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The President’s View . . .

Tracy Davison-DiCanto

Hello everyone –

I have to tell you that it is amazing how quickly this chapter year has passed. I want to 
thank each of you for making my Presidential year so incredibly fulfilling and AWESOME! 
The chapter could not have had such a successful year without all of the chapter leadership 
that continues to volunteer their time to assist in running our chapter. I would like to take 
a moment to thank my Officers, Board of Directors and Committee Chairs/Co-Chairs for 
their support and dedication throughout this year. Everything that the chapter achieves is 
due to all of your commitment and passion! Our chapter will be honored with a number of 
awards at ANI which will be shared in a later edition of the FOCUS. 

I wanted to take a moment to recognize the CARE and Physician Practice Forums and 
their Board Liaisons for an incredibly successful March education session. Congratulations 
are also in order for Heather Stanisci and the Women’s Session Education Sub-Committee 
who put on our most successful Women’s event to date. With over 70 attendees, each person 
took away something valuable that would benefit them personally or professionally. From a personal perspective, the self -defense 
skills taught at the end of the day are something that I will take away and I’m thinking that if I can do them when I am nine 
months pregnant, they will be even better once my new daughter has arrived!

I am honored to move into the ranks of Past President of the Chapter starting in June. Our chapter suffered an incredible loss 
when we unexpectedly lost Past President, Douglas A. Duchak, former Englewood Hospital and Medical Center CEO, at the 
young age of 63.  Doug was Chapter President from 1992-1993 and will be remembered for his contributions to the chapter as 
well as the healthcare industry in New Jersey. We have included a dedication to Doug in this issue so please take a moment to read. 
This unexpected loss reminds us all that we need to cherish what we have each and every day, both personally and professionally. 

“...we should be remembered for the things we do. The things we do are the most important things of all. They are more 
important than what we say or what we look like. The things we do outlast our mortality. The things we do are like monuments 
that people build to honor heroes after they’ve died. They’re like the pyramids that the Egyptians built to honor the Pharaohs. 
Only instead of being made out of stone, they’re made out of the memories people have of you. That’s why your deeds are like 
your monuments. Built with memories instead of with stone.” -  R.J. Palacio

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

We hope you can join us for the following events:

•  June 9, 2015 – Revenue Integrity Session at the Hotel At Woodbridge

•  October 7-9, 2015 -  Annual Institute at the Borgata in Atlantic City 

•  Many other great networking and educational events to be announced soon!

I wish everyone a very happy, healthy and safe Summer! I wish the incoming 
Officers, Board and Committee Chairs/Co-Chairs a great chapter year for 2015-16!

Warm regards – Tracy Davison-DiCanto
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Remembering Doug Duchak
By: Jim Duchak

Many of you knew Doug from work, as friends, or through 
community activities. If you permit me a few moments, I would 
like to explain what made Doug who he was.

Doug was born in Garfield. He lived in a very small two family 
house in a crowded part of the city. He and his two older brothers 
shared a bedroom that was 8’x 8’.  The room was barely large 
enough for a bunk bed and a small dresser.  Dean, his older brother 
by 6 years, had the bottom bunk, while Doug and I had the top.

The second story of the house held our grandmother, 3 uncles 
and 1 aunt. Four houses down the street was our other grandmother, 
uncle, aunt, and cousin.

Even then…Doug was surrounded by family.
Doug’s dad couldn’t finish High School. Money and food  

were scarce for him growing up.  He lied about his age and 
at 16 joined the governments Civil Conservation Corp 
(the CCC camps). The CCC was designed to take the younger men 
out of the labor force and give them jobs building highways and 
dams around the country.  

His mom completed High School and took secretarial classes 
at night.

After serving in WW II, his dad returned to Garfield and worked 
in the Hayden Chemical Factory until he retired.  All his working 
career, he earned an hourly wage and punched a time clock.

His mom joined the Passaic Savings and Loan and worked 
her way up to branch manager.  If you ladies out there think it is 
difficult fighting your way into management positions today, think 
about what it must have been like 55 years ago.

Doug learned about hard work and community involvement 
from his parents. He saw his dad help build a little league base-
ball field in Garfield, help coach the teams, and later help the High 
School booster groups raise money. His mom also helped with fund 
raisers and was active with local politics.

Doug was in the 3rd grade when he moved to Midland Park.  His 
years were very good there. He made lifelong friends. 

While there, Doug developed his passion for sports and also 
excelled in school.  His athletic efforts earned him an induction 
into his high school’s Sports Hall Of Fame, while his academic 
achievements earned him an acceptance into Rutgers.

While at Rutgers, Doug earned undergraduate and graduate de-
grees in finance.  He also had a very enjoyable football career with 
the schools “Lightweight Football Team”.

Doug began his business career as an auditor for an accounting 
firm. After a few years of auditing hospitals and medical centers, he 
was hired to join the finance department at Valley Hospital.

That began a 33 year career in hospital administration taking 
him from Finance Manager to Chief Financial Officer, to a nine 
year career as Chief Executive Officer at Englewood Hospital.

His last position, which he was enjoying very much, was as 
the Managing Director of Health Care Services at Eisner Amper, a 
large accounting and advisory firm.

Doug’s successful business career wasn’t what defined him.  
Here are the 5 points which did define him:

Love of his family
His wife Merri and children Dean, Stacey, and Cory meant 

everything to Doug.  
A look around the house shows dozens of pictures of family 

activities.

Seeing his kids excel in their education, sports, and other 
activities was a great source of joy and pride for Doug.

Several times I joined Doug for some of Cory’s activities.  His 
face beamed with excitement and joy when he saw Cory horseback 
riding, hiking on a trail, or playing in the surf.  Despite Cory’s 
challenges, Doug was absolutely determined to insure that Cory 
would enjoy the best possible quality of life Doug could provide.

Respect for Everyone
Whether he was talking to a Doctor about a piece of equipment 

they were trying to buy, or talking to a member of the kitchen staff 
about how the Mets played last night, Doug treated everyone with 
the same courtesy and respect.

Helping Family and Friends
Doug always made time to help those that he loved.
When I was starting graduate school in Boston, Doug was there 

to help me move into our 4th floor walkup apartment.  I can still 
remember us carrying that sofa bed!

Our Dad spent the last four months of his life in an assisted liv-
ing facility near Pittsburgh. Doug would drive the 13 hour round 
trip at least every other week to visit with him.

This is the 30th year anniversary of the passing of our older 
brother Dean.  When Dean’s oldest son was finishing High School 
in Connecticut, Doug drove up to take him on a trip to visit colleges.

Enjoying Life
Despite a very busy schedule, Doug still found time to enjoy 

himself. Playing baseball well into his 40s and playing golf gave 
Doug great pleasure.

Community Service
Whether coaching his kids or fund raising for a special needs 

project, Doug threw everything he had into making those efforts 
successful.

Doug would be the first to tell you that the qualities that defined 
his life were taught to him by his parents.  They were married 67 
years before our mom died.  Dad followed two years later.

They taught Doug how to live his life and he learned his lesson 
well.

I’ll close by telling you about a poster that hangs on the wall in 
Doug’s house.

Duchak Family Rules
Dream Bigger
Love Always
Remember Please and Thank you
Be Happy
Respect Each Other
Use Kind Words
Be Grateful, Kind, and Loving
Laugh Often
You’re Always Loved

I hope this filled in a few of the blanks for some of you and 
clarified why he was so special to all of us.
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The Business Case for 
Distributed Energy in 
Healthcare

Mark Dougherty

by  Mark Dougherty, BSME, FACHE

BACKGROUND
What do Deferred Maintenance, High Energy Costs, 

Negative Environmental Impact, Capital Budget Constraints, 
Debt Limit/Covenants and the Risk related to Power 
Outages have in common?  For Hospitals, the answer is that 
a Distributed Energy Resources (DER) strategy can reduce 
all of these.  

“Distributed Energy” involves the implementation of On-
site Power Generation integrated to HVAC systems, instead 
of the traditional “Centralized Energy” (utility provides your 
electricity). Because a hospi-
tal’s “Central Plant” is a criti-
cal component of creating 
the Environment of Care and 
complying with Joint Com-
mission standards, by inte-
grating DER into your exist-
ing HVAC systems, you will 
improve plant performance 
and efficiency, while helping 
to mitigate risk, in a very cost-effective manner.

DRIVERS FOR HOSPITALS IN NEW JERSEY
Power Reliability  

Because New Jersey’s hospitals share a common mission of 
supporting and improving the health and life of the community 
served, they are considered “Critical Facilities”, requiring power 
and HVAC at all times. We all saw the pictures and videos of the 
hospitals directly impacted by the power outages resulting from 
Superstorm Sandy, most recently, as well as other power outages 
which are all-too common in New Jersey. The photos of babies 
being evacuated from NICUs were heart-wrenching to all of us.

Power Reliability has now become a top priority for NJ’s 
hospitals.  The most popular Power Reliability technology 
today is Combined Cooling, Heat & Power (CCHP),  
popularly known as Cogeneration. CCHP is a very reliable 
and efficient way to ensure power. And, unlike wind or 

solar power, which are “intermittent” sources of power, 
your Cogeneration Plant will always be available, except 
during routine maintenance.  And your utility will always be 
available as a “back-up”.

Reduced Environmental Impact
Distributed Energy Resources include Renewable Energy 
Technologies (wind, solar, geothermal) or cleaner burning fu-
els (natural gas, biogas) to generate power and HVAC. A typi-
cal Cogeneration Plant operates at 75-85% fuel efficiency (as 

compared to your utility, which 
operates at about a 35% fuel 
efficiency), the amount of fuel 
burned to support your facility 
is greatly reduced, and as a re-
sult, so are the emissions. This 
technology is cleaner and more 
efficient.  In this way, hospitals 
can reduce the negative impact 
of emissions on their commu-

nity, improving community health.

Reduced Energy Costs
As a result of its efficiency, Cogeneration creates impressive 

dollar savings, as well.  Because hospitals are 24/7 facilities, and 
have a constant need for both electricity and heat (domestic 
hot water, sterilization, air conditioning, etc.), CCHP plants 
in hospital settings report some of the best ROI’s. This creates 
positive cash flow for other clinical needs.

Reduced Capital Budget/Debt Constraints
Average Age of Plant is a key indicator of a hospital’s finan-

cial health. According to numerous HFMA studies, hospitals 
needs to generate a 4% margin to properly re-invest in the 
Physical Plant. Many hospitals are not earning 4%, increasing 
Age of Plant as well as Deferred Maintenance causing increases 
in emergency repair dollars spent.

A typical Cogeneration Plant operates
at 75-85% fuel efficiency (as compared to

your utility, which operates at about
a 35% fuel efficiency), the amount of fuel burned

to support your facility is greatly reduced,
and as a result, so are the emissions.
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When implementing a DER/Cogeneration strategy, it is 
an excellent time to include Central Plant Equipment Re-
placement items (boilers, chillers, cooling towers, heat ex-
changers, etc.) already part of the 5-10 year capital plan. A 
well-designed DER solution directly integrates with the hos-
pital’s Central Plant equipment, and the entire package of 
new equipment can be more strategically, efficiently and cost-
effectively designed and integrated, creating a more efficient 
plant for the life of your facility.  The resulting “Capital Cost 
Avoidance” reduces pressure on the capital budget. Rating 
agencies, Medicare, HUD, etc. view improved facilities and 
increased cash-flow as a positive factor related to debt risk.

