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The President’s View . . .

Tracy Davison-DiCanto

Hello everyone –

Brrr…it’s cold! I hope that all of you are staying warm and safe during our recent snow 
and cold weather. Have no fear, Spring will soon be here!

Aside from Spring, the end of this chapter year is almost here too. But, we have a ton 
of great things lined up before the end of the year. Before I get into those events, there is 
something that I find so incredibly special that I wanted to share with all of you. As you 
might remember from the last issue, the chapter had raised $11,195 for the Make-A-Wish 
Foundation in New Jersey. I am extremely excited to provide the details about the two wishes 
that we were able to grant. 

Lindsay is a four-year-old girl who underwent a heart transplant. Lindsay wished to go to 
the Walt Disney World Resort to meet Mickey Mouse and her favorite characters from Cars! 
Lindsay and her family were whisked away to Orlando, Florida, where her wish came true!   
While there, they stayed at Give Kids the World village, a special area near Disney World 
reserved specifically for wish children, like Lindsay, and their families. During her time at Disney World she was treated as a VIP 
and received many special treats!

Aidan is a ten-year-old boy who was diagnosed with Cystic Fibrosis. 
He loves Peyton Manning, the Denver Broncos, playing video games, 
surfing, the movie Pacific Rim, and the music group Of Monsters & 
Men. He wished to go to Hawaii to have surfing lessons and to visit North 
Shore. His  wish came  true  when  he and  his family  were  whisked  away 
to Waikiki, Hawaii  for the magic  to begin! While in Hawaii, he stayed at 
the Sheraton Waikiki, had surf lessons and even attended a luau!   

Each of you that helped contribute to this great cause should take 
pride in the happiness we were able to bring to these two children who 
face difficulties in life every day that no child should have to. I thank 
you for you generosity and support that made this great accomplishment 
possible!

I wanted to take a moment to recognize the Patient Financial Services 
and Patient Access Services Forums and their Board Liaisons for an 

incredibly successful January education session. We had over 170 attendees and sessions that allowed attendees to hear from 
industry leaders and experts. My congratulations on an incredibly successful event! 

There are a number of exciting events coming up during the rest of the chapter year, so don’t forget to check the website at  
www.hfmanj.org for upcoming events. 

We hope you can join us for the following events:

•  April 16, 2015 -  Women’s Session at the Doubletree Eatontown

•  May 7, 2015 -  Annual Golf Outing at Fiddler’s Elbow 

•  May 13, 2015 – Financial Topics for Clinicians at NJHA

I hope that everyone has a happy and healthy Spring season!

Warm regards – Tracy Davison-DiCanto
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From The Editor . . .

Elizabeth G. Litten

Dear Readers,
 
Whether you are one of the lucky ones heading off on vacation (dreams of tropical beaches 
fill my head this time of year) or are simply planning a cozy night inside, having a few new 
reading suggestions to peruse can be helpful.  We are here to help, and have included a few of 
your fellow HFMA-NJ members’ current reading lists.  We hope you enjoy our new “What’s 
on Your Nightstand?” feature, and will let us know what books you are reading and whether 
any of your fellow members’ choices have inspired your book selections.
 
I love reading, and usually have several books competing for my time at once, placed near 
various favorite reading chairs at home and gathered in CD boxes behind the driver’s seat in 
my car.  I recently finished Station Eleven by Emily St. John Mandel, which I really enjoyed, 
and am partway through Stiff by Mary Roach and Moonwalking with Einstein by Joshua Foer. I’m almost finished listening 
to Lean In by Sheryl Sandburg, and have a new stack of books on CD from my wonderful local library in Moorestown, NJ.   
Listening to books in the car, I have recently discovered, not only makes me look forward to my commute and the occasional 
long drive to a far-flung client or meeting location, but I realize I am a much more patient, courteous driver when I’m listening 
to a good book. Good for me, good for my fellow drivers!
 
Whether your reading list is fiction or non-fiction, related to your professional or personal interests, we would love to hear from 
you!  You can submit your reading list any time by going to www.hfmanj.org.
 
We launched another new feature in this magazine that showcases the meeting activities of one of our Chapter Committees.  The 
Committee “bulletin board” features recent agendas and minutes from the Managed Care Committee.  Take a look – if you have 
not participated on this Committee (all members are welcome to join), you might be surprised by the timely and relevant topics 
discussed.  If you want to get an inside peek at what is happening in health care in New Jersey, this is an excellent Committee to 
join.
 
Stay warm – and happy reading!
 

Elizabeth G. Litten
Editor
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2015 New Year’s Resolutions 
for CFOs

Lew Bivona

by  Lew Bivona, CPA, AFE

Well the New Year finds me in an interesting new career, 
performing financial examinations of some of the largest 
insurers in the country. You might ask, “Lew have you gone 
crazy, insurance companies have nothing to do with healthcare 
provision?” You would be dead wrong; insurers are dealing with 
as many changes and issues as hospital systems, thus they share a 
common concern, how do we survive under healthcare reform?

The lines are blurring between providers and insurers. A few 
years ago many CFOs would say that they would never participate 
in such an unholy alliance. Guess what, never say never, say maybe! 
With that said, let’s focus on what to do to catapult your delivery 
system into a desired economic partner with insurers that: 

1. Don’t ever soil where you want to walk again!  Several 
hospitals have become notorious for going out of net-
work and dropping huge bills on everyone from insurers 
to policy holders. You may get away with it short term, 
but in the long run you will not be on anyone’s go to list. 
Fail to go after co-pays and deductibles of insureds and 
you face the possibility of lawsuits for insurance fraud. 
Better to make friends then to alienate anyone! Keep 
charges/fees reasonable and you will have happy physi-
cians too. Anyone who has told an insurer to take a long 
walk off a short pier knows how much harm it can cause 
to your admitting physicians to resent your institution. 

2. Bundled payments and case rates are going to become 
the status quo, not just a passing anomaly. Many fo-
cused demonstration projects have occurred nationally 
between insurers and integrated delivery systems. It is 
a given that quality outcomes and high patient satisfac-
tion levels have come out of these initiatives. 

3. ICD-10 is a reality! After many false starts the oft de-
layed initiative has finally come to fruition. Insurers 
are ready to test their systems with yours, be a trail-
blazer and work out your bugs now. Not only will it 
help your organization to test ICD-10 readiness but it 
will also to protect your revenue cycle from stalling on 
day one. It can also serve to solidify your relationships 
with insurers as an active ally!

4. Mergers and affiliations still may be a good idea if you 
have not done it yet; if you have merged or affiliated 
with another facility, still keep your eye on the principles 
that will make you successful with insurers:

a. Continue to refine 
processes and care 
management plans 
to insure that you 
will be adding val-
ue to any insurance product or IDS.

b. Focus on creating economies of scale- you don’t 
need to offer twenty brands of sutures or 5 brands 
of pacemakers. In a bundled fee environment, you 
must be able to partner with physicians to drive 
quality and cost effectiveness while reducing vari-
ability in outcomes.

c. If you have not thought about the entire continu-
um of care, it is time to make alliances with care 
providers outside of your assembled skill sets; time 
to think about home IV, DME providers, home 
health, visiting nurse services and others!

d. FFS will yield to value based contracts, how quickly 
you adapt bodes well for your long term viability. 
If new to the process, start small with something 
that you do better than others. Build the data capa-
bilities and reporting mechanisms to ensure your 
ability to provide timely information to your pro-
viders and insurance partners.

5. Urgent care centers are opening at a rapid pace and 
will continue to erode ED revenues as people seek 
more cost effective providers for urgent needs. To 
combat this challenge, hospitals will have to revert to 
bundled pricing that is not usurious and borderline 
absurd. Higher out of pockets and co-pays will force 
people who would normally seek care at the hospital 
ED to make the move very quickly. Word to the wise, 
if an urgent care center can pay doctors a decent wage, 
it might be time for you to think about renegotiating 
your contract with your ED provider group.

6. Don’t just sit it out and report financial results, get out 
there to all groups within your facility that are trying 
to improve clinical performance. Now more than ever, 
financial expertise and modeling by you and your de-
partment will help others appreciate the financial impli-
cations of plans before things go wrong and how to help 
insure success by giving clinical staff a true perspective 
on how to change without breaking the bank!
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7. No one expected so many casino closures at such a 
rapid pace as in Atlantic City but it did happen; too 
many facilities and not enough gamblers. The same 
could be said for hospitals as care is transitioned into 
different care paths; survival depends on adapting and 
surviving so you are standing when others are not. Just 
like the casino unions, hospital unions and even non-
unionized employees must realize it is time for every-
one to tighten their belts and to hang in for a hard ride. 
Shared sacrifice is tolerable if people realize that they 
are part of the solution and everyone 
will share in the pain, and I mean ev-
eryone! No raise while maintaining 
market share is better than a raise and 
a closure. Better yet, energize your 
staff to be the best provider and ev-
eryone gets raises and stays employed!

8. As patients gain more control over 
their healthcare and demand more of 
a role in the decision-making process, 
hospitals, doctors and front-line work-
ers must learn to engage patients. Sen-
sitivity training about patient empa-
thy skills, how to teach patients what 
they need to know to stay healthy and 
not return to the hospital

9. According to Crain’s article, hospitals 
are one of the heaviest users of ener-
gy in the commercial sector because 
of their round the clock operations. 
Energy costs can one of the biggest 
expenses short of salaries and are ripe 
for savings opportunities. Join an en-
ergy cooperative purchasing group, 
look for ways to lower consumption 
by becoming a more efficient user of 
natural gas, electricity or oil. Some 
hospitals have realized large savings 
and even achieved some energy in-
dependence by generating their own 
power. Grants and low interest loans 
are available to jumpstart your path 
to frugality, check into it!

10. Hospitals, heal thyselves! The best 
way to prepare for population health-
care management is to demonstrate 
you can handle your own employee’s 
healthcare. If you have started already, 
improve; if not, take the first step in 
setting up an exclusive provider net-
work for your workers. You will learn 
how to manage population health in 
a motivated environment while lower-
ing your own expenditures.

Happy 2015! I can virtually guarantee that if you apply this 
advice, you will be here to read my 2016 New Year’s advice!

About the Author
Lew Bivona is President of Professional Medical Management 
Consultants which assists providers in transitioning to ACA risk 
modeled products. Lew has over 36 years of experience in rolling 
out managed care products, both on the provider and insurer sides 
of healthcare. PMMC coordinates healthcare entities transitions 
by delivering results without straining budgets. Contact Lew at 
lewcpa@gmail.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
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Professional Reading
Recommended by Scott Brownlee, Grimely Financial  
ACA’s pulse 

Recommended by Laura Tarlow, Executive Director, 
Anesthesia Consultants of New Jersey 
Switch, by Chip Heath and Dan Heath - Is about changing 
behavior 
The Advantage, by Patrick Lencioni - Is about political health 
of an organization is more important than financial health

Recommended by Brian Herdman, Operations Director, 
Financial Reimbursement Services, CBIZ Consulting Services 
The Power of Habit: Why we do what we do in life and business,
by Charles Duhigg - It’s a great book that breaks down what 
we know about habits, and how habits control much our daily 
lives. Habits are our brains on autopilot, and this book helps 
identify what causes our brain to go down the habit path.

Recommended by Debbie Schuhardt, Vice President, 
MedAssets
Getting Naked by Patrick Lencioni – great fable illustrating 
servant leadership in action

It Worked for Me by Colin Powell – interesting insight to Powell 
as well as providing leadership lessons both in philosophy and 
action; he is a good storyteller

21 Irrefutable Laws of Leadership by John C. Maxwell – good 
for assessing one’s own leadership capabilities and where one is 
on his/her journey

I have others, but these are a start and are my “go to” books 
when people ask.  I have conducted book clubs at work on 
the first one and usually suggest all three to people whom I 
mentor.  I tend to lean toward leadership books, as you can see, 
at least for professional reading.

Recommended by Al Rottkamp 
The Essential Physics of Medical Imaging, by Bushberg, Seibert, 
Leidholdt and Boone  
Financial Forensics Body of Knowledge, by Dorrell and 
Gadawski   
Computer Forensics, by EC Council

Personal Reading
Recommended by Brian Herdman, Operations Director, 
Financial Reimbursement Services, CBIZ Consulting Services 
Ubik, by Philip K. Dick

In general, I love science fiction. My favorite kind of science 
fiction features civilizations a lot like our own, with technology 
that forces changes in how society functions. In the world of Ubik, 
businesses hire psychics for gain, humans harness cryogenics to 
communicate with the recently deceased, and micro transactions 
are a very big thing (5 cents to leave your house or open the 
fridge). The story follows a company of anti-psychic agents who 
try to keep a rival in check.  I’m afraid the micro transactions 
PKD thought up in the 1960s might catch on!
 
Recommended by Debbie Schuhardt, Vice President, 
MedAssets
As for pleasure reading, I am a fantasy fan, so Game of Thrones 
was my last big read… waiting for the next book! And, I am 
now reading Team of Rivals which is about Lincoln and his 
cabinet.

Recommended by Cheryl Cohen, Vice President, Wells 
Fargo Equipment Finance
My favorite read is “The Art of Racing in the Rain.”  Garth 
Stein.  It is about life from a dog’s perspective.  The book is 
heartwarming, funny, sad…all emotions.  It will make a grown 
man cry.

What’s On Your Nightstand?
NJ HFMA Members share their personal and professional reading picks

continued on page 10
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continued from page 9

•Certification Corner•

I have received so much positive feedback 
about the joint study group that our 
chapter participated in with the New York 
chapters. I am going to pursue our chapter 
doing it again this Fall. For those of you 
who attended the sessions, I want to take 
this opportunity to encourage you to take 
the exam as soon as possible. It has been 

shown that people are more likely to pass the test if they 
take it soon after intensive studying.  Spring may be a great 
time to do just that! 

National HFMA has recently announced that the certifica-
tion program will be undergoing significant “re-vamping”  

in order to address the rapidly changing health care envi-
ronment.  They will be restructuring the online study guide 
and the CHFP test. This will be taking place in 2015.   For 
further information please visit the website at  hfma.org/
chfp.

Again, I and many previous members of the New Jersey 
Certification Committee are available for questions and 
guidance if you need help. Please don’t hesitate to contact 
me. Romeur@comcast.net.

Happy Learning,
Rita Romeu  

Recommended by Deb Shapiro, WFS Services
The Spymistress: A Novel by New York Times bestselling author 
Jennifer Chiaverini. Amazon.com describes the books as an 
“enthralling historical novel set during the Civil War era, this 
time inspired by the life of “a true Union woman as true as 
steel” who risked everything by caring for Union prisoners of 
war — and stealing Confederate secrets.”

Born to slave-holding aristocracy in Richmond, Virginia, and 
educated by Northern Quakers, Elizabeth Van Lew was a para-
dox of her time. When her native state seceded in April 1861, 
Van Lew’s convictions compelled her to defy the new Confed-
erate regime. Pledging her loyalty to the Lincoln White House, 
her courage would never waver, even as her wartime actions 
threatened not only her reputation, but also her life.

Van Lew’s skills in gathering military intelligence were unpar-
alleled. She helped to construct the Richmond Underground 
and orchestrated escapes from the infamous Confederate Lib-
by Prison under the guise of humanitarian aid. Her spy ring’s 
reach was vast, from clerks in the Confederate War and Navy 
Departments to the very home of Confederate President Jef-
ferson Davis.

Although Van Lew was inducted posthumously into the 
Military Intelligence Hall of Fame, the astonishing scope of 
her achievements has never been widely known. In Chiaverini’s 
riveting tale of high-stakes espionage, a great heroine of the 
Civil War finally gets her due.

I just finished reading this novel and was inspired by a woman 
who, with everything to lose, risked her life, fortune, and 
personal safety to support the Union at a time when women 
did not even have the vote and could not participate in any 
meaningful way in politics.  Although the book had a somewhat 
slow start while setting the stage, it becomes a real page turner 
as the Civil War progresses.  I would recommend this as a piece 
of historical fiction and for those who are fans of Civil War 
history and/or biographies.

Recommended by Al Rottkamp
Exposed, by Laura Griffin 
Ten Big Ones, by Janet Evanovich 
Dirty Shame, by Lilliana Hart 
Rainz: The Spanish Helix, by John Christopher
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Groundbreaking 
Implications of the Recent 
Connecticut Supreme 
Court Case Utilizing 
HIPAA as a Basis for State 
Negligence Actions

by Michael J. Kline, Esq. and Elizabeth G. Litten, Esq.

Michael J. Kline

Elizabeth G. Litten

This article was first published in Volume 11 Issue 12 of Data 
Protection Law & Policy (December 2014). Data Protection 
Law & Policy, launched in 2004, is the monthly law journal 
dedicated to making sure that businesses and public services 
alike can find their way through the regulatory and organi-
zational maze of data privacy compliance to reap the rewards 
of effective, well-regulated and transparent use of data. Visit 
www.e-comlaw.com for details.

