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The President’s View . . .

Dave Wiessel

Hello everyone: 
The previous issue of the Garden State Focus had a great beach-themed picture which 

hopefully reminded everyone of some relaxing and fun times in the summer months. As 
we’re heading out of summer and kids are on their way back to school, it’s also time for our 
Chapter to hit the books, NJ-HFMA style at the upcoming 37th Annual Institute of the New 
Jersey Chapter of HFMA, held in cooperation with the Metropolitan Philadelphia Chapter. 
If you haven’t already marked your calendars, please go ahead and block out October 9th-
11th for the Institute at The Borgata in Atlantic City, you won’t want to miss a minute of 
the activities.

Before I go any farther, I would like to first thank and acknowledge all who have 
volunteered countless hours in preparing for this three-day event [and as always, I apologize 
to the many other active committee members in advance as I know the chairs and co-chairs 
listed below are supported by many other volunteers]:

Institute 2013 Committee:  Dan Willis, Chair and Erica Waller, Jennifer Vanegas, and  
 Mike Ruiz de Somocurcio, Co-Chairs

Education Committee:  Mike McKeever, Chair and Mary Cronin and Stacey Bigos, Co-Chairs; John Brault, Board liason
Membership Services/Networking Committee:  Kevin Margolis, Chair and Tim Bialek, Jennifer Barr, and Maria Facciponti,  

 Co-Chairs; Tony Consoli, Board liason
Please thank them as well as other members of those committees if you happen to see them when you are down at the Institute – it 

really is a tremendous effort every year.
Also, I want to thank our generous sponsors who’s financial support helps to make the Institute a successful event for both the 

attendees and the Chapter. The back set of pages of this edition of the Garden State Focus includes more information on many 
of the sponsors, so please refer to those pages as well.

The remainder of this edition of the Garden State Focus is dedicated to the Institute, including articles written by several 
upcoming speakers.  To simplify it a little, here’s a quick outline for your (and my) Institute activities:
•	 Wednesday 9:30 AM – arrive at the Borgata and head over to the Institute registration area; the Wednesday education  

 sessions start at 10:00 AM with a couple great general sessions followed by various break-outs after lunch.  
•	 Wednesday evening – the Institute fundraising event supporting the Make-A-Wish Foundation of New Jersey along  

 with our vendor fair will provide everyone the opportunity to have some fun, win some prizes, support a great cause  
 and catch up with friends and contacts. 
•	 Thursday morning kicks off at 8:30 with several general sessions including our featured keynote speaker, Dr. Ezekiel  

 Emanuel who from February 2009 to January 2011 was a special advisor for health policy to the White House and  
 had a significant impact on federal healthcare budgets and the Affordable Care Act. There’s also a great mix of sessions  
 in the afternoon so everyone will find something up their alley!
•	 On	Thursday evening we get a chance to socialize a bit at the vendor fair and the President’s Reception, followed a little  

 later by Brian Kirk and the Jirks for what I hope will be a great concert at The Mixx.
•	 And	 then	 close	 it	 out	Friday morning with several general sessions before departing, definitely not well-rested, but  

 hopefully energized for the challenges lying ahead.
Information for registering for the Annual Institute can be found on our website (www.hfmanj.org), along with other 

information on events and information for the Chapter.
Okay, I’m excited just writing about all this, October 9th can’t come soon enough – see you at The Borgata!

Dave Wiessel
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From The Editor . . .

Elizabeth G. Litten

Dear Readers:

I’m looking at a shelf in my office, about shoulder-height, on which sits a dozen redweld 
folders each containing two years’ worth of past FOCUS magazine issues.  I have hard copies 
dating back to 1996, about the time I first agreed to serve as Editor of the FOCUS magazine. 
My friend and colleague, Sue Bonfield, stepped in as Editor for a couple of years while I 
served on the NJ HFMA Board, but I managed to accumulate copies of the magazine during 
that early 2000s time period, as well.  My shelf holds an interesting chronology of New Jersey 
health care industry issues and developments, photographs of Chapter members, speakers 
and authors, and a wide variety of cover photos and designs, many featuring Atlantic City 
and other New Jersey scenes.

Those of us that have been involved with health care in New Jersey have seen quite a 
bit of change over the past couple of decades, but it’s comforting to know that many of our HFMA colleagues and friends are 
still involved with health care here -- whether consulting, advising, strategizing, reforming, analyzing, teaching, collaborating, 
or writing.  I received a call last week from a colleague with whom I worked in the early 90s, asking if I had a copy of a 1996 
FOCUS issue that contained an article he co-authored.  I’m not sure whether I was more impressed with him and the fact that 
he remembered having written the article (and generally knew what issue it was in) or with myself and the fact that was actually 
able to locate it quickly and easily.  The request and my brief dive into the contents of the redwelds on my shelf reminded me 
that many health care issues are cyclical and that our membership (and archives) possess vast quantities of valuable information.  

Many of you will be reading this issue while attending the Annual Institute at the Borgata in Atlantic City, New Jersey, and I 
hope to see you there.  You can expect me to pester some of you for articles and feedback about the magazine, and to thank many 
of you for your terrific contributions to this magazine.  I enjoy reading your articles before they go to print, and tracking them 
down later, from time to time, when specific requests come it.  Mostly, though, I enjoy meeting and reconnecting with you at 
these Chapter events, committee meetings, and while working on various projects throughout New Jersey.

Regards,

Elizabeth G. Litten
Editor
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Get Paid 
To Make Your Facilities 
Energy-Efficient
Pay for Performance offers a comprehensive, whole-building 
approach with incentives that are directly linked to energy 
savings in new construction and existing facilities. The NJ 
Economic Development Authority is offering revolving loan  
funds to finance up to 80% of project costs with interest rates  
as low as 2%. Pay your loan back over time, as you reap the 
savings of your energy-efficient building.

To learn more about how Pay for Performance can save you money,  
visit NJCleanEnergy.com/P4P or call 866-NJSMART to speak with  
a program representative.

NJ SmartStart Buildings® is a registered trademark.
Use of the trademark without permission of the  
NJ Board of Public Utilities is prohibited.

Financial
Incentives

for
Energy

Efficiency

New Jersey’s Clean Energy Program™ provides a comprehensive 
package of initiatives that make energy efficiency a reality for 
business owners, local government officials and residents.  
Save up front with sizeable financial incentives and down  
the line with dramatically reduced utility bills.

FINANCIAL INCENTIVES AVAILABLE
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A Journey from
Denial Management
to Denial Prevention
5 Steps Toward Revenue Cycle Revolution

Kelley Blairby Kelley Blair

According to a study reported in Modern Healthcare, 
most health systems lose between 3% and 5% of their net 
revenue as a result of payment denials. Therefore, a distinct 
focus on denials is an important, if not critical, component 
in managing a hospital’s revenue cycle. Whether that is 
moving denials to front-end departments, updating HIS 
systems to have front-end edits that identify denial issues 
pre-bill, or including overall denial and write-off metrics in 
the revenue cycle dashboard, virtually all hospitals have a 
denials management initiative. Fewer, however, have a clear 
understanding of the precise levers to pull to not just control 
their denials, but to prevent a large portion of them from 
happening in the first place. 

Denials remain a big problem. According to a recent Crowe 
Horwath study, denial rates hover around 24%. And, the in-
depth 2013 PayerView study of provider-payer relationships 
indicates that there is little, if any, change in year-over-year 
denials rates over the past three years, in spite of increased 
awareness and efforts related to managing denials. 

While many hospitals have done an adequate (or even 
outstanding) job at appealing denials, few have made the 
transition toward a fundamental culture of prevention. In 
most aspects of our life, we manage problems by focusing 
on preventing them. Doing so allows us to mitigate our risk. 
Just like those hospitals that are revolutionizing the health of 
the populations they serve clinically by focusing on wellness 
and prevention, innovative providers are implementing key 
practices that revolutionize the culture of their revenue cycle 
by transitioning their focus from denial management to 
denial prevention. 

5 KEY STEPS IN A DENIALS REVOLUTION
Balance Resources. Denials occur throughout the entire 

revenue cycle, not just at the end when the payer adjudicates. 
The problem is most hospitals place much, if not all, of 
their denial resources on the backend of the revenue cycle 
to respond to the denials they incur. When they do address 
denials at the front end of the revenue cycle, they often don’t 

align the appropriate resources. As a result, the focus becomes 
a frantic effort to resolve the mistakes they made a month ago 
rather than creating solutions that avoid the chronic errors 
that are causing the denials, regardless of where they are 
happening within the revenue cycle. This creates a “doom 
loop” or circle of imbalance, as illustrated below.

The resources for many hospitals are aligned with the 
urgent needs rather than on the areas that can address change 
and prevent denials.

Redirecting resources or augmenting your team with 
appropriate expertise in order to create a balance that aligns 
with the needs of your specific challenges closes the doom loop.

In order for a hospital to move from the unbalanced to 
the balanced denials cycle, two critical things must occur:
	 •	 Focus	additional	resources	at	the	backend	to	not	just	 
  work denials, but to analyze each and every one of  
  them and their root cause. Capturing and deploying  
  this relevant data drives process improvements that  
  will mitigate denials. 
	 •	 Ensure	 that	 resulting	process	 improvements	are	 sup- 
  ported and resourced appropriately.

While this step may result in an initial investment to 
align or augment resources, the resulting data is fundamental 
in creating the balance necessary to improve cash flow and 
operational efficiency through decreased touch points.
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continued on page 8

Deploy the right resources at the right time.  Dedicating 
specialized clinical resources in the denial management process 
will not only significantly improve appeal rates; it results in 
accurate and actionable data collection. With clear policies and 
workflows in place, a quick triage of the denial will determine 
whether	a	technical	or	clinical	resource	is	required.	One	area	
where clinical resources are more appropriate than technical 
resources is in the area of prior authorization. Issues regarding 
prior authorizations typically fall into two categories: failure on 
the front-end to secure the authorization, or there is a clinically-
driven change in the procedure performed. The latter is most 
often the cause of chronic denials. To properly appeal the 
clinically-driven prior authorization requires an expert, credible 
clinical resource who is equipped to justify and communicate 
the change in care. Best practice organizations engage clinical 
review expertise in their denial prevention process.

Create a Data Plan. As a part of their MAP (Measure, 
Apply, Perform) program, the Healthcare Financial Man- 
agement Association (HFMA) identifies seven key perform- 
ance standards related to denials. The MAP program 
identifies 25 metrics that, when tracked using objective, 
consistent calculation, yield proven process improvement 

in the financial performance of a hospital. Because of 
resources challenges or limited access to data, only about 
30% of hospitals can actually provide these metrics which 
include a denial rate based on total revenue and a write 
off	 rate	based	on	total	 revenue.	Organizations	 focused	on	
denial prevention not only track these high-level metrics, 
they assess them at a department and service-line level, 
including root cause information. The focus of their denial 
prevention team on the back-end is to not only overturn the 
denial, but to analyze the resulting data in a way that drives 
clear action within appropriate revenue cycle departments 
or the clinical service lines.  A service line dashboard should 
include the following:

	 •	 Late Charges. Presented in Total Charges as well as  
  a Percentage of Total Revenue. While this is not a  
  denial metric, it is a leading indicator that there are  
  issues in the department’s revenue cycle processes. 

	 •	 Denial Rates. In Total Revenue Denied as well as a  
	 	 Percent	of	Total	Overall	Revenue.

	 •	 Root Causes. Breakdown denials for the service line  
  by root to create an opportunity for immediate action.  

Audit  |  Accounting  |  Tax  |  Business Advisory
ParenteBeard.com  |  732.388.5210  |  856.330.8100© ParenteBeard LLC

Healthcare is a complex industry – a balancing act 
of meeting patient demands while managing costs. 
When you work with ParenteBeard, that balancing 
act becomes a little easier. By understanding all 
of your short and long term goals we can identify 
success factors that will both meet your needs and 
set you apart from the competition.

That’s confidence 
through clarity.

They had the right mix of industry 
knowledge and client service to 
keep us ahead of the curve and get 
the focus back on our patients.

See what we can do for you.
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  For example, describing a denial as a registration  
  error is not actionable, however, describing that the  
  patient’s insurance coverage was termed is actionable.

It is important to show all metrics as both dollars and 
percentages. Dollars help to create the environment where it 
is unacceptable to not be paid for any service provided to a 
patient. Percentages help to keep perspective and benchmark 
against other facilities.  

Establish Personal Performance Plans.  In the early 
2000’s there was a trend toward moving denials to the front-
end departments in order to create a sense of accountability for 
the errors the department created by forcing them to perform 
the rework caused. As described earlier, this isn’t effective 
because it shifts daily focus of the front-end departments from 
the patients and issues presenting today, to fixing past errors. 
Best practice organizations create accountability through 
performance plans. Rather than holding department managers 
and clinical service line leaders to standard revenue and expense 
metrics, these leaders are also held accountable for key revenue 
cycle metrics such as denial rates and late charge rates. 

Engage with Payers. The last four best practices focused 
on the internal hospital organization. The last step includes 
engaging with the payer. The payer’s internal structures, 
limitations and processes have a direct influence on denials. 
Similar to payers looking to hospitals to better coordinate 
care to reduce healthcare costs, best practice providers are 
partnering with payers to reduce cost by relieving excessive 
administrative burden including denials. Working with 
payers to define performance metrics that include acceptable 
denial rates and limitations on the volume of audit requests 

is just one way savvy providers are engaging with payers to 
control denials. Unlike the traditional adversarial relationship 
between payers and providers, a sense of true collaboration is 
critical	to	this	step.	Open	dialog,	transparency,	and	engaging	
the payer in understanding the cost and the administrative 
burden that results from improper adjudication systems 
in place are key. This includes quarterly reviews of denial 
patterns as well as audit results.  

This is an exciting time for the healthcare industry. Changes 
are taxing the resources of virtually every organization, making 
responding to the evolving dynamics even more critical. 
Whether it is responding to external regulatory changes, or 
identifying the internal system and process changes necessary 
to respond, the revenue cycle is filled with both risk and 
opportunity. The goal of an effective denial prevention 
structure is to leverage actionable data regarding the denial in 
order to drive process change. 

About the Author
Kelley Blair is Regional President of the Northeast Region for 
Adreima, Inc. where she helps hospitals of all sizes navigate complex 
reimbursement matters to secure appropriate payment and mitigate 
risk by providing healthcare operations insights, best practice, and 
performance improvement methods. In addition to more than fifteen 
years of revenue cycle operations management and performance 
improvement experience, Blair is a certified Six Sigma Black Belt 
with formal training and experience using Lean and Focus PDCA 
improvement methodologies in complex integrated health systems. 
Blair holds a master’s degree in Organizational Leadership with a 
focus on Strategic Management. She is a member of the Minnesota 
chapter of HFMA. The company’s website is www.adreima.com.

continued from page 7

•Certification Corner•

For anyone who has ever considered sitting for the CHFP exam but found it hard to get away from the office to take the 
NJHFMA review course, there’s good news.  NJHFMA is in the final stages of bringing a review course to your desktop!  

This series of webinars has been used by HFMA members throughout the country with incredible success.  More details about 
the series will be available this fall.  

If you have any questions regarding certification, feel free to contact NJHFMA’s certification co-chair: Eric Fishbein at eric.
fishbein@connolly.com
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The Evolution of Medicare 
DSH Reimbursement

by Tricia A. Ligato and Robert Pezzuti

Tricia A. Ligato

Robert Pezzuti

The Medicare Disproportionate Share (DSH) adjustment 
provision was enacted by section 9105 of the Consolidated 
Omnibus Budget Reconciliation Act	(COBRA)	of	19851. 

