EXPERT
REVIEWED:
WHY PREVENTING
PRESSURE INJURIES
SHOULDBEA
PRIORITY FOR
HOSPITALS

FEBRUARY 2021 | healthcare financial managemen

HOWTO
SELF-AUDIT
340BPROGRAM
COMPLIANCE

JENIFER JAEGER, MD:
WHY IT'S NEVER BEEN MORE
IMPORTANT TO ADDRESS SDOH

INSIDE HFMA:
Our revamped
online learning
experience



together

go.parallon.com/bettertogether » PARALLON:"




contents

FEBRUARY 2021 ISSUE

hima

@ FROM THE CHAIR

I8

‘Here Comes the Sun’
MICHAEL M. ALLEN, FHFMA, CPA

&8 INSIDEHFMA

3 questions with Strategy SVP
Mary Mirabelli: HFMA’s

new learning platform

BRAD DENNISON

38

€ CHAPTERNEWS
New Jersey and Hudson Valley Chapters
collaborate to host a magical virtual event
JENNIFER NOVOSELETSKY

Nnews

10

NEWS BRIEFS
CMS plans aggressive price

transparency enforcement

RICH DALY

EYE ON WASHINGTON
U.S. hospitals face bleak future

28

after difficult 2020
GAIL R. WILENSKY, PhD

Download the
hfm app today!

GeTTON
> Google Play

Cover photograph Marshall Clarke

Expert Reviewed

Feature Stories in hfm® bear the Expert Reviewed stamp, which
indicates that content has been evaluated by an independent panel
of healthcare professionals who have the expertise to ensure accu-
racy, credibility and usefulness of information.

Disclaimer

Material published in hfm is provided solely for the information and
education of hfm readers. The Healthcare Financial Management
Association (HFMA) does not endorse the published material or
warrant or guarantee its accuracy. The statements and opinions

in articles and columns in hfm are those of the authors and not
those of HFMA. References to commercial manufacturers, vendors,
products or services that may appear in such articles or columns do
not constitute endorsements by HFMA.

features

COVER STORY
Looking forward on healthcare inequity
RICH DALY

COMMENTARY

SDOH: An emerging population
health priority

PAM NICHOLSON, MBA

DUDLEY MORRIS

INTERVIEW

Jenifer Leaf Jaeger, MD, MPH:
COVID-19 magnifies impact of
SDOH on U.S. healthcare system
ERIC C. REESE, PHD

¥ EXPERT REVIEWED

How hospitals benefit by preventing
hospital-acquired pressure injuries
NICKOLAS A. VITALE, LFACHE

DAVID A.DZIOBA

340B Program success depends
on the quality of self-auditing
BRIAN MATNEY, CPA, CHFP

hfm® (ISSN 0735-0732) is published and distributed nine times per
year (February through June and September through December)
by the Healthcare Financial Management Association (HFMA),
Three Westbrook Corporate Center, Suite 600, Westchester, IL
60154-5732. Subscription Rates/Orders: Subscriptions within the
United States are $260 per year. Outside the United States, North
American subscriptions are $270 per year. Other foreign subscrip-
tions are $280 per year. Institutional subscriptions are $150 per
year. Postmaster: Periodicals postage paid at Bellwood, IL 60104,
and additional mailing offices. Send address changes to HFMA,
Three Westbrook Corporate Center, Suite 600, Westchester, IL
60154-5732. Copyright 2021, Healthcare Financial Management
Association. All rights reserved. Printed in the U.S.A.

Volume 75/Number 1.

HFM MAGAZINE | FEBRUARY 2021 | 1



16

18

50

352
3¢

36
60
61

Readers service

For all reader services,
write to HFMA’s National
office at Three Westbrook
Corporate Center,

Suite 600, Westchester,

IL 60154-5732,

or call (800) 252-HFMA.

Back issues

are available at $18 per
copy ($21 per copy outside
the United States).

To order, contact

Jennifer Novoseletsky at

reprints@hfma.org

contents

FEBRUARY 2021 ISSUE

columns

LEADERSHIP

How to use influence to enhance your
powers of persuasion in the workplace
JILL GEISLER

HEALTHCARE INNOVATION
The patient’s role in innovation
JEFF HELTON, PhD, FHFMA, CMA

PHYSICIAN PERSPECTIVES
Medicine should be for
mind, body and spirit

MARTIN H. BLUTH, MD, PhD

PODCAST

PEOPLE

HONOR ROLL

THANK THE REVIEWERS

FROM THE PRESIDENT
Haven and the dynamics of
transformational change
JOSEPH J. FIFER, FHFMA, CPA

Subscription Inquiries/Address Changes. For all inquiries about
existing subscriptions, including address changes, renewals, and
missing issues, contact the Member Service Center at HFMA’s
National office address or at ext. 2. Notice of address changes
should include the old as well as the new address, including zip
code. The local postmaster also should be notified. Allow six weeks
for address changes to become effective. Notice to HFMA mem-
bers: Member address changes should be directed to the Member
Service Center at the HFMA National office address or at ext. 2.
Member address changes are effective for all HFMA mailings; no
separate change of address is needed for hfm.

Manuscript Submission. Unsolicited manuscripts are welcome.
Manuscripts submitted for potential publication are peer reviewed.
Final decisions regarding publication rest with the editors. Inquiries
and article ideas are encouraged and should be directed to the
editors. To access writers’ guidelines, go to hfma.org/authorinfo

It is a violation of federal copyright law to reproduce all or part
of this publication or its contents, in any form by any means,
without permission.

2 | HFM MAGAZINE | FEBRUARY 2021

SPONSORED CONTENT

7 Infographic
ClearBalance HealthCare: Empowering patients in a
time of crisis

12 Business Profile
Odeza: Driving engagement through patient-centric
digital communications

16 Business Insight

Grant Thornton: Navigating the unimaginable:

A COVID-19 panel discussion with senior financial
executives

41 Roundtable

Simpler Consulting: Al, automation and RPA: How
health systems are designing the revenue cycle of
the future

42 Roundtable
Ensemble Health Partners: Reducing costs to collect
while improving net patient revenue

54 Trendsetter

TRIMEDX: A proactive approach to comprehensive
clinical asset management helps healthcare systems
maintain financial health

Letters to the Editor. hfm® welcomes letters to the editor.

Letters should be addressed to the Editor and sent to Brad
Dennison at bdennison@hfma.org Sending a letter to the editor will
be construed as permission to publish the letter, in full or in part. If
it is determined that the letter will be published, the editor reserves
the right to edit the letter before publication.

Reprints and Permissions. Photocopying of one copy of an article
or column for personal use is permitted by the publisher. Individual
copies made by libraries must bear a notice of copyright. Permission
to photocopy more than one but fewer than 100 copies for internal
or personal use can be obtained through the Copyright Clearance
Center, provided that the specified fee is paid directly to the
Copyright Clearance Center, 222 Rosewood Drive, Danvers, MA
01923. To order 100 or more copies, contact Jennifer Novoseletsky
at the HFMA National office address or at ext. 387. This publication
also is included among the products of the information resource
company EBSCO Publishing, Inc., Ipswich, Mass.

Requests for permission to reprint articles, columns or portions
thereof in other printed or electronic works should be submitted to

Jennifer Novoseletsky at reprints@hfma.org.



Improving the
payment experience
for patients and
providers.

eCaeCe

CareCredit is a non-recourset health, wellness, and personal care
credit card that gives patients an easy way to pay over time" for:

Copays * Deductibles * Post-visit balances * Out-of-pocket expenses

CareCredit has 12.4 million cardholders and is accepted at
over 240,000 locations. Providers receive payment in two
business days, with no recourse if patients delay or default.”

Start accepting CareCredit today! o S
Phone: 844.365.3319 4 CareCredit REVIEWED

. . Maki ible...today. — —
carecredit.com/hfmmagazine SHing care possbe. fodey 2 A

*Subject to the representations and warranties in your Agreement with CareCredit, including but not limited to only charging for services that have
been completed or that will be completed within 30 days of the initial charge, always obtaining the patient’s signature on in-office applications and the
cardholder’s signature on the printed receipt.

ASubject to credit approval.

*HFMA staff and volunteers determined that this product has met specific criteria developed under the HFMA Peer Review Process. HFMA does not
endorse or guaranty the use of this product.



hfm® is published nine
times per year (February
through June and September
through December) by

the Healthcare Financial
Management Association
(HFMA), Three Westbrook
Corporate Center,

Suite 600, Westchester,
Illinois 60154-5732.

hfm® is indexed in Hospital
Literature Index (AHA),
Accounts’ Index (AICPA),
Cumulative Index to Nursing
& Allied Health (CINAHL),
and EMBASE/Excerpta
Medica. hfm® is available in
microform from University
Microfilms International,
300 North Zeeb Road,

Ann Arbor, M1 48106.

BPA

m®

HFMA'S MONTHLY MAGAZINE

Senior Vice President, Content and Professional
Practice Guidance Rick Gundling

Senior Vice President, Member Experience &
Business Development Bill Casey

Director of Content Strategy Brad Dennison

Senior Editors
Deborah Filipek - Erika Grotto -
Nick Hut - Eric C. Reese

Graphic Designer Linda Chandler
Operations Specialist Tony Davies
Director, Channel Assets Rita Walker

Manager, Client Services Heather Hennessy

Senior Classified Sales Specialist Sharon Malik-Specht

Tel (708) 492-3386 smalik@hfma.org

Advertising Representatives & Offices

National Office (and West Coast) Healthcare Financial
Management Association

Three Westbrook Corporate Center, Suite 600
Westchester, IL 60154-5732

Tel (708) 531-9600 Fax (708) 531-0032 hfma.org

East Coast
Dianne Lach HFMA, Business Development Executive
dlach@hfma.org Tel and Fax (708) 492-3343

Central
Cindy Dudley CLD Associates
cdudley@hfma.org Tel (847) 295-0210 Fax (847) 574-5836

Southeast
Steve Roth Powercast Media
sroth@hfma.org Tel (520) 742-0175 Fax (847) 620-2525

Copyright 2021, Healthcare Financial Management Association. All rights reserved. Printed in the USA.

Volume 75/Number 1. ISSN 0735-0732.

Subscription Rates/Orders. Individual subscriptions within the United States are $260 per year. Outside the United States, North American
subscriptions are $270 per year. Other foreign subscriptions are $280 per year. All foreign subscription orders must be prepaid in U.S. dollars.
Institutional subscriptions are $150 per year. Bulk subscription rates (10 copies or more) are available upon request. To order, contact the

Member Service Center at HFMA’s national office address, or call (708) 531-9600, ext. 2.

Statement of Ownership, Management and Circulation

Publication Title: hfm
Publication Number: 0889-760
Filing Date: Dec. 21,2020

Issue Frequency: Monthly, but no issues published in January,
July and August

Number of Issues Published Annually: 9
Annual Subscription Price: $260

Complete Mailing Address of Known Office of Publication:
HFMA, Three Westbrook Corporate Center, Suite 600,
Westchester, IL 60154-5732

Contact Person: Eric Reese (708) 492-3391

Complete Mailing Address of Headquarters or General Business
Office of Publisher: HFMA, Three Westbrook Corporate Center,
Suite 600, Westchester, IL 60154-5732

Full Names and Complete Mailing Addresses of Publisher, Editor,

and Managing Editor:

> Publisher: Rick Gundling, HFMA, Three Westbrook Corporate
Center, Suite 600, Westchester, IL 60154-5732

> Editor: Brad Dennison, HFMA, Three Westbrook Corporate
Center, Suite 600, Westchester, IL 60154-5732

> Managing Editor: Eric Reese, HFMA, Three Westbrook Corporate
Center, Suite 600, Westchester, IL 60154-5732

Owner: HFMA, Three Westbrook Corporate Center, Suite 600,

Westchester, IL 60154-5732

Known Bondholders, Mortgagees, and Other Security Holders

Owning or Holding 1 Percent or More of Total Amount of Bonds,

Mortgages, or Other Securities: None

Issue Date for Circulation Data Below: December 2020

| certify that all information furnished on this form is true and complete. | understand that anyone who furnishes false or misleading information on this form or who omits

Total Number of Copies (Net press run) 41,741 38,944

Legitimate Paid and/or Requested Distribution

> Outside-County Paid/Requested Mail Subscriptions Stated on 37,502 37,196
PS Form 3541

> In-County Paid/Requested Subscriptions Stated on 0 0
PS Form 3541

> Sales Through Dealers and Carriers, Street Vendors, Counter 0 0
Sales, and Other Paid or Requested Distribution Outside USPS

> Requested Copies Distributed by Other Mail Classes Through 0 0
the USPS

Total Paid and/or Requested Circulation 37,502 37196

Nonrequested Distribution

> Outside-County Nonrequested Copies Stated on PS Form 3541 2,618 23

> In-County Nonrequested Copies Stated on PS Form 3541 0 0

> Nonrequested Copies Distributed Through the USPS by Other 0 0
Classes of Mail

> Nonrequested Copies Distributed Outside the Mail 913 495

Total Nonrequested Distribution 3,531 518

Total Distribution 41,033 37,714

Copies not Distributed 708 1,230

Total 2,741 38,944

Percentage Paid and/or Requested Circulation 89.84% 95.51%

material or information requested on the form may be subject to criminal sanctions (including fines and imprisonment) and/or civil sanctions (including civil penalties).