Background
This article discusses the implications of a recent Connecticut 

Supreme Court opinion that allowed the Health Insurance 
Portability and Accountability Act of 1996 (“HIPAA”), a 
comprehensive United States federal statutory and regulatory 
scheme governing the privacy and security of patients’ health 
information, to be used by a plaintiff alleging negligence under 
state common law. HIPAA, notably, lacks a private right of 
action and preempts state laws that are “contrary” to HIPAA 
(except where the state law is “more stringent” than HIPAA 
in terms of privacy protection).1 In effect, the Connecticut 
Supreme Court opens the door for plaintiffs to import federal 
privacy standards into actions brought in state court alleging 
privacy violations and seeking remedies under state law.  

This landmark decision was handed down in the case of 
Byrne v. Avery Center for Obstetrics and Gynecology, P.C., — 
A.3d —, 2014 WL 5507439 (2014) (the “Byrne case”), in 
which the court stated the following:

Assuming, without deciding, that Connecticut’s common 
law recognizes a negligence cause of action arising from 
health care providers’ breaches of patient privacy in the 
context of complying with subpoenas, we agree with the 

plaintiff and conclude 
that such an action is not 
preempted by HIPAA 
and, further, that the  
HIPAA regulations may 
well inform the appli- 
cable standard of care in 
certain circumstances.

Interestingly, the decision was rendered 20 months after the 
date that the case was argued before it on March 12, 2013.  
The passage of that much time may indicate that the Court 
struggled to break new ground in this area and wanted to 
consider its opinion with great care. Whatever the basis for 
the delay, however, there is no doubt that the decision will 
generate much discussion and commentary, in light of its 
significant precedential value. The defendant in the Byrne case 
can theoretically seek review of the case by the Supreme Court 
of the United States on the grounds that the matter involves 
a substantial federal question.  However, that can be a costly 
prospect and one that may fail for any number of reasons.

The decision adds the Connecticut Supreme Court to a 
growing list of lower courts that have found that HIPAA’s lack 
of a private right of action does not necessarily foreclose action 
under state statutory and common law using HIPAA require-
ments as the standard for reasonable care. HIPAA specifically 
prohibits lawsuits from being brought by individuals – only 
the United States Department of Justice and Attorneys Gen-
eral of the various states can bring actions directly authorized  
by HIPAA seeking damages, penalties or other remedies for 
violations of HIPAA. The Byrne case, however, has significance, 
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as it appears to be the first decision by the highest court of a 
state that says that state statutory and judicial causes of action 
for negligence, including invasion of privacy and infliction of 
emotional distress, are not necessarily preempted by HIPAA to 
prohibit individuals from seeking recourse in state courts for 
breaches of HIPAA that implicate negligence standards under 
state statutory or case law.  

The Byrne case recognizes that HIPAA may be the appro-
priate standard of care to determine whether negligence is 
present. Moreover, the principle that HIPAA compliance rep-
resents a well-accepted standard of care may apply to other 
types of state tort actions not directly related to privacy, such 
as malpractice, where a plaintiff argues that a failure to comply 
with HIPAA, like a failure to comply with state laws govern-
ing physicians or professional codes of conduct, establishes an 
element of negligence. In addition, as discussed in more de-
tail below, there may be other federal statutory or regulatory 
standards governing privacy and security of individual health 
information that apply to conduct not covered by HIPAA and/
or conduct that is covered by HIPAA in addition to such oth-
er standards. These additional federal statutory or regulatory 
standards could also be applied as standards of conduct giving 
rise to individual rights of action under state tort law.

The Byrne Case – Not a “Garden Variety” Breach
The Byrne case is interesting in itself in that it did not 

involve a “garden variety” type of alleged breach of health 
information privacy, such as that resulting from a stolen or lost 
laptop or other handheld device containing protected health 
information as defined in HIPAA (“PHI”), a hacking incident, 
unintended posting or disclosure of PHI on an unencrypted 
Website, or other common source for a privacy breach. This 
breach related to the alleged attempt of the defendant physician 
practice group to comply with a state court subpoena and the 
practice’s resulting violation of HIPAA.

The patient, Emma Byrne, brought an action against her 
health care provider for improperly breaching the confidential-
ity of her medical records and alleged claims for negligence and 
negligent infliction of emotional distress under Connecticut 
state law.  The Court stated that the following facts were un-
disputed:  (1) the defendant physician practice group provided 
the plaintiff with gynecological and obstetrical care and treat-
ment; (2) the defendant provided its patients, including the 
plaintiff, with notice of its privacy policy regarding PHI under 
HIPAA and agreed, based on this policy and on law, that it 
would not disclose the plaintiff ’s health information without 
her authorization; (3) the plaintiff later began a personal re-
lationship with an individual (the “Individual”) that ended five 
months later, after which time the plaintiff instructed the de-
fendant not to release her medical records to the Individual; (4) 
thereafter, the defendant was served with a subpoena request-
ing its presence together with the plaintiff ’s medical records at 

a court proceeding; (5) the defendant did not alert the plaintiff 
of the subpoena, file a motion to quash it or appear in court; (6)  
the defendant mailed a copy of the plaintiff ’s medical file to the 
court;  and (7) the Individual informed the plaintiff by telephone 
that he had reviewed the plaintiff ’s medical file in the court file.  

The plaintiff filed a motion to seal her medical file, which 
was granted. The plaintiff alleged that she suffered harassment 
and extortion threats from the Individual after he viewed her 
medical records.  The plaintiff then sued the defendant, alleging, 
among other things, that the defendant breached its contract 
with her when it violated its privacy policy by disclosing her PHI 
without authorization; the defendant acted negligently by failing 
to use proper and reasonable care in protecting her medical file 
and disclosing it without authorization under state statutory law 
and HIPAA; and the defendant engaged in conduct constituting 
negligent infliction of emotional distress.

Although the court in the Byrne case held that HIPAA’s lack 
of a private right of action did not preempt or preclude plaintiff ’s 
ability to bring an action under state law based on defendant’s 
alleged violations of HIPAA’s privacy standards, the court left 
unresolved the question of whether HIPAA should simply be 
used as evidence of the standard of care, or might be used as 
a “legislatively imposed” standard. In the final footnote in its 
decision, the court notes: “… whether the particular HIPAA 
regulations at issue are suitable for use as a legislatively imposed 
standard of care for purposes of establishing negligence per se is a 
potentially complex question of law that has not been adequately 
briefed by the parties herein, and therefore, is one that we need 
not decide in this appeal.”

Other Federal Statutes and Regulations as Possible Sources 
of Individual Actions Asserting Claims under State Law

HIPAA is not the sole federal statutory and regulatory scheme 
governing the privacy and security of information, including in-
formation that is PHI under HIPAA.  For example, in a com-
plaint filed on August 29, 2013, the Federal Trade Commission 
(“FTC”) brought an administrative action against LabMD, Inc. 
on the grounds  that the company failed to reasonably protect 
the security of PHI allegedly found on a peer-to-peer file sharing 
network in violation of Section 5(a) of the Federal Trade Com-
mission Act, 15 U.S.C. 45(a) (“Section 5”) (see www.ftc.gov/
enforcement/cases-proceedings/102-3099/labmd-inc-matter). 
The action is still pending and has generated an investigation 
by the United States’ Congressional Committee on Oversight 
& Government Reform (see http://oversight.house.gov/hearing/
federal-trade-commission-section-5-authority-prosecutor-judge-
jury-2/), but does not involve an alleged violation of HIPAA, 
nor has the FTC adopted regulations specifically delineating 
standards of conduct under Section 5.

The FTC also regulates the privacy and security of informa-
tion contained in personal health records that are not subject  
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to HIPAA jurisdiction pursuant to section 13407 of the Ameri-
can Recovery and Reinvestment Act of 2009, and has adopted 
a “Health Breach Notification Rule” governing “foreign and do-
mestic vendors of personal health records, PHR [personal health 
records] related entities, and third party service provider. . . .”   16 
C.F.R. 318.1 et seq.

In addition, the Federal Communications Commission 
recently announced its intention to fine two telecommunications 
companies for violations of Sections 201(b) and 222(a) of the 
Communications Act of 1934, as amended, and the FTC rules 
related to the failure to protect proprietary information (“PI”) 
such as names, addresses, social security numbers, and driver’s 
license numbers belonging to low-income Americans that was 
stored on internet servers. (See www.fcc.gov/document/10m-
fine-proposed-against-terracom-and-yourtel-privacy-breaches )

The Byrne case suggests that state courts may look to other 
federal standards of conduct related to the privacy and security 
of individually identifiable information (whether PHI, PHR, or 
PI) as evidence of the standard of care for purposes of bringing 
an action for negligence or other tort action seeking damages 
under state law.      

Actions that Are Suggested by the Results of the Byrne Case
The Byrne case has important implications for HIPAA 

matters beyond allowing individuals to do indirectly what 
they cannot do directly – namely, to sue under state tort law, 
using a violation of HIPAA regulations as the standard of care.  
Some actions that a “covered entity” (“CE”) and a “business 
associate” (“BA”) as defined under HIPAA may consider as 
responses to the Byrne case include the following: 

1. CEs and BAs should consider acquiring sufficient 
cybersecurity insurance with expanded coverage and 
limits.  Such coverage should not be limited to coverage 
for HIPAA violations, but should cover any types of 
losses resulting from a data breach, including a breach 
of PHI, PHR or PI arising under federal or state law.

2. Business associate agreements (“BAAs”) should be 
reviewed to see if they include obligations regarding 
individual health information arising under federal 
and/or state laws other than HIPAA.  BAAs may expose 
the parties to new liabilities under the principles of the 
Byrne case.

3.  BAAs should be reviewed to see if there is a clear 
negation of potential third party beneficiary rights 
under the BAA. For example, while HIPAA specifically 
excludes individual private rights of action for a breach 
of HIPAA, a party does not want to run a risk of creating 
unintentionally a separate contractual private right 
of action in a BAA in favor of third party individuals 
under the principles of the Byrne case.  

4. BAAs should be reviewed to see if they contain 
indemnification provisions and, if they do, the extent 
of their potential liability.  

5. CEs and BAs should consider seeking advice from 
knowledgeable professionals relative to their potential 
exposure if their states of operations adopt principles 
similar to those of the Byrne case.

6.   Care should also be taken in selecting the applicable 
state law that governs a BAA in light of continuing 
developments in the laws regarding privacy and security 
of individual health information.

Conclusion
Efforts to use HIPAA regulations or other federal statutes and 
regulations as standards for causes of action under state law 
involving breaches relating to individual health information 
can be expected to rise as a result of the Byrne decision.  This 
area will be the source of expanded litigation and uncertainty in 
jurisdictions around the country unless and until the Supreme 
Court of the United States renders its opinion on the matter.

About the authors
Michael J. Kline is a partner with Fox Rothschild LLP, based in 
its Princeton, NJ office, and is a past Chair of the firm’s Corporate 
Department. He concentrates his practice in the areas of corporate, 
securities, and health law, and frequently writes and speaks on 
topics such as corporate compliance, governance and business and 
nonprofit law and ethics.  Michael also serves as an Assistant 
General Counsel of the firm.

Elizabeth G. Litten is a partner with Fox Rothschild LLP, based in 
its Princeton, NJ office.  She concentrates her practice in regulatory 
health law matters is a member of the Health Law Practice Group.  
She is also co-Chair of the firm’s Government Relations Practice 
Group and is involved with legislative initiatives involving 
collection and use of health care data.

Michael and Elizabeth are also frequent contributors to the firm’s 
HIPAA blog. They can be contacted at www.foxrothschild.com. 

Endnotes
1 45 C.F.R. 160.202 and 203.



Winter  2 0 1 5

Focus     15

LAURA HESS, FHFMA,
JOINS GLOBAL RECRUITERS

OF BRIDGEWATER

Branchburg, NJ, February 2, 2015 – Global Recruiters® of Bridgewater, an executive search firm based in Branchburg, 
NJ specializing in healthcare finance and health information management, is pleased to announce the addition of Laura 
Hess to its recruiting team.

A Monmouth University graduate and Fellow of the Healthcare Financial Management Association (HFMA), Ms. 
Hess previously served as a medical billing and A/R management consultant, and held several supervisory/management 
roles with the former Muhlenberg Regional Medical Center in Plainfield, NJ. Ms. Hess also supports the NJ HFMA 
Chapter as its Administrator.

Managing Partner Denis Bilodeau is elated about her decision to join the company. “Laura’s comprehensive under-
standing of revenue cycle operations and extensive experience working with hospitals, other providers, payers, and ven-
dors make her a valuable resource for our clients. Coupled with Laura’s working knowledge of the local landscape, Global 
Recruiters of Bridgewater is ideally positioned to serve the human capital needs of NJ and NY metro area healthcare 
systems, providers, and payers, as well as companies that provide them with related products and services.”

Movers and Shakers....

Women’s Session
On April 16 the Chapter will host the Annual Women’s 

Event at the Double Tree in Tinton Falls. While this session  
focuses on issues relative to women in healthcare, it is defi-
nitely not for women only! This year we’ll have a presen-
tation on financial planning, using social media to advance 
your career, a panel comprised of healthcare executives, and 
a nationally known motivational speaker with a strong back-
ground in healthcare. And from what I’m hearing there will 
be a special networking event immediately after the educa-
tion sessions.  Many thanks to Heather Stanisci from Arcadia 
Recovery Bureau for coordinating this year’s event, as well 
as the other members of the committee who are assisting 
her.  Registration will be open soon, so watch the website for 
more information.

Finance Education for Clinicians 
As Healthcare continues to evolve at a maddening pace, it 

is essential that front line managers understand the business 
aspects of their operational areas, both from a budgetary and a 
strategic perspective.  It’s just not enough for your Lab Director 
or Physical Therapy Manager to be clinically proficient; they 

also need the ability to manage their product lines effectively.  
With that in mind, the Chapter’s Education Committee, 
working with NJHA, is planning a half-day session at the 
Hospital Association on May 13 focusing on basic financial 
education for clinicians. Jane Kaye from Jane Kaye Healthcare 
Consulting LLC is coordinating the planning for this session.  
It is our hope that both clinicians and finance managers will 
attend from member organizations so that they can exchange 
information with the presenters and other participants, 
making for a fruitful and worthwhile discussion. Watch for 
special pricing when more than one participant attends from 
your organization.

The first session will concentrate on issues surrounding 
operating budgets.  While supply expenses are straight forward, 
managing the labor budget can be difficult and at times 
confusing. The second session will focus on explaining how 
providers get reimbursed from various payers for the services 
provided, with special emphasis on the current focus on 
quality, and the effect it is having on payments. Finally, there 
will be a session explaining business plans and capital requests.  
Watch upcoming editions of the Pulse and the website for 
more information on this exciting new educational offering. 

Education Committee Update
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•Who’s Who in NJ Chapter Committees•

2014-2015 Chapter Committees and Scheduled Meeting Dates
*NOTE: Committees have use of the NJ HFMA Conference Call line.