Reduced Risk/Liability from Power Outages
It is difficult to measure the financial risks and negative 

impact on reputation resulting from a power outage. Variables 
include patient mix (ICU, NICU, Nursing Home, Palliative 
Care, Infectious Disease/Quarantine, BL3 Labs in a Research 
Hospital, etc.). The risks and liabilities clearly exist, and securing 
the ability to “island” your hospital from the utility would greatly 
reduce these risks. Some hospitals are now using their Power 
Reliability (as well as “being green/sustainable”) in marketing 
programs as a sign of their commitment to ensuring the health 
and safety of their patients. In addition, the Joint Commission 
views Power Reliability as additive to patient safety.

TECHNOLOGIES
Following is a list of the typical technologies considered for 

implementation at Hospitals:
• Combined Heat and Power 
  o Cogeneration (to make Electricity and Steam/Hot  

   Water)
  o Trigeneration (to make Electricity, Steam/Hot 

   Water and Chilled Water/Air Conditioning)
• Wind (to make electricity)
• Solar Photovoltaic (to make Electricity)

• Solar Thermal (to make Hot Water)
• Geothermal/Ground Source Heat Pumps (Using the  

 earth for heat-transfer)
• Fuel Cells (to make Electricity and Recovered Heat)
• Advanced Energy Storage (Ice, Batteries)

Each of these technologies has its strengths and weaknesses, 
and has different incentive dollars available.  These technolo-
gies can be integrated in a “MicroGrid” approach.

Your Goals
Goals for a DER program will differ from hospital to 

hospital. Notwithstanding the Facilities Management team’s 
operational goals, the Cost/Benefit Analysis ability to fund 
a DER strategy should be considered first. Without a sound 
financial strategy, it is not prudent for the hospital or the 
project developer to invest time and money developing a 
project if it cannot be funded or doesn’t make financial sense. 
For this reason, it is very important to have all key decision 
makers and stakeholders involved in the process right from 
the beginning.

Partner vs. Vendor
It is important to note that the best partner for a com-

prehensive, well-conceived DER program will be one who 
is not promoting any one specific technology, financing 
solution or ownership model. Your development partner 
will serve you best if they are fully neutral on all of these 
decisions and always working on your behalf to develop the 
best solution for your needs.

Doing it “Right”
DER solution development is very intensive. Right-sizing 

equipment greatly reduces both first-cost and life-cycle cost. 
This is why DER projects best serve hospitals after the hospital 
has implemented an energy efficiency improvement program.

Evidence-Based DER Solution Develop-
ment 

Energy Analytics, Building Energy 
Modelling and Tariff Analysis all must be 
done in order to fully understand how your 
costs and operations will be improved by a 
DER strategy.  Available Incentive dollars and 
Capital Cost Avoidance are then added to 
these in the Pro-Forma analysis.  The output 
of this process will be a DER solution tailored 
to your hospital, with ROI/IRR included.

continued on page 10

Power
generation

Electric
grid

Meter

Grid side Customer equipment
Switching
equipment

Distributed generation:
• Combined heat and power
• Fuel cell
• Solar panels & storage

DER SCOPE DEVELOPMENT PROCESS: Beginning With the End in 
Mind.



Spring  2 0 1 5

10 Focus

ENGINEERING, PROCUREMENT and CON-
STRUCTION (EPC)

Once the scope, estimated pricing/ROI/IRR and Financing 
Solution are confirmed, it is time to perform final engineer-
ing design, procurement and construction (EPC). Specialized 
firms are engaged to perform this work on your behalf, acting 
as Developer and Construction Manager.

The project can be priced as Lump Sum, Guaranteed Maxi-
mum Price, Open Book, etc.  If a third-party ownership model 
is employed, the pricing would be structured differently than a 
traditional Construction Project.  

FUNDING YOUR DER PROGRAM
Yes, we saved the best for last!!  The project funding model 

should be determined first, prior to investing precious time, 
talent and financial resources in the development of a DER 
solution. Your Development Partner can help your finance 
team to discover and consider all of the available funding 
solutions, structures and partners available and to help rate 
them based on your goals.  You may be surprised at the number 
of groups who are now interested in investing in Distributed 
Energy Resources.  This is a strong sign of the proven success 
of DER strategies. 

Let’s start with the available incentives.

New Jersey Clean Energy Program (www.njcleanenergy.com)
The NJ Clean Energy Program has incentives available 

for NJ’s hospitals, especially those affected by Superstorm 
Sandy.  In addition, Energy Efficiency incentive programs are 
available (NJ Smart Start and Pay For Performance), CHP and 
Fuel Cells.

Local Regulated Public Utilities
Some electric and gas utilities provide incentives for 

Distributed Energy Resources project implementation. This 
is in addition to EE programs, such as PSE&G’s Hospital 
Efficiency Program.

PJM Ancillary Services
PJM Grid provides incentives if your facility can help the 

Grid to operate more reliably. These “Ancillary Services” include 
both Demand Response (DR) and Frequency Regulation (FR).
Federal Incentives

For DER projects, the Federal incentives are usually in the 
form of Tax Incentives. These will be available to for-profit 
hospitals directly, or to a 3rd-party for-profit partner, in the case 
of a DBOOM or PPA project structure. (see “Other 3rd-Party 
Ownership Models”, below)

Other Funding Sources
NJ Energy Resilience Bank (ERB)
Background:

The extensive damage and outages caused by Superstorm 
Sandy prompted the State of New Jersey to prioritize its 
efforts to minimize the potential impacts of future major 
power outages and increase energy resiliency. The New 
Jersey Board of Public Utilities (BPU) and the New Jersey 
Economic Development Authority (EDA) have partnered 
to commit $200 million in Community Development 
Block Grant-Disaster Recovery (CDBG-DR) funds and 
$150 million in Societal Benefit Charge (SBC) funds for 
the Energy Resilience Bank (ERB) to assist critical facilities 
with securing *resilient energy technologies that will make 
them – and by extension, the communities they serve – 
less vulnerable to future severe weather events and other 
emergencies. See: www.njerb.com

See:  /www.newjerseypace.org/about-us/

continued from page 9

Propety owners
volunatrily sign up
for financing and
install energy
projects

The lender*
provides funds to
property owner
to pay for energy
project

Property owner
repays bond
through property
tax bill
(up to 20 years)

City or county
creates type of
land-secured
financing district
or similar legal
mechanism

S
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Your Bank and NJHCFFA
For hospitals with solid credit ratings and available debt 

capacity, traditional debt financing through either your bank 
or the NJ Healthcare Facilities Finance Authority will often be 
your lowest cost of capital to invest in a strategic DER project.

Protecting Debt Capacity/Covenant Compliance
A number of unique opportunities, relatively new to the 

NJ market, are becoming available to hospitals for the specific 
funding of energy-related improvements, including DER 
projects.

NJ PACE: (www.newjerseypace.org) 
“PACE” which stands for “Property Assessed Clean 

Energy”, is an innovative way to finance energy efficiency 
and renewable energy upgrades to buildings. Measures that 
achieve energy savings can receive 100% financing, repaid as 
a property tax assessment for up to 20 years. (Source: http://
pacenow.org/about-pace/what-is-pace/). There is presently 
legislation under consideration in NJ which will make the 
use of PACE funding much more beneficial and effective for 
NJ’s hospitals.

Other Private Special-Purpose 501(c)(3) Organizations
There are special non-profit organizations who have, for 

instance, the purpose of “saving energy” and are permitted 
by the IRS to “own Energy-Related assets” and take debt on 
behalf of other non-profits (such as hospitals) for the funding 
of Sustainable Energy projects, including DER.  

These Private-Partner Ownership structures are also tied to 
the savings stream, but these are funded via 100% tax-exempt 
debt.  The DER Project Developer would work directly for 
the 501(c)(3), who would design the project to your goals and 
specifications, and the 501(c)(3) owns the project for the term, 
transferring ownership at end of term. This funding model may 
be viewed as preserving debt capacity; consulting with your 
auditing firm would be required to confirm this accounting 
treatment.

Other 3rd-Party Ownership Models
These include “DBOOM” (Design-Build-Own-Operate-

Maintain) and “PPA” (Power Purchase Agreement).  Both of 
these models involve a private, for-profit investor designing, 
owning and operating the DER assets, and selling the output 
to the Hospital.  

CONCLUSION
A Distributed Energy Resources (DER) project can be a 

very valuable strategy for your hospital and the community 

you serve. The benefits include dollar savings, reduced risk, 
a healthier community and an improved environment.  
federal, state and utility incentive dollars have been made 
available to promote adoption of DER for these reasons, as 
well as to improve the reliability of the electricity grid. The 
technology has matured; the ability to analyze whether the 
“right” solution exists; numerous attractive funding solutions 
are now available, including most recently, the New Jersey 
Energy Resilience Bank (ERB).

A DER Strategy can support key goals for New Jersey’s 
Hospitals and should strongly be considered in your strategic 
facilities planning process.

About the author
Mark Dougherty, BSME, FACHE, is Director of Business 
Development for GI Energy. Mark is a Mechanical Engineer, 
is Board Certified in Healthcare Management, and has been a 
member of the HFMA-NJ Communications Committee since 
2003.  Mark can be reached at mdougherty@gienergyus.com.

FIRST CREDIT 
HEALTHCARE COLLECTION SERVICES 

Collect Self Pay, Co-Pay, Patient Responsibility 
 

Nationally Licensed, Bonded, Insured Collection Services 
 

Local Friendly Service - Headquartered in Piscataway, NJ 
 

Over 20 Years in Business 
 

HIPAA Compliant - PCI-DSS Level 1 Compliant 
 

24/7 Online Access to Patient Data and Reports 
 

First Credit Services, Inc. 
371 Hoes Lane, Piscataway, NJ 08854 

1-800-606-7066—Ext. 2019 - www.healthcarecollect.org 
SALES@FCSBPO.COM 
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Professional Reading
Recommended by Gretchen Segado, Manager, Fraud 
Investigation and Dispute Services, Ernst & Young, LLP: 

Death by Meeting by Patrick Lencioni. It’s a light read, but it 
did make me take a hard look at the numerous meetings that 
used to clog up my calendar.

Recommended by Fatima Elias:

The Checklist Manifesto - How To Get Things Right,  
by Atul Gawande

Recommended by Sandy Gubbine, Atlanticare:

“I read a great book from Franklin Covey called:  The 5 Choices: 
The Path to Extraordinary Productivity. It is a quick read and 
provides great practical advice on Decision management, 
Attention management, and Energy management. Has one 
special section on email management, definitely some good tips.”

Personal Reading
Recommended by Phil Kelly

Money Master the Game, by Tony Robbins. “Personal 
finance and has great insight and information on saving and 
investing.”

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

Frank Pipas joins Hackensack 
University Health Network

Effective March 9, 2015, Frank Pipas, joined Hackensack University Health Network from Meridian Health as their 
new Vice President of Finance.  Frank brings 25 years of experience of which he has spent the past 13 years with 
Meridian Health, most recently in the role of Senior Director of Finance. Prior to 2002, Frank worked at Somerset 
Medical Center in Somerville NJ and Liberty Healthcare System in Jersey City, NJ. Frank also has six years of public 
accounting experience with a concentration in healthcare while he was with Ernst & Young, LLP.  Frank is a Certified 
Public Accountant, as well as a member in good standing with the American Institute of Certified Public Accountants 
and the New Jersey Society of Certified Public Accountants. He received his bachelor’s degree in accounting from the 
Rutgers University School of Business in 1990.

Movers and Shakers....
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From Patient Admitting 
Through Post-Op: Using 
Strong Talent Management 
Practices Can Drive Patient 
Satisfaction

by Yvon Martel

Yvon Martel

While there’s probably no need to educate you on the 
importance of HCAHPS scores, indulge me for a moment.