The adjustment is calculated by taking the sum of two 
percentages known as the DSH patient percentage. The DSH 
patient percentage is equal to the sum of the percentage of 
Medicare inpatient days attributable to patients entitled to 
both Medicare Part A and Supplemental Social Security Income 
(SSI), and the percentage of total inpatient days attributable to 
patients eligible for Medicaid but not Medicare Part A.  

For most hospitals to qualify for the Medicare DSH 
adjustment, the DSH patient percentage must be greater than 
15%. Another formula is applied to determine the Medicare 
DSH adjustment the hospital will receive.  This formula varies 
by the number of beds, hospital designation (urban/rural), 
and whether the hospital is classified as a rural referral center 
or sole community hospital.  

The intent of the Medicare DSH adjustment provision was 
to help hospitals that serve a disproportionate share of low-
income patients. According to data published by CMS, 63% 
of hospitals qualified for DSH payments in FY 2003, and in FY 
2011 that percentage rose to 78%. Since the implementation 
of the Medicare DSH adjustment provision, there has been 
much litigation surrounding the DSH calculation.  

In a ruling dated February 29, 1997, the Healthcare 
Financing Administration (HCFA) issued a ruling changing 
their interpretation of Medicaid days included in the 
Medicare DSH calculation. (Commonly referred to as the 
HCFA 97-2 ruling.) The change allowed all patient days that 
were Medicaid eligible, regardless of payment, to be counted 
in the Medicaid fraction of the DSH calculation.  As part of 
this ruling it was stated that Medicaid eligible days could be 
counted prospectively and retrospectively only if a valid appeal 
was pending and prohibited intermediaries from reopening 
cost reports to include eligible, unpaid days.  

In a 2001 decision of Monmouth Medical Center v. 
Thompson2, it was decided in favor of the hospital which 
had sought a reopening for the inclusion of Medicaid eligible, 
unpaid days DSH patient percentage for cost reports with a 
settlement date within the three-year reopening period.  
On	 July	 1,	 2005,	 a	 decision	 was	 issued	 in	 the	 Baystate	

Medical Center v. Leavitt3 case ordering the Department of 

Health and Human Services to 
reopen cost reports to include 
eligible Medicaid days for cost 
reports that were within the 
three-year reopening period 
of the HCFA 97-2 ruling, 
(February 29, 1997).

The issuance of the HCFA 
97-2 ruling increased the per- 
centage of hospitals qualifying 
for the Medicare DSH ad- 
justment. More recent rulings 
surrounding the Medicare 
DSH patient percentage deal 
mainly with the Medicare 
fraction.

CMS ruling 1498-R issued  
on April 28, 2010 sought to 
remand pending appeal cases 
involving adjustment to the DSH percentage for errors in the SSI 
ratio, exclusion of non-covered days for Medicare beneficiaries, 
and exclusion of certain labor and delivery room days, back 
to CMS contractors. The rule stated that the SSI ratio will be 
calculated based on the FFY 2011 proposed rules.  Patient days 
for an individual that is entitled to Medicare Part A benefits, 
but has exhausted those benefits, should not be included in the 
Medicaid fraction for any appeals with cost reporting periods 
ending on or before September 30, 2004, and all labor and 
delivery	 room	 days	 prior	 to	 October	 1,	 2009	 needed	 to	 be	
properly included in either the Medicaid or SSI fraction. 

The most recent favorable decision impacting the DSH 
percentage is from the Allina Health Services v. Sebelius4 case.  
CMS filed an appeal to this decision, but if the decision for 
Allina Health Services is upheld on appeal, Medicare Advantage 
(M+C) days will be removed from the Medicare fraction of the 
DSH patient percentage which will likely increase the DSH 
percentage for many hospitals.  The decision of this case will 
also have impact on the Medicaid fraction of the DSH patient 
percentage.  If the M+C days are removed from the Medicare 
fraction, any M+C days that also have Medicaid coverage may 
be included in the numerator of the Medicaid fraction.

continued on page 10
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The litigation/rulings over the lifetime of the Medicare 
DSH adjustment provision have increased the number of 
hospitals receiving funds from the provision.

What is next for the Medicare DSH adjustment provision?  
The Patient Protection and Affordable Care Act (PPACA) 

contains significant cuts to Medicare DSH payments. Section 
3133 of the PPACA amends the Medicare DSH adjustment  
provision under section 1886(d) (5) (F) of the Act and estab- 
lishes 1886(r). Hospitals will see a 75% reduction to their DSH 

reimbursement	starting	on	October	1,	2013.	The	75%	reduction	
will be supplemented with a payment from a pool based on its 
share of national uncompensated care. The formula for the 
uncompensated care pool will be based on:
	 •	 The	aggregate	 reduction	 in	DSH	payments	 to	all	hos- 
  pitals attributable to the reduction in DSH payments  
  (75% reduction value becomes the uncompensated care  
  pool).
	 •	 The	reduction	in	uninsured	individuals	(this	pool	is	re- 

  duced by 2 factors, reduction in the  
  uninsured % plus artificial % decrease).
	 •	 Each	 hospital’s	 share	 of	 uncompen- 
  sated care provided by all hospitals.

With the expansion of Medicaid 
coverage in some states, it will be extremely 
important for hospitals to watch how their 
Medicaid patient populations are moving. 
Hospitals that have been close to qualifying 
may become eligible with the expansion of 
Medicaid coverage.

About the authors
Bob Pezzuti is a Senior Manager at BESLER 
Consulting with over 20 years of auditing and 
finance experience in the healthcare industry 
and extensive knowledge in the reimbursement 
structure of both Medicare and Medicaid. Bob 
is experienced in all aspects of the Medicare and 
Medicaid cost report, Medicare Disproportionate 
Share (DSH), hospital based and freestanding 
clinic audits, wage index audits and the 
development of Medicare HMO rates. Bob can 
be reached at BPezzuti@besler.com.

Tricia A. Ligato is a manager at BESLER 
Consulting with over 15 years of experience in 
healthcare reimbursement. She is experienced 
in the preparation of Medicare cost reports, and 
New Jersey State cost reports (SHAREs) and has 
developed computer based models to analyze 
and report on financial operations. She assists 
hospitals in maximizing their Disproportionate 
Share Reimbursement (DSH). Tricia can be 
reached at TLigato@besler.com.

References
1P.L. 99-272, 100 Stat. 82. See also regulation at 
42 C.F.R. § 412.106.
2Monmouth Medical Center v. Thompson, 257 
F.3d 807 (D.C. Cir. 2001).
3Baystate Medical Center v. Leavitt, D.D.C. No. 
1:06-cv-90263-JDB (3/31/08).
4Allina Health Services et al v. Sebelius, D.D.C. 
No. 1:10-cv-01463-RMC (11/15/12).

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.

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

William H. Connolly & Co., LLC
Insurance and Risk Management

Risk Ad_3  7/11/11  5:16 PM  Page 1

continued from page 9





September/October  2 0 1 3

12 Focus

Everything You Wanted to 
Know About New Jersey Wage 
Index But Were Afraid to Ask

by Scott Besler and David Verbaro

The cost of labor can be significant for any business and 
cannot be ignored.  Businesses must monitor these costs over 
time to ensure profitability and efficiency.  Medicare, simi-
lar to other businesses, evaluates these costs and understands 
that labor costs vary across the nation. A brief example can be 
seen when smaller hospitals, that may be only 25 miles away 
from a major metropolitan area, can have a wage index value 
that is drastically lower than the hospitals located in that area.  
These differences in wage index values will allow the hospitals 
in the larger area to offer higher salaries to their employees, 
therefore, hiring talented personnel from an area that also has 
a need for this resource.  Arguments can be made that it costs 
more to live in the major metropolitan area and that the larger 
hospitals offer more acute services, therefore, the higher aver-
age hourly wage (AHW) can be substantiated.  This article 
will discuss the current wage index system as well as potential 
changes to the system and their actual labor markets.  Changes 
to the current system will affect all hospitals and most New 
Jersey hospitals may be adversely impacted as a result.

Background
The inpatient prospective payment system (IPPS), as a 

result of the Medicare statute (Section 1886(d)(3)(E) of the 
Social Security Act or “Act”), requires that all per-discharge 
payments to hospitals reflect the geographic differences in 
their labor costs.  The Secretary must adjust the standardized 
amounts “for area differences in hospital wage levels by a fac-
tor (established by the Secretary) reflecting the relative hospi-
tal wage level in the geographic area of the hospital compared 
to the national average hospital wage level.”  This creates what 
is known as the Medicare wage index.

The sole purpose of the Medicare wage index is to allocate 
these payments and to ensure they are consistent across IPPS 
hospitals in different areas, while maintaining budget neu-
trality.  In order to construct each IPPS hospital’s wage index 
value, the Centers for Medicare and Medicaid Services (CMS) 
calculates an average hourly wage for (i) each Core-Based Sta-
tistical	Area	(CBSA)	established	by	the	Office	of	Management	
and	Budget	(OMB),	and	(ii)	each	residual,	or	“rest	of	state”	
area; (that is also labeled as a rural area) to construct each hos-

pital’s wage index. New Jersey 
does not have a designated 
rural area, therefore does not 
have a rural wage index value.  
However, New Jersey has had 
an imputed rural floor since 
federal fiscal year (FFY) 2005, 
that has allowed hospitals to 
receive a competitive wage 
index throughout the state.  
There are ten CBSAs (see 
Table 1A) that impact New 
Jersey hospitals’ wage index 
for Federal Fiscal Year (FFY) 
2013 and FFY 2014.  Later 
in this article, we will discuss 
revised labor markets that impact New Jersey.

The CMS wage index is derived from data included in the 
wage index forms from the Medicare Cost Report (worksheet 
S-3	Part	II	and	III),	the	Hospital	Wage	Index	Occupational	 
Mix Survey, hospitals’ payroll records, contracts, and other 

Scott Besler

Dave Verbaro

Table 1A

CBSA # CBSA Description # of Hospitals

10900 Allentown-Bethlehem- 2
  Easton, PA-NJ

12100 Atlantic City-Hammonton, NJ 3 

15804 Camden, NJ 8 

20764 Edison-New Brunswick, NJ 14 

35084 Newark-Union, NJ-PA 16 

35644 New York-White Plains- 14
  Wayne, NY-NJ   

36140 Ocean City, NJ 1 

45940 Trenton-Ewing, NJ 5 

47220 Vineland-Millville-Bridgeton, NJ 1 

48864 Wilmington, DE-MD-NJ 2 

Total  66
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wage-related documentation.  In computing the wage index, 
CMS develops an average hourly wage for each labor market 
area (total wage costs divided by total hours for all hospitals in 
the geographic area) and a national average hourly wage (total 
wage costs divided by total hours for all hospitals in the na-
tion).  A labor market area’s wage index value is the ratio of the 
area’s average hourly wage to the national average hourly wage. 
The wage index adjustment factor is applied only to the labor 
portion of the standardized amounts.  It should be noted that 
while the average hourly wages of hospitals in a designated 
area are used to calculate the wage index for that area, contigu-
ous or nearby areas can have very different wage index values.

New Jersey hospitals can receive a wage index value that is 
greater than their calculated wage index through a variety of 
ways. The three exceptions, as labeled by CMS, that impact 
New Jersey hospitals are:
	 •	 Reclassifications;
	 •	 Out-migration	adjustment;	and
	 •	 Imputed	Rural	Floor.

Reclassifications
The wage index also reflects the geographic reclassifica-

tion of hospitals to another labor market area in accordance 
with Sections 1886(d)(8)(B) and 1886(d)(10) of the Act.  
Per the statute, a hospital has the opportunity to seek a 
higher wage index as either an individual hospital or group 
(county) of hospitals. New Jersey hospitals benefit from such 
reclassifications. New Jersey hospitals compete against both 
the New York and Philadelphia labor markets for doctors, 
nurses and other qualified personnel.  In order to maintain 
the level of quality healthcare that is necessary, New Jersey 

hospitals would be at a disadvantage should they not be able 
to	reclassify	and	receive	a	comparable	wage	index	value.	Of	
the 66 New Jersey acute care hospitals 14 have approved 
wage index reclassifications for FFY 2013. For FFY 2014, 20 
hospitals will be able to reclassify. This increase is a result of 
two approved group (county) reclassification applications, 
for	FFY	2014.		Beginning	in	FFY	2014	(October	1,	2013),	
four Mercer County (Trenton-Ewing, New Jersey CBSA) 
hospitals will reclassify into the Newark-Union, New Jersey-
PA CBSA and three Morris County (Newark-Union, New 
Jersey-PA) hospitals will reclassify into the New York-White 
Plains-Wayne, New York-New Jersey CBSA. The remain-
ing hospital in the Trenton-Ewing, New Jersey CBSA, will 
be part of the Edison-New Brunswick, New Jersey CBSA 
due to the fact that its new facility is located in Middlesex 
County.  Table 1B displays each CBSA for New Jersey and 
the result of their respective reclassifcations.  Twenty New 
Jersey hospitals reclassify for FFY 2014 which is an increase 
from the fourteen that reclassified in FFY 2013.

Out-Migration Adjustment
A hospital that is located in a county that has a specific 

number of residents that travel to a different county for em-
ployment may be eligible to receive this adjustment.  How-
ever, if that county or hospital located in that county does 
reclassify into another county, it is not eligible for such an 
adjustment. Hospitals that reclassify must annually review 
this adjustment and compare it to the impact they receive 
from their reclassification to determine which wage index 
value is greater. There are 588 hospitals that are eligible to 
 

Table 1B

CBSA # CBSA Description FFY 2013 After Reclass FFY 2014 After Reclass
   # of Hospitals  # of Hospitals

10900 Allentown-Bethlehem-Easton, PA-NJ 2  2 

12100 Atlantic City-Hammonton, NJ 3  3 

15804 Camden, NJ 6  6 

20764 Edison-New Brunswick, NJ 10  11 

35084 Newark-Union, NJ-PA 10  11 

35644 New York-White Plains-Wayne, NY-NJ 25  28 

36140 Ocean City, NJ 1  1 

37964 Philadelphia, PA 1  1 

45940 Trenton-Ewing, NJ 5  0 

47220 Vineland-Millville-Bridgeton, NJ 1  1 

48864 Wilmington, DE-MD-NJ 2  2 

Total   66  66 
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receive an out-migration adjustment; however, only 251 ac-
tually receive the adjustment. The remaining 337 reclassify 
and forfeit this adjustment. In New Jersey, 14 hospitals lo-
cated in the counties of Essex, Morris, and Middlesex are 
eligible to receive an out-migration adjustment this is identi-
cal to FFY 2013. In FFY 2013, the three hospitals located in 
Morris County, received the adjustment, but because of their 
projected reclassification into New York City, those hospitals 
will not receive the out-migration adjustment for FFY 2014. 
This adjustment varies in amount and is added to their over-
all wage index value.

Imputed Rural Floor
Section 4410 of the Balanced Budget Act of 1997 (BBA) 

established the rural floor adjustment. This adjustment en-
sured that hospitals in metropolitan areas would not have a 
wage index value lower than that of hospitals in rural areas of 
the state.  There were, however, states that did not have a rural 
area and were considered “all-urban”. Since these “all-urban” 
states did not have a rural hospital, CMS created the imputed 
rural floor by regulation.  Since FFY 2005, New Jersey hos-
pitals have been eligible to receive an imputed rural floor. In 
FFY 2005, Massachusetts, New Jersey, and Rhode Island were 
considered all-urban states and were therefore not eligible to 
have a rural floor impact.  In later years, Massachusetts as a 
result of having a rural area and a new rural hospital ceased to 
be an all-urban state and only New Jersey and Rhode Island 
remained. New Jersey and Rhode Island are currently the only 
two states that do not have designated rural areas.

