule population.  As a result, the 
conversion factor has decreased from $36.0896 to $32.2605 
(-10.6%), the biggest drop since the Sustainable Growth Rate 
wreaked havoc a decade ago.  Professionals with many office/
outpatient E/M services will see an increase from RVU based 
payments, however, surgeons and other procedure dependent 
professionals will have a marginal decrease in payment.  Phy-
sicians, group practices, and the systems they work with will 
need to anticipate a host of potential downstream effects.

From the very first Medicare Physician Fee Schedule pro-
posed rule in 2017, CMS under Administrator Seema Verma 
has solicited feedback on how to implement their Patients over 
Paperwork initiative to the benefit of primary care physicians.  
CMS argued that medical professionals spend far more time 
on record keeping than current reimbursement levels presume, 
and in response the AMA’s various working groups surveyed 
their membership to log their time when providing typical ser-

vices.  Eventually, the AMA Rel-
ative Value System (RVS) Up-
date Committee (RUC) released 
in the spring of 2019 what will 
be implemented in 2021.   In 
their report2, the RUC outlined 
several major changes to the core 
E/M CPT codes.

• Elimination of level 1 for new patients, and change of  
 level 1 for established patients to be a charge for super- 
 vision that might not require a professional’s presence. 
• Changes to Medical Decision Making (MDM) that  
 de-emphasizes the history and physical portion of the  
 visit, and builds off established concepts such as:

o Number and Complexity of Problems Addressed
o Amount and/or Complexity of Data to be Re-

viewed and Analyzed
o Risk of Complications and/or Morbidity or 

Mortality of Patient Management
• Time standards are available for professionals to use as  
 an alternative to documentation – however physicians  
 will still need to document key elements of the visit.
• New add-on codes for additional time over time based  
 standard and primary care
• Increase to wRVUs based on an reporting from AMA  
 time studies (see Table 1)
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CMS has proposed to adopt all of these changes, and to further 
increase wRVUs 28% for E/M-like codes in other areas, for 
example:

• 99283-99285: Emergency Department E/M, Levels 3-5
• 90791-90792: Psychiatric Diagnostic Evaluation
• 90832, 90834, 90837: Psychotherapy 30 – 60 minutes
• Miscellaneous physical, occupational, and speech 
 therapy evaluations
Because providers will have the option to keep billing 

practices consistent with 1997/1995 E/M selection criteria, 
many providers can keep the same electronic health record 
(EHR) tools currently in use. However, those providers 
wishing to take advantage of new MDM methodologies, add-
on codes, or time based standards will have to work to revamp 
EHR screens for the new work flow, and educate professionals 
on the revised flow.  Encounters for some specialties may be 
more advantageous under 2021 guidelines, and it will be up 
to each specialty group to measure the benefits of the revised 
methodology against a “typical” patient encounter.

In addition to the new documentation and education 
considerations, practice managers will need to consider a 
number of downstream impacts from the AMA and CMS 
changes.  Physician compensation agreements with a wRVU 
basis will be affected; perhaps unevenly between physician 
specialties.  Furthermore, metrics tied to work RVUs will 
change significantly and analytics will need to compensate for 
trending.  Finally, managed care payers may not be quick to 

update rates to reflect AMA’s new RVUs, creating a point of 
negotiation to be addressed in the near future.

2020 continues to be a year of significant change across 
the healthcare industry.   For medical professionals, these long 
awaited changes come on top of shifts in volume and telehealth 
services.  Those group practices who have analyzed their volume 
to understand the coming impact will be on firmer footing to 
separate the unexpected from the expected as various facets of 
these wRVU changes are integrated into the revenue cycle.

About the Authors
Brian Herdman is an Operations Manager for CBIZ KA 
Consulting Services, LLC. He can be reached at bherdman@
cbiz.com

Rupal Trivedi is Senior Manager of Physician Services at 
CBIZ KA Consulting Services, LLC.  She can be reached at 
rtrivedi@cbiz.com.