HCAHPS (or Hospital Consumer Assessment of Healthcare 
Providers and Systems) scores measure an area of patient care 
that many healthcare facilities find challenging to master — 
patient satisfaction. This really shouldn’t come as any surprise 
given the vast variation in patient expectations and individual 
perceptions of the overall care experience.  

Then there’s the Joint Commission — an independent, not-
for-profit organization that accredits and certifies more than 
20,500 health care organizations and programs in the United 
States. Joint Commission accreditation and certification is recog-
nized nationwide as a symbol of quality that reflects an organiza-
tion’s commitment to meeting certain performance standards.

Patient satisfaction scores: An ongoing concern
Is patient quality of care and satisfaction among the 

concerns keeping healthcare CEOs up at night? 
Given that a decrease in patient satisfaction scores can 

result in a loss of Medicare and Medicaid reimbursements, the 
answer is probably yes. 

According to the American College of Healthcare Executives’ 
(ACHE) annual survey of top issues confronting hospitals, 
governmental mandates and patient safety and quality ranked 
among the top three concerns for hospital CEOs in 2014. 
Financial challenges and healthcare reform implementation 
ranked first and second, respectively.1 

“Trying to simultaneously reduce costs and improve quality 
is proving to be a complicated task,” says Deborah Bowen, 
ACHE President and CEO. “Taking care of patients is a top 
priority, but CEOs must do so in ‘a climate of complex payment 
reform’, dwindling reimbursement and government mandates.” 

A survey conducted by HealthLeaders Media lists patient 
experience and satisfaction as the top priority and concern of 

hospital leaders in the U.S, followed by clinical quality and 
safety, and then cost reduction / process improvement.2

Although challenges faced by today’s healthcare organiza-
tions are formidable, the prognosis is good. And to a large ex-
tent, the cure rests in the hands of Human Resources (HR).

Talent management: Getting to the heart of patient care
Whether their role is critical or non-critical, employees at 

every touch point can impact patient satisfaction and outcomes. 
It’s a reality which is reinforcing the need for effective talent 
management processes in every department and across all 
levels of healthcare organizations. 

While every staff member has a role to play in delivering a 
positive patient experience, no one is more important in bring-
ing talent management practices to the forefront than HR.

Today’s HR professionals need to champion talent manage-
ment processes in their organization to drive the higher em-
ployee performance that leads to greater patient satisfaction.  

Good talent management practices = patient satisfaction
Is there a link between talent management practices and 

patient satisfaction? The answer is a definite “yes” according to 
research by Dr. Kevin Groves, President of Groves Consulting 
Group and Associate Professor of Management at Pepperdine 
University’s Graziadio School of Business and Management.

In partnership with Pepperdine University and Witt/Kief-
fer, the Groves Consulting Group recently completed a national 
benchmarking survey on the utilization rates and business perfor-
mance outcomes of talent management best practices in hospitals. 

The survey revealed that hospital organizations with exem- 
plary talent management practices demonstrated 13% higher 
patient satisfaction scores (74%), as measured by the percentage 
of patients reporting high satisfaction (“Always” satisfied) across  
 continued on page 16
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scores from HCAHPS surveys. One of the strongest drivers of 
high HCAHPS scores was Talent Assessment Practices.3

With effective talent and performance management pro-
cesses and tools in place, organizations can ensure their people 
have purpose-driven goals and can develop the knowledge, 
skills and competencies they need to improve operations. This 
includes every function from managing budgets and admitting 
patients to performing diagnosis and carrying out treatment.

Employee performance management in healthcare
Performance management is the set of ongoing manage-

ment practices that help ensure employees get the direction, 
feedback and development they need to succeed in their roles.

A successful employee performance management process 
does the following: 

•	 Aligns goals — ensures employees clearly know what  
 is expected of them and how their work contributes to  
 the achievement of organizational goals.

•	 Builds competencies — helps cultivate the organiza- 
 tional and job-specific competencies each employee and  
 the organization need for high performance and success. 

•	 Focuses on employee development — helps employees 
 develop and improve so they can be successful, continu- 
 ally improve their performance, increase their knowledge,  
 skills, experience and capabilities, and progress in their  
 careers.

Let’s take a closer look at these elements as they relate to the 
healthcare industry.

Goal management and alignment
One of the most effective ways for healthcare HR and 

healthcare leaders to communicate strategic priorities is 
through organizational goals. Managers should be clear about 
goals and expectations, and help staff members see how their 
work matters to the organization. This organization-centric 
approach to goal management is especially important in times 
of change.

Organization-centric goal management ensures that every 
employee is aligned and engaged in using their knowledge, 
skills and experience to help the organization achieve its strate-
gic goals. As organizations set strategic goals, it needs to com-
municate these to all staff members. Furthermore, leaders and 
managers must encourage everyone from the hospital admit-
ting desk to post-op personnel to establish individual goals 
that support these organizational goals and targets — whether 
they’re related to better outcomes, increased patient satisfac-
tion or greater efficiency. 

When setting goals, organizations should follow the 
SMART model to ensure goals are: specific, measurable, 
achievable, realistic and time-bound. When organizations use 
SMART goals, it helps take the subjectivity out of goal setting 
and ensures managers and employees have a shared set of ex-
pectations. The aim is to specify the who, what, where, when 
and why for the goals. All of these elements are critical for 
helping align goals throughout the organization.

A real-world example: Black River Memorial recognizes 
that one of the most effective ways to communicate a culture 
shift and a change in priorities is through organizational goals. 
In 2010, the Jackson County, Wisconsin hospital incorporated 
goal management as part of its performance management pro-
cess.

First, Black River Memorial’s leaders met to set the organi-
zation’s strategic direction. Next, they formulated the organi-
zation’s annual goals. Then, as part of Black River Memorial’s 
performance appraisal process, managers at every level of the 
hospital assigned departmental goals that aligned with organi-
zational ones. Employees were assigned different tactics that 
would directly support these goals. For example, if an organi-
zational goal is to have Patient Perception of Care in the 95th 

continued from page 15



Spring  2 0 1 5

Focus     17

continued on page 18

percentile, an employee tactic could include working on a task 
force or a team to develop protocols for improved satisfaction. 

The result? “Every employee is aligned and can see how they 
individually impact the success of this organization. Employees’ 
focus on their role in helping our facility move forward, and I 
am very proud to say that it has led to some phenomenal results 
for us,” says Holly Winn, Chief Operating Officer, Black River 
Memorial Hospital.

Competency management
According to succession planning expert William J. Rothwell,  

Ph.D., SPHR, “A competency is any characteristic leading to 
successful productivity.” They can also be called: behaviors, 
skills, values, performance dimensions or performance stan-
dards. They describe “how” you want an employee to perform 
their work.

An effective competency model typically includes both core 
and job-specific competencies. Core competencies apply to 
the organization overall and often relate to your organizational 
culture or key strategic differentiators. Job-specific competen-
cies apply to a particular job or role, such as nursing, radiology 
technicians, clerical, food service, occupational therapists — 
and the list goes on. 

Most people are familiar with behavioral competencies, 
where the best method for evaluating performance is to pro-
vide a detailed description of the competency and descriptions 
of the various levels of proficiency or demonstration, then ask 
managers to rate employee performance using these descrip-
tions as the scale. 

It’s safe to say that competency management for healthcare 
is unlike any other industry. When health and even lives are at 
stake, competency management goes well beyond job perfor-
mance and compliance reporting. For example, within func-
tions such as nursing, an employee’s demonstration of more 
“technical” competencies is key to delivering the required qual-
ity of care and meeting regulatory requirements.

One final comment about competency management is that 
standards of care change frequently and clinical staff need to 
be in the know in order to meet the changing needs of the pa-
tients they serve. This underscores the need for a strong com-
petency model and a flexible automated competency manage-
ment system that tracks clinical competencies ensures every 
staff member is “in the know” when it comes to meeting the 
needs of patients.

Real-world example: At Ohio-based Madison County 
Hospital, alignment of all leaders in Patient Satisfaction Im-
provement introduced a new way of thinking — specifically 
that patient experience excellence is everyone’s job.  

To support patient satisfaction improvement, improve ac-
countability, and drive higher HCAHPs scores, the hospital 
added standards of behaviors as competencies to all job de-
scriptions and evaluations. Madison County Hospital was able 
to ensure that shared ownership of Patient Experience Im-
provement by adding these competencies. 

For example, for the HCAHPS standard, “The area in and 
around my room is always quiet at night,” Madison County 
Hospital was able to increase HCAHPS scores by 13% be-
tween 2009 and 2013. In another area, “My room and bath-
room are always clean,” the hospital was able to increase its 
score by 17%. 

Employee development
Investing in staff and providing ongoing learning opportu-

nities is an excellent way to ensure clinics, hospitals and other 
healthcare facilities have well-trained employees who are eager 
to aide in the success of their organizations.

This can be achieved through a combination of online 
learning and hands on training that is tracked and reportable. 
And the best way to ensure individuals get the training they 
need is through regular performance reviews that include both 
professional and career development planning. 

For example, nurses need ongoing opportunities to learn a 
wide variety of information and practices. They need the ability 
to study new procedures and regulatory requirements before 
putting them into practice and they need to be provided with 
the tools to do so. Investing in the skills of nursing staff on 
an ongoing basis not only ensures that procedures will be per-
formed correctly, it can also provide a boost to morale and a 
positive attitude that can help a patient to feel more at ease with 
their care and ultimately answer HCAHPS surveys positively.

Additionally, linking employee performance to learning can 
help training and development teams to either source or cre-
ate learning activities designed to develop core and job-specific 
competencies in employees so that when managers identify a 
performance gap, they can address it with targeted develop-
ment plans.

Talent and performance management: A prescription for 
success

With so much riding on HCAHPS scores and performance 
standards, it’s no wonder patient satisfaction is among the top 
concerns for healthcare organization CEOs. But CEOs should 
also be aware that every employee (from the clinical and non-
clinical) can impact patient satisfaction and outcomes. This is 
why it’s more important than ever for organizations to focus on 
best-practice talent management strategies.
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By implementing these practices healthcare organizations 
can align and develop a patient-focused workforce dedicated 
to outcomes, efficiency and, most importantly — patient sat-
isfaction. 

About the author
Yvon Martel is the VP of Healthcare at Halogen Software. He has 
shared insight into key performance management challenges and 
solutions for healthcare organizations at a number of healthcare 
industry forums across North America, including ASHHRA and 
regional healthcare association events, as well as on the Halogen 
TalentSpace blog.

Halogen Software offers an organically built cloud-based talent 
management suite that reinforces and drives higher employee per-
formance across all talent programs – whether that is recruiting, 
performance management, learning and development, succession 
planning or compensation.

Footnotes
1News Release: Survey Healthcare Finance, Reform Top Issues 
Confronting Hospitals in 2014, American College of Healthcare 
Executives, 2015 
2Healthleaders Media industry Survey 2012 Overall Cross-Sector 
Report, HealthLeaders Media Intelligence Unit, 2012 
3Groves, K., “Talent management best practices: How exemplary 
health care organizations create value in a down economy,” Health 
Care Management Review, 36(3), 227-240, 2011
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HFMA realizes that its strength lies in its volunteers 
who contribute their time, energy and ideas to serve the 
healthcare industry, their profession and one another.  Active 
participation in HFMA at the National, regional and/or 
chapter levels provides members with numerous opportunities 
for professional development, information, and networking, 
and advocacy.  Established in 1960, the Founders Award 
Merit Series acknowledges the contributions made by HFMA 
members. These awards are part of a merit-rating plan in which 
specific activities are assigned a range of point values. 
 