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

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

 CHAIRMAN/EMAIL/ CO-CHAIR/EMAIL/ SCHEDULED MEETING MEETING BOARD
COMMITTEE PHONE PHONE DATES*/TIME LOCATION LIASON
       
 Lisa Hartman Dara Quinn/Deb Carlino First Thursday of the Month  Meeting in person at Deloitte & Touche, Stacey Bigos
CARE (Compliance,  LisaRHartman@hotmail.com Dara.Quinn@carepointhealth.org / carlinod@ca.rutgers.edu 9:00 AM  Princeton, NJ for Oct., Jan., April and July sbigos@njha.com
Audit, Risk, & Ethics) (908) 507-7065 (201) 388-0637 / (973) 972-3260  Balance are calls.  Please call to confirm (609) 275-4017

 Elizabeth Litten Al Rottkamp First Thursday of each month Fox Rothschild offices Brian Herdman
Communications ELitten@foxrothschild.com ajcr123@aol.com 9:30 AM 997 Lenox Dr Bldg 3 bherdman@cbiz.com
 (609) 896-3600 (609) 790-3562   Lawrenceville, NJ  

 Mike McKeever Mary Cronin & Stacey Bigos First Friday of each month   Scott Mariani
Education mmckeever@saintpetersuh.com Mcronin@beslerconsulting.com /  10:00 AM Conference Calls smariani@withum.com
 (732) 745-8600 x5089 Sbigos@njha.com    (973) 898-9494 x420
  (732) 839-1217 / (609) 275-4017

Certification Rita Romeu  To Be Determined   Mike McKeever
(Sub-committee  Romeur@comcast.net  10:00 AM Conference Calls mmckeever@saintpetersuh.com
of Education) (973) 418-6071    (732) 745-8600 x5089

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

 Jennifer Vanegas Mike McKeever Fourth Thursday of each Month  Tracy Davison-DiCanto
Institute 2014 jennifer.vanegas@faef.com mmckeever@saintpetersuh.com  8:00 AM Conference Calls tdavison-dicanto@princetonhcs.org 
 (585) 643-3377 (732) 745-8600 x5089    (609) 529-9461

 Belinda Doyle Puglisi John Brault  9/8/14 (1 hr. conf. call only) Children's Specialized Kevin Joyce
Managed Care bpuglisi@childrens-specialized.org BraultJ@aetna.com 9/12/14*, 10/13/14,          2:00 PM (Two Locations) kjoyce@qualcareinc.com
 (908) 301-5458 (973) 244-3536  11/10/14, 12/17/14 *NJHA (732) 562-7823

 Jennifer Barr  Maria Facciponti Call for meeting arrangements Locations alternate Stella Visaggio
Membership Services/ Jennifer.Barr@carepointhealth.org Maria.Facciponti@adreima.com  by month -  svisaggi@hrmcnj.com
Networking (201) 821-8932    please contact the chairs (908) 850-6928

 Dara Derrick Maria Lopes-Tyburczy 2/12/15 – Site visit to Atlantic Health  Saint Michaels Mary Taylor
Patient Access Services dderrick@hch.org MLopes-Tyburczy@smmcnj.org Systems, Morristown,      9:30-11 AM Newark, NJ mttaylor@meridanhealth.com
 (908) 850-6870  4/9/15 at Saint Michaels  

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

 Jennifer Shimek Deborah Carlino/Tony Panico Second Thursday of every other month Conference Calls Steven Bilsky
Physician Practice Jennifer.Shimek@ey.com carlinod@ca.rutgers.edu / apanico@withum.com (Sept. 11, Nov. 13, Jan. 8,  Sept. & Jan. meetings will also be in person sbilsky@causeycpas.com
Issues Form (732) 516-4676  (973) 972-3260 / (973) 898-9494 March 12, May 14)       9:00 AM Room TBD (303) 672-9896

 Kathryn Gibbons Peter Demos Third Tuesday of each Month Monmouth Shores Corp. Park Scott Besler
Regulatory &  kgibbons@meridanhealth.com pdemos@meridanhealth.com 9:00 AM Meridian Conf. Room 1C sbesler@besler.com
Reimbursement    1350 Campus Pkwy, Neptune 

 Christine Putterman Helene O'Donnell First Wednesday of each Month  Rosemary Nuzzo
Revenue Integrity Christine.putterman@tuhs.temple.edu helene.odonnell@capiopartners.com 9:00 AM Princeton HealthCare System rosemary.nuzzo@atlanticare.org
 (215) 707-5917 (215) 882-1670   (609) 383-2114

 Lew Bivona
CPE Designation ldbcpa@verizon.net
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Revenue Cycle 3.0: 
Harnessing the Power of 
Process Analytics and 
Automated Workflo
By Michael Duke, Randy Notes, and Sue McBride

These are not easy times for financial operations at many U.S. 
healthcare organizations.

On the one hand, margins are getting squeezed: according to 
a recent analysis by Modern Healthcare, average margins at U.S. 
health providers fell by almost 14 percent between 2012 and 
2013.1 At the same time, most organizations are now also ex-
pecting an increase in overall activity (as more Americans become 
eligible for health insurance) and a decrease in reimbursement (as 
healthcare systems move towards new payment models).

Left unchecked, these trends seem to suggest that healthcare 
organizations will soon be doing more, only to get less.

Pressure on the revenue cycle
Not surprisingly, the past three years have seen a growing 

number of organizations turn their attention toward improv-
ing their revenue cycle processes and activities in an effort to 
increase efficiency, drive out costs, and–ultimately–shore up sag-
ging margins. While some improvements have certainly been 
made industry-wide, the reality is that few organizations have 
taken full advantage of opportunities to achieve significant re-
sults from their efforts.

Part of the challenge is that most revenue cycle leaders do 
not have access to the right information or metrics to measure 
and ultimately deliver fundamental change. So while, at an 
enterprise-level, many organizations may already have in place 
overarching metrics to measure and track the outcome of work 
activities, few have access to the right process metrics to control 
and drive improvement across the various work drivers.

The problem is that currently utilized ‘work lists’ and 
dashboard-driven metrics enable organizations to identify and 
address areas of concern based on key high-level performance 
indicators. But most organizations are only able to determine 
outcomes of performance, not the root causes of poor perfor-
mance that are needed to catalyze sustainable improvement  
at the department, job function, or employee level. Most 
operational tools in place do not provide the type of automa- 
tion and exception-based decision-making that would be 

required to achieve improved and 
sustained efficiencies.

We believe healthcare organiza- 
tions must urgently start to evolve  
the way they manage their revenue 
cycle by moving towards  
an automated ‘workflow’ environ-
ment rather than a traditional 
‘work list’ approach. In other words, 
healthcare organizations need to  
super-charge their process from 
the traditional ‘Revenue Cycle 1.0’ 
and jump to something more like 
‘Revenue Cycle 3.0.’

What’s the difference? Simply 
put, an automated workflow en-
vironment (otherwise known as 
Business Process Management or 
BPM) goes beyond simply churn-
ing out work lists. By combining 
automation, process codification  
and process metrics, organiza- 
tions can create a process analytics 

driven model which, in turn, allows for the creation of an in-
teractive system that–based on known conditions, rules, and 
data–can automatically prioritize the highest-value tasks to the 
people with the right capabilities and tools, automate workflows 

continued on page 18

Revenue Cycle 1.0 – Traditional assessments, recommendations 
and options, and implementation

Revenue Cycle 2.0 – Automated workflow design and deployment

Revenue Cycle 3.0 – Automated workflow with process enabled 
analytics

The evolution of the revenue cycle

Michael Duke

Randy Notes

Sue McBride
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to reduce workloads, improve efficiency, and ultimately drive 
down costs.

Transformation through automation
Business Process Management is not just about managing 

a defined basket of work activities faster or more efficiently. 
It is also about improving results. A BPM approach would, 
for example, be capable of independently identifying the 
highest value accounts for follow-up and pushing them up 
the queue based on defined business rules rather than user 
preference or other arbitrary criteria (such as alpha split). It 
could allow point-of-service collection efforts to be routed 
for prescreening by financial clearance staff. Or it can help 
speed and standardize medical eligibility status processes and 
tasks through the use of automated web-enabled data collec-
tors already proven in other industries.

What makes this approach even more powerful is that–by 
incorporating BPM and a process analytics approach–organi-
zations can start to understand not only where the anomalies 
are in their processes, but also identify the root causes of those 
anomalies. Knowing you have a problem is great; but know-
ing what to do to resolve that problem and reduce process 
cycle time is even better. And with automated BPM, it is never 
just about solving a single problem, but rather seeing how the 
problem manifests and interrelates across the entire revenue 
cycle ecosystem which, in turn, can lead to opportunities to 
drastically reduce localized issues within the revenue cycle.

An automated BPM approach to the revenue cycle provides 
three key business benefits. First, it improves processing effi-
ciency (some claim up to 50 percent reduced processing times 
in key areas) which ultimately means more money is being col-
lected on time. Second, it reduces the workload for processing 
clerks which, in turn, means that more work can be done or 
headcount can be cut through the utilization of automation 
techniques for those more consistent and routine tasks. The 
third key benefit is that automated BPM can help reduce some 
of the risks inherent in the revenue cycle by allowing the sys-
tem to determine when and where activities should take place 
based on agreed-upon business rules.

An emerging competitive advantage
As with any new and emerging approach, it will take some 

time before automated BPM becomes the norm within the 
U.S. health system. But we firmly believe that those health-
care organizations that are able to get ahead of the trend will 
achieve some very significant competitive advantages.

For one, those with automated BPM will find that they are 
much more flexible, scalable, and adaptable to take advantage 
of the changes now underway within the healthcare industry. 
They will also be in a much better position to improve their 

net income by improving their costs and reallocating resources 
to the highest-value activities.

Likely the biggest (and most persuasive) benefit is its re-
turn on investment. According to a Forrester Consulting 
study into the ROI, benefits, and costs of implementing an 
automated BPM in the health sector, healthcare organiza-
tions should be able to reap a sizable return on investment. 
At one 700-bed provider, the implementation of an auto-
mated workflow delivered almost $14 million in savings in 
the first three years, just by reducing avoidable losses and 
improving claims processing.2

Better still, many of these benefits can start to be realized 
very quickly with very little up-front investment. Indeed, 
our experience suggests that improvements start to material-
ize within the first six weeks of implementation and that–if 
properly customized–the entire project could have a payback 
period of just four months.

Regardless, what is clear is that healthcare organizations 
need to start taking a new approach to managing their rev-
enue cycles. We firmly believe that those who are able to 
quickly and effectively apply workflow automation to their 
operations will–at least for the time being–achieve a major 
competitive advantage.

These days, it seems everyone is talking about healthcare 
transformation. However, ‘transformation’ really only focuses 
on a subset of what is currently happening in the U.S. health-
care ecosystem, and does not adequately address what is hap-
pening more broadly at a systemic level.

We believe that health plans, providers, and life sciences 
companies should be thinking beyond transformation and 
focus more on healthcare ‘convergence’ and the broader im-
plications of operating in a more collaborative and integrated 
U.S. healthcare delivery model. While transformation of cur-
rent operations is likely going to be a business requirement, 
the real question for forward- looking organizations is what 
role they plan to play in a new and more converged health 
system.

continued from page 19

• Have you driven 20 percent of costs out of your revenue
 cycle over the past five years?

• Have you improved net revenue annually?

• Have you reduced your headcount by 10 percent?

• Have you improved processing times by 50 percent?

If you answered “no” to any of the above questions, you 
likely need to think about implementing an automated 
workflow approach.

Do you need an automated workflow?
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About KPMG
KPMG LLP (KPMG) is a leader in convergence, assisting organi-
zations across the healthcare and life science ecosystem to work to-
gether in new ways to transform the business of healthcare.

With more than 8,600 U.S. partners and professionals supported 
by a global network of firms in 155 countries, we offer a market-
leading portfolio of tools and services focused on helping our clients 
adapt to regulatory change; design and implement new business 
models; and leverage technology, data, and analytics to guide them 
on the paths to convergence.

Our professionals can assist throughout the transaction life cycle, de-
pending on the health plan’s resource constraints. This can include 
marketplace research and thought leadership in establishing a stra-
tegic road map, as well as support with target identification, deal 
structuring, valuation, due diligence, and integration assistance, 
all helping to translate strategy to successful execution and outcomes.

Related links
For more perspective on the convergent marketplace in the 
United States and in other countries, please see:
•	 Making the most of ICD-10 delays: 5 smart ways to use  
 the time explores the five key areas that most healthcare 
 organization should be prioritizing ahead of the new deadline.
•	 Transforming a system – addressing the cost of care This  
 report sheds light on the experiences and insights of one of  
 the country’s most innovative healthcare providers–Hacken- 
 sack University Medical Center

•	 Why are bundled payments so attractive for patients, pro- 
 viders, health plans and governments? Paying for effi- 
 ciently achieving optimal patient outcomes through bun- 
 dled payments may become a disruptive ‘new normal’ of  
 paying for healthcare in the United States.
•	 Making the model work: why payors are rushing to  
 outsource describes one of the ways payors can take a more  
 aggressive approach than they have in years past to enhance  
 the cost and performance of their operating models.
•	 Convergence through Accountable Care Capabilities de- 
 scribes how healthcare systems should consider becoming  
 accountable care ‘capable’ versus solely an ACO, which is  
 only one form of care delivery/business model.
•	 Convergence is Coming: A Brave New World for U.S.  
 Healthcare provides perspective on the broader implica- 
 tions of operating in a more collaborative and coordinated  
 U.S. healthcare delivery model.
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A.

Q.I understand the IRS recently released the final regulations 
related to IRC §501(r).  What do I need to know as a tax-
exempt hospital finance executive, in order to be compliant 
with these regulations?

On December 29, 2014, the Internal Revenue Service (“IRS”) 
released the final Internal Revenue Code (“IRC”) §501(r) regu-
lations entitled “Additional Requirements for Charitable Hos-
pitals; Community Health Needs Assessments for Charitable 
Hospitals; Requirement of Section 4959 Excise Tax Return and 
Time for Filing the Return”. These final regulations were pub-
lished in the Federal Register on December 31, 2014. The final 
regulations clarify and address various IRC §501(r) provisions 
including, but not limited to, community health needs assess-
ments (“CHNA”), financial assistance policies (“FAP”), limita-
tion on charges that must be met by tax-exempt hospital organi-
zations and billing and collection policies.

Outlined below are some of the more significant changes 
and clarifications that exist between the proposed and final 
regulations as they relate to IRC §501(r)(3), (4), (5) and (6). 
Hospital facilities should review the final regulations in con-
junction with their current policies and procedures to ensure 
full compliance.

After taking into account all of the comments and informa-
tion available, the IRS based on the latest available data now es-
timates that the annual hour burden per record keeper to be 136 
hours annually. This estimate represents a significant increase 
from the IRS’ original estimate of 11.5 hours per year as noted 
in the proposed regulations (p. 9).

Community Health Needs Assessment – 
IRC §501(r)(3)
Assessing Community Health Needs
• The final regulations expand the examples of “health 

needs” that a hospital facility may consider in its CHNA to 
include the need to prevent illness, to ensure adequate nu-
trition, or to address social, behavioral, and environmental 
factors that influence health in the community (p. 39).

• A hospital facility must solicit input from three sources 
1) one state, local, tribal or regional governmental health 

department/agency with 
knowledge of the commu-
nity, 2) members of medi-
cally underserved, low-in-
come and minority popu-
lations in the community 
and 3) written comments 
received on the hospital’s 
most recent CHNA and 
implementation strategy, 
representing the broad in-
terests of the community. 
However, if the hospital 
facility claims they solic-
ited but were unable to 
obtain input from one of 
these categories, they are 
expected to document that 
they indeed made reason-
able efforts to obtain input (p. 42).

Documentation of a CHNA
• A hospital facility may rely on data collected or created by 

others in conducting its CHNA and in some cases may sim-
ply cite the data sources rather than describe the “methods 
of collecting” the data (p. 55).

Collaboration on CHNA Reports
• A joint CHNA report must contain all of the same basic in-

formation that separate CHNA reports contain but should 
differ to reflect any material differences in the communities 
served by those hospital facilities (p. 56).

Making the CHNA Report Widely Available to the Public
• Neither the proposed regulations nor the final regulations 

provide an interpretation of the term “widely available”, 
however, the final regulations still require all hospital facili-
ties to conspicuously post their CHNA to their websites. 
Hospital facilities are not required to publicly display paper 
copies of the CHNA; they need only make them available 
to the public upon request (p. 63).

Final IRC §501(r) Regulations
Published in Federal Register
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Implementation Strategy
• The proposed regulations required that the implementa-

tion strategy describe a plan and evaluate the effectiveness 
of that plan. However, the final regulations removed this 
statement and instead require that the CHNA report in-
clude an evaluation of the effects of the actions that the 
hospital facility has taken to address health needs since its 
immediately preceding CHNA (p. 67).

• Hospital facilities were provided with an additional four 
and a half months to adopt the implementation strategy. 
This date now matches the due date (without extensions) 
of the Federal Form 990 filed for the taxable year in which 
the CHNA is conducted (p. 70).

New Hospital Facilities
• A new hospital organization must meet the CHNA require-

ments by the last day of the second taxable year beginning 
after the later of the effective date of the determination let-
ter or ruling recognizing the organization as described in 
IRC §501(c)(3) or the first date a facility operated by the 
organization was licensed, registered, or similarly recog-
nized by its state as a hospital (p. 73-74).

Acquired Hospital Facilities
• In the case of a merger that results in the liquidation of one 

organization and survival of another, the hospital facilities 
formerly operated by the liquidated organization will be 
considered “acquired,” meaning they will have until the last 
day of the second taxable year beginning after the date of 
the merger to meet the CHNA requirements. Thus, the fi-
nal regulations treat mergers similar to acquisitions (p. 73).

Financial Assistance Policy and Emergency Medical 
Care Policy – IRC §501(r)(4)
Financial Assistance Policy
• The final regulations require a hospital facility’s FAP to list the 

providers, other than the hospital facility itself, who deliver 
emergency or other medically necessary care in the hospital fa-
cility. The hospital facility must also specify which providers are 
covered by the hospital facility’s FAP, and which are not (p. 76).

• The hospital facility’s FAP is required to describe discounts 
“available under the FAP” rather than all discounts offered 
by the hospital facility. The final regulations add “available 
under the FAP” after “all discounts” to clarify that discounts 
may be offered outside of the FAP. The discounts offered 
outside of the FAP are not subject to amounts generally 
billed (“AGB”) limitations. Additionally, discounts that are 
not specified in the FAP will not be considered community 
benefit activities for purposes of the Affordable Care Act and 
are not reportable on Form 990, Schedule H (p. 78-79).