JG
/M /%Zaam,l\/lanaging Editor, 12/21/2020

4 | HFM MAGAZINE | FEBRUARY 2021




National

Headquarters Office
Three Westbrook
Corporate Center

Suite 600

Westchester, IL 60154-5732
Tel (708) 531-9600

Fax (708) 531-0032

Washington, D.C., Office
1090 Vermont Avenue NW
Suite 500

Washington, DC 20005
Tel (202) 296-2920

Fax (202) 238-3456

www.hfma.org

/5 hima

YEARS

2020-21 Officers

Chair: Michael M. Allen, FHFMA, CPA, MHA

CFO, OSF Healthcare System, Peoria, Ill.

Chair-Elect: Tammie L. Jackson, FHFMA, MHA,

Vice President, TransUnion Healthcare, Chicago

Secretary: Aaron R. Crane, FHFMA, CPA, MHA, Executive Vice
President, Seattle Cancer Care Alliance, Seattle

Treasurer: Dennis Dahlen, CHFP, CPA, CFO, Mayo Clinic,
Rochester, Minn.

President and CEO: Joseph J. Fifer, FHFMA, CPA,

Healthcare Financial Management Association, Westchester, I11.

2020-21 Directors

Abby Birch, CRCR, Regional Vice President, Business
Development, Revint Solutions, Fort Lauderdale, Fla.

Colleen M. Blye, CPA, Executive Vice President/CFO, Montefiore
Health System, New York

Maureen A. Clancy, FACHE, CPC, Senior Vice President,
Operations, Privia Health, Washington, D.C.

Matthew E. Cox, CHFP, CPA, Senior Vice President/CFO
Spectrum Health, Grand Rapids, Mich.

James L. Heffernan, FHFMA, Senior Vice President and Treasurer,
Massachusetts General Physicians Organization, Boston
Jeffrey T. 0’Malley, System Vice President, Strategic Growth

& Governance, CommonSpirit Health, Chicago

Cindy Price, FHFMA, CEO, HCA Parallon Shared Services,
Houston

Margaret L. Schuler, System Vice President, Revenue Cycle,
OhioHealth, Columbus, Ohio

Mimi Taylor, CIO and Corporate Vice President of Information
Technology, Baptist Health South Florida, Coral Gables, Fla.

hfm® is published monthly by HFMA.

Editorial Mission

hfm® supports the mission of the Healthcare Financial
Management Association by serving as a key resource for
individuals involved in the financial management of healthcare.
Editorial Position

hfm® is written and edited principally for finance professionals

in health service organizations all along the continuum of care,
including hospitals and health systems, managed care and ac-
countable care organizations, physician organizations, outpatient
service centers, and post-acute care providers. It also is directed to
professionals in law firms, accounting firms, banks and consulting
firms that have an interest in healthcare finance. hfm® covers the
full range of topics related to healthcare finance. Key topic areas
include strategic planning, hospital-physician alignment, payment,
revenue cycle, patient financial services, enterprise risk, business in-
telligence, information systems, network development, accounting
practices, leadership development, management issues, legislative
and regulatory issues, capital finance, cost management, consolida-
tion and affiliation, and emerging financial trends.

About HFMA

The Healthcare Financial Management Association (HFMA) provi-
des the resources healthcare organizations need to achieve sound
fiscal health in order to provide excellent patient care. With more
than 64,000 members in 64 chapters, HFMA is the nation’s leading
membership organization of healthcare finance executives and
leaders. Membership in HFMA provides opportunities to attend
educational seminars and conferences, to access technical and
management information, to obtain professional certification, to
interact and network with colleagues and to gain other professional
benefits. For information about annual membership dues, which
include a $30 allocation to hfm®, contact Member Services at
(800) 252-HFMA, ext. 2.

Searching for top talent in healthcare finance?

HFMA's Job Bank is a niche recruiting site that attracts all levels of healthcare finance
and revenue cycle professionals. Job postings are listed online and promoted

htma

Job Bank

in HFMA e-newsletters to a targeted audience of over 180,000.

Fill positions quickly and cost-effectively.

Contact

SHARON MALIK-SPECHT

htma.org/jobbank

7084923386 smalik@hfma.org

HFM MAGAZINE | FEBRUARY 2021 | 5



hima

FROM THE CHAIR

INSIDE HFMA

CHAPTER NEWS

‘Here Comes the Sun’

MICHAEL M. ALLEN
FHFMA, CPA

Chair, HFMA

¥ @Alleno777

Instagram @michaelallen9185
|

Done! Over! 2020 is behind us!

What a long, strange trip it has been. Are you ready
to get back to normal in this new year? Me, neither.
I'm just ready to get back to anything other than shut-
downs. The “reset” of 2020 wasn’t all bad. For many,
it meant an inconvenience or a change of habits. For
others, it was a nice retreat from the busyness of life.
Yet for others, it exacerbated hardships.

There are so many perspectives, but there’s one
thing most would agree is a good thing: We have vac-
cines! To be sure, they won’t solve all our problems,
and there remain many distribution-related issues
that need to be resolved. But one thing vaccines will
solve is our need for human connection. We humans
are meant to socialize, to gather and learn and grow
and enjoy all of the things that make life rich and ful-
filling, like music. “Here Comes the Sun” is the iconic
Beatles song with George Harrison on vocals — a cool
vibe and maybe a song for 2021.

“Little darling, it’s been a long cold lonely winter.
Little darling, it feels like years since we’ve been here.”

-
=
—_—
i e
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There is much to celebrate about the vaccines and
their development. There was an intriguing article
in New York magazine by David Wallace-Wells, titled
“We had the vaccine the whole time” (Dec. 7, 2020).
The article has many interesting storylines, but three
things emerge.

First is that these vaccines were created faster
than any in the history of mankind. Most vaccines
in the past arrived about the time the disease had
already swept through the population and only served
as away to close the door on its coming back.

Second, through a humanitarian act, Chinese
scientist Yong-Zhen Zhang (umm, Nobel Peace Prize,
please) released the genetic sequence of the virus
to the public in January 2020. And within two days,
Moderna created their vaccine! This was Jan. 13,

2020 — one week before the first confirmed case in the
United States. Maybe this vaccine thing can go faster.

Third, scientists believe it is possible that vaccines
can be created proactively to deal with 90% of all
viruses we may ever experience.

“Little darling, I feel the ice is slowly melting. Little
darling, it seems like years since it’s been clear.”

This story has an important lesson for us about
embracing the possibility of acting faster when it
comes to our own healthcare finance work. What can
we get done in two days that used to take weeks or
months or years?

“Here comes the sun. Sun, sun, sun, here it comes.”

Peace. 1

Your Challenge.

Our Mission. 2021



Infographic: Sponsored by ClearBalance HealthCare®

Empowering patients in a time of crisis

There's no doubt the pandemic has dramatically altered the business of healthcare. Hospitals and health systems nationwide have
continued to rack up staggering financial losses throughout 2020, directly related to COVID-19 and a shutdown of non-emergency surgical
procedures for a period of time.

American consumers haven't fared any better. According to an October 2020 study by The Commonwealth Fund,” approximately
14.6 million individuals and their dependents lost employer-sponsored health insurance by mid-year 2020. Although there now is light at the
end of the tunnel with vaccines and treatment, clearly it will take time for Americans to recover financially. In light of these challenges to their
communities, healthcare providers have opted to alter their approach to patient collections, specifically looking for solutions to make out-of-
pocket costs affordable by allowing payment plans.

Healthcare organizations are expanding
patient payment methods due to COVID-19

Why are new payment strategies so important?

Although there are many Recognize financial
52 6 % 52 20/0 reasons to expand payment hardship and demonstrate
L] L] strategies, healthcare leaders compassion
are offering more offering more online surveyed believe the most Educate
payment alternatives self-service options important reasons are to: patients
On the whole, healthcare organizations are working to provide 3 Improve the likelihood
more technology-driven, compassionate and non-contact payment to pay

options and methods. These are helpful to preserve patient and
staff safety and recognize the challenging financial circumstances
that many patients face.

More than] in 4 respondents (27.4%) indicate that the
reasons behind expanding their strategies have to do with recognizing
patients’ financial hardship and demonstrating compassion,

Payment plans are a key area of focus illustrating a desire to empower patients during this difficult time.

When hospital and health system leaders were asked what tactics
were the most crucial in maximizing patient out-of-pocket financial
responsibility, a few options stood out: allow payment plans, provide
better upfront estimates and increase payment education.

About the survey

* Conducted online survey September 2020

* 117 HFMA members responded to the survey

* Revenue cycle management, patient financial services, patient
access and operational leaders participated in the survey

« To achieve the appropriate balance of patient experience and
securing payments, we think offering payment installment
options is a good approach. It’s important to keep the patient

* Hospitals, health systems, other providers were among those

represented in the survey

paying something, even if it’s a small amount. »
—RCM Leader

1. Frostin, P, Woodbury, S.A., How Many Americans Have Lost Jobs with Employer Health Coverage During the Pandemic? The Commonwealth Fund, Oct. 7, 2020.

ClearBalance HealthCare® has been helping people when it matters most, providing affordable patient financing
CLEARBCﬂOnCG solutions since 1992. ClearBalance stands apart as the #1 customer-rated patient financing solution, according to
()' HealthCare® Black Book Market Research and KLAS Research. We are at the forefront of patient pay management, always setting
and delivering a high bar for patient financing solutions, patient reimbursement, revenue cycle IT expertise and the
consumer experience. The ClearBalance program features the only HFMA Peer Reviewed ROI Value Model™, which identifies a providers’ cost to collect
patient pay and sets nationally recognized benchmarks for a long-term financing alternative. For more information, go to ClearBalance.org

This published piece is provided solely for informational purposes. The statements and opinions by participants are those of the participants and not those of HFMA.
References to commercial manufacturers, vendors, products, or services that may appear do not constitute endorsements by HFMA.
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INSIDE HFMA

3 questions with
Strategy SVP Mary

Mirabelli: HFMA’s new
e-learning platform

BRAD DENNISON
bdennison@hfma.org
W @braddennison

Visit HFMA’s e-learning
platform FAQs page

by visiting hfma.org
and clicking on the “My
elLearning” tab.

p Mary Mirabelli led
the overhaul of
HFMA'’s LMS.

arlier this year, a team within HFMA
began looking at how to upgrade

the online education experience

for members. With the backdrop of
a global pandemic and the halting

of live events, it was clear that online learning
would be more critical than ever, and HFMA’s
system was due for an upgrade.

In January, HFMA debuted its new e-learning
platform, so I sat down with HFMA Senior Vice
President of Strategy Mary Mirabelli, who led
the charge, to talk more about the new system
and what members can expect.

What drove that decision to switch
learning management systems?

Mary Mirabelli: Our system was more than
seven years old, which in technology terms

is pretty outdated. It didn’t have a lot of the
functionality that today’s learners really need or
expect. So we needed something that looked con-
temporary and would allow us to transform how
we do online education and do a better job of
helping people learn. This meant really learning
about trends in online education and choosing
the right vendor partner. We evaluated about

20 different systems before settling on one.

What can members expect
from the new platform?