Please note that the founders award system reflects volunteer 
activity only. Membership and Educational attendance does not 
qualify. 
 
Please review your record under the My Account section of the 
HFMA website, www.hfma.org.
 
Founders Contacts enter points for the following categories 
(by June 1).  All other points are awarded by HFMA National 
automatically:

Mentor
Committee Chair or Member (must have attended 50% 
       of meetings).
Chapter Article
Event Volunteer
Speaker (4 hours or less)
Speaker (4 hours or more

Should you have something additional to add to your record, 
please email Laura Hess at njhfma@aol.com, by June 15th. 
 
Thank you for taking the time to review your record.  If you 
should have any questions, please contact Laura at njhfma@
aol.com, or 888-652-4362.
 

2015 Annual Founders Point Update Underway Soon 
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Where Does New Jersey 
Stand in its Implementation 
of Health Information 
Technology? 
An Overview of the Rutgers University 
Center for State Health Policy Report

By Elizabeth G. Litten, Esq.

Elizabeth G. Litten

The Health Information Technology for Economic and 
Clinical Health Act (HITECH Act) enacted under Title XIII 
of the American Recovery and Reinvestment Act (ARRA) was 
signed into law in February of 2009. The HITECH Act autho-
rized the Centers for Medicare & Medicaid Services (CMS), 
within the U.S. Department of Health and Human Services 
(HHS), to provide financial incentives to eligible hospitals, 
critical access hospitals, and eligible physicians to adopt and 
meaningfully use certified electronic health record (EHR) 
technology to improve patient care.  It also authorized the Of-
fice of the National Coordinator for Health Information Tech-
nology within HHS (ONC) to create and administer programs 
to speed up the adoption of health Information Technology 
(health IT).1  

As explained by ONC in its October 2014 “Report to Con-
gress” (ONC Report):

Prior to the HITECH Act, adoption of EHRs among 
physicians and hospitals was quite low. In 2009, roughly 
one-half (48 percent) of office-based physicians had any 
type of EHR system. When examining the adoption of 
EHRs containing functionalities, such as the ability to 
generate a comprehensive list of patients’ medications and 
allergies and the ability to view laboratory or imaging re-
sults electronically, only 22 percent of office-based physi-
cians had a basic EHR system. U.S. hospitals had similar 
adoption rates. In 2009, only 12 percent of hospitals had 
adopted a basic EHR system.2

New Jersey, as a condition of its receipt of ARRA funding 
to promote health IT adoption3, was required to conduct an 

independent evaluation of the state’s health IT program. The 
Center for State Health Policy (CSHP) at Rutgers University 
conducted this evaluation, focusing on specific areas of health 
IT use:  (1) e-prescribing by pharmacies and physicians; (2) 
electronic lab requests and lab results transmissions by phy-
sicians and labs; (3) use of electronic clinical summaries and 
electronic health records (EHRs) by physicians; and (4) partic-
ipation in regional Health Information Organizations (HIOs) 
by physicians. The results of this evaluation (the CSHP Re-
port) 4 were published in April of 2014 and are available on the 
CSHP website.5  

Eligible physicians who adopt, implement, upgrade, or 
demonstrate “meaningful use” of certified EHR technology 
can receive a maximum of $44,000 through Medicare and up 
to $63,750 through Medicaid over the course of participating 
in the program for five continuous years.6  According to ONC, 
as of June of 2014, more than 75% of the nation’s eligible phy-
sicians had received incentive payments, while 92% of eligible 
hospitals (including critical access hospitals) had received in-
centive payments.7  The areas evaluated by CSHP covered key 
meaningful use criteria eligible physicians must meet in order 
to receive these payments.

For the evaluation, CSHP conducted and analyzed a physi-
cian mail survey, clinical laboratory and pharmacy mail surveys 
with telephone follow-up, and physician follow-up telephone 
interviews with fax and mail follow-up over a period spanning 
late 2013 to early 2014.  In addition, HIO use metrics from 
each of New Jersey’s six regional HIOs were collected from the 
New Jersey Department of Health and analyzed by CSHP re-
searchers.  

continued on page 20
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The CSHP Report findings identified several key themes.  
Among physicians responding, older physicians, those in 
smaller practices, and specialists were less likely to adopt health 
IT and more likely to report barriers to adoption (particularly 
start-up and maintenance costs) and were also more likely to 
report implementation of health IT as having had a negative 
impact on their practices. However, for most physicians who 
reported use of health IT, the perceived positive impact of 
the use of health IT was high, although start-up and main-
tenance costs were still frequently cited as barriers.  For labs 
and pharmacies, those not using health IT reported more per-
ceived barriers to participation and a more negative impact on 
their workflow and productivity.  Among physicians, labs, and 
pharmacies, the lack of uniform standards within the industry 
resulted in poor system compatibility and was a major issue 
across all types of health IT. 

CSHP weighted the physician mail survey data by specialty 
to be representative of New Jersey’s office-based physicians. 
Key findings regarding specific health IT use among the state’s 
physicians responding to the physician mail survey included:

•	 Nearly three-fourths (72.5%) of physicians reported use  
 of health IT to transmit prescriptions to pharmacies  
 electronically.

•	 Nearly two-thirds (62.6%) of physicians reported use of  
 health IT to view test results from clinical labs electroni- 
 cally.  However, only 37.1% reported use of health IT to  
 send lab test requests electronically.

•	 Nearly half (48.9%) of physicians reported that they  
 maintained 100% of patient records in their EHR 
 systems.

•	 Awareness of the existence of a regional HIO by physi- 
 cians was low (12.5%), and physician participation in a  
 regional HIO was even lower (6.8%).

•	 More than half of physicians (57.3%) provided a clini- 
 cal visit summary to at least 50% of their patients.  Less  
 than half of physicians (42.9%) provided electronic 
 patient care summaries to other providers. About one- 
 quarter of physicians (23.0%) accessed electronic 
 patient care summaries created by other providers.

By general comparison, the ONC Report found that 
in 2013, 57% of prescriptions sent by physicians were sent 
electronically.  ONC also reported that more than two-thirds 
(69%) of physicians reported having the capability to order lab 
tests electronically, while more than three-quarters (77%) re-
ported having the ability to view the lab results electronically.8  

The CSHP Report findings related to physician partici-
pation in regional HIOs in New Jersey may, perhaps, offer a 
glimpse into the challenges of health IT exchange and interop-
erability New Jersey physicians and hospitals continue to face.  

Since the purpose of a regional HIO is to facilitate electronic 
sharing of health information among providers throughout a 
geographic region and, eventually, on a statewide basis, the low 
number of respondents reporting awareness of the existence 
of an HIO in their region (12.5%) makes statewide health IT 
exchange and interoperability seem like a distant goal.  The 
Report identified six regional HIOs in New Jersey, and stated 
that only 63 physician respondents (6.8%) reported participat-
ing in one of the six regional HIOs.

Despite the ongoing challenges in health IT adoption, 
meaningful use, exchange, and interoperability identified in 
both the CSHP Report and the ONC Report, the CSHP Re-
port’s detailed findings related to perceived barriers can be used 
to identify possible solutions.  The adoption and use of health 
IT tools will, undoubtedly, continue to grow.  New Jersey’s 
challenge will be the development of a widely known, easily 
used infrastructure that will encourage and accommodate the 
use of these tools by physicians, hospitals, and others involved 
in the provision and payment of health care services.  

About the author
Elizabeth G. Litten is a partner at FoxRothschild LLP, where she 
practices health law with a focus on regulatory compliance matters. 
She can be reached at elitten@foxrothschild.com.

Endnotes
1See Office of the National Coordinator for Health Informa-
tion Technology “Report to Congress” dated October 2014, 
available at http://www.healthit.gov/sites/default/files/rtc_adop- 
tion_and_exchange9302014.pdf.
2Ibid. at 11.
3In January of 2011, the Office of the National Coordinator 
for Health Information Technology (ONC) awarded New Jer-
sey $11.4 million to be used for developing a strategic and 
operational plan for health information exchange.
4Brownlee, S., Agrawal, M., Petlick, N., Nova, J., Garcia, L., 
Rosas-Garcia, S., Pelaez, S., & Messina, B. 2014.  An Evalua-
tion of the New Jersey Health Information Technology (Health 
IT) Program: E-Prescribing, Electronic Lab Orders/Results 
Delivery, and Physician Use of EHRs, Participation in Region-
al HIOs, and Use of Electronic Clinical Summaries.  Report 
prepared for the New Jersey Health IT Coordinator’s Office, 
Center for State Health Policy, Rutgers University, April, 2014.
5See http://www.cshp.rutgers.edu/Downloads/10390.pdf.
6See CMS “Medicare and Medicaid EHR Incentive Program 
Basics”, available at http://www.cms.gov/Regulations-and-Gui- 
dance/Legislation/EHRIncentivePrograms/Basics.html
7See http://www.healthit.gov/sites/default/files/rtc_adoption_
and_exchange9302014.pdf at 13.
8See http://www.healthit.gov/sites/default/files/rtc_adoption_
and_exchange9302014.pdf at 26.

continued from page 19
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•Who’s Who in NJ Chapter Committees•

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

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

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

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

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

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

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

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

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

 Belinda Doyle Puglisi John Brault  Contact Children's Specialized Kevin Joyce
Managed Care bpuglisi@childrens-specialized.org BraultJ@aetna.com Chairs for Info           (Two Locations) kjoyce@qualcareinc.com
 (908) 301-5458 (973) 244-3536   *NJHA (732) 562-7823

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

 Dara Derrick Maria Lopes-Tyburczy 4/15/15 – Following the Meeting  Ernst & Young Offices Mary Taylor
Patient Access Services dderrick@hch.org MLopes-Tyburczy@smmcnj.org there will be a social at      3:30 PM Iselin, NJ mttaylor@meridanhealth.com
 (908) 850-6870  Hotel Woodbridge at Metro park  

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

 Jennifer Shimek Deborah Carlino/Tony Panico May 19, July 9,  Steven Bilsky
Physician Practice Jennifer.Shimek@ey.com carlinod@ca.rutgers.edu / apanico@withum.com Sept. 10, Nov. 12  Conference Calls sbilsky@causeycpas.com
Issues Form (732) 516-4676  (973) 972-3260 / (973) 898-9494 9:00 AM  (303) 672-9896

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

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

 Lew Bivona
CPE Designation ldbcpa@verizon.net
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A Dose Of Optimization For Rising 
Healthcare Costs
By Robert W. Fisher

Article courtesy of Lehigh University; originally from Resolve 
magazine, V1 2015, lehigh.edu/resolve.

The growing costs of healthcare and health insurance, 
says Aurélie Thiele, have opened up opportunities for engi-
neers who are well-versed in the art of optimization.

Thiele, associate professor of industrial and systems engi-
neering, is responding to the challenge by developing models  
that optimize the relationships among costs, risks and the 
options offered in employer insurance plans.

Despite vaults full of data and decades of experience pro-
cessing claims, she says, the health insurance industry has done 
relatively little to optimize data to control costs.

“Human resource 
analysts develop plans 
that are relevant to 
their patient popula-
tions,” says Thiele, 
“but without state- 
of-the-art quantitative 
tools there has been a 
lot of guessing.”

Thiele is on sab- 
batical at MIT work-
ing with Dimitris 
Bertsimas, the Boe-
ing Professor of 
Operations Research 
at the Sloan School 
of Management, to 
optimize the design 
of health insurance 
and reinsurance poli- 
cies from the perspec-
tive of employers of-
fering a menu of insur-
ance policies for work-
ers to choose from.