Method for Applying for Financial Assistance
• A hospital facility may grant financial assistance based on 

evidence other than that described in a FAP or FAP applica-
tion form or based on an attestation by the applicant, even 
if the FAP or FAP application form does not describe such 
evidence or attestations (p. 80).

• A hospital facility is required to describe in its FAP any 
information obtained from sources other than individuals 
seeking assistance that the hospital facility uses, and wheth-
er and under what circumstances it uses prior FAP-eligibil-
ity determinations (p. 82).

Actions That May Be Taken in the Event of Nonpayment
• An authorized body of the hospital facility must adopt the 

hospital facility’s FAP and, if applicable, billing and collec-
tions policy in order for it to be considered “established” 
(p. 85).

• The final regulations eliminated the requirement that the 
FAP actually list the measures taken to “widely publicize” the 
FAP, and instead hospital facilities are only required to actu-
ally implement those measures in the community (p. 87).

Making Paper Copies Available Upon Request
• The final regulations specify that “public locations” in a hos-

pital facility where paper copies must be provided upon re-
quest include, at a minimum, the emergency room (if any) 
and the admissions areas (p. 87).

Notifying and Informing Hospital Facility Patients
• The final regulations amend certain requirements in regards 

to certain notifications necessary for hospital facility patients. 
These amendments include the following:

• Rather than require a full plain language summary with 
billing statements, the final regulations require only that 
a hospital facility’s billing statement include a conspicu-
ous written notice that notifies and informs the recipient 
about the availability of financial assistance under the hos-
pital facility’s FAP and includes the telephone number of 
the hospital facility office or department that can provide 
information about the FAP and FAP application process  
and the direct website address (or URL) where the copies 
of the FAP documents may be obtained (p. 91).

• The regulations require facilities to make “reasonable ef-
forts” to determine FAP eligibility before engaging in 
ECA’s.

• The requirement to provide a plain language summary of 
the FAP as part of discharge or intake process is now in-
cluded in IRC §501(r)(4) rather than IRC §501(r)(6) of 
the final regulations.

continued on page 22
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Notifying and Informing the Broader Community
• The plain language summary must include the contact infor-

mation of a source of assistance with FAP applications, wheth-
er this source be the hospital facility or a different organization. 
It must include the contact information of either the hospital 
facility office or department that can provide assistance with 
(rather than just “information about”) the FAP application 
process or, if the hospital facility does not provide assistance 
with the FAP application process, at least one nonprofit or-
ganization or government agency that the hospital facility has 
identified as an available source of such assistance (p. 95).

Translating the FAP Documents
• A hospital facility must translate its full FAP into the primary 

language that constitutes more than 5% of the members of 
the community served by the hospital facility or 1,000 limit-
ed English proficiency (“LEP”) individuals, whichever is less. 
This is consistent with HHS Guidance safe harbor thresholds 
(p. 99).

• If there are fewer than 50 persons in a language group 
that reaches the 5-percent trigger, the recipient of federal 
financial assistance does not have to translate vital written 
materials to satisfy the safe harbor but rather may provide 
written notice in the primary language of the LEP language 
group of the right to receive competent oral interpretation 
of those written materials, free of cost (p. 98).

• A hospital facility may use any reasonable method to deter-
mine the LEP populations (p. 100).

Establishing FAP and Other Policies
• Multiple hospital facilities may have identical FAPs, bill-

ing and collections policies, and/or emergency medical care 
policies established for them (or even share one joint policy 
document); provided that the information in the policy or 
policies is accurate for all such facilities and any joint policy 
clearly states that it is applicable to each facility (p. 104).

Limitation on Charges – IRC §501(r)(5)
Amounts Generally Billed (“AGB”)
• The final regulations allow the Treasury Department and 

the IRS to provide for additional methods to determine 
AGB in the future due to the fact that Medicare and insurer 
reimbursement methodologies evolve frequently over time 
and that additional ways to determine AGB may be identi-
fied in the future (p. 106).

• The final regulations allow hospital facilities to base AGB 
on Medicaid rates, either alone or in combination with 
Medicare (or, under the look-back method, together with 
Medicare and all private health insurers); at the hospital fa-
cilities discretion (p. 108).

•  The final regulations clarify that for purposes of the IRC 
§501(r)(5) limitation on charges, a FAP-eligible individual is 
considered to be “charged” only the amount he or she is person-
ally responsible for paying, after all deductions and discounts 
(including discounts available under the FAP) have been ap-
plied and less any amounts reimbursed by insurers (p.109).

•  The final regulations provide that a hospital facility may change 
the method it uses to determine AGB at any time. However, 
because the final regulations under IRC §501(r)(4) require a 
hospital facility’s FAP to describe the method used to deter-
mine AGB, a hospital facility must update its FAP to describe 
a new method prior to implementing any changes (p. 110).

•  The final regulations allow hospital facilities to define the 
term “medically necessary care” for purposes of their FAPs 
and the AGB limitation in recognition of the fact that 
healthcare providers and health insurers may have reason-
able differences in opinion on whether some healthcare 
services are medically necessary in particular circumstances. 
In defining medically necessary care for purposes of their 
FAPs and the AGB limitation, the final regulations clarify 
that hospital facilities may (but are not required to) use the 
Medicaid definition used in the hospital facility’s state, other 
definitions provided by state law, or a definition that refers 
to the generally accepted standards of medicine in the com-
munity or an examining physician’s determination (p. 111).

Look-Back Method
• To eliminate the uncertainty created by the phrase “paid in 

full,” the final regulations provide that, when calculating its 
AGB percentage(s) under the look-back method, a hospital 
facility should include in the numerator the full amount of 
all of the hospital facility’s claims for emergency and other 
medically necessary care that have been “allowed” (rather 
than “paid”) by health insurers during the prior 12-month 
period. For these purposes, the full amount allowed by a 
health insurer should include both the amount to be re-
imbursed by the insurer and the amount (if any) the in-
dividual is personally responsible for paying (in the form 
of co-payments, co-insurance, or deductibles), regardless of 
whether and when the individual actually pays all or any of 
his or her portion and disregarding any discounts applied to 
the individual’s portion (p. 113).

•  The final regulations state that, if the amount a health in-
surer will allow for a claim has not been finally determined 
as of the last day of the 12-month period used to calculate 
the AGB percentage(s), a hospital facility should exclude 
the amount of the claim from that calculation and include 
it in the subsequent 12-month period during which the 
amount allowed is finally determined (p. 114).

• A hospital facility may include in the calculation of its AGB 
percentage(s) claims for all medical care allowed during the 

continued from page 21
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prior 12-month period rather than just the claims allowed 
for emergency and other medically necessary care (p. 114).

• The final regulations do not allow for a system-wide AGB, 
however, if hospital facilities that are covered under the 
same Medicare provider agreement (the same CMS Certi-
fication Number), they are permitted to calculate one AGB 
to use for all of its hospital facilities (p. 118).

• A hospital facility is now allowed to use up to 120 days, 
rather than 45 as reflected in the proposed regulations, after 
the end of the 12-month period used in calculating the AGB 
percentage(s) to begin applying its new AGB percentage(s) 
(p. 118).

Prospective Method
•  The final regulations do not permit hospital facilities to deter-

mine AGB using the prospective method based on the private 
health insurers with the lowest rate or the three private health 
insurers with three lowest rates as they believe that excluding 
Medicare and basing AGB on the private health insurer with 
the lowest rate would not accurately capture AGB by facilities 
(p. 121).

• The final regulations allow hospital facilities to determine 
AGB under the prospective method based on Medicaid, 
either alone or in combination with Medicare fee-for service 
(p. 121).

Gross Charges
• The final regulations clarify that the AGB limitation applies 

only to charges for care covered under a hospital facility’s 
FAP, which may, but need not, cover care that is neither 
emergency nor medically necessary care (p. 122).

Billing and Collection – IRC §501(r)(6)
ECAs and Billing and Collection – IRC §501(r)(6)
• The final regulations retain the provision holding a hospital fa-

cility accountable for extraordinary collection actions (“ECAs”) 
utilized by third parties collecting debt on its behalf or to which 
it sells debt. However, if a hospital facility acts reasonably and 
in good faith to supervise and enforce IRC §501(r)(6) obli-
gations of its contractual agreements with debt collectors or 
purchasers and corrects any contractual violations it discovers, 
then an error on the part of the debt collectors or purchasers 
should not be willful and egregious and could be excused if the 
hospital facility corrects and discloses the failure (p. 127).

Extraordinary Collection Actions
• The final regulations provide that the sale of an individual’s 

debt is not an ECA if, prior to the sale, the hospital facil-
ity enters into a legally binding written agreement with the 
purchaser of the debt containing four conditions. The four 
conditions are as follows: 

• The purchaser must agree not to engage in any ECAs to 
obtain payment of the debt;

• The purchaser must agree not to charge interest on the 
debt in excess of the statutory rates;

• The debt must be returnable to or recallable by the hos-
pital facility upon a determination by the hospital facility 
or the purchaser that the individual is FAP-eligible; and

• If the individual is determined to be FAP-eligible and the 
debt is not returned to or recalled by the hospital facility, 
the purchaser must adhere to procedures specified in the 
agreement that ensure that the individual does not pay, 
and has no obligation to pay, the purchaser and the hos-
pital facility together more than he or she is personally re-
sponsible for paying as a FAP-eligible individual (p. 133).

Reasonable Efforts
• The final regulations provide that the applicable 120- and 

240-day periods start on the date that the first “post-dis-
charge” billing statement is provided, rather than just the 
first billing statement (p. 138).

• An individual’s application period will remain open until 
at least 30 days after the hospital facility provides the indi-
vidual with a written notice that sets a deadline after which 
ECAs may be initiated (p. 143).

• If a hospital facility aggregates an individual’s outstanding 
bills for multiple episodes of care before initiating one or 
more ECAs to obtain payment for those bills, it may not 
initiate the ECA(s) until 120 days after it provided the first 
post-discharge bill for the most recent episode of care in-
cluded in the aggregation (p. 144).

Notification Requirements
• The notification component of reasonable efforts under 

the final regulations requires a hospital facility to provide a 
plain language summary of the FAP to an individual only if 
and when it sends that individual the written notice about 
potential ECAs (p. 147).

• The final regulations replace the oral notification require-
ment in the proposed regulations with a requirement that a 
hospital facility make a reasonable effort to orally notify an 
individual about the hospital facility’s FAP and about how 
the individual may obtain assistance with the FAP applica-
tion process at least 30 days before the initiation of ECAs 
against the individual (p. 149).

• The final regulations amend the requirement regarding the 
written notice about ECAs to require that the notice state the 
ECA(s) that the hospital facility (or other authorized party) 
actually “intends to take,” rather than requiring a description 
of every ECA a hospital “may” take in the future (p. 150).

continued on page 24
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Incomplete FAP Applications
• The final regulations provide that a hospital facility must 

suspend ECAs against the individual until either the indi-
vidual completes the FAP application or the hospital facil-
ity determines whether the individual is FAP eligible or 
until the individual has failed to respond to requests for 
additional information and/or documentation within a 
“reasonable period of time” (p. 153).

Denying Care Based on Past Non-Payment
• In certain instances, the final regulations also provide an 

exception to the general rule that reasonable efforts to de-
termine FAP-eligibility ordinarily will require a hospital to 
wait at least 120 days after the first post-discharge bill be-
fore initiating ECAs. Under the exception, a hospital facil-
ity may defer or deny (or require payment before providing) 
medically necessary care because of an individual’s nonpay-
ment of one or more bills for previously provided care even 
though such deferral or denial (or payment requirement) is 
within 120 days of the first post-discharge bill for the previ-
ously provided care (p. 168).

Partnerships and Joint Ventures
Operating a Hospital Facility
• The final regulations delete the specific reference to joint 

ventures and limited liability companies when referring to 
operating a hospital facility. The final regulations clarify 
that an organization is considered to own a capital or prof-
its interest in an entity treated as a partnership for federal 
tax purposes if it owns such an interest directly or indirectly 
through one or more lower-tier entities that are treated as 
partnerships for federal tax purposes. Additionally, the final 
regulations also provide that a hospital organization is not 
required to meet the requirements of IRC §501(r) respect 
to any activities that constitute an unrelated trade or busi-
ness (p. 21).

• The final regulations have also included a new term, “sub-
stantially-related entity,” which refers to an entity that is 
treated as a partnership for federal tax purposes in which a 
hospital organization owns a capital or profits interest and 
that provides, in a hospital facility operated by the hospital 
organization, emergency or other medically necessary care 
that is not an unrelated trade or business with respect to the 
hospital organization (p. 24).

Conclusion
The final regulations provide additional guidance regarding 

factors that will be considered in determining whether an omis-
sion or error is minor and either inadvertent or due to reason-
able cause. Additionally, the regulations include many examples 
to help assist hospital facilities in implementing and complying 
with the provisions included in the final regulations.

All tax-exempt hospital facilities should perform an IRC 
§501(r) readiness assessment and implement changes, if neces-
sary, prior to the effective date for full compliance in conjunc-
tion with their respective year end.

The final regulations state that, “For taxable years beginning on 
or before December 29, 2015, the final regulations provide that a 
hospital facility may rely on a reasonable, good faith interpretation 
of section 501(r). A hospital facility will be deemed to have oper-
ated in accordance with a reasonable, good faith interpretation of 
section 501(r) if it has complied with the provisions of the 2012 
and/or 2013 proposed regulations of these final regulations”.

About the Authors
Karen L. Henderson, CPA, Senior Tax Manager, and Hayley 
Shulman, Senior, are both active members of the Healthcare Ser-
vices Group at WithumSmith+Brown, CPAs. They can be reached 
at khenderson@withum.com or hshulman@withum.com.
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Striking the Right Balance of 
Risks and Rewards: 
Proposed Changes to the 
Medicare Shared Savings 
Program May Encourage 
More ACO Participation

by  Anne E. Hoover, Esq.

Anne E. Hoover

Since its inception under the Affordable Care Act, the 
Medicare Shared Savings Program (the “Program”) has aimed 
to change the way Medicare dollars are spent by linking the 
quality, efficiency, and continuity of care with financial incen-
tives to providers. Under the Program’s current rules1, health 
care providers including doctors, hospitals, and other treatment 
centers are encouraged to form entities called Accountable Care 
Organizations (ACOs) which work across care settings, coordi-
nate patient treatment, and invest in infrastructure for higher 
quality treatment. In exchange for lowering costs of care and 
meeting performance standards established by the Department 
of Health and Human Services (DHHS), ACOs are rewarded 
with a percentage of Medicare’s overall savings.  Over the last 
two years, the Program has seen the creation of over 330 ACOs, 
with another 89 expected to join the Program in January 2015. 
In an effort to keep current ACOs on board, and to encourage 
participation of new organizations, the Centers for Medicare & 
Medicaid Services (CMS) released proposed changes last month 
to Program regulations. Among other things, these changes at-
tempt to adjust the heart of the Program’s incentive—the finan-
cial risks and rewards to available to ACOs.

1. A smoother transition: the option of extended participa-
tion in the safe track

Perhaps one of the most attractive proposed changes for 
both current and future ACOs is the ability to remain (at least 
temporarily) under a more financially stable, one-sided perfor-
mance model for a longer period of time.  

As background, the Program currently provides the option for 
ACOs to join one of two “Tracks”: under Track 1, organizations 
that cut health costs can share in savings with Medicare, but do 
not share in any losses if they occur. The tradeoff for Medicare is 
that the ACO is limited to receive only up to 50% of any such 
savings. Under Track 2 however, organizations assume the risk of 

failure if the ACO doesn’t perform as anticipated, in exchange 
for a larger share of savings–up to 60%. This second track pres-
ents a higher financial risk, which may only be suited to more 
experienced ACOs that are sound enough to sustain losses, and 
which may discourage small and provider-centered ACOs from 
joining the Program.  In fact, to date, only a handful of ACOs (5 
out of over 330) have elected to participate in Track 2.

Current regulations require that after the initial three years 
in Track 1, all ACOs must enter the riskier, performance-based 
Track 2, or drop out of the Program. The proposed regula-
tion would change this, allowing an ACO the opportunity to 
participate in one additional agreement period under Track 1.   
Additionally, the level of risk that the ACOs would be required 
to hold would be reduced. These changes, which are meant 
to more slowly “ease” the ACO into the riskier performance-
centered model, likely comes in response to a series of ACO 
departures from the Program–from 2013 to 2014, 13 ACOs 
declined to continue participation in the Program.  

If the low-risk extension sounds too good to be true, it 
might be, as it comes with a few caveats.  For one, the sharing 
rate in this second Track 1 period is lower than the previous 
agreement period, in order to encourage progression of the 
ACO’s performance. Additionally, not all ACOs will qualify 
for this extension. Only ACOs which have met their perfor-
mance goals in at least one of the first two years, and have not 
incurred losses that exceed the negative minimum savings rate 
would be applicable for the continued track 1.