Mirabelli: In the older iteration, it was really
confusing and hard to find what you were looking

8 | HFM MAGAZINE | FEBRUARY 2021

' HFMA’s new learning management system has
a contemporary look, and better organization
and navigation.

for, so now before you even get into a course,
yow’'ll find much better organization and navi-
gation. The catalog will all be in one place and
easier to search. You’ll also get personalized sug-
gestions for learning paths and courses. We’ve
added a gamification aspect, too, so learners can
earn trophies and status in the system.

One of the aspects of the new system we’re
very excited about is the ability to white-label
courses to our Enterprise member organizations.
Among other things, they’ll be able to use our
tools to do simulations where employees demon-
strate skills and employees will get real-time
feedback from their managers.

What’s the future of online
learning for HFMA?

Mirabelli: Right now we’re focused on porting
content from one system to the other, so while
it will be a much-improved experience, we’ll be
going back and refreshing many courses in 2021.
However, we’ve already done overhauls of two
important courses, including “HFMA’s Business
of Health Care®” and “Denials Management.”
Those two modules are good examples of what
we’re capable of moving forward.

Thinking long term, this new system is per-
fectly designed to meet the challenges today and
tomorrow. Given where we are with this pan-
demic, there will have to be more online learning,
and our system will be more interactive and
more engaging and allow us to embrace the way
members want to learn today. i

About the author

Brad Dennison is the director of content strategy at HFMA.



CHAPTER NEWS

EXECUTING THE EVENT
NeW JerS ey and HUdS On There were multiple calls, meetings and con-
ferences to set up this event, said Nicole Rosen,

Vall ey C h ap t e r S HFMA New Jersey board member and chair of

the Chapter’s communications and networking

C O 11 ab O rat e to h O S t a committee. Once both of the Chapters’ Boards

. ° approved the event, they locked in the date,
m agl c al Vlrtu al eve nt sent out a save-the-date flyer to get members
excited and put together an agenda, said Rosen,
a business development leader at Acadia in

THE MAGIC BEHIND THE ENTERTAINMENT
The idea for a magician came from Hudson Valley
they worked together to set up a virtual social event for  cChapter’s Sarah Brainard, whose uncle knows
Garrett Thomas and suggested him. Splitting

the cost of hiring Thomas helped make the event
more cost-effective.

The two HFMA chapters recently shared details of how

their members, featuring magician Garrett Thomas.

I ixty HFMA chapter members were GREATER HEARTLAND PLAYS NAME
JENNIFER able to network and socialize during  pgap TUNE WITH ITS MEMBERS
NOVOSELETSKY the collaborative event, which the s : :

Staff writer ’ Finding something different and fun to draw

New Jersey and Hudson Valley
Chapters hosted on Aug. 26.

jnovoseletsky@hfma.org
¥ JenNovo_ HFMA

members in helps bring a sense of community
to this Chapter. After a virtual trivia night, one
member suggested a Name That Tune event to
keep the momentum going.

“And the rest [is] history,” said Connie
Stimpson, vice president of partner engagement
for Senex in Indianapolis, and HFMA Greater
Heartland Chapter president for 2020-21. "We
utilized a DJ with professional equipment for
Name That Tune,” said Stimpson. “This helped
to circumvent some sound issues that can occur
with Zoom.”

HOW TO LEAVE THEM WANTING MORE

For other chapters interested in hosting a similar

event, Stimpson suggested the following:

e Have a sponsor pick up the expense for
entertainment.

e Practice ahead of time with games like trivia
for any glitches that might occur.

e Use networking dollars normally used for live
events to pay for mailing prizes to winners of

Magician Garrett Thomas performs a magic trick for the New Jersey and
Hudson Valley Chapters during their joint event. virtual events.
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EYE ON WASHINGTON

CMS says it plans aggressive price
transparency enforcement

RICH DALY
rdaly@hfma.org
W @rdalyhealthcare

CMS has notified hospitals that they should expect aggressive
enforcement of new price transparency rules, including via
audits slated to start in January.

CMS’s notice, issued on Dec. 18, stated that beginning in
January the agency planned to audit the websites of “a sample
of hospitals” to determine compliance with the requirements,
which took effect Jan. 1. It also said it planned to investigate
rule-related complaints that it receives and to review “analy-
ses of non-compliance.”

One compliance approach adopted by hospitals, especially
lower-revenue organizations, involves using averages of
health plan rates for all services, equipment and drugs. But
CMS officials participating in a Dec. 8 webcast with hospitals
described that approach as non-compliant with the new rule.

In response to CMS’s apparent opposition to the rate-
averaging approach, hospitals are working with their
attorneys to devise a legal defense for its use, industry
advisers said. 1

New legislation seeks to take unwelcome
surprises out of patient billing

After on-and-off negotiations that spanned the 2019-20 con-
gressional term, the bipartisan, bicameral No Surprises Act
was included in a sweeping legislative package that became
law in late December.

There could be far-reaching effects when the main provi-
sions begin in 2022.

The primary aim of the law is to ensure patients have to
pay only their in-network cost-sharing amount, including
deductibles, for emergency care and in nonemergency situa-
tions when choosing an in-network provider isn’t an option.

Out-of-network providers will be prohibited from
balance-billing patients unless they follow strict notice-and-
consent procedures. Those include providing an estimate of
charges at least 72 hours before the delivery of services.

To resolve payment for out-of-network bills, the first step
will be negotiations between providers and insurers that can
last up to 30 days. If negotiations fail, a baseball-style arbitra-
tion process will be utilized, with the arbitrator required
to choose one side’s offer rather than landing on a
compromise figure.

10 | HFM MAGAZINE | FEBRUARY 2021

The arbitrator will rule based on:

e Median in-network rate

e Information related to the provider’s training and
experience

e Market share of the parties

e Previous contracting history of the parties

o Complexity of the services provided 1

— Nick Hut, HFMA senior editor

$17-$20B

Estimated reduction in health plan payments if new surprise-
billing legislation had included a rate-benchmarking approach
instead of arbitration to resolve out-of-network payment
disputes, according to the American Hospital Association




Haven to dissolve after 3-year effort to lower
combined employee healthcare costs

Three years after the CEOs of Amazon, Berkshire
Hathaway and JPMorgan Chase launched Haven
Healthcare, the joint venture is shutting down
at the end of February. Haven is a Boston-based
not-for-profit entity whose goal was to lower
healthcare costs for the three companies’ com-

1.2

bined 1.2 million U.S. employees. Number of U.S.

“In the past three years, Haven explored a employees combined
wide range of healthcare solutions, as well as under the Amazon,
piloted new ways to make primary care eas- Berkshire Hathaway and

JPMorgan Chase & Co.

ier to access, insurance benefits simpler to
understand and easier to use, and prescription
drugs more affordable,” the Jan. 4 dissolution
statement read.

The joint venture’s dissolution reflects the
complexities involved in delivering employee
healthcare, which along with the cost of U.S.
care delivery, is a topic that has garnered much

Haven venture

attention from industry analysts. (See, for
example, the Eye on Washington column by
Gail Wilensky, PhD, “Status check on Haven'’s
ambitious healthcare venture,” published in the
October 2020 issue of hfm.)
The end of Haven does not mean an end
to the three companies’ healthcare-focused
efforts. “Moving forward, Amazon, Berkshire
Hathaway, and JPMorgan Chase & Co. will
leverage these insights and continue to collab-
orate informally to design programs tailored
to address the specific needs of their own
employee populations,” the statement said.
Industry observers should stay tuned to see
what new initiatives and innovations might yet
arise from Haven’s ashes. 1

— Deborah Filipek, HFMA senior editor

Medicare phases out the inpatient-only list,
backs off further 340B payment cuts

Medicare will phase out the inpatient-only (IPO)
list over three years but won’t implement further
cuts that were proposed for the 340B discount
drug program, according to a CY21 final rule
issued in December.

The CMS Outpatient Prospective Payment
System final rule confirmed the elimination of
the 1,700-procedure IPO list over three years,
starting with 300 primarily musculoskeletal-
related services in 2021. The IPO list will be com-
pletely phased out by 2024.

“The services on the inpatient-only list are
often complex and complicated surgical proce-
dures that require the close care and coordinated
services provided in a hospital inpatient
setting,” Tom Nickels, executive vice president

300

Number of primarily
musculoskeletal-related
services that will be
removed from the
inpatient-only list in
2021

for the American Hospital Association, said in a
written statement.

For procedures removed from the IPO list, CMS
will “indefinitely” exempt them from site-of-ser-
vice claim denials under Medicare Part A, eligibility
for referrals to recovery audit contractors (RACs)
for noncompliance with the 2-midnight rule and
RAC reviews for “patient status.”

CMS backed off its proposal to pay for drugs
acquired under the 340B program at average sale
price (ASP) minus 28.7%. Instead, Medicare will
maintain the 2018 formula of ASP minus 22.5%. 1

About the author

Rich Daly is a senior writer/editor in HFMA’s Washington,
D.C, office. Follow Rich on Twitter: @rdalyhealthcare.
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Business Profile: Sponsored by Odeza

Odeza: Driving engagement through
patient-centric digital communications

How do you help healthcare
organizations?

At Odeza, we partner with health systems to
create a seamless patient communications
experience across all points of contact.

Our platform delivers artificial intelligence
(Al)-assisted digital communications through
two-way SMS, voice, email, live chat and
web-based chatbots. Unlike other companies
in the marketplace, we provide a fully unified
consumer communication experience that
fosters patient acquisition, access, retention
and payments, as well as improved popula-
tion health.

Using our technology, healthcare organi-
zations can execute on-demand messaging,
blast communication campaigns and
automated marketing programs. The solution
is easy to implement and integrates with
leading electronic health records (EHRs) and
customer relationship management (CRM)
applications. It automatically incorporates
data from patient outreach activities and
communications into a health system’s EHR
or CRM application, offering real-time report-
ing and analytics.

What are some of the

biggest challenges you

see currently affecting

healthcare organizations?

From our perspective, there are three main

trends facing organizations right now.

First is the pressure to reduce costs due to

COVID-19. The pandemic has created cata-

strophic financial challenges for U.S. health

systems. Consequently, they are looking to

curb expenses by reducing administrative

labor costs and consolidating vendors.
Second, today’s healthcare consumers are

seeking care on their own terms. They want

a prompt, seamless experience and digital
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touch points. And research shows they are
willing to pay for it.” Much like their buying
decisions, provider selection is increasingly
based on factors such as convenience,
comfort, availability and flexibility. According
to a recent survey, 82% of patients would
switch providers over a bad experience.2 That
can translate to a 10% to 20% loss in revenue
for healthcare organizations.3 As technology
advances in other areas, people expect to see
the same in healthcare. Maximizing conve-
nience and ease of access is now mission
critical to compete in the modern healthcare
economy. This requires providers to reexam-
ine how they attract new patients, engage
them consistently and retain their loyalty.
Providers who don't accommodate changing
expectations for a more consumer-like
experience jeopardize revenue and
competitive advantage.

1. “The healthcare shift: The transformation to consumer
centricity,” The Prophet, accessed Jan. 7,2021.

2. Wagner E., “Insights into what patients really want from
providers,” Salesforce blog, Jan. 5, 2020.

3. Lagasse, J., “Losing patients to other providers can cost
some healthcare facilities up to 10 percent of their revenue,’
Healthcare Finance News, Nov. 9, 2078.

Underlying the first two trends is the
problem of provider underutilization. Unfilled
appointment slots cost money. When you
combine this issue with no-show rates that
can reach up to 30%, revenue becomes
unpredictable.4 In fact, one estimate
indicates that the total cost of missed
healthcare appointments is more than $150
billion a year.5 An anticipated provider short-
age, projected over the next decade, will only
compound the problem. This perfect storm
of factors will surely have revenue implica-
tions for providers, and patient health and
safety ramifications as well.

How does your platform help
address these challenges?

Addressing the financial impact of
COVID-19. In 2020, Odeza worked hand
in hand with customers to automate the
delivery of millions of digital communica-
tions, including sharing the latest available

4. Gier, J., "Missed appointments cost the U.S. healthcare
system $150B each year," Health Management Technology,
May 2017.