The imputed rural floor is calculated by taking the lowest 
and highest wage index value in each all-urban state to create a 
low-to-high average. A low-to-high average can never be greater 
than 1. All-urban states have the discretion to use their indi-
vidual low-to-high average or the aggregate low-to-high average 
divided by the number of all-urban States (there are 2) in the 
calculation of the imputed rural floor (whichever is greater) and 
then multiply that factor by the highest wage index value in the 
state and by the national budget neutrality factor (see Table 2A). 
For FFY 2013, 29 New Jersey hospitals benefited from the im-
puted rural floor provision. This provision was due to sunset on 
September 30th, 2013 but has been extended for one more year.

Projected for FFY 2014, 35 New Jersey hospitals will bene-
fit from the imputed rural floor provision. This provision is set 
to sunset on September 30th, 2014. The projected imputed 
rural floor for FFY 2014 is listed in table 2B.

Revised Labor Markets
In	an	OMB	bulletin	dated	February	28,	2013,	revised	delin-

eations of Metropolitan Statistical Areas, Micropolitan Statisti-
cal Areas, and Combined Statistical Areas (CSA), as well as the 
guidance on their uses, were released.

The	purpose	of	OMB’s	bulletin	was	to	establish	revised	de-
lineations for the Nation’s Metropolitan Statistical Areas, Mic-
ropolitan Statistical Areas, and Combined Statistical Areas, as 
well as delineations of New England City and Town Areas.  The 
delineations reflect the Standards for Delineating Metropolitan 
and	Micropolitan	Statistical	Areas	that	OMB	published	in	the		
June 28, 2010 Federal Register (75 FR 37246 -37252) and the 
application of those standards to Census Bureau population.

Both the change in the standards and the application of new 
Census Bureau data has resulted in an increase in the number 
of CSAs.  These areas were first introduced in the 2000 stan-
dards, and can impact many geographic reclassifications. This 
is mainly because, in order for a county or group application 
to meet approval of the Medicare Geographic Classification Re-
view Board (MGCRB), both the geographic area and desired 
areas must reside in the same CSA. Metropolitan and Micro-
politan Statistical Areas, in various combinations, may become 
the components of a Combined Statistical Area. It should be 
noted that Combined Statistical Areas complement, but do 
not supersede Metropolitan and Micropolitan Statistical Areas, 
which retain their separate component identities.  For example 

Table 2A (FFY 2013)

 Low WI High WI Low-to-
 Value Value High Avg

New Jersey 0.9096  1.3084  0.6952 

Rhode Island 1.1499  1.1499  1.0000 
 
Combined (NJ + RI) / 2  0.8476 

NJ High WI x Combined  1.1090

 * BN Factor (0.99132)

New Jersey Imputed Rural Floor 1.0994

Table 2A (FFY 2014 Proj)

 Low WI High WI Low-to-
 Value Value High Avg

New Jersey 0.922 01.3288 0.6939 

Rhode Island 1.1361 1.1361  1.0000 
 
Combined (NJ + RI) / 2  0.8469 

NJ High WI x Combined  1.1254

 * BN Factor (0.99024)

New Jersey Imputed Rural Floor 1.1144

continued from page 13
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Mercer County is in the Trenton-Ewing, CBSA but is also part 
of the New York-Newark, NY-NJ-CT-PA CSA.  Under the new 
delineations, New Jersey is slated to have nine CBSAs and two 
CSAs. The Edison-New Brunswick, New Jersey CBSA which 
comprised 14 hospitals are projected to have 13 of their hospi-
tals included in the “new” New York-Jersey City-White Plains, 
NY-NJ	(counties	of	Middlesex,	Monmouth,	and	Ocean)	and	the	
remaining hospital in Somerset County included in the Newark, 
New Jersey CBSA.  The only other CSA will be the Philadelphia-
Reading-Camden, PA-NJ-DE-MD CSA.  So the NY vs. Philly 
rivalry will now spill over into the wage index arena.

The use of these “new” delineations has been discussed but 
they have not been included in any of CMS public use data.  
The delineations, if approved for use and with no change to 
the current wage index system, would have an impact on many 
hospitals both in and outside of New Jersey.

Commuter-Based Wage Index
It should be noted that wage areas are defined by geo-

graphic boundaries that are often fixed and may or may not 
accurately reflect hospital labor markets. To improve the wage 
index, CMS engaged Acumen, LLC to complete a review of 
the current wage index system.  Acumen proposed an alterna-
tive formulation known as the Commuting-Based Wage Index 
(CBWI), which uses commuting data to create more flexible 
hospital-specific labor markets.

In theory, the extent of a hospital’s labor market is limited 
by the level of compensation offered to its workers, the com-
pensation offered by neighboring hospitals, and the wage that 
workers require to provide their services.  Given its location, a 
hospital’s level of compensation will attract workers who live 
up to some distance away. The labor market boundary can be 
defined by the location of workers who are indifferent, at a 
given wage (or compensation) level, between commuting to a 
hospital in a particular wage area or to a hospital in a neigh-
boring wage area. With this boundary as the outer edge of the 

labor market, one can trace the physical area that includes the 
hospital to define the hospital’s wage area or labor market.
On	April	11,	2012,	the	Secretary	of	Health	and	Human	Servic-

es (HHS), submitted a proposal to Congress to reform the Medi-
care wage index reimbursement methodology.  Since June 2007, 
the wage index has been targeted by CMS for reform. Studies were 
presented from both the Medicare Payment Advisory Commission 
(MedPAC) and Acumen LLC. In the April 11 proposal, DHHS 
proposes a dramatic change to the Medicare wage index methodol-
ogy, recommending adoption of a CBWI system.

The CBWI system would create a provider-specific wage 
index based on the commuting patterns of the hospital em-
ployees. In short, a hospital’s wage index would depend on 
where the hospital’s employees live. While the specific sources 
of data to be used are still being discussed, HHS believes the 
hospital’s payroll system would be the most accurate source for 
the commuting data. We believe that this would create a new 
data collection process, perhaps an additional burden on hos-
pital staff, which would require hospitals to submit their em-
ployee information by geographic unit (e.g. zip codes, census 
tracts). These geographic units are narrower when compared 
to the current CBSAs currently in use.

The new geographic units would allow the CBWI to elimi-
nate the use of CBSAs, which as we stated earlier, are currently 
used to group hospitals into labor markets. Their elimination 
might address the concern of “cliffs” in the present wage index 
system. A “cliff ” is when a hospital is geographically near anoth-
er hospital, but the hospitals are in different CBSAs, and have 
significantly different wage indices. The CBWI is intended to 
eliminate (or at least reduce) special wage index provisions such 
as geographic reclassifications, Section 508 reclassifications (no 
longer in use), out-migration adjustments, rural floors, and 
frontier state floors (select states have a wage index rural floor 
equal to 1). Providers that currently benefit from geographic 
reclassifications likely would experience the greatest decrease to 
their wage index values as a result of the new CBWI system.  
Several parts of New Jersey would be severely impacted.

It is unclear what role the Medicare Cost Report and 
Medicare	Occupational	Mix	Adjustment	 survey	will	 play	 in	
the CBWI system. Both primary sources for computing a 
provider’s AHW can be found in the current system. Under 
the CBWI, however, a provider’s “net” AHW would be deter-
mined by the percentage of employees that reside in each geo-
graphic unit (e.g. zip code, census tract). For example, if we 
assume the AHW of zip code A and B is $50.00 and $40.00, 
respectively, and 50% of the hospital’s employees reside in zip 
code A and 50% in zip code B, then the provider’s adjusted 
“net” AHW would be $45.00 ($50.00*.50 + $40.00*.50).

CMS is proposing that this CBWI will be calculated by 
weighting the AHW of each respective hospital’s employees 
based on their home ZIP code. This will allow CMS to cal- 
 

Table 3

CBSA # CBSA Description # of Hospitals

10900 Allentown-Bethlehem- 2
  Easton, PA-NJ

12100 Atlantic City-Hammonton, NJ 3 

15804 Camden, NJ 8 

35084 Newark, NJ 17 

35614 New York-Jersey City- 27
  White Plains, NY-NJ   

36140 Ocean City, NJ 1 

45940 Trenton-Ewing, NJ 5 

47220 Vineland-Millville-Bridgeton, NJ 1 

48864 Wilmington, DE-MD-NJ 2 

Total  66
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culate a hospital-specific AHW. Similar to the current system 
the hospital-specific wage index value will then be computed 
by dividing the hospital-specific AHW by the national AHW.  
The result would be that the hospital’s wage index is now 
determined by where their employees live rather than work. 
Each hospital would more than likely have their own wage 
index value. Hospitals impacted the most by the CBWI would 
be those that employ workers from outside the area where the 
hospital is located.

American Hospital Association Task Force
The American Hospital Association (AHA) has developed 

a task force to evaluate the current wage index system and pro-
vide suggestions as to how it may be improved. This group 
held calls to give members the opportunity to learn more about 
the AHA Task Force recommendations and to ask questions 
on the Area Wage Index (AWI). The task force most recently 
met in Chicago on July 11th, to discuss many of the issues in 
which we have covered. The focus of their agenda was on ad-
ditional items such as the circularity and volatility of the cur-
rent wage index system as well as the accuracy and consistency 
of reporting hospital wage data. Currently hospitals are re-
sponsible for reporting their own wage data and they have the 
ability to directly influence not only their wage index, but the 
wage index of their entire CBSA. This is often evident when 
a hospital shows high levels of volatility from year to year. For 
example, the task force recognized the complexity of reporting 
wage data as an area of concern.  Due to complicated regula-
tions, hospitals often struggle to report their data as accurate as 
possible and have showed concern that the FI/MAC practices 
are inconsistent from state to state.  Under the present system 
hospitals are permitted an “open window” to revise their data 
before its use in the final wage index calculation.

Conclusion
It has been said that any new system must be an accurate 

gauge for calculation of a hospitals wage index value and may 
also eliminate the need for any exceptions (reclassification, 
out-migration, etc.) This is where New Jersey hospitals as well 
as many hospitals in the country will be impacted the most.  
In New Jersey, 20 hospitals reclassify for FFY 2014 and for the 
entire country over 800 other hospitals reclassify and receive a 
higher wage index value.

Another concern regarding any proposed change is that the 
timing and accuracy of the data used to support its calcula-
tion.  This will undoubtedly bring with it much conversation 
and debate over the next several months.  The availability of 
the data will be another question for providers as will the new 
reporting mechanism that will need to be developed.  

The system that is in place now is not broken and there are 

plenty of other areas that would seem to warrant immediate at-
tention rather than wage index. Subtle changes can be made to 
assuage the concern of those opposed to the present system and 
should be addressed before major changes that impact thou-
sands of hospitals are made. Changes should not be made solely 
on the fact that it reduces the amount of paperwork to be filed.

Implementing any type of substantial wage index change 
recommended by HHS will be a difficult task for all involved. 
It may also be an impactful one for many hospitals, especially 
in New Jersey.  A majority of New Jersey hospitals would see 
a decrease to their wage index values under the various pro-
posed scenarios. Regardless of the scenario, any new system 
that Congress adopts would most likely be phased in over a 
number of years. It is likely that providers and their associa-
tions will have an opportunity to weigh in on both the timing 
and the final structure of this system. Until the proposed sys-
tem and its potential impact on hospitals can be analyzed, it is 
best that the current system be allowed to continue.  Hospitals 
should do all they can to monitor their labor costs and the 
impact that their amounts have on not only their hospital(s) 
but the impact on the hospitals in their current and projected 
areas. Evaluation of data as well as a hospitals collection of this 
data must be a focal point of discussion of a hospital’s labor 
costs. Active involvement with legislators and hospital associa-
tions is also paramount to safeguard against any change that 
could negatively impact your hospital or system.

About the Authors
Dave has been with BESLER Consulting for three years and has assisted 
hospitals in the preparation and review of their annual Medicare and 
State cost reports. In addition, he has assisted with wage index analyses 
and various reclassification projects. Dave has worked to develop differ-
ent solutions to a variety of reimbursement functions. Dave is a member 
of both the New Jersey and Philadelphia Chapters of the HFMA and an 
active participant in both the Education and Reimbursement committees.   
Dave graduated from James Madison University with a Bachelor of 
Science degree in Accounting and is currently pursuing his MBA at 
Rutgers University-Camden. Dave can be reached at DVerbaro@besler.com.

Scott has over 22 years of progressively responsible experience in prepara-
tion of Medicare and various state cost report preparation. Scott has been 
responsible for a myriad of areas relating to healthcare facility reimburse-
ment while working at BESLER Consulting. Some of the major areas 
of his expertise encompass the New Jersey state subsidy calculations as 
well as the Medicare wage index reimbursement arena. Scott is very well 
versed in the detailed calculations that derive the wage index factors. 
Additionally, he has participated in detailed audit reviews of the wage 
index for a number of acute care hospitals and hospital associations. 
Scott received a Bachelor of Science degree in Accounting from LaSalle 
University. He is a member of the New Jersey and Philadelphia HFMA 
and its reimbursement committees. He also served on the Institute as well 
as education committee for the New Jersey chapter. Scott can be reached 
at SBesler@besler.com.

continued from page 15



Focus     17

Jeffrey Silvershein Principal  
212.594.6669 
JeffreySilvershein@McBeeAssociates.com 

ED Concurrent Admission Reviews—Prevent denials, improve clinical documentation, 
and assign patient status correctly the first time. 
 
LUPA Management—Improve clinical outcomes, increase Medicare reimbursement, and reduce 
hospital readmissions. 
 
Documentation Audits—Verify that documentation in the medical record supports the 
services and devices billed. 
 
McBee Apps—Streamline processes with custom software applications tailored to your specific needs. 
 
Revenue Cycle Enhancement—Boost financial performance with billing outsource, revenue 
recovery, and cash acceleration services.

Overcoming obstacles is our business. From designing time-saving software apps to navigating the latest 
regulatory changes, we bring our 40 years of experience from the front lines of health care management to 
providers facing today’s challenges.

Contact us today.

McBeeAssociates.com

Increased payer scrutiny

Readmission penalties

Budgetary cuts

When you encounter obstacles in your path,  
count on McBee Associates to blaze a new trail .

Trust the firm that delivers innovative solutions that exceed expectations.  



September/October  2 0 1 3

18 Focus

•Who’s Who in NJ Chapter Committees•

2013-2014 Chapter Committees and Scheduled Meeting Dates
*NOTE: Committees have use of the NJ HFMA Conference Call line.