Based on previous claims data and the number of plans 
an employer wishes to offer, the researchers are developing a 
mathematical model that assesses parameters such as deduct-
ible size and coinsurance. They are examining whether rein-
surance, in which an employer shifts the risk of inordinately 
large claims to a reinsurance company for a fee, can help de-
crease the premiums paid by employees.

Their goal is to help companies control costs, maintain fair-
ness for lower-paid workers and protect against rare but expen-
sive medical conditions.

Optimization uses big data and computational finesse to 
look at problems with many variables and achieve the best 
possible outcome, says Thiele, who co-directs Lehigh’s M.S. 
program in analytical finance.

Choosing a healthcare plan can be daunting. Employers 
can select from as many plans as they want but usually offer 
workers only a handful of options to choose from. Some pub-
lic health exchanges, on the other hand, make as many as 80 
plans available.

“The literature says that too many choices paralyze cus- 
tomers,” Thiele says. “There is a moment when it becomes too 
much information for the average person.”

The proof-of-concept model that Thiele and Bertsimas 
are developing slices through data to address key questions: 
What options can be offered given the expenditures made by 
employers? What expensive conditions affecting only a few 
patients can be reinsured to spread risk over larger pools?

These questions involve large amounts of nonlinear data 
and are well-suited to optimization techniques, Thiele says. 
But engineers should have a thorough understanding of a 
question before running a data-analysis program.

“If you aren’t clear about what you are going for,” she says, 
“the data-crunching can go on forever.”

Thiele and Bertsimas’s preliminary findings show that 
companies’ allocation of expenditures – between preventive 
and sick care, or pharmaceutical and surgical intervention – 
is critical.

“High-level decision-making is more important than the Photo courtesy of Webb Chapell, photographer
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precise values of policy parameters,” she says, “because it 
drives employee behavior.” For example, helping employees 
feel secure seeking preventive care can reduce sick days, cost-
lier treatments or hospitalization down the line.

“It turns out that deductibles and reinsurance are the most 
important policy parameters,” Thiele says. If deductibles are 
too low, employees don’t have enough of a personal invest-
ment. Maximum out-of-pocket limits, however, while reached 
by only a few, make a real difference in the lives of patients who 
are already sick.

Thiele’s model also helps employers determine how much to 
reinsure against expensive cases that rarely occur. Reinsurance 
spreads these low-probability risks over a larger pool, she says, 
and evidence shows that it keeps premiums down for every- 
one in a group.

So far, Thiele and Bertsimas are working with data from 

known care and cost trends. Their model is open, allowing 
companies to understand how it will use their sensitive data. 
The researchers are also breaking their model into small parts 
so that practitioners with different experience in insurance, 
surgery or family practice can see how it is relevant to them.

This approach is new for Thiele’s branch of engineering. “A 
lot of industrial engineers look at healthcare as if patients were 
products in a warehouse,” she says, “because they understand 
those flows very well.”

Addressing the nation’s health insurance challenges, how-
ever, requires more than a simple application of existing tech-
nology.

“Optimization improves what we are able to do by a sig-
nificant factor. We have to create new models and frameworks 
to be able to help the health insurance industry and patients.”
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Sensitive Data – 
A Minor Inconvenience

By S. Arnold (“Van”) Zimmerman

Van ZimmermanIn February, the Office of the National Coordinator for 
Health IT (the “ONC) released two draft documents for 
public comment. While neither of which qualify as light 
reading, they do identify some of the ONC’s priorities over 
the next decade.  Connecting Health and Care for the Nation: A 
Shared Nationwide Interoperability Roadmap Draft Version 1.01 
(the “Roadmap”) provides a rather high-level strategy, splitting 
general areas of focus into more specific control or focus areas, 
and then into timeline priorities, or “critical actions”. The 
2015 Interoperability Standards Advisory2 (the “Advisory”) sets 
forth a number of “purposes”, which might also be described as 
health-related document types or activities which would be the 
subject of electronic interchange, and corresponding current 
“best available” standards and specifications for implementing 
those standards.

What is interesting here is that clearly the ONC seeks to 
advance health IT interoperability and health information 
exchange, there is an absence of standards and priorities for 
privacy, consent, and authorization, as well as for how those 
interact with certain types of health-related data subject to 
special restrictions, either based upon the conditions that data 
describes or who is the subject of that data, or both (“Sensitive 
Data”). 

Without these standards in place, all the technical capabilities 
for exchanging health data do no good if entities refuse to do 
so because their risk appetite cannot stomach sharing Sensitive 
Data when it is uncertain they can properly do so, or if they are 
in fact sharing data regarding the individual intended.

By way of example, ONC recognizes that national 
health exchange will require “a consistent way to represent 
an individual’s permission to collect, share and use their 
individually identifiable health information, including with 
whom and for what purpose(s).”3  In the Roadmap timeline for 
“Align regulations and policies for electronic health info that 
is protected by laws in addition to HIPAA” however, not only 
does ONC have no critical action item for the 2015-2017 time 
period, one of the action items for 2018-2020 (summarized) is 
for state governments to standardize existing laws.  

Putting aside what would appear as a rather optimistic 

initiative, it may prove an 
insurmountable challenge to 
reconcile some states’ laws and regulations regarding Sensitive 
Data.  For example, reconciling New Jersey’s laws regarding 
care for which a minor may is deemed emancipated4 with 
Utah’s5 could be problematic.  The former provides protections 
for certain data regardless of age, while the latter provides none 
based on age (other than 18), unless a minor is married.

Meaningful Use’s View, Download, and Transmit re- 
quirements make this an immediate challenge for Sensitive 
Data. Does the electronic health record (“EHR”) making this 
information available have the ability to present to a parent 
or guardian only that data to which they are entitled?  For 
example, if a patient portal grants a parent access to a minor’s 
record, does it redact those portions of the record which 
relate to that emancipated care? If so, how are those data 
elements relating to that emancipated care flagged so that 
they are properly redacted?  If the health information from 
the episode of emancipated care is used by another health 
care provider, is health information related to (or which can 
divulge) the emancipated care also protected? What happens 
if the downstream use occurs in a jurisdiction which lacks the 
privacy safeguards where the initial treatment occurred? What 
happens if initial treatment occurred in a jurisdiction which 
provided no protections, but subsequent treatment occurs in a 
jurisdiction which does?

These are challenging questions and when faced with 
no good answers to them that they can implement with 
technology prudent health care providers may choose to 
entirely withhold entire classes of Sensitive Data from 
exchange availability.  This, coupled with lack of capabilities 
in EHRs and the difficulty in specifically identifying Sensitive 
Data within those systems may cause those providers to 
withhold even more data. Continuing the above example, 
a provider may choose to not make any minors’ data, or 
minors’ data between large age ranges, available for exchange. 
This may work at odds both with that provider’s attestation 
requirements for Meaningful Use, as well as the ONC’s goal 
of health IT interoperability.
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If we go out on a limb and assume that the states will not  
have reconciled their privacy laws regarding Sensitive Data 
by 2020, we need not assume that this is fatal to advancing in-
teroperability and exchange. If there was a standard regarding 
privacy consents, authorizations, and restrictions, and those 
were attached to the various data elements making up the re-
cords in an EHR, and a corresponding set of assertions which 
were required to access that data in an EHR, it could solve a 
number of those problems. The above minors’ emancipated 
care could be flagged as such, and someone attempting to ac-
cess records of the care, with an assertion that they are autho-
rized to do so by virtue of being a parent, would not gain access 
to that care, although they might have access to other informa-
tion making up that medical record.  A physician asserting a 
treatment purpose, on the other hand, would have such access.  
As an extreme case, a health care provider could choose not to 
share Sensitive Data to a jurisdiction which has lesser privacy 
protections for that data.

Such a structure will ultimately be necessary to implement 
other restrictions provided for by (at least) HIPAA. For ex-
ample, a patient may have insurance coverage for a number of 
episodes of care which make up a record, but if one episode is 
self pay, and that patient request a restriction on the informa-
tion regarding that episode such that it not be available to an 
insurance company, there presumably should be a mechanism 
to implement that restriction which still permits exchange of 
that information for other, such as treatment, purposes.

The Roadmap is quiet, if not silent on such issues, and 
where it does address standards regarding those issues, it does 
so only for HIPAA-specific information.  The Advisory does 
include reference to patient preference or consent, but does not 
publish a standard, only a question as to whether two potential 
standards be considered.  The latter of these may be too lim-
ited to warrant consideration.6  The former, the NHIN Access 
Consent Specification v1.0,7 however, provides an excellent 
starting point upon which ONC could establish a standard.  
The Specification supports the implementation of privacy pol-
icies, for example, but does not enumerate what those are.  To 
be effective, any ultimate standard would need to account for 
not only HIPAA-enumerated restrictions, roles, actions, and 
data types, but also those from the various states.  

To be meaningful any standard so developed would need to 
make it into the Certification Criteria for Health Information 
Technology,8 as it is unlikely that EHR vendors would volun-
tarily rush to implement interoperable feature sets which add 
expense to development and complexity to operations.  

Pending ONC developing and implementing a specific 
standard regarding consents, authorizations, and privacy, 
which may take quite some time, ONC could more quickly 
implement a standard requiring EHR vendors to apply a limit-
ed set of privacy “flags” on a per-episode of care basis.  This re- 
 

quirement would ultimately be necessary to implement a more 
granular privacy and consent standard, as the latter would nec-
essarily be based on an episode of care.  

It appears that ONC is moving in that direction, with the 
Roadmap discussing “Technical standards for basic choice”.9  
Unfortunately, the Roadmap timeline sets a standard with 5% 
adoption with a completion date of 2018-2020.  Furthermore, 
ONC defines “basic choice” as essentially consent to share for 
treatment, payment and operations.10  The discussion above 
will require far more than that--”Granular choice”, as ONC 
defines it, and the Roadmap’s critical actions relating to granu-
lar choice do not begin until 2018.11  Those involve regulation 
and policy changes, but require some level of national consen-
sus.  That seems like a long time to wait for resolving an issue 
which has an impact today, in a way which may not ultimately 
resolve the issues regarding Sensitive Data.  

It might be prudent for ONC to consider establishing 
technical requirements (i.e. certification criteria) that could 
support a more granular consent and access framework, re-
quirements that do not require consensus between the states, 
agencies, or health care organizations as to their propriety. The 
above episode-of-care requirements is one opportunity. Drug 
and alcohol abuse records is another.12  Emancipated minors 
is yet another – all states recognize emancipation, even though 
the mechanism for granting or deeming such emancipation 
may differ. Consent and access mechanisms over specific, lim-
ited data would be relatively easy to implement (compared 
to implementing a standard for all possible data types and 
use cases), and could provide useful real-world experience in 
implementing more complicated access logic. None of that 
will happen, though, if providers do not have an ability to ex-
change data knowing it can be done properly, with reasonable 
(federally-required) controls in place.

ONC has started doing this as well, with incorporating 
HL7 Implementation Guide: Data Segmentation for Privacy 
(DS4P), Release 1 into the Standards and Certification Crite-
ria, 2015 Edition Proposed Rule (which envisioned applicabil-
ity to 42 CFR Part 2).13  This, however, applies only to CDAs, 
does not have a particularly granular level of operation, and 
appears focused on redisclosure, rather than initial disclosure.  