2. Greater risk, greater reward: a new track for the perfor-
mance-oriented ACO

While the CMS hopes that a one-sided risk-averse model 
offers the advantage of attracting new and smaller ACOs to 
the Program, it also recognizes that tying financial outcomes 
 continued on page 26



Winter  2 0 1 5

26 Focus

to ACO performance can induce more signifivant change. 
Therefore, the proposed changes would introduce a “Track 3,” 
which, like Track 2, provides a greater incentive to create sav-
ings by allowing for higher reward (but more risk if loss oc-
curs).  

The difference between Tracks 2 and 3 lie mostly in Track 
3’s higher sharing rate, and assignment of beneficiaries. Ben-
eficiaries are assigned to ACOs currently based on an ACO 
participant list. The new Track 3 would assign beneficiaries 
to the ACO prospectively, rather than reconciling them ret-
rospectively.

3. Measuring success: updated benchmarks
Another meaningful proposed change to the Program regu-

lations involves the calculation of ACO success–the financial 
benchmarks against which ACO performance is measured. 
Currently, an ACO is eligible to receive payment for shared 
savings if, in addition to meeting quality performance stan-
dards regulated by DHHS, it also achieves savings measured 
against a national benchmark of expected average per capita 
Medicare fee-for-service (FFS) expenditures. The proposed 
changes would use regional FFS expenditures instead of the 
currently used national expenditures to calculate the most re-
cent three years of expenditures (per beneficiary).  

The benefit of such a change is that cost trends in the local 
market would be taken into consideration when determining 
the ACO’s financial performance. For example, New Jersey’s 
per capita total expenditures of $5,710 are higher than the na-
tional average.2  

Additionally, the proposed change of using regional FFS 
cost data would make ACO benchmarks less dependent on 
their past performance, and more dependent on the ACO’s 
success in comparison to its local market. In other words, cost 
efficiency would be measured against the regional trends, rath-
er than nationally.

Conclusion
CMS is seeking comments on the proposed rules until Feb-

ruary 6, 2015, and anticipates the final policies would be ap-
plied for the 2016 performance year. As the proposed changes 
discussed above are designed to encourage greater ACO par-
ticipation in the Program, the opportunity for stakeholders to 
voice their opinions is now, as CMS seems to be listening.

About the author
Anne Hoover is an associate with the law firm Fox Rothschild 
where she practices corporate law.  Anne is a member of the firm’s 
Health Law Group and is based in Princeton, New Jersey.  She can 
be reached at ahoover@foxrothschild.com

Endnotes
1Medicare Program; Medicare Shared Savings Program: Ac-
countable Care Organizations, 76 FR 67805 (November 2011 
final rule).
2See The Henry J. Kaiser Family Foundation, State Health 
Facts: Total State Expenditures per Capita, http://kff.org/other/
state-indicator/per-capita-state-spending/ (2013).
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Flu activity is widespread in New Jersey and most of the 
country.

Every flu season is unpredictable, but across the country 
and in New Jersey, public health officials are concerned that 
this flu season could be more severe than most.  There have 
been more than two dozen outbreaks in long-term care facilities 
and the Department continues to monitor the circulation of 
influenza closely to determine the impact the flu will have on 
our residents. 

Flu vaccination is recommended every season for everyone 
six months of age and older. For people at high risk, getting 
sick with the flu can mean developing complications like 
pneumonia, or a worsening of existing health conditions, 
which can lead to hospitalization or death. People at high risk 
include young children, pregnant women, people with certain 
chronic health conditions like asthma, diabetes, or heart and 
lung disease, and people age 65 years and older. Some children 
younger than nine years may need two doses of vaccine to be 
fully protected. Your child’s health care provider can tell you 
whether two doses are recommended for your child. 

In early December, the Centers for Disease Control and 
Prevention announced that Influenza A (H3N2) viruses were 
dominating this early part of the flu season.  Typically, the type 
A strain known as H3N2 is more severe with higher numbers 
of hospitalizations and deaths. CDC also stated that roughly 
half of the H3N2 viruses analyzed are viruses with antigenic 
or genetic changes that make them different from this season’s 
vaccine virus. This means the vaccine’s ability to protect against 
those viruses may be reduced, but there are other strains of the 
flu circulating this season that the vaccine will protect against. 
If vaccinated people do get the flu, they may have a milder case.

Vaccination is still the best way to protect against the flu.  
Individuals with flu symptoms should talk to their health care 
providers about antivirals which shorten the length of illness. 

The New Jersey Department of Health is reminding resi-
dents that it is not too late to get a flu vaccine. Flu activity usu-
ally peaks between now and February, but it can last as late as 
May. As long as flu viruses are spreading and causing illness, vac-

cination can provide protection against the flu and should con-
tinue throughout the season. New Jersey residents can visit the  
Department of Health’s Flu Vaccine Finder http://www.nj.gov/
health/flu/findflushot.shtml to find flu clinics near them. 

Flu is Widespread 
New Jersey Department of Health 
Promotes Flu Vaccine

by  Mary E. O’Dowd, New Jersey Health Commissioner

continued on page 28

Commissioner Mary O’Dowd received a flu vaccination in October at 
an Ocean County Health Department Flu Clinic in Brick Township. 
Also pictured: Susan Wittman, RN, Ocean County Health Depart-
ment, Ocean County Health Officer Dan Regenye and Ocean County 
Freeholder Gerry Little.
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About the Author
Mary E. O’Dowd has been serving as the New Jersey Health 
Commissioner since April 2011. As Commissioner, she oversees a 
staff of more than 1,200 and a budget of $1.8 billion. Commissioner 
O’Dowd is entrusted by Governor Christie to protect the public’s 
health, promote healthy communities and continue to improve the 
quality of health care in New Jersey.

The Commissioner has focused on three priority areas: building 
healthier communities, raising awareness about end-of-life care 
planning and working smarter.

She has worked to ensure residents have access to health care to lead 
healthier lives. Under O’Dowd’s leadership, the Department has 
invested funding to support the health care safety net–more than 
$1 billion is provided each year to New Jersey hospitals and the 
state’s Federally Qualified Health Centers to care for the uninsured 
and underinsured.

As Commissioner, she led the Department’s response and recovery 
efforts to Hurricane Irene and Superstorm Sandy–working closely 
with healthcare facilities, emergency responders and public health 

partners before, during, and after the storms to ensure they had the 
resources needed to care for residents. 

During her time at the Department, she coordinated the state’s 
response to the emergence of a novel flu virus and worked closely 
with the state’s healthcare leaders and local public health officials 
to control the spread of H1N1 and support a successful vaccination 
program across the New Jersey.

Prior to becoming Commissioner, she served as Deputy Com-
missioner for a year and as Chief of Staff for two years. Before 
joining the Department, Ms. O’Dowd managed Revenue Cycle 
Operations for the Emergency Department at NYU Medical 
Center. Additionally, she worked as a Legislative Aide for the 
NJ General Assembly on education and healthcare issues, and as 
Assistant Vice President of Legislation and Policy with the New 
Jersey Hospital Association.

Commissioner O’Dowd is a graduate of Douglass College, Rutgers 
University, holds a Master in Public Health from Columbia 
University and completed a fellowship in hospital finance at NYU 
Medical Center.

I have heard that this year’s flu vaccine will not protect 
me from getting the flu.

Influenza vaccination for any unvaccinated persons is one 
of the best ways to protect against the flu. Flu vaccine 

protects against three or four different types of flu viruses, 
depending on which vaccine you got. Even if the vaccine does 
not provide complete protection against one of the strains, 
it might offer some protection and will provide protection 
against the other strains in the vaccine.

I have heard that this is going to be a bad flu season. 
Why is that?

There are many different strains of flu. Certain types of flu 
viruses cause more serious illness than others. Influenza A 
(H3N2) viruses are being found most often. When this is 

the case, it is common to see more illness, hospitalizations and 
deaths due to flu. Flu vaccine is the best way to protect against 
the seasonal influenza virus.

It is just the flu, what is the big deal?

The CDC estimates that more than 200,000 people 
nationwide are hospitalized each year for flu or flu-related 

complications; flu-associated deaths range from 3,000-49,000 
each year. There are steps you can take to prevent the flu, 

including getting a flu shot, washing your hands frequently, 
covering coughs and sneezes, staying home if sick and staying 
away from sick people.

Who should get the flu shot?

The flu vaccination is recommended for anyone six 
months of age and older. It is a safe and effective way to 

prevent getting the flu. Vaccination is important for people at 
high risk for flu-related complications. This includes infants, 
pregnant women, kids and adults with chronic diseases such 
as asthma, diabetes or heart disease, and older adults. It is 
also important for persons who live with or provide care for 
persons at high risk for complications get vaccinated. Getting 
vaccinated will help prevent you from getting sick and passing 
the illness to others.

Are children in NJ who attend childcare/preschool 
still required to get the flu shot?

Yes, children who are six through 59 months of age and 
attend licensed childcare/preschool facilities in New Jersey 

are required to receive a dose of flu vaccine prior to December 
31 each year. A child who is not vaccinated by December 31 
will be excluded from childcare/preschool until he/she turns 
60 months of age, he/she receives one dose of the vaccine, or 
until the end of flu season (April).

Frequently Asked Questions (FAQs) about influenza:

Q

A

Q

A

Q

A

Q
A

continued from page 27
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Is the nose spray vaccine as effective as the flu shot?

Nasal spray and regular flu shots are both effective ways 
to protect you from getting the flu. The only difference 

between the two is one uses a needle and the other does not. It 
does not matter which kind of vaccination type you pick, both 
offer protection against the flu.

Why doesn’t this year’s flu shot contain the “right 
stuff”?

Flu viruses are constantly changing. They change from 
one season to the next. Sometimes, they change during 

the same season. When this happens, it is called an “antigenic 
drift.” Keep in mind that while the flu shot may not be as 
effective, it still offers protection against the flu virus.

How did you find out that there was a “drift” associated 
with the vaccine?

When the vaccine viruses for 2014-2015 were first selected, 
there was a different strain that was most common. But, 

during routine monitoring of flu samples in the summer and 
early fall, it was found that a different type was more common. 
There is no way to predict in advance if there will be a drift.

If the flu shot isn’t effective, why should I get one?

Vaccination offers the best protection we have against 
seasonal flu. Flu vaccination can still reduce flu illnesses, 

doctor’s visits and missed work/school due to flu. It can also help 
to prevent flu-related hospitalizations and deaths. Antibodies 
(infection fighting cells) created through vaccination with one 
flu virus can sometimes offer protection against drifted flu viruses 
(cross-protection). The flu vaccine will also provide protection 
against the other two or three virus strains in the vaccine.

Is it too late to get a flu shot?

It is not too late to get vaccinated. Contact your health 
care provider to schedule an appointment. You may also 

get a flu shot at your local health department or commercial 
or grocery store pharmacy. The NJDOH website has a flu shot 
locator: www.state.nj.us/health/flu/findflushot.shtml

Is there enough flu vaccine this year?

There are multiple manufacturers who supply vaccine for 
use in the United State during flu season. They estimate 

more than 150 million doses of flu vaccine will be available for 
the 2014-2015 influenza season.

What is the best way to treat the flu?

Antivirals are prescription medications that treat illness 
caused by viruses (antibiotics treat illnesses caused by 

bacteria; antibiotics are not effective against viruses). Antiviral 
treatment works best when it is started within 48 hours of 
getting sick. Treatment with flu antiviral drugs can make your 
illness milder and shorter and can lessen the risk of being 
hospitalized or dying from flu.

Are antivirals safe for all ages?

Antiviral treatment works best when it is started within 
48 hours of getting sick and are effective for all ages and 

risk groups. Treating high risk people or people who are very 
sick with flu with antiviral drugs is important. It can mean the 
difference between having a milder illness instead of a serious 
illness that could result in a hospital stay. You should talk to 
your health care provider to determine what treatment is best 
for you and your loved ones.

What types of antiviral drugs are available to treat flu?

Two approved drugs are recommended for use in the 
United States for the 2014-2015 flu season: oseltamivir 

(Tamiflu) and zanamivir (Relenza).
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In 2014, the public accounting firm of Ernst & Young 
(“EY”) released its third annual Form 990 Schedule H 
Benchmark Report (“Report”) for the American Hospital 
Association (“AHA”). This Report, which is an accumulation 
of community benefit data from almost 1,000 participating 
tax-exempt hospitals, analyzes the 2011 Schedule H, Hospitals, 
of the Federal Form 990, Return of Organization Exempt from 
Income Tax, of these participating organizations. The Report 
also includes comparative data for 2009 and 2010 from their 
past reports to show community benefit trends. 

The Report analyzes the first three parts of Schedule H 
which provide quantitative information as opposed to other 
parts of Schedule H which contain qualitative information in 
the form of questions, responses and narratives. Schedule H, 
Part I reports information on charity care and other community 
benefits; Part II reports community building activity costs and 
Part III reflects bad debt and Medicare revenue and expense 
information.

Background
The process for compiling the information was similar to 

the past two reports. AHA requested that its members provide 
EY with a copy of their filed 2011 Form 990 Schedule H. In 
addition, EY also invited its tax-exempt hospital clients to 
participate. The community benefit data was collected and 
tabulated in the same manner as the prior years’ reports. 

Each responding single licensed hospital was categorized 
based upon the following:

1. Size – based on total hospital expense
 a. Small – less than $100M total hospital expense
 b. Medium - $100M to $299M total hospital expense
 c. Large - $300M or more total hospital expense

2. Location – based on hospital zip code
 a. Urban and Suburban
 b. Rural

3. Hospital Type – based on
 facility response
 a. General Medical and
  Surgical
 b. Children’s
 c. Teaching
 d. Critical Access

Any hospital that reported 
more than one licensed hospital 
facility in Schedule H, Part V, 
Section A, Hospital Facilities 
was categorized as a system for 
purposes of the Report rather 
than as a hospital as outlined 
above.

Average responses, using simple averages of the Schedule H’s 
received, were calculated for all hospital systems and individual 
hospitals in accordance with the above categories. Overall 
averages in the Report represent the average of results from 
both hospital systems and individual hospitals. No weighting 
was applied for the size of the hospitals.

Hospital Respondents
The total number of Schedule H filers participating in the 

2011 Report increased from 524 to 587 when compared to the 
2010 report. Overall, participating hospital facilities totaled 
983 hospitals; a slight increase from the 2010 report. 

Based upon the categories outlined above, the participating 
Schedule H filers for the three years reported are as follows:

Annual Form 990 Schedule H
Benchmark Report for Tax 
Year 2011

by  Scott J. Mariani, JD and Allison S. Kimowitz, CPA

Scott J. Mariani

Allison S. Kimowitz
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continued on page 32

Source: Table 2 of the Report.

Quantifying The Results
The participating hospitals and systems, overall, reported 

12.3 percent of their total expense as benefit to the community 
in 2011 compared to 11.6 percent and 11.3 percent in 2010 
and 2009; respectively. This means that a hospital with $100 
million of reported expense incurred over $12 million of 
benefits to the community in 2011. For purposes of the Report, 
“benefits to the community” include charity care, Medicaid 
underpayments, community health improvement programs, 
health research and education, subsidized services, bad debt 
expense attributable to charity care, Medicare shortfall and 
other community benefits, and community building activities.

The information relating to Schedule H, Part I, Financial 
Assistance and Certain Other Community Benefits at Cost, 
shows that the overall average of expenses attributable to 
“community benefit” under the definition adopted by the IRS 
and reported on each hospital’s and system’s respective Schedule 
H, Part I increased from 8.2 percent in 2010 to 8.9 percent in 
2011. Please note that these numbers do not include Medicare 
shortfall or bad debt expense attributable to patients eligible 
under the organization’s financial assistance policy. Below is a 
comparison of this information for the three reporting years:

“Total benefits to the community” of 12.3% for 2011
•  Total charity care, means-tested government programs and
   other benefits: 8.9%
•  Community building activities: 0.2%
•  Medicare shortfall: 2.7%
•  Bad debt expense attributable to charity care: 1.0%

Note the total of the individual categories above actually totals 
12.8%

“Total benefits to the community” of 11.6% for 2010
•  Total charity care, means-tested government programs and
   other benefits: 8.2%
• Community building activities: 0.1%
•  Medicare shortfall: 2.8%
• Bad debt expense attributable to charity care: 0.5%

“Total benefits to the community” of 11.3% for 2009
•  Total charity care, means-tested government programs and
   other benefits: 8.4%
•  Community building activities: 0.1% 
•  Medicare shortfall: 2.4%
•  Bad debt expense attributable to charity care: 0.4%

Charity Care, Means-Tested Programs and Other Benefits
The average of expenses attributable to “community 

benefit” under the definition adopted by the IRS and reported 
on each hospital’s respective Schedule H, Part I was further 
reported by hospital size. The 2011 report shows that small 
and medium hospitals both reported an average community 
benefit percentage of 8.5 percent, large hospitals reported 9.8 
percent and systems reported 9.0 percent. 