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

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

 CHAIRMAN/EMAIL/ CO-CHAIR/EMAIL/ SCHEDULED MEETING MEETING BOARD
COMMITTEE PHONE PHONE DATES*/TIME LOCATION LIASON
       
 Lisa Hartman Dara Quinn First Thursday of the Month  Meeting in person at Deloitte & Touche, Erica Waller
CARE (Compliance,  lhartman@princetonhcs.org quinnds@umdnj.edu  (888) 269-3831   9:00 AM  Princeton, NJ for Oct., Jan., April and July ewaller@princetonhcs.org
Audit, Risk, & Ethics) (609) 853-7140 (973) 972-8942 Attendee Code:  5952498 Balance are calls.  Please call to confirm (609) 620-8335

 Elizabeth Litten Al Rottkamp First Thursday of each month Fox Rothschild offices Stella Visaggio
Communications ELitten@foxrothschild.com ajcr123@aol.com (888) 269-3831   9:30 AM 997 Lenox Dr Bldg 3 svisaggi@hrmcnj.org
 (609) 896-3600 (609) 584-6508  Attendee Code:  7844155 Lawrenceville, NJ (908) 850-6928 

 Mike McKeever Mary Cronin & Stacey Bigos First Friday of each month   John Brault
Education mckeevmp@umdnj.edu Mcronin@beslerconsulting.com /  (888) 269-3831   10:00 AM Conference Calls jbrault@phcmednet.org
 (973) 972-6859 Sbigos@njha.com  Attendee Code:  7363742  (908) 753-6401 ext. 1605
  (732) 839-1217 / (609) 275-4017

Certification Eric S. Fishbein Cheryl Cohen First Friday of each month   Mike McKeever
(Sub-committee  efishbein@presscott.com Cheryl.H.Cohen@Wellsfargo.com (888) 269-3831   10:00 AM Conference Calls mckeevmp@umdnj.edu
of Education) (860) 677-7888 (609) 259-3363 Attendee Code:  7363742  (973) 972-6859

FACT (Finance,  Megan Byrne Brian Kirkpatrick Second Wednesday of each Month  Scott Mariani
Accounting, Capital   megan.byrne@ey.com bkirkpatri@aol.com  (888) 269-3831   8:00 AM Conference Calls smariani@withum.com
& Taxes) (732) 516-4696 (201) 412-6518  Attendee Code:  8730600  (973) 898-9494 x420

 Dan Willis Mike Ruiz de Somocurcio  Fourth Thursday of each Month  David Wiessel
Institute 2013 dkwillis6@gmail.com & Erica Waller & Jennifer Vanegas  (888) 290-0578   8:00 AM Conference Calls david.wiessel@ey.com 
 (908) 301-5458 michael@hioscar.com  Attendee Code:  8788393  (732) 516-4520
  ewaller@princetonhcs.org 
  jennifer.vanegas@faef.com
  (917) 520-3645  (609) 620-8335  (585) 643-3377

 Mike Ruiz de Somocurcio Belinda Doyle Puglisi 3/6/13, 4/3/13, 6/5/13, 7/10/13, 9/3/13  Kevin Joyce
Managed Care michael@hioscar.com bpuglisi@childrens-specialized.org 10/14/13, 12/16/13 [2014 dates TBD] New Jersey Hospital Association kjoyce@qualcareinc.com
 (917) 520-3645 (908) 301-5458 (888) 290-0549   2:00 PM Board Room (732) 562-7823
   Attendee Code: 7775069

 Kevin Margolis  Jennifer Barr & Tim Bialek & Maria Facciponti Call for meeting arrangements Locations alternate Tony Consoli
Membership Services/ kevin.margolis@amerihealth.com jbarr@hackensackumc.org / (888) 269-3831 by month -  aconsoli@cbiz.com
Networking (609) 662-2422  tbialek@somerset-healthcare.com / Attendee Code:  5495569 please contact the chairs (732) 794-2662
  MFacciponti@adreima.com
   (551) 996-3376 / (908) 243-8640 / (973) 614-9100

 William Hunt Dara Derrick 8/19, 10/11, 12/13, 2/14/13, 4/11/13  Deborah Shapiro
Patient Access Services whunt@humed.com dderrick@hch.org (888) 269-3831   9:30 AM CBIZ KA Consulting offices dshapiro@wfs-services.com
 (201) 996-2897 (908) 850-6870 Attendee Code:  8942192 in East Windsor, NJ (201) 617-7100

 Steven Stadtmauer Kathleen Yenco  Second Friday of each Month  Josette Portalatin
Patient Financial sstadtmauer@csandw-llp.com kyenco@gaffeycorp.com  (888) 290-0578   10:00 AM New Jersey Hospital Association jportal@valleyhealth.com
Services (973) 778-1771 Ext. 146 (925) 226-1805  Attendee Code:  6748634 Board Room (201) 291-6017 

 Jennifer Shimek Howard Lasner 9/12, 11/14, 1/9/14, 3/13, 5/8  Deborah Shapiro
Physician Practice Jennifer.Shimek@ey.com Howard.Lasner@ehmc.com (888) 287-5336  9:00 AM Conference Calls dshapiro@wfs-services.com
Issues Form (732) 516-4676  (201) 608-2136 Attendee Code: 6137784  (201) 617-7100

 Brian Herdman Vicki Ozmore Third Tuesday of each Month Monmouth Shores Corp. Park Rosemary Nuzzo
Regulatory &  bherdman@cbiz.com vicki.ozmore@atlanticare.org (888) 269-3831   9:00 AM Meridian Conf. Room 1C rosemary.nuzzo@atlanticare.org
Reimbursement (609) 918-0990 (609) 677-7171 Attendee Code:  9169098 1350 Campus Pkwy, Neptune (609) 383-2114

 Nora Burdi Christine Putterman First Wednesday except Jan which is 1/8  Steven Bilsky
Revenue Integrity Nburdi@valleyhealth.com aputterman@princetonhcs.org (888) 269-3842   9:00 AM New Jersey Hospital Association sbilsky@causeycpas.com
 (201) 291-6384 609-620-8339 Attendee Code:  8687753  (303) 672-9896

 Lew Bivona
CPE Designation lbivona@Withum.com
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Current healthcare reform efforts have identified ineffi-
ciencies in access, cost, and quality of care within acute care 
hospitals.  The Affordable Care Act is strengthening the case 
for dedicated observation units. Medicare’s payment penal-
ties for excess 30 day readmissions will place more pressure 
on hospitals to decrease inpatient readmissions. In this envi-
ronment of increased scrutiny, few opportunities exist with 
the potential to reduce cost, enhance patient satisfaction, and 
improve the quality of care. Although hospitals have explored 
the concept of observation, many have not developed such 
units for reasons that include limited space, resources, or an 
understanding of the clinical and financial implications.

Visits to Emergency Departments (ED) exceed 120 mil-
lion each year¹, inpatient beds are scarce and expected to 
become more so, Medicare payments are becoming less, and 
audits and denials are becoming greater. The decision to 
develop any type of observation service begins with a solid 
commitment from Senior Leadership and strong Physician 
and Nurse Leadership.

The Center’s for Medicare and Medicaid Services (CMS) 
define observation care as “ongoing short term treatment, 
assessment, and reassessment before a decision can be made 
regarding whether patients will require further treatment as 
hospital inpatients or if they are able to be discharged from 
the	 hospital.”	 Observation	 care	 is	 intended	 to	 be	 a	 time-
limited outpatient service. According to CMS, “the decision 
whether to discharge a patient from the hospital or to admit 
the patient as an inpatient can be made in less than 48 hours, 
usually in less than 24 hours.”

It is our experience that patients placed in dedicated ob-
servation units are more accurately diagnosed, discharged 
to home faster, payers avoid costly admission charges, and 
scarce inpatient bed capacity is more appropriately utilized. 
More frequent use of observation can reduce unnecessary 
admissions and improve fiscal performance for the hospital 
while increasing patient satisfaction.

 Patients who are managed in dedicated (versus virtual) 
observation units are more likely to receive necessary testing, 

have shorter lengths of stay 
and lower overall care costs, 
in addition to enhanced pa-
tient satisfaction. Providing 
an alternative to avoidable 
admissions, observation units 
allow the hospital to reserve 
inpatient beds for those pa-
tients that need it, relieve ED 
overcrowding and improve 
throughput metrics. 

The virtual model is cer-
tainly inexpensive, presents as 
easy to implement, using beds 
located throughout the hos-
pital, and existing staff however, it does contain potentially 
significant drawbacks, including inconsistent care and delays. 
It can be a “culture shock” for inpatient clinical staff to care 
for observation patients whose care requires timely and more 
frequent assessments and testing. It is unfortunate to lose sight 
of managing these patients within the 12-24 hour window.

Understanding the profitability of a dedicated observa-
tion unit starts with the basic hospital profit equation in 
which	profit	equals	revenue	minus	costs.	Bridging	the	Ob-
servation Services Clinical and Financial gap provides the 
framework	for	success.	Observation	units	can	convert	previ-
ously unprofitable inpatient admissions into profitable ob-
servation stays. Hospitals must be careful about shifting too 
many cases into observation units.

To finish the profit equation and assist in determining the 
profit potential of an observation unit, costs must be consid-
ered. There are fixed costs; which will include start up and 
maintenance of the unit and staffing costs. The number of  
observation patients that one nurse must manage is often 
higher than inpatient ratios. Variable costs, such as linen and 
paper charting supplies are relatively insignificant.

Dedicated Observation 
Units: The Clinical and 
Financial Implications

By Cyndy McCarty-Kowalski, RN, MPA, C-CDIS – Manager, BESLER Consulting
    Dr. Edward Niewiadomski, MD – Senior Medical Advisor, BESLER Consulting

Cyndy McCarty-Kowalski

Dr. Edward Niewiadomski

continued on page 20
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For every patient treated in an observation unit and dis-
charged who would have otherwise been admitted, an inpa-
tient bed could be occupied by a patient with the intensity 
of service which necessitates the acute level of care. Chest 
pain is one of the more common observation diagnoses. A 
patient admitted vs. placed in observation may result in a de-
nial due to lack of medical necessity and recoupment of the 
MS-DRG. If the patient is most appropriate for observation, 
the facility has the opportunity to bill outpatient charges  
such as observation hours and infusion services.  An efficient 
observation unit provides opportunity to manage patients as 
outpatients and determine the most appropriate plan of care. 
Observation	 units	 can	 convert	 previously	 unprofitable	

hospital admissions into profitable observation stays while 
still providing appropriate evaluation, treatment, and risk 
stratification.

About the Authors
Cyndy McCarty-Kowalski, RN, MPA, C-CDIS, Manager, has 
over twenty (20) years of clinical and leadership experience in-
cluding emergency services, perioperative services and perfor-
mance improvement. She is also knowledgeable in the develop-
ment and implementation of ambulatory surgery centers, team 
building and management development.  Cyndy has been an 
active member of the RAC engagements related to medical ne-
cessity reviews for the firm. Cyndy is a Certified Clinical Doc-
umentation Improvement Specialist. Cyndy can be reached at 
CKowalski@besler.com.

Dr. Niewiadomski is an accomplished physician with over three 
decades of experience in direct patient care and healthcare ad-
ministration. He recently served as Senior Vice President of 
Medical Affairs and Chief Medical Officer at Southern Ocean 
Medical Center in Ocean County. Dr. Niewiadomski earned his 
medical degree from the University of Medicine and Dentistry of 
New Jersey – Rutgers Medical School and completed a residency 
in Internal Medicine at Robert Wood Johnson University Hospi-
tal in New Brunswick, NJ. After a distinguished career in inter-
nal medicine, he became a Corporate Vice President for Medical 
Affairs and Vice President for Operations at Robert Wood John-
son University Hospital at Hamilton and President and CEO 
at Robert Wood Johnson Medical Associates at Hamilton, P.A. 
Following Robert Wood Johnson, he served as Vice President of 
Medical Affairs and Chief Medical Officer at Cape Regional 
Medical Center and President and CEO for Cape Shore Medi-
cal Associates, P.A. in Cape May Court House. Dr. Niewiadom-
ski can be reached at dred@besler.com.

References
1Centers for Disease Control and Prevention, National Center for 
Health Statistics. (2010) Selected patient and provider characteristics 
for ambulatory care visits to physician offices and hospital outpatient 
and emergency departments. United States, 2008.

continued from page 19

mark your calendar . . .

PLEASE NOTE:  NJ HFMA offers a discount for those members who wish to attend Chapter events and who are currently seeking employment.  

For more information or to take advantage of this discount contact Laura Hess at NJHFMA@aol.com or 888-652-4362.  The policy may be viewed 
at: http://hfmanj.orbius.com/public.assets/A02-Unemployed-Discount/file_168.pdf 

October 9-11, 2013 all day
Borgata Hotel & Casino  Annual Institute
Atlantic City

November 19, 2013 all day
Woodbridge Hilton  Education Series:
 Finance, Accounting, Capital & Tax

January 14, 2014 all day
Woodbridge Hilton  Education Series:
 Patient Financial Services

March 11, 2014 all day
Woodbridge Hilton  Education Series:
 Compliance, Audit, Risk & Ethics
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•Focus on...New Jobs in New Jersey•

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

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

Job Position and Organization
DIRECTOR OF FINANCE
 St. Francis MC
 Trenton, NJ

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

BILLING COORDINATOR
 The Valley Hospital
 Ridgewood, NJ

SENIOR FINANCIAL ANALYST
 Inspira Health Network
 South Jersey

CORPORATE COMPLIANCE COORDINATOR
 The Valley Hospital
 Ridgewood, NJ

SENIOR ACCOUNTANT
 Holy Name MC
 Teaneck, NJ

New Members
Mabel Lucash
Quality Assurance
mlucash@optonline.net

Susan Reed
RGP
Sr. Director, Client Service
(609) 936-4502
susan.reed@rgp.com

David House
MedAssets
Business Analyst
(201) 786-6495
dhouse@medassets.com

Marisa Nooney
Hunterdon HealthCare Partners
Project Lead
(908) 806-8222
nooney.marisa@hunterdonhealthcare.org

Christine Sabatino
Hunterdon HealthCare Partners
Director of Provider Relations
(908) 806-8222
sabatino.christine@hunterdonhealthcare.org

Jill Sacco
Health Care Software
Enterprise Sales Executive
(800) 524-1038
jsacco@hcssupport.com

Jacqueline M. Schroeders
Rutgers School of Dental Medicine
VP Finance/ CFO
(973) 972-4624
schroejm@sdm.rutgers.edu
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A Summary of the Schedule H
Benchmark Report for
Tax Years 2009 and 2010

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

Scott J. MarianiThis spring the American Hospital Association (“AHA”) 
with the assistance of the public accounting firm Ernst & Young 
(“EY”) released a report entitled “Ernst & Young Schedule H 
Benchmark Report (“Benchmark Report”) for the American 
Hospital Association Tax Years 2009 & 2010.” This is the 
second consecutive year AHA collected community benefit 
information from tax-exempt hospitals and asked EY to analyze 
and report on the information collected. The Benchmark Report 
was based upon information reported by tax-exempt hospitals 
on their annual Federal Form 990, Supplemental Schedule H, 
Hospitals, for the 2009 and 2010 tax years; respectively.

In 2012, AHA released the results of its first annual Schedule 
H project which included an analysis of community benefit 
information reported by tax-exempt hospitals with respect to 
their 2009 Federal Form 990, Schedule H. Beginning with the 
2009 Federal Form 990 tax returns, all licensed tax-exempt 
hospitals were required to complete all six parts of Schedule 
H, including Part I, which outlines the hospital’s community 
benefit information based upon primary guidance and 
principles of the Catholic Health Association.

The 2013 Benchmark Report provides comparative data 
for Federal Form 990, Schedule H filers for both the 2010 and 
2009 years.

Background
The process for compiling the information was similar 

to last year; AHA requested that its members provide EY 
with a copy of their filed 2010 Schedule H. In addition, 
EY also invited its clients to participate. Similarly, the data 
was collected and tabulated in the same manner as the prior 
year’s report. Each responding single licensed hospital was 
categorized as follows:

1. Size – based on total hospital expense:
	 •	 a	small	hospital	had	less	than	$100	million	of	total	 
  hospital expense; 
	 •	 a	 medium	 hospital	 had	 $100	 million	 to	 $299	 
  million of total hospital expense; and
	 •	 a	 large	hospital	had	$300	million	or	more	of	total	 
  hospital expense.

2. Location – based on  
 hospital zip code:
	 •	 Urban	and
  Suburban
	 •	 Rural

3. Hospital Type –  
 based on facility  
 response:
	 •	 General	Medical	 
  and Surgical
	 •	 Children’s
	 •	 Teaching
	 •	 Critical	Access

A hospital which responded and reflected a Schedule H 
with more than one licensed hospital (in Schedule H, Part V 
Section A, Hospital Facilities) was classified as a system for 
purposes of the Benchmark Report.

Hospital Respondents
The number of participating Schedule H filers actually 

decreased in this year’s Benchmark Report from 571 to 524. 
However, system participants increased from 94 to 118. In 
addition, the total amount of hospital participants actually 
increased from 877 to 972; respectively, due to a rise in 
the number of system participants this year. Interestingly, 
there was a significant reduction in medium sized hospital 
participants this year from 185 to 121. The decline in 
single licensed participants and increase in system and total 
participating hospital facilities may be a result of the hospital 
mergers, closures, consolidations and creation of large 
integrated hospitals and healthcare systems occurring in the 
United States.