Endnotes
1https://www.cms.gov/medicaremedicare-fee-service-pay-
mentphysicianfeeschedpfs-federal-regulation-notices/cms-
1734-p

2https://www.ama-assn.org/system/files/2019-06/cpt-office-
prolonged-svs-code-changes.pdf
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2020 2019  2018 
Assets
   Current Assets
      Bank accounts  $           269,780  $           343,308  $           346,712 (73,528)$ 
      Accounts receivable, net                       785                 17,260                   4,285 (16,475)$ 
      Other current assets                 23,024                 19,587                 41,097 3,437$    
   Total current assets               293,589               380,155               392,094 

   Fixed assets                          -                            -                            -   
Total assets  $           293,589  $           380,155  $           392,094 

Liabilities and net assets
   Liabilities
      Current liabilities
         Accounts payable  $               1,921  $             58,533  $             60,626 (56,612)$ 
         Deferred revenue                 15,188                 41,220                 23,602 (26,032)$ 
         Accrued payroll                   2,042                   4,470                   4,137 (2,428)$   
      Total current liabilities                 19,151               104,223                 88,365 
   Total liabilities                 19,151               104,223                 88,365 

   Net assets
     Unrestricted net assets               274,438               275,932               303,729 (1,494)$   
Total liabilities and net assets  $           293,589  $           380,155  $           392,094 

-                      -                      -                      

  

Healthcare Financial Management Association - New Jersey Chapter
Balance Sheets

May 31
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2020 2019 2018

Income
   Meeting and education income               167,167               188,956               188,084 
   Newsletter income                 25,065                 26,940                 28,750 
   Golf Outing Income                        -                   55,555                 51,880 
   General sponsorship income               183,129               193,877               254,111 
   Interest income                  2,098                  3,089                     741 
   Other income                       20                     182                 31,172 
Total income               377,479               468,599               554,738 -               

Expenses
   Meeting and education expenses               288,132               337,408               383,518 
   Newsletter expenses                 25,154                 29,527                 30,075 
   Golf Outing expenses                     297                 47,071                 56,476 
   Member recognition and social event expenses                  3,379                  7,742                  9,608 
   General and administration expenses                 61,626                 74,403                 67,264 
   Depreciation                        -                          -                          -   
   Provision for bad debts                     385                     245                  1,955 
Total expenses               378,973               496,396               548,896 
Net Operating (Loss) Income                 (1,494)               (27,797)                  5,842 

Net (loss) income                 (1,494)               (27,797)                  5,842 

-                     -                     

Healthcare Financial Management Association - New Jersey Chapter
Statements of Activities

Year ended May 31

2020 2019 2018

Operating activities
   Net (loss) income                 (1,494)               (27,797)                   5,842 

   Adjustments to reconcile net (loss) income to net cash used in operations:
      Accounts receivable, net                 16,475               (12,975)                 18,921 
      Other current assets                 (3,437)                 21,510                (16,208)
      Depreciation                        -                          -                           -   
      Accounts payable               (56,612)                 (2,093)                  (7,792)
      Deferred Revenue               (26,032)                 17,618                (21,573)
      Accrued Payroll                 (2,428)                      333                     (202)
Net cash used in provided by operating activities               (73,528)                 (3,404)                (21,012)

Cash at beginning of period               343,308               346,712               367,724 
Cash at end of period               269,780               343,308               346,712 

-                     

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

Year ended May 31
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BESLER combines best-in-class healthcare 
finance expertise with proprietary technology 
to help hospitals recover more revenue.

Our reimbursement and recovery
solutions have delivered more
than $4 billion of additional
revenue to hundreds of
hospitals across the
United States.

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

EY | Assurance | Tax | Transactions | Advisory
ey.com

99 Wood Avenue South
Iselin, New Jersey
732 516 4200

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

One Commerce Square
Philadelphia, Pennsylvania
1 215 448 5000

http://www.besler.com
http://amerihealthnj.com
http://hcpaths.com
http://ey.com
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100% upfront funding 
to providers

True contingency 
based fee structure

95% repayment rate Flexible program 
options

medfinancial.com 855-729-6339

Our Patient Payment Programs are designed with the 
patient, the provider, and the community at the 

forefront. Medfinancial helps our providers accomplish 
their financial goals by increasing cash on hand and 

reducing the overall cost-to-collect. 

cure for the 
common business
Offering a goal-oriented approach backed by 
expertise, efficiency and innovation, our Withum 
wellness program can help you achieve peak 
fitness and a healthier bottom line.

Visit withum.com/heathcare to learn more 

about our Healthcare Services. 

withum.com/healthcare

http://HealthcareFinanceAdvisors.com
http://medfinancial.com
http://withum.com/healthcare
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One database. One data feed.
One source of truth.

www.oihealth.com       800.750.0201

™

To learn more, visit www.kaconsults.com

For over 40 years CBIZ KA Consulting Services, LLC has partnered 
with Health Care providers to deliver innovative solutions for:

Enhancing 
Revenue

Ensuring 
Compliance

Improving 
Medicaid Eligibility

CBIZ has been a 
trusted resource in 
assisting healthcare 
organizations to 
increase Medicaid 
enrollment.