5. Ibid.

Figure 1. Business impact of email blast campaigns

Campaign Name Completion | # of Patients | Business Impact

Date Reached
COVID-19 preparation: Mar 15, 2020 | 28,000 4,500 hours of labor cost savings
Halting elective surgeries (due to automating patient outreach)
Telehealth awareness: Apr 10, 2020 | 450,000 24% increase in telehealth visit volume
Primary and specialty care (between April 10, 2020 - May 8, 2020)
Back to normalcy: May 26, 2020 | 525,000 29% increase in provider utilization
Open for business (between May 26, 2020 - June 23, 2020)
Care gap follow-up: Jun 10, 2020 | 200,000 25% increase in rescheduling rate
Cancellations and (between June 10, 2020 - July 8, 2020)
no-shows

Source: Odeza




information on the virus. For example, we
helped health systems deploy a series of
targeted email blast campaigns related to
halting elective surgeries, boosting tele-
health awareness, communicating whether
an organization was open for business and
following up on cancellations and no-shows.
(See Figure 1).

As the country begins COVID-19 vaccine
rollouts, Odeza is ready to partner with
customers to automate immunization
communications using a patient’s preferred
communication channel, such as SMS, voice
or email. Our Consumer Chat solution can
also cost-effectively manage call volume for
patient outreach and customer support cen-
ters by leveraging a digital chatbot and live
chat capabilities through a pop-up window
on an organization’s website or portal.

Statistics show more than 41% of cus-
tomers expect live chat on a website.® That
percentage jumps to 50% for mobile visitors.
Odeza's digital chatbot uses conversational
Al to assist consumers with website navi-
gation, appointment scheduling, symptom
checking and triaging to the appropriate care
setting. The live chat component provides an
option to instantly chat with a human agent
affiliated with the health system.

Odeza helps healthcare organizations
eliminate labor costs by automating manual
patient communication workflows — in some
cases cutting the cost of outreach by 30%
to 50%. Similarly, by digitizing print mail
communications, our customers can deliver
population-wide messages at a fraction
of the cost and time. Our platform also

6. MacDonald, S., “25 reasons live chat can help you grow your
business,” SuperOffice, Jan. 4, 2021.

ODE/

decreases vendor costs. For instance, we
can replace early-out vendors using payment
reminders, which can increase the self-pay
collection rate. An organization may not
need a propensity-to-pay vendor if they use
our platform because our solution automates
all patient payment outreach using HIPAA-
compliant texts, voice calls and emails.

Responding to rising consumerism. While
patient portals were healthcare’s first foray
into bi-directional patient communication,
adoption rates remain low because people
would rather communicate via their preferred
communication channels. Our unified set of
digital tools helps health systems improve
multi-channel communication by augmenting
their existing patient portals.

Short post-visit text surveys ask patients
to rate their experience. Positive reviews
trigger a prompt to share a review and
point the user to all major online review
sites. Negative reviews give organizations
an actionable opportunity to evaluate
performance and initiate a workflow tool
that guides staff through service recovery
strategies. Our customers have seen an 80%
to 95% increase in positive online reviews
after implementing this feature.

Tackling provider underutilization. Odeza’s
platform drives appointment volume and
reduces no-shows by automating appoint-
ment communications. For instance, our
technology will send appointment confirma-
tions, reminders and waitlist opt-in texts to
patients immediately after an appointment

is scheduled. If an earlier appointment
becomes available, a waitlisted patient is

notified via text. Individuals are able to see
their doctor faster, and healthcare organi-
zations avoid costly unfilled appointment
slots. In addition, our solution connects with
patients about unscheduled referrals, orders,
and follow-ups, optimizing the providers’
schedules and closing clinical care gaps.

What are some considerations
for healthcare leaders when
choosing this type of solution?
Make sure your potential partner:

* Reviews your organization's current patient
engagement initiatives and develops a
roadmap that builds on those activities

* Offers a comprehensive, unified platform
that addresses multiple use cases across
the patient journey — a more cost-effective
and scalable approach than pursuing a
series of point solutions

* Has proven expertise in delivering a seam-
less, bi-directional platform that integrates
with your EHR in real time, ensuring that
patients and care teams are in sync at
every care touchpoint

How can healthcare

providers learn more about
your organization?

To learn how we can elevate and optimize
your patient and consumer communications
strategy, visit us at odeza.com. 1

In this Business Profile, Dan
Melillo, founder and CEO of
Odeza, talks about using an
integrated digital
communications platform to deliver a seamless
patient experience that drives operational
efficiency, reduces costs and boosts revenue.

Odeza’s digital communication platform unifies, simplifies and automates patient
outreach with two-way texting, voice, email, live chat and web-based chatbots. The

digital health company’s scalable Al-assisted technology seamlessly integrates with existing systems and EHRs/CRMs,

bridging points of contact to reach today’s highly connected healthcare consumer.

This published piece is provided solely for informational purposes. HFMA does not endorse the published material or warrant or guarantee its accuracy.
The statements and opinions by participants are those of the participants and not those of HFMA. References to commercial manufacturers, vendors,
products, or services that may appear do not constitute endorsements by HFMA.
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EYE ON WASHINGTON

U.S. hospitals face
bleak future after
difficult 2020

The past year was challenging for hospitals, with little

likelihood of substantial improvements any time soon.

GAIL R. WILENSKY, PhD
gwilensky@projecthope.org
W gailwilenskycom

any hospitals faced
financial challenges in 2020
as they were compelled to
focus almost exclusively on
treating COVID-19 patients
while having to defer all elective surgery for
at least two months. Because hospitals largely
rely on revenue from elective surgery to offset
the costs of lower-paid services, being unable
to schedule elective surgeries had significant
financial consequences for many hospitals.
Meanwhile, delayed and deferred treatments
began to compromise the health of patients with
severe coronary disease and cancer. The full
effect of the delayed treatment for these patients
is not likely to be fully known or measurable until
sometime in the future.

DISPROPORTIONATE EFFECTS

Some types of hospitals were especially hard-hit
by the pandemic, with the intensity of the impact
having been determined by the types of patients
they tend to admit. Safety-net hospitals have
probably been most hard hit, given their high
proportions of indigent and socially vulnerable
patients. It is no surprise that these hospitals
would be most affected, because even before the
pandemic, many were already reporting they
were that financially pressed.
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Beyond existing financial challenges these
hospitals have faced since before 2020, the past
year had a disproportionately adverse impact on
them simply because they had a disproportion-
ate share of COVID-19 admissions. This reality
reflects the fact that the disease most easily
spreads in poorer communities and communities
housing large numbers of multigenerational
family units — the communities primarily served
by safety-net hospitals.

ADDING TO THE FINANCIAL STRESS
Noncompliance with COVID-19 safety
protocols by many Americans will likely
exacerbate the difficulties facing hospitals.
In the first weeks of 2021, hospitals have
been bracing for the surge of patients from
heedless Christmas/New Year’s celebra-
tions, after having just finished coping with
a post-Thanksgiving rise in patients with
COVID-19. Despite repeated warnings by
public health officials regarding the dangers
of families and friends gathering together
for in-person events, airports reported the
holidays saw the largest numbers of people
traveling through airports since the start of
the pandemic. Because many of these gather-
ings were held indoors, given the inclement
weather in most parts of the country, the
surge in COVID-19 cases was expected to be
greater than it was in the summer and early
fall when gatherings could be outside.

The increase in hospitalized patients is
coming at a time when hospitals had for a long
time already been reporting mounting financial
stress. An HFMA survey of 309 hospitals and
health systems in late 2008 found:

e 17% of the organizations reported a debt
offering failure.

® 38%reported an increase in the cost of debt.

° 70% expected to reduce spending for medical

technology.

72% expected to reduce new construction.

® 53% expected to reduce operating
expenditures.



In November 2020, based on an analysis of 900
hospitals, Kaufman Hall reported that, even with
federal relief, the mean operating margin for
hospitals had declined almost 19% from January
through October 2020.2

Moreover, as the nation approached the
year’s end, coronavirus-related hospitalizations
surpassed 60,000, with 17 states reporting record
numbers, and the outlook was for this alarming
rise in hospitalizations to continue into 2021.°

OUTLOOK MIXED FOR 2021

Despite these trends, a few promising devel-
opments are occurring. Mortality rates from
COVID-19 have been dropping over time as older
populations, the most vulnerable to death, are
now representing a smaller share of COVID-19
admissions. At the end of March, the median age
of admission was 46; by the end of August it was
38.¢ The result has been a reduced use of venti-
lators, reduced hospital stays for those admitted
and reduced mortality rates.

Nonetheless, the advantages associated with
admissions of younger COVID-19 cohorts, on
average, appear to be offset by a late-year decline
in the effectiveness of strategies that had been
used with success for treating the large numbers
of COVID-19 admissions. By mid-November, 11
states had more than 80% of all their hospital
beds filled with patients with COVID-19 and
18 states had more than 80% of their ICU beds
filled with such patients.d These experiences are
especially problematic in rural areas, which tend
to have fewer staffed ICU beds than rural areas
— 11 per 100,000 versus a U.S average of 27 per
100,000.

a. National Hospital Flash Report, Kaufman Hall,
November 2020.

b. Almasy, S, Maxouris, C, and Hanna, J, “Coronavirus
hospitalizations in US reach an all-time high with more
than 60,000, CNN Health, Nov. 10, 2020.

c. Horwitz, LI, et al, “Trends in COVID-19 risk-adjusted
mortality rates,” Journal of Hospital Medicine, Oct. 23,2020.

d. Berlin, G, et al, “Challenges emerge for the U.S.
healthcare system as COVID-19 cases rise,” McKinsey &
Company, Nov. 25,2020.

EYE ON WASHINGTON

131,889

Number of hospitalizations in the U.S. due to
COVID-19 on Jan. 8, 2021

In addition to declining operating margins,
many hospitals are also reporting significant
staffing shortages. In some cases, the shortages
have resulted in the need to move patients. There
also are widespread reports of health profession-
als being required to quarantine after testing
positive for COVID-19.

A LONG AND DIFFICULT ROAD AHEAD
As 2021 begins, the challenges from COVID-19
are clearly getting worse before they get better.
On Jan. 8, the number of patients with COVID-19
hospitalized on a given day nationwide reached
131,889, eclipsing the record set in the last
week of 2020.° Rhode Island has had to open a
field hospital, and Atlanta has reopened a field
hospital. As COVID-19 cases climb in the start of
2021, the country is likely to see a continued rise
in hospitalizations for the foreseeable future,
because for most people it takes five to seven
days after exposure to begin to show symptoms.
The availability and distribution of vaccines
is the most hopeful development the nation
has seen through this terrible pandemic. But it
remains uncertain when the vaccination process
will help turn the corner of COVID-19 and restore
any approximation of normalcy. 1

e. The COVID Tracking Project, “US currently
hospitalized,” The Atlantic, Data accessed, Jan. 8,2021.

About the author

Gail R. Wilensky, PhD, is a senior fellow at Project HOPE;
a former administrator of the Health Care Financing
Administration, now CMS; and a former chair of the
Medicare Payment Advisory Commission.
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Business Insight: Sponsored by Grant Thornton

Navigating the unimaginable:

A COVID-19 panel discussion
with senior financial executives

Hospitals and health systems have seen
transformative change since the start of the
COVID-19 public health crisis.

The pandemic’s impact on operational
priorities and strategic directions for three
health systems was talked about by their
respective CFOs during a panel discussion
moderated by Stephen Thome, principal,
Grant Thornton. The following is an excerpt.

Stephen Thome: From a leadership perspec-
tive, what were the biggest challenges you
faced in responding to COVID-19 initially?

Fred Hargett: As a member of our health
system's senior leadership team, it was
important to project optimism in the face of
the tremendous uncertainty and unknowns.
Early on, we made a conscious effort to
provide hope and inspiration to our team
members, recognizing that they had to
come to work and feel supported and cared
for, despite all that was going on. We have
continued to focus on the positive and strive
to maintain balance, which involves taking a
long-term perspective and avoiding knee-jerk
reactions.

Matt Cox: A crisis of this scope and scale

is something that none of us have gone
through before. Although we could draw
from previous experiences, we have had to
make unique decisions. And some of those
included spending large amounts of money
on things like ventilators and personal
protective equipment (PPE). Personally, | had
to be generous about opening up operating
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and capital budgets — probably more than

| would be comfortable doing in normal
circumstances. | had to trust my colleagues
and believe that we were doing the right
thing, even though the right thing would ulti-
mately end up putting us in a loss position.

| also had to find ways to collaborate with,
support, educate and influence other leader-
ship team members remotely. | couldn’t just
stop by someone’s office and have a conver-
sation. | had to be able to communicate over
virtual platforms and meaningfully connect
through a computer screen.