The total hospital participants in the Benchmark Report 
represent approximately 33% and 30% of total tax-exempt 
hospitals in the United States for the 2010 and 2009 years; 
respectively. Based upon the size category criteria outlined 
above, the participating Schedule H filers were categorized as 
follows for the two years:

Allison S. Kimowitz
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continued on page 24

The Results
On	average,	overall,	for	2010	the	participating	hospitals	and	

systems reported 11.6 percent of their total annual expense as a 
benefit to the community compared to 11.3 percent reported 
for 2009. This means that a hospital with $100 million of 
reported expense incurred over $11 million of benefits to 
the community in both 2010 and 2009. For purposes of the 
Benchmark Report, “benefits to the community” include 
charity care, Medicaid underpayments, community health 
improvement programs, health research and education, 
subsidized services, bad debt expense (at cost) attributable to 
patients eligible under the organization’s financial assistance 
policy, Medicare shortfall, 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 decreased slightly from 8.4 percent in 2009 to 8.2 
percent in 2010. These numbers do not include Medicare 
shortfall or bad debt expense (at cost) attributable to patients 
eligible under the organization’s financial assistance policy. 

The chart above, right, includes a comparison of the 
information for both years.

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 2010 report shows that small 
hospitals reported an average community benefit percentage 
of 7.3 percent, medium hospitals reported 7.5 percent, large 
hospitals reported 9.2 percent and systems reported 8.1 percent. 
The hospital size categories and respective community benefit 
categories which total to these percentages are as follows:

Small Hospitals
The 7.3 percent is comprised of the following: 5.9 

percent represents charity care, unreimbursed Medicaid, and  

 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
other unreimbursed costs from means-tested government 
programs; 0.1 percent represents health professions education; 
0.2 percent represents cash and in-kind contributions to 
community groups; and 1.1 percent other benefits. The total 
2009 percentage also totaled 7.3 percent. 

Medium Hospitals
The 7.5 percent is comprised of the following: 5.5 percent 

represents charity care, unreimbursed Medicaid, and other 
unreimbursed costs from means-tested government programs; 
0.4 percent represents health professions education; 0.3 percent 
represents cash and in-kind contributions to community 
groups; and 1.3 percent represents other benefits. The total 
2009 percentage was slightly higher at 8.0 percent. 

Large Hospitals
The 9.2 percent is comprised of the following: 5.5 percent 

represents charity care, unreimbursed Medicaid, and other 
unreimbursed costs from means-tested government programs; 
1.6 percent represents health professions education; 1.1 
percent represents medical research; 0.2 percent represents 
cash and in-kind contributions to community groups; and 0.8 
percent represents other benefits. The total 2009 percentage 
was slightly higher at 9.8 percent. 

Systems
The 8.1 percent is comprised of the following: 5.2 percent 

represents charity care, unreimbursed Medicaid, and other 
unreimbursed costs from means-tested government programs; 
1.1 percent represents health professions education; 0.2 
 

Participating Schedule H filers

 2009 2010

Small 172 188

Medium 185 121

Large 120 97

System 94 118

Total Schedule H’s 571 524

Participating hospital facilities 877 972

“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%
•	 Bad	debt	expense	attributable	to	charity	care:	0.4%
•	Medicare	shortfall:	2.4%

“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%
•	 Bad	debt	expense	attributable	to	charity	care:	0.5%
•	Medicare	shortfall:	2.8%

Charity care and unreimbursed Medicaid, etc. was
5.7% of the 2009 and 2010 totals; respectively.
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percent represents medical research; 0.5 percent represents 
cash and in-kind contributions to community groups; and 1.1 
percent represents other benefits. The total 2009 percentage 
was higher, totaling 9.3 percent. 

Community Building Activities
The participating hospitals and systems indicated that, 

on average, each incurred only 0.1 percent of their total 
expenses on community building activities in both 2010 and 
2009. These activities typically are not directly related to the 
provision of patient care services but other services which 
generally improve the surrounding community of the hospital. 

These 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. Examples of community building activities include 
physical improvements and housing, economic development, 
community support, environmental improvements and 
community health improvement advocacy.

Community building activities are reported in Federal Form 
990, Schedule H, Part II, Community Building Activities.

Bad Debt Expense
The average reported bad debt expense (at cost) attributable 

to patients eligible under the organization’s financial assistance 
policy increased slightly from 0.4 percent of total expenses 
or approximately $1.6 million per participant in 2009 to 0.5 
percent of total expenses or approximately $1.8 million per 
participant in 2010. 

Estimates of bad debt expense (at cost) attributable to 
patients eligible under the organization’s financial assistance 
policy were completed by greater than 80 percent of the 
participants, a 10 percent increase from last year’s participants. 
In both years, a majority of hospitals and systems reported that 
a portion of their bad debt expense would qualify as a benefit 
to the community as charity care due to the low income of the 
patients. 

This information is reported in Federal Form 990, Schedule 
H, Part III, Bad Debt, Medicare, & Collection Practices.

Medicare Surplus and Shortfall
A Medicare reimbursement shortfall was reported by more 

than 74 percent of the respondents in 2010, similar to the 
75 percent reported in 2009. Shortfall is when the Federal 
government reimburses hospitals less than their costs for 
treating Medicare-qualifying patients. This information is 
reported in Federal Form 990, Schedule H, Part III, Bad 
Debt, Medicare, & Collection Practices.

Summary
The tax-exempt status of hospitals and what they are doing 

to further their charitable purposes has drawn the attention of 
the IRS and Congress for a number of years. The identification, 
quantification and accurate reporting of community benefit 
activities and programs for hospital facilities have never been 
more important. 

The Benchmark Report is important because it provides 
industry data and comparative information on the first two 
years of complete Schedule H’s filed by tax-exempt hospital 
facilities. Prospectively, tax-exempt hospitals and systems 
can continue to use this report for benchmarking themselves 
to similarly sized peers. Moreover, this report may be even 
more beneficial if future reports also provide participant 
averages based upon certain geographic category location 
groupings in the United States (e.g. northeast, southeast, 
mid-west and west). State by state information would also 
be extremely useful.

Under the Patient Protection and Affordable Care Act 
enacted on March 23, 2010, the IRS must review the Form 
990, Schedule H for every filing tax-exempt hospital at least 
once every three years. These reviews have begun and the 
Benchmark Report can be a useful source of benchmarking 
information for tax-exempt hospital facilities annually as a 
tax compliance check to ensure they stay within community 
benefit industry averages.

About the authors
Scott J. Mariani, JD, is a Partner at WithumSmith+Brown, 
Certified Public Accountants and Consultants, and is also a 
Practice 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.

continued from page 23
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A.
Q.What are the recently issued regulations related to CHNA 
about, and how will they affect my facility?

The Internal Revenue Service (“IRS”) has issued final and 
temporary regulations, effective August 15, 2013, with 
respect to hospital organizations liable for an excise tax 
imposed under Internal Revenue Code (“IRC”) §4959 for 
failure to meet the community health needs assessment 
(“CHNA”) requirements for any tax year. The hospital 
organization must file a Form 4720, Return of Certain 
Excise Taxes Under Chapters 41 and 42 of the Internal 
Revenue Code, and pay the excise tax by the fifteenth day 
of the fifth month after the end of the organization’s taxable 
year in which the liability was incurred. 

The Patient Protection and Affordable Care Act 
(“Affordable Care Act”), Pub. L. No. 111-148, 124 Stat. 
119, enacted March 23, 2010, created new IRC Sections  
501(r) and 4959 which apply to tax-exempt hospital 
organizations	 and	 their	 hospital	 facilities.	One	 of	 the	 four	
new requirements, IRC §501(r), creates for all tax-exempt 
hospital organizations, the requirement to have a CHNA 
conducted once every three years.  Additionally, the tax-
exempt hospital organization must adopt an implementation 
strategy that addresses each of the significant health needs 
identified in the CHNA.

According to the final and temporary regulations, “a 
hospital organization seeking to obtain or maintain tax-
exempt status as a charitable organization described in 
§501(c)(3) must comply with the requirements of section 
501(r), including the requirement to conduct a CHNA 
under §501(r)(3).” 

IRC §501(r)(2)(A)(i) de- 
fines a hospital organization 
to which IRC§501(r) applies 
as including any organization 
that operates a facility that  
is required by a state to be 
licensed, registered, or simi- 
larly recognized as a hospital. IRC§501(r)(2)(B)(i) requires 
a hospital organization that operates more than one hospital 
facility to meet the requirements of IRC§501(r) separately 
with respect to each hospital facility.

It is important for hospital organizations which 
operate more than one facility to be aware that the 
CHNA requirements apply separately with respect to each 
hospital facility. Additionally, since the requirements apply 
separately to each hospital facility, failure to meet those 
requirements would subject each facility to the $50,000 
excise tax and potential loss of tax-exempt status. Please 
note that the $50,000 excise tax will be assessed annually 
until such time the CHNA and implementation strategy 
requirements are fulfilled. 

About the Author
Karen L. Henderson, CPA, is a Tax Manager at Withum-
Smith+Brown, Certified Public Accountants and Consultants, 
and is a member of the firm’s Healthcare Services Group. She can 
be reached at khenderson@withum.com. If you have any questions 
related to these regulations, please feel free to contact her.

IRS issues Final and Temporary
Regulations on Excise Tax Return for
Failure to meet CHNA Requirements

Karen L. Henderson

•Focus on Finance•



9:00	-	5:00	 Conference	Registration
10:00	-	11:00	 Neil	Sullivan,	NJ	Department	of	Banking	and	Insurance	-	Current	Insurance	Market	in	NJ		Salon	A/B
11:00 - 12:30 Day Egusquiza - ICD-10 Changes Everything in the Revenue Cycle  Salon A/B
12:30-1:30	 Lunch											Borgata	Buffet
1:30-2:20	 HITECH	Final	Rules	-	Andrew	Blustein,	 Sustaining	Revenue	Integrity	with	EMR	-		 Finding	Your	Niche:	5	Key	Points	for	Healthcare	Industry	 New	Claims	Paradigms	-	Encounter	Based	Editing	and
	 Garfunkel	Wild,	P.C.			Studio	1	 Caroline	Znaniec,	Consultant,	Luna	Healthcare	 Executives	-	Michael	O.	Lincoln,	Lillibridge	Healthcare	 Working	the	Claim	Status	-	Terry	Brown,	The	SSI	Group	Inc.
  Advisors, LLC   Studio 2 Services, Inc.   Studio 3 Studio 4
2:30 - 3:20 ICD-10 Compliance -Industry Implemetation  Building Exception-Based Workflow and Changes to Medicare DSH Payments - Financing Your Strategic Initiatives - 
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 Saint Peter's University Hospital   Studio 1  
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  Thursday, October 10, 2013
7:00	-	8:30	 Breakfast	-	Salon	D
8:30 - 9:00 Melinda S. Hancock, National Director, HFMA     Salon A/B
9:00 - 10:00 ACO's and Population Health - Kevin Brennan, CPA, FHFMA, EVP and CFO, Geisinger Health System        Salon A/B
10:00 - 10:30 Chapter Awards        Salon A/B          
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10:45 - 12:15 Dr. Ezekiel Emanuel     Salon A/B          
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	 Developing	a	Compliance	Program	Midway	Through	a	CIA	-		 	 A	Multidisciplinary	Approach	to	Patient	Requests	for
	 Dara	Quinn,	University	Hospital,	Joanna	Haller,	Deloitte	&	Touche,	LLP		Boardroom	1	 Amendment	of	Records	-	Eric	Sandhusen,	Carepoint	Health	-	Bayonne	Medical	Center			Boardroom	2						
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4:25	-	5:15	 Successfully	Turn	the	Tide	of	the	RAC		 Revenue	Cycle	&	Compliance:	2	Sides	of	 Consumer	Driven	Healthcare,	High	 M&A	Update	-	Industry	Wide	-		 Using	Analytics	to	Optimize	Revenue	Cycle	 EFT/ERA	Operating	Rules	-	
  Overpayment Determination Process -  the Same Coin - BJ Welsh, Saint Peter’s Deductible Health Plan History, Present	 Greg	Park,	Ernst	&	Young	LLP	 Performance	-	Ed	Berenblum,	Jerry	Bruno	 Right	Around	the	Corner	-
	 	 Barbara	Tapscott	and	Susan	Trewhella,			 Healthcare	and	Lindsey	Colombo,		 and	Future	-	Jim	Gandolfo,	PNC	 Studio	4	 &	Gil	Messer,	Deloitte	Consulting	 Mark	Scott,	PNC	Healthcare
  Geisinger Health System   Studio 1 Raritan Bay Medical Center   Studio 2 Healthcare and J. Kevin McKechnie,   Boardroom 1 Boardroom 2
    American Bankers Association  Studio 3
5:15 - 6:15    Vendor Fair Open      Salon D
6:30 - 8:30    NJHFMA President's Reception at THE Borgata Pool
10:00 - 1:00   Late Night Reception with the band Brian Kirk and the Jerks at The MIXX

  Friday, October 11, 2013
8:00	-	9:00	 Breakfast				Salon	D
9:00 - 10:00 David Knowlton, New Jersey Health Care Quality Institute Quality Issues In Today's Healthcare Environment
   Salon A/B 
10:00	-	11:00	 Richard	Silveria,	CFO,	Boston	Medical	Center	 Update	on	Massachusetts	Healthcare	Reform
   Salon A/B 
11:00 - 12:30 Panel Discussion - Health Insurance Exchanges 
  Steven Blumberg, Ron Johnson, Garrick Stoldt, Michael Munoz, Kevin Conlin Salon A/B
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Cyber Insurance is No Longer 
Optional for Healthcare 
Providers

by  Anthony Consoli

Anthony Consoli

Increasing regulation and a growing number of cases 
involving both intentional and unintentional releases of 
protected health information (PHI) highlight the need for 
all healthcare providers, including physicians, to purchase 
data security and privacy liability, aka “Cyber Insurance.”  
The adoption rate of electronic health record systems 
and use of computerized physician order entry may lead 
providers to consider “cyber” insurance as necessary only 
if	they	are	using	EHR/EMR	or	CPOE	software.		However,	
the reality is that paper records, the use of smart phones 
and other devices, and employee error all create exposure 
for healthcare providers.  

Data theft is the fastest-growing sector of white collar 
crime and is an issue that impacts all industries. Liability 
associated with these thefts is particularly driven by 
regulations concerning protected health information (PHI) 
and personally identifiable information (PII) - with the 
health care and financial services industries particularly 
at risk.  In the healthcare setting, cases involving medical 
identity theft are escalating. According to the Ponemon 
Institute, a leading independent research organization, 
over 1.5 million Americans have been affected by medical 
identity theft at a cost over $30.9 billion*. Ponemon also 
advises in their annual benchmarking report that 52% of 
healthcare organizations have experienced one or more 
incidents of medical identity theft. 

Data Security and Privacy Liability, more commonly 
referred to as “Cyber Insurance,” is one tool for managing 
the risks associated with data breaches and unauthorized 
releases of PHI or PII.  But, like all insurance products, it’s 
only useful after an event has occurred.  Risk management 
plans that are embedded into the organization’s IT policies 
and procedures are the best defense in protecting the 
company’s finances, reputation and customer confidence.

Loss Prevention 
As in most other areas of risk management, the ability 

of an organization to prevent adverse events is based on its 

people, processes and technology.  In the network security 
arena, organizations that have dedicated information security 
personnel and who actively screen prospective employees 
will have an edge in preventing unauthorized access and 
accidental releases of PHI or PII.  Employing or contracting 
for employees who are charged with managing all IT systems 
and devices, how data is stored and transmitted, and exercising 
control over access to these systems will play a critical role in 
risk management.  This practice is certainly followed in the 
hospital and larger institutional setting but is not as prevalent 
in physician practices or other provider settings.