What can be done about this?  At least let yourself be heard.  
While the comment period for the Roadmap has closed, the 
comment period for the Advisory expires May 1st, 2015,14 and 
for the Standards and Certification Criteria, 2015 Edition Pro-
posed Rule, May 29th.15 Importantly, ONC has asked a specific 
question regarding a standard: “Are there best available stan-
dards for the purpose of “Patient preference/consent?” Should 
the NHIN Access Consent Specification v1.0 and/or IHE 
BPPC be considered?”16 This is not just an opportunity but 
an invitation to weigh in. Strongly consider taking the time 
 continued on page 26
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to think about how your organization would handle Sensitive 
Data if you had to share it, whether you would want a federal 
specification as to if and when it was acceptable to do so, and 
let your thoughts be heard.

About the author
S. Arnold Zimmerman, Esq. (“Van”) has accumulated eighteen 
years of IT, security, regulatory, and compliance experience in 

healthcare.  For fifteen years, he was at Atlantic Health System, 
serving such roles as Compliance Counsel, Director, Internal 
Audit, Research Integrity Officer, and Manager, Information 
Security.  He currently serves as the Privacy & Security Officer for 
Jersey Health Connect, a private health information exchange in 
New Jersey, with over thirty hospital members.  He can be reached 
at van.zimmerman@jerseyhealthconnect.org.

Footnotes
1http://www.healthit.gov/sites/default/
files/nationwide-inter-operability-road-
map-draft-version-1.0.pdf
2http://www.healthit.gov/sites/default/files
/2015interoperabilitystandardsadvisory01
232015final_for_public_comment.pdf
3Roadmap, at 62.
4N.J.S.A. 9:17A-1, et seq.  See also N.J.S.A. 
26:5C-8 (regarding HIV).
5See, e.g. Utah Code Ann. 76-7-304.5.
6http://wiki.ihe.net/index.
php?title=Basic_Patient_Privacy_Con-
sents (note use cases under “Not Pos-
sible”).
7http://healthewayinc.org/wp-content/up-
loads/2014/11/nhin-access-consent-poli-
cies-production-specification-v1.0.pdf
845 C.F.R. Part 170.
9Roadmap, at 70.
10Roadmap, at 65-66.
11Roadmap, at 66.
12See 42 C.F.R. Part 2.
13See proposed 170.315(b)(7) and 
170.315(b)(8), 80 F.R. 16804, 16841-42 
(commentary), 16910 (proposed regula-
tion)  (March 30, 2015).
14http://www.healthit.gov/policy-research-
ers-implemen-ters/2015-interoperability-
standards-advisory-public-comments
15http://www.healthit.gov/sites/default/
files/2015editionnprm_public_comment_
template_4-1-15_final508_.docx 
16Advisory, at 12.
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A.
Q.As a hospital finance executive, I am aware of the recently released 
IRS final regulations related to IRC §501(r). What happens if 
our facility fails to be compliant with these regulations?

On March 10, 2015 the Internal Revenue Service (“IRS”) 
released Revenue Procedure 2015-21 (“Revenue Procedure”) 
which provides guidance regarding the correction and dis-
closure procedures for hospital organizations to follow so 
that certain failures to meet Internal Revenue Code (“IRC”) 
§501(r) requirements will be excused. The final IRC §501(r) 
regulations were released on December 29, 2014 and are ef-
fective for a hospital facility’s tax year beginning after De-
cember 29, 2015. The Treasury Department and IRS invited 
comments pertaining to the correction and disclosure of these 
failures originally outlined in the revenue procedure included 
in IRS Notice 2014-3. Six comments were received in re-
sponse to the request and, as a result, several changes, modifi-
cations and clarifications were implemented and are effective 
on and after March 10, 2015.

Background
IRS Notice 2014-3, which was released by the IRS on De-

cember 30, 2013, contained a proposed Revenue Procedure that 
provided correction and disclosure procedures under which cer-
tain failures to meet the requirements of IRC §501(r) will be 
excused for purposes of IRC §501(r)(1) and §501(r)(2)(B). The 
proposed IRC §501(r) regulations provided that errors or non-
compliance with IRC §501(r) that are determined by the IRS to 
be non-willful and/or non-egregious will be excused if the error 
or noncompliance is corrected and disclosed in accordance with 
the guidance outlined.

Tax-exempt and government hospitals were subject to the 
statutory requirements of IRC §501(r)(4) through IRC §(r)(6) 
for tax years beginning after March 23, 2010. IRC §501(r)(3) 
applies to tax years beginning after March 23, 2012. As noted in 
the Revenue Procedure, a hospital facility’s omission of required 
information from a report or policy described in IRC §501(r)
(3) or IRC§501(r)(4), or error with respect to the implemen-
tation or operational requirements described in IRC§501(r)

(3) through IRC§501(r)(6) 
will not be considered a failure 
to meet a requirement of the 
regulations if the following two 
conditions are met:

• The omission or error  
 was minor and either inadvertent or due to reasonable  
 cause; and

• The hospital facility corrects the omission or error as  
 promptly after discovery as is reasonable given the nature  
 of the omission or error.

The Revenue Procedure goes on to state that “For purposes 
of this provision, correction must include the establishment 
(or review and, if necessary, revision) of practices or proce-
dures (formal or informal) that are reasonably designed to 
promote and facilitate overall compliance with the §501(r) 
requirements”.

Regulation Changes
After taking into consideration comments received in re-

sponse to IRS Notice 2014-3, the Treasury Department and 
IRS made nine changes to the proposed Revenue Procedure 
included in IRS Notice 2014-3. Several of these changes are 
outlined below.

The Revenue Procedure clarifies that any failure to meet 
the requirements of IRC §501(r)(3), that does not meet the 
requirements to be deemed to be minor or inadvertent, will 
result in an excise tax being imposed on the hospital facility 
under IRC §4959.

The Revenue Procedure clarifies that certain minor omis-
sions and errors that are described in and corrected in accor-
dance with Treasury Regulation §1.501(r)-2(b) are not con-
sidered failures to meet a requirement of IRC §501(r) and are 
therefore outside the scope of the Revenue Procedure.

In addition, the Revenue Procedure clarifies that “an egre-
gious failure includes only a very serious failure, taking into 
account the severity of the impact and the number of affected 
persons, and that a hospital facility’s correction and disclosure  
 

Guidance for Hospitals that Fail to 
Comply with IRC §501(r) Requirements
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of a failure is a factor tending to show that the failure was not 
willful”. In determining whether a failure is either willful or 
egregious, the IRS will take into consideration all of the facts 
and circumstances. A hospital facility’s correction and disclo-
sure (discussed below) of a failure(s) of this type will be taken 
into account by the IRS in evaluating whether or not the fail-
ure was willful in nature.

The Revenue Procedure deleted the requirement included in 
IRS Notice 2014-3 to provide a description of the discovery of 
the failure.

For those errors that are deemed to be minor and inadver-
tent, a hospital facility is not required to use the correction 
procedures outlined in the Revenue Procedure. For these types 
of errors that are inadvertent and due to reasonable cause, it 
will suffice if the hospital facility makes all of the necessary 
corrections.

Correction Procedures
Under Treasury Regulation §1.501(r)-2(c), a hospital fa-

cility’s failure to meet the requirements of Treasury Regula-
tion §1.501(r)-3 through §1.501(r)-6, that is neither willful 
nor egregious, shall be excused if the hospital facility corrects 
and makes disclosure in accordance with the rules set forth by 
revenue procedure, notice or other guidance published in the 
Internal Revenue Bulletin. The Revenue Procedure sets forth 
the following four specific criteria that must be met when 
making corrections to any error that is not deemed to be mi-
nor in nature:

• Restoration of affected individuals. Corrections should be  
 made, to the extent reasonably feasible, with respect to all  
 affected individuals and should restore the affected indi- 
 viduals to the position in which he or she would have  
 been had the failure not occurred. This is regardless of  
 whether the error occurred in the current or prior years.  
 Additionally, for any FAP-eligible individuals that paid  
 more than owed, refunds are not required to be issued by  
 the hospital facility if the excess payment was less than  
 $5.

• Reasonable and appropriate correction. The hospital facil- 
 ity should determine a correction which is reasonable and  
 appropriate for the particular failure. Depending upon  
 the particulars of the situation, there may be more than  
 one reasonable and appropriate correction.

• Timing. The hospital facility should make the necessary  
 correction as promptly after discovery as is reasonable  
 given the nature of the failure.

• Implementation/modification of safeguards. A hospital  
 facility that has not established practices or procedures,  

 whether formal or informal, should do so as part of its  
 correction process. If it already has established procedures,  
 the hospital facility should evaluate whether changes are  
 needed to reduce the likelihood of the same failure recur- 
 ring and correction of such failure in case it would occur.  
 Additionally, such practices and procedures should be 
 evaluated by the hospital facility to determine whether 
 or not they are designed to promote and facilitate the hos- 
 pital facility’s compliance with IRC §501(r)(3) through  
 §501(r)(6) requirements.

Disclosure Procedures
The following disclosure procedures apply to hospital fa-

cilities that file a Form 990, Return of Organization Exempt 
from Income Tax. A failure is disclosed, for purposes of the 
Revenue Procedure, only if the hospital facility reports cer-
tain information on its annual Form 990. In the case of mul-
tiple errors, the information should be reported in aggregate. 
The Revenue Procedure specifies that the disclosure of the 
failure must include:

• A description of the failure, including the type of failure; 
the cause of the failure; the hospital facility or facilities 
where the failure occurred; the date(s) of the failure and its 
discovery; and the number of occurrences;

• A description of the correction of the failure, including 
the method and date of correction; and, if applicable, a 
description of how affected individuals were restored to a 
position that they would have been in had the failure not 
occurred;

• If applicable, a statement as to why one or more individu-
als affected by the failure to meet the requirements of IRC 
§501(r)(3) through §501(r)(6) for which restoration was 
not reasonably feasible; and

• A description of the practices and procedures, if any, 
revised or newly established by the hospital facility to 
minimize the likelihood of the type of failure recurring 
and to facilitate the prompt identification and correc-
tion of any such future failures that do occur, or, if not 
revising previously existing practices or procedures to 
minimize such likelihood, an explanation of why no 
changes in practice or procedures were necessary.

For those hospital organizations that are not required to file 
a Form 990, the Revenue Procedure states that, in order to be 
compliant with the disclosure requirements listed above; the 
hospital facility may either (1) file a Form 990 for the tax year 
and make the necessary disclosures or (2) make all information 
pertaining to the disclosures available on a website. If the or-
ganization chooses to make the necessary disclosure informa-

continued from page 27
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tion available on a website, it must do so by the due date of its 
Form 990 for the tax year had the hospital organization been 
required to file one.

Additional Scope Matters
The Revenue Procedure provides that a hospital facility that 

has been contacted by the IRS concerning an examination may 
use the provisions of the Revenue Procedure to correct and 
disclose a failure only, if at the time the organization is first 
contacted by the IRS:

• The hospital facility has corrected, or is in the process 
of correcting, the failure in accordance with the proce-
dures; and

• The due date for the annual return for the year in which 
the failure was discovered has passed and the hospital 
facility has already disclosed the failure in accordance 
with the procedures.

Conclusion
The modifications and clarifications contained within the 

Revenue Procedure were effective immediately upon its release 
on March 10, 2015. Hospital facilities should become familiar 
with the elements contained in the Revenue Procedure in deter-
mining the potential correction and disclosure procedures that 
could potentially be required to avoid any applicable excise taxes.

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

•Certification Corner•

First,  I want to take this opportunity to 
congratulate two more members who 
have become certified. Chris Bruckner 
from MedAssets, and Jennifer Barr 
from CarePoint Health passed the 
exam in late 2014. Great job!