Keith Kasper: In this type of situation, people
are watching you as a senior leader. If you
appear agitated, it affects everyone in the
organization. Projecting a level of confidence
is essential but hard. Being honest and
over-communicating across the enterprise
has been critical. It takes guts to goon a
Zoom call with 700 to 1,000 employees and
answer questions, but you have to do it. It
gives people a sense of comfort that we
might not have all the answers, but we're
doing our best, and we will get through what-
ever is going to come.

Thome: Are there changes your organiza-
tions have made that will continue? Going
forward, how do you see your organiza-
tion being different competitively and
operationally?

Kasper: We've accelerated our technology
adoption by about five to seven years.
Although we had elements in place before

the start of the pandemic in terms of new
electronic health record (EHR) functionalities
and telemedicine, we saw limited patient and
provider uptake. That all changed in March.
For example, we went from 1,000 virtual
visits a week to 35,000, and we've settled in
at about 30% of the latter number, which |
think we'll continue.

Cox: We have seen benefits in having a little
more than 50% of our revenue come through
our internal health plan. Our organization

is probably unusual in that we are on track
to beat our operating margin targets for the
year, where most integrated delivery systems
probably aren’t going to do that. As we've
seen the value in having our own plan and
continue to refine our ability to manage
patient populations, | think we are accelerat-
ing our movement along the risk continuum.

Thome: Are there specific strategic initia-
tives that you can focus on now while still in
the COVID-19 environment?

Cox: About a year ago, we rolled out

robots in our largest facilities to help move
supplies, meal trays and the like. And we
have benefited from having these during the
pandemic as we dealt with labor shortages.
As a result, we have been working from a
strategic standpoint to ramp up automation
and process improvements that will help

us ultimately lower costs and reduce our
reliance on labor. We've also continued our
work around transparency and meeting

the pending January 1 deadlines related to




transparency, personalization and digitiza-
tion. We did consolidate some of our other
strategic priorities. Before COVID, we were
tracking 25 initiatives, and we narrowed
that list down to six, increasing our focus
on those critical areas for six months. And
we met our goals. Two days ago, we had

a virtual planning retreat and picked new
initiatives for the next six months.

Hargett: We did something similar, con-
centrating on four initiatives. Revisiting our
capital plan was necessary to realign prior-
ities. For example, before COVID, we were
focused on building brick-and-mortar hos-
pitals and bed towers because people were
moving to our communities and suburbs, and
we needed to remain competitive. But we
paused a lot of that building and redirected
spending to digital consumer engagement
and activation strategies to make sure our
communities knew we were open and safe
and how to access care. We're now spending
capital on expanding telehealth, patient
activation and consumer engagement
capabilities. Although we're starting to revisit
some of the brick-and-mortar spending, we're
rethinking the size of facilities, the footprint,
the location and what we will actually need.

Kasper: The gap between struggling provid-
ers and those that are doing better continues
to widen, and the public health crisis has
only made that gap larger. While | don't know
if we'll see more mergers and acquisitions
over the long term, the pandemic is definitely
increasing the pressure on struggling provid-
ers to divest some of their service offerings.

° GrantThornton

For us, this creates an opportunity. We have
a lot of fiercely independent hospitals around
here, and they’re not as fiercely independent
today as they were a year ago. We've taken
the opportunity to help them, such as by
offering PPE and other administrative or
programmatic assistance, because we think
those efforts will pay dividends in the future.

Thome: Where do you think the industry's
workforce strategies are headed over the
next five years?

Hargett: In March, we sent 7,000 back-office
employees home to work with laptops in
about two weeks. And we're still remote to
this day. We've announced corporately that
team members who can work from home
should continue doing so through June 2021.
At the same time, we are implementing a
plan to reduce our back-office facility space
by 35% to 40% over a three-year period.
When we first went remote, | worried
about data security and privacy, as well
as staff productivity off-site. But, so far,
our metrics indicate that team productiv-
ity and engagement is higher than it was
pre-pandemic. This crisis has fundamentally
changed U.S. business culture, forcing us
to realize that we all don't have to go into
the office to get things done. Especially for
younger professionals who don't seem to
care as much about those traditional ways
of doing business, the remote work trend is
here to stay.

Kasper: We are also much more successful
at remote work than we imagined we would

be. I don't expect we will ever return to where
we were, and we need to make sure this new
model is sustainable. At the same time, we
have to have enough latitude to accommo-
date those who do want to work in an office
because people’s home situations are differ-
ent. The fact that we're pushing things out to
next summer gives us the time to understand
the dynamics better and ensure employees
have what they need to be effective, regard-
less of their work location.

Cox: One thing we're starting to work
through is how we maintain our culture

with people working from home. I've told
my staff to intentionally touch base with
people, and I'm doing this myself, with
prescheduled meetings to check in and
maintain relationships. I've also encouraged
my staff to take a few minutes before the
start of team meetings to talk to people
about non-work things to recreate the time
around the water cooler. This focus on
collaboration and relationship-building is
crucial because the biggest risk we have
around the work-from-home shift is whether
we can maintain our compassionate, pro-
ductive culture. I

Matt Cox is CFO for Spectrum Health Systemin
Grand Rapids, Michigan, Fred Hargett is executive
vice-president of Novant Health in Charlotte,
North Carolina, and Keith Kasper is CFO of
PennMedicine in Philadelphia.

This article captures a portion of the CFO panel at
the Large Systems Controller Council Virtual Fall
Meeting, of which Grant Thornton is a sponsor.

Our clients take advantage of our collective knowledge, gained from long experience in and
with healthcare organizations. More than 400 Grant Thornton health care professionals

deliver solutions focused on growth, transformation, and protecting core assets.

This published piece is provided solely for informational purposes. HFMA does not endorse the published material or warrant or guarantee its accuracy.
The statements and opinions by participants are those of the participants and not those of HFMA. References to commercial manufacturers, vendors,
products, or services that may appear do not constitute endorsements by HFMA.
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Dalton Tong, longtime
healthcare finance leader and
HFMA member.
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LOOKING
ORWARD

ONHEALTHCARE
INEQUITY

} Dalton Tong, a longtime healthcare finance leader —
and likely the first Black member of the HFMA National
Board — shares his story and suggests ways colleagues
can improve opportunities within healthcare and
across society for Black people and other minorities.

I— fter waves of racial unrest broke across the
C o N N
privtm country in 2020, healthcare organizations

¥ @rdalyhealthcare and leaders have renewed their focus on

the effects of racism and racial disparities.
As healthcare leaders look for actions to address those
challenges and health inequity issues, Dalton A. Tong,
FHFMA, CPA, MBA, 70, shared his experiences and
vision of how the sector can help.

Following 50 years serving in various roles in healthcare finance practice
and education, Tong sees progress and improvements, as well as the need
for new efforts to bolster low-income, minority patients and attract more
Black professionals into the field.
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I'had achieved all of this
stuff, but there were
times where I would go to

Tong’s hard-won insight on the
challenges and opportunities for
improvement stems from nearly
30 years of working in various
healthcare finance and leadership
roles in the Baltimore-Washington,

D.C., region followed by two decades
instructing new generations of students
on the intricacies of healthcare finance.

The insight also stems from his roots in
Guyana, in South America, where his mother
raised him and his three sisters. Growing up without
access to running water and substantial meals, Tong worked
to advance through education. At 14, he obtained interna-
tional certification to teach local high school students and
only later was able to obtain his own high school diploma at
night school, while working during the day.

In 1970, at the age of 20, Tong immigrated to the U.S.
to study accounting at the University of Baltimore. Within
months of starting college, he took a part-time accounting
clerk job at South Baltimore General Hospital.

Three decades later, Tong would serve as the director of
the University of Baltimore’s honors accounting program and
as a senior professional faculty member of Johns Hopkins
University.

“I'have come from a faraway place to a point in my life
where I can reflect back,” Tong said.

Reflecting in public did not come easily to the modest
Tong, but instead followed the prodding of his adult daugh-
ters to share his story and insights and — hopefully — to
inspire others to follow in his footsteps.

“Why do Black students want to go to engineering school?
They see Black astronauts,” Tong said. “Why do they want to
go to medical school? Why do they want to become lawyers?
They see pictures, they see evidence of the investments and
the rewards. Healthcare finance should do the same thing.”

WHAT HEALTHCARE FINANCE CAN LOOK

LIKE TO MINORITY PROFESSIONALS

Tong recalls that for his first job in a hospital, his “office” was
in a hallway near the bathroom entrance. It was a strange
arrangement that only later drew Tong’s reflection.

“I was insensitive to what was happening then,” Tong said.

“When I reflect now, I can see some unconscious bias per-
haps that may have been at work, or perhaps there was some
consciousness about [my] desk location to say, ‘Here’s this
young Black guy who is here with us. Let’s put him where he
belongs.””
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meetings and, being the
only Black person, I was
so ostracized and couldn’t
chat with people.”

But Tong continued to pursue his
education and professional training,
and within 10 years had risen to vice
president of finance for the 500-bed
teaching hospital.
“I went from the restroom to
the boardroom in a few years at that
place,” Tong said. “Therein resides the
satisfaction, I suppose.”
The hospital also invested in Tong,
including funding his participation in a Harvard
executive education program.

In 1985, Tong went on to become CFO of Greater Southeast
Community Hospital. Six years later he became CFO of Greater
Southeast Healthcare System, based in Washington, D.C., its
C00in 1992 and its CEO two years after.

“That has probably happened to a lot of people, [but] we
don’t talk a lot about it among Black people in healthcare,”
said Tong of his career trajectory.

Tong talks about coming to “an intersection of success and
loneliness” at one point in his career.

“I'had achieved all of this stuff, but there were times where
Iwould go to meetings and, being the only Black person, I was
so ostracized and couldn’t chat with people,” Tong said about
his time as a mid-level executive. “I may have had a suit and
tie [like everyone else] in the room, but I was not even recog-
nized. I'had arrived, man, but you’re still very lonely.”

HOW THINGS HAVE CHANGED
The healthcare sector has changed over time in some import-
ant ways.

That low point in Tong’s professional outlook was followed
by what he describes as “gradual inclusion.”

Tong attributes part of that improvement to his involve-
ment with HFMA.

HFMA'’s then-CEO, Dick Clarke, reached out to Tong in the
early 1990s, by which point Tong had served as president of
HFMA'’s Washington, D.C., Chapter, about rising to serve as
a chapter liaison representative for Washington, D.C., North
Carolina and Virginia.

“Dick took an interest and ensured that I felt I belonged in
the organization,” Tong said.

Tong rose to serve on the HFMA National Board for two
terms, spanning 1993 to 1995. Although the Association
does not have records on the race of Board members, Tong
is believed to be the first Black member of the Board. When
HFMA created a National Diversity Task Force in the early
1990s, Tong served as chairman for three years.



CONTINUING RACIAL CHALLENGES IN HEALTHCARE
The societal climate for minorities, including their health
status, is a continuing challenge, but there are opportunities
for finance leaders to drive improvements.

Tong has long reflected on the rise of racial concerns in
U.S. society and sees a variety of ways that the healthcare
industry, including finance, can help address those. For
instance, Black people are twice as likely to be uninsured as
white people, according to a U.S. Census Bureau report. That
can pose a significant financial barrier to care.

“We’ve made tremendous progress, but at the same time
there is still a void of attention that needs to be addressed,”
Tong said. “It’s a malignancy, but it is potentially curable.”

Tong cited the need for metrics with which to measure
progress over time. However, sharp disagreement among
those who want to address inequities in healthcare remains
about those metrics, such as total number of minority and
women employees versus numbers in leadership specifically.

In healthcare, racial inequities are starkest in the indigent
population, which remains the case despite the Affordable
Care Act having ameliorated the situation somewhat, he said.

“People go to bed and the nightmare they have is waking
up the next morning to find they have no healthcare insur-
ance,” Tong said. “Availability and access issues will continue
to be on the radar screen because they have eluded us.
Sustainable access, sustainable availability.”

Another priority for healthcare in efforts to reduce racial
disparities is addressing the cost of care, he said.

“We need to find leaders who can imagine ways to bring
together the right, unbiased minds devoid of political
instincts, but just caring minds who can sit down and begin to
imagine what a utopia healthcare system might be like,” Tong
said. “It’s very possible, but it’s not going to be easy.”

Tong said healthcare CFOs can better stand up for others
by first standing up for themselves.