CBIZ’s coding and 
compliance services look 
at coding and clinical 
documentation to ensure 
medical necessityand that 
services are coded and 
billed correctly.

The scrutiny on 
hospital and healthcare 
organizations’ profit 
margins makes it more 
important than ever for 
your organization to 
capture appropriate 
revenue.

CBIZ KA Consulting Services, LLC |1-800-957-6900 | 

C
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CY
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Know more precisely 
which employees 
may have been 
exposed to infection.

With Check-In, you can take action to help reduce 
risk, so employees can feel more confident in the 
workplace and avoid shutting down an operation, 
if just one group is impacted.

For information contact Michael George, 
Partner, at michael.george@pwc.com

© 2020 PwC. All rights reserved. PwC refers to the US 
member firm or one of its subsidiaries or affiliates, and may 
sometimes refer to the PwC network. Each member firm is 
a separate legal entity. Please see www.pwc.com/structure 
for further details. This content is for general information 
purposes only, and should not be used as a substitute for 
consultation with professional advisors. 

Introducing Check-In, A PwC Product

A PwC Product

752744-2020-HFMA Focus Magazine 2020 Ad v2.indd   1 7/17/2020   10:08:08 AM

A/R Management and Collections: 
 

• Self-Pay / Early Out 
• Insurance Follow Up 
• System Conversion Support 
• Remote and Onsite Staffing 
• Legacy Work-Down 
• Bad Debt Collections 

 
 
 

 

 

arcadiarecovery.com I hstanisci@arcadiarecovery.com 

http://www.oihealth.com
http://www.oihealth.com
http://www.oihealth.com
http://www.kaconsults.com
mailto:michael.george@pwc.com
http://www.pwc.com/structure
mailto:hstanisci@arcadiarecovery.com
http://oihealth.com
http://arcadiarecovery.com
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continued from page 55

8. Monthly consultations
9. Support, training, and upgrades
10. A billing dashboard and comprehensive reporting
11. Compliance with HIPAA, OIG, and ICD-10 
 regulations
12. Insurance payer management and fee schedule review
13. A dedicated account manager leading a team of billing  
 experts
14. Use of scheduling, PM, and EHR software as part of  
 the RCM package
15. Convenient, easy payment options for patients

When it comes to the financial health of your practice, 
nothing has a greater impact than the people behind your 
billing. Whether in-house or outsourced, you need a team you 
can trust–one with the experience to do the job right and with 
the desire and drive to collect every penny.

References:
1Cohen RA, Zammitti EP, High-deductible Health Plan En-
rollment Among Adults Aged 18–64 With Employment-based 
Insurance Coverage, Centers for Disease Control and Preven-
tion, August 2018, accessed October 9, 2019.
2Tornese N, Cash flow and reimbursement, the top challenges 

physicians face in 2017, Healthcare News, January 11, 2017
3Quest Diagnostics Survey, September 2019; 325 respon-
dents; 55% owner/co-owner/partner of private practice; 21% 
employed by hospital or institution; 29% group practice; 3% 
accountable care organization; 8% patient centered medical 
home.
4New ICD-10 Codes, accessed January 6, 2020
5Yabroff KR, Zhao, J, Han, X et al Prevalence and Correlates 
of Medical Financial Hardship in the USA. J GEN INTERN 
MED 34, 1494–1502 (2019), https://doi.org/10.1007/
s11606-019-05002-w 
6Five key metrics for success in your practice, AAFP

About the author
Tom Romeo leads the commercial software business, including 
Quanum Enterprise Content Solutions and Quanum Practice 
Solutions (EHR/PM/RCM), and is responsible for aligning these 
portfolios with Quest Diagnostics’ software vision, strategy, and 
goals. His focus on solving some of the biggest challenges in healthcare 
through intelligent use of technology drives his organization with 
purpose. Tom is an advocate for providing unparalleled customer 
service and has been with Quest for over 25 years.

For questions please contact Info@Quanum.com.

https://doi.org/10.1007/
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OVERWHELMED BY THE PACE OF 
CHANGE IN HEALTH CARE?

WE HEAR YOU.

Fox Rothschild’s Health Law attorneys 

understand the challenges hospitals and 

other providers face in the constantly 

changing world of health care. With in-depth 

experience and national involvement, we 

help our clients avoid obstacles and solve 

problems, so they can focus on what is most 

important: their patients.

Elizabeth G. Litten
Partner and Chief Privacy & HIPAA Compliance Officer 
609.895.3320  |  elitten@foxrothschild.com

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

foxrothschild.com

950 attorneys | 27 offices

mailto:elitten@foxrothschild.com
http://foxrothschild.com
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