The study group that many members participated in in 
the Fall continues to provide help and guidance to those 
members in New Jersey and the New York chapters.  We 
held an informational webinar on the changes to the 
certification material and exam in March and had 46 people 
participate.   A two part review  session of the current exam  
material  will take place in April. The Committee is gearing 
up for the new exam and process that will start in June.  If 
you need any information on this, please don’t hesitate to 

contact me.  I will keep you posted on what we intend to 
offer in the way of structured sessions later in the year.  

Due to popular demand, I have been talking with the NJ/
NY Committee about offering an informational webinar 
on the CRCR certification.  We plan to put this on in the 
next month or two. This is HFMA’s certification process 
for Revenue Cycle professionals.  You can find information 
on this study guide and exam at https://www.hfma.org/
Content.aspx?id=554.   

As always, please don’t hesitate to contact me if you have 
any questions.  Rita Romeu – Romeur@comcast.net.
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ACA Federal Subsidies: 
What Does The Text Say?
And What Could The U.S. 
Supreme Court Ruling Mean to 
Their Future?

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

Cecylia K. Hahn

James A. Robertson

John W. Kaveney

The Supreme Court of the United States will soon decide 
whether the Internal Revenue Service (IRS) may permissibly 
promulgate regulations to extend tax-credit subsidies to 
health insurance coverage purchased by individuals through 
exchanges established by the federal government under 
section 1321 of the Patient Protection and Affordable Care 
Act (ACA).

The Issue Before the Fourth Circuit
In King v. Burell, 759 F.3d 358 (4th Cir. 2014), a group of 

Virginians determined they did not wish to purchase health 
insurance and wanted to be exempt from the individual 
mandate, which generally requires all Americans to purchase 
health insurance. Virginia’s exchange was established by the 
federal government, not by the Commonwealth of Virginia. 
The plaintiffs challenged an IRS regulation that granted 
premium tax credits to individuals who purchased health 
insurance either on a state-run or federally facilitated insurance 
“exchange.” These tax credits enabled these individuals to 
afford health insurance under the law and prevented their 
exemption from the individual mandate. The Fourth Circuit 
addressed whether the ACA’s plain language, statutory conflicts 
or legislative history supported the IRS’s approach and found 
that the premium tax credit provision of the ACA permitted 
the IRS’s interpretation.

Section 36B of the Internal Revenue Code, which was 
enacted as part of the ACA, permits federal tax-credit subsidies 
to individuals who purchase health insurance coverage through 
an “Exchange established by the state under section 1311” of 
the ACA. The subsidy is the sum of the “monthly premium 
assistance amounts” (which are partially based on the monthly 
premium paid by the taxpayer for his/her health plan) for all 
months in which the taxpayer is enrolled in a health plan through 

an “Exchange established by the 
state under section 1311.”

Section 1311 of the ACA 
states that “[e]ach state shall 
… establish an American 
Health Benefit Exchange.” 
However, section 1321 clari-
fies that a state may “elect” 
to establish an exchange. If a 
state elects not to establish an 
exchange, “the Secretary [of 
HHS] shall … establish and 
operate such exchange within 
the state.”

The question becomes: 
are individuals who purchase 
health insurance on an ex-
change established not by a 
state, but rather, on behalf of 
the state by the federal govern-
ment, entitled to a tax credit? 
Currently 34 states relied on 
the federal government to es-
tablish federally-facilitated ex-
changes.

In dispute is the statutory language which states “Exchange 
established by the state” and can be read, in its strictest sense, to 
preclude federal subsidies to individuals who purchase health 
insurance on a federally-facilitated exchange, i.e., established 
by the federal government.

When analyzing the text of a law, a court applies the 
Chevron test. The first step requires a court to consider the 
“plain meaning” of a statute and determine whether the 
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regulation at issue responds to it. If it does, that is the end of 
the inquiry, and the regulation stands. However, if the statute 
is susceptible to multiple interpretations, the court moves to 
step two—deferring to the agency if its regulation is based on 
a permissible construction of the statute.

The Virginia plaintiffs argued the statutory language simply 
“says what it says, and that it clearly mentions state-run Ex-
changes under §1311.” If Congress meant to include federally-
run exchanges, it would not have used the language enacted. 
The Fourth Circuit agreed that, standing alone, the language 
“Exchange established by the state” indicated that federal sub-
sidies are limited to those who purchase health insurance on a 
state-run exchange.

However, in considering the overall context of the language 
and various other references to “exchange” in the ACA, the 
court found that the language was ambiguous and a permis-
sible construction would encompass a federally-facilitated 
exchange. For example, §1321(c) provides that the Secretary 
shall establish and operate “such Exchange” within the state. 
Therefore, a plausible construction of the phrase “established 
by the state” would be that HHS steps in and creates an Ex-
change on behalf of the state, where necessary. In such a case, 
HHS’s actions would be included in the language “established 
by the state.”

Accordingly, after concluding that the legislative history did 
not shed light on the issue, the court deferred to the agency on 
the basis that its reading and interpretation of the statute was 
permissible.

What Happens If the Supreme Court Strikes Down the IRS 
Regulation?

It is complicated to predict what might happen if the Su-
preme Court reverses and strikes down the IRS regulation. If 
one were to listen to many in the political sphere, we would be 
left with the impression that a reversal would mean the death 
knell for the ACA. This is likely an exaggeration.

What is certain, however, is that without further congres-
sional action, a significant aspect of the ACA would no longer 
apply in 34 states.  Primarily, this would mean millions of 
Americans in those 34 states would lose their ability to receive 
a subsidy to help defray the cost of health insurance. It is 
unclear how many of these individuals would then no longer 
be able to afford their health insurance. Depending upon the 
parameters of the Supreme Court’s ruling, the impact of this 
ruling on individuals could also be immediate or delayed un-
til the next open enrollment period to ensure some stability in 
the marketplace. There is also a question of whether subsidies 
already paid by the ACA would be recouped from individu-
als improperly receiving them in 2014. While these issues 
remain unresolved, they will nevertheless have far reaching 
implications.

A Supreme Court reversal would also impact employ-
ers and their employees. Many employers have struggled to 
fully understand and comply with the ACA’s requirement to 
offer “affordable” coverage. This calculation of affordability 
and the determination of when penalties would be assessed 
depended in large part upon whether at least one of their em-
ployees qualified for a federal subsidy. A reversal could mean 
employers will have less of a worry over potential penalties 
for not offering “affordable” coverage and, therefore, would 
have less incentive to ensure “affordable” coverage was avail-
able to their employees. In such a situation, it will be interest-
ing to see which states take a proactive posture and reconsider 
implementing a state-run exchange to ensure access to federal 
subsidies for their residents.

What Might Be Done If the Supreme Court Strikes Down 
the IRS Regulation?

With Republicans now firmly in control of the House of 
Representatives and Senate, there is certain to be tension with 
the Obama administration over any reforms to the ACA. Any 
effort by Republicans to unilaterally tinker with the ACA will 
surely be met by a Presidential veto. Without a two-thirds ma-
jority, Republicans will not be able to override a veto without 
the help of Congressional Democrats. If the Supreme Court 
strikes the regulation, the more likely scenario will be that Re-
publicans will simply do nothing and let the subsidy disappear 
for those people residing in states with a federally-facilitated 
exchange. Although this course of action would be met with 
approval by those against the ACA, it does not come without 
significant political risk for the estimated millions of people 
who will lose their subsidies, not to mention the added burden 
on the states’ health-care systems as a result of those people 
becoming uninsured due to the prohibitive cost of obtaining 
private insurance.

Being eternal optimists, we would posit, in the alternative, 
that a Supreme Court ruling striking down these subsidies may 
create the conditions necessary for legislative compromise, 
which could lead to the passage of reform to correct some of 
the less popular aspects of the law. One option being discussed 
is a shift to a more market-oriented system whereby Americans 
would have access to a broader array of health insurance 
plans rather than being limited by the government-mandated 
plans. Some agree with Larry Kudlow’s statement that, “As a 
60-something, relatively healthy person, I don’t want lactation 
and maternity services, abortion services, speech therapy, 
mammograms, fertility treatment or Viagra … So why do I 
have to tear up my existing health-care plan, and then buy 
a plan with far more expensive premiums and deductibles, 
and with services I don’t need or want?” Kudlow’s Corner, 
Kudlow: Liberal Entitlement-State Dream is Crumbling, Nov. 
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1, 2013, www.cnbc.com/id/101164217#. Perhaps the solution 
to higher health-care premiums is not federal mandates and 
subsidies, but freely permitting health insurance companies 
to sell their policies across state lines, thereby increasing 
competition in the health insurance market. Whatever form 
it might take, the hope is that the need to compromise might 
breed creative solutions to a system that even President Obama 
admits can be improved.

A Cautious Prediction
The future of the ACA rests again in the hands of the 

Supreme Court. Will Chief Justice Roberts, who was rumored 
to have initially voted to strike down the individual mandate 
but changed his vote because the conservative Justices sought to 
strike down the entire law, have a change of heart and side with 
his conservative colleagues to strike down subsidies for those 
living in federally-facilitated exchange states? Or, will he decide 
that it is not as simple as strictly interpreting the ACA’s text, 
because limiting federal subsidies to individuals purchasing 
insurance on a state-run exchange will violate the spirit and 
purpose of the entire law? And, do not overlook Justice Antonin 
Scalia, whose conservative approach to statutory construction 

recognizes that the overall context of the problematic language 
must be considered so as not to thwart the purpose of a statute. 
Bottom line: the future of the ACA will most probably lie in 
the hands of a single Justice, who may force Congress and the 
White House to finally work together to find common ground 
on health-care reform.

About the Authors
James A. Robertson is a Partner and head of the health care practice 
at McElroy, Deutsch, Mulvaney & Capernter, LLP, with twelve 
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 & Capernter, LLP

Reprinted with permission from the February 17th edition of 
the New Jersey Law Journal © 2015 ALM Media Properties, 
LLC. All rights reserved. Further duplication without 
permission is prohibited.

For information, contact 877-257-3382 - reprints@alm.com 
or visit www.almreprints.com.

mark your calendar . . .

PLEASE NOTE:  NJ HFMA offers a discount for those members who wish to attend Chapter events and who are currently seeking employment.  
For more information or to take advantage of this discount contact Laura Hess at NJHFMA@aol.com or 888-652-4362.  The policy may be viewed 
at: http://hfmanj.orbius.com/public.assets/A02-Unemployed-Discount/file_168.pdf 

May 5, 2015 all day
Fiddler’s Elbow  Annual Golf Outing
Country Club 

May 13, 2015 8:30am – 1:30pm
NJHA Finance for Clinicians

May 19, 2015 all day
Hotel Woodbridge Bi-monthly Meeting
at Metropark Blurred Lines: How Provider and 
 Plan Partnerships are changing the 
 New Jersey Healthcare Landscape

June 9, 2015 all day
Hotel Woodbridge Bi-monthly Meeting
at Metropark Ticket to Broadway: Bright Lights, 
 High Performance Healthcare
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Physician Performance and 
Optimization

By Nicola Hawkinson, DNP, RN, RNFA

Nicola HawkinsonWhat does optimization look like? Optimization in a 
practice means there is clinical efficiency, billing efficiency, 
quality and safety all working together simultaneously. How 
do you know physicians are optimized? How do you measure 
physician productivity? There is no one correct way to assess 
optimization and productivity it depends on your practice. 
Measuring physician performance and optimization may 
seem like the last thing a practice has time to do because dur-
ing the day the physicians and medical staff are busy, busier 
than the average office. 