“They would have to be at least as courageous as others have
been in insisting that they have a voice at the table, not just
pencil pushing and looking at numbers, and helping leaders to
understand the impact of those numbers,” Tong said.

The lesson came from his own experience when he aimed
to move beyond his organization’s numbers to find ways to
convey their meaning.

Training can allow finance professionals to distinguish
between needs and wants, target efficiency, engage in opti-
mality and drive toward good choices.

“The CFO is in the pivotal position. They control the
money, and if they are listened to, they can then share their

NEXT PAGE
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Dalton Tong’s storied

career in healthcare

Dalton Tong’s 50 years in healthcare finance
practice and education include a steep rise

through the ranks of organizations. Some of his

career highlights include:

South Baltimore General Hospital
® 1970: Accounting clerk
® 1973: Chief accountant
¢ 1975: Controller
¢ 1980: Vice president of finance

Greater Southeast Community Hospital
® 1985: Vice president and CFO

Greater Southeast Healthcare System
® 1991: Vice president of finance and CFO
®1992: COO
*1994: CEO

University faculty positions

® 1999: Senior professional faculty
at Johns Hopkins University

® 2006: Adjunct faculty member
at Towson University

® 2009: Director of the accounting
honors program at University
of Baltimore
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We need to find leaders who can
imagine ways to bring together the
right, unbiased minds devoid of
political instincts, but just caring
minds who can sit down and begin
to imagine what a utopia healthcare
system might be like.
It’s very possible, but
it’s not going to
} be easy.”

y

professional discipline to get boards and communities to buy
into what, at times, could be a sacrifice,” Tong said. “But ulti-
mately, it would allow a sustainable outcome that would make
for a better product.”

Major systemic change likely will mean some form of
rationing, Tong said, because there is a scarcity of resources.
That scarcity will require CFOs to make choices, and changes
may entail less spending on personnel and more spending in
technology.

“How much we spend, where we spend money, how we staff
and where we staff for optimal results [are all key decision
areas],” Tong said.
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Technology, such as better diagnostic and therapeutic
technologies, may mean fewer people are required to drive
outcomes. That can be both a challenge and an opportunity.

“That might be a value-added presence that a CFO might
have. If they can imagine a future that is so different, and if
they can help plan for the acquisition of the response to that
future, it will help sustain their organizations in ways that
weren’t heretofore imagined,” Tong said.

Healthcare CFOs also can help address racial disparities in
health status by focusing on prevention and wellness in the
community. Those were significant priorities when Tong was
aleader at Greater Southeast Healthcare System.



“We went into community clinics,
we prepared young teenage mothers
for interventions before their babies
were born because when we didn’t
do that, we saw the results: Sick
babies in our NICU units costing a
lot of money,” Tong said.

Initiatives also included outreach
to barber shops, where the health
system encouraged Black men to receive
blood pressure checks while they were
getting haircuts.

THE CRITICAL CHALLENGE OF ATTRACTING
MINORITIES TO HEALTHCARE FINANCE

Even though there are no active barriers to opportunities

for Black people and other minorities in healthcare finance,
growing their ranks within the industry segment will require
a commitment from organizations to pique the interest of
potential recruits.

Initiatives that can help minority recruitment efforts
include scholarships, the sharing of anecdotes by finance
members from different demographic groups and initiatives
to create access.

“If organizations can create ways to make that happen, to
make students have an interest in becoming part of the orga-
nization, it will go a long way,” Tong said.

Tong has aimed to follow that advice during teaching stints
at multiple colleges, where he has urged young Black students
to consider careers in healthcare finance.

“Iwould say, ‘Here is an opportunity waiting for you in
healthcare finance. Even though you don’t see a lot of faces
that reflect the composition of that industry, feel free to ven-
ture into it, and I am here to help you,’” Tong said.

Having more minority members in healthcare finance
may result in improved empathy for the situations faced by
patients who cannot afford their care.

“Having people at the front line in the hospitals, the
business counselors and the debt collectors, etc., showing
alittle bit of patience might help,” Tong said. “A lot of that
might go against the grain of the economic objectives of the
organization, the profit imperative. If you can find people who
can manage that profit imperative with some dose of empathy
here and there without collapsing your organization, it would
make for a good outcome.”

Beyond a lack of broad insurance coverage, health
inequities are driven by divergences in the availability
of healthcare.

Initiatives that can
help minority recruitment
efforts include
scholarships, the sharing

of anecdotes by finance
members from different
demographic groups
and initiatives to create
access, Tong says.
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“It is one thing to access it. It’s
another thing to ensure there are the
right capabilities in these insti-
tutions,” Tong said, referring to
hospitals that serve large low-
income minority populations.
He highlighted the need to
reverse the increasing technological
gap between suburban hospitals and
inner-city facilities. That way, no matter
where healthcare facilities are located, they
would have capabilities like high-quality neona-
tal intensive care units.

“I’'ve worked in urban healthcare in Washington, D.C., and
Baltimore, and I can tell you, [for] the poor population, there
[was] a difference in the care they got at the time,” Tong said.
“There was a difference in care because they have no insur-
ance to command that care.”

That challenge applies beyond the uninsured to patients
enrolled in Medicaid.

Medicaid “provides some level of health subsistence, [but]
it is not the optimal care that the same person with a bad liver
or gall bladder is going to get out in a county somewhere,”
Tong said. “Iloathe saying that, but it is the reality.”

Tong urged healthcare finance professionals to lead in
addressing societal inequities and healthcare disparities.

“We should let people know that [for] this problem we call
the healthcare problem, the solutions reside with people who
matriculate and come out of the healthcare financial ranks,”
Tong said.

Tong said some were not surprised that he became a
health system CEO after serving as a CFO because of the
insights the finance role provided.

“I'had my hands on some buttons, and I knew where the
resources resided; I had a discipline that I cultivated about
measuring and understanding needs and wants,” Tong said.
“HFMA in its programs and education can cultivate a society
of solution-makers, who can then be mobilized around the
country to make a difference in these situations when we
encounter them.” 1

About the author

Rich Daly is a senior writer/editor with HFMA’s Washington, D.C, office.
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gy How hospitals
benefit by
preventing
hospital-acquired
pressure injuries

By one estimate, about 17,000 lawsuits related to

pressure injuries are filed annually.

ospital-acquired pressure injuries (HAPIs) affect 2.5 million patients per year in
the United States. With the cost of treating a single instance as high as $70,000,
and because many payers, including Medicare and Medicaid, are not covering
them, the business case for prevention is apparent.® HAPIs also are the second
most common hospital lawsuit claim after wrongful death, claiming 60,000
NICKOLAS A. VITALE, . : )
LFACHE patients each year, according to a study published by Ostomy,/Wound Management.'O Although
navitalez1s@gmail.com the health-related complications associated with PIs are high, there have been no comprehensive
assessments of PI costs, including both direct and indirect costs, on an individual hospital basis.

THE FINANCIAL CASE FOR PRIORITIZING PREVENTION

In the United States, PIs are scored by stage, and nearly half of all PIs can be categorized as

DAVID A. DZIOBA late-stage (Stages 3, 4 or unstageable), according to the Ostomy,/Wound Management study.
daved@dabir-surfaces.com

a. Collaborative Healthcare Patient Safety Organization, “By the numbers: CHPSO pressure injury data,” Aug. 4, 2017.

b. Bauer, K, Rock, K, Nazzal, M., Jones, O,, and Qu, W, “Pressure ulcers in the United States’ inpatient population
from 2008 to 2012: Results of a retrospective nationwide study,” Ostomy/Wound Management, November 2016.
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Hospitals face financial
burdens due to CMS
regulations around HAPIs.
They may receive no
payment for incremental
treatment costs of HAPIs.

Late-stage PIs take months or longer to heal and
require additional resources to treat infectious
complications. Some consequences that lead to
additional cost include readmissions, increased
lengths of stay (LOS) and clinical resources like
antibiotics, diagnostic tests, procedures (e.g.,

debridement) and use of wound care disposables.

In 2007, CMS estimated that each late-stage PI
added $43,180 in costs to a hospital stay, while
other estimates exceed $100,000.¢

Hospitals also face financial burdens due
to CMS regulations around HAPIs. They may
receive no payment for incremental treatment
costs of HAPIs, which CMS and many commercial
health plans consider preventable. Hospitals
with higher readmission rates and hospital
acquired conditions (HACs), commonly seen in
HAPI patients, are penalized by various CMS
Quality Care Programs. Nearly 80% of hospitals
receive some form of penalty.d

c. CMS, "Medicare program; changes to the hospital
inpatient prospective payment systems and fiscal year
2009 rates; payments for graduate medical education in
certain emergency situations; changes to disclosure of
physician ownership in hospitals and physician self-referral
rules; updates to the long-term care prospective payment
system; updates to certain IPPS-excluded hospitals; and
collection of information regarding financial relationships
between hospitals,” Federal Register, Aug. 19, 2008; and
Brem, H,, Maggi, J,, Nierman, D, et al,, “High cost of stage IV
pressure ulcers,” The American Journal of Surgery, October
2010.

d. Rau, J, “Medicare eases readmission penalties against
safety-net hospitals,” Kaiser Health News, Sept. 26,2018.
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MODELING THE COST OF HAPIs

In order to fully address the risk of HAPIs, hospi-
tals need to develop novel preventive solutions
to augment current treatment approaches. To
assess the cost effectiveness of any HAPI pre-
vention or treatment protocol, an assessment of
the financial impact of HAPIs on an individual
hospital or hospital system is needed.

A model of the annual costs associated with
HAPIs at the individual hospital level, using
actual hospital characteristics, HAPI-related
costs and outcome variables obtained from
literature sources is evident in the exhibit on
page 26. Input variables included bed size,
occupancy rate, high-risk beds, PIincidence and
the incremental cost of late-stage HAPIs (See the
exhibit for a complete list of model inputs used to
calculate the figures below).

The potential budgetary impact due to reduc-
tion of HAPI incidence rates at a medium-sized
hospital archetype (based on CDC benchmarks)
of 344 beds was evaluated using this model. For

NEXT PAGE

Annual patient deaths as a result of HAPIs

17,000

HAPI lawsuits filed annually

$5 million

Potential annual savings of a medium-sized hospital
with a 50% reduction in HAPIs
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this analysis, occupancy rate was fixed at 65%
and the average initial PI incidence was set at
3.6%.¢

In the base case scenario, this medium-sized
hospital would experience 644 HAPIs and 146
readmissions within 30 days due to HAPIs each
year, with estimated costs totaling $10.4 million
annually. Leaving all other variables constant,
a 50% reduction in the HAPI rate would result in
a potential savings of over $5 million. That level
of reduction (322 HAPIs) is equivalent to pre-
venting less than one HAPI per day on average.
Therefore, even a small reduction in daily HAPI
incidence can substantially impact a hospital’s
costs, improve patient outcomes and reduce LOS
for these patients, creating additional capacity
for additional inpatient cases and revenue.

e. Bergquist-Beringer, S, Dong, L, He, J,, Dunton, N,,
“Pressure ulcers and prevention among acute care
hospitals in the United States,” Joint Commission Journal
on Quality and Patient Safety, September 2013.

]
Base case model inputs

For the example base case analysis, the indicated
values were set for each variable.

Hospital size (# beds) Medium:
344 beds
Occupancy rate (medium) Medium: 65%
Pressure injury (Pl) incidence rate 3.6%
Units adopted 100% of
high-risk beds
Pl reduction from high-risk beds 99%
High-risk patient % 40%
Readmission rate 22.6%
Stage 1incidence % of Total Pl 16.0%
Stage 2 incidence % of Total PI 38.0%
Late-stage incidence % of Total PI 46%
Unstageable incidence % of Total PI 7.0%
Stage 1Pl treatment cost per case $2,000
Stage 2 Pl treatment cost per case $8,000
Late-stage Pl treatment cost per case $18,000
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Even a small reduction in
daily HAPI incidence can
substantially impact a

hospital’s costs, improve
patient outcomes and reduce
LOS for these patients.

Notably, these hypothetical reductions do
not consider potential CMS penalties that may
be reduced by a decreased HAPI rate, but it is
clear that reducing HAPIs can greatly increase an
institution’s chance of avoiding such penalties.
Also, newer measures such as days institutional-
ized or days in the community or lost workdays
would be dramatically impacted by improve-
ments in dealing with HAPIs.