The hospital size categories and respective community 
benefit categories which total to these percentages are as 
follows:

Community Building Activities
The participating hospitals and systems indicated that, on 

average, each incurred approximately 0.15 percent of their 
total expenses on community building activities in 2011. This 
is a slight increase from 0.1 percent in the prior two years. 
Community building activities are reported on Schedule H, 
Part II. 

Community building activities often promote regional 
health by offering direct and indirect support to communities 
with unmet health needs, including patients who are indigent, 
uninsured, underprovided for, or geographically isolated from 
healthcare facilities. Community building activities may also 
include hospital employees participating on the state Board 
of Health, in regional health departments and neighborhood 
community relations committees, and with university and 
other school partnerships. In addition, community building 

 2011 2010 2009

Small 205 188 172
Medium 152 121 185
Large 133 97 120
System 97 118 94
Total Schedule H’s 587 524 571
Participating Hospital 
Facilities 983 972 877

 Small Medium Large System

Charity care, unreimbursed 6.3 6.1 5.5 6.5
Medicaid, and other 
unreimbursed costs from 
means-tested government 
programs

Health professions education 0.2 0.4 1.6 0.9

Medical Research 0.0 0.0 0.9 0.3

Cash and in-kind  0.2 0.2 0.5 0.2
contributions to 
community groups

Other Benefits 1.7 1.7 1.3 1.2

Rounding 0.1 0.1 0.0 (0.1)

Total “community benefit” 8.5 8.5 9.8 9.0
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activities may also include hospitals donating cash or in-kind 
to programs that address health problems in their surrounding 
communities.

Bad Debt Expense
Hospitals report bad debt expense and an estimated 

amount of the bad debt attributable to charity care annually 
in Schedule H, Part III, Bad Debt, Medicare, & Collection 
Practices. 

In 2011, 70 percent of the 587 participating respondents 
reported bad debt attributable to charity care. The average 
reported bad debt expense attributable to charity care was 1.0 
percent of total expenses or approximately $3.0 million per 
participant in 2011. This compares with 0.5 and 0.4 percent of 
total expenses or approximately $1.8 million and $1.6 million 
per participant in 2010 and 2009; respectively.

Medicare Surplus and Shortfall
Hospitals report total Medicare revenue and Medicare al-

lowable costs of care relating to Medicare payments annually 
in Schedule H, Part III, Bad Debt, Medicare, & Collection 
Practices. A shortfall occurs when the Federal government re-

imburses hospitals less than their costs for treating Medicare 
patients.

In 2011, 72 percent of participants reported having a 
Medicare shortfall. This was a slight decrease from prior years 
of 74 and 75 percent, respectively; in 2010 and 2009. In 
addition, most respondents also included in Schedule H, Part 
VI, a narrative description to explain why the organization felt 
that their Medicare shortfall should be treated as community 
benefit and included in Schedule H, Part I.

Conclusion
The 2011 Report, as with the 2010 and 2009 reports, 

provides community benefit information which tax-exempt 
hospitals and systems should utilize in benchmarking their 
organization to national Schedule H averages. One should 
also remember this information is based upon approximately 
1,000 reporting organizations, or approximately one-third of 
all potential participants. Thus, the information, while useful, 
may not be a truly accurate reflection of all tax-exempt hospital 
facilities Schedule H activity and averages nationwide. In 
addition it should be pointed out that this information is based 
upon 2011 filed Forms 990, Schedule H. For more recent 
national and local benchmarking comparisons, a tax-exempt 
hospital facility may want to access more recent Forms 990 via 
websites, such as GuideStar or Charity Navigator. 

Prospectively, certain aspects of the Affordable Care Act may 
cause significant changes to a tax-exempt hospital’s Schedule H. 
For example, tax-exempt hospitals should anticipate less charity 
care costs with the expansion of Medicaid and the individual 
mandate (shared responsibility) and a corresponding increase 
in bad debt.

All tax-exempt hospital organizations should implement 
procedures designed to continue to accurately identify and 
quantify community benefit activity and the subsequent 
reporting of this information on Schedule H.

About the authors
Scott J. Mariani, JD, is a Partner at WithumSmith+Brown, Cer-
tified Public Accountants and Consultants, and is also a Prac-
tice Leader of the firm’s Healthcare Services Group. Scott can be 
reached at smariani@withum.com.

Allison S. Kimowitz, CPA, is a Supervisor at WithumSmith+Brown, 
Certified Public Accountants and Consultants, and is a member 
of the firm’s Healthcare Services Group. Allison can be reached at 
akimowitz@withum.com. 
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Dear Fellow HFMA Members:

Each year the New Jersey Chapter awards certain education scholarships to a member, member’s spouse or 
member’s dependent based on defined criteria. I am pleased to invite you to apply for this years’ 2015 HFMA 
Scholarship. The New Jersey Chapter of HFMA will be offering 3 scholarships which will be at a minimum of one 
thousand dollars each.  You, your spouse or dependent may be eligible for the scholarship if you meet the following 
criteria:

•  Member, in good standing, of the New Jersey Chapter for the last two years.

•  Spouse or dependent of a member, in good standing, of the New Jersey Chapter, for the last two years.

•  Enrolled in an accredited college, university, nursing school or other allied health professional school.

Preference will be given to applicants pursuing degrees in finance, accounting, healthcare administration or a 
healthcare related field of study.  Tuition not paid by an employer or other scholarship will qualify for the HFMA 
scholarship.

We make our selection based on merit, academic achievement, civic and professional activities, course of study 
and content of your application and essay.  We do not use income in our selection process.  To apply, please submit 
a completed Scholarship Application no later than April 1, 2015.  Members of the Chapter’s Board of Directors, 
Officers and Advisory Council and their spouses or dependents are not eligible for scholarships.

We will announce the recipients of the 2015 NJ HFMA Scholarship at our bi-monthly meeting on June 9, 
2015.  If you have any questions or wish to receive additional applications, please contact me at (732) 516-4520 or 
Laura Hess at njhfma@aol.com.

We look forward to receiving your application and wish you success in your academic endeavors.    

Respectfully submitted,

      Dave Wiessel

Dave Wiessel
Chairperson, 2015 Scholarship Committee
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MEMBER INFORMATION PART 2 – EDUCATION BACKGROUND

Member Name _______________________________ Highest Level of Education Attained
Member Address ______________________________ School _________________________________
____________________________________________ _______________________________________
Membership # ________________________________ GPA ______ Degree______ Major __________

Years in HFMA ______      # Years in NJ Chapter______ (Documentation must be provided documenting
 Grade Point Average)
Member Employer ____________________________

APPLICANT INFORMATION PART 3 – PROFESSIONAL CAREER
PART 1 – PERSONAL DATA 
 Employment History (List employment history as 
Applicant Name ______________________________ Attachment A.)
Address _____________________________________
____________________________________________ PART 4 – COMMUNITY AND  
Relationship to Member__________________________                     PROFESSIONAL ACTIVITIES
College _____________________________________  
____________________________________________ Please describe your civic and professional activities and 
Course (s) to be taken __________________________ contributions to your community, profession, HFMA
____________________________________________ or other organization. (Please label as Attachment B.)
    
 PART 5 – ESSAY 
Matriculated Student YES ________  NO ___________ Please submit an essay describing your educational and 
Degree/Program Pursued ________________________ professional goals and how this scholarship will
Anticipated Graduation Date _____________________ assist you in achieving such goals.  (Please label as 
Major ____________Annual Tuition ______________ Attachment C.)
Amount of Employer Support ____________________
Amount of Other Scholarships Awarded ____________ PART 6 – REFERENCES  

(Documentation must be provided supporting tuition,  Please furnish three formal reference letters 
employer’s reimbursement policy and enrollment in  (Please label as Attachment D.)
school.) 

SIGNATURE ____________________________________  DATE ___________

Please return completed package no later than David Wiessel 
April 1, 2015 to: Chair Scholarship Committee, NJHFMA
 Healthcare Financial Mgmt. Assoc. - NJ Chapter 
 PO Box 6422 
 Bridgewater, NJ 08807

NEW JERSEY HEALTHCARE FINANCIAL MANAGEMENT
ASSOCIATION MEMBER’S ANNUAL SCHOLARSHIP

APPLICATION
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Medicare Quality Reimbursement 
Impacts in FFY 2015 and Beyond

by  Brian Herdman

Regardless of how politicians will fight over the ongoing 
implementation of the Patient Protection and Affordable Care 
Act (ACA), it is clear that provisions related to linking Medi-
care payments to quality will continue to be part of the strategy 
in the long term for Health and Human Services (HHS) and 
Centers for Medicare and Medicaid Services (CMS).

On January 26, 2015, HHS Secretary Sylvia Mathews Bur-
well announced two sets of goals for Medicare: one that fo-
cuses on alternate payment models (which often include quality 
measurements), and a second that aims to link fee-for-service 
reimbursement to quality and value. Secretary Burwell set a 
goal of 85% of all fee-for-service payments to be tied to qual-
ity and value by 2016, expanding to 90% in 2018.  Although 
many types of providers will be (or have been) subject to quality 
based reimbursement, acute general hospitals have been subject 
to the largest and longest running quality based adjustments 
mandated by the ACA. The programs and the potential effect 
on reimbursement in 2015 are as follows (see table below):

Hospital Acquired Conditions Penalty
The Hospital Acquired Conditions (HAC) Penalty is the 

latest quality based program to come online for acute care 
general hospitals. Beginning with FFY 2015, providers in the 
highest quartile of hospital acquired conditions will be penal-
ized 1% of all inpatient reimbursement, including DSH and 
IME payments. The measures CMS applies to the HAC pen-
alty are a mix of methodologies that have been reported over 

the years on Hospital Compare, and are split into two catego-
ries: composite safety indicators from the Agency for Health-
care Research and Quality (AHRQ) (35% of HAC score) and 
Centers for Disease Control and Prevention (CDC) infection 
measures (65% of HAC score).

The AHRQ measure finalized into the HAC program is PSI-
90, a composite score comprised of eleven safety indicators com-
piled from Medicare claims data. The individual components of 
PSI-90 are much like the conditions CMS implemented as part 
of the Present on Admission reporting required as part of the 
Deficit Reduction Act of 2005. The difference is that instead 
of nullifying a CC or MCC on a MS-DRG, AHRQ tracks how 
frequently these conditions occur after hospital admission.

The CDC measures in the HAC program in 2015 are two-
fold: Central line associated blood stream infection (CLABSI) 
and catheter associated urinary tract infection (CAUTI).  
Unlike the AHRQ composite that consists of Medicare patients 
only, the CDC measures are abstracted from charts of Medicare 
and non-Medicare patients. Hospitals are scored by comparing 
predicted standardized infection ratios to actual infection rates. 
CDC measures will be expanded to include colon surgery site 
infection and abdominal hysterectomy surgical site infection 
in FFY 2016, and MRSA infection rate and C. Diff infection 
rates in FFY 2017.

As described above, scoring for HAC penalty is weighted 
35% for the AHRQ measure and 65% for the CDC measures.  
The final HAC program score reported in Table 17 of the an-

Quality Program Individual Hospital Impact  CMS Impact
  (FFY 2015 factors, 
  FFY 2013 reimbursement)

Hospital Acquired Conditions 1% penalty for all IPPS $73,000,000 direct savings, 
 payments for worst performing quartile plus indirect

Hospital Readmission Reduction 0 - 3% penalty (most under 1%) $556,000,000 direct savings, 
  plus indirect

Value Based Purchasing 1.5% penalty to approx.  Indirect savings only
 1.5% gain (most between -0.75% 
 and +0.75%)

continued on page 36
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nual IPPS update is a score ranging from 0 to 10, which is 
a representation of the weighted average decile performance 
of the individual measures. Lower scores mean lower HAC/
infection rates and therefore, according to CMS, better perfor-
mance. When all scores are stacked up, providers having the 
highest quartile of scores are subject to the 1% penalty.  Both 
AHRQ and CDC scores are based on two-year rolling average 
populations, so improvement initiatives may take more than a 
year to affect reimbursement.

Hospital Readmission Reduction Program
Of the programs discussed, the Hospital Readmission Re-

duction Program will bring in the most amount of revenue 
to CMS (projected to save CMS $8.2 billion over 10 years, 
according to the Congressional Budget Office). The mandate 
in the ACA for this program is to reduce readmissions related 
to the costliest conditions. As implemented, the Readmission 
Reduction Program penalizes providers with excessive readmis-
sion rates, no more than 3% of operating IPPS payments in 
FFY 2015. To calculate excessive readmissions, CMS applied 
the measurement of the 30-day risk-standardized readmission 
rates (RSRR) reported on the Hospital Compare website.  

The key Readmission Reduction Program benchmark is the 
excess readmission ratio, a ratio of the predicted readmission 
rate to the expected readmission rate.  The distinction between 
these two synonyms is that the predicted readmission rate 
describes the readmission rate a given hospital is calculated to 
have with its population; whereas the expected readmission 

rate is the readmission rate an average hospital would have 
with the given hospital’s population. An excess readmission 
ratio of 1.010 means that 1% of readmissions are excessive, 
and a value less than 1.000 means there are no excessive 
admissions.

The first conditions included in the Readmission Reduc-
tion Program; heart attacks, heart failure, and pneumonia will 
remain in the calculations at least through FFY 2017.  Condi-
tions recently added for FFY 2015 are total hip or knee ar-
throplasty (hip or knee replacements) and chronic obstructive 
pulmonary disease (COPD).  CMS will add coronary artery 
bypass graft (CABG) to the measures in FFY 2017.  Detailed 
definitions of each condition, including exceptions to readmis-
sion counts, can be found on the AHRQ website.

Sample readmission rate values, and their explanation, for a 
sample provider are below.

To compile the Readmission Reduction Program penalty 
amount, the value of excessive IPPS operating reimbursement is 
calculated for each condition in the program, and then divided 
by the total operating reimbursement. CMS limits this amount 
to no more than 3% of operating payments in FFY 2105; 
however, in practice most providers have a penalty less than 1%. 
Unfortunately, these measures are based on three-year rolling 
averages, affecting how much improvement can be expected in 
a given year.  The Readmission Reduction Program penalty is 
published annually in Table 15 in the annual IPPS update. In 
FFY 2015, 24% of providers had no penalty, and only 3% of 
providers had penalties between 2% and the maximum 3%. 

Measure Predicted Expected Excess National Crude 30-day
 Readmission Readmission Readmission Readmission Risk-Standardized
 Rate Rate Ratio Rate Readmission Rate

AMI 19.4% 19.1% 1.0157 17.4% 17.7%

COPD 20.8% 21.4% 0.972 20.7% 20.2%

HF 24.9% 22.1% 1.1267 22.6% 25.4%

PN 18.2% 18.5% 0.9838 17.4% 17.1%

THA/TKA 6.1% 5.7% 1.0702 5.1% 5.4%

• Predicted Readmission Rate: Readmission rate than the sample provider is predicted to have with its patient mix.
• Expected Readmission Rate: Readmission rate than an average provider is predicted to have with the sample hospital’s patient mix
• Excess Readmission Ratio: Ratio of the predicted to expected readmission rate.  Ratios over 1.000 are considered to be high. 
 In the example above, AMI, HF, and THA/TKA would contribute to a readmission penalty.
• National Crude Readmission Rate: Readmission rate for all providers for a given measure.  This number is not risk-adjusted 
 because it is the national crude value.
• 30-day Risk-Standardized Readmission Rate: This is the product of the excess readmission ratio and the national crude readmission rate. 
This method allows for convenient comparison of different readmission rates without having to consider the performance and patient mix of 
the hospital.  Note that a predicted readmission rate less than the national crude readmission rate does not necessarily mean good performance.  
In the example above the pneumonia predicted rate is above the national average, but it is below what is expected given its patient mix. 

continued from page 35
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Value Based Purchasing Program
The broadest quality program in effect is the Value Based 

Purchasing (VBP), which functions much differently than 
HAC or the Readmission Reduction Program.  The premise of 
VBP is that CMS withholds a small percentage of reimburse-
ment (1.5% in FFY 2015), then calculates an add-back based 
upon performance across VBP measures. This is a budget neu-
tral program for CMS, since the pool of VBP funds will be 
allocated back across all providers. Some providers will earn an 
increase in reimbursement, while others will see a reduction.

There are four domains in effect for FFY 2015. The do-
mains and their weights in VBP scoring are as follows:

VBP FFY FFY FFY FFY
Domains 2013  2014 2015 2016
 
Clinical Process
of Care  70% 45% 20% 10%

Patient Experience 
of Care  30% 30% 30% 25%

Outcomes  25% 30% 40%

Efficiency    20% 25%

Points for various measures in VBP are earned on the ba-
sis of achievement or improvement. Achievement is defined 
as being in the top half of performance across participating 
providers.  The median is the achievement threshold, and the 
high end (mean of the top decile) is the benchmark.  Providers 
who meet/exceed the benchmark earn 10 points toward scor-
ing, and providers between the achievement and benchmark 
receive a score of 1 to 10 based upon a sliding scale between 
the two values. Improvement is calculated by a similar calcula-
tion, comparing a baseline score to a performance period score.  
The range for improvement points is 0 to 9; with 0 points for 
meeting the baseline score to up to 9 points for meeting the 
benchmark.  For most measures, the performance period is the 
most recent 12-month slice of data available, and the baseline 
period is two years prior to the performance period.  For each 
measure within a domain, the maximum of achievement or 
improvement points apply. 