 Performing background security checks and pre-
employment drug screens on all prospective colleagues, but 
especially those with access to IT systems and infrastructure, 
will help to weed out applicants with criminal records and 
substance abuse issues.  Equally importantly, it will set the 
tone for the rest of the organization and help create a culture 
of safety and accountability.  

Processes that focus on safety and security are critical to any 
risk management program.  This is true in the IT arena as well.  
Robust policies and procedures focusing on controlled access 
for system updates, patch management, limited authority to 
load new software or write code, internal audit controls, and 
employee education and training are critical elements of an IT 
risk management plan.  Note that these policies don’t need to 
be	overly	complex.	One	of	 the	most	basic	 risk	management	
techniques in the IT world is password integrity.  Creating a 
policy on password management and educating staff on the 
imperative to keep them private may seem basic, but it is very 
effective. Passwords written on “sticky notes” and affixed to 
desks or monitors are a common occurrence.  So are passwords 
like “123456” or “password.” This may seem like common 
sense but human error often times provides the criminal’s best 
access point.  

Physical and environmental security, inventory and asset 
management and processes for the continual risk assessment 
are also critical elements of a viable risk management plan.  
The	 International	 Organization	 for	 Standardization	 (ISO)	
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has	 published	 an	 information	 security	 standard	 as	 ISO	
27002 that details best practices for IT security management. 
The	 ISO	 standard	 and	other	 excellent	 resources	 are	 readily	
available on line.  

IT managers are charged with providing the most up to 
date systems to enhance the operations of the organization, 
while simultaneously ensuring the confidentiality, integrity 
and availability of data. In the healthcare setting, this is 
an increasingly difficult and complex undertaking due to 
continued deployment of electronic health records and the 
use of PDA’s, smartphones, tablets and other devices that can 
not only store but also transmit data. The use of technology 
like intrusion detection/prevention systems, robust firewalls, 
hardened servers and redundant systems for business continuity 
are all considered ‘best practice’ for any organization. But, 
in today’s healthcare setting, with the accelerating emphasis 
on growth in outpatient centers, physician employment and 
accountable	care	organization	(ACO)	development,	universal	
adoption across the entire enterprise is essential.    

Insurance and Liability
Of	course,	even	with	the	most	technologically	advanced	

systems and the most robust risk management program, it is 
impossible to achieve 100% prevention. Criminal hacking 
incidents are on the rise but the majority of all incidents 
resulting in a breach or unauthorized access relate to lost or 
stolen laptops or other devices and unintentional employee 
actions. Further, the costs associated with these incidents 
have risen dramatically over the past few years.  

This has resulted in a growth in the number of 
organizations that are purchasing “cyber liability” coverage.  
Towers Watson advises in their 2013 Risk and Finance 
Manager Survey that 39% of all organizations surveyed have 
purchased this coverage. This represents an 11 percentage 
point increase over the prior year.  In the healthcare industry, 
CBIZ Insurance Services has seen a dramatic increase in 
interest and ultimate purchase of coverage for all healthcare 
providers, including hospitals and health systems, senior 
care organizations, physicians and physician groups and 
outpatient service providers.

These policies are offered by leading insurers such as Axis, 
ACE, Beazley, AIG, Chubb, C.N.A., Travelers, Ironshore, 
and	OneBeacon	 to	 name	 a	 few.	 All	 of	 these	 insurers	 will	
offer a highly customizable policy that can be tailored to 
focus on those key risks identified in the assessment process.  

Key coverage considerations include:

Investigation Expenses – forensic investigation to 
determine if a breach has occurred and the extent of the 
attack.

Notification and Credit Monitoring – to cover the 
expenses associated with notification to all affected persons 
(as required by HIPAA, etc.) and for monitoring the 
consumer credit reports for each affected person for a period 
of time.

Legal Liability –coverage for defense and indemnification 
against civil suits and class actions.

Public Relations Expense – provides coverage for 
expenditures made in managing the public perception of 
the organization as the result of a breach or unauthorized 
access. 

Cyber Extortion – provides reimbursement for expenses 
incurred in responding to a credible threat to the organization’s 
systems. 

Regulatory Actions – typically a sublimit for covering 
defense of fines and penalties associated with regulatory 
actions like the Fair Credit Reporting Act, HIPAA, etc.

In the physician market, most insurers offer a sublimit of 
coverage to their physician customers. Key national insurers 
like Medical Protective, The Doctors Company, ProAssurance, 
Medicus and others routinely provide this coverage extension.  
However, the coverage offered may not be enough to address 
the needs of the group. CBIZ Insurance Services therefore 
advises all companies to investigate the costs and benefits of 
purchasing a standalone policy to most adequately address 
their unique organization and risk profile.

*Ponemon Institute Second Annual Survey on Medical 
Identity Theft, March 2011

About the author
Tony Consoli is the President, Mid-Atlantic Region and National 
Healthcare Practice Leader for CBIZ Risk Management & 
Insurance Services. He has over 27 years of experience in the 
healthcare and insurance & risk management sectors. He is a 
member of the HFMA NJ Board of Directors and is a frequent 
speaker and author on risk management and insurance issues.  
Tony can be reached at AConsoli@cbiz.com.
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Many people who have been contributing to Individual 
Retirement Accounts (IRAs) for years have watched their 
account balances grow through tax-deferred accumulation. 
However, did you know the Tax Code mandates that con-
tributions to traditional IRAs are no longer permitted after 
reaching age 70½ and required minimum distributions 
(RMDs) must commence no later than April 1 of the year 
after the year in which you reach age 70½? 

Let’s take a look at the following example. Suppose Bob’s 
70th birthday was July 15, 2012 and he attained age 70½ on 
January 15, 2013. Bob will have until April 1, 2014 (the year 
after reaching age 70½) to begin taking distributions. 

It is important to note: The first RMD is actually for the 
year in which you attain age 70½ however, you are allowed 
to postpone it until April 1 of the following year. For every 
year after the first distribution, the RMD must be taken by 
December 31. 

At first glance, postponing the first RMD may seem like a 
good idea because you can gain additional tax deferral. How-
ever, a second RMD would be due by December 31 of the 
same year (i.e., that year’s required distribution). Not only 
would this substantially increase your taxable income, but it 
could also limit some deductions based on adjusted gross in-
come (AGI) and possibly subject your Social Security benefits 
to taxation. 

Consequently, some people find that it makes sense to take 
the first RMD in the year when age 70½ is reached, rather 
than to postpone and “double up” the following year. 

Calculating the Distribution 
Each year, the RMD amount is calculated by dividing the 

IRA balance, as of December 31 of the previous year, by the 
applicable life expectancy factor from the appropriate IRS 
table. If an individual has more than one IRA account, the 
RMD amount must be calculated according to the total bal-
ance in all accounts. However, the amount can be taken out 
of any one (or more) IRA account. For each subsequent year, 
the RMD amount must be recalculated. 

Note that if you fail to 
withdraw the RMD amount 
for each year, you may be sub-
ject to a tax penalty. This tax is 50% of the difference between 
the amount actually withdrawn and the amount required to 
be withdrawn (i.e., the minimum distribution shortfall). 

IRAs continue to be valuable vehicles for retirement plan-
ning. However, the time of reckoning (i.e., mandatory with-
drawals) may be approaching for many IRA owners. Knowl-
edge of the rules may help avoid potential tax problems. Be 
sure to consult a qualified tax professional for advice specific 
to your unique circumstances.

The information contained in this newsletter is not in-
tended as tax, legal, or financial advice, and it may not be 
relied on for the purpose of avoiding any Federal tax penal-
ties. You are encouraged to seek such advice from your profes-
sional advisors. The content is derived from sources believed 
to be accurate. Neither the information presented nor any 
opinion expressed constitutes a solicitation for the purchase 
or sale of any security. 

21st Century Retirement is written and published by Liberty 
Publishing to help keep you up-to-date on the issues which may 
affect your financial well-being. The opinions voiced in this ma-
terial are for general information only and are not intended to 
provide specific advice or recommendations for any individual. 
For specific advice on how to apply this information to your 
particular circumstances, you should contact your insurance, le-
gal, tax, or financial professional. Copyright © 2013, Liberty 
Publishing.

About the Author
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nancial Resources, a MassMutual Agency; courtesy of Massachu-
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By James A. Robertson, John W. Kaveney and Cecylia K. Hahn

Cecylia K. Hahn

January 1, 2014 is an important milestone for the im- 
plementation of the Affordable Care Act (“ACA”). The wide-
ranging health insurance reform that was set to take effect over 
several years is about to enter the next phase.1	Or	is	it?		

Almost immediately after the ACA was signed into law in 
March 2010, a host of some of the more popular consumer-
oriented protections took effect, including the ability of 
children to remain on their parents’ health insurance until 
age 26, the prohibition on annual limits on the dollar value 
of health care coverage, guaranteed issue for children under 
age 19 regardless of pre-existing conditions, and first dollar 
coverage for certain key preventative services. Indeed, the U.S. 
Department of Health & Human Services (“HHS”) touted 
that under the ACA, “[a]ll Americans will have access to 
affordable health insurance options . . . . millions of people 
who were previously uninsured will gain coverage, thanks to 
the Affordable Care Act.”2  

However, the looming January 1, 2014 implementation 
date for the next phase of health care reform may prove 
to	 be	 more	 of	 a	 millstone	 around	 the	 neck	 of	 the	 Obama	
Administration as calls for a reprieve from the implementation 
of the more burdensome provisions have been heeded. Most 
recently, the Secretary of HHS announced that the so-called 
employer mandate – the obligation that employers with more 
than 50 full-time employees offer health insurance coverage to 
their employees or potentially face a $2,000 per employee per 
year fine – would be postponed for one year.  The decision to 
postpone the implementation of the employer mandate until 
January 1, 2015 has been met with cries from Republicans  
to postpone the implementation of the individual mandate – 
also scheduled to go into effect on January 1, 2014, and to 
delay the implementation of the entire ACA altogether.  

Politics aside, it is important not to forget that the provisions 
of the ACA are interrelated and are designed to work in tandem 
with each other. The postponement of specific provisions – 
even for a short duration – must be analyzed in the context of 
the broader law so that the question can be answered:  What 
are the practical effects of delayed implementation of certain 
provisions on other related provisions of the ACA?  

This article will focus on three interrelated provisions: 
the individual mandate, the employer mandate, and the 
insurance exchanges – and discuss the potential issues that 

delaying implementation of 
the employer mandate would 
have on the overall goal of 
the ACA, which is to make 
sure that every American has 
access to affordable health care 
insurance coverage. 

A Look at What’s to Come: 
January 1, 2014 
The Individual Mandate – 
Purchase Health Insurance 
or Pay a Penalty (Tax)

The individual mandate has 
received the greatest amount of 
attention of all the scheduled 
2014 milestones. Beginning  
January 1, 2014, generally all 
United States citizens will be 
required to purchase basic  
health insurance or face a finan- 
cial “penalty,” which has been 
characterized by the United 
States Supreme Court to be a 
“tax.” While not entirely clear 
how the revenues from the 
individual mandate tax will be 
spent by the federal government 
once collected, it is generally 
speculated that these revenues 
may be used, in part, to help 
offset the costs of caring for 
those Americans who continue to be uninsured and those who 
continue to be unable to afford coverage.  Under the individual 
mandate tax, individuals who can afford but choose not to 
purchase health insurance will be subject to a tax that increases 
each year, from 1% of income (or $95 per adult, whichever 
is higher) in 2014 to 2.5% of income (or $695 per adult) in 
2016.3 Uninsured children are also subject to the tax, which will 
be half the adult amount.  

The tax for not having insurance is due when an individual  
 

January 1, 2014:
Milestone or Millstone?

James A. Robertson

John W. Kaveney

continued on page 32
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files his or her yearly tax return.  To avoid the tax, individuals  
with insurance will attach a form, provided by their insurance 
carrier, to their tax return confirming that they have minimum 
essential coverage. Individuals without insurance will pay the 
amount they owe along with their taxes. The tax for not having 
purchased health insurance in 2014 will be paid in 2015 with 
an individual’s 2014 federal income tax return.4  If not paid, 
the Internal Revenue Service (IRS) will withhold the money 
from any future tax refunds.5 Currently, there is no other 
mechanism for IRS enforcement. Additionally, individuals 
who do not purchase health insurance will be financially 
responsible for the entire cost of their medical care. Whether 
they have the financial wherewithal to pay it is a different story. 

The types of coverage an individual needs to purchase to 
meet the “minimum essential coverage,”6 requirement under 
the individual mandate generally includes eight types of 
plans: (1) any Marketplace plan, or other individual insurance 
plan;	 (2)	 any	 employer	plan,	 including	COBRA	and	 retiree	
plans; (3) Medicare; (4) Medicaid; (5) the Children’s Health 
Insurance Program (CHIP); (6) TRICARE; (7) Veterans 
health care programs; and (8) Peace Corps Volunteer plans.  
Plans that will not qualify include workers’ compensation, 
coverage for a specific disease only, or coverage only for vision 
care or dental care.7

Further, certain individuals will be eligible for waivers from 
the individual mandate. These include individuals who: (1) are 
uninsured for less than three months per year; (2) have very 
low income such that coverage would be unaffordable; (3) are 
not required to file a tax return because their income is very 
low; (4) live in states that have chosen not to expand Medicaid 
eligibility, but would qualify under the new income limits for 
Medicaid; (5) participate in a health care sharing ministry; or 
(6) are a member of a recognized religious sect with objections 
to health insurance.8 Additionally, individuals not in one of 
these categories may apply for an exemption. It remains unclear 
how HHS will verify that individuals qualify for an exemption 
given the lack of data available.

The individual mandate is designed to increase and improve 
access to affordable health insurance. In theory, it accomplishes 
this goal by requiring everyone to purchase health insurance, 
including and especially young and healthy individuals, 
thereby spreading the financial risk and, consequently, the cost 
of health care over a larger, healthy pool of insured individuals.  
The success of this approach depends on two factors. First, 
the young and healthy, on whom the government is counting 
to help offset the increased risk and cost of older or sicker 
individuals and those with pre-existing conditions, must 
purchase insurance. Many are predicting that most young 
people will “push the easy button next year by simply paying a 
very small fine rather than obtain health coverage.”9  Second, 
assuming, for the moment, that the young will opt to purchase 

insurance instead of paying the individual mandate tax, they, 
as well as every other American citizens, will need to be offered 
a policy from their employer or have a place – a marketplace, 
if you will – where they can turn to purchase health insurance 
on their own.  This is where the individuate mandate intersects 
with both the employer mandate and the health insurance 
exchanges.

The Employer Mandate – Provide Your Employees 
Insurance or Pay a Penalty (Tax)   

The employer mandate was also expected go into effect on 
January 1, 2014. The employer mandate requires employers 
that employ, on average, 50 full-time employees or full-time 
equivalent employees during the calendar year, to provide 
their employees with affordable health insurance coverage 
or potentially pay a penalty.  Employers with less than 50 
full-time employees are not required to offer their employees 
health care coverage.  Employees working at least thirty hours 
per week or 130 hours per month are considered “full-time.” 
The employer mandate penalty is assessed on an employer 
(with over 50 employees) that chooses not to offer health 
insurance if one employee then goes to the health insurance 
exchange, purchases an individual policy and qualifies for a 
tax credit or subsidy from the federal government. If these 
conditions are met, then the employer will be required to pay 
a penalty of $2,000 for every full-time employee, excluding 
the first thirty employees. For example, an employer with 
100 full-time employees that does not offer health insurance 
coverage could be on the hook to pay a penalty equaling 
$2,000 x 70 employees or $140,000.  