CONCLUSION

Poor clinical outcomes for patients and a sub-
stantial financial burden for U.S. hospitals are
the concerns related to HAPIs. Hospital leaders
should evaluate the costs associated with HAPIs
and examine the savings possible through HAPI-
specific prevention efforts. 1

About the author

Nickolas A. Vitale, LFACHE, is a financial consultant at
Henry Ford Health System, Detroit.

David A. Dzioba is vice president, DABIR Surfaces Inc,,
Methode Electronics, Harwood Heights, Il.
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340B Program
success depends
on the quality

of self-auditing

It is imperative that healthcare organizations

participating in the 340B Drug Pricing Program
perform self-auditing of their compliance

with the program if it is to continue

to deliver its important benefits.

he 340B Drug Pricing Program plays a critical role in U.S. healthcare by helping to
improve the quality of healthcare services in rural communities and communities
e h serving a disproportionate share of indigent patients. It does so by giving
) ' participating organizations access to essential pharmaceuticals at a reduced
7 y price. This benefit helps them stretch financial resources in an environment of
BRIAN MATNEY, constant pressure from rising expenses and decreasing payment.
CHFP, CPA However, the 340B Program has become a target of some lawmakers due to a lack of trans-
BDMatney@baptistfirst.org . e el . . . . .
parency around savings and variability in the application of program rules. This scrutiny from
lawmakers, coupled with actions of pharmaceutical companies to challenge the program, makes
it imperative that health systems and other 340B Program participants act now to ensure they

|

have a robust 340B compliance program in place, with effective self-auditing capabilities.

340B PROGRAM CHALLENGES

Pharmaceutical manufacturers, including Merck, Sanofi, Novartis and AstraZeneca, recently
entered the fray by taking increasingly aggressive positions against core 340B Program elements,
including limiting access to the program’s pricing on certain drugs and contract pharmacy
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locations. Although some lawmakers and the U.S.
Department of Health and Human Services have
released statements condemning the manufac-
turers for these actions, the near-term outcome
will likely be increased scrutiny around the com-
pliance aspects of the 340B Program, including
diversion and duplicate discounts.

It therefore is more important than ever
that 340B-covered entities use their resources
wisely, including not only the savings gen-
erated by 340B, but also the time and human
capital resources that they devote to ensuring
340B Program compliance. Spending time
initially by planning and assessing 340B com-
pliance risk can set the stage for more effective
and efficient self-audits, which are imperative
for ensuring program compliance. The value of
these audits can be considerably enhanced by
implementing a targeted approach in transac-
tion audits that focuses on transactions with
specific attributes.

5 key 340B self-audit
questions and
considerations

Following are key questions 340B-covered
entities should address when implementing a
targeted 340B audit approach.

What populations of dispensations
should | target (top drugs, locations,
physicians)?

2 How often should | perform transaction
testing (quarterly, monthly, weekly)?

It is important to remember that your
answer to this question should drive the
date range of dispensations in your sample.
With weekly auditing, the sample should

be from the previous week’s dispensations,
and with monthly or quarterly auditing, it
should be from the past month’s or quarter’s
dispensations, respectively.

340B SELF-AUDITS: PURPOSE AND METHODS
To satisfy program requirements for 340B
participation, a covered entity must maintain
auditable records documenting compliance.
In 2019, The American Hospital Association
(AHA) called upon 340B hospitals to sign a
“Commitment to Good Stewardship Principles,”
which included a commitment to continuing
rigorous internal oversight of the program. This
oversight was to include conducting internal
reviews to ensure that the hospital’s 340B
Program meets the program rules and guidance
set forth by the Health Resources and Services
Administration (HRSA).

Overall, the 340B compliance audit plan
should focus on four broad areas:

1 Eligibility to participate in the program,
including adherence to the group purchasing
organization (GPO) prohibition for dispropor-
tionate share hospitals
NEXT PAGE
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What sample size should | use for

targeted audits? The size will depend
upon the organization and the resources
available to devote to self-audits. It also may
depend on the organization’s level of comfort
with adequate documentation and number of
findings in self-audits.

What sample size should | use for

random audits? Risk still exists in the
remaining population of dispensations, and
covered entities should address that risk
through random sampling. However, most of
your sample should be targeted to specific
risk.

Who else should be involved throughout

the organization? Whether or not you
have a 340B analyst performing audits in
your organization, members of health system
leadership and pharmacy employees should
be involved in follow-up with department
managers to help drive accountability.
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Sample 340B self-audit
targeted audits scheduled
for one month

Week 1 Outpatient infusion 10
location
Week 2 Top drug by savings 10
Week 3 Physician No.1 10
(w/private practice)
Week 4 Open - to be 10
determined based
on risk

2 Accuracy of information listed in the Office
of Pharmacy Affairs Information System
records

4 Duplicate discounts (i.e., manufacturer
providing both a 340B discount and a Med-
icaid drug rebate for the same drug), which the
hospital can prevent by accurately reporting to
Medicaid how it is billing the program for 340B
drugs

Diversion (i.e., ensuring that 340B drugs are
not provided to ineligible patients)

Transaction testing. The most frequent method
of 340B auditing is transaction testing, which
also requires the bulk of time. Transaction test-
ing is designed to address the risk of diversion.
Its overall purpose is to ensure that patients
receiving medications under 340B meet HRSA's
patient definition of eligible recipients and that
the covered entity maintains auditable records
to support the patients’ eligibility.

HRSA published guidance in the Federal
Register in 1996 clarifying the criteria for what
constitutes a patient for purposes of the 340B
program.? These criteria include the following:

a. HRSA, “Notice regarding Section 602 of the Veterans
Health Care Act of 1992 Patient end entity eligibility,”
Federal Register, Oct.24,1996.
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e The patient is an outpatient.

e The covered entity maintains records of the
patient’s healthcare.

e The patient receives healthcare from health-
care professionals employed or contracted by
the covered entity (i.e., responsibility of care
remains with covered entity).

e The patient receives healthcare services
beyond simply the dispensation of a drug.

The order or prescription also must originate
in a 340B-eligible location (within the four walls
of the covered entity or in a registered child site).

Random sampling. Although self-auditing by
covered entities can vary in amount and fre-
quency, the methods tend to be the same: Most
340B-covered entities select a random sample of
a certain number of 340B dispensations within

a particular date range (i.e., quarter, month,
week) to confirm that the dispensation meets the
foregoing criteria.

Although random sampling is needed to
address risk in an entire population, covered
entities face a challenge in performing enough
testing relative to the total number of dis-
pensations to adequately address the risk of
noncompliance. For example, if a health system
audits 25 records per month out of a total pop-
ulation of 25,000 eligible dispensations (0.1%),
random sampling provides little value.

Targeted sampling. When assessing risk in a
large population, targeting specific transactions
with certain attributes provides a greater assur-
ance that errors will be detected.

Implementing a targeted audit approach
requires assessing risk of various subgroups of
the organization’s dispensations. These sub-
groups could include specific drugs, specific
locations and specific physicians. A targeted,
risk-based audit approach ensures the organiza-
tion spends time more meaningfully, and is not
simply auditing to satisfy a requirement.

For instance, if a hospital has a clean-site
outpatient infusion center (i.e., all patients



receiving care meet the patient definition), the
risk of diversion is low. In such a location, each
patient receiving care meets all aspects of the
340B patient definition. The only inventory
carried by the outpatient infusion center would
be 340B inventory, with the exception of crash-
cart medications that would be purchased at
the wholesale acquisition cost (WAC). With risk
being low, there is no need to spend a significant
amount of time on this area for self-audits.

This conclusion assumes, however, that the
340B processes have been evaluated and are fully
understood at the infusion center. If processes
in place are inadequate or inconsistent, risk may
be elevated and more testing may need to be
performed.

It is here that random sampling can provide
some valuable information, despite its general
limitations. If the random samples over a certain
period generate findings in certain procedural
areas of the hospital or certain child sites, that
information can be used to inform targeted risk
assessments of those locations.

The same concept applies for evaluations of
specific drugs and of specific physicians who
write prescriptions not only within the hospital
but also in their private practice down the street.

HOW TO ASSESS 340B COMPLIANCE RISK
Assessing risk for 340B noncompliance should be
based on two elements:

Sample 340B self-audit
schedule for overall

sampling, targeted and
random, for one month

Week 1 10 5
Week 2 10 5
Week 3 10 5
Week 4 10 5
Monthly Total 40 20
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12,122

Number of covered entities participating in the
340B program as of Oct. 1, 2017

Source: House Committee on Energy & Commerce, “Review
of the 340B Drug Pricing Program,” January 2018

e The magnitude (or materiality) of a potential
compliance issue
e The likelihood of a potential compliance issue

The first step is to perform risk assessment
to determine which specific populations you will
target. Although the specific areas of focus will
vary among health systems, your assessment
should consider the following key populations or
areas.

Top drugs by savings. You should identify which
drugs are driving the bulk of your 340B savings
and assess the magnitude and likelihood of
potential compliance issues for these drugs.

Locations by risk. If you are performing self-
audits frequently on a random basis, you will
likely find that certain departments, procedural
areas and child sites are more prone to poten-
tial compliance issues. These locations tend

to be relatively more complicated areas, such
as outpatient surgery and hospital areas that
operate on different systems (e.g., paper versus
electronic charting).

Specific physicians by risk. In a contract
pharmacy- or entity-owned pharmacy envi-
ronment, a significant risk exists around filling
prescriptions under 340B that were written in
an ineligible location. This situation arises when
a physician may be on the credentialed provider
list for your hospital but also operates and sees
patients in a separate private clinic. If the physi-

cian discharges a patient from your hospital and ~ NEXTPAGE
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The benefits of automating
340B compliance

A 340B-covered entity can potentially

gain huge benefits from incorporating

audit automation into its 340B compliance
program. The vast numbers of records in
340B audit populations call for some level of
audit automation and validation of computer-

then sees the patient in their private practice
and writes a prescription for that patient, filling
that prescription under 340B may expose you to
noncompliance risk.

TESTING VOLUME AND FREQUENCY

Once you have developed a list of targeted areas
for auditing, you should determine the amount of
records to test and the frequency with which you
will test the population. You should consider this
with the overall schedule and resource time you
have available over a 12-month period (or what-
ever period is specified in your audit plan). Leave
room in the schedule to perform audits on other
populations that present themselves during the
year as having elevated risk. The exhibit on page
30 provides a sample one-month schedule.

It also is important to maintain an element
of random sampling to address the risk in the
rest of the population, and judgment is required
to determine the amount and frequency of the
random sampling. The exhibit on the previous
page provides an overall schedule for a covered
entity performing weekly transaction audits,
both random and targeted.

The benefits to employing this audit approach
go beyond clarifying priorities and spending
time in areas with higher risk. Among additional
benefits, this approach can enable you to:
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generated reports to effectively address risk
in the population. Covered entities also can
use automation to enhance their approach
to targeted auditing. Adopting computer-
assisted auditing techniques or designing
simple matching of specific attributes from
different data sets can help to validate 340B
dispensations and can allow the audit team
to spend its time on records with a higher
likelihood of an issue.

e More easily identify systemic issues causing
340B compliance concerns

e Aggregate more meaningful feedback to
be shared with department managers and
leaders

o Identify clinical documentation issues or
inconsistencies that may exist only in one
department or for one particular drug

e Provide information useful for educating
providers about drug diversion risk

o Identify billing inconsistencies

CONCLUSION

By implementing a targeted self-audit approach,
you can ensure your organization is focusing on
what matters with respect to 340B compliance.
There are many added benefits to implementing
targeted auditing, including driving account-
ability and efficient deployment of resources.
Designing a targeted audit plan for your organi-
zation requires an initial time commitment, but
the efficiency and effectiveness gained from that
time spent is well worth the investment. i

About the author

Brian Matney, CPA, CHFP, is pharmacy compliance manager,
Baptist Health, Montgomery, Ala.
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COMMENTARY

SDOH: An emerging
population health priority

Tracking social factors that interfere with individuals’ ability to remain

healthy has long been a concern for healthcare providers. Only now is the

nation beginning to see viable solutions for addressing this concern.