The clinical process of care domain is comprised of mea-
sures historically reported through the inpatient quality re-
porting (IQR) program.  These measures, such as influenza 
immunization rate or prophylactic antibiotics before some 
procedures, have long been reported to CMS.  Since all VBP 
measures must be posted on the Hospital Compare website 
prior to use in VBP, process measures in the IQR program were 
a natural set to include in the clinical process of care domain.  
The downside to these measures is that because they have been 

reported for so long, there was little separating hospital perfor-
mance in most measures. The scrutiny on these measures when 
VBP was announced resulted in increased compliance with the 
process requirements, and increased documentation of excep-
tions to those process requirements, leading to a clustering of 
performance of near 100% compliance for many measures.  
As these “topped out” measures are removed from the clini-
cal process of care domain, its weight in the VBP program is 
significantly diminished.

The Hospital Consumer Assessment of Healthcare Pro- 
viders and Systems (HCAHPS) survey has long been reported  
by CMS.  The survey measurements are applied to VBP as 
the patient experience of care domain. This domain was in-
cluded in VBP from the start in FFY 2013.  Like all measures 
in VBP, the survey results are adjusted. HCAHPS adjusts for  
patient age, type of service, and patient education among 
other factors.  

The outcomes domain will steadily expand in scope.  In its 
first year in effect (FFY 2014), the outcomes domain included 
measurements of 30-day survival rates for heart attacks, heart 
failure, and pneumonia discharges. Now in effect for FFY 
2015, the outcomes domain includes performance on AHRQ 
PSI-90 composite and CDC infection measure for CLABSI, 
expanding again in FFY 2016 to include the CDC measure for 
CAUTI and surgical site infections for colon procedures and 
abdominal hysterectomy. Note that many of the measures in 
this outcome domain are present in the HAC program, which 
CMS sees as an opportunity for providers in the upper tiers 
of performance to gain increased reimbursement, instead of 
merely protecting reimbursement from a penalty. This domain 
will comprise 40% of VBP by 2016, meaning the combined 
impact of the measures found in both HAC and VBP will be 
about -1.8 to +0.8% of IPPS payments.

The final domain of VBP, the efficiency domain, was first 
included in VBP in FFY 2015.  This domain has only one 
measure, Medicare spending per beneficiary (MSPB), which 
is a complex measure of actual Medicare spending against an 
expected amount. To compile this measure, CMS identifies 
spending during an “episode” of care, which is comprised of 
a hospital encounter, plus three days prior to admission (for 
pre-admission testing) and 30 days post inpatient discharge.

The expected spending amount for the episode is based on 
a nation-wide average for the MS-DRG on the inpatient claim, 
and then risk adjusted for 95 different risk factors ranging 
from specific clinical conditions to patient age.  CMS does not 
provide guidance on expected spend per type of provider; only 
for the entire episode.  CMS provides a detailed accounting of 
claims in the MSBP measure, and the factors that lead to the 
calculation of the actual and expected spend.  Although claims 
with excessive spending can be identified, one must extrapolate 
 continued on page 38
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the reasons for the excessive spend based upon clinical factors 
and facility utilization rates. The MSPB measure offers provid-
ers a glimpse of beneficiary expense relative to national aver-
ages.  For providers considering an ACO, this measure might 
signal areas of opportunity or concern, depending on the ACO 
gain sharing models or baselines used for revenue allocation.

CMS distributes detailed reports to all providers for VBP, 
showing individual measures within each domain, the re-
sulting scoring, and financial impact. These reports are pub-
lished in advance of Table 16 of the annual IPPS update, 
which only contains the VBP factor to be applied to IPPS 
reimbursement.

Understand the data
In addition to the various hospital-specific reports, most 

quality measures have detailed reports from CMS that de-

scribe the populations, risk adjustments, and methodology 
that determines the scoring. Providers would be well served 
by combining the findings of these reports with the efforts of 
clinicians working on-site to improve quality at the hospital.  
Improvements to processes today might not yield results until 
2017 and later; but it is better to keep up with improvements 
peers will be making than to let time pass with no gains to 
quality and value.

About the Author
Brian Herdman is an Operations Manager at CBIZ KA Con-
sulting Services, with over 10 years of experience in the health-
care finance industry. Mr. Herdman constructs models that study 
impacts to hospital profitability due to factors such as Medicare 
policy changes, managed care contracting, internal resource uti-
lization, and compliance auditing.  He can be reached at bherd-
man@cbiz.com

•Focus on...New Jobs in New Jersey•

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

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

Job Position and Organization
Accounting Manager
 Children’s Specialized Hospital

Financial Analyst/Staff Accountant
 Children’s Specialized Hospital

Senior Accountant
 Barnabas Health

Director Strategic Init AHNJ
 AmeriHealthNJ

Senior Financial Analyst
 Barnabas Health

Reimbursement Analyst
 Meridian Health

Senior Accountant/Financial Analyst
 Robert Wood Johnson University Hospital Hamilton

Cost Cycle Analyst
 Med-Metrix

Revenue Cycle Director
 Med-Metrix

Staff Accountant
 St. Francis Medical Center

Manager, Joint Venture Contracts
 Hackensack University MC, Hackensack location

continued from page 37
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MANAGED CARE /PATIENT ACCESS COMMITTEES
Meeting Minutes

Meeting Date: November 10, 2014
Author of These Minutes: 
Maria Lopes-Tyburczy & Dara Derrick
Author’s Email Address: mlopes-tyburczy@smmnj.org & 
dderrick@hch.org

Attendees 
Belinda Puglisi,Dara Derrick, Taaliba Warden, Maria Lopes-
Tyburczy, Jill Squiers, Cynthia Hamel, Shavane Thompson, 
Beverly Norman-Thomas, Gregg Leff, Victoria Herzberg, 
Jennifer Lagasca, Colleen Picklo, Simone Allen-Shefield, Allen 
(Aergo), Annabelle Landi
Via phone: John Brault, Tracy Davison-DiCanto, Elizabeth 
Jennings, Kevin Joyce, Michelle Merchant, Chet Pniewski, 
Philip Turner, Sarah Adelman, Arlene Smith, Jane Hoffman, 
Rosemary Nuzzo, Donna Herrings, Laurie Grey

Motion for Minutes Approval: 
Motion Made By: Belinda Puglisi
Seconded: Taaliba Warden

Board/Committee Liaison Report(s)                                           
   
Update by Sarah Adelman-NJAHP
OPEN ENROLLMENT: Open Enrollment on www.healthcare.
gov will begin on 11/15/14 for 2015 plans. UnitedHealthcare 
and Oscar will join Horizon, AmeriHealth, and Health Republic 
on New Jersey’s exchange. This week the website launched a 
preview of the 2015 plans and prices. NJ Carriers were required 
to send out renewal notices to their current members, but they 
had to wait until the federal government “qualified” the plans for 
sale on the marketplace, which happened last week. The notices 
were developed by the federal government and they did contain 
information about auto enrollment. For consumers that do not 
respond or make an affirmative plan selection, there will be an 
auto enrollment into the same plan or the most similar plan to the 
one they had in 2014.

LATEST ACA CHALLENCE:  The Supreme Court has agreed 
to take on a case challenging ACA Exchange Subsidies in states 
that opted to use the Federally-Facilitated Marketplace (FFM). 
Two lower courts came to opposing conclusions on this suit. 
Opponents are arguing that the federal government is not 
authorized to pay premium subsidies for residents in states that 

did not set up their own health insurance marketplace.  If FFM 
states lost access to subsidies, it would affect the vast majority 
of individuals who have obtained individual coverage from 
healthcare.gov.

NEW JERSEY SENATE HEALTH HEARING ON OPIATE 
BILLS: On 10/9/14, SHH heard the first set of bills from their 
21-bill package.  
 S2366 (Weinberg):  Requires health care practitioners 

to inform patients of addiction potential of controlled 
dangerous substances prior to issuing prescription.

 S2367(Codey): Requires the review of Core Curriculum 
Content Standards to ensure that substance abuse in-
struction provided to public school students incorporates 
the most recent evidence-based standards and practices.

 S2369 (Whelan): Requires Division of Consumer Affairs 
to install prescription medication receptacles in certain 
law enforcement locations.

 S2370 (Whelan): Requires pharmacies and prescribers 
to notify patients about how to ensure proper and safe 
disposal of unused prescription drugs.

 S2372 (Madden): Establishes Statewide Opioid Law 
Enforcement Coordinating Task Force.

 S2368 (Norcross): Makes FY 2015 supplemental 
appropriation to DHS for $5 million for substance abuse 
prevention, and requires substance abuse prevention 
programs to be evidence-based.

 S2374 (Vitale):  Increases Medicaid reimbursement rates 
for certain evidence-based behavioral health services.

 S2376 (Vitale):  Establishes remote medical consultation 
assistance grant program in DOH.

 S2378 (Vitale):  Extends “Overdose Prevention Act” 
immunity provisions to certain professionals and 
professional entities, and requires needle exchange 
programs to obtain standing order for opioid antidote 
dispensation; appropriates $500,000.

Update by Colleen Picklo- NJHA
 • An update on the UHC the two-midnight rule policy was  
  provided to the group.
 • Joint letter from NJHA and Manage Care Coalision will be  
  sent to UHC National for proposed changes to the policy.
 • Amerihealth recently sent out notices regarding 3rd party  
  premium payments.

COMMITTEE BULLETIN BOARD
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 • AmeriHealth will not accept premium payments or copay- 
  ments, deductibles, or other cost-sharing payments (collec- 
  tively “Cost-Sharing Payments”) by Providers on behalf of  
  AmeriHealth’s enrolled Members.
 • This policy does not apply to premium payments made by:
  1. Charitable organizations unaffiliated with the Provider,  
   as long as it satisfies defined criteria that are based on  
   financial status and do not consider the Member’s health  
   status, and so long as premiums payments cover the en- 
   tire policy year.
 • Charitable Foundation must follow criteria to be able to make  
  premium payments, Charitable Foundation must be unaffili-
  ated with any provider in order to make the premium pay- 
  ments.
 • MarketPlace Exchange: Discussion included that there are  
  approximately 50 plan offerings on the FFM this year, almost  
  doubling what was available in 2014.
 • 5 new Silver Plans
 • 2 additional Catastrophic Plans.
 • Additionally 2 new entrants to the FFM will be offering  
  plans- UHC and Oscar Insurance.
 • Premiums appear to have only moderately increased.

MarketPlace Exchange:
 • UHC is offering 6 HMO products-
 • The applications are pre populated for those who were en- 
  rolled already
 • Notices started going out to enrollees- if enrollees finances  
  increased and were not reported they could own 
 • Patients will be auto enrolled if they don’t take any action-  
  enrollment will be with same product or a compatible product  
  if their product is no longer offered.

Board Liaison Updates: 
Kevin Joyce-HFMA
Annual Institute event was very positive.
The organization raised over $3000.00 for the Make A Wish 
Foundation
Board Meeting on November 11, 2014 (first board meeting 
after the Annual Institute Event)
Education Session in November, 11, 2014
 • The Future of Healthcare-Value in Transformation 
Education Session in January, 2015- PFS/PAS
 • Working on having a CFO Panel Discussion
 • Payers presenting their products and speaking on transparency 

Follow up – on going topic:
Regulatory & Reimbursement Update- Brian Herdman CBiz
 • Two-Midnight Rule: Medical Necessity must be documented  
  by physician, can 

 • No specific forms are required for certification, in the absence  
  of a specific certification form, CMS and it’s contractors will  
  look for specific elements in  the medical record, such as an  
  authenticate practitioner inpatient admission order
 • Documentation in the medical record that supports medical 
  necessary.

New Business    
OSCAR Insurance Presentation:
 • OSCAR a new kind of health insurance company that’s simple,  
  smart, intuitive, and friendly. 
 • OSCAR  uses technology to guide members to better care,  
  keep track of members medical history in a personalized  
  timeline, and help members find the best doctors in the area. 
 • Members can speak to a board-certified doctor over the  
  phone anytime for free or talk to the member services team  
  whenever they have questions about their plan. 
 • OSCAR offers cost transparency to their members.

Children’s Specialized Hospital Presentation:
Janice Kelly, Director Marketing CSH
 • CSH implemented an insurance tool on their website to assist  
  the parents of children with special needs choose the health  
  insurance product that best fits their needs.
 • The tool educates parents and arms them with the tools they  
  need to navigate insurance exchanges and select the best in- 
  surance product for their family.
 • For more information on the insurance tool visit: 
  www.childrens-specialized.org/insurance-education

Meeting Adjourned at: 4:00PM
Next Meeting:
 Date: December 17, 2014 
 Time: 2PM
 Location: Children Specialized Hospital

Managed Care Committee Chairs’ Names:  
Belinda Doyle Puglisi, John Brault
Committee Chairs’ E-Mail Addresses: 
bpuglisi@childrens-specialized.org, braultj@aetna.com

PAS Committee Chairs’ Names: 
Dara Derrick, Maria Lopes-Tyburczy
Committee Chairs’ E-Mail Addresses: 
dderrick@hch.org, mlopes-tyburczy@smmcnj.org 
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MANAGED CARE /PATIENT ACCESS COMMITTEES
Meeting Minutes

Meeting Date: December 17, 2014
Author of These Minutes: Maria Lopes-Tyburczy & 
Dara Derrick
Author’s Email Address: 
mlopes-tyburczy@smmnj.org & dderrick@hch.org

Attendees 
Belinda Doyle Puglisi, Dara Derrick, Taaliba Warden, Maria 
Lopes-Tyburczy, Evelyn Lara, John Brault, Keri Brothers, Sherry 
Gunderman, Kevin Joyce, Michelle Merchant, Beverly Norman-
Thomas, Dennis Scotti PhD, Jill Squiers, Caitlin Zulla, Claire 
Skelley, Brian Herdman, Simone Allen-Sheffield, Shavnae 
Thompson, TJ Rinaldi and guests from Horizon BC/BS of NJ 
and HBC CareCore.  
Via phone/ WebEx: Michael Alwell, Mary Taylor, Tracy 
Davison-DiCanto, Amanda Dreiss, Cynthia Hamel, Donna 
Heringes, Victoria Herzberg, Jane Hoffman, Elizabeth (Liz) 
Jennings, Gale Knipe, Tom Barnes, Jennifer Lagasca, Annabelle 
Landi, Gregg Leff, Elizabeth Litten, Carol McKenzie, Maria 
Miranda, Jeff Newman, Rosemary (Roe) Nuzzo Chet Pniewski, 
Joanne Royster, Mary Taylor, Aldo DiDomanico, Eileen Smith, 
Germaine Marsh, Stacey Bigos, Rita Ascencio, Sandy (last 
name?), Neil Eichler (guest from NJHA), Gary Alexandra, 
Alexis Hanel (last name?) and Edward Zerold.  