If an employer is required to offer health care coverage to 
its employees, the coverage must be “affordable,” meaning it 
cannot cost the employee more than 9.5% of the employee’s 
household income10 and must provide benefits covering at 
least 60% of health care costs.11  If the plan an employer offers 
is unaffordable or fails to pay for 60% of the health care costs, 
the employer could be subject to a fine of $3,000 for each 
employee who cannot afford the coverage.

The issue presented by the delayed implementation of 
only the employer mandate is that while employers will not 
be required to provide health insurance to their full-time 
employees, employees will nevertheless still be required to 
purchase insurance under the individual mandate.  We have 
already seen instances where employers – especially in the 
fast food,  hotel and hospitality, and retail industries – have 
begun to reduce their workforces or shift workers to part-time 
status in an effort to avoid having to offer their employees 
health insurance altogether, or avoid or reduce future penalties 
under the employer mandate. No matter what the reason, the 
delayed implementation of the employer mandate has further 
exacerbated the reality that more individuals may not be 

continued from page 31
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getting their health insurance from their employer and, as a 
result, will be on their own come January 1, 2014.

The Affordable Insurance Exchange – The Marketplace for 
Health Insurance

The ACA allows states to establish Affordable Insurance 
Exchanges (“Exchanges”), or a Health Insurance Marketplace 
(“HIM” or “Marketplace”), to help small businesses and 
individuals who are not offered insurance by their employers 
purchase affordable coverage.12  The exchange is designed to 
make buying health insurance “easier and more affordable.”  
Exchanges are meant to increase access to coverage by providing 
a “single point of access” for individual purchasers, where they 
will be able to compare health plans, determine if they are 
eligible for tax credits for private insurance or other health 
programs, and enroll in health plans.  Tax credits will become 
available for people earning between 100% and 400% of the 
poverty line who are not eligible for other affordable coverage.13 
Exchanges are also meant to reach another goal under the ACA 
– improve affordability of coverage by increasing competition 
among insurers.  Exchange coverage is intended to begin on 
January	1,	2014,	with	enrollment	beginning	October	1,	2013.		
However, recent reports have raised doubts as to whether 
the	Exchanges	will	be	up	and	running	by	October	1,	2013.		
Many states have chosen not to incur the significant cost 
of developing their own Exchange thereby leaving it to the 
federal government to incur the significant cost and labor to 
create one for them.14

Presently, 34 states have chosen not to set up their own 
Exchanges.  The Exchanges in these states will be run by the 
federal government.  The exchanges are key to the success of 
the ACA because it is the vehicle that will be used to enroll 
the country’s uninsured and individuals who need to purchase 
health insurance because their employer is not offering 
coverage to them.  Without a viable exchange, people will have 
nowhere to turn to purchase health insurance. 

  
The Delay Domino Effect
While	 the	Obama	Administration	has	 suggested	 that	 the	

delay in the implementation of the employer mandate has 
no effect on the effective date of other provisions, its delay 
could easily create a domino effect, putting pressure to delay 
other interrelated provisions, namely the individual mandate 
and the insurance exchanges. Ignoring for the moment the 
millions of people who are already uninsured, there will be 
countless additional individuals who were formerly covered by 
their employer-sponsored health insurance who will now find 
themselves scrambling to purchase health insurance or face the 
specter of paying a tax.  As a result, there will be increased 
pressure for the insurance exchanges to handle the influx of 
these additional insurance consumers.  

This does not bode well for success, especially in light of 

the testimony of W. Brett Graham, Partner and Managing 
Director, Center for Exchange Intelligence for Leavitt Partners, 
on September 20, 2013 before the House of Representatives 
Committee on Energy and Commerce where he said that 
most, if not all, exchanges will experience a rocky enrollment 
period as they work to overcome both known and unknown 
operational challenges, pointing to the complexity of the 
Exchange’s IT architecture, data verification challenges, 
concerns regarding privacy and security of data, and minimal 
outreach and education of potential consumers to maximize 
enrollment.15  Indeed, 78% of uninsured Americans still do 
not know they will be able to purchase insurance through the 
Exchanges,16 even though the White House has launched a 
massive marketing campaign to inform Americans about their 
health insurance options, including the creation of a website, 
healthcare.gov, a call center where people can get information 
about enrolling in the Exchanges, and establishment of a 
nationwide network of counselors and agents available to 
provide in-person assistance. Advocacy groups, including 
Enroll	 America	 and	 the	Texas	Organizing	 Project,	 have	 also	
held events and gone door-to-door to educate consumers about 
their	health	insurance	options.		Another	group,	Organizing	for	
Action, began running advertisements in June 2013 showing 
the supposed financial savings people have experienced under 
the ACA and plans to shift to enrollment-focused ads in the fall. 
To fill this gap, the White House hopes to use free media power 
to reach uninsured Americans, approaching sports affiliates and 
Hollywood celebrities such as Amy Poehler, Michael Cera, and 
Kal Penn for help in marketing the Exchanges.  Despite these 
efforts, the Administration faces an uphill challenge in getting 
millions of people proactively insured by January 1, 2014.  

As a result of all of these obstacles, the likely and practical 
outcome may, by necessity, be to postpone other key provisions 
of the ACA, including most notably, the individual mandate.  
The linchpin will be whether the problems with, which, 
following the delay of the employer mandate, will likely affect 
a greater number of individuals. Exchanges can be overcome 
by	October	 1st.	 	 If	 not,	 the	Obama	Administration	will	 be	
forced to either delay the individual mandate or risk having 
a huge population of uninsured with no place to purchase 
insurance.

About the Authors
James A. Robertson is a Partner and head of the health care 
practice at McElroy, Deutsch, Mulvaney & Carpenter, LLP, with 
ten offices in New Jersey, New York, Connecticut, Massachusetts, 
Pennsylvania, Delaware, and Colorado. Cecylia K. Hahn and 
John W. Kaveney are associates in the health care practice of 
McElroy, Deutsch, Mulvaney & Carpenter, LLP.  A special thank 
you must be mentioned to Yevgeniya Baraz, candidate for J.D., in 
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Lisa	Hartman,	Chair	of	the	CARE	Committee,	and	Dr.	Mark	Weinstein	are	thrilled	to	announce	their	
engagement!  The happy couple is planning a Spring 2015 wedding.

•People Watching•
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2013 Chapter Internal Financial Review

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

The purpose of the Internal Financial Review is to test and validate the chapter’s fiscal integrity and operating 
guidelines.  Furthermore, the review:
	Addresses whether the chapter’s financial statements correctly reflect its activities for the year.
	Considers whether an adequate level of documentation is maintained for the chapter’s receipts and disbursement 

transactions in order to reconcile checking and saving account bank statements.  
	Considers whether transaction approval guidelines are in place and being observed.

The Internal Financial Review for the 2012-2013 Chapter Year was completed on a voluntary basis by a certified 
public accountant who is a member of the chapter.  Heather L. Weber, Chapter Treasurer for the 2013-2014 year, 
provided the necessary documentation required for the Internal Financial Review.  The completed Internal Financial 
Review questionnaire was provided to the chapter’s Audit Committee of the Board of Directors.   A meeting of the 
Committee was held to review the findings and the questionnaire.  Upon review, the Audit Committee accepted the 
Internal Financial Review findings and approved the final financial statements for the 2012-2013 Chapter Year.    

The accompanying balance sheets and statements of activities and cash flows for the years ended May 31, 2013, 2012 
and 2011 reflect the final financial statements for the NJ Chapter.    If you should have any questions, please feel free 
to reach out to any Board member for assistance.

Respectfully submitted,

Mike Alwell 
2012-2013 Audit Committee Chair 
NJ HFMA
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To the membership of the New Jersey Chapter:

As described on the preceding page, the HFMA Internal Financial Review for the Chapter’s
2012-2013 fiscal year was recently completed and those financial statements are included on
the following pages. As you will see, the Chapter incurred a significant loss in the prior fiscal
year.  There are several drivers of the Chapter’s income and expenses and the Board of the
Chapter is aggressively monitoring the fiscal year 2013-2014 budget and actual results in order
to stabilize the financial outcome for this fiscal year.

However, the Chapter is a reflection of the industry we all work within – the challenging health
care and economic environment impacts attendance at the Chapter’s education and other
events and it impacts our ability to raise sponsorship funding from our supportive vendors.  So,
please continue to support the Chapter’s events when possible; with the changes evolving from
health care reform and other industry factors, staying current on the issues and drawing from
your network of peers is more critical now than ever.  Our Chapter takes great pride in the
quality of the educational sessions we produce for you, our members, so please take advantage
of them for yourself, your colleagues and your staff.

For our sponsors, we continue to need your generous support and understand the difficult
environment that your businesses face as well.  We could not do it without you.

Also, as part of our 2013-2014 budgeting process, we are taking a hard look at the cost
structure for our larger expenses and working with the host facilities to achieve savings without
sacrificing the quality of our events.

We truly appreciate your continued support during the upcoming months as we address our
financial challenges. We look forward to seeing you at a future Chapter event.

Respectfully yours,

David J. Wiessel
President 2013-2014
New Jersey Chapter-Healthcare Financial Management Association
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2013 2012  2011 
Assets
   Current Assets
      Bank accounts $      250,112 $      272,666  $      288,636 
      Accounts receivable, net           14,590           29,460            16,943 
      Other current assets           23,000           34,346             6,998 
   Total current assets          287,702          336,472          312,577 

   Fixed assets            1,039            1,296             4,380 
Total assets  $      288,741  $      337,768  $      316,957 

Liabilities and net assets
   Liabilities
      Current liabilities
         Accounts payable $        92,579 $        72,686  $        85,611 
         Deferred revenue           42,698           33,035            35,478 
         Accrued payroll            6,448            8,803             4,326 
      Total current liabilities          141,725          114,525          125,414 
   Total liabilities          141,725          114,525          125,414 

   Net assets
     Unrestricted net assets         147,016         223,243          191,543 
Total liabilities and net assets  $      288,741  $      337,768  $      316,957 

  

Healthcare Financial Management Association - New Jersey Chapter
Balance Sheets

May 31
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Healthcare Financial Management Association - New Jersey Chapter
Statements of Activities

2013 2012 2011

   Meeting and education income $             239,627 $             267,708 $             225,592 
   Newsletter income                  38,518                  48,114                  43,630 
   Golf Outing Income                   54,952                   69,255                  62,560 
   General sponsorship income                214,820                228,900                205,075 
   Interest income                       503                       691                       945 
   Other income                  29,298                  29,228                  29,604 
Total income                 577,718                 643,896                567,406 

Expenses
   Meeting and education expenses                460,871                402,041                368,798 
   Newsletter expenses                  38,736                  42,169                  44,418 
   Golf Outing expenses                  54,603                  61,854                  59,204 
   Member recognition and social event expenses                  26,839                  28,525                  19,654 
   General and administration expenses                  69,594                  70,523                  66,429 
   Depreciation                       257                    3,084                    4,332 
   Provision for bad debts                    3,045                    4,000                   (5,000)
Total expenses                 653,945                 612,196                559,071 

Net (loss) income  $             (76,227)  $               31,700 $                 8,335 

Healthcare Financial Management Association - New Jersey Chapter
Statements of Activities

Year ended May 31
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2013 2012 2011

Operating activities
   Net (loss) income $         (76,227)  $       31,700  $           8,335 
   Adjustments to reconcile net (loss) income to net cash (used in) provided 
by operations:
      Accounts receivable, net             14,870          (12,518)              (7,868)
      Other current assets             11,346          (27,347)               9,530 
      Depreciation                  257             3,084               4,248 
      Accounts payable             19,893          (12,924)              (4,425)
      Deferred Revenue               9,663            (2,443)             17,528 
      Accrued Payroll             (2,355)             4,478                    -  
Net cash (used in) provided by operating activities            (22,554)          (15,969)             27,348 

Investing activities
   Purchases of fixed assets                    -                   -              (1,428)
Net cash used in investing activities                    -                   -              (1,428)

Net cash (decrease) increase for period            (22,554)          (15,969)             25,920 
Cash at beginning of period           272,666         288,635           262,716 

Cash at end of period  $        250,112  $      272,666 $       288,636 

Healthcare Financial Management Association - New Jersey Chapter

Year ended May 31

Statement of Cash Flows



NJ HFMA Celebrates Our 2012-2013 Award Recipients

Founders Awards

 Follmer Bronze Reeves Silver Muncie Gold
 Jeffrey Weinstein Anthony Consoli David Wiessel 
 Eric Fishbein, FHFMA Scott Mariani Daniel Willis
 Nadinia Davis Heather Weber 
 Joseph McCarthy, CPA 

 Medal of Honor Recipients  200 Club
 Elizabeth Litten  Gregory Adams, FHFMA 
 Lindsay Colombo, FHFMA  Michael Alwell, FHFMA, MPA 
 Rosemary Nuzzo  Cheryl Cohen, FHFMA
   Joseph Dobosh
   Dorothy Lindstrom 

 2012-2013 Recently Certified Members  John Manzi 
 Timmo Bressler, CHFP  Richard Parker 
 Michael Waller, CHFP  Brian Sherin, FHFMA
 

 2012-2013 President’s  2012-2013 Leadership
 Award  Matters Award 
 Stacey Bigos  Deborah Olcott 
 Michael McKeever  Jennifer Vanegas 
 Mary Cronin, FHFMA 

2012-2013  
Yerger Awards

 Member Recognition  Fiscal Cliff Webinar 
 Michael Alwell & Mary Taylor, authors  Michael McKeever & 
   Stacey Bigos, authors

 Finance & Medicare 101  Location, Location, Location 
 Michael McKeever   (Remote Conferencing of the BFMS) 
 & Stacey Bigos, authors  Tracy Davison-DiCanto & Megan Byrne,
  authors

Multi Chapter Institute 
Daniel Willis &  

Michael Ruiz de Somocurcio, 
authors
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Special Thanks to our
2013 Institute Sponsors:
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InstItute sponsor GuIde

Celebrating our 20th Anniversary!
A proven track record of improving 

hospital financial performance through our 
integrated suite of software & services:

 • Workflow Technology
 • Business Intelligence
 • A/R Outsourcing
 • Denials Management & Recovery
 • Managed Care Advisory Services

www.aergo.com

People matter. 
Results matter.
That’s a code we live by.

Reimbursement Matters.

Hospitals exist to serve the people 

of their communities in extraordinary 

ways. It’s the passion of everyone 

who works there. But to accomplish 

anything takes revenue—the lifeblood 

of any business. Every drop is precious. 

Maria Facciponti (mfacciponti@adreima.com)
Karl Hellerich (khellerich@adreima.com)

adreima.com • (973) 614-9100

 

COVERAGE MATTERS

Eligibility Services

Medical Prior Authorization 

 

REVENUE MATTERS

Coding Services

Charge Capture Review

CDM Audit

 

PAYMENT MATTERS

Receivables Management

Clinical Denials Management

Clinical Audit Reviews

Managed Care Reviews

Post Payment Recovery

RAC Audit Support

Charity Care 

C

M

Y

CM

MY

CY

CMY

K

3.56 x 4.69 crossing guard ad.pdf   1   9/4/13   12:07 PM

CAR-004_Trade_pub_Ad_08_QtrPg_FINAL_05.indd   1 4/12/12   4:44 PM

®

seic.com/institutional 

Visit booth  to learn more about SEI’s        

Outsourced Investment Management Solution 

for Healthcare Organizations at this year’s  

NJ HFMA Annual Institute.

HFMA staff and volunteers determined that these products and 
services have met specific criteria developed under the HFMA 
Peer Review Process. HFMA does not endorse or guarantee the 
use of these products and services.