Knowing physicians are optimized comes from how well 
they are able to fulfill their job responsibilities throughout 
the day. Physicians and staff should all share the same goal: 
providing quality care for all patients. This is an overall goal 
for your practice as well as an individual goal for each physi-
cian and member of the nonclinical staff. In order to create 
shared goals amongst physicians and staff, there has to be 
guidelines and a consistent check-in process and procedures 
for patients. Creating a specific office culture that encour-
ages growth and hard work will ultimately benefit how your 
practice operates. Connect with members of the staff during 
meetings in order to form cohesive goals that will have mea-
surable outcomes.

Dividing tasks into clinical and non-clinical categories will 
help with optimization and productivity. There are tasks that 
only physicians can do while other tasks can be delegated. Re-
ducing unnecessary inbound calls and interruptions by nurses 
will help give the physician more structure and maximize the 
amount of face-to-face time with patients.  For any practice 
to function, and function well, roles need be to be clearly de-
fined prior to an employees’ start date. A lot of the issues that 
arise between healthcare professionals have to do with confu-
sion about job responsibilities. However, cross-training staff to 
learn your current EMR system may be a good idea; if some-
one is out sick then you won’t have to worry about jobs not 
getting done and adding to the physician’s workload. 

Physicians self-motivated and this characteristic will be 
beneficial in measuring performance. Throughout the day 
physicians can keep track of their productivity by logging the 

amount of time they allocate to 
certain tasks. You may be able 
to find gaps in productivity that can be corrected easily. By 
evaluating your work habits and processes you are fixing in-
consistencies before they become a major problem. Consider 
your patient demographics and services you use regularly 
then make changes if you are underutilizing certain services 
that are costing you time and money. How the physician is 
able to conduct his/her work on a daily basis greatly affects 
the entire staff. Understanding physician productivity and 
optimization becomes easier once you have structured the 
practice accordingly.

About the author        
Nicola Hawkinson, DNP, RN, RNFA is the founder of Spine-
Search, a company dedicated to the continuing educational needs 
of orthopedic and spine staff: both administrative and clinical. 
As an Adjunct Clinical Professor, Nicola teaches physical assess-
ment to registered nurses enrolled in NYU’s master’s program for 
Adult Nurse Practitioners. Nicola received a Bachelor of Science 
in Nursing from the University of Delaware and a Master of 
Arts, Adult Acute Care Nurse Practitioner, from New York Uni-
versity and her DNP from Case Western Reserve University in 
Cleveland, OH.

Nicola has over ten years of clinical experience. She is a member 
of the North American Spine Society, Nurse Practitioners of New 
York and the National Association of orthopedic Nurses. Nicola 
has authored, “Preparing for Your Recovery from Spinal Surgery,” 
and published research on spinal deformity and has presented at 
the national congresses. 
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With the April 15 tax deadline now behind us, accounting 
professionals across the country are breathing a sigh of relief.  
But one accountant is marking the occasion as a time for 
celebration, and with good reason. Richard J. Serluco, CPA, 
a partner with WithumSmith+Brown, PC, has just completed 
the 50th tax season of his career.

“It’s hard to believe I have been in the public accounting 
profession for five decades,” says Mr. Serluco. “I’ve had an 
interesting and rewarding career. I can look back with many 
fond memories, even during the hardest of tax seasons.” 

Mr. Serluco chose a career in public accounting when he 
followed the sage advice of a friend. “When I was considering 
which major to select at college, a friend of mine who just 
graduated with an economics degree was having difficulty 
finding employment,” recalls Serluco. “I asked him, ‘What 
should I major in?’ His response was, ‘Major in accounting; 
you will be able to find a job!’ I did just that and never looked 
back.” 

Mr. Serluco graduated from Baruch College of City 
University of New York (CUNY), earning a bachelor’s degree 
in accounting. His first day of work was on April 15, 1965, 
oddly on the last day of tax season, joining the small 25-person 
accounting firm of MacNicol Johnson & Co. in New York 
City. The firm specialized in professional services to health care 
providers.

In 1971, that firm merged with the New York City office 
of Touche Ross, LLP (later becoming Deloitte & Touche, now 
currently Deloitte), where Mr. Serluco continued a successful 
career for 10 additional years. In 1981, however, he decided to 
venture out on his own, creating Serluco & Co., continuing 
to service the health care industry for nearly two decades.  In 
2009, with retirement on the horizon, he merged his business 
with WithumSmith+Brown.

Mr. Serluco has always been active within the profession, 
being an HFMA chapter board member for two different 
terms, which he enjoyed immensely. He organized the very 

first HFMA-NJ Annual Institute, a three-day conference 
for finance professionals in the health care industry, held in 
Atlantic City. He was the chairman of the first conference, 
then involved in some capacity as chairman, co-chairman 
or presenter at the next nine Annual Institutes. Serluco was 
also on the board of the New Jersey Society of CPAs twice, 
and the Healthcare Committee of the AICPA. He received 
many awards and recognition throughout his career for his 
contributions to the profession and healthcare industry.

After 50 years in public accounting, Serluco is scaling back 
on client work and spending more time perfecting his golf 
game at Navesink Country Club and vacationing with his wife, 
Theresa. Active in the community, he served on the Board of 
Trustees of Springpoint Senior Living, and as a member of 
the Audit Committee of Georgian Court University. He is a 
past trustee of Bayshore Community Hospital and past board 
member of CPC Behavioral Healthcare. 

When asked about a particularly proud moment, Serluco 
recalls with fondness, “Both of my sons are currently partners 
in well-respected accounting firms. Thomas, my youngest 
son, is a partner with KPMG; Michael is a partner with 
WithumSmith+Brown. In 1994, they both became CPAs, 
so we of course attended the State Board of Accountancy 
swearing-in ceremony. When my sons went up to the stage 
to receive their certificates, the chairman looked out into the 
audience and invited me to come up to the podium to present 
their CPA certificates to them personally. I couldn’t have been 
more proud.” 

“The accounting profession certainly offers the opportunity 
to have a long and rewarding career if you are willing to work 
hard and put in the time,” says Serluco. “I am very happy that 
I heeded my friend’s advice way back then.  It’s been a great 
50 years.” 

Richard Serluco, CPA, 
Celebrates His 50th Tax 
Season

Richard Serluco
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•Focus on...New Jobs in New Jersey•

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

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

Job Position and Organization

Patient Account Manager
 East Orange General Hospital

Revenue Recovery Auditor
 IMA Consulting

Supervisor, Accounts Receivable Services Medicaid
 MedAssets 

Associate Vice President Finance
 Montefiore Health System/Medical Center

Senior Financial Analyst
 Saint Barnabas Medical Center

Billing Representative, Implant/Trailer, Full Time
 Capital Health

Business Office Manager
 Kennedy Health System

CDM Coordinator
 Englewood Hospital and MC

Financial Systems Administrator
 Englewood Hospital and MC

Patient Accounting Representative
 Englewood Hospital and MC

Sr. Accountant
 Englewood Hospital and MC

Decision Support Analyst
 Englewood Hospital and MC

Senior Accountant
 JFK Medical Center

IT Revenue Cycle Associate
 Health Quest

Accounting Manager
 Children’s Specialized Hospital

Financial Analyst/Staff Accountant
 Children’s Specialized Hospital
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SAVE THE DATE 
The Revenue Integrity Forum  

proudly presents 
 

BRIGHT LIGHTS,  
HIGH PERFORMANCE HEALTHCARE 

 

June 9, 2015 
8:30 a.m. to 4 p.m., Hotel Woodbridge, Woodbridge, N.J. 

More details forthcoming shortly 
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REDUCE YOUR OPERATING COSTS  
BY 20% AND GET PAID TO DO IT?

They’ll give you a medal.  Throw you a parade.
Call you a HERO!
With New Jersey’s Clean Energy Program paying up to 70% of your project costs,  
and paybacks in less than 2 years, how can you afford NOT to participate?  
Add up the savings for your business today.  
Visit NJCleanEnergy.com/FOCUS
or call 866-NJSMART.



metropolitan philadelphia chapter

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

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

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

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

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

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

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

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

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

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

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

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

Exhibit Vendor Sponsor – $3,500     

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

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

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

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

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

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

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

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

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

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



Editorial Calendar and Ad Rates 2015Editorial Calendar and Ad Rates 2015  

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

Winter Issue—December/January/February                                                            Deadline December 1 
Topics: TBD, in order to report on the most relevant issues in healthcare at that time. 

Spring Issue—March/April/May                                                                                     Deadline March 1 
Topics: Data & Health Information Management; Data Security; Solar Energy  

Fall Issue—September/October/November                                                            Deadline September  1 
*Special ANNUAL INSTITUTE Issue*       

Bonus Distribution at HFMA-NJ’s 39th Annual Institute in Atlantic City, October 7-9, 2015! 
Topics: Spotlighting issues and topics shared by the Institute presenters. 

Summer Issue—June/July/August                                                                                        Deadline June 1 
Topics: TBD, in order to report on the most relevant issues in healthcare at that time. 

Published 4x a year, Garden State Focus is the premier publication reaching over a thousand Healthcare  
Industry influencers and decision makers behind New Jersey’s prominent hospitals and healthcare systems. 

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

Black & White  1x  2x (10% disc) 3x (15% disc) 4x (20% disc) 

Full Page $675.00  $607.50  $573.75  $540.00  

Half Page $450.00  $405.00  $382.50  $360.00  

Quarter Page $275.00  $247.50  $233.75  $220.00  

     

Color  1x  2x (10% disc) 3x (15% disc) 4x (20% disc) 

Back Cover—Full Page $1,450.00  $1,305.00  $1,232.50  $1,160.00  

Inside Front Cover—Full Page $1,350.00  $1,215.00  $1,147.50  $1,080.00  

Inside Back Cover—Full Page $1,350.00  $1,215.00  $1,147.50  $1,080.00  

First Inside Ad—Full Page $1,300.00  $1,170.00  $1,105.00  $1,040.00  

Full Page $1,100.00  $990.00  $935.00  $880.00  

Half Page $800.00  $720.00  $680.00  $640.00  
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AmeriHealth New Jersey is exclusively focused 
on the state of New Jersey. We are dedicated to 
enabling the people of New Jersey to improve 
their health and well-being while helping them 
gain access to affordable, quality care.

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

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

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

Advertiser Focus
Please consider supporting our sponsoring companies

Since 1986, BESLER Consulting has been assisting 
healthcare providers in enhancing revenue, gaining 
operational efficiencies and achieving compliance. 
BESLER Consulting clients benefit from a team of 
highly experienced, dedicated professionals. They bring 
to each engagement in-depth knowledge in a wide range of financial, operational 
and compliance issues. Telephone 1.877.4BESLER • Web site Beslerconsulting.com

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

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

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

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

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

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

Founded in 1974, WithumSmith+Brown is one of the 
largest regional accounting and consulting firms in 
the mid-Atlantic region with 500 staff in 13 offices 
across six states and Grand Cayman. Our firm ranks 
among the top 30 CPA firms in the country and top 

10 in the Northeast. The firm’s Healthcare Services Group professionals serve 
hundreds of healthcare providers in the areas of A&A, consulting, tax, corporate 
governance and risk management. For more information, please visit the Health-
care Services section of www.withum.com or email healthcare@withum.com.

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

benefits professional confused and stressed.  

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

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

businesses buy health insurance.  

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

visit us on Facebook or at amerihealthnj.com.

Know more.
Stress less.

Health insurance that pays.SM
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*Source: Kaiser Health News

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

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

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?