Motion for Minutes Approval: 
Motion Made By: John Brault
Seconded: Dara Derrick

Board/Committee Liaison Report(s)                                           
Update by Colleen Picklo- NJHA
 • Observation status CMS increased to 48 hours if patient  
  needs further testing/observation prior to admission/dis- 
  charge
 • NHA reaching out to payers
 • DOH waiver on 24 hr requirement
 • Payers voiced some facilities go well beyond the 48 hours
 • Policies standardization about 48 hours- revised policies 

Board Liaison Updates: 
Kevin Joyce-HFMA 
Mary Taylor-HFMA                                                     
Education Session in January, 2015- PFS/PAS
 • CFO Pannel
 • ADREIMA- speaking on Medicaid Expansion
 • Payers presenting their products and speaking on transparency 

Education Session in February, 2015- HIMS session

Education Session in March, 2015- Physician Practice Committee
Education Session in July, 2015- Managed Care Committee,
but may combine with Revenue Cycle Committees event

Follow up – on going topic:
Regulatory & Reimbursement Update- Brian Herdman CBiz
 • Two-Midnight Rule Payer-Policies:
 • 2015 Final OP PPS Rules- bundle payment for ancillary  
  services with ED/clinic visits (i.e. EKG with ED visit)
 • NJ State Reg to match CMS Regs defining Observation  
  Timing Def-
 • Health Exchange Market Place Open enrollment- 
  December 15,2014 deadline for re-enrollment
 • If consumers don’t re-enroll- will be auto re-enrolled
 • Deadline for open enrollment is February 15, 2015
 • Medicaid expansion in NJ- Medicaid Managed Care-
  new plans available (i.e. Aetna Better Health)

New Business    
Medassets presentation:COLLABORATION-
Payers/Business Partners/Hospital and Outside Utilization 
Management Entities- working together to reduce healthcare
costs pertaining to denials management
Presentations attached
CareCore Presentation on authorizations/pre-certifications
Presentation attached (still awaiting copy of presentation) 
 • Referring physician responsible to obtain authorizations/ 
  pre-certifications
 • CareCore allows providers to upgrade/downgrade prior auth- 
  orizations/pre-certifications within 48 hrs 
 • Medical Necessity review required in many cases- referring  
  physician responsibility 
 • CareCore/Med Solutions guidelines on line

Meeting Adjourned at: 4:00PM
Next Meetings:
PAS:  Date: Thursday, February 12th
   Time:  9:00AM
   Location: CBiz Offices

Managed Care: Date:  Wednesday, February 25th  (tentative)
    Time: 2PM
    Location: Children Specialized Hospital/ WebEx
 
Managed Care Committee Chairs’ Names:  Puglisi, Belinda, 
John Brault
Committee Chairs’ E-Mail Addresses: 
BPuglisi@childrens-specialized.org, braultj@aetna.com

PAS Committee Chairs’ Names: Dara Derrick, 
Maria Lopes-Tyburczy
Committee Chairs’ E-Mail Addresses: 
dderrick@hch.org, mlopes-tyburczy@smmcnj.org 
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MANAGED CARE AND PAS COMMITTEES JOINT MEETING
Agenda

December 17, 2014 / 2:00 – 4:00PM
Children’s Specialized Hospital Mountainside Campus (150 New Providence Road, Mountainside)

(Video conferencing available from Stevens Road, Toms River CSH Campus)

Conference Call Information:
Call-in toll-free number: 1-877-6588148  (US) / Call-in number: 1-214-5564103  (US)

Show global numbers: https://www.tcconline.com/offSite/OffSiteController.jpf?cc=9739739731
Leader PIN: 973 244 3536 / Conference Code: 973 973 9731

 
 1. Meeting Called 5 minutes
 2. Approval of Minutes     PAS/ MgdCare 5 minutes
 3. Board Update – Kevin Joyce and  Mary Taylor 5 minutes
  Education Sessions BiMonthlys & WebEx topics

  HFMA Announcements
  PFS / PAS Educ Session – January 13, 2015 - Woodbridge
  The Future of Healthcare- Value in Transformation
 4. NJHA / NJAHP Update 5 minutes
  Guest Speaker: NJHA: Colleen Picklo
 5. Round Table Discussions - Open Committee Discussions   
 6. Follow Up – On Going Topic – 35 minutes  
  • Regulatory & Reimbursement Update – Led by Brian Herdman, CBiz 
   1. Two MidNight Rule- Payer Policies
   2. 2015 Final OP PPS Rules
   3. NJ State Reg to match CMS Regs defining Observation timing def
	 	 •	 Health	Exchange	Market	Place	Open	Enrolment
	 	 •	 Medicaid	Expansion	in	NJ	–	Group	Discussion
	 	 •	 OON	Benefit	Designs	and	Legislation	Update	–	Led	by	Neil	Eichler,	NJHA
 7. COLLABORATION - Payers/Business Partners/Hospital and Outside Utilization Management  60 minutes
	 	 Entities	Working	together	to	Reduce	HealthCare	Costs	Pertaining	to	Denials	Management	 
  • MedAssets a Business Partner of NJ Hospitals – Provider Perspective
   o Claire Skelley Sr Mgr Managed Care Services
  • Horizon BC/ BS of NJ – Payer Perspective
   o Jacqueline (Jackie) Alonso, Direcotr Network Program, Horizon-BCBSNJ
  • CareCore National a Horizon BC/BS of NJ Business Partner – Payer Perspective
  • Cayce Awe, VP and Strategic Accounts Manager, CareCore National and Shelley Weiner, MD, 
   Associate CMO and CMO Radiology Programs, CareCore National
  • Aetna – Payer Perspective
   o John Brault, Network Management NJ Market

Adjournment  5 minutes

Next Meeting – 2015 Schedule to be determined including frequency of meetings and panel discussions/ presentation topics

PLEASE JOIN US FOR A JOINT COMMITTEE SOCIAL AT THE GRILLE STONE ON RT22W IN SCOTCH PLAINS 
(it’s only about a 5min drive from CSH) immediately following today’s meeting

COMMITTEE BULLETIN BOARD
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MANAGED CARE AND PAS COMMITTEES JOINT MEETING
Agenda

November 10, 2014 / 2:00 – 4:00PM
Children’s Specialized Hospital Mountainside Campus (ONLY)

150 New Providence Road, Mountainside

Conference Call Information:
Dial-In: 866.677.0249 / Meeting Id#: 4711537#

    
1. Meeting Called 5 minutes
2. Approval of Minutes   PAS/ MgdCare 5 minutes
3. Board Update – Kevin Joyce and  Mary Taylor 5 minutes

 HFMA Announcements
 • The Future of Healthcare - Value in  Transformation, 11/11/14 – Woodbridge
 • PFS / PAS Educ Session – January 2015 - Woodbridge
4. NJHA / NJAHP Update 20 minutes
 Guest Speaker: NJHA: Colleen Picklo
                         NJAHP: Ward Sanders 
5. Round Table Discussions - Open Committee Discussions   
6. Follow Up – On Going Topic – 20 minutes  
  • Regulatory & Reimbursement Update – Led by Brian Herdman, CBiz
   1. Two MidNight Rule
   2. ICD-10 Implementation
   3. 2015 Final OP PPS Rules
	 	 •	Medicaid	Expansion	in	NJ	–	Group	Discussion
	 	 •	OON	Benefit	Designs	and	Legislation
7. Health Insurance Market/ Exchange – Federal and Private 60 minutes
  • Private Exchanges and what they mean for us….
   o Colleen Picklo, NJHA
  • Payer Perspective and the tech tool options to help connect members
   o John Brault, Aetna
   o Representative from OSCAR (coming in to NJ in 2015)
  • Providers Perspective and the tech tool options to help connect patients
   o Janice Kelly, Director Marketing Children’s Specialized Hospital
  • Employers Perspective and the tech tool options to help connect their employees

Adjournment -  5 minutes

Next Meeting, Wednesday, December 17th 2-4PM at Children’s Specialized Hospital Mountainside Campus w/ video 
conferencing at Toms River Stevens Road Campus too. This will be another joint meeting with the PAS Committee.  Panel 
Discussion will have speakers from MedAssets, Horizon BC and CareCore talking about the changing landscape for auths and 
denial management.

PLEASE JOIN US FOR A JOINT COMMITTEE SOCIAL AT THE GRILLE STONE ON RT22W IN SCOTCH PLAINS 
(it’s only about a 5min drive from CSH) immediately following today’s meeting as well as the meeting on December 17th.
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MANAGED CARE COMMITTEE
Agenda

September 8, 2014 / 3:00 – 4:00PM
PHONE CONFERENCE ONLY

Conference Call Information: 
Dial-In: 866.677.0249 / Meeting Id#: 4711537# 

1. Meeting Called 5 minutes

2. Approval of Minutes 5 minutes

3. Board Update – Kevin Joyce 5 minutes

 HFMA Announcements     
  • October 8th-10th HFMA NJ AI in AC at Borgota Hotel and Casino

4. Mgd Care Committee’s July Educ Sessions Wrap-Up 5 minutes

5. NJHA / NJAHP Update 10 minutes
  Guest Speaker: NJHA: Colleen Picklo
  NJAHP: Ward Sanders 

6. Round Table Discussions - Open Committee Discussions    
 
 Follow Up – On Going Topics 10 minutes
  • Health Insurance Exchange      
  • Medicaid Expansion in NJ
  • Regulatory & Reimbursement Updates (ICD-10 Implementation)

 NJBIZ’s Story – “The Tale of the $8.7K Bandage” 15 minutes
  • Out of Network benefit designs
  • Proposed legislation – past attempts 

7. Adjournment - Next Meeting, October 2014 5 minutes

COMMITTEE BULLETIN BOARD



metropolitan philadelphia chapter

In cooperation with the Metropolitan Philadelphia Chapter
39th Annual Institute of the New Jersey Chapter of HFMA

The Borgata Casino & Spa
Wednesday October 7, 2015 through Friday October 9, 2015

Take	advantage	of	our	early	registration	discount	which	is	available	through	March	30,	2015.
Take	15%	off	any	of	the	sponsorship	opportunities	below!

If your company is interested in a speaking opportunity please don’t hesitate to let us know by March 31!!  Just 
fill out the abstract form available at www.njhfmainstitute.org, and prior to March 31, 2015 to the NJ HFMA 
Education Committee, at hfmanj.presentations@gmail.com.

SPONSORSHIP CONTRIBUTION LEVELS & BENEFITS HIGHLIGHTS
Full packages, forms, and all details can be viewed at www.njhfmainstitute.org.

President’s Reception Sponsor – $12,500 (1 Available) – Premier Sponsorship Level 

Keynote Sponsor – $10,000 (1 Available) – Premier Sponsorship Level 

Thursday Entertainment Event Sponsor  – $8,000 (1 Available)

Charity Event Sponsor – $7,000 (No Longer Available) 

Friday Education Panel Sponsor – $6,000 (1 Available) 

General Session Sponsor  – $5,000 (3 Available)

Breakout Education Sponsor – $5,000 (10 Available)

Exhibit Vendor Sponsor – $3,500     

The following sponsorships are NOT eligible for the 15% discount:

Vendor Product Demo – $1,250 (8 Available)  

Conference Bag Sponsor – $3,500 (This does not include an exhibit booth)
Conference Badge Sponsor – $2,500 (This does not include an exhibit booth)
Media/Printing Sponsor – $3,500 (This does not include an exhibit booth)
Conference Wednesday Breakfast Sponsor – $1,000 (1 Available)

Conference Thursday Breakfast Sponsor – $2,500 (No Longer Available)

Conference Friday Breakfast Sponsor – $2,500 (1 Available)

Conference Thursday Lunch Sponsor – $2,500 (No Longer Available)

Conference Lunch & Learn Sponsor – $2,500 (2 Available)

Conference Coffee Break Sponsor – $1,000 (3 Available)

In addition to the above, Customized Sponsorship Levels can be crafted to meet any organization’s needs. We are 
more than happy to work with you to meet your goals!

For more information please contact the Institute Committee Chair 
 Jennifer Vanegas – Jennifer.Vanegas@fahf.com – (585) 643-3377



 
 

NJ HFMA Annual Golf Outing  
Sponsorship Opportunities 

May 5, 2015 

Be a part of a premier social & networking event for the Chapter! 
Last year we had over 150 attendees.  This is a “can’t miss” event  

every year with visibility to C-level hospital management and  
great networking opportunities! 

 

Bag Tags, Meadow Course     $1,000    

Bag Tags, River Course     $1,000    

Cocktail Party Co-Sponsorships     $1,000 

Golf Carts       $1,500   SOLD 

Lunch Station, Meadow Course    $1,000 

Lunch Station, River Course     $1,000 

Beverage Sponsor for both courses   $1,000    

Driving Range       $   500 

Putting Green       $   500 

Breakfast        $   500 

Corporate Tees & Greens, each    $   250 

Corporate Special: Foursome with 2 Tees  $1,750 
          (50% tee savings) 

First Hole, Meadow Course     $   600 

First Hole, River Course     $   600 

9:00 am – CheCk In/RegIstRatIon  • aM ContInental BReakfast

10:30 am – aM shotgun staRt

3:30 pm – CoCktaIl houR wIth open BaR and hoRs d’oeuvRes  (golf attIRe)

Tuesday, May 5, 2015
Fiddler’s elbow CounTry Club

bedMinsTer Township, nJ

regisTraTion inCludes
AM Continental Breakfast • Lunch will be served for all participants

• Refreshments & Snacks will be served on both courses
• Cocktail hour with open bar and hors d’oeuvres • Buffet Dinner & Prizes

For directions to Fidders Elbow Country Club, please see their website at www.fiddlerselbowcc.com.

SPIKELESS SHOES AND COLLARED SHIRTS REQUIRED • NO CARGO PANTS OR CARGO SHORTS
Name __________________________________________________  Phone # ______________________  Golf/Dinner only $_______________

Address _________________________________________________________    Email _________________________________________________

Player 2 Name ____________________________________________  Phone # ______________________  Golf/Dinner only $_______________

Player 3 Name ____________________________________________  Phone # ______________________  Golf/Dinner only $_______________

Player 4 Name ____________________________________________  Phone # ______________________  Golf/Dinner only $_______________

                       Total $_______________

REGISTRATION
• Please Register Online at  www.hfmanj.org, where online payment is also available, but not required.
• Registrations will also be accepted by mail.
• Registrations must be received by April 28, 2015.
• Cancellations must be received by April 24, 2015.

For QuesTions, sponsorship opporTuniTies

and To Mail enTry ForM
Laura Hess, HFMA-NJ Chapter

PO Box 6422
Bridgewater, NJ 08807

888-NJC-HFMA / njhfma@aol.com

regisTraTion Fee

Golf  $  375
Dinner only  $  125
Foursome and 2 Tees  $ 1,750
       (50% tee savings)

2015 golF ClassiC

All corporate attendees are encouraged to upgrade their registration to include a tee sponsorship. We also offer other sponsorship opportunities 
for increased visability for your organization. Please see hfmanj.org or contact Laura Hess for all opportunities and pricing.

In the case of inclement weather, please call the Chapter Hotline at 888-NJC-HFMA (888-652-4362), after 7AM, to check the status of the event.



 
 

NJ HFMA Annual Golf Outing  
Sponsorship Opportunities 

May 5, 2015 

Be a part of a premier social & networking event for the Chapter! 
Last year we had over 150 attendees.  This is a “can’t miss” event  

every year with visibility to C-level hospital management and  
great networking opportunities! 

 

Bag Tags, Meadow Course     $1,000    

Bag Tags, River Course     $1,000    

Cocktail Party Co-Sponsorships     $1,000 

Golf Carts       $1,500   SOLD 

Lunch Station, Meadow Course    $1,000 

Lunch Station, River Course     $1,000 

Beverage Sponsor for both courses   $1,000    

Driving Range       $   500 

Putting Green       $   500 

Breakfast        $   500 

Corporate Tees & Greens, each    $   250 

Corporate Special: Foursome with 2 Tees  $1,750 
          (50% tee savings) 

First Hole, Meadow Course     $   600 

First Hole, River Course     $   600 



Editorial Calendar and Ad Rates 2014Editorial Calendar and Ad Rates 2014--20152015  

To advertise, please contact Laura Hess :: 888To advertise, please contact Laura Hess :: 888--652652--4362  ::  NJHFMA@aol.com4362  ::  NJHFMA@aol.com  

Winter Issue—January/February                                                                              Deadline December 15 
Topics: Quality; Cost benefit analysis of quality improvement measures; DSRIP; ACOs… where are we?  

Spring Issue—March/April                                                                                        Deadline February 15 
Topics: Data & health information management. 

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

Holiday Issue—November/December                                                                    Deadline October 15 
Topics: Looking ahead to 2015; future trends in healthcare; Telemedicine; Nurses and PAs as valuable 
physician extenders. 

Summer Issue—May/June                                                                                         Deadline April 15 
Topics: Reimbursement/Financial Management; Billing & Collections; Revenue Cycle. 
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Published 5x a year, Garden State Focus is the premier publication reaching over a thousand Healthcare  
Industry influencers and decision makers behind New Jersey’s prominent hospitals and healthcare systems. 
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Understanding the new health care law can leave even the most experienced 

benefits professional confused and stressed.  

That’s why AmeriHealth New Jersey has you covered with the answers 

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

businesses buy health insurance.  

To find out how AmeriHealth New Jersey can help you and your business, 

visit us on Facebook or at amerihealthnj.com.

Know more.
Stress less.

Health insurance that pays.SM

© 2014 AmeriHealth
AmeriHealth Insurance Company of New Jersey | AmeriHealth HMO, Inc.
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*Source: Kaiser Health News

Take steps now to minimize your long term 
exposure to readmissions penalties.  

BESLER Consulting expertly blends clinical and demographic 
data with your QualityNet hospital-specific report, furnishing 
you with a more detailed picture of provider readmissions and 
underlying causes affecting your unique population. BESLER 
can also assist you in developing strategies that can ultimately 
decrease readmissions so you can avoid Medicare penalties.

For more information on reducing your long term exposure to 
readmissions penalties, visit www.besler.com/readmissions.

 (877) 4BESLER   |  www.besler.com   |  @BeslerDotCom
Enhancing and protecting Medicare revenue for hospitals  ©2014 BESLER Consulting 

Is your hospital one of the 2,225*
 receiving reduced  

Medicare payments this year  
due to excess readmissions?