PAM NICHOLSON, MBA
pam.nicholson@
bdcadvisors.com

DUDLEY MORRIS
dudley.morris@
bdcadvisors.com

nrecent years, both public health

and not-for-profit organizations have

increasingly been focused on addressing

social determinants of health (SDOH) and

their impact not only on each individual’s
overall wellness but also on the ability of people
to access healthcare services.? It has been a focus
of CMS’s Healthy People 2030 effort, which has
made a broader audience aware of SDOH issues.

Up until now there has been a lack of coordi-

nated investment in these “upstream” issues,
and a lack of a standard approach for addressing
SDOH in community and clinical settings.?

WITH A NEW ADMINISTRATION

COMES A NEW FOCUS

But we may be at a tipping point in the market

given the new Biden administration’s support

for strengthening the Affordable Care Act

(ACA). With the growing interest of Medicare

Advantage (MA) and state Medicaid programs in

paying for outcomes, there is an increased focus

on strategies that address social needs as a way

to contribute to improved health outcomes and

help control unnecessary healthcare utilization.
For example, Michigan now requires Medicaid

plans in the state to submit a multi-year SDOH

a. Garrett, D, Hwang, A., Pierce-Wrobel, C,, “Social
determinants of health: a public health concept in conflict,”
Health Affairs Blog, May 30, 2018.

b. Billioux, A, et al, “Standardized screening for health-
related social needs in clinical settings,” National Academy
of Medicine Perspectives, May 30, 2017.
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plan. CVS Aetna’s 2021 MA plans will focus on
total health and SDOH benefits. Anthem likewise
is expanding MA benefits that target SDOH and is
increasing by 20% the number of counties where
it offers MA plans.

MUCH WORK YET TO BE DONE

Addressing SDOH also is an enormous undertak-
ing. The overall concept of SDOH comprises at
least a dozen factors, including:

e Lack of affordable housing and utilities

e Food insecurity

e Gender inequity

e Racial discrimination

e Lack of or limited health insurance

e Adverse workplace conditions

e Substance abuse and mental health issues
e Threats to personal safety

SDOH options that have been found to reduce
utilization of both inpatient acute care services
and emergency departments (EDs) include:

e Providing supportive housing for mentally ill
people who would otherwise be homeless

e Helping adults with chronic conditions and
low incomes access food stamps or sup-
plemental nutrition assistance programs

(SNAPs), or providing them with home meal

delivery
o At the state level, classifying community-

based services as covered Medicaid benefits
so the state can receive federal matching



funds that cover the cost of signing people up
for social programs

e Using value-based payments for SDOH inter-
ventions, thereby giving providers latitude
to offer beneficiaries cash or vouchers for
one-time out-of-pocket emergencies related
to things like transportation, utility costs and
more consistent access to food

Progress has been slow to date, but there
is reason for optimism. In a recent report, the
Robert Wood Johnson Foundation concluded,
“While none of the tools at states’ disposal can
single-handedly resolve underlying gaps in
the societal safety net, they provide important
opportunities to offer social support that will
have direct impact.”¢

Organizations also are stepping in to help
drive progress. The newly formed National
Alliance to Impact the Social Determinants
of Health (NASDOH) is a national advocacy
organization of healthcare industry stakehold-
ers — both payers and providers — that aims
to focus national attention on SDOH to improve
health and well-being while reducing long-term
spending on healthcare. NASDOH has noted that
current silos of federal spending programs in
health and social services limit program integra-
tion at federal, state and local levels and allow
few opportunities for collaboration and innova-
tion. To help address this challenge, the alliance
has issued SDOH recommendations to the Biden
transition team (see the sidebar at right). These
recommendations could see some traction, based
on the incoming administration’s voiced leanings
around healthcare policy, including support for
expanding and improving the ACA.

SDOH INITIATIVES

Many current initiatives illustrate the various
ways SDOH efforts have been gaining traction
recently. The following are just a few prominent
examples.

c. Manatt, Phelps & Phillips, LLP, “Medicaid’s role in
addressing social determinants of health,” Robert Wood
Johnson Foundation, Feb. 1,2019.
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The Leadership Initiatives Support
Corporation (LISC). LISC is a national com-
munity development organization that is
partnering with healthcare systems such as
Sentara and its Optima Health Plan to build
affordable homes and apartment projects in
low-income urban areas. LISC is in the middle of
a 10-year,

$10 billion national effort to connect community
investments to healthcare gains. In addition

to housing and jobs creating commercial real
estate, LISC has invested in over 100 healthy
food projects, grocery stores and farmers
markets, and over 90 health projects, includ-

ing healthcare centers. Under the partnership

NEXT PAGE

8 ways to impact SDOH

The National Alliance to Impact Social
Determinants of Health has submitted
the following recommendations to
President Biden’s transition team:

Make SDOH a new national
priority.

Use program funding to sharpen
SDOH focus across the executive
branch.

3 Enhance prioritization and
coordination of SDOH within the U.S.
Department of Health & Human Services.

Improve regulatory assessment of
SDOH policy changes.

5 Use a healthcare financing
mechanism to support SDOH activity.

Revitalize public health, a key
SDOH partner.

Modernize data infrastructure to
support SDOH data-sharing.

Support research and development
to address SDOH.

0~
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$157M

Funding allocated for CMM/’s five-year
SDOH effort, called the Accountable
Health Communities Model

terms, Sentara will contribute $50 million to
finance the partnership goals, and LISC has
committed to matching the investment from
public and private sources so as to deal with
social issues that cannot be tackled inside a
healthcare facility’s walls.

Colorado Hospital Association (CHA) part-
nership with Carrot Health. The CHA recently
completed a study with Minneapolis-based
Carrot Health, Inc., reviewing data from all CHA
members to map the correlation of SDOH with
ED utilization and hospital readmissions in the
state. The analysis identified key underlying
factors driving super-users of EDs, including
food insecurity, housing instability and discord
at home.d The study developed a methodology to
allow CHA members to identify:

e Significantly high-risk populations

e Optimal intervention opportunities

e Efforts most likely to produce the greatest ROI

The Center for Medicare and Medicaid
Innovation (CMMI) Accountable Health
Communities Model. Launched in 2016-17,

this initiative is a five-year, $157 million SDOH
effort being conducted in 29 urban and rural
communities across the nation to assess whether
systematically screening for and addressing
SDOH can reduce healthcare costs and utilization
among Medicare and Medicaid beneficiaries. A

d. Carrot Health, Inc,, Case study: Mapping the correlation
between emergency department utilization and SDOH,
Accessed Dec. 9,2020.
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screening tool has been developed to identify
patient needs in five different areas, which can
be addressed through community services (i.e.,
housing instability, food scarcity, transportation
difficulties, utility needs and personal safety).
The tool is streamlined enough to be incorpo-
rated into clinical workflows with results that
can be used in a patient’s treatment plan as well
as to make referrals to community services.

The Oregon Accountable Health Communities
(AHC) study. Funded through Oregon Health
Sciences University, the AHC study is part of the
CMMI demonstration that provides screening for
Medicare and Medicaid beneficiaries in

50 communities across the state, linking them
with social services to address appropriate SDOH
problems. Personalized assistance in navigat-
ing Oregon’s 211 info social services system is
provided for high-risk clients. By coordinating
closely with Oregon Coordinated Care Medicaid
program, which operates under a CMS 1115
waiver, AHC can secure cash payments for such
items as emergency transportation, utilities

or legal services not covered in the larger CMS
study. In an interview, the AHC project direc-
tor, Anne King, reported that SDOH problems
increased 50% due to the pandemic, but that the
program has been able to “seamlessly” address
these problems by switching from in-person to
mainly virtual client contact.

The Utah Alliance for the Determinants of
Health. Another noteworthy SDOH effort, this
three-year demonstration program in Utah was
launched in 2018 by Intermountain Healthcare
and several community partners, which have
invested $12 million to address SDOH needs of
Medicaid recipients in two counties in northern
and southern Utah. Key program elements are:
e Developing countywide care teams to bring
community and clinical resources together
e Connecting individuals electronically with
clinical and social service providers
e Partnering with Unite Us, a technology com-
pany, to build a data system linking health
and social service providers



Assuming the results from 2020 are positive,
Intermountain plans to roll out Alliance program
elements, including its data system, across the
communities it serves.

ProMedica partnership with LISC Toledo.
ProMedica, a regional health system based in
Toledo, Ohio, serving 28 counties in southeast
Michigan and Ohio, has worked for more than
a decade to address the social, economic and
community factors impacting health in the com-
munities it serves. ProMedica’s focus on SDOH
has sparked a comprehensive effort to stabi-
lize the area’s aging affordable housing stock,
revitalize a predominantly low-income neigh-
borhood and strengthen Toledo’s economic
base by investing in downtown improvements.
In 2017, ProMedica entered a 10-year partner-
ship with LISC Toledo to provide $20 million in
grants for community programs and services
and an additional $25 million to develop afford-
able housing.

DATA-DRIVEN APPROACH TO ADDRESS SDOH
One underlying principle has emerged from
current SDOH initiatives: Success depends

on developing clear and measurable objec-

tives. This effort starts with understanding

a community’s demography, geography and
population health data to chart a path for
improvement.

Screening for social needs is still not
standard clinical practice in many health
systems. In many communities, the absence
of established pathways and infrastructure,
coupled with perceptions of lack of time to
make community referrals, are barriers suf-
ficient to prevent clinicians and their staffs
from addressing health-related social needs at
all, according to a 2017 report of the National
Academy of Medicine.® The report discusses the
Accountable Health Communities Model that

e. Billioux, A, et al, “Standardized screening for health-
related social needs in clinical settings: The accountable
health communities screening tool,” Discussion paper,
National Academy of Medicine, Perspectives: Expert
Voices in Health & Health Care, May 30, 2017.
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CMS is testing to ascertain whether systemat-
ically addressing the health-related needs of
Medicare and Medicaid beneficiaries impacts
their total healthcare costs and improves health.
Standardized screening is deemed to be an
essential tool for this purpose.

For example, Pro-Medica uses an “Anchor
Dashboard” with 10 metrics to understand the
implications for health of its non-clinical invest-
ments.f The Anchor Dashboard includes:

e Economic and community development

e Education and job creation

e Thriving business and equitable employment
e Personal finances

e Social determinant screening

e Hunger

e Housing

e Infant mortality

e Arts/cultural development

e SDOH research

An important lesson learned from the many
SDOH experiments is that community organi-
zations can effectively work across the siloed
borders that have traditionally divided health
services and social services. What is required
is that shared data and tools be employed
systematically to work toward common
goals, including reduced avoidable healthcare
utilization.

Advocating for the coordination and
integration of SDOH into the healthcare
delivery system, especially for Medicare and
Medicaid populations, will be a critical step
in advancing this effort, and it is a step likely
to gain support under the incoming Biden
administration. 1

f. Qostra, R, Zuckerman, D, and Parker, K., Embracing an
anchor mission: ProMedica’s all-in strategy, ProMedica and
the Democracy Collaborative, May 2018.
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COVID-19 magnifies impact of SDOH
on U.S. healthcare system

“We are learning social determinants of health and health equity are

inextricably linked, and that they represent a crisis today that runs

alongside the COVID-19 pandemic. So if there’s one useful thing to come

out of the pandemic, it’s that it has highlighted the urgent issues that

need to be addressed.”

ERIC C. REESE, PhD
ereese@hfma.org
¥ @ECReese

— Jenifer Leaf Jaeger, MD, MPH

he critical importance of

addressing social determinants

of health (SDOH) to help reduce

disparities in both health and

healthcare was a central theme
that Jenifer Leaf Jaeger, senior medical director
for HealthEC, explored in a recent conversation
with hfm. Here, we provide an excerpt of that
conversation. (Read more of this interview with
Jaeger in the online February 2021 issue of hfin
at hfma.org/hfm.)

Why has the issue of tracking and
addressing SDOH become so much
more important today?

Jaeger: It’s pretty clear that COVID-19 dispro-
portionally impacts persons with underlying
chronic diseases such as congestive heart failure
or coronary artery disease, COPD, diabetes and
obesity, in addition to advanced age. But what
we have also witnessed early in the pandemic
within the U.S. is that Black Americans are

at a much higher risk of severe infection and
death compared to whites. And this appears to
be because they are at increased risk for these
underlying chronic conditions. We see risk
tracking along poor health overall for people in
poverty, and that is a reflection of SDOH.
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What falls under the
heading of SDOH?

Jaeger: Many people will tell you SDOH is new
in the conversation. And it’s really not. In 