© 2013 SEI

SEI is a proud sponsor of the 

2013 NJ HFMA 
Annual Institute

222
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©2013 AmeriHealth HMO, Inc.   |   AmeriHealth Insurance Company of New Jersey   |   www.amerihealthnj.com 

Health insurance 
that cares.
AmeriHealth New Jersey is dedicated to wellness and to keeping our state healthy with 

innovative, affordable health plans for businesses and individuals. For wellness tips, and to 

learn more about AmeriHealth New Jersey, visit us on Facebook or at amerihealthnj.com.

Visit us on

Health insurance that pays.SM

DATE: 6/21/13                        FILE NAME: NJ HFMA 1/4pageE.indd

SIZE TRIM: 3 9/16” W x 4 11/16”” L  OUTPUT AT 100%
INK: 4c-Process   
FONTS: Frutiger LT 57 Condensed; Frutiger LT 67 Bold Condensed

CLIENT: AmeriHealth            JOB NAME: NJ HFMA 1/4pageE.indd

ELEMENT: 1/4 Page Ad         PUBLICATION: Program
AD: PM                                   PRODUCTION: PM             

49 Richmondville Ave. Suite 300
Westport, CT 06880
TEL:  203 - 489-0101

APPLICATION: Adobe inDesign
VERSION: CS/6

 AE: RR / ER

NJ HFMA 1/4page.indd   1 6/21/13   3:10 PM

FINANCING         TREASURY MANAGEMENT         CAPITAL MARKETS
INVESTMENT MANAGEMENT         EQUIPMENT FINANCE

AT PNC HEALTHCARE, our fully integrated suite of tools and solutions 
is built to help drive your bottom line. You’ll have access to our 
innovative capabilities tailored to your healthcare organization, as 
well as exceptional advisory services. Whether you need to access 
capital, mitigate risk or maximize effi ciencies, our unique approach 
can help you stay ahead of change. For more information, please 
contact David Newcomb at (215) 585-7825 or david.newcomb@pnc.com

A HEALTHIER
BOTTOM LINE

PNC and ACHIEVEMENT are registered marks of The PNC Financial Services Group, 
Inc. (“PNC”). Banking products and services and bank deposit products and Treasury 
Management products and services for healthcare professionals are provided by 
PNC Bank, National Association, a wholly owned subsidiary of PNC and Member 
FDIC. Certain banking and lending products and services may require credit approval. 
©2013 The PNC Financial Services Group, Inc. All rights reserved.  CIB PDF 0713-013-151702

CIBHC HFMA Newcomb Ad_151702.indd   1 7/2/13   9:47 AM

Everyone wants to grow. But grow how? In which markets? At 
what cost? To grow wisely, you need an advisor who really knows 
your business...and knows you. Who can deliver tailored solutions 
that create opportunities, maximize effi ciency and build business. 
EisnerAmper is that advisor. We roll up our sleeves to get to the 
bottom of your toughest challenges so you get the advice and 
strategies you need to create sustainable growth.

Let’s get down to business.®

www.eisneramper.com

Michael J. McLafferty CPA
MBA, FACHE, FHFMA, FACMPE
Partner, Health Care Services Group
Offi ce: 732.243.7297  
michael.mclafferty@eisneramper.com

GROW. WISELY.

A better working 
world starts with 
the world that  
matters most  
to you.
Visit ey.com

©
 2

0
1

3
 E

Y
G

M
 L

im
ited. A

ll R
ights R

eserved. E
D

 N
o

n
e.



46 Focus

 
 
      

Revenue as a Service™ 
the complete Revenue Cycle Solution 
 

Solutions 

∙ Claims Management 

∙ Workflow Automation 
Software 

∙ Denial Management 

∙ Contract Management 

∙ Patient Access Eligibility 

∙ Business Office Eligibility 

∙ Business Intelligence & 
Analytics 

 

GAFFEY is proud 
to be a member 
of the NJ HFMA 

chapter and 
would like to 

thank its 
members for 26 

years of 
partnership. 

WWW.GAFFEYCORP.COM 

InstItute sponsor GuIde

Transform your revenue cycle processes by leveraging 
Experian Healthcare’s patient access, claims and contract 
management, and collections products and consultative 
services, powered by data and analytics. Discover how 
your healthcare organization can lower costs, improve 
cash flow and enhance financial performance. 

To learn more, visit experian.com/healthcare.

Data-driven strategies for bottom line results

Instinct says:  
go with the know-how.

Reason says:  
go with the well-known.

Grant Thornton refers to Grant Thornton LLP, the U.S. 
member firm of Grant Thornton International Ltd.

At Grant Thornton we specialize in helping 
dynamic organizations like yours, because 
we are one too.  We know how to confront the 
challenges health care organizations face and 
bring a real, competitive advantage of senior 
staff time, short decision-making chains and 
sound processes. Grant Thornton is proud to 
sponsor the 2013 NJ HFMA Annual Institute. 
To see how we help unlock the potential for 
growth, visit GrantThornton.com/Growth.

WITHUMSMITH+BROWN, CPAS IS PROUD TO SUPPORT 
THE 2013 ANNUAL INSTITUTE. 

WITHUM.COM

SCAN TO VISIT THE HEALTHCARE 
SERVICES PAGE ON

Visit us at Booth 323 for more information about 
our full service accounting, audit, tax and consulting 
services. 

While you’re there, drop your business card for a 
chance to win an Apple iPad Mini!
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Healthcare 
Solutions that 
Work for You,   
in a Snap.
We bring industry expertise, functional knowledge, and 
applied technology to expand the reach of your tax, 
finance, revenue cycle, and reimbursement departments. 

Visit crowehorwath.com/hc or contact Vicky Ludema  
at 800.599.2304 or vicky.ludema@crowehorwath.com.

Crowe Horwath LLP is an independent member of Crowe Horwath International, a Swiss verein. Each 
member firm of Crowe Horwath International is a separate and independent legal entity. Crowe Horwath 
LLP and its affiliates are not responsible or liable for any acts or omissions of Crowe Horwath International 
or any other member of Crowe Horwath International and specifically disclaim any and all responsibility 
or liability for acts or omissions of Crowe Horwath International or any other Crowe Horwath International 
member. Accountancy services in Kansas and North Carolina are rendered by Crowe Chizek LLP, which is 
not a member of Crowe Horwath International. © 2013 Crowe Horwath LLP            FWO14204G

Audit  |  Tax  |  Advisory  |  Risk  |  Performance

TAX14510 HFMA NJ Ad.indd   1 8/28/2013   2:59:53 PM

Download provider case studies, reporting templates, 
and more: web.varohealthcare.com/HFMA

Resolve billing inquiries, recover past-due balances, 
increase patient satisfaction.

We can help you navigate the 
ups and downs of Patient 
Pay Revenue Cycle. 

 

Physician Billing Done Right 

 Professional Billing 
 Coding & Documentation 
 Managed Care Credentialing 
 Business Development 

Experienced in 20+ Software Systems 
 

Contact Karl Johnson – 201.818.9118 x 140 
www.millennium-md.com 

Serving Physicians and Hospitals since 1997 

InstItute sponsor GuIde
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Rising premiums and reduced benefits have 
employers seeking healthy alternatives to 
conventional fully-insured health plans. 
Self-insured health plans offer employers 
custom benefit plan designs and manageable 
healthcare costs. Plans are available for 
employers in New York and New Jersey.

877.624.6220
www.magnacare.com
www.blog.magnacare.com
www.facebook.com/magnacare

 
 

 
 

CELEBRATING OUR 28TH YEAR IN BUSINESS 
 

FULL SERVICE HEALTHCARE REVENUE CYCLE MANAGEMENT 
SELF PAY EBO ● BAD DEBT ● INSURANCE SPECIAL PROJECT 

 
800.673.1414  www.grimleyfinancial.com 

 
Please Be Sure To Stop By Our Booth # 227 

 

contact@libertybilling.com

Actual 7-Year Best Fit Line Of Liberty Collections

Reconstruct Your Financial 
Future With Liberty
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HRS provides health systems with a platform 

that reduces readmissions by coordinating care 

between provider, patient and caregiver 

Our customized platform reduces readmission penalties by: 

• Addressing the top 5 reasons for readmissions 

• Engaging patients to improve adherence to their recovery plan 

• Leveraging caregiver participation in monitoring patient progress 

• Providing real-time data to caregivers & clinician network 

• Employing 4G technology for simple in-home use 

 

Contact us and learn more at www.healthrecoverysolutions.com 

Check your hospitals penalty at www.checkmypeanlty.com 

 

It’s All About the Bottom Line.

Proven Healthcare Solutions Provides 
Admission Review: Real Time, All the Time

  Emergency Department

  Observation Areas

  Outpatient Areas 

3
3
3

Quality affects compliance, which affects the revenue cycle.

•  Real-Time Remote  
Admission Review

•  Flexible Coverage

• Multiple Service Options

•  No Minimum  
Usage Requirement

•  Uses Latest Web-Based 
InterQual® or MCG™ 
Criteria

• Minimal Start-Up Cost

www.provenhcs.com/bottomline.php

Follow us:

(800) 560-3962

Management Consultants  
to the Healthcare Industry
Serving Provider, Health Plan and  
Life Sciences/Technology Clients

Provider Services
 Revenue Cycle
 Financial Modeling & Reimbursement
 Integrated Delivery Systems

Health Plan Services
 Provider Network Optimization
 Medical Expense Management

Life Sciences/Technology Services
 Payor Coverage &  
Reimbursement Management

 Economic Value Studies

DYNAMIC 
COLOR

DATA 
ANALYTICS

DYNAMIC 
COLOR

PATIENT
PORTAL PAYMENT

INTEGRATED

CHANNELS

COMMUNICATIONS
MULTI-CHANNEL 

DYNAMIC 
COLOR

PATIENT
PORTAL

PAYMENT
INTEGRATED

CHANNELS

CHANNELS

COMMUNICATIONS
MULTI-CHANNEL 

COMMUNICATIONS
MULTI-CHANNEL 

PATIENT
PORTAL

PAYMENT
INTEGRATED

CHANNELS

COMMUNICATIONS
MULTI-CHANNEL 

PATIENT
PORTAL

Patient Centered. 
Response Driven.
Communications and payment solutions 
to enhance the patient experience.

740-763-7008 • rcminfo@revspringinc.com 
revspringinc.com

DATA 
ANALYTICS
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SSI has long been a leading 
provider of claims processing. 
From precare, through pati ent 
care, to postcare, SSI provides 
faciliti es with a comprehensive 
product off ering designed to 
meet every revenue cycle need. 

Contact SSI today 
corp.ssigroup.com/njh
or call 1.880.881.2739

FROM PRECARE TO POSTCARE

Everything 
but the kitchen sink

You help 
people 
recover.. ......................................................

.....................................................

We help 
you 
recover.

      
     

Avectus 
means 
more 
revenue.

. ......................................................

. .............................................

. ......................................

. .........................................................

With an experienced team of 
attorneys, paralegals and 
support sta	, Avectus Healthcare 
Solutions solves one of the most 
challenging problems in 
healthcare—recovering payment 
on accounts involving potentially 
liable third parties. We specialize 
in identifying and pursuing all 
available sources of  payment on 
complex TPL accounts. 

We’re e�ective. 

We’re e�cient. 

We help you recover.

Third Party Liability Claims Management
From motor vehicle accidents to premise liability claims, our sta
 attorneys follow 
each account, every step of the way, from initial filing through the settlement 
process. We work to determine available coverage and to ensure prompt payment.

Workers’ Compensation Recovery
Our dedicated team of attorneys has the experience and skill to work through the 
complexity and dynamic nature of workers’ compensation law. Avectus o
ers a 
flexible program designed to fit your specific needs, ensuring prompt and accurate 
payment on these highly regulated claims.

Health Insurance Denial Recovery
Denied. Pended. Delayed. Challenged. Underpaid. These are the claims that can 
drain your resources. Avectus has the expertise needed to proactively work toward 
maximum recovery in a minimal amount of time. Our attorneys also handle MCO 
disputes, “medically necessary” challenges, unwarranted discounts, stalled 
negotiations and subrogration issues.

Probate and Estate Collections
Avectus can assist in pursuing recoveries through the probate process following 
a patient’s death. Our experienced legal department identifies open estates and 
files claims for all outstanding medicals, on behalf of the provider, in the 
appropriate court.

503 Cruise Street • Corinth, MS 38834
855-AVECTUS Toll Free • 662-594-6188 Phone

AvectusHealth.com

avectus email brochure  11/21/12  8:19 AM  Page 1

www.qualcareinc.com
732-562-0833

30 Knightsbridge Road / Piscataway / New Jersey / 08854

The Health Plan That’s AlwaysThere For You

Celebrating 20 Years

A Proud Sponsor of  the 
2013 NJ HFMA
Annual Institute



Focus     51

InstItute sponsor GuIde

n Risk Reduction (RAC)
n Clinical Benchmarking
n Revenue Integrity

n Financial Modeling
n Charge Evaluation
n Eligibility and DSH Services

You have data. You need insight.
CBIZ KA Consulting Services, LLC

The Devil Opportunity is in the Detail.

Information. Not Intuition.
   1-800-957-6900 

www.kaconsults.com

American Appraisal is a long-standing healthcare 
valuation leader. We are one of the few 
providers of valuation services with the expertise 
and experience to address the value of all 
classifications of tangible and intangible assets. 
We have performed hundreds of valuations 
across virtually all healthcare and related 
segments, from small private clinics to national 
healthcare corporations. 
www.american-appraisal.com

Lynn Forsythe
Managing Director
tel 215 598 9304
email: lforsythe@american-appraisal.com

Valuation

Transaction
Consulting

Real Estate
Advisory

Fixed Asset
Management

Finding 
answers for 
“now what?”

Moments of clarity. They’re in demand post-
health reform.
At PwC, we’re providing insight into the issues and 
challenges that organizations are now facing. Our 
team of over 4,000 professionals in the PwC global 
network collaborates with leaders across the health 
continuum. We’re ready to work with you, and develop 
the strategies that you’ll need to keep going, and 
keep prospering. To fi nd out more, visit pwc.com/
healthreform, or call (800) 211-5131.

© 2013 PwC. All rights reserved. PwC refers to the PwC network and/or one or more of its member 
firms, each of which is a separate legal entity. Please see www.pwc.com/structure for further details. 
This content is for general information purposes only, and should not be used as a substitute for 
consultation with professional advisors. 

Steve Moore
(646) 471-6602
stephen.mark.moore@
us.pwc.com

Michael George
(973) 236-4666
michael.george@ 
us.pwc.com

Laura Parello
(646) 471-2472
laura.j.parello@ 
us.pwc.com

Tami Radinsky
(646) 471-4480
tami.radinsky@ 
us.pwc.com

NY-14-0171 NJ HFMA 1_4 page ad_V2.indd   1 9/9/2013   7:44:58 PM
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Since 1986, BESLER Consulting has been assisting 
healthcare providers in enhancing revenue, gaining 
operational efficiencies and achieving compliance. 
BESLER Consulting clients benefit from a team of 
highly experienced, dedicated professionals. They bring 
to each engagement in-depth knowledge in a wide range of financial, operational 
and compliance issues. Telephone 1.877.4BESLER • Web site Beslerconsulting.com

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

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

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

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

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

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

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

new jersey chapter

NJ SmartStart Buildings is the commercial and indus-
trial component of the NJ Clean Energy Program, offer-
ing technical assistance, design support and financial 
incentives for energy-efficient equipment in new con-
struction and retrofits in New Jersey.

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



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

- Isaac Asimov

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

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

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

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

Princeton Pike Corporate Center
997 Lenox Drive, Building 3

Lawrenceville, NJ 08648

www.foxrothschild.com

Attorney Advertising

550+ Attorneys    |  19 Offices Nationwide



Is revenue integrity a component of your  
physician practice management strategy? 

 (877) 4BESLER    |   www.besler.com

Reimbursement  |  Revenue Cycle |  Coding and Compliance  |  Software Solutions

©2013 BESLER Consulting

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

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

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