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The President’s View . . .

Heather Weber

Hello everyone,

As the President of the HFMA New Jersey Chapter, I want  to welcome everyone to the 
39th Annual Institute Edition of the Garden State Focus. Yes, it is that time again. I know 
most of you are still wondering where the summer went. This year the Institute committee 
has worked very hard to once again assemble three days’ worth of amazing speakers and 
vendors to support the event and chapter. I would encourage everyone to make an effort to 
attend this year, whether for the full conference or using one of the individual day passes 
that can be purchased. With all the changes in the industry and stress over ICD-10, come 
to the Borgata and participate in our educational agendas and networking opportunities 
with your peers in the industry.  

I am very grateful for all of the support of the Institute Committee, Education Commit-
tee, and Charity Event Sub-Committee who have worked tirelessly to bring this premier event off year after year. Committee 
members reviewed over 80 abstracts of potential presenters to assemble the educational speaker line-up for this event. There’s 
a significant time commitment and we couldn’t do it without everyone’s help!  But I want to especially thank Jennifer Vanegas 
and Michael McKeever, the co-chairs of the Institute Committee. Their dedication and commitment to making this Institute 
exceptional and innovative has been extraordinary, and I am most appreciative and believe they have created an absolutely ex-
ceptional event.

I would also like to thank our sponsors of the Institute. Without your continued support, we would not be able to put on 
an event of this magnitude. The success and support of our Institute really drives the success of the chapter, and our ability to 
provide educational and networking events throughout the whole year. So once again, Thank You!

Wednesday night of the Institute we will once again have the networking trade show and charity event fundraiser. I have 
selected Make-A-Wish again as the recipient charity organization. Your support at this event has provided several very sick, 
deserving children a once in a life time opportunity, and we look to do the same this year. The event is from 6 o’clock to 8 
o’clock pm on Wednesday, the 7th of October. It has been shortened this year to allow members to go out to dinner once the 
event has concluded.

So, if you have not registered yet, please do so. Registration can be completed on-line on the Institute webpage at 
www.njhfmainstitute.org and is from October 7-9 at the Borgata in Atlantic City.  

I look forward to seeing everyone down at the Institute this year, and please enjoy this edition to the Focus. 

Heather L. Weber
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From The Editor . . .

Elizabeth G. Litten

Dear Readers,

Welcome back to the Annual Institute!  Many of you may be reading this issue between 
Institute sessions (not during, of course, since the sessions are bound to keep your atten-
tion squarely on the speaker(s)). Those of you who have not yet decided whether to join 
your many HFMA friends at the Borgata October 7th – 9th may be inspired to register 
when you see the breadth and relevance of session topics listed in the schedule published 
in this issue.  

I am pleased that this issue showcases the knowledge, expertise, and commitment of 
our members and contributors. It includes what may be a record-setting number of articles 
(twelve), and I noticed that nine of the twelve articles are written or co-written by women. 
Last year’s Chapter President, Tracy Davison-DiCanto, and this year’s Chapter President, 
Heather Weber, set a good example for women to become active in our Chapter (cheers to both!), but whatever the reason 
for the apparent uptick in recent years in leadership and contributions from the female members among us, we welcome it. It 
was not very long ago that our Chapter was led by a somewhat homogenous group of men (for reference, see the cover of the 
Fall 2013 Garden State Focus, which was a republication of the March 1996 cover photo).  Many of these men are still active 
Chapter members and continue to make invaluable contributions, but diversity of perspectives and personal and professional 
experiences will keep our Chapter vibrant.

Our Chapter will also stay vibrant as more of our members embrace social media as a way to connect with each other.  I 
really enjoyed reading Rhonda Maraziti’s article, “Social Media for Career Development:  How to Look Like a #RockStar”, 
which surfaced on my screen not long after I had seen an incredibly resourceful GoFundMe page by a young woman from 
Chicago seeking contributions to help fund her freshman year at New York University in the fall. What struck me about 
Donna’s post was her offer to write poetry personalized to her contributors. I watched her YouTube video, contributed $25, and 
asked her to write a Haiku for my son, also an incoming NYU freshman. If a resourceful 18-year-old can use social media to 
get strangers to help fund her college expenses, just think what our Chapter membership might be able to achieve in terms of 
career development and idea-sharing. (For those of you interested in learning more about Donna’s GoFundMe campaign, see 
http://www.gofundme.com/donnagoestocollege.)

So please submit articles, bring your ideas to Chapter forums, and connect with other members at the Institute, in educa-
tional sessions, and via social media (more to come in the next issue on that topic).

Happy Reading!

Elizabeth G. Litten
Editor
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Fatal Commingling of Profit and 
Non-Profit: New Jersey Tax Court 
Denies Non-Profit Hospital Property 
Tax Exemption – Now All Non-Profit 
Hospitals Are at Risk

by James A. Robertson, Robert J. Alter, Wendy C. Tomey and Nicole A. Leonard

Many New Jersey non-profit hospitals must address 
whether their real property is still entitled to tax-exempt sta-
tus following a recent decision by the New Jersey Tax Court 
and the predictable attempts by various taxing authorities to 
challenge the real estate tax exemptions of non-profit hospitals 
and health care systems in the future. In June 2015, the Tax 
Court determined that a non-profit hospital in Morristown 
was not entitled to property tax exemption because it operated 
too much like a for-profit business and the lines between the 
for-profit and non-profit activities conducted on the hospital 
property were sufficiently blurred so as to render nearly the 
entire hospital property taxable.  

The matter came before the Court after the Town of Mor-
ristown (“Morristown”) denied the property tax exemptions 
claims of AHS Hospital Corp., d/b/a/ Morristown Memorial 
Hospital (now Morristown Medical Center) (the “Hospital”) 
for the years 2006, 2007 and 2008 and the Hospital challenged 
the denial.  After extensive litigation, the Tax Court issued its 
opinion in AHS Hospital Corp., d/b/a Morristown Memorial 
Hospital v. Town of Morristown, 2015 WL 3956132 (N.J. Tax, 
June 29, 2015) (“MMH”) and resolved the matter in favor of 

Morristown and against the Hospital.  
But, beyond ruling against the individual Hospital, the Tax 

Court decision directly challenges whether any modern non-
profit hospital, with its intermingling of for-profit and non-
profit activities, is entitled to property tax exemption under 
New Jersey Law. The Tax Court found that the modern non-
profit hospital was in essence a “legal fiction” because of the 
level of for-profit activity conducted within its walls and, to the 
extent that law permits such fiction, then it must flow from the 
law and not the other way around. The Tax Court kicked the 
ball squarely to the New Jersey Legislature to address the mod-
ern non-profit hospital and its entitlement, if any, to a property 
tax exemption going forward:

If it is true that all non-profit hospitals operate like 
the Hospital in this case, as was the testimony here, then 
for purposes of the property tax exemption, modern non-
profit hospitals are essentially legal fictions; and it is long 
established that “fictions arise from the law, and not law 
from fictions.” Accordingly, if the property tax exemp-
tion for modern non-profit hospitals is to exist at all in 
New Jersey going forward, then it is a function of the 

James A. Robertson Robert J. Alter Nichole A. Leonard
Photo not shown:
Wendy C. Tomey
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Legislature and not the courts to promulgate what the 
terms and conditions will be. Clearly, the operation and 
function of modern non-profit hospitals do not meet the 
current criteria for property tax exemption under N.J.S.A. 
54:4–3.6 and the applicable case law.1

   The Court’s lengthy opinion can be summarized by the 
following concepts: were there activities conducted on the 
Hospital property that can be traced to another’s “personal 
pocket;” if so, were such for-profit activities conducted on por-
tions of the property that can be easily ascertained and deemed 
taxable or were such for-profit activities so inextricably com-
mingled with the non-profit activities that the areas where 
the for-profit activities were conducted cannot be separated? 
The burden was on the Hospital to prove it was entitled to the 
property tax exemption and the Court found, after an analysis 
of all the operations and physical spaces of the Hospital that, 
with few exceptions, it did not meet this burden. 

The New Jersey statute which specifically provides for prop-
erty tax exemption to non-profit hospitals and the New Jersey 
Constitution both require that the tax-exempt entity not oper-
ate for profit. The Tax Court addresses, in part, how for-profit 
activities can create an unfair advantage over for-profit competi-
tors and how entities operating for profit on non-profit property 
gain advantage at the burden of tax payers. The argument is 

that if a non-profit hospital is able to use its property for-profit 
and still be exempt from property tax, it would have an unfair 
advantage over for-profit hospitals.  Further, if for-profit entities 
are able to operate on the hospital property and benefit from its 
property tax exempt status, they would have an advantage over 
other businesses - which advantage would be indirectly subsi-
dized by the taxpayers.

Breaking Down the Tax Court Decision
The New Jersey statute that permits the non-profit hospi-

tal tax exemption is N.J.S.A. 54:4-3.6 which provides a prop-
erty tax exemption to such hospitals for “all buildings actually 
used in the work of associations and corporations organized 
exclusively for hospital purposes.” Portions of buildings that 
are leased to for-profit organizations or are otherwise used for 
non-exempt purposes are not entitled to the tax exemption.  

To analyze whether the Hospital qualified for the tax ex-
emption, the Court looked to three criteria derived from the 
case of Paper Mill Playhouse v. Milburn Township, 95 N.J. 
503 (1984):  1) whether the property owner is organized ex-
clusively for the tax exempt purpose; 2) whether the Hospi-
tal’s property is actually used for the tax exempt purpose; and 
3) whether the Hospital’s operation and use of the property is  
 

© 2015 Baker Tilly Virchow Krause, LLP. Baker Tilly refers to Baker Tilly Virchow Krause, LLP, 
an independently owned and managed member of Baker Tilly International. 

Choosing your auditor 
shouldn’t be a gamble.

Learn about our accounting, tax, and  
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Connect with us: bakertilly.com/healthcare

Visit Baker Tilly’s booth at the New Jersey  
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Atlantic City to meet our healthcare specialists, and join us at the 
Baker Tilly sponsored martini bar on Thursday evening at mur.mur.

continued on page 9
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conducted for profit. The Court found that the failure to satisfy 
any one of the three criteria would destroy the exemption.

Having found the Hospital satisfied the first two prongs of 
the test in prior opinions, the Court focused on the third prong 
referred to as the “profit test” and concluded that with minor 
exception, the Hospital ran afoul of the profit test. The Court 
examined in detail each of the following areas of the Hospital’s 
operations as further described below: the Hospital’s relationship 
with private and exclusive contract physicians (i.e. RAP doctors); 
its relationship with affiliated and non-affiliated for-profit enti-
ties including the simultaneous roles played by Hospital execu-
tives in such entities; its executive’s salaries; its direct-employed 
physicians’ contracts; its third-party agreements for parking and 
ancillary services; its gift shop; and its auditorium, day care, fit-
ness center and cafeteria. The only parts of the Hospital property 
ultimately found to qualify for the tax exemption were the visitor 
parking lot, the auditorium and the fitness center.  The Court 
found the for-profit activities permeated the Hospitals operations.

Unconfined For-Profit Physicians
The Court found that N.J.S.A. 54:4-3.6 requires any for-

profit activity conducted on tax exempt property be done in 
such a way that it is “evident, readily ascertainable, and sepa-
rately accountable for taxing purposes.” However, when that 
is not the case and “where there is significant and substantial 
“commingling of effort and entanglement of activities and oper-
ations” on the property. … Exemption is properly denied when 
the court is unable to discern between non-profit activity and 
“activities in the same location that [are] in furtherance of the 
interests of various for-profit entities.” … It does not matter 
whether the for-profit entities are related or unrelated to the 
organization claiming exemption.”2

Using this standard, the Court examined the physicians that 
practiced on the Hospital property. Out of the three types of 
physicians that work at the Hospital, the Court found that, as 
opposed to physicians employed directly by the Hospital, two 
groups of physicians practice for-profit. One of the for-profit 
physician groups consists of the voluntary self-employed physi-
cians from the community with privileges at the Hospital. The 
other for-profit group consists of physicians with exclusive con-
tracts with the Hospital that work in the areas of radiology, an-
esthesiology, pathology, and emergency services (RAP doctors).

Since these two groups of physicians worked for-profit and 
represented taxable activity not entitled to the exemption, 
the Court analyzed whether such physicians were restricted 
in where they practiced so such areas could be separated and 
identified as taxable.  Unsurprisingly, the Court found, that 
these “for-profit” physicians were not confined to specific areas 
of the Hospital property but rather “worked throughout the 
Subject Property without limitation or restriction.”3  Further, 

the testimony underscored that physicians were “actually … 
allowed anywhere in the hospital.”4  The Court went on to find 
that not only did the “for-profit” physicians operate through-
out the Hospital’s property, they also engaged in private medi-
cal billing for which they receive the proceeds.  

The Court concluded that because these physicians who 
were acting for profit were not confined in a readily ascertain-
able separate space and the Court could not delineate between 
the physical areas of for-profit and non-profit activity, most of 
the Hospital property was thus, taxable.  

Affiliated and Non-Affiliated For-Profit Entities
The Court next examined the Hospital’s relationship with 

various affiliated entities (i.e., captive PCs, Atlantic Health 
Management Corp. and A.H.S. Insurance Co. Ltd.) as well 
as non-affiliated entities to which the Hospital made loans.  
The Court looked not only to the benefits flowing to the Hos-
pital from such relationships but also the benefits flowing to 
the other for-profit entities.  The result was that based on the 
proofs provided with respect to Hospital transactions with all 
the affiliated and non-affiliated entities, the Hospital was de-
termined to be in violation of the profit test.

Atlantic Health System, Inc. (“Atlantic”) is the holding 
company for the Hospital and was created to be the sole mem-
ber of the Hospital.  The Hospital was the 100% owner of the 
stock of five for-profit physician practices (the captive PCs).  
The Vice-President of Atlantic and Chief Operating Officer 
of the Hospital (and later President of the Hospital), was the 
sole shareholder of the captive PCs holding the stock in trust 
for the Hospital.  The doctors and other employees of the cap-
tive PCs were employed by the Hospital. The Hospital was 
responsible for all income and expenses of the captive PCs. The 
captive PCs all generated losses and the Hospital loaned them 
millions subsidizing the losses in order to meet the needs of the 
community. The Hospital also provided recruitment loans to 
private physicians to transition their practices. The captive PCs 
lacked accounting departments and the Hospital processed 
their financials. The Court found that based on the dual roles, 
it was not possible for there to be arm’s length transactions. 

The Court then analyzed the Hospital’s relationship with 
Atlantic Health Management Corp. (“Atlantic Management”), 
a subsidiary of Atlantic that owned several affiliated for-profit 
entities. The Court noted that during the time in question, 
the Vice President of Finance and Chief Financial Officer for 
Atlantic (the “CFO”) also served in those roles for the Hospi-
tal and was a statutory officer for multiple other affiliated for-
profit subsidiaries of Atlantic. Like other board members with 
dual roles, the CFO was compensated only for work done for 
the Hospital and Atlantic but not for the for-profit entities for 
 

continued from page 7

continued on page 10
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which he served as a statutory officer. Again, the Court found 
that based on this dual role, it was not possible for there to be 
arm’s length transactions. 

Atlantic Management’s revenue was approximately 3% of 
Atlantic’s revenue.  Separate audits were conducted for Atlan-
tic’s non-profit and profit entities as well as Atlantic Manage-
ment and its subsidiaries. No Hospital employees were em-
ployed by the for-profit subsidiaries of Atlantic Management 
other than for one surgical center, which also received a $2.6 
million transfer to cover the Hospital employee’s expenses.  The 
surgical center further received a capital loan from the Hospital 
to purchase equipment for which no interest rate was indicated.  
The Court noted that the Hospital also made loans to other 
for-profit subsidiaries of Atlantic Management such as AHS In-
vestment Corp. (the primary for-profit company of Atlantic).

The Hospital also had a relationship with AHS Insurance 
Co. Ltd. (“AHS Insurance”), a for-profit subsidiary of Atlantic, 
which is a “single-parent captive” insurance company acting as 
a self-insurance trust fund for the Hospital against professional 
and general liability. As a “single-parent captive,” AHS Insur-
ance did not sell insurance commercially but rather only pro-
vided coverage to Atlantic. The Hospital paid the insurance pre-
miums for all of Atlantic’s for-profit and non-profit subsidiaries 
and received charge-backs for such costs from the for-profits. 
The Vice President and General Counsel of Atlantic and the 
Hospital during the time in question (the “GC”) also served as 
president of AHS Insurance.  The GC was only compensated 
for work at the Hospital and Atlantic but not for the work at 
AHS Insurance which included review and signing of policy 
documents and hiring professionals.  However, the GC’s work 
for AHS did not include determining the premiums paid to it.   

AHS Insurance did not process claims against its insureds 
but rather served as a “bank account.”5 Claims against any of 
the insureds were processed by the risk and insurance depart-
ment of the Hospital. However, the GC was in charge of the 
Hospital’s risk department and made determinations as to 
amounts paid from AHS Insurance. The employees in the risk 
department were all Hospital employees. The GC and the CFO 
served on the Board of AHS Insurance, the Executive Board 
of Atlantic and several of its for-profit and non-profit subsid-
iaries. The Hospital paid the expenses of AHS Insurance and 
then billed AHS Insurance’s parent company Atlantic Health 
Investment Corp.  The Hospital also guaranteed a line of credit 
for AHS Insurance and provided capital transfers to AHS In-
vestment to cover stock market losses. The Court found that 
there was no meaningful separation between the Hospital and 
AHS Insurance as the Hospital “called all the shots.” 

The Court concluded that all of the above relationships, 
in addition to the loans the Hospital gave to non-affiliated 
for-profit entities, were evidence that the use of the Hospital 

property was for a profit-making purpose and was providing a 
pecuniary benefit to for-profit entities in contravention of the 
profit test and the tax exemption statute.

Executive Salaries
The Court’s executive compensation analysis focused on four 

executives: 1) the President and CEO of Atlantic and the Hospi-
tal; 2) the Vice President of Human Resources and Chief Admin-
istrative officer for Atlantic and the Hospital;  3) Vice President 
and General Counsel of Atlantic and the Hospital and 4) the 
Vice-President of Atlantic and COO (and eventual President) of 
the Hospital.  The Court looked to whether their compensation, 
which included base salaries, bonuses, and benefit plans, was ex-
cessive. In order to determine if such compensation was exces-
sive and thereby offensive to the profit test, the Court looked 
to salaries of other people in similar positions paid by similar 
institutions. The Court summed up the factors to be considered 
in the analysis as follows:  (1) the nature of the institution (i.e., 
for-profit or non-profit, private or public), (2) the size of the 
institution, (3) the location of the institution, and (4) the posi-
tion for which the salary is paid and the work being performed.”6  

In keeping with the rest of the opinion, the Court found 
the Hospital failed to show that the compensation paid to its 
executives was reasonable and not excessive.  A recurring theme 
in the opinion is the Court’s assertion that the Hospital failed 
to produce proof. What is not clear is the extent to which proof 
was absent versus the extent to which the Court deemed the 
proof presented as insufficient. For example, the Hospital’s ex-
pert stated that the Hospital’s compensation committee rec-
ognized the Morristown, NJ Hospital was located in the New 
York metropolitan area and thus competes for talent with other 
institutions in New York City, and the suburbs of New York, 
Connecticut and New Jersey. But the Court found that this 
conclusion was “unsupported by any evidence, testimony or 
reliable data” that the Court could evaluate. (The Court then 
cited an article stating that medicine is practiced locally and 
doctors generally have affiliations near their practices.)

The Court also rejected outright the Hospital’s proposi-
tion that the three step process applicable to the IRS regarding 
income tax should be applied to New Jersey. The Court was 
perplexed as to how the standard for the federal income tax 
exemption would be relevant to tax in the exclusive realm of 
state and local government “based on the true value of real 
property.”7  The Court was not persuaded by the Hospital’s ex-
pert as to why the IRS standard should apply and again lobbed 
the ball back to the Legislature.

Employed Physician Incentive Compensation
The Court next examined the compensation paid to phy-

sicians employed directly by the Hospital. These physicians 

continued from page 9
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continued on page 12

received a base salary in addition to incentive compensation.  
The incentive compensation which factored in the specialty area 
of the physicians was based on “qualitative factors, such as 
decreasing ventilator-associated pneumonia or central line in-
fections during a stay at the hospital” and  “quantitative fac-
tors, such as the number of patient visits.”8  The incentive 
compensation was paid from “incentive pools” which were de-
rived from a set aside portion of department revenues.

Again, as with the analysis of executive compensation, the 
Court looked at whether the compensation of the employed 
physicians was excessive. The tax-exemption “death knell” 
in this area arose from incentive compensation paid to these 
physicians as part of their compensation package because it 
involved the sharing in Hospital revenue. In other words, be-
cause the Hospital revenues ended up in another’s “personal 
pocket” through the incentive compensation, they violated the 
profit test. The employment contracts were found to evidence 
a profit-making purpose since through the incentive compen-
sation the physicians shared the profits with the Hospital.

Third Party Agreements
The Court analyzed two third-party agreements with the 

Hospital:  one for management of the visitor parking garage by 
Gateway Security Systems and the other for support services such 
as “food and nutrition services, catering, environmental services, 
laundry and linen distribution, patient transportation, and plant 
operations maintenance” with Aramark Healthcare Support 
Services, Inc. The management contract with Gateway for the 
visitors parking garage was the only relationship to come out un-
scathed and in compliance with the profit test because Gateway 
was paid in essentially the same manner as Hospital employees 
(other than the physician-employees) and the pay was not alleged 
to be excessive.  The Court found that the Hospital paid Gateway 
a fixed fee and the Hospital was responsible for operating the 
garage.  Further, the Court found it operated the garage at a loss.  
Thus, the Court was satisfied that the profit test was met and the 
visitors parking garage was found exempt from taxation.

In contrast, the Aramark contract had incentives for effi-
ciency.  Specifically, if there were costs in excess of the agreed 
upon budget, Aramark paid the excess up to 25%. Similarly, if 
expenses were below budget, Aramark could keep 10% of the 
savings and the Hospital received the remainder. The Court 
found that the 90-10 split of the savings, whether it was “char-
acterized as incentive compensation or profit-sharing disguised 
as cost-savings” is proof of a profit-making purpose.9 The 
Court further found “no meaningful distinction whether profit 
comes in the form of increased revenues or decreased expenses” 
and that the sharing of the excess costs as well as savings is typi-
cal of a “commercial activity or business venture.”10 Thus, the 
profit test was violated and the Court found the areas where 
Aramark operated to be subject to taxation. 

The Gift Shop
Adding insult to injury, the property used for the Hospital’s 

gift shop, run by volunteers through the Women’s Auxiliary 
was also determined to be taxable. The Court found that the 
gift shop was not reasonably necessary for the tax exempt pur-
pose of the Hospital. The Court noted that although the gift 
shop did not serve a core hospital purpose it could still be ex-
empt under the use test if the activity is reasonably necessary 
for the hospital purpose.  But the Court found the gift shop 
was a mere “convenience for hospital visitors who could oth-
erwise purchase similar gift items at a variety of stores” other 
than at the Hospital and which represents “a form of competi-
tion to commercially owned facilities.”11 Thus, the gift shop is 
taxable. 

The Auditorium, Day Care Fitness Center and Cafeteria
Finally, the Court analyzed the remaining areas of the Hos-

pital.  The Court found that the Hospital’s auditorium, for 
which no fees appeared to be collected, and the fitness center, 
for which only a de minimis fee was collected, were exempt 
from taxation.  However, the cafeteria which was run through 
the contract with Aramark, which the Court had already found 
to involve profit-sharing, failed the profit test and was taxable.  
The Hospital did not provide information regarding the col-
lection of fees from the day care center and thus, the Court 
found it did not meet its burden and, as a result, the day care 
area was taxable.

What’s Next?
As acknowledged in the Court’s decision, hospitals have 

come a long way from what they were in the mid-18th century 
– primarily places where poor and helpless patients went to 
die and where, consequently, doctors loathed to go – to the 
present day where they are cutting edge centers of knowledge, 
technology and innovation that can drive the entire economics 
and culture of a community.  

Ironically, the Affordable Care Act is encouraging more 
hospitals to enter into what are supposed to be cost-sharing 
or cost-saving arrangements with for-profit health care provid-
ers, including large medical groups. These very practices of the 
Hospital that served to create efficiencies and encourage the 
provision of quality care, thereby also making it competitive in 
a challenging marketplace, are the very practices that the Court 
determined were too similar to regular commercial activity to 
entitle it to tax exemption.  

Although the opinion suggests that New Jersey non-profit 
hospitals are taking unfair advantage of for-profit competitors 
through tax exemptions, the evidence may suggest otherwise.  
In fact, this summer saw the bankruptcy filing of yet another  
New Jersey non-profit hospital when St. Michael’s Medical  
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Center filed for Chapter 11 protection on August 10, 2015.  
Similarly, a 2014 report by the Health Professionals and Allied 
Employees,12 part of the AFL-CIO, stated that in the preceding 
decade, 19 hospitals had either closed or filed for bankruptcy 
and 8 non-profit hospitals were sold to for-profit entities with 
6 more pending.13

Although it is possible that the MMH decision is of nar-
row impact, resulting in part from either insufficient proofs 
submitted by the Hospital to support its exemption or the 
dismissal of sufficient proofs by the Court; the Judge made it 
clear that his decision could have a wide reach.  One thing is 
certain, municipalities hungry for new tax revenue may have 
been handed an unprecedented opportunity to fill their coffers 
with new revenue from an unlikely source. 

Barring a reversal on appeal, the only viable solution may 
be a legislative one. By virtue of decreased governmental and 
commercial reimbursement, increased competition by outpa-
tient facilities that are not required to provide free charity care, 
and the extraordinary regulatory burdens and oversight im-
posed by the State and ACA, hospitals have been forced, out of 
self-preservation, to behave more like commercial enterprises 
than ever before. In the face of this dilemma, where the next 
bankruptcy filing of someone’s beloved community hospital is 
all but inevitable, the New Jersey Legislature may need to in-
tervene to preserve the hospitals’ property tax-exempt status 
despite their modern business attributes. However, legislative 
signals from Trenton suggest to the contrary. New Jersey Sen-
ate President, Stephen Sweeney, has stated publicly that he be-
lieves that modern non-profit hospitals are really conducting 
business like for profit entities and has committed to pursuing 
tax legislation that will requrie non-profit hospitals to pay their 
fair share of taxes like other businesses in the community.14

This debate will require a delicate balance between the re-
alities of modern day non-profit hospitals, the value they bring 
to the communities in which they are located, and the financial 
needs of local municipalities. This may not be an easy task but 
it is one worth addressing. In the interim, non-profit hospitals 
need to reexamine their business model and begin by separat-
ing the non-profit activities from any for-profit activities, per-
mitting no commingling of funds, profits or loans, and estab-
lishing independent boards of directors and personnel among 
related entities.
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Optimizing the Patient 
Experience Through 
Targeted Outreach and 
Education

by Tina Eller Tina Eller

As a launching point, we recommend conducting a pa-
tient experience study on two key constituent groups: em-
ployees and patients. We’ve found it is most effective to study 
their experience in a variety of natural healthcare settings – 
from a patient’s bedside or physician’s waiting room to the 
hospital admissions desk or main lobby. Observe personal 
interactions, asks questions, and look for barriers and pain 
points. These informed insights will help you map your pa-
tient journey. 

Next, we recommend collecting all of that research and 
turning it into real-life concepts and visual storyboards. This 
brings to life the ideas and insights gleaned from your study, 
and helps creates a picture of what future journeys might look 
like for all stakeholders. And last but not least, you’ll need to 
embed the patient and employee experience into the work cul-
ture – this means you’ll want to manage your stakeholders’ ex-
periences by implementing new processes and service offerings 
that optimize loyalty and efficiency. 

To illustrate the power of optimizing the patient experi-
ence, I’d like to share a wonderful success story from one of 
our longtime partners, Virtua, a comprehensive South Jersey 
health system.

The Virtua Partnership
Virtua (www.virtua.org) engaged Sutherland Healthcare 

Solutions to conduct a patient experience study to gauge how 
internal and external stakeholders perceived their experiences 
with the health system. We were asked to observe patients and 
staff in a variety of settings, with a specific focus on billing, 
registration, and other-non-clinical issues. At the time, Vir-
tua’s top business priorities were improving point-of-sale cash 
collection, reducing denials, helping patients get healthcare 
insurance, and educating consumers on out-of-pocket health-
care costs. 

“Our major goal at Virtua is to help the patient. That is why 
we’re here and that is one of the major roles that Sutherland 

plays,” explains Tom Buckley, Vice President of Revenue Cycle 
at Virtua. 

The general purpose of the study was to observe personal 
interactions, see what was working well, and identify where 
there was room for improvement. The Sutherland Healthcare 
Solutions team, along with our experience research team 
from Sutherland Innovation Labs, spent two weeks at Virtua’s 
facilities, including two hospitals and the health system’s 
customer contact center. Our team spoke to roughly 100 
patients and employees, considering the impact of Virtua’s 
environment, people, processes and artifacts (such as bills, 
letters, and signage) on the patient experience. We captured 
their voices and identified six healthcare consumer trends for 
the client to focus on:  

•	 Offer	more	online	self-service	options.

• Move from paper to online to streamline processes and re- 
 duce errors.  

• Providers need to make medical costs more transparent  
 up front, present financial aid options early on, and provide  
 empathetic support for those with payment issues.

• Patients want and need to discuss costs to make informed  
 decisions about their healthcare. 

• Health insurance exchanges: There is an opportunity for  
 healthcare providers to help patients choose plans that  
 have their facilities in-network.   

• Brochure and poster overload: Patients find it difficult to  
 pay attention to all these messages.

Healthcare Exchange (HIX) Enrollment Program
The ideas, issues, and insights collected during our on-site 

study created a platform for discussion and exploration of 
solutions. A case-in-point: As a direct result of the feedback 
on health insurance exchanges, Sutherland partnered with 
Virtua to launch an outbound campaign aimed at educating 
and enrolling self-pay patients in the government programs 
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available under the New Jersey Family Care and Health 
Insurance Marketplace Exchange.    

This campaign was a “win-win” for both organizations 
because it was outcomes-based: Sutherland provided the 
marketing and communications support – including a direct 
mailing campaign – to guide uninsured individuals to a 
toll-free, 1-800 call center staffed by Sutherland’s own team 
of trained professional financial counselors. Additionally, 
Sutherland’s financial counselors based onsite at Virtua’s 
facilities met individually in person with hundreds of patients 
to assist them with HIX questions, applications and successful 
health insurance enrollments.

“Sutherland’s longevity with Virtua centers around being 
proactive with programs, ideas and technology,” Buckley says, 
citing the HIX enrollment program as an example. “Sutherland’s 
financial counselors have played a huge role in educating our 
patients who are uninsured, in getting them qualified for the 
government programs that exist today.”

How Can You Improve Your Community’s Health and Your 
Health System’s Bottom-Line?

On Wednesday, October 7th, I will speak at the NJ HFMA 
Institute in Atlantic City, NJ from 4:20pm to 5:10pm. My pre-
sentation “Targeting Self-Pay Patients for Enrollment in NJ Family 
Care and Health Insurance Marketplace Plans,” will go into great-
er detail around the Virtua story and will spotlight how you can 
improve your bottom-line through a similar targeted outbound 
campaign. 
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leading provider of consulting, business process outsourcing 
(BPO), information technology outsourcing (ITO), and analytics 
solutions to the entire healthcare ecosystem. Sutherland Healthcare 
Solutions has 3,500 dedicated employees in 10+ global sites 
delivering customized and scalable solutions including contact 
center, coding, revenue cycle management, healthcare IT, provider 
data management, experience consulting, and population and 
payment solutions. 
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A Framework for Analytics-
Driven Transformation to 
Value-Based Care

Niloy Chakrabarty

by  Niloy Chakrabarty

CMS has been a pioneer in creating new healthcare re-
imbursement models. Since the Affordable Care Act (ACA), 
CMS has clearly taken a leadership position in charting a road-
map for value based care. Earlier this year, HHS Secretary Syl-
via Matthews Burwell laid out a clear roadmap for moving the 
most expensive population in the US healthcare system to a 
value-based care model. 

According to the CMS roadmap, 30% of provider pay-
ments will be made through alternate payment models in 2016 
and, by 2018 that number is expected to rise to 50%. At the 
same time, 85% of Medicare payments will be tied to qual-
ity and value by 2016. By comparison, the latest study by the 
non-profit Catalyst for Payment Reform, shows that in 2013 
Medicare paid approximately 14% through alternate payment 
mechanisms such as Shared Savings (MSSP) or Shared Risk 
(Pioneer ACO). Among the remainder of fee-for-service (FFS) 
payments, 38% had a quality and value incentive attached, 
primarily through different pay-for-performance (P4P) pro-
grams. For the alternate payment models, this represents a 
29% CAGR over the five-year span from 2013 to 2018. Most 
of the states are moving to value-based care concepts, while 
the commercial insurers are actively contracting with alternate 
payment models and participating in narrow network models.

Laying the Foudations
In keeping with this trend, today a healthcare delivery sys-

tem’s finance department needs to support the analysis behind 
the alternative payment models while supporting traditional rev-
enue cycle operations. A different value-based care model in the 
risk-reimbursement continuum requires a different approach to 
analytics and requires the partner to support the transformation 
of FFS to value-based delivery. Moving from a FFS, to a P4P, to 
a shared savings program, to a full or partial capitation model 
requires targeting the right intelligence about practices popula-
tions and patients. 

P4P programs have been around for more than a decade. 
Regarding measures related to individual chronic conditions, 
practice performances are relatively mature, well-understood, 

and reported. But we need to know how to use the scores to 
move toward value-based care and empower all clinicians at the 
point of care to make the right decisions. Apart from financial 
incentives, providers can also be incentivized by highlighting 
the most successful practices through leaderboards and forums. 

Empowering providers is a good starting point, as the in-
centives are easily aligned and providers are part of the delivery 
system. These methods are useful for successful P4P programs. 
However, to get to the next level in value-based care, where sav-
ings are shared in either an unidirectional or bidirectional man-
ner, it is also critical to have greater insight into the population 
you serve. This is where analytics come into play. Healthcare de-
livery organizations can participate in alternate payment mecha-
nisms by taking risk of specific populations or by narrowing their 
focus to take risk for specific procedures within a population. 

Population Analytics
Population analytics for attributed patients or targeted 

population, focusing on key population indicators, can also 
help practices focus their resources in the right areas and the 
right patients. The Chief Financial Officer (CFO) and Chief 
Medical Officer (CMO) should be analyzing clinical indica-
tors, such as ER visits per thousand, admissions per thousand, 
30-60-90 day readmission rates, post-discharge provider visits 
within 15 and 30 days, member risk profile, as well as non-
clinical parameters such as member retention rates and pri-
mary care physician (PCP) utilization rates to correlate these 
measures with the medical expenses.

This analysis provides an overall guidance on clinical and 
cost trends.  In order to take risks for the medical expenses of a 
population, the care delivery system also needs to understand the 
levers they can pull to impact the cost before they can fully em-
brace risk-based contracting. One such area is the super utilizers, 
who are analyzed utilizing dedicated measures such as follow-up 
provider visits and medication adherence. Apart from focusing 
on the super utilizers, the delivery system should also look at 
the cost distribution of the targeted population by conditions  
and stratify them according to their level of acuity. Stratification 
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can start from readily available data sets such as hospital admit, 
discharge and transfer (ADT) records and medical and phar-
macy claim data, then gradually evolve to be more sophisticated 
by including comprehensive paid claims data, all payer claims 
databases (APCD), and key social and behavioral determinants. 
The end objective of this exercise is to identify the patient pop-
ulations and corresponding intervention mechanisms that will 
improve complex care by being proactive, thus resulting in the 
highest return on investment. A proven set of methodologies 
need to be utilized, such as care transition through Coleman 
or Naylor models provide a baseline interventions, which can 
be supplemented with high touch interventions such as patient 
navigators, social workers, and through additional communica-
tion channels such as remote monitoring.

As part of the roadmap, however, the care delivery organiza-
tion needs to keep track of the benchmarks and model param-
eters on which the payment risk was based. This set of contem-
poraneous clinical and financial indicators -- such as follow-up 
within seven day from ER/inpatient discharge, gaps in care 
for high utilizers, and cost per admit -- needs to be visible at 
the time the alternate payment model is agreed upon or prior 
to that. This needs to happen within the enterprise, as well as 
within the provider community, in order to intervene as needed.

Bundled Payment Analytics
The other mechanism accepting the alternate payment con-

tract is for delivery systems to accept risk for specific proce-
dures. Bundled payment analytics, even for relatively popular 
orthopedic procedures, provide significant challenges due to 
the narrow scope of services and the complexity and variation 
of post-acute care. Delivery systems contemplating bundling 
their services need to understand their current cost structure 
across common clinical pathways for the target bundle. 

Due to complexity of the cost accounting data that needs 
to be available from multiple providers - including pre-surgery 
physician consultation, in-patient and post-acute care proce-
dures - it is critical that delivery systems understand the cost 
structure of the target bundle and possible variations of the 
bundle cost based on clinical pathway. This will help delivery 
systems identify key clinical decisions that impact the cost of 
the bundle, how practices can be influenced to make the right 
decisions, and identify the services and supplies that meet the 
quality of care objective while optimizing the cost. The deliv-
ery systems need to analyze the extent to which the physician 
practice pattern, such as the step-down care setting and related 
interventions, can potentially impact the bundle cost. 

Once the cost structure and underlying assumptions and 
best practices for the target bundle are determined, the focus 
must turn toward analyzing and influencing the Principal Ac-
countable Provider (PAP) – for example, the surgeon in the case 

of orthopedic procedures -- by analyzing his or her practice pat-
tern that had maximum impact on the bundle cost. The optimal 
parameters for such processes would vary greatly depending on 
the bundle in question as well as the post-acute care process and 
settings. A PAP can have high pre-surgery consultation/tests and 
inpatient costs that may result in significantly reduced inpatient 
rehabilitation, thereby reducing the overall bundle cost. Such 
analytics based on data from multiple participating PAPs can be 
used to standardize clinical procedures and educate the PAPs. 
Once the procedure bundles are determined and subscribed 
to, financial accounting for each individual bundle needs to be 
maintained so that the PAP understands the financial risk at any 
point of time and can make appropriate decisions.  

What’s Next?
Care delivery organizations today face the significant task 

of analyzing the right data in order to ensure that they can 
get into alternate payment arrangements, either in the form 
of shared savings or bundled payments. To that end, in today’s 
care delivery system the office of the CFO holds the key to 
an organization’s understanding of the risks and rewards of al-
ternate payment contracts. A structured, data-driven roadmap 
with agreed upon goals set jointly with the clinical operations 
is a good starting point in the journey towards value-based care 
transformation. Ultimately, it is the care delivery team’s ac-
tions, based on the data-driven insight that ensure that value-
based care truly produces the desired outcome.

On Thursday, October 8th, I will speak at the NJ HFMA In-
stitute in Atlantic City, NJ from 2:30pm to 3:10pm. My presen-
tation “A Framework for Analytics-Driven Transformation to 
Value-Based Care,” will go into greater detail around how you 
can implement analytics to shift to a value-based care model.
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Effectively Analyzing The 
Strength of Your Denial 
Management Efforts: A 
Simple Process To Follow

by Olakunle Olaniyan, MD, MBA, FACP, FACPE Olakunle Olaniyan

Medical necessity denials continue to be a major drain on 
revenue and earnings in most hospitals. This tends to be a sig-
nificant source of frustration for patients account because they 
often have very little control over the actual denial manage-
ment process. The medical management department and phy-
sicians are the main drivers of a hospitals denial experience, 
yet they are often insulated from the cost implications of their 
activities. Therefore in order to reduce denials, it is critical that 
there be a strong working relationship between patient finan-
cial services and medical management.

The first step in building that relationship is having a clear 
and complete understanding of all denial management activi-
ties as well as the effectiveness and efficiency of these activities.

Denial management can be broken down into 5 major areas
1. Appeals management
2. Physician practice patterns
3. Concurrent review and case management activities
4. Insurance company activities
5. Regulatory activities
Each area plays a very specific role in denials generation and 

prevention. 
Knowing the right questions to ask provides a quick and 

simple way to get a clear picture of what is going on in each of 
these areas.

In the next few paragraphs, I will discuss the specifics of each 
area above and which relevant questions need to be asked in 
order to help provide a comprehensive understanding of how 
effective each area is.

Appeals management
The appeal process is one of the most important aspects of 

minimizing denials. For many hospitals it is the only process in 
place because physicians have not been adequately engaged, and 
the concurrent review process is reactive rather than proactive. 
It is therefore critical that patient accounts have a clear under-
standing of the effectiveness of the appeals process. The follow-
ing questions are important in understanding how your appeals 
process works and providing a clear picture of the entire process.

1. Effectiveness of the appeals process
 a. What percentage of denials are actually appealed?  

  This is important because this is probably one of the  
  most important indicators of how successful the ap- 
  peal process will be.

 b. What percentage of appealed cases get a response back  
  from the insurer? In other words, if 100 cases were  
  appealed in January, how many cases do you have a re-  
  sponse back on in April? This indicates how effective- 
  ly your facility is interacting with the insurer to get a  
  response back. Left to their own devises, insurers will  
  respond to less than 70% of cases.

 c. What percent of overturned denials gets paid? Again  
  this is an indication of how effective the facility is at  
  ensuring overturned denials actually get paid correctly.

2. Outcome of the appeals process.
 a. What is the true recovery rate for appeals? This is the  

  amount recovered over the total denied amount. Many  
  facilities look at the amount recovered over the amount  
  appealed. However because the amount appealed is in- 
  finitely variable, this is not reliable.

 b. What is the net recovery for appeals? This is the amount  
  recovered less the cost of recovery. Be sure to accurate- 
  ly calculate how much you are truly spending. Include  
  nurse’s salaries, physician adviser costs, analysts, out- 
  reach staff to insurers, stationary and supplies, manage- 
  rial oversight, benefits and overhead. When you look at  
  the true cost versus what is re-covered, you might  
  sometimes find you are actually spending more than  
  what you recover and you have a negative return on  
  appeals.

The effectiveness of the appeals process is critical in ensuring 
a strong recovery rate. It is important to make sure that every  
denial is accounted for. We see the best recovery rates when at 
least 80% of denials are appealed.

continued on page 20
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Here is an example. Say you get 100 denials in January, 
your appeal department tells you their overturn rate is 50%. 
You then do your own analysis.

You discover 60 of the 100 denials were appealed or 60%. 
So 40 are closed as un-appealable for one reason or another. You 
then want to make sure that you get a response from the insurer 
on all 60 cases appealed. You typically need to have a robust 
team of appeals analysts calling the insurers to get the appeals 
back in. Left to their own devises the insurers will respond to 
less than 70% of appeals.

Out of the 60 cases appealed, suppose half (or 30) are over-
turned. You then have to make sure all 30 are actually paid. 
Again left to their devices the insurer will pay for less than half, 
so you need a strong outreach team to make sure all required 
documentation gets to the insurer to ensure payment.

Using the same example, even though half of your appeals 
were overturned, your true overturn rate is 30% not 50% be-
cause you started off with 100 appeals of which 30 were over-
turned. The numerator for your overturn rate is the denied 
amount (100) not the appealed amount (60).

Let’s assume the 30 cases overturned equates to $30,000 (for 
simplicity sake). You now want to figure out how much it cost 
you to recover $30,000.00.  If your cost is $20,000.00 then your 
net recovery is $10,000.00 and your net recovery rate is 10% 
not the 50% you got from your appeals department. Knowing 
your true net recovery rate is important because it is a critical 
piece of information in deciding how to best manage appeals.

Physician practice patterns, intervention and education
 Physicians directly generate most medical necessity denials. 

It is correct that some Medical necessity denials occur due to 
delayed discharge, driven by social or other non-clinical issues. 
However by far the vast majority are driven by physician prac-
tice patterns. Almost everything that occurs with a patient re-
quires a physician’s signature. Unfortunately, physicians are not 
trained to provide efficient care; instead in the interest of safety 
and caution, they are trained to be slow, deliberate, and cau-
tious. This is why changing physician behavior to drive more 
efficient care is so difficult.

There are many strategies that are used to change physi-
cian practice behavior. All take time and change is incremental. 
From a patient account perspective, the most important thing 
to know is what is being done specifically and how progress is 
being tracked. Strategies to improve practice efficiency include:

1. Moving more care to a hospitalist group when possible.
2. Use of clinical pathways and guidelines
3. Physician participation in case management rounds
4. Comprehensive physician peer to peer calls on denials
What questions do we need to ask in order to get a clear pic-

ture of how effective physician intervention and education is?
1. Are there any formal clinical guidelines being used by  

 physicians?

 a. What diagnosis are being used?
 b. Criteria used to select the diagnosis?
 c. Is it a mandatory or voluntary program?
 d. What media is used to deploy the program, paper or  

  electronic?
 e. What are the set goals for the program and how are  

  these being tracked?
 f. Ask for results to date.
2. Are physicians participating in case management rounds?
 a. Ask for the policy and procedure that describes the 
  program.
 b. Are all physicians involved or only high volume physi- 

  cians?
 c. Is attendance mandatory or voluntary?
 d. What is the frequency of physician attendance?
3. Is there a formal physician peer to peer program with  

 high volume insurers
 a. What percentage of denials receive a peer to peer call?
 b. Who decides what denials to call on?
 c. What is the success rate of actually reaching the  

  insurer medical director?
 d. What is the success rate of all the calls?
 e. What is the success rate of calls where a peer to peer  

  discussions actually occurs?
 f. What happens after the peer to peer in terms of  

  documentation and follow up with the insurer?
The answers to these questions should give you a good idea 

of how robust or not your physician engagement efforts are. 
For example if there is minimal or no use of clinical guidelines, 

then there is going to be wide variability in care and this invariably 
leads to higher average length of stay a more denials.

Involvement in case management rounds allows individual 
cases with high denial potential to be addressed proactively with 
the treating physician present. This is very effective because the 
case is discussed openly and the physician provides support for 
continued stay, which can be immediately relayed to the insur-
ance company. If, on the other hand, continued stay cannot be 
justified, the discharge order can be initiated at or immediately 
after case management rounds. In a DRG environment, this 
goes beyond denials and has the potential to significantly 
reduce ALOS.

A well designed physician peer to peer process has the po-
tential to reduce denials by 10 to 20%. However the process  
must be designed in such a way that it is easy for the physi-
cian to reach the insurance medical executive and cases are se-
lected in such a way that the likelihood of success is high. This 
encourages the physician to buy into the process.

A simple measure of the success of physician interven-
tion programs is the denials by diagnosis data. As physician 
intervention programs gain traction, you should see the top 
diagnosis drivers of denials start to drop down the list. For  
example if there are strong interventions targeting chest pain, ab-
dominal pain, and cellulitis because they were number 1, 2 and 

continued from page 19
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continued on page 22

3 on your list of denials by diagnosis. Over time, however, these 
diagnoses should start to migrate down the list and no longer 
maintain the top positions on the list.

Concurrent review and case management
Most insurers still require regular transmission of clini-

cal information from the inpatient setting in order to justify 
payment for continued stay. Depending on the contractual 
arrangement and payment methodology, this can vary from 
daily clinical transmission, to once per admission, to justify ad-
mission, to daily, once a certain threshold (LOS) length of stay 
(outlier) is reached. Regardless of the methodology, inadequate 
concurrent review is a major driver of denials. So what are you 
looking for in a strong case management program? A strong 
program should include the following components

1. It should be proactive rather than reactive.
2. It should include an emergency department component.
3. There should be close collaboration with the treating  

 physicians, especially the high volume treating physicians  
 and hospitalists.

4. There should be close collaboration and communication  
 with the insurance companies.

Here are questions you should ask to give you a sense of the 
effectiveness of your program.

1. How does the clinical information retrieval process work?
 a. How early does concurrent review start retrieving  

  information to send to the insurer?
 b. Do they proactively engage physicians for additional  

  information if the notes in the chart is not sufficient  
  to support ongoing stay?

 c. Do they anticipate denials and start to work to justify  
  stay even before the insurer gets the clinical or do they  
  wait to hear from the insurer first?

 d. What is the latest time information needs to get to the  
  insurer?

2. How is information relayed back from the insurer to  
 Case management and how is the information used?

 a. Does case management get a log the same day infor- 
  mation is relayed to the insurer with status updates on  
  the disposition of each case?

 b. If yes, how is the information on the log used? 
  i. Used to make decision’s regarding possible discharge.
  ii. Used to determine the need for peer to peer interac- 

   tions.
 c. How soon does case management take action based  

  on information from the log? The same day? The next  
  day? 2 or more days later?

3. Does an ED sentinel case management program exist  
 in your facility and how effective is it?

 a. What diagnosis were selected for pre-admission re- 
  view and why?

 b. What is the schedule for coverage?
 c.  What type of data was used to determine coverage?

 d. How is the effectiveness of the program monitored?
4. What type of data is used to access the effectiveness of  

 case management?
 a. What percentage of denials are 1 day stay?
 b. What is the trended denial rate over 5 years?
 c. What is the trended ALOS over 5 years?
These questions will give a good idea of the strength of 

your concurrent review program. Concurrent review should 
be proactive not reactive. A reactive process simply collects in-
formation from the charts, transmits it to the insurer, and then 
awaits a decision from the insurer. 

A proactive process includes a strong case management 
component. Not only is information collected from the chart, 
but at the same time case management is analyzing the case 
and determining if there is sufficient information to support 
continued stay. If there is not, then case management imme-
diately engages the treating physician to begin the discharge 
process or gather the needed information to support continued 
stay. Once information is sent to the insurer, a response should 
be received the same day via a daily log. The insurer’s response 
should not be a surprise if case management has already proac-
tively reviewed all cases. Based on the insurer’s response, ongo-
ing discharge efforts can continue, or physician peer to peer is 
initiated in cases where there is a true difference between the 
insurer’s response and what case management expected.

Sentinel ED case management is used to reduce denials by 
reviewing cases against medical necessity criteria before admis-
sion. Data can be used effectively to determine what diagnosis are 
selected for pre-admission review. Data can also be used to de-
cide the coverage hours based on when denials frequently occur. 
Sentinel ED case management is extremely important in a DRG 
environment and should probably include review of all cases.

Insurance Company Activities and the regulatory 
environment

There is no question that for most hospitals, dealing with 
the insurer can be a stressful activity with very little perceived 
benefit. Because they have market power, insurers are able to 
dictate the terms of engagement. For most hospitals, there is 
little that can be done to make insurer’s change their polices. 

However hospitals can try to hold insurers to their own stated 
documented policies and procedures. Contracting should be in-
volved in this process to make sure everyone is on the same page 
regarding the particular insurer’s policies and procedures. 

In addition, insurers can be held to medical management 
regulatory requirements and insurance regulations. Here are  
some questions you should ask to give you insight on how this 
process works at your facility.

1. How often does medical management meet with the top  
 5 insurers and what issues are being addressed? Some  
 examples of areas worth addressing that have the potential  
 to impact appeals results are the following.
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 a. Availability of the insurer’s medical director for peer to  
  peer calls.

 b. Adherence to medical necessity criteria.
 c. Timely transmission of daily denial log
 d. Prompt response to appeals
2. How effectively is medical management holding insurers  

 to regulatory requirements and insurance regulations?
 a. Does medical management have a reliable way of track- 

  ing adherence by insurers to regulatory requirements?

 b. How is this done?
 c. Is there data to show if insurers are meeting timeli- 

  ness requirements in terms of issuing denials, respond- 
  ing to appeals, timely payment and availability of a  
  medical director to speak with physicians.

 d. If the data is available, how is it used?
 e. Is it used to get insurers to improve their process or  

  used to actually get denials overturned.
 f. Is hospital legal department involved as needed for the  

  most serious offenders?
Leveraging both contracting and legal as 

needed puts pressure on insurers to follow the 
rules and has a positive impact on reducing 
denials. However, care must be taken to make 
sure the process is objective and supported by 
strong, timely, objective evidence.

Summary
Following the above process will give you a 

much better understanding of how your medi-
cal management department is functioning in 
the different areas. Additionally, it will also pro-
vide information that drives discussions on how 
best to improve the effectiveness and efficiency 
of the medical management process. Ultimately, 
the most powerful measure of success is a falling 
denial rate over time. 

About the author
Dr Olaniyan is a physician leader with over 20 
years experience, with demonstrated expertise in 
managing escalating medical cost. As a consul-
tant at William Mercers healthcare practice, he 
helped many hospitals and fortune 500 compa-
nies identify areas of opportunity for growth and 
profitability. As a senior executive at both United 
Health Care and Cigna HealthCare he helped de-
velop cutting edge case management and disease 
management products that improve care for many 
members. He is currently the president of Case 
Management Covenants (CMC), a healthcare 
consulting firm he founded in 2005. CMC’s pri-
mary focus is Physician driven denials and medi-
cal cost reduction. Dr. Olaniyan is board certified 
in internal medicine, a Fellow of the American 
college of Physicians and The American College of 
Physician Executives. He is also a member of The 
HealthCare Financial Management Association, 
and American Association of Healthcare Adminis-
trative Management. He has published numerous 
articles and lectures extensively in the area of med-
ical management. Dr. Olaniyan can be reached at 
o.olaniyan@cmcovenants.com.
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Building a Patient-Friendly 
Revenue Cycle

by Dan Kutchel

Dan Kutchel

The financial relationship between patients and providers is 
fundamentally changing, requiring a major overhaul of hospi-
tal revenue cycles.  There are four main drivers:

Patient collections are a growing share of total revenues. 
Patients are shouldering more of their healthcare costs, largely 
due to high deductible health plans. With hospitals coping 
with declining reimbursements and the shift to more risk-
based contracts, patient payments account for an increasing 
portion of the total revenue mix.

Hospital revenue operations don’t prioritize patient col-
lections. With hospital revenue cycle operations geared toward 
large commercial and government payers, most providers have 
room for improvement when it comes to patient collections. A 
full 85% of hospitals either have no monthly cash collection 
goal or consistently fall short of their goal, according to a sur-
vey by Healthcare Finance News and Relay Health(1). The aver-
age hospital recovery rate for patient-owed balances is a meager 
15.3%, according to ACA International(2).  Not surprisingly, 
then, as the number of insured with HDHPs doubled to 20% 
in 2013 from 10 percent in 2009, the average median debt 
for providers rose 44% to approximately $39 million, says 
Moody’s Investor Service.(3)

The rise of consumerism increases patient expectations. 
With more of their own money at stake, patients are expecting 
more from their providers when it comes to the financial aspects 
of care. In fact, a bad billing experience or perceived lack of help 
in navigating financial options is crucial in determining a pa-
tient’s satisfaction and loyalty. Three-quarters of patients with no 
billing issues gave high marks to clinical quality compared to just 
24% who had negative payment and billing experiences, accord-
ing to research by TransUnion(4). Consumers with negative bill-
ing experiences also use non-critical healthcare services, including 
elective procedures and regular check-ups, at a lower rate.

Clinical engagement depends on financial engagement. 
Patient financial engagement isn’t critical just for patient satis-
faction but also is increasingly the first step to clinical engage-
ment and thus providers’ efforts to lower costs and improve 
outcomes through population health management and relat-
ed initiatives. Affording care is an escalating struggle for mil-
lions of working class and middle class people, with growing 

numbers putting off care. The 
percentage of Americans with 
private health insurance who 
report avoiding medical treatment because of cost has increased 
from 25% in 2013 to 34% in 2014, according to Gallup(5).

Moving to a patient-friendly revenue cycle
Not only would a patient-friendly revenue cycle help close 

that affordability gap, it would strengthen provider finances. 
Such an approach requires rethinking and reworking nearly ev-
ery step of the revenue cycle to better accommodate the needs 
and demands of new healthcare consumers. In particular, it 
means shifting the emphasis on communicating about finan-
cial obligations and payment options to the beginning of the 
revenue cycle, before patients receive treatment

Such a change means updating processes, technology and 
training, plus patient outreach and marketing, to achieve a 
best-practices workflow. But the investment brings a big payoff, 
and not just in dollars from increased collections but in im-
proved patient satisfaction, referrals and even health outcomes.

This approach represents a major shift for providers and pa-
tients alike. Many providers are not currently equipped to dis-
cuss and arrange financial services and payment options upfront 
with every patient. Nor are many patients used to having these 
types of discussions and decisions, with many caught off-guard 
if asked to make financial arrangements beyond meeting their 
co-pays, especially as many feel ill or stressed about their health.

Providers that implement best practices for patient financial 
engagement can address those concerns and more. Comple-
menting the Healthcare Financial Management Association’s 
best-practices for patient financial communications, this 10-
step workflow enables hospitals of all sizes to successfully up-
date their revenue cycle to financially engage patients in com-
passionate and practical ways. 

The steps are grouped into the three progressive stages of 
communicate, navigate and capture.  They provide a roadmap 
for discussing what patients need and want to know about 
their medical costs and payment options and helps providers 
help patients make financial decisions.

continued on page 24
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Actively communicate
Step 1: Promote financial programs pre-service. As con-

sumers increasingly shop for medical care, they are choosing 
hospitals at least in part on how they handle patient financial 
matters. Promoting patient financial services can differentiate a 
provider in the marketplace and attract patients who otherwise 
might forgo necessary care until the problem is more serious 
and costlier. 

Step 2: Connect in multiple ways. Consumers like to 
communicate in different ways, from face-to-face and phone 
to and text and email. Reaching out in a variety of ways gives 
patients convenient choices for interacting with providers, 
eliminating missed opportunities to provide the financial help 
they need to receive treatment. 

Step 3: Estimate patient balances. Giving patients a rea-
sonably accurate idea of their obligation allows them to make 
informed, confident decisions about their care and payment 
options. Accurate balance estimation entails integration of re-
al-time verification of benefits and managed care contract pric-
ing as well as additional training for patient access staff.

Navigate financial options
Once the patient financial obligation is established, it’s the 

provider’s responsibility to help patients reach a payment deci-
sion. These steps maximize the success for both patients and 
providers. 

Step 4: Validate patient identity. Verifying a patient’s 
identity in real-time is an important step before providers can 
work with patients to arrive at an acceptable payment method 
and for subsequent communications. The ability to access the 
right identification information upfront is directly tied to the 
provider’s ability to collect. 

Step 5: Evaluate ability to pay. Having real-time insight 
into a patient’s financial situation can literally make all of the 
difference in helping identify a viable payment option for both 
the patient and the provider. Evaluating eligibility for char-
ity care, ability to pay cash, and/or preference to enroll in a 
long-term payment plan is a critical component to ensuring as 
many patients as possible receive the help they need as well as 
reducing time to collect and bringing efficiency to the process .

Step 6: Offer customized payment options. This is the 
moment of truth for the many patients who don’t have cash on 
hand or access to credit to cover their balances. The ability to 
assuredly present the patient due portion and also effectively 
configure payment terms that fit a patient’s budget is the real 
key to patient financial engagement.   

Step 7: Confirm patient’s payment choice. Allowing pa-
tients to actively participate in the selection of payment ar-
rangements and to manage their medical expenses over time 
has proven very successful and is why more providers are intro-

ducing or expanding such financing programs. Once patients 
commit to a financial decision, from paying a deposit in cash 
to enrolling in a financing plan, they are given the appropriate 
customized paperwork and instructions indicating the finan-
cial next steps and confirming the plan. This approach solidi-
fies buy-in, reduces confusion and reduces likelihood of non-
payment.

Also, if the financing program is funded, providers can re-
ceive upfront payment for patient balances minus fees once the 
bills have been adjudicated. 

Capture patient goodwill and revenue
Step 8: Engage patients after care. Patient financial en-

gagement does not end with treatment and discharge. Under-
standing and using a patient’s preferred methods and channels 
for communications offers the tailored experience that health-
care consumers are seeking. 

Step 9: Actively manage accounts. An effective follow-up 
and support process maximizes dollars collected and creates a 
loyal consumer. In this busy world, patients benefit from regu-
lar communications, such as statements and account updates, 
and reinforces your relationship with them over time. 

Step 10: Nurture patient loyalty. Providing access to fi-
nancial services and options deepens patient relationships and 
encourages loyalty. According to the CarePayment survey of 
more than 400 patients who have used CarePayment 0.00% 
APR financing programs:

•	 88%	 became	 more	 satisfied	 with	 their	 providers	 after	 
 they began offering CarePayment

•	 86%	of	customers	are	more	likely	to	recommend	medi- 
 cal providers that offer the CarePayment program to  
 help pay medical bills

•	 80%	of	customers	are	more	likely	to	return	to	a	provider	 
 for additional care because they can use CarePayment to  
 pay their medical bills over time

•	 73%	say	 the	availability	of	CarePayment	would	 influ- 
 ence their decision in choosing one provider over 
 another 

Substantial benefits for providers and patients 
Reworking the revenue cycle to engage patients financially 

and remove financial barriers to care delivers important ben-
efits to both consumers and their healthcare providers. This 
best-practices approach helps patients sort out financial deci-
sions and agree on a plan to pay, freeing them to engage clini-
cally, focus on getting care and getting better. Patient financial 
engagement, in turn, drives stronger financial and clinical per-
formance outcomes for providers.

continued from page 23
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Elizabeth Litten Credited for Work 
Leading to Approval of Three

New Jersey Medicaid ACO Pilots

Elizabeth G. Litten, partner at Fox Rothschild LLP, played a crucial role in the landmark approval of three New Jersey 
Medicaid Accountable Care Organization (ACOs) pilot programs, which aim to reduce health care costs and advance 
patient care.

As part of a three-year pilot project, the mission behind the ACOs is to implement coordinated care for complex patients 
in order to improve quality and patient experience and reduce health care spending. Litten, operating in a pro bono 
capacity, was one of three lawyers who drafted the framework for the law and regulations behind the ACOs.

The ACOs are community-based coalitions of hospitals, doctors, behavioral health providers and community 
organizations. If successful, the pilot programs could serve as a national model for delivering efficient and effective 
health care and will be evaluated by their ability to reduce preventable hospitalizations, make sure children get the right 
immunizations and ensure that patients receive proper preventative screenings.

Named as one of the leading health care attorneys in New Jersey by Chambers USA, Litten serves as national and 
regional counsel to hospital systems, health care facilities, health plans, technology companies, physicians groups and a 
wide range of other health care-related organizations and entities. With more than 20 years of experience in the industry, 
she has become a go-to source for regulatory health care matters throughout the nation.

In The News....
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•Who’s Who in NJ Chapter Committees•

2015-2016 Chapter Committees and Scheduled Meeting Dates
*NOTE: Committees have use of the NJ HFMA Conference Call line. The Call in number is (712) 432-1212

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

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

 CHAIRMAN/EMAIL/ CO-CHAIR/EMAIL/ SCHEDULED MEETING MEETING BOARD
COMMITTEE PHONE PHONE DATES*/TIME LOCATION LIASON
       
 Susan Hatch Lisa Hartman Weinstein/Deb Carlino First Thursday of the Month  Meeting in person at Deloitte & Touche, Tony Panico
CARE (Compliance,  shatch@virtua.org lisarhartman@hotmail.com / carlindl@ca.rutgers.edu 9:00 AM  Princeton, NJ for Oct., Jan., April and July apanico@withum.com
Audit, Risk, & Ethics) (856) 355-0723 (646)-458-5663 / (973) 972-3260 Access Code: 274-926-602 Balance are calls.  Please call to confirm (973) 898-9494

 Elizabeth Litten Al Rottkamp First Thursday of each month Fox Rothschild offices Brian Herdman
Communications ELitten@foxrothschild.com ajcr123@aol.com 9:30 AM 997 Lenox Dr Bldg 3 bherdman@cbiz.com
 (609) 896-3600 (201) 821-8705  Access Code: 549-853-204 Lawrenceville, NJ (609) 918-0990 x131 

 Mike McKeever Mary Cronin & Stacey Bigos First Friday of each month   Scott Mariani
Education mmckeever@saintpetersuh.com mmcronin@aol.com /  10:00 AM Conference Calls smariani@withum.com
 (732) 745-8600 x5089 Sbigos@njha.com  Access Code: 207-716-687  (973) 898-9494 x420
  (732) 839-1217 / (609) 275-4017

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

FACT (Finance,  Richard Baum Katie Kelly Second Wednesday of each Month  Megan Byrne
Accounting, Capital   rbaum@pinnaclehealth.org Katie.Kelly@bakertilly.com  8:00 AM Conference Calls megan.byrne@ey.com
& Taxes)  (848) 467-3866  Access Code:  587-991-674  (732) 516-4696

 Jennifer Vanegas Mike McKeever Fourth Thursday of each Month  Heather L. Weber
Institute 2015 jennifer.vanegas@faef.com mmckeever@saintpetersuh.com  8:00 AM Conference Calls heather.weber@bakertilly.com 
 (585) 643-3377 (732) 745-8600 x5089  Access Code:  408-966-100  (848) 467-3858

 Maria Facciponti Peter Demos/Brittany Pickell Call for meeting arrangements Locations alternate Jennifer Shimek
Membership Services/ mfacciponti@adreima.com pdemos@meridianhealth.com / Access Code:  808-053-286 by month -  jshimek@kpmg.com
Networking (973) 614-9100 BPickell@ConvergentUSA.com  please contact the chairs (973) 912-6167
  Brittany (732) 221-0785

 Dara Derrick Maria Lopes-Tyburczy 6/11/15,  9/10,  11/12, 1/14/16 (SMMC)  Aergo Office Belinda Puglisi
Patient Access Services dderrick@hch.org MLopes-Tyburczy@smmcnj.org 3/10/16 (TBD), 5/12/16      2:30 PM Iselin, NJ BPuglisi@childrens-specialized.org
 (908) 850-6870 (973) 887-5303 Access Code:  542-364-749 unless otherwise indicated O: (908) 301-5458 / C: (862) 251-0753

 Steven Stadtmauer Marie Smith  Second Friday of each Month  Josette Portalatin
Patient Financial sstadtmauer@csandw-llp.com msmith1@rbmc.org  10:00 AM New Jersey Hospital Association jportal@valleyhealth.com
Services (973) 778-1771 Ext. 146 (732) 324-5053  Access Code:  714-898-796 Board Room (201) 291-6017 

 Jill Squires Mike Ruiz  Third Wednesday of each Month alternating locations Kevin Joyce
Payer and Provider Jill.Squiers@AmeriHealth.com mruizdesomocurcio@regionalcancercare.org 2:00 PM           United Healthcare, Iselin, NJ kjoyce@qualcareinc.com
Services (609) 662-2533 (201) 510-0924  Access Code:  202-013-321 Horizon BCBS, Wall Township, NJ (732) 562-7823

 Jennifer Shimek Dara Quinn 9/10/2015, 11/12/15 Conference Calls Deborah Carlino
Physician Practice jshimek@kpmg.com Dara.Quinn@carepointhealth.org 9:00 AM  Sept. & Jan meetings will also be in person carlindl@ca.rutgers.edu
Issues Form (973) 912-6167  (201) 388-0637 Access Code:  703-211-177 room TBD (973) 972-3260

 Kathryn Gibbons Peter Demos Third Tuesday of each Month Monmouth Shores Corp. Park Scott Besler
Regulatory &  kgibbons@meridanhealth.com pdemos@meridanhealth.com 9:00 AM Meridian Conf. Room 1C sbesler@besler.com
Reimbursement (732) 751-3372  Access Code:  175-802-794 1350 Campus Pkwy, Neptune 

 Betsy Weiss Eric Shubin First Wednesday of each Month  Tracy Davison-Dicanto
Revenue Integrity BWeiss@stfrancismedical.org E.Shubin@craneware.com 9:00 AM Princeton HealthCare System Tdavison-dicanto@princetonhcs.org
 (609) 599-5347  (610) 772-1374 Access Code:  351-605-588  

 Lew Bivona
CPE Designation ldbcpa@verizon.net
 (609) 254-8141
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Achieving The Triple Aim: 
How One Health System 
Reduced Costs and Improved 
Member Health

Erin O’Connor
by  Erin O’Connor

Southcoast Health System began working with Cammack 
Health in 2010 in an effort to curb increasing costs for their 
employee benefit plan while improving members’ health out-
comes. The three key tenets of this joint initiative were, and 
continue to be: improved health; better patient experience; and 
lower costs, otherwise known as the Triple Aim. Over the last 
four years, Southcoast has achieved industry-leading results 
such as stable employee contributions, increased domestic uti-
lization, and decreases in ER visits and inpatient admissions, to 
name a few of the substantial returns on investment.

In fact, the employee benefit plan has saved more than 
$17.2 million compared to national trends. This comes after 
years of struggling with the common challenges that face all 
employers in the healthcare industry. Southcoast’s self-insured  
employee benefit plan was susceptible to this nationwide 
dilemma in 2010. Then a $50 million budget line item, the 
plan had seen double digit cost increases in nine of the previous 
ten years while medical management by the insurance carrier 
had little effect. In partnering with Cammack Health, South-
coast discovered impactful solutions that utilized untapped re-
sources within their own organization and gained insight into 
how they could make further strides over a sustained period. A 
wide range of strategies were employed to achieve the desired 
results for Southcoast’s employee population. These included a 
new governance structure, in-depth data analysis, and a greater 
focus on population health management.

It is Cammack Health’s view that success in the Triple 
Aim can only be ensured when the right parties collaborate 
on health plan decision-making. Thus, a broad-based govern-
ing body was established early on in the engagement. The new 
governance structure enlisted support from physician leader-
ship; clinicians such as pharmacists, care managers, diabetes 
educators and exercise physiologists; managed care represen-
tatives; in addition to finance and marketing executives. This 
governing body as a whole comprised a steering team or execu-
tive committee, a clinical advisory committee, and a wellness 

committee. The executive committee, led by the chief human 
resources officer, would make the ultimate decisions with di-
rect input about concerns raised by the clinical advisory and 
wellness committees. The clinical advisory committee estab-
lished the health metrics for the initiative by analyzing clinical 
data and care management. The wellness committee governed 
specific enterprises related to population health such as mem-
ber engagement activities. Collectively the committees estab-
lished the expectations and goals of the initiative; determined 
resources to drive results; and provided ongoing performance 
improvement review so that progress could be tracked. 

The parameters used to track the benefit plan’s improve-
ment depended upon available data. Previously, the insurance 
carrier provided medical management but had little effect in 
controlling cost. Even so, the carrier had claims data Cammack 
Health used to understand the factors driving Southcoast’s in-
creasing healthcare costs. The firm conducted a rigorous analy-
sis from this and several other sources including pharmaceutical 
claims, lab values, health risk assessment data, and biometric 
screening results. All of this information was then collected 
into one repository, or data warehouse, for review. Through the 
analysis of this aggregated data, the Cammack Health analytics 
team identified two main opportunities to reduce plan costs, 
improve member health, and provide significant return on in-
vestment. One was to foster domestic steerage; the other was 
to institute a robust population health management program.

The domestic steerage protocol for Southcoast was over-
hauled. A three-tiered system was created that provided fi-
nancial incentives for members to utilize domestic services 
for inpatient, outpatient, and laboratory service – including 
Southcoast physicians. Most plans only tier for facilities, but 
true domestic steerage starts with the providers. Members 
paid the least if using the system’s own facilities and providers; 
they paid standard market rates if they used a local, partner 
network; and they paid the most if they used out-of-network 
 continued on page 28
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facilities and providers. Concurrently, the system introduced 
precertification and utilization management services through 
an independent third party. This allowed counselors to educate 
members on the financial consequences of their choices. These 
interactions resulted in significant savings, as members increas-
ingly chose domestic services and length of stay, and levels of 
service declined. 

To create a more robust population health management pro-
gram, Cammack Health and Southcoast partnered with a third-
party administrator who was willing to carve out the insurance-
based medical management programs and the fees typically 
included in the administrative services only (ASO) fee for the 
self-insured plan. The disease and case-management programs 
were replaced with a more holistic approach called personal health 
management (PHM), provided through Conifer Health Solu-
tions. The service is free to members who choose to participate. It 
was provided by the same independent, third-party organization 
that provided the precertification and utilization management 
services. Under the PHM program, the company employed local 
personal health nurses (PHNs), who worked exclusively with the 
Southcoast Health Plan members and providers.

PHNs worked with members to identify issues that were 
preventing them from optimizing care, health outcomes, and 
cost. They also integrated clinical and wellness resources pro-
vided by Southcoast Health and community agencies and 
coordinated with members’ providers. PHNs leveraged rela-
tionships with primary care providers’ offices to obtain help 
reaching the member and getting him or her to engage with 
the nurse. In 2014, the PHNs also began working with care 
managers who had recently been added to the team in the 
Southcoast Physician Group primary care offices.

The PHNs made a significant difference. In 2010, member 
engagement in the health insurance company’s disease-man-
agement program had been approximately 20 percent. By con-
trast, the PHNs were able to engage 76 percent of the members 
they were able to reach. This was even more impressive because 
the definition of engagement was stricter under the PHM pro-
gram, requiring not just a telephone call, but an ongoing rela-
tionship between the nurse and the member.

By the end of the program’s first year, members participat-
ing in PHM had a higher compliance rate with key evidence-
based metrics than those who qualified for the service but did 
not engage. Those metrics included regular HbA1c tests for 
diabetes patients and LDL cholesterol tests for diabetes and 
coronary artery disease patients. These results have continued 
in the subsequent years.

The medical community recognizes that certain condi-
tions and lifestyle choices are highly likely to result in complex 
health issues if not addressed. Obesity is one example. Obesity 
was found to be a substantial risk factor for members, as it is 

in the general population. The health and productivity prob-
lems associated with obesity are well known. Cammack Health 
worked with Southcoast to adapt an existing weight manage-
ment program into a more comprehensive service for members 
and to provide financial incentives for participation. The ini-
tial 106 members who enrolled in the program lost an average 
of 17.8 pounds per person in the first year, with eight peo-
ple losing more than 50 pounds each. Using this experience, 
Southcoast expanded the outreach to engage at-risk members 
through an early-intervention program.  Southcoast’s Diabetes 
Management Program also wanted to offer a Diabetes Preven-
tion Program, having recently hired someone who had run a 
successful program elsewhere. Cammack Health worked with 
the Southcoast Diabetes Education team to develop a program 
that could be offered specifically to employees who were obese 
or overweight and pre-diabetic. On an overall basis, the em-
ployees who had their BMI tested during biometric screening 
in two consecutive years saw a slight decrease in incidence of 
people who were overweight.

Throughout the planning and implementation of these and 
other innovations, the consulting team and Southcoast’s in-
ternal marketing experts worked together to conduct commu-
nications campaigns to keep members, physicians, and other 
stakeholders informed about changes and explain how those 
changes would benefit them. In addition to creating written 
communications, the firm arranged for personal communica-
tions and face-to-face meetings. For example, physicians serv-
ing on the plan’s governing board were asked to telephone phy-
sician colleagues to let them know about upcoming medical 
management initiatives and suggest they take part. The firm 
also used a continuous improvement process, meeting regu-
larly with the client’s core team to evaluate progress and ensure 
the project was moving forward as planned.

In addition to the face-to-face meetings with stakeholders, 
Southcoast was eager to understand how members felt about 
their experience with the plan, the PHNs, and their providers. 
Cammack Health created an online member survey to assess 
several key aspects of members’ experience. The survey includ-
ed questions, based on the HCAHPS (Hospital Consumer 
Assessment of Healthcare Providers and Systems) instrument, 
about their experience with their primary care provider. Ap-
proximately one-third of the employees covered by the plan 
participated in the initial survey. In most areas, members rated 
their experience as very good or good eighty to ninety per-
cent of the time. Ninety-seven percent said they would recom-
mend their primary care provider to their friends or family, and 
ninety-five percent said they would recommend their personal 
health nurse. 

Through this very methodical approach, Southcoast was 
able to keep its healthcare costs nearly flat. In the plan years 

continued from page 27
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2011–2014, Southcoast did not raise employee contributions. 
They implemented a wellness incentive that more than two 
 
thirds of their employees were able to achieve. More impor-
tantly, the data from screenings was actually put into use to 
help people address rising health risks.

In addition to keeping contributions flat, Southcoast did 
not make drastic changes to co-pays and deductibles. They 
maintained market competitive plan design. By creating a 
plan tier of its own physicians, Southcoast helped direct mem-
bers to high quality and lower cost providers: Southcoast pro-
viders consistently outperformed the health plan network as 
a whole on Evidence Based Measures (EBMs).  In addition, 
the Health Plan Member Experience survey (conducted bi-
annually) demonstrated member satisfaction with their PCP 
at 92%.

Overall, satisfied members, increased domestic capture, flat 
trend, no cost-shifting,  and improved health sustained over a 
four-year period are all evidence that the Southcoast Health 
Plan has delivered on the strategy ou tlined at the start of the 
engagement with Cammack Health.

About the author
Erin O’Connor is a partner with Commack Health.  She works 
with industry leaders and clients to develop strategic partnerships 
and deliver best practices for accountable care solutions.  Erin’s 
key areas of expertise include organizational development, engage-
ment, and change management. She has developed successful en-
gagement and communication strategies targeting physicians, or-
ganizational leadership, and employees. She excels at creating and 
embedding processes to overcome barriers to change. Erin has also 
worked with self-insured employers and health systems to create 
new relationships to improve health and reduce cost.

Erin is a frequent speaker at key industry events includ-
ing Northeast Business Group on Health, American Society for 
Healthcare Human Resources and Healthcare Financial Manage-
ment Association.

Erin has 25 years of experience in human resources and health 
care operations. Prior to joining Cammack Health, she was the 
chief HR executive at two large healthcare organizations for over 
seven years, one of which operated several health plans. She is a 
graduate of Cornell University’s School of Industrial and Labor 
Relations and Fordham University School of Law. Erin can be 
reached at eoconnor@cammackhealth.com.
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Cooper University Health System
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Fox Rehabilitation
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(973) 474-9627
rcamacho@myinvestorsbank.com
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Newton Medical Center
Financial Analyst
(973) 579-8508
rlutz01@verizon.net
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Meridian Health
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The Uncertain Future of 
Medicare Add-Ons and 
Pass-Throughs: What’s 
Your Total Exposure? 
Does Your Hospital Have a 
Backup Plan?

by Maria C. Miranda, FACHE

Maria C. Miranda

With so many changes resulting from the Patient Protec-
tion and Affordable Care Act (ACA) and other potential initia-
tives under consideration, a significant amount of your orga-
nization’s future Medicare revenue may be at risk. The trend 
to reduce and/or revamp payment methodologies comes at a 
time when hospitals face shrinking or non-existent margins.  
Revenue sources potentially on the chopping block include 
Medicare Bad Debt, Nursing Allied Health, Graduate Medical 
Education, Wage Index adjustments, and transplant, to name a 
few. Additionally, the Office of Inspector General (OIG) con-
tinues to add reimbursement-related topics to its annual Work 
Plan, expanding the areas for potential paybacks or penalties.

Finally, more of your traditional Medicare revenue will be 
tied to value-based initiatives.

Add-ons
An add-on is an adjustment or additional payment that is 

made over and above the DRG rate that your facility receives as 
part of the Inpatient Prospective Payment System (IPPS) and/
or the Outpatient Prospective Payment System. In most cases, 
these amounts appear separately in the Medicare Pricer and are 
included in the payment that a facility receives for a particular 
claim. These amounts usually differ per claim, but can some-
times be a flat amount per claim, such as the Uncompensated 
Care payment.

There are multiple add-ons, and a provider’s eligibility to 
receive these payments depends on several factors and may dif-
fer from one cost report year to the next.  The add-ons for an 
IPPS hospital include:

Disproportionate Share (DSH) – Hospitals that treat 
a disproportionate share of low-income patients receive this 

additional reimbursement to assist with the added expense 
of treating a patient population believed to be sicker and in 
more need of services. Due to a change CMS implemented 
as part of the 2014 IPPS Final Rule, this payment was re-
duced to 25% of the amount a hospital would have pre-
viously received. This new payment amount is called the 
“empirical” amount and is projected to be $3.346 billion 
for FFY 2015. The DSH factor calculation varies by DSH 
Patient % (= or >15% and = or >20.2%), as well as hos-
pital bed size and hospital type.  For hospitals that qualify 
for Medicare Operating DSH, each claim will also have an 
operating DSH factor applied. Interim payments are made 
based on data from previous cost reports. The “empirical” 
DSH payments reach final settlement on the cost report.  
A qualifying hospital receives this payment amount in the 
form of an add-on to its IPPS payment per case.

The Uncompensated Care payment is the result of the 
remaining 75% of the traditional DSH payment, reduced 
to reflect the impact of the ACA on the uninsured, and 
then redistributed to hospitals as a new and separate pay-
ment. This payment was projected to be $7.648 billion for 
FFY 2015.  CMS plans to utilize the S-10 worksheet of the 
Medicare Cost Report to determine the amount of uncom-
pensated care for qualifying providers by FFY 2018.  Cuts 
proposed by CMS are intended to phase out uncompen-
sated care payments as the uninsured percentage declines.  
Uncompensated care payments are expected to decrease by 
approximately $1.3B in 2016 compared to 2015. This re-
duction is based upon the estimated drop of the percentage 
of uninsured (from 13.75% in 2015 to 11.5% in 2016). 

It is important for hospitals to monitor DSH payments 
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continued on page 32

to assure they are both accurate and properly reported in 
third party liabilities/receivables.

The Future of DSH 
Reductions to DSH reimbursement are scheduled to oc-

cur each year between FY 2014 through FY 2023. These re-
ductions which were originally scheduled through 2021 as 
part of the ACA were subsequently extended by the Middle 
Class Tax Relief and Job Creation Act and the American Tax 
Payer Relief Act, respectively.

Indirect Medical Education (IME)
Teaching hospitals receive an add-on payment for IME, 

intended to cover non-direct expenses inherently incurred 
from operating a teaching program. The calculation to de-
termine IME payments takes into account several factors, 
including the hospitals rolling 3-year average of interns and 
residents, as well as the total number of available beds.

The Future of IME
The future of IME is uncertain for several reasons. 

First, as the volume of Medicare reimbursement shifts 
from traditional IPPS to value-based payment method-
ologies, the total number of add-on payments may de-
crease by default.

Additionally, the medical community has expressed 
concerns that funding for IME is disproportionately dis-
tributed to some states; that is, much of the money goes  
to large hospitals and health systems, while smaller or 
rural hospitals do not receive a proportionate benefit. Our 
healthcare system has undergone substantial changes since 
the current system for reimbursing medical education was 
first implemente. Many stakeholders are concerned that the 
current system does not reflect the changing times. Health-
care no longer takes place predominantly in hospitals and 
is no longer delivered predominantly by physicians. Rather, 
healthcare services more likely are furnished in outpatient 
and other community settings, and are provided by differ-
ent levels of non-physician providers. 

Due to changes in the ACA and the shift to preventive 
care, we expect to see a jump in the need for primary care 
providers. Given the increasing age of our population, the 
need for providers in general will also increase. The concern 
is that the system will not have enough slots available to 
train new physicians in the near future because of the caps 
that are imposed on teaching programs. If teaching hospi-
tals lose funding due to a shift in payment methodology, it 
is anticipated that some programs may end.

Value Based Purchasing (VBP) 
Congress authorized Inpatient Hospital VBP through 

Section 3001(a) of the ACA. The VBP adjustment, positive 

or negative, will impact a provider’s total claim payment un-
der IPPS. Each participating hospital has a VBP adjustment 
factor that is specific to its facility. 

There are 4 separate domains that comprise the Total Per-
formance Score. 

•	 20%	-	The	Clinical	Process	of	Care	Domain
 (original 24 measures)
• 30% - The Patient Experience Domain 
 (original 24 measures)
• 30% - The Outcome Domain 
 (first measure introduced in 2014)
• 20% - The Efficiency Domain 
 (measures introduced in 2015)

For FFY 2014, $1.1 billion dollars of Medicare pay- 
ments were tied to the Hospital VBP Program. For FFY 
2015, the amount available for VBP will be approximately 
$1.4 billion.1 Hospitals fared better in 2013 over 2014. In 
2014, 45.9% of hospitals participating in the program had a 
positive net change in reimbursement due to this program, 
compared to 52.4% in 2013. That percentage rebounded 
in 2015 to 55.49%.2   Table 1 shows the number of par-
ticipating hospitals that received a positive adjustment and 
those that received a negative adjustment from 2013 to 
2015. Table 2 compares New Jersey and Pennsylvania ad-
justments compared to the national average.

The Future of VBP
In January 2015, Silvia Burwell, Secretary of the De-

partment of Health and Human Services, announced a 
timeline for linking up to 90% of total Medicare Reim-
bursement to quality by FY 2018 through programs such 
as the Hospital VBP and the Hospital Readmissions Re-
duction Program.3

The reduction to a hospital’s base operating DRG amount 
for VBP started out at 1.0% for FFY 2013, and is scheduled 
 

National VBP Incentive
Payment Adjustment   Percent (%)
Factor Positive Negative Positive

2015 1,714 1,375 55.49%

2014 1,231 1,451 45.90%

2013 1,557 1,427 52.18%

Table 1

2015 VBP Incentive
Payment Adjustment   Percent (%)
Factor Positive Negative Positive

National 1,714 1,375 55.49%

New Jersey 18 45 28.57%

Pennsylvania 73 73 49.66%

Table 2
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to increase by half a percent until it reaches 2.0% in FFY  
2017. As currently constituted, this factor will remain at 
2.0% beyond FFY 2017.

Outlier Payments 
Outlier payments are supplemental add-on payments 

made to hospitals by Medicare to protect them against sig-
nificant financial losses due to very costly cases. A hospital’s 
charges have a direct impact on the amount of the outlier 
payment if the case qualifies as an outlier.  The outlier cal-
culation includes a “charges threshold” which is updated 
every year in the IPPS Final Rule. The current calculation 
methodology is a direct result of changes made in 2003 to 
correct issues with high charging -- also referred to as “turbo 
charging” -- hospitals.

The Future of Outlier Payments
While there is no indication that outlier payments will 

be eliminated in the foreseeable future, there will likely be 
increased scrutiny. In 2013, the OIG published a study 
entitled, “Medicare Hospital Outlier Payments Warrant 
Increased Scrutiny.” The OIG found that, while nearly all 
hospitals received outlier payments, some hospitals received 
a much higher percentage.  According to the study, which 
examined all hospital IPPS payments for calendar years 2008 
through 2011, payments made to 158 hospitals averaged 
12.8% of their Medicare IPPS reimbursements compared to 
an average of only 2.2% for all other hospitals.4

The study made three recommendations, which CMS 
adopted:

•	 Instruct	CMS	contractors	to	increase	monitoring	of	out- 
 lier payments;

•	 Include	information	about	the	distribution	of	outlier	pay- 
 ments with other publicly reported hospital data; and 

•	 Examine	whether	MS-DRGs	associated	with	high	rates	of	 
 outlier payments warrant coding changes or other adjust- 
 ments.

Electronic Health Records (EHR)
Qualifying hospitals that demonstrate meaningful use of 

EHR received incentive payments for FY 2011 through FY 
2015 (in some cases through FY 2016).  Hospitals that are 
not meaningful users of certified EHR technology will be 
subject to payment penalties beginning in FY 2015.5

New Technology
In order to qualify for new technology add-on payments, 

a specific technology must be “new” under the requirements 
of 42 C.F.R. §412.87(b)(2). The enabling legislation con-
templated the special payment treatment for new technolo-

gies until such time as data are available to reflect the cost of 
the technology in the DRG weights through recalibration 
(no less than 2 years and no more than 3 years).6

Pass-throughs
Pass-through payments are not included with an individual 

claim but may be calculated by the Medicare Pricer.  The intent 
is for the provider to “pass through” their costs to Medicare, 
although the provider does not recover its total cost.  In the case 
of Organ Acquisition, for example, the provider is reimbursed a 
standard acquisition charge (SAC), and in the case of bad debts, 
the provider is reimbursed 65% of the approved amount.

Direct Graduate Medical Education (GME)
Medicare is the largest single program providing explicit 

support for Graduate Medical Education (GME).  In FFY 
2011, the Medicare program paid hospitals that train resi-
dents approximately $3.2 billion dollars in direct graduate 
medical education (DGME) funds, out of approximately 
$15 billion in DGME-related costs. DGME payments cover 
a portion of the direct costs of training residents, such as 
residents’ stipends and benefits, teaching physicians’ salaries, 
other direct costs (e.g., a GME office to administer programs, 
accreditation fees, educational space, etc.), and related over-
head expenses. The amount of Medicare DGME payments a 
teaching hospital receives is related to the share of the hospi-
tal’s inpatients who are Medicare beneficiaries. All Medicare 
payments for DGME are paid directly to hospitals that train 
residents; none are made to the residents themselves.7

There are limits or “caps” placed on the number of resi-
dents, and the type of program, length of program and resi- 
dent year all play a factor in determining the payment amount 
to hospitals. 

Institute of Medicine Study
In July 2014, the Institute of Medicine (IOM) issued a 

report, after the conclusion of an independent review, ex-
amining the governance and financing of the GME system.

The 21-member IOM committee concluded that there is 
an unquestionable imperative to assess and optimize the ef-
fectiveness of the public’s investment in GME. In its report, 
Graduate Medical Education That Meets the Nation’s Health 
Needs, the committee recommended significant changes to 
GME financing and governance to address current deficiencies 
and to better shape the physician workforce for the future.8

The IOM committee identified six goals for an improved 
GME financing system which included additional oversight,  
transparency and innovation in structures, locations and de-
signs of GME programs. The IOM recommended strategic 
investing to keep funding at its current level, but modernize 
payment methods to reward performance, ensure account-

continued from page 31
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ability, and incentivize innovation in the content and financ-
ing of GME. The IOM also recommended establishing a 
two-part Medicare GME fund: a GME Operational Fund 
and a Transformation Fund.

As evidenced inthe goals and specific recommendations, 
IOM believes that significant reform to GME is necessary. 
However, the rules governing Medicare GME financing are 
rooted in statute and cannot be changed without legislative 
action. 

Medicare Bad Debt 
Medicare reimburses providers for a portion of their un-

collected Medicare deductibles and co-insurance if the pro-
vider can show that it followed its own internal policies and 
procedures as well as Medicare guidelines for billing, collect-
ing and writing off these amounts.  At one time, provid-
ers were reimbursed 70% of their Medicare Bad Debt. That 
amount has been reduced to 65% and will eventually be re-
duced to 25%.  Medicare bad debt reimbursement for all 
provider types is projected to decrease by almost $7 billion 
through FFY 2022. These reductions were included in the 
Middle Class Tax Relief and Job Creation Act of 2012.

Nursing and Allied Health
Medicare reimburses hospitals for a share of the classroom 

and clinical costs of their approved education programs, based 
on the proportion of the hospital’s patients who are Medicare 
beneficiaries.  In accordance with 42 Code of Federal Regula-
tions §413.85, in order to be considered the operator of an 
approved nursing or allied health education program, a pro-
vider must meet all of the following requirements:

(i) Directly incur the training costs.
(ii) Have direct control of the program curriculum. (A 

provider may enter into an agreement with an educational 
institution to furnish basic academic courses required for com-
pletion of the program, but the provider must provide all of 
the courses relating to the theory and practice of the nursing 
or allied health profession involved that are required for the 
degree, diploma, or certificate awarded at the completion of 
the program.)

(iii) Control the administration of the program, including 
collection of tuition (where applicable), control the mainte-
nance of payroll records of teaching staff or students, or both 
(where applicable), and be responsible for day-to-day program 
operation. (A provider may contract with another entity to 
perform some administrative functions, but the provider must 
maintain control over all aspects of the contracted functions.)

(iv) Employ the teaching staff.
(v) Provide and control both classroom instruction and 

clinical training (where classroom instruction is a require-
ment for program completion), subject to the parenthetical 
sentence in paragraph (f )(1)(ii) of this section.

These reimbursements have become the subject of auditor 
scrutiny. Hospitals should take a closer look at their programs 
to make sure they still qualify for this additional payment.

Other pass-through payments include payment for capi-
tal expense in the first two years of a new hospital, Organ 
Acquisition Costs, Certified Registered Nurse Anesthetists 
for small rural hospitals and an additional End Stage Renal 
(ESRD) payment for hospitals that treat a high percentage of 
Medicare ESRD beneficiary discharges.

Hospitals should know what percentage of their total Medi-
care revenue comes from these additional payment sources.  
Keep in mind that if you participate with Medicare Advantage, 
you are also entitled to some of these payments, but you must 
shadow bill to get the payment.  Monitor the changes that may 
eventually impact your eligibility for these payments as well as 
expected reductions even if you do qualify. Does your facility 
have the resources to continue certain services or programs if 
Medicare’s portion of the funding disappears or is drastically 
reduced?  If there is a significant shift from traditional IPPS re-
imbursement to VBPs, how much of an impact will that have 
to these add-ons and pass-throughs?  If you have a total picture, 
you can make more informed decisions and take measured risks.

About the author
Maria Miranda is the Director of Reimbursement Services at 
BESLER Consulting. Ms. Miranda has 25 years of progressive ex-
perience in healthcare administration and is a longstanding mem-
ber of the Health Care Financial Management Association and a 
Fellow of the American College of Health Care Executives. Maria 
can be reached at MMiranda@besler.com.

Footnotes
1The CMS blog (December 18, 2014)
2FY 2015& FY 2014 Value Based Increase Payment Adjust-
ment Factor files (CMS Website)
3http://www.hhs.gov/news/press/2015pres/01/20150126a.
html (January 26, 2015).
4http://oig.hhs.gov/oei/reports/oei-06-10-00520.pdf.
5http://www.cms.gov/Regulations-and-Guidance/Legislation/
EHRIncentivePrograms/Downloads/MLN_TipSheet_Medi-
careHospitals.pdf.
6http://www.cms.gov/Medicare/Medicare-Fee-for-Service-
Payment/AcuteInpatientPPS/newtech.html.
7Medicare Payments for Graduate Medical Education: What Ev-
ery Medical Student, Resident, and Advisor Needs to Know, As-
sociation of American Medical Colleges (January 2013).
8Brief Report, Institute of Medicine of the National Academies 
(July 2014).
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Strengthen the Collaboration 
Between Revenue Cycle 
& Compliance Using Data 
Analytics

by Kathryn Ruggieri and Mary Devine Kathryn Ruggieri

Mary Devine

A strong working relationship between the revenue cycle 
and compliance teams has never been more important, given 
the continued focus on integrity and accuracy of claim sub-
missions. For this collaboration to thrive, these teams require 
access to insights derived from various data sources so they can 
identify and resolve issues prior to claim submission. 

A proactive approach to managing potential claim issues 
offers several benefits including:

•	Reduction	of	administrative	expenses
•	Lower	overall	accounts	receivable
•	Improvements in the amount and velocity of cash collec- 

 tions

With this in mind, let’s explore several sources of data that are 
integral to the alliance between Revenue Cycle and Compliance. 

Office of Inspector General (OIG)
Each year, the OIG publishes a “work plan” to explain mat-

ters it intends to address in the coming year. Issues identified 
in this work plan are important indicators to help you evaluate 
your existing compliance programs in light of areas the OIG 
plans to review. This will help you to determine disconnects as 
well as areas where you are doing well.

Understanding your risk position relative to planned OIG 
evaluations is critical. Establishing a risk position baseline can 
help you to gauge how much time and effort to spend on spe-
cific issues.

Recovery Auditors (RA)
According to CMS:

The Recovery Audit Program’s mission is to identify and correct 
Medicare improper payments through the efficient detection and 
collection of overpayments made on claims of health care services 
provided to Medicare beneficiaries, and the identification of un-
derpayments to providers so that the CMS can implement ac-
tions that will prevent future improper payments in all 50 states.  

CMS currently limits the 
look-back period for Recovery 
Auditor reviews to three years. 
For healthcare providers, effec-
tive internal auditing measures 
must be in place to retrospec-
tively review claims so they can 
determine if there are areas at 
risk. The results of these audits 
can be used to enhance process-
es and minimize exposure re-
lated to Recovery Audit reviews. 
Providers should keep abreast of 
issues that Recovery Auditors focus on as a way to improve 
their operations and reduce risk.

835 & 837 Data Sets
Billed claims (ANSI ASC 837) and paid claims (ANSI ASC 

835) offer valuable information when converted and managed 
so it is useful to end users. The information gathered from the 
data sets (clean claim rate, denial trends etc…) is invaluable 
since it can be directly linked to a facility’s ability to collect 
payments within appropriate timeframes.   

Beyond just claim information, these data sets can be used for 
clinical documentation improvement (CDI), Revenue Integrity, 
ICD-10 implementation, strategic planning, legal defense and 
quality of care metrics.

Return to Provider (RTP)
RTP is perhaps the most effective report available for pro-

viders to immediately determine and identify issues impact-
ing Medicare claims. The report is Medicare-specific, but data 
from it can be used to evaluate most other payers since com-
mon billing errors may well be occurring across the board. 

RTP is timely and provides a platform to make immediate  
changes to a claim preventing future delays in claim payment.  
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Using data captured from the errors can also help providers 
drill down to the root causes of outstanding issues.

Comprehensive Error Rate Testing (CERT)
CERT evaluates a statistically valid random sample of 

claims to determine if they were paid properly under Medicare 
coverage, coding, and billing rules. Upon receipt of medical 
records, medical professionals at the CERT Review Contractor 
conduct a review of both the claim and associated documenta-
tion to determine whether the claim was paid properly.  

Determinations are then made regarding proper and improp-
er payment of claims. Improper payment categories are assigned 
to claims meeting that criteria (No Documentation, Insufficient 
Documentation, Medical Necessity, Incorrect Coding, Other). 

Providers should focus on issues identified through the 
CERT publications to gauge their specific risk level. CERT 
trend collaboration between Compliance and Revenue Cycle 
allows hospitals to proactively identify denial and error trends 
and lends itself to ongoing process improvement.

Readmissions
Healthcare providers should use a data-centered approach to 

identify which patients, conditions, physicians and other factors 
affect their readmissions and then select interventions with the 
greatest potential to reduce readmissions over the long-term. 

Lowering readmissions takes time and persistence. Beyond 
improving overall patient care, hospitals have an economic in-
centive to lower their readmissions to keep pace with the grow-
ing demands of Medicare’s Hospital Readmissions Reduction 
Program. Hospitals that maintain a status quo position may 
find themselves with higher readmission rates relative to their 
peers and thus be subjected to higher penalties in the future.

Zone Program Integrity Contractors (ZPIC)
The primary goal of Zone Program Integrity Contractors 

(ZPICs) is to identify and develop cases of suspected fraud, take 
immediate action to ensure that Medicare Trust Fund monies 
are not inappropriately paid out, and recoup mistaken pay-
ments. There are seven ZPIC zones and the ZPICs for these 
zones are tasked with performing program integrity for Medi-
care Parts A, B, C, Durable Medical Equipment (DME), Home 
Health and Hospice (HH +H), and the Medicare-Medicaid 
data match program (Medi-Medi).

Post-Acute Care Transfer DRG
The Centers for Medicare and Medicaid Services (CMS) 

pays for Medicare inpatient hospital care on the basis of Diag-
nosis Related Groups (DRGs). Certain DRGs (known as Trans-
fer DRGs) are paid under the Medicare Post-Acute Care Trans-
fer Rule (Transfer Rule), which reduces payments for hospitals 
that transfer patients to other providers to continue treatment. 
The primary data element that drives applying the reduced pay-
ment is the discharge status code. CMS has instituted claim 
edits to capture instances where the hospital has been paid a full 

DRG; however, CMS records indicate a post-acute care claim 
has been paid post discharge. In these instances, CMS will ap-
ply a common working file edit “7272” and recoup the original 
payment. Revenue Cycle, HIM and Compliance should be co-
ordinating to analyze these “7272” rejections to identify error 
trends and themes. Since CMS monitors the volume of”7272” 
rejections it is important not only to correct the specific claim, 
but to understand the root cause of the error.

Additionally, incorrect discharge code assignment can results 
in underpayments as well. Many providers have developed in-
ternal initiatives and others utilize vendor partners to identify 
situations where the Transfer Rule has been applied, but the pa-
tients did not receive post-acute care. Since the Transfer Rule has 
been in place since 1998, it is important for providers to evaluate 
internal and external processes around transfer underpayment 
recovery. Properly reviewing the post-transfer care that patients 
receive and identifying underpayment situations can provide 
hospitals with a significant revenue boost. However, it’s impor-
tant to identify and address these situations in a manner that is 
compliant. In the event “7272” rejections occur as a result of in-
ternal or external recovery initiatives, Compliance and Revenue 
Cycle should be evaluating these rejections to ensure the recovery 
practices are compliant.

Conclusion
Proactively reviewing and capturing data while having a 

systematic process in place for data provisioning will ultimately 
lead to more effective data analysis. Once a process is estab-
lished, data must be standardized, tracked, and evaluated to 
gauge the financial impact and identify trends. The Revenue 
Cycle and Compliance teams need to work hand-in-hand and 
have open lines of communication for data analysis and correc-
tive action to be effective.

The objective of both teams is to avoid denials, improve 
accounts receivable and increase cash collections while having 
compliant and high quality processes. The use of shared data 
sets and analytics gives both teams a common platform to make 
important decisions and reach their mutual goals.

About the author
Kathryn Ruggieri is Senior Director of Revenue Cycle at BESLER Con-
sulting. Kathryn has over 20 years of experience in healthcare financial 
management and has extensive knowledge of all components within the rev-
enue cycle. Kathryn holds a Bachelor’s in Health Care Administration from 
Quinnipiac University.  Kathy can be reached at KRuggieri@besler.com.

 
Mary Devine is a Senior Manager of Revenue Cycle at BESLER Consult-
ing. Mary has over 15 years of experience in healthcare financial manage-
ment and has a wide knowledge of all components within the revenue 
cycle as well as a strong clinical background. Mary holds a Bachelor’s in 
Accounting from The Pennsylvania State University and is an RN.  Mary 
can be reached at MDevine@besler.com.
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Using Gainsharing as a 
Foundation for Population 
Health Initiatives: 
The Inspira Experience

by April Venable April Venable

The Inspira Health Network was formed in November 
2012 by the merger of South Jersey Healthcare and Under-
wood-Memorial Hospital.  Inspira’s vision is to be the region’s 
leading network of health care providers, delivering the full 
continuum of primary, acute, and advanced care services.

The non-profit network comprises three hospitals, four 
multi-specialty health centers and more than 60 locations in 
Cumberland, Gloucester and Salem counties. Nearly 50 spe-
cialties and subspecialties practice at Inspira Health Network, 
with more than 1,000 members of the Inspira Health Network 
medical staff. There are more than two dozen primary and spe-
cialty physician practices that are employed by Inspira.

While all three Inspira inpatient facilities participate in the 
gainsharing program, the Elmer and Vineland program is man-
aged as a unit. The analysis and results presented use the Elmer 
and Vineland campuses to demonstrate how gainsharing forms 
the groundwork for Inspira’s population health initiatives.

The Challenge: Physician Alignment
With the start of the new system, Inspira’s leadership team 

recognized the need for systemic change. The team sought to 
enhance transparency and accountability on what matters most 
to patients and to payers: outcomes, cost, and value. Leader-
ship recognized that essential for success is engaging physicians 
and aligning the hospital and physicians’ financial incentives 
and quality goals.

Physician alignment is the collaboration between physicians 
and hospitals to share, understand, and work toward accom-
plishing the goal of providing quality care to patients. While 
the idea of aligning physicians with hospitals and health sys-
tems has been experimented with since the 1990s, the Afford-
able Care Act provided the catalyst to engagement.  In particu-
lar, gainsharing is seen as a core strategy to aligning hospitals 
and physicians.

Since physicians are most responsible for managing costs 
within a hospital (Leff, et al., 2009), a gainsharing program 
enables hospitals to control costs through the direct payment 

of incentives to physicians based on reducing inpatient hospi-
tal costs and improving quality performance.  If hospitals can 
effectively reduce their costs, the gainsharing program enables 
the hospital to share a portion of that cost savings with physi-
cians who manage the care of the patient effectively.

The NJHA Experience with Gainsharing
Clinical integration and population heath requires Inspi-

ra to accelerate its hospital and physician alignment. Inspira 
looked to the New Jersey Hospital Association (NJHA) which 
implemented a Medicare Gainsharing Demonstration from 
2009 – 2013 with 12 member hospitals. 

NJHA partnered with Applied Medical Software, Inc. (AMS, 
Collingswood, NJ) in executing the gainsharing program. The 
AMS Performance Based Incentive System® (AMS PBIS®) 
provides an all-inclusive system of targeted, highly defined fi-
nancial incentives covering all inpatient cases and all costs. From 
initial discussions in 1999 with Medicare, through over 10 years 
of Medicare gainsharing demonstration projects and commer-
cial gainsharing programs, AMS is the acknowledged industry 
leader in gainsharing strategy. While alternative gainsharing 
approaches focusing on specific services and specific costs have 
been tried by some, Inspira determined that the AMS PBIS® 
provided a broad based, comprehensive gainsharing methodol-
ogy, and involved most of its physicians, regardless of specialty 
or employment status. It also affected all hospital costs, and not 
just those limited to a specific area such as supplies.

As reported in an AHRQ profile (2014), the NJHA gain-
sharing demonstration program reduced costs per admission 
by roughly 8.5 percent, with these reductions generally increas-
ing over time. Total savings for the 12 participating hospitals 
reached nearly $113 million, of which roughly 17 percent (just 
under $19 million) was paid out in incentives (reference Figure 
1). Performance on various quality measures either remained 
the same or improved throughout the program.

The success of the NJHA demonstration led to its expansion  
and CMS offering it as part of the CMS Bundled Payments 
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for Care Initiative “Model 1” gainsharing program. Inspira par-
ticipated in the NJHA Model 1 initiative which began April 1, 
2013.

Program Framework
Aligning physicians through a gainsharing approach is ap-

pealing as physicians face economic and clinical challenges.  
Gainsharing addresses operational inconsistencies and complex-
ities as costs and clinical standards are established and incentives 
encourage partners to work together to meet common goals. 

The program starts with generating ‘‘best practice norms’’ 
(BPNs) based on state-wide discharge data (UB-04) for all in-
patients. BPNs are established at the 25th percentile (lowest 
costs) for each specific APR DRG to account for case mix and 
severity.  Costs are reported by cost center to enable utilization 
comparison of services such as lab and radiology. A baseline 
and BPN for each physician was established. 

To incent physicians to improve their historical financial 
performance and to reach the BPN, incentives are based on 
two factors:

1) Performance - actual cost compared to the BPN.
2) Improvement - actual cost compared to each physician’s  

 historical costs.
Employed and private practice physicians are eligible to 

participate in the gainsharing program. Physician participation 
is voluntary. All patients admitted to Inspira receive notifica-
tion on admission about the program.

A steering committee that consists of at least 50% physicians 
is critical to the success of the program. The committee insures 
the fair administration of program requirements, prioritizes insti-
tutional initiatives, and sets conditions for incentive payment re-
garding quality and performance issues specific to the institution. 
The committee establishes the appropriate thresholds to deter-
mine if incentives are to be paid, and if the program can include 
consultants, ancillary and other physicians. It also determines 
balance between Performance and Improvement incentives.

Currently the NJ program is limited to Medicare fee for 
service cases since it is a Medicare initiative and provides 
all the necessary waivers (e.g. antikickback, Stark and Civil 
Monetary Penalties). Discussions are ongoing to expand the 
program to include commercial cases. This will require an ex-
ception to NJ state laws (i.e., Codey law). Other states such 
as Pennsylvania and New York offer a program (Hopkins, Sur-
pin, & Stanowski, 2015) using the AMS methodology only 
to Commercial patients (i.e., excludes Medicare and Medic-
aid Fee-for-Service) because those states do not have a state 
“Stark-like” law. The uniform methodology of the gainsharing 
program is held consistent across all programs to ensure pa-
tient protections and safeguards.

Gainsharing Complements Shared Savings Programs
“Shared savings” programs such as ACOs and Patient Cen-

ter Medical Homes  work by lowering overall health spending, 
typically by decreasing payments to providers by incenting use 
of low-cost high-value services to achieve desired outcomes.  
While this reduces the revenue that hospitals will realize, the 
insurer shares some of the savings from decreased payments to 
providers with those same providers.

Gainsharing acted as a “force amplifier” for Inspira to suc-
ceed in shared savings programs. While shared savings payments 
may distribute bonus payments anywhere from 18 months to 
2 years after implementation, gainsharing provides physicians 
incentive payments within 9 months after start up, and then 
every 6 months thereafter.  The gainsharing program is a quick 
and consistent reminder that Inspira has acted on physician en-
gagement and alignment to reduce costs and improve quality.

By decreasing costs, hospitals can sustain reduced payments 
from shared savings programs. This is important as Medicare 
implements bundled payments in certain markets.

While there are some key differences between shared sav-
ings and gainsharing programs (reference Figure 2), the point 
is that at Inspira, shared savings initiatives and gainsharing are 
interdependent.

Communication Ensures Success
Communication is ongoing and is an essential element of 

success. Each participating physician meets in person with  
program representatives to receive incentive checks and review 
their performance. Physician consultation focuses on areas 
where performance exceeds BPNs, and opportunities for im-
provement with corresponding incentive payments. 

At this meeting, the committee chair reviews care redesign, 
the executive sponsor reviews quality metrics, and the pro-
gram coordinator reviews data results. Recognizing that not 
all changes can occur only with physician practice changes, 
feedback is solicited around opportunities for improvement 
for care redesign projects. The steering committee considers 
physician feedback in selecting care redesign projects.
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Broadly, the entire medical staff is kept informed of the 
committee progress and the program success through vehicles 
such as quarterly newsletters and staff meetings.

Notably, physician participation increased from start-up, 
and by the last reporting period, accounts for more than 95% 
of eligible Medicare admissions at Vineland and 98% at Elmer.

Quality and Process Improvements
The gainsharing program lowers the cost and enhances the 

quality of patient care through care redesign protocols.
The Center for Medicare and Medicaid Innovation (CMMI) 

requires that organizations participating in the Model 1 pro-
gram establish planned interventions and changes to the hos-
pital’s current health care model care. These care redesign pro-
tocols focus hospital and physician collaboration on initiatives 
consistent with hospital strategies. These protocols need to be 
standardized, use evidence-based guidelines, and be readily mea-
sureable.  The interventions are required to improve quality of 
care, beneficiary outcomes, and the beneficiary experience of 
care that result in internal hospital cost savings. The protocols 
require that hospitals have the capacity to plan and track qual-
ity indicators and cost savings. Inspira also added care redesign 
projects that are in addition to those reported to CMS.  Refer-
ence Figure 3 for Inspira’s Care Redesign Protocols.

Other quality standards need to be met and serve as condi-
tions on the payment. These measures tend to be more physi-
cian specific measures. Quality initiatives are required because 
negative outcomes such as surgical site infections increase LOS 
and hospital costs. Other items such as preventable readmis-
sions increase the overall cost of care.

Failure to meet the quality standards may reduce or even 
eliminate physician incentive payments. Figure 4 shows the 
calculation of Elmer and Vineland’s conditions on payment.  
Overall, physicians saw an average reduction of 2% of the total 
incentive award.  A majority of physicians had no reduction in 
incentive payments, while the rest saw payments reduced based 
on partially meeting quality standards by no more than 8%.  
(Effective July 1, 2015, the conditions of payments have been 
changed to impact 100% of the incentive if a physician does 
not achieve targeted quality levels.)

The gainsharing program also directly advanced processes 
that required adjustment.  For example, often physicians with-
in a group round for practice patients without changing the 
physician name on the census (which reflects the name given 
by the patient). Within these group practice cases, Inspira 
put attribution in the hands of the physicians. The hospital 
responded by creating an order in the EMR to update the cen-
sus to reflect the physician providing the majority of patient 
care. Physicians within a group can then understand variation 
among group members.

Other initiatives directly impacted care provided. The In-
spira steering committee added patient experience to the qual-
ity metrics not only because it impacts the hospital via Value 
Based Purchasing, but also because patients are the focus of 
the mission. To foster physician success to improve outcomes, 
a program to train physicians on communication models like 
AIDET and iCARE was implemented. The steering commit-
tee drove the creation of a video created by residents to illus-
trate behaviors that support enhancing the patient experience, 
such as being listened to, treated with courtesy and respect, 
and having physicians explain things in an understandable 
manner.  The hospital purchased a tool called Practicing Excel-
lence which allows physicians to go through scenario applica-
tions of concepts supporting patient experience.

Physician advice was incorporated. During the review of gain-

 

Figure 2: Key Differences between Shared Savings and Gainsharing

 
Adapted from Surpin & Stanowski (2014). 
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sharing results, a physician suggested that the Care Coordinator 
assignment be changed from geographically based to physician  
group based.  By creating a stronger alignment and relationships 
with physician practices, the effectiveness of daily huddles was 
enhanced. The care coordinator and physician shared common 
goals of more timely care facilitation, earlier discharge planning, 
and care transitions.

Results
Inspira found that the gainsharing program helped reduce 

inpatients costs (Reference Figure 5). Over the first 18 months 
of the program, the Vineland and Elmer campuses realized 
$3.8 million in marginal cost savings after incentives and pro-
gram costs. In the third time period (January – June 2014), 
they recognized nearly $2 million in direct savings from the 
program, and identified 26% of savings opportunities. Addi-
tional opportunities for savings exist and are being pursued. 

In terms of quality, Inspira’s care redesign protocols have 
shown positive results. Three examples at Vineland and Elmer are:

1) The readmission rates for patients who participate in  
 the COACH and palliative care programs is better than  
 the 20% improvement goal.  

2) Through use of the VTE assessment, hospital-acquired  
 DVTs and pulmonary emboli are minimal.  

3) The pneumonia core measure of administering the ap- 
 propriate antibiotic reached 98%.

Most importantly, gainsharing aligned incentives with the 
medical staff and the health system. Inspira attributes much of 
the success of the Care Redesign protocols, patient centered 
healthcare, focus on metrics, and commitment to quality to 
the gainsharing program.

On To Population Health
Clinical integration and population health are core to In-

spira’s key strategic drivers. For this to happen, physician align-
ment is a key objective.

Gainsharing aligned provider incentives and fostered the 
trust necessary in the medical staff to participate in more com-
plex alternative payment structures that while lowering revenue, 
served to decrease overall health costs. Gainsharing formed the 
foundation for Inspira to participate in Horizon’s Patient Cen-
tered Medical Home program, an ACO for employees, enroll-
ment in the Medicare Shared Savings Program, and other pop-
ulation health initiatives, all designed to achieve the triple aim:  
improving the patient experience of care, improving the health 
of populations, and reducing the per capita cost of health care.

Conclusion
Inspira’s success with the gainsharing program is anchored 

around an active, engaged steering committee, prioritizing 
projects that gained administrative support, and ensuring phy-
sicians are held accountable to meet with program representa-
tives to receive earnings and provide feedback. While initial 
progress is encouraging, transformation is ongoing.

Overall, Inspira’s process of gainsharing and population health 
continues the work done toward delivering the brand promise: 
to offer easy access to highly skilled physicians, advanced tech-
nology and the highest quality of care under one new, forward 
thinking, powerfully connected health network.  The gainshar-
ing program is a core tool to accelerate Inspira’s success.

Note: The statements contained in this article are solely those of 
the author and do not necessarily reflect the views or policies of CMS.

About the author
April Venable is the Director of Population Health, Inspira Health 
Network, in Mullica Hill, NJ. April is involved in the develop-
ment of gainsharing and shared savings programs that transition the 
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at venablea@ihn.org.
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What’s New at This Year’s 
Institute…

by Jennifer Vanegas

Jennifer VanegasWith the 39th Annual Institute right around the corner, 
I wanted to share with you some exciting changes we have in 
store for you this year. You can continue to expect great educa-
tion, networking and opportunities to have fun. The agenda 
this year has 9 General Sessions, 38 Breakout Sessions and a 
Panel Discussion on Friday.  

On Wednesday night we 
will be fund raising this year 
with a Casino Night and Gift 
Auction. We have secured 
some wonderful donations 
for the Gift Auction this year 
(all gifts have a minimum 
value of $250.00). There will 
be several different gaming 
options to choose from. If 
gaming isn’t your thing, you 
can buy additional raffle 
tickets for a chance to win 
some great prizes. This event 
will go from 5:30pm – 8pm 
in the Exhibitor Hall and is 
sponsored by First American 
Healthcare Finance.

On Thursday night we have 
moved our entertainment op-
tion to MUR.MUR (down-stairs from MIXX).  This event 
will have a martini bar with 3 “signature martinis.” This event 
will be from 10pm – 1am and is sponsored by Baker Tilly Vir-
chow Krause, LLP.  Make sure you bring your dancing shoes.

This year we will be having five vendor product demo 
sessions, where several of our sponsors will present new and 
innovative services to attendees in an interactive forum.  
Due to the nature of these sessions, they will not qualify for 
Continuing Education Credits. These sessions will take place 
during lunch on Wednesday and Thursday in classrooms that 
will be set up in the back of the Exhibitor Hall.  Feel free to 
bring your lunch with you, when you attend these sessions.  

All sessions will be listed on 
the agenda boards and also on 
the main menu of the mobile app titled “vendor demos.”

The vendor product demo sessions to be featured are sched-
uled as follows.

ClinicSpectrum – “Revenue 
Maximization: A Combined 
Approach”
Wednesday, 12:00 pm, Ex-
hibitor Hall Classroom 1

Clinicspectrum is a health-
care services company providing 
back office solutions and tech-
nology automation for all med-
ical facilities. Our combined 
offerings can lower operating 
cost by 30% all while increas-
ing profits by 15%. Due to ris-
ing costs and reduced insurance  
reimbursement rates, offices 
can use our team for tasks at a 
lesser fee along with better re-
sults. Our company is com-
posed of 52+ employees na-
tionwide and 500+ employees 

overseas. Our strategy is to build productivity through the use 
of technology, highly trained personnel, and customized con-
sulting services all designed to address the problems in running 
a medical practice. Our primary expertise in the services sector 
is providing A/R Claims Follow-Up, Credentialing and Eligi-
bility Verification services. Clinicspectrum also utilizes its own 
technology platform and knowledge in the software develop-
ment arena to offer Credentialing and AutoCollect Spectrum 
platforms, amongst others. These product suites enable our  
clients to fully manage credentialing and re-credentialing 
activities for providers and automate the traditional collection 
methods of standard mail delivery and costly representative 

With the 39th Annual Institute
right around the corner, I wanted

to share with you some exciting
changes we have in store for you this year. 

You can continue to expect great education,
networking and opportunities to have fun. 

The agenda this year has 9 General
Sessions, 38 Breakout Sessions and

a Panel Discussion on Friday.
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phone calls, to a more elaborate, seamless, cost effective auto 
collection process.

Buck Consultants, A Xerox Company – “Solution that 
packages hospital system services for employers and com-
munity driving increased hospital revenue.”
Wednesday, 12:40 pm, Exhibitor Hall Classroom 1

Xerox, the only healthcare services firm to touch the entire  
healthcare ecosystem, provides solutions to over 1,900 
hospitals/healthcare systems nationally, including NJ and PA 
markets. If your healthcare system is focused on extending your 
“best-in-class” services to local employers and the community, 
you will want to attend this technology demo by Xerox. In 
this demo, Xerox will show how the Xerox WellConnect 
platform provides healthcare systems with a simple way to 
engage local employers and the community while increasing 
hospital revenue.  

Employers see the value in receiving healthcare services 
directly from local healthcare systems for their employees. At 
the same time, healthcare systems are poised to share their suite  
of health service offerings – but most do not have an internal 
sales organization or the expertise in engaging with local em-
ployers to address this need. 

The WellConnect platform provides healthcare systems 
with a neatly packaged solution that integrates all hospital 
services – and can be easily offered to local employers and 
the surrounding community. The platform is customizable 
for each healthcare system with a population health focus 
which brings together all aspects of healthcare system 
service offerings including: hospital physician/facility 
network, integrative medicine, occupational health, mental 
health, mobility technology, telemedicine and onsite 
medical fitness centers. 

Healthcare systems benefit by both making a positive 
impact on the health of the community and generating rev-
enue working with local businesses. The platform also in-
tegrates health data from Xerox solutions Midas+ and HCI 
(Healthy Communities Institute) which currently work 
with many NJ and PA healthcare systems. WellConnect can 
also gather data from third party sources to assure relevant 
access to critical data for the health system, the employer 
and the individual.  WellConnect becomes the healthcare 
hub for the community, increasing healthcare system vis-
ibility and impact.

WellConnect also supports hospital Human Resources 
and Benefits Departments to drive domestic healthcare 
utilization and to stabilize internal health insurance 
costs. As healthcare systems market their services to local 

organizations, employers and the community want to see that 
the hospital employees are benefiting from the same hospital 
healthcare services.  WellConnect helps hospitals steer their 
own employees to use internal health services with a focus 
on health improvement.Healthcare systems benefit by both 
making a positive impact on the health of the community 
and generating revenue working with local businesses. The 
platform also integrates health data from Xerox solutions 
Midas+ and HCI (Healthy Communities Institute) which 
currently work with many NJ and PA healthcare systems.  
WellConnect can also gather data from third party sources 
to assure relevant access to critical data for the health 
system, the employer and the individual.  WellConnect 
becomes the healthcare hub for the community, increasing 
healthcare system visibility and impact.

PatientKeeper – “PatientKeeper Charge Capture Helps to 
Relieve Providers’ ICD-10sion”
Wednesday, 12:40 pm, Exhibitor Hall Classroom 2

Given the complexity associated with ICD-10, physician 
charge capture — the source of most of a practice’s revenue — 
in an ICD-10 world must have three key attributes to ensure a 
strong start to an organization’s revenue cycle. Charge capture 
must be:

•	 Tailored	—	The	system	exposes	only	 relevant	codes	 to	 
 physicians in a particular specialty or department, and  
 provides fine-tuned code edits.

•		 Flexible	—	The	system	lets	physicians	enter	charges	on	 
 the device of their choice – a computer in the office or at  
 home, a smartphone in the car, a tablet anywhere – and  
 gives physicians the ability to use familiar clinical termi- 
 nology to look up codes.

•	 Straightforward	—	The	system	is	 seamlessly	 integrated	 
 into physicians’ workflow via the EHR, and into the  
 finance staff ’s workflow via the billing system, necessitat- 
 ing fewer clicks, taps and swipes by all users.

Charge capture systems with these three attributes will go a 
long way toward relieving the ICD-10sion of physicians, billers 
and coders. See how PatientKeeper meets these requirements 
and can be an asset to your organization.

MediTract – “Solutions that help hospital optimize ever 
stage of the contracting lifecycle.”
Thursday, 12:10 pm, Exhibitor Hall Classroom 1

At the core of MediTract’s solution suite is Contract 
Library, a contract management solution exclusively for 
healthcare providers. MediTract’s centralized, scalable and 
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configurable contract management solution, gives healthcare 
providers visibility into and control of their contracts and 
documents. With Contract Library, hospitals can manage 
their contracts and mitigate the compliance risks of the ever-
changing regulatory environment.

As add-on capability to the Contract Library, Process 
Manager is the only contract lifecycle solution just for health-
care providers. MediTract’s end-to-end SaaS platform allows 
hospitals to control their contracting work flows across their 
health systems. This is essential to starting compliance miti-
gation efforts before the contract is executed.  This is the 
only healthcare-specific, enterprise solution to enable com-
pliant contracting processes and management. Process Man-
ager empowers you to control contract work flows. It is your 
end-to-end contract life cycle solution to mitigate compli-
ance risks and implement process and policy controls across 
your health system. Our workflow solution can be configured 
to fit your health system’s compliant standards—whether by 
contract type, site or action. Plus, the platform is flexible, 
so it will easily adapt in real time to meet the demands of 
the ever-changing regulatory environment and system us-
ers within your hospital. Process Manager grants contract 
stakeholders, such as legal, compliance, risk management, 
audit, supply chain, finance and service line leaders, across 
your health system access to the software platform. Process 
Manager enables you to not only mitigate risks, but also to 
identify areas of opportunity for operational efficiencies and 
financial improvements. For example, you can reduce the 
risk of overspending by configuring the contract life cycle 
platform with budget thresholds and hard stops when a con-
tract exceeds a set limit.

Arcadia Recovery Bureau – “A call center is only as good as 
the team handling the calls.”
Thursday, 12:50 pm, Exhibitor Hall Classroom 1

In addition to our rigorous training program at Arcadia 
Academy, we employ a unique process that makes our agents 
even more effective, enhancing relationships with your patients 
and minimizing complaints.

It’s called Specialized Voice Analytics. It uses voice and 
speech phonetics to detect emotions and monitor specific 

words and phrases during a live call. This sophisticated tech-
nology analyzes your patient’s and our agent’s emotions, in 
real time, identifying both positive and negative cues. This 
Specialized Voice Analytics technology delivers 95 percent 
plus accuracy.

The system also provides visual, on-screen alerts for emo-
tional, performance and compliance issues. It uses live speech 
recognition and emotion analysis to monitor for targeted 
words, phrases and emotions occurring during a call.

Agent and patient call channels are analyzed separately 
to identify spoken words, phrases and emotions occurring 
on each side, which improves detection accuracy. If negative 
cues are detected, a supervisor is alerted and can join the call 
immediately to diffuse a possible volatile situation.

We understand that patients today have choices for health-
care providers. That’s why we work to build an emotional con-
nection with them as well as a rational one, so that they will 
continue to choose you for their future healthcare needs.

What are the benefits?  Because we have complete visibility 
into our call center operations, we can ensure our agents are 
following required scripts, and conveying your organization’s 
message to your patient at all times.

The system employs event-triggered scripting, so if there is 
a potential problem arising, the agent or supervisor is immedi-
ately able to address it and reinforce proper call management.

So, we are able to actually measure patient satisfaction, in real 
time, which enhances your patient’s experience and solidifies 
your future relationship. The Specialized Voice Analytics 
system also assists your business with quality assurance, 
patient engagement, operational efficiencies, reduced patient 
complaints and immediate performance feedback. And so 
much more.

With this automated system, our staff takes a proactive 
approach to reduce risk, increase recoveries and improve your 
relationships with your patients – generating more revenue for 
you.

About the author
Jennifer Vanegas is a Vice President and CLFP with First Ameri-
can Healthcare Finance and is the 2015 NJ HFMA Annual In-
stitute Chair.

continued from page 41
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New York Court Issues First 
Decision Taking Hard-Line 
Position on Meaning of 
“Identified” For Purposes of 
Sixty Day Obligation to 
Repay Overpayments
By James A. Robertson, John W. Kaveney and Cecylia K. Hahn

On August 3, 2015 the United States District Court for the 
Southern District of New York in Kane v. Healthfirst, Inc.1 is-
sued the first court decision interpreting the meaning of the word 
“identified” in the Patient Protection and Affordable Care Act’s 
(“ACA”) requirement that all overpayments be repaid within 60 
days of being identified. While the decision discussed other legal 
matters, this aspect of the holding marks a significant turning 
point in the law as the court took a hard-line position on the 
definition. 

Providers should take note as this decision is a sharp 
divergence from the practice of most providers and their counsel 
who have read “identified” to mean not just the identification 
of a potential overpayment but a full quantification of the 
amount at issue before the sixty day clock would begin to run. 
The court in Kane rejected such an interpretation. Thus, while 
this decision is only one case and has limited precedential 
impact, it is a clear blueprint of the government’s position on 
this issue and may be just the start of future judicial and/or 
legislative determinations to come on the subject. 

Factual Background
Kane involved a software glitch on the part of Healthfirst, 

Inc., which caused a New York City hospital to submit improper 
claims for reimbursement from Medicaid for services rendered to 
beneficiaries of a managed care program administered by Health-
first. Pursuant to Healthfirst’s contract with the New York State 
Department of Health (“DOH”), Healthfirst agreed to provide 
certain covered services to Medicaid eligible enrollees in exchange 
for a monthly payment from DOH. All providers participating in 
Healthfirst’s network were required to agree that the payment re-

ceived would constitute full pay-
ment, except for co-payments.2

Beginning in 2009, a soft-
ware glitch at Healthfirst re-
sulted in remittances to provid-
ers erroneously indicating that 
they could seek additional pay-
ment for covered services from 
secondary payors, including 
Medicaid. Consequently, elec-
tronic billing programs used by 
numerous providers resulted in 
them automatically and errone-
ously generating and submitting 
bills to Medicaid. DOH mistak-
enly paid many of the providers 
for the improper claims.3

In 2010, the glitch was cor-
rected and in February 2011 
an email was circulated among 
leadership of one provider at-
taching a spreadsheet of erroneous claims. The spreadsheet was 
admittedly overly inclusive while also including the vast ma-
jority of the erroneously billed claims. However, only limited 
repayments of claims occurred immediately thereafter with the 
majority of claims not being repaid until March 2013.4

Thus, the United States and New York alleged that the pro-
vider “fraudulently delay[ed] its repayments for up to two years 
after [the provider] knew of the extent of the overpayments.”  
 

Cecylia K. Hahn

James A. Robertson

John W. Kaveney

continued on page 44
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Moreover, it was not until the government issued a June 2012 
Civil Investigative Demand seeking additional information 
about the provider’s overpayments that the remaining affected 
claims were repaid. As a result, the United States and New York 
alleged a violation of the False Claims Act and its New York 
corollary stating the repayments were not made within sixty 
days of being “identified.”5

The False Claims Act
The False Claims Act is meant to provide a means of enhanc-

ing “the Government’s ability to recover losses sustained as a re-
sult of fraud against the Government.” At issue in this case was 
the so-called “reverse false claim.”6 The reverse false claim pro-
vision imposes liability on any person who “knowingly makes, 
uses, or causes to be made or used, a false record or statement 
material to an obligation to pay or transmit money or property 
to the Government, or knowingly conceals or knowingly and 
improperly avoids or decreases an obligation to pay or transmit 
money or property to the Government.”7 Knowing encompass-
es not only actual knowledge but also individuals who act in 
deliberate ignorance or reckless disregard of the truth or falsity 
of information. Moreover, the knowledge standard expressly re-
quires no proof of specific intent to defraud.8

The Patient Protection And Affordable Care Act
In 2010 Congress passed the ACA, which among many other 

provisions, included a provision prohibiting retention of Gov-
ernment overpayments in the healthcare context. The ACA re-
quires that a person who receives an overpayment of Medicare or 
Medicaid funds to “report and return” the overpayment within 
sixty days of the “date on which the overpayment was identi-
fied.” Any overpayment retained beyond the sixty days consti-
tutes an “obligation” carrying liability under the FCA.9 Despite 
this strict deadline for repayments, the ACA failed to define the 
pivotal word “identified” which would start the sixty day clock to 
return funds. Moreover, there have been no regulations adopted 
to provide further guidance in the Medicaid context. Thus, the 
court in Kane took on the task of determining the definition of 
“identified” for purposes of assessing when the sixty day clock 
would begin to run.

Court’s Legal Analysis Of Statute
The government argued that the internal email of the pro-

vider properly “identified” overpayments within the meaning 
of the ACA and thus the overpayments matured into obliga-
tions in violation of the FCA when they were not reported 
and returned within sixty days. The providers, however, argued 
that the email only provided notice of potential overpayments 
and did not identify all actual overpayments so as to trigger the 
ACA’s sixty day reporting and repayment clock. Thus, while 

the providers urged a definition of “identified” as meaning 
“classified with certainty”, the government urged a definition 
that would be satisfied where, as in Kane, a person is put on 
notice that a certain claim may have been overpaid.10

When addressing a question of statutory interpretation a 
court must first look to the plain meaning, if there is one, and 
where no definition for a term has been provided, then its or-
dinary, common-sense meaning should be applied.11 Unfor-
tunately, “identified” is subject to alternative plain meanings. 
Thus, the court in Kane was required to look to “the statutory 
scheme as a whole and plac[e] the particular provision within 
the context of that statute.” The statutory scheme includes (1) 
a review of the legislative history, (2) a review of the manner 
best-suited to carry out the statutory purpose, (3) a determina-
tion of the best interpretation to avoid absurd results and (4) 
deference to any agency interpretation.12

1. Legislative History
Reviewing the legislative history, the court found that Con-

gress intended FCA liability to attach in circumstances, such 
as here, where there is an established duty to pay money to 
the government, even if the precise amount due has yet to be 
determined.13 It based this conclusion on a Senate Judiciary 
Committee report that reflected a long-held view of the Com-
mittee that an “obligation” under the FCA “arises across the 
spectrum of possibilities from the fixed amount debt obliga-
tion where all particulars are defined to the instance where 
there is a relationship between the Government and a person 
that ‘results in a duty to pay the Government money, whether 
or not the amount owed is yet fixed.’”14

2. Avoidance of an Absurd Result
On the question of avoiding absurdity, the providers assert-

ed that imposing the government’s interpretation would place 
an unworkable burden on providers to require reporting and 
returning overpayments within sixty days of identifying even 
potential overpayments. While the court recognized that the 
government’s interpretation can potentially impose a demand-
ing standard of compliance in particular cases, it did not find 
any language in the ACA to temper or qualify the provision 
and thereby the court did not believe it had the authority to 
grant more leeway or more time to providers who fail to timely 
return an overpayment.15

However, the court did acknowledge that the mere existence 
of an “obligation” does not establish a violation of the FCA. 
Rather, an FCA violation only exists when an “obligation” is 
knowingly concealed or knowingly and improperly avoided or 
decreased. Therefore, prosecution of well-intentioned health-
care providers “working with reasonable haste to address er-
roneous overpayments” would be inconsistent with the spirit  

continued from page 43
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of the law. In fact, the Government even conceded as such in 
a pre-motion conference stating: “[T]his is not a question . . .  
of a case where the hospital is diligently working on the claims  
and it’s on the sixty-first day and they’re still scrambling to go 
through their spreadsheets . . . the government wouldn’t be  
bringing that kind of a claim.”16 In that context, the provider 
would not have acted with the reckless disregard, deliberate ig-
norance, or actual knowledge of an overpayment required to sup-
port an FCA claim. 

Thus, while acknowledging some leeway in the definition, 
the court nevertheless accepted the Government’s position as 
less likely to result in an absurd result.

3. Legislative Purpose
In reviewing the legislative purpose, the court found that 

the FCA and ACA intentionally placed the onus on providers 
rather than the Government to quickly and swiftly address 
overpayments and return any erroneously collected money. 
The court found that the providers’ reading would frustrate 
the purpose of the ACA and FCA’s stringent penalty scheme. 
Thus, it again accepted the government’s position.17

4. Agency Interpretation
Finally, on the issue of agency interpretation, the court 

placed limited weight on any position of CMS given the lack of 
authoritative regulations on the topic.18 However, the court did 
note a 2014 CMS final rule implementing the ACA’s report-
ing and returning provision with respect to Part C and Part D 
programs. In that rule, CMS defined “identified overpayment” 
consistent with its position in the Kane case and explained that 
it could not adopt the commenters’ request for a less stringent 
definition because it would permit organizations to easily avoid 
returning improperly received payments thereby defeating the 
purpose of the ACA.19 Thus, while this rule did not technically 
apply in the context of Medicaid, the court held that there was 
no reason to assume that CMS’s interpretation of “identified” 
would be interpreted differently in the present context. 

Moreover, in February 2012, CMS issued a proposed rule 
for Medicare providers and suppliers with the same definition 
of “identified” under the adopted Medicare Part C and D rule. 
The proposed rule has yet to be adopted but defined an over-
payment as “identified” when a provider “has actual knowledge 
of the overpayment or acts in reckless disregard or deliberate ig-
norance of the overpayment.” Consequently, CMS stated that 
when a provider receives information concerning a “potential 
overpayment” the provider would have an obligation to make 
a reasonable inquiry and a failure to do so with “all deliberate 
speed . . . could result in the provider knowingly retaining an 
overpayment because it acted in reckless disregard or deliberate 
ignorance of whether or not it received such an overpayment.”20

Consequently, while not directly applicable to Medicaid, 
the court found the agency interpretation consistent with its 
conclusions.

Conclusions
While limited in its precedential authority, the analysis in 

Kane could ultimately prove to be a significant decision for 
healthcare providers. To date most providers have operated un-
der the position that “identified” meant identify and quantify. 
And, there has been limited resistance from the government 
on this position. However, this decision and CMS’s positions 
in the proposed and adopted regulations for the sixty day rule 
suggest providers will need to become even more diligent and 
proactive in their audit efforts. Any delay believed by the gov-
ernment to fall outside a “diligent effort” could be construed 
as an FCA violation regardless of whether a provider is still at-
tempting to identify the scope and amount of an overpayment. 

It is expected that the Kane decision will be only the first of 
other decisions to follow on the subject and CMS is still in the 
process of finalizing regulations to define “identified.” While 
the ultimate outcome of how “identified” will be defined is not 
yet fully settled, the writing is on the wall that a strict interpre-
tation is likely to be adopted. While the analysis will ultimately 
be fact specific in each instance of a potential overpayment, 
providers must ensure their compliance programs and inter-
nal auditing efforts are robust and timely. Anything less risks 
a claim of knowingly retaining or recklessly disregarding an 
overpayment in violation of the FCA. 

About the Authors
James A. Robertson is a Partner and head of the health care 
practice at McElroy, Deutsch, Mulvaney & Carpenter, LLP, with 
ten offices in New Jersey, New York, Connecticut, Massachusetts, 
Pennsylvania, Delaware, and Colorado. John W. Kaveney and 
Cecylia K. Hahn are associates in the health care practice of 
McElroy, Deutsch, Mulvaney & Carpenter, LLP. 
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Social Media for Career 
Development: How to Look 
Like a #RockStar

Rhonda Maraziti

by  Rhonda Maraziti

Social media platforms such as LinkedIn, Twitter and 
Facebook are highly effective tools in helping you develop a 
powerful personal brand for career development, yet you likely 
use only one single account to post photos of loved ones and 
vacation shots. With so many platforms to choose from and so 
much information flowing through these channels, the thought 
of establishing a professional presence can be daunting. Who 
has the time to “feed the machine,” coming up with good 
content to post every day, or figuring out who even wants to 
hear what you have to say? Today’s professional looking to 
drive a career into tomorrow needs to appreciate and use social 
media to be viewed as current and connected. And with a little 
bit of effort, you can achieve great results.

Let’s first discuss why it is important to have a social media 
presence for career development. Firstly, you need to stay rel-
evant. Social media facilitates the current conversations going 
on in society today. Even television news gets its content from 
trending topics on Twitter and Facebook. It is how the world 
communicates–particularly the younger generations - leveraging 
mobile technology and social media to make news and informa-
tion accessible and shareable instantaneously. 

The other reason is to establish yourself as a thought leader. 
Contributing intelligently and professionally to social media 
sites such as LinkedIn, Twitter, and Facebook gives others more 
confidence in your abilities and skills. It shows you have a pas-
sion for your work and what you do. And your employers and 
colleagues will notice.

Time is a precious commodity for everyone. Believe me, I 
get it. Here is a simple 5-step process to get you moving closer 
to the social stratosphere:

1. Decide what your Personal Brand is to be. Consider 
how you want to be perceived as a professional. I am a mar-
keting professional, so I want to demonstrate my interest in 
topics and trends related to marketing, advertising, social 
media and business development so that others perceive 
me as a thought leader in this space. Maybe you – being a 
reader of this fine publication, Garden State Focus - want to 
demonstrate an interest in healthcare, finance or both. 

2. Select the right channel. Choosing the right platform to 
meet your professional objectives is critical. Generally speak-
ing, the Big 5 of social media are LinkedIn, Twitter, Facebook, 
Instagram and Pinterest. But I’m not suggesting you use 
all five. For professional use, I prefer LinkedIn and Twitter. 
LinkedIn is great for connecting with other professionals and 
building a network, and Twitter is the perfect platform for 
knowledge-sharing and keeping up on trending topics.
3. Share. Curating content is not as difficult as you may 
think. Search topics relevant to your industry or job descrip-
tion to find the ‘conversations’ going on related to them. For 
example, when I 
search #marketing, 
#advertising or #so-
cialmedia on Twit-
ter, the resulting 
news feed is chock 
full of great material 
to read and share. 
Simply copy and 
paste a good article 
or quote you read 
into your social ac-
count’s ‘update’ or 
‘tweet’ box, includ-
ing a hyperlink to 
the article you are 
sharing. For the 
sake of your audi-
ence and your repu-
tation, proofread 
your post for errors 
of any kind. Also remember to credit the source; it’s just po-
lite.
4. Hashtag.  When using Twitter, two hashtags per post 
is the rule of thumb in order to reach the audiences who are 
talking about the same topic you are, and who will retweet 
or follow you back.
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5. Streamline your process. There are great tools you 
can download for free which will help save you time if you 
are interested in posting to several platforms or accounts, 
either all at once or selectively. For example, Hootesuite and 
Tweetdeck keep track of your accounts and various streams 
of content, allowing you to view them simultaneously. You 
can even schedule your posts ahead of time. So, for example, 
if you carve out thirty minutes every Monday to research 
and create posts, you can schedule them out over the course 
of the week. These tools can help you do that, in addition 
to helping you find good, valuable content. 

One final point: do not get hung up on the amount of followers 
you have or ‘likes’ your posts receive. Those things will happen 
over time. The most important thing to focus on is establishing 
yourself as a relevant thought leader by connecting to the right 
audiences and sharing content, making you the social media 
rock star you are meant to be.

About the author
Rhonda Maraziti has enjoyed a career in marketing for two decades, 
and is currently the Director of Marketing & Practice Growth 
with WithumSmith+Brown, Certified Public Accountants and 
Consultants. She can be reached at rmaraziti@withum.com. 

•Focus on...New Jobs in New Jersey•

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

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

Job Position and Organization

Financial Manager
Robert Wood Jonson University Hospital

Internal Auditor Senior
Saint Barnabas Health Care System

Director of Nursing Finance
Community Medical Center

Senior Audit and Compliance Analyst
Englewood Hospital and Medical Center

Manager General Accounting
AtlantiCare

Financial Analyst
Atlantic Health System

Revenue Cycle Analyst, Managed Care, 
FT, Days
Robert Wood Johnson University Hospital

Regional Director, Healthcare Delivery at 
Unite Here Health
Cejka Executive Search for Unite Here Health
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A.
Q.As a finance executive, what resources are available to me 
via the IRS website that can help me both personally and 
professionally?

In an ongoing process through recent years, the Internal Rev-
enue Service (“IRS”) has revamped and improved its website, 
www.irs.gov, to make it more user friendly to assist taxpayers 
and tax practitioners in gaining access to useful information.

The IRS website is a valuable resource for information and 
offers a variety of helpful tools and services for all taxpayers. 
There are many great reasons to visit www.irs.gov, aside from 
its 24 hours per day accessibility and being able to prepare tax 
returns for free at your own convenience at no charge. Listed 
below are ten reasons why the IRS encourages taxpayers to 
visit its website:

ONE: FREE FILE 
This service is only offered on the IRS’ website. All taxpay-

ers can prepare and electronically prepare and file their tax 
returns for free with “IRS Free File”. Taxpayers with adjusted 
gross income of $60,000 or less can utilize this free tax soft-
ware. For those taxpayers with adjusted gross income in excess 
of $60,000, “Free File Fillable Forms” is also available on the 
IRS website. This option provides electronic versions of IRS 
paper forms which users can complete online. 

TWO: ANSWERS TO TAX QUESTIONS 
A tax tool known as the Interactive Tax Assistant (“ITA”) 

is available 24 hours per day on the IRS website. This tax law 
resource provides responses to many common tax topics and 
questions. The website also offers a “Tax Map” which provides 
a list of subjects for users to search. This information varies 
between different tax topics, publications, forms, instructions, 
and more. 

THREE: HEALTHCARE TAX INFORMATION 
Information about the Affordable Care Act and how the 

law affects taxes can be found at www.irs.gov/aca. The ITA 

tool mentioned above can 
also provide taxpayers with 
help on how some of these 
laws may apply to their spe-
cific situation. The Affordable Care Act pages on the website 
provide valuable information including, but not limited to, 
the following topics:

•	Reporting	health	insurance	coverage;
•	Claiming	an	exemption	from	the	coverage	requirement;
•	Making	an	individual	shared	responsibility	payment;
•	Claiming	the	premium	tax	credit;
•	Reconciling	advance	payments	of	 the	premium	tax	credit;	
and
•	Employer	reporting	requirements.
 
FOUR: CHECK OUT A CHARITY 

In order for a taxpayer to deduct a donation on their tax re-
turn, the taxpayer must donate to a qualified charity. The “IRS 
Select Check” tool can be found on www.irs.gov. This tool 
provides information as to whether or not a charity is eligible 
to receive tax-deductible charitable contributions. 

FIVE: CHECK YOUR REFUND STATUS 
The IRS has redesigned the “Where’s My Refund” tool on 

its website. Through the use of this tool, taxpayers can check 
the status of their refund within 24 hours of the IRS receiving 
their electronically filed income tax returns. Once the income 
tax refund is approved by the IRS, the “Where’s My Refund” 
tool provides an estimated date that taxpayers can anticipate 
receiving the funds. Individuals can use the IRS2Go mobile 
app to access the tool. 

SIX: IRS DIRECT PAY 
IRS Direct Pay is an easy, secure way for a taxpayer to pay 

their federal tax bill directly from their checking or savings ac-
count at no cost. The user can view their payment details and  
status, and modify or cancel their payment up to two business 

Ten Reasons to Visit the IRS Website

John A. Smith, Jr.

•Focus on Finance•

By John A. Smith, Jr.
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•Certification Corner•
I cannot believe Fall is already here. I hope 
to see everyone at the Institute in Atlantic 
City. It looks like its going to be a great 
opportunity for education and networking 
with your colleagues! 

 The Board and I would like to congratulate 
Stacey Bigos from NJHA for passing the 
CHFP exam. Great job! Our Chapter met 

our Certification goals for the past year.   

I recently spoke to my colleagues from the New York 
Chapters. They are planning to do a joint study group 
starting in January. This multi-session webinar will be 
based on the new exam material. Our chapter will be 
participating.  I’ll be getting details out as soon as possible.  

Last year, the participants found this very useful and many 
passed the exam.    

The New Jersey Chapter will also be presenting a webinar on 
the requirements for the CRCR (Certified Revenue Cycle 
Representative)  certification. We plan to hold this in late 
October.  This will be an informational session for people 
who are interested in exploring this newer designation from 
HFMA. Go to http://www.hfma.org/crcr/ to get more 
information.  

As always, if you have any questions, please let me know.   

 
 Rita Romeu, Ph.D., FHFMA
 Romeur@comcast.net.

 

days before the payment is due. Taxpayers can easily access the 
Direct Pay option at www.irs.gov/directpay. 

SEVEN: APPLY FOR AN IRS PAYMENT PLAN 
The IRS offers payment plan opportunities for taxpay-

ers that cannot pay their taxes in full. If a taxpayer meets the 
qualifications, they may apply for an “IRS Online Payment 
Agreement.” The direct debit payment plan is one of the best 
options to pay. Not only does it have a lower set-up fee, but the 
user will not miss a payment and will not receive a payment re-
minder each month from the IRS because it is debited directly 
from their bank account. 

EIGHT: GET FORMS AND PUBLICATIONS 
All current and prior year federal tax forms, instructions 

and publications can be viewed, downloaded and printed at 
any time. Taxpayers can use the IRS’ new “Beta Search” tool to 
quickly search and download forms and instructions. 

NINE: FIGURE THE RIGHT WITHHOLDING 
With the assistance of the IRS “Withholding Calculator 

tool”, taxpayers can determine the appropriate amount of tax 
to have withheld from their earnings so as to avoid potential 
underpayment penalties and associated interest. Taxpayers can 
also use the website to complete and provide their employer 
with an updated Form W-4, Employee’s Withholding Allow-
ance Certificate. 

TEN: GET A TAX TRANSCRIPT 
A tax transcript may be needed when applying for a loan 

or student financial aid if the taxpayer does not have a copy of 
their federal tax return on hand. The “Get Transcript” tool can 
be used to order a transcript online or by mail. Transcripts are 
generally available for the current year and three prior years. 
This is also helpful for taxpayers to reconcile their account 
with the IRS. 

The IRS website also offers many publications and online 
resources in English, Spanish, Chinese, Korean, Vietnamese 
and Russian. One of the most important documents available 
is the Taxpayer Bill of Rights which outlines taxpayer’s rights 
under the tax law. These multilingual online resources can be 
easily accessed on the top right-hand corner of www.irs.gov by 
clicking the “Language” tab. The IRS website is a very useful 
tool for taxpayer’s and a great way for taxpayer’s to get up to 
date tax information.

These are just a few of the valuable resources included on 
the IRS website as the IRS has really stepped up its game as a 
provider of information in recent years. Taxpayers should take 
full advantage of the website to gain useful knowledge and ex-
pertise in various tax related areas.

About the Author
John A. Smith, Jr., is a Supervisor at WithumSmith+Brown, 
Certified Public Accountants and Consultants, and is a member 
of the firm’s Healthcare Services Group. John can be reached at 
jsmith@withum.com. 
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Wednesday, October 7, 2015
9:15 - 9:30 Welcome Ballroom Jennifer Vanegas Annual Institute Chair Welcome to the 39th Annual Institute General
9:30 - 10:20 Opening Session Ballroom Christopher Valerian, DO QualCare, Inc. Direct to Market: A Case Study General
10:20 - 11:50 General Session #1 Ballroom Lyman Sorenberger Capio Partners Healthcare Jeopardy General
11:50 - 1:15 Lunch & Vendor Fair  Vendor Hall 
12:00 - 12:30 Vendor Demo 1 VD 1  Avadyna Health  Vendor Demo 
12:00 - 12:30 Vendor Demo 2 VD 2  ClinicSpectrum  Vendor Demo 
12:40 - 1:10 Vendor Demo 3 VD 1  PatientKeeper  Vendor Demo 
12:40 - 1:10 Vendor Demo 4 VD 2  Buck Consultants, A Xerox Company  Vendor Demo 
1:15 - 2:05 General Session #2 Ballroom Neil M. Pressman Baker Tilly Virchow Krause, LLP Physician Employment:   General  
   David A. Gregory Baker Tilly Virchow Krause, LLP Optimal Integration   
2:05 - 2:10 Break       

2:10 - 3:00 Breakout #1 Studio 1 Kendall Schnurpel EY Tax Update Financial  
   Justin Lowe EY  Management 
2:10 - 3:00 Breakout #1 Studio 2 Sloan Clardy Parallon Uncovering Your True Cost to Collect to  Revenue
   Joey Moss Parallon Calculate Data Driven Revenue Integrity 
     Cycle Performance   
2:10 - 3:00 Breakout #1 Studio 3 David Reitzel  Grant Thornton LLP Flipping the switch to ICD 10:   Compliance
     Steps to continued improvement
2:10 - 3:00 Breakout #1 Studio 4 Deborah E. Shapiro WFS Services, Inc. PATIENT FRIENDLY STATEMENT – Patient
   Cheryl Lawson WFS Services, Inc. CUSTOMER SERVICE MUST HAVE Financial Services
2:10 - 3:00 Breakout #1 Boardroom 1 Bret S. Bissey MediTract Physician/Hospital Arrangements –  Compliance
     Strategies to Reduce Compliance Risk 
2:10 - 3:00 Breakout #1 Boardroom 2 Craig Standen SEI Investments The Affordable Care Act & the SCOTUS  Compliance
   Chris Seidl SEI Investments ruling on King v. Burwell; Financial Risk 
     Management in the wake of today’s 
     tumultuous healthcare regulatory 
     environment
3:00 - 3:10 Break
3:10 - 4:00 Breakout #2 Studio 1 Kelley Blair Adreima Case Study:  Project Management  Patient
   Jonathan Vanator Indiana University Health Eradicates Outsourcing Risk  Financial Services
3:10 - 4:00 Breakout #2 Studio 2 Perry Mandarino PwC Panel Discussion on Consolidation Financial 
   Kenneth A. Rosen, Esq Lowenstein Sandler PC  Management
3:10 - 4:00 Breakout #2 Studio 3 Karen Henderson WithumSmith+Brown, PC Final Internal Revenue Code §501(r)  Financial
   Hayley Shulman WithumSmith+Brown, PC Regulations Applicable to Tax-Exempt  Management
     Hospital Facilities
3:10 - 4:00 Breakout #2 Studio 4 Chris Strade  Olean Medical Group  Optimizing Reimbursement and Decreasing  Revenue Integrity
   Allison Case ZirMed Denials in the New Era of Revenue Cycle
3:10 - 4:00 Breakout #2 Boardroom 1 Gerry Blass ComplyAssistant How Secure is Your Information?  Compliance
   Rita Romeu, HFMA, CHC ComplyAssistant (And What is the Cost of Protecting it? ) 
3:10 - 4:00 Breakout #2 Boardroom 2 Mark Tambussi PNC Healthcare Strategies for Healthcare Funding Financial
      Management
4:00 - 4:10 Break
4:10 - 5:00 Breakout #3 Studio 1 April Venable Inspira Health Network Using Gainsharing as a Foundation for  Reimbursement
   Jo Surpin Applied Medical Software Population Health Initiatives: 
     The Inspira Experience
4:10 - 5:00 Breakout #3 Studio 2 Lou Feuerstein Grant Thornton LLP Annual Update of Recent Accounting and  Financial
   Crispin Hildebrand Grant Thornton LLP Auditing pronouncements Issued by the  Management
     FASB and AICPA
4:10 - 5:00 Breakout #3 Studio 3 Stefi Draeger Experian Health 8 Things You Need to Know to Improve  Patient Financial
     Self-Pay Collections Services 
4:10 - 5:00 Breakout #3 Studio 4 Jennifer Shimek KPMG Panel Discussion - Compliance Best  Compliance
   Deborah L. Carlino Rutgers, The State University Practices for Identifying and Managing 
       of New Jersey Conflicts of Interest with Vendors and 
   Kelly Sauders Deloitte Suppliers   
   Bret S. Bissey MediTract
4:10 - 5:00 Breakout #3 Boardroom 1 Tina Eller Sutherland Healthcare Solutions Targeting Self-Pay Patients for Enrollment  Managed Care
     in NJ Family Care and Health Insurance 
     Marketplace Plans   
4:10 - 5:00 Breakout #3 Boardroom 2 Olakunle Olaniyan, MD Case Management Covenants LLC Increase your bottom line, Eliminate  Patient Financial
     physician driven Medical Necessity Denials Services  
5:00 - 5:30 Break
5:30 - 8:00 Charity Event Vendor Hall      
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Thursday, October 8, 2015
9:00 - 9:50 General Session #1  Ballroom Carol Friesen HFMA National Go Beyond General
9:50 - 10:10 Awards Ballroom Heather Weber HFMA NJ Annual Chapter Awards Ceremony General
10:10 - 11:00 General Session #2 Ballroom Day Egusquiza AR Systems, Inc. ICD 10 changes everything in the revenue cycle – General
     think beyond HIM  
11:00 - 12:00 Keynote Speaker Ballroom Todd Hunt Hunt Company Communications Bleeps and Blunders in Business General
12:00 - 1:20 Lunch & Vendor Fair  Vendor Hall     
12:10 - 1:00 Lunch & Learn Studio 1 Rhonda Maraziti WithumSmith+Brown, PC Social Media Trends and Practical  General
   Sarah Cirelli WithumSmith+Brown, PC Applications for Career Development  
12:10 - 1:00 Lunch & Learn Studio 2 Dion Sheidy KPMG Quality of Care: Where do we start? General
   Catherine OíLeary KPMG   
   Jennifer Shimek KPMG
12:10 - 12:40 Vendor Demo 1 VD 1  MediTract  Vendor Demo
12:10 - 12:40 Vendor Demo 2 VD 2    Vendor Demo
12:50 - 1:20 Vendor Demo 3 VD 1  Arcadia Recovery Bureau  Vendor Demo
12:50 - 1:20 Vendor Demo 4 VD 2    Vendor Demo
1:20 - 1:30 Break      
1:30 - 2:20 General Session #3  Ballroom Michael McLafferty EisnerAmper LLP 2016 Regulatory Review General
2:20 - 2:30 Break      
2:30 - 3:20 Breakout #1 Studio 1 Marc Halley The Halley Consulting Group Moving Up the Integration Pyramid  Revenue Integrity
2:30 - 3:20 Breakout #1 Studio 2 Kathy Ruggieri  BESLER Consulting The benefits using data analytics to improve Compliance
   Mary Devine BESLER Consulting Revenue Cycle and Compliance collaboration
   Olga Barone-Allan BESLER Consulting 
2:30 - 3:20 Breakout #1 Studio 3 Cindy Hochart Sutherland Healthcare Solutions A Framework for Analytics Driven  Managed Care
     Transformation to Value Based Care
2:30 - 3:20 Breakout #1 Studio 4 Steven Honeywell University of Pennsylvania Health System Improving the Patient Experience-  Patient Financial
   Jeff Hinkle Lehigh Valley Health Network The Impact of Consolidated Patient Billing Services
   Fred Bloesch Univ. of Pennsylvania Health System
   Brendan Borst PNC Healthcare
2:30 - 3:20 Breakout #1 Boardroom 1 Deborah L. Carlino Rutgers, The State University of NJ We’re Acquiring a Physician Practice,  Compliance
   Dara S. Quinn  CarePoint Health What Do We Do Now? 
2:30 - 3:20 Breakout #1 Boardroom 2 Christine Doyle PFM Direct Bank Placements Financial 
   Bob Guadagno PFM  Management
3:20 - 3:30 Break
3:30 - 4:20 Breakout #2 Studio 1 Jim Russell Jim Russell & Associates, LLC Is your Financial Statement Accounts Receivable Financial 
     Balance Accurate and Defensible? Management
3:30 - 4:20 Breakout #2 Studio 2 Jeffrey Silvershein McBee Associates, Inc Managing Bundled Payments in the World of Reimbursement
   Martin Brutscher McBee Associates, Inc Accountable Care 
3:30 - 4:20 Breakout #2 Studio 3 Vishal Gandhi ClinicSpectrum, Inc. Ideal Practice Workflow for Revenue Maximization Patient Financial
     and Cost Efficiency Services
3:30 - 4:20 Breakout #2 Studio 4 Idette Elizondo DGA Partners Population Health – Key Ingredients  Managed Care
   Meghan Corcoran DGA Partners to Success 
3:30 - 4:20 Breakout #2 Boardroom 1 Kathy Emanuel McBee Associates, Inc Documentation and Billing Compliance  Compliance
   Sandy Pierson McBee Associates, Inc for High Cost Drugs and Devices 
3:30 - 4:20 Breakout #2 Boardroom 2 Elizabeth P. Staas Recondo Technology Transforming Revenue Cycle from Administrative Patient Financial
     to Patient Service - Engaging Touch Free Practices Services
4:20 - 4:30 Break      
4:30 - 5:20 Breakout #3 Studio 1 Kim Charland Panacea Healthcare Solutions, Inc. What Value Are We Gaining from Value-Based Financial
   Greg Adams Panacea Healthcare Solutions, Inc. Purchasing? Management
4:30 - 5:20 Breakout #3 Studio 2 Maria C. Miranda, FACHE BESLER Consulting The Uncertain Future of Medicare  Reimbursement
   Robert Mahoney BESLER Consulting Pass-through and Add-ons 
   Scott Besler BESLER Consulting
4:30 - 5:20 Breakout #3 Studio 3 Dan Kutchel CarePayment Patient-Friendly Billing:  How Retailization Patient Financial
     is Shaping Revenue Cycle Strategy Services
4:30 - 5:20 Breakout #3 Studio 4 Ryan Secan, MD MedAptus, Inc. Shorten the Revenue Cycle with ICD-10 Revenue Integrity
4:30 - 5:20 Breakout #3 Boardroom 1 Cynthia Korman Strategic System Solutions, LLC It Can Grow On Trees:  Winning Strategies Reimbursement
     for Value-Based Purchasing 
4:30 - 5:20 Breakout #3 Boardroom 2 Erin O’Connor  Cammack Health LLC Using Your Employee Benefit Plan to Advance Your Managed Care
   Beth Barker Southcoast Health System Value Based Care Strategy and Reduce Hospital
     Expenses: the Southcoast Health Plan Exerience 
5:20 - 6:00 Break
6:00 - 8:00 President’s Reception Poolside Heather Weber, President
10:00 - ? Late Night Get Together mur.mur

Friday, October 9, 2015
9:00 - 10:00 General Session #1 Ballroom Jack Hoban RGI Leadership Under Stress General
10:00 - 11:00 General Session #2 Ballroom Patricia Kloehn Convergent Revenue Cycle Mgmt., Inc. Creating a Concierge Patient Experience General
   James Hawkins Convergent Revenue Cycle Mgmt., Inc.
11:00 - 11:15 Break     
11:15 - 12:30 Panel Discussion Ballroom Heather Weber Partner Baker Tilly Virchow Krause, LLP General
   Gail Kosyla Chief Financial Officer and Senior VP of Strategy Hunterdon Healthcare
   Russell Wagner Senior VP of Finance Holy Redeemer Health System 
   TBD   
   TBD
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2015 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 receipt
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 2014-2015 Chapter Year was completed on a voluntary basis by a
certified public accountant who is a member of the chapter.  The Chapter Treasurer and Officers
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 2014-2015 Chapter Year.

The accompanying balance sheets and statements of activities and cash flows for the years ended May
31, 2015, 2014 and 2013 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,

David J. Wiessel
2014-2015 Audit Committee Chair
NJ HFMA
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2015 2014  2013 
Assets
   Current assets:
      Cash $301,316 $253,136 $250,112 
      Accounts receivable, net         14,153            8,062            14,590 
      Other current assets         15,783            8,041            23,000 
   Total current assets        331,252          269,239          287,702 

   Fixed assets                -                    -               1,039 
Total assets        331,252          269,239          288,741 

Liabilities and net assets
   Liabilities
      Current liabilities:
         Accounts payable         80,847           54,969            92,579 
         Deferred revenue         35,250           41,385            42,698 
         Accrued payroll           3,591            4,706             6,448 
      Total current liabilities        119,688          101,060          141,725 
   Total liabilities        119,688          101,060          141,725 

Net assets
     Unrestricted net assets       211,564         168,179          147,016 
Total liabilities and net assets $331,252 $269,239 $288,741 

  

Healthcare Financial Management Association - New Jersey Chapter
Balance Sheets

May 31
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2015 2014 2013

Operating activities
   Net income (loss) $43,385 $21,163 ($76,227)

Adjustments to reconcile net  income (loss) to net cash provided by  
   (used in) operations:

      Accounts receivable, net                   (6,091)                6,528 14,870          
      Other current assets                   (7,742)              14,959 11,346          
      Depreciation                          -                  1,039 257               
      Accounts payable                  25,878             (37,610) 19,893          
      Deferred revenue                   (6,135)               (1,313) 9,663            
      Accrued payroll                   (1,115)               (1,742) (2,355)           
Net cash provided by (used in) operating activities                   48,180                3,024          (22,554)

Cash at beginning of period                253,136            250,112         272,666 

Cash at end of period $301,316 $253,136 $250,112 

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

Year ended May 31

2015 2014 2013

Income
   Meeting and education income $242,996 $239,599 $239,627 
   Newsletter income              42,980                 43,062                  38,518 
   Golf Outing Income               60,750                  61,835                  54,952 
   General sponsorship income            191,385                189,137                 214,820 
   Interest income                   304                      300                       503 
   Other income              29,330                 29,843                  29,298 
Total income             567,745                 563,776                 577,718 

Expenses
   Meeting and education expenses            350,316                360,183                 460,871 
   Newsletter expenses              35,544                 43,167                  38,736 
   Golf Outing expenses              59,491                 53,780                  54,603 
   Member recognition and social event expenses                7,666                   5,175                  26,839 
   General and administration expenses              71,406                 78,072                  69,594 
   Depreciation                      -                     1,039                       257 
   (Recovery of) provision for bad debts                    (63)                   1,197                    3,045 
Total expenses             524,360                 542,613                 653,945 
Net operating Income              43,385                 21,163                 (76,227)

Net income (loss) $43,385 $21,163 ($76,227)

Healthcare Financial Management Association - New Jersey Chapter
Statements of Activities

Year ended May 31
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Helpful hints for the 2015 Institute… 
NEW Mobile App 
We have a brand new, easy to use mobile app to access all the information you need regarding the Institute.  

You can locate the app through search terms - NJ HFMA Annual Institute in the app store.  The event is 

accessible to Android and iOS devices, and on your laptop.   The URL for the Institute is: ddut.ch/njhfma. 

• The day before the Institute, you will receive an email from DoubleDutch (mobile app provider) with a 
username and password.   

• If you choose to fully log out of the app, you will need to use that password to log back into the app.  

• Education Session evaluations, will be done via the mobile app (go to surveys section on the main 
menu) and also via paper surveys this year. 
 

• We will have 2 mobile app champions on site to help you with the mobile app (Deb Carlino & Stacey 
Bigos).   

Casino Night benefitting the Make-A-Wish Foundation of NJ 
• We will be raising money this year with a Casino Night and Gift Auction.  We have secured some 

wonderful gifts for you to play for. 
 

• You will have an opportunity to make additional pledges to the Make-A-Wish of NJ for additional 
opportunities to win prizes at their booth on Wednesday (during the conference from 12 noon on & also 
at the event) all pledges are tax-deductible.  
 

• If gaming isn’t your thing… you can turn in your complimentary $100 in funny money (handed out with 
your registration materials) to get a raffle ticket which can be entered for a chance to win any of our 
great prizes. 

Thursday Night Entertainment at MUR.MUR 
We have a new venue this year to network and mingle with attendees on Thursday night at MUR.MUR.  We 

think you will love the new atmosphere as it provides us with some much needed space.  This event will have 3 

Signature Drinks that will be served in an exclusive area by our event sponsor, Baker Tilly.  Each attendee will 

receive 1 signature drink ticket that can be redeemed between 10 pm and 11:30 pm. 

Vendor Demo Sessions (held during lunch in back of Exhibitor Hall) 
1. 
2. 

Patient Keeper – 10/7 @ 12:40 pm – 1:10 pm 

3. 
Clinic Spectrum Inc. – 10/7 @ 12:00 pm – 12:30 pm 

4. 
Buck Consultants, A Xerox Company – 10/7 @ 12:40 pm – 1:10 pm 

5. 
MediTract - 10/8 @ 12:10 pm – 12:40 pm 

6. 
Arcadia Recovery Bureau - 10/8 @ 12:50 pm – 1:20 pm 

7. 
Key Note Sponsor (TBD) - 10/8 @ 12:10 pm – 12:40 pm 

President’s Reception Sponsor (TBD) - 10/8 @ 12:50 pm – 1:20 pm 

If you have any questions or concerns, please look for an Institute Committee Member.  We will be wearing 

white shirts (Wednesday- sponsored by Capio Partners and Thursday - sponsored by Varo Healthcare).   

My best, 
Jennifer Vanegas 
Chair, NJ HFMA AI 
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INSTITUTE SPONSOR GUIDE

Connect with us: bakertilly.com

© 2015 Baker Tilly Virchow Krause, LLP.Baker Tilly refers to Baker Tilly Virchow Krause, LLP, an independently 
owned and managed member of Baker Tilly International. 

An independent member of Baker Tilly International

You gain valuable insight and 
strategic expertise when you 
work with our dedicated team 
of healthcare professionals. 
Experience our personalized 
attention that will help you  
move your business forward. 

Keep your finger  
on the pulse.

strategic expertise when you 

of healthcare professionals. 
Experience our personalized 
attention that will help you 
move your business forward. 

Keep your finger 
 

 

 

 

 

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

99 Wood Avenue South 
Iselin, New Jersey   
732 516 4200 
 
5 Times Square 
New York, New York 
1 212 773 3000 
 
One Commerce Square  
Philadelphia, Pennsylvania 
1 215 448 5000 
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3 Minutes
15 Questions

Profound Insight

+

What’s your   

 Score?
(Get it here: www.avadynehealth.com/pfx)

Max Bellmann, CRCR, CRCP-I  

(816) 501-6305 
Mbellmann@avadynehealth.com

2222 Morris Ave, 2nd Floor, Union, NJ 07083
Ph: (908)834-1608 Fax: (877)733-4305

Empowering     Cost Effective Workflow

CREDENTIALING, A/R FOLLOW-UP and ELIGIBILITY VERIFICATIONS…. Amongst Many Others!

Empowering     Cost Effective Workflow

Vishal@ClinicSpectrum.com     www.ClinicSpectrum.com

ACCOUNTS RECEIVABLE FOLLOW UP We follow up on all kinds of outstanding claims. 

Your In-house cost for a representative call
(20-25 minutes per call) $8/Call

Our cost for a representative call
(Irrespective of time on hold) $2.25/Call

60%Savings per representative call

Authorization issues Referral issues Medical necessity and medical records requests
Non-Participation with insurance network Terminated insurance

Coordination of bene�ts Wrong diagnosis Inclusive procedures Partial payments
Out of network claim status and deductibles EDI Rejects

Letter of protections from attorney o�ce No status and no claim on �le Workers’ comp PIP cases

ELIGIBILITY VERIFICATION

Eligibility veri�cation Out of network coverage Copayment/authorization requirements
Out of pocket amount Coinsurance Precert for in o�ce procedures Amount met to date

Live call representative calls with turnaround
e�ciency of 30-45 minutes

Starting at $2.50/Bene�t veri�cation or $6.5/Hour*

CREDENTIALING SERVICES

$100/Provider/App for Credentialing assignments

$75/Provider/App for Re-Credentialing assignments

$175/Provider/Medicare Medicaid apps

With HUNDREDS of monthly provider enrollments
OUR experts can HANDLE the most di�cult of tasks

O�ers Medical Billing Companies E�cient, Cost-E�ective, Easy Solutions In The Areas Of:
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INSTITUTE SPONSOR GUIDE

Gain more 
value 

with each 
connection. 

Adreima’s tailored approach to 
revenue cycle management 

partnerships ensure providers 
achieve full value recognition for 

the services they provide. 

sales@adreima.com | 877-552-3734 
Adreima.com 

arcadiarecovery.com   I   1.866.230.1953  
 

Proud sponsor of the NJ HFMA 

System Conversion Blues? 

Arcadia can support your team by: 
Liquidating AR from your Legacy system 
Providing insurance follow up and billing 

Support for:  Small balance accounts 
Medicaid  I  Commercial  I  Medicare 

Receiving and resolving overflow calls  
Contacting 100% of patient receivables 
Providing an immediate lift in cash flow  
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SSI leads the healthcare industry 
in claims management technology, 
EDI platforms and networking by 
providing cutting edge solutions for 
managing the revenue cycle.

Contact us today to find out more.

 1.800.881.2739
 www.thessigroup.com

Powering the Business of
Healthcare

Proud Supporter of the 
 

2015 NJ PA  
HFMA Annual Institute 

The MMG team has specialized         
experience to help clients find solutions. 
We focus on the financial management 

and operational issues so our             
physicians can concentrate on what 

matters most — their patients.  

www.MedicMgmt.com 
Info@MedicMgmt.com 

(800) 288-2818 

INSTITUTE SPONSOR GUIDE

What does patient  
financial engagement  
mean to you?

For Apex customers, it’s a 10% 
increase in cash and 10% reduction  
in costs in a matter of months!

Discover how Apex can streamline your 
process, increase patient revenue, and  
drive down the cost of doing business. 

Start improving patient payments today  
at apexrevtech.com

Apex Headquarters  100 S. Owasso Blvd. W  Saint Paul, MN 55117  
P: 866.676.2739  >  F: 651.287.8203  >  info@apexrevtech.com
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INSTITUTE SPONSOR GUIDEINSTITUTE SPONSOR GUIDE

NJ HFMA Finance Accounting Capital and Tax 
Committee Presents:

The Future of Healthcare-
Value in Transformation

Tuesday, November 10, 2015
Richard Baum, Chair; Katie Kelly, Co-Chair

DoubleTree by Hilton Hotel Tinton Falls - Eatontown
700 Hope Road, Eatontown, New Jersey, 07724

Join us! Topics for the day include…..
• Governance Perspective on the State of the
   Healthcare Environment…

• Healthcare Industry Credit Perspective…

• Tax Update…

• Healthcare Fraud …

• Identify Revenue Opportunities with Data Analytics…

• A&A Update…

Every Asset  
Allocation Decision  
Impacts Your Organization’s 
Financial Position.
SEI’s Enterprise Risk Analysis provides a 
customized report on how your investment 
program influences financial goals and overall 
risk tolerances. 

Request a complimentary analysis today 
seic.com/ERA2015

Information and services provided by SEI Investments Management 
Corporation, a wholly owned subsidiary of SEI Investments Company.\
For Institutional Investor Use Only. Not for Public Distribution. Information 
provided by SEI Investment Management Corporation.

© 2015 SEI 151708 (08/15)
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2 Convent Rd. • Morristown, N.J. 

Ranked among the Top 100 Regional Universities North 
by U.S. News & World Report.

Apply Now. Visit cse.edu

At CSE, you’ll find a supportive community 
combined with leading-edge instruction,  
as you learn to inspire healthy lifestyles  
inside and out.

CSE offers these Accredited Programs:

• BS/MS Health Administration

- Prepare for careers in hospitals, 
pharmacies, insurance and  
biomedical companies

- Full health care curriculum–  
not just a minor

- Graduate courses in project 
management, infomatics and 
population health

• RN-BSN  

• MS Nursing 

• BS/MS Nutrition 

• BA/MA/PsyD Psychology

Learn today, lead tomorrow.Undergraduate, Graduate, Doctoral and Certificate Programs



“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 
cutting 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

600+ Attorneys    |  21 Offices Nationwide



*Source: Kaiser Health News

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

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

To watch a short video explaining how new analytics 
can help you understand readmissions at your specific 
facility, visit www.besler.com/readmissions.

 (877) 4BESLER   |  www.besler.com   |  @BeslerDotCom
Enhancing and protecting Medicare revenue for hospitals  ©2015 BESLER Consulting 

Is your hospital one of the 2,610*
 receiving reduced  

Medicare payments in 2015  
due to excess readmissions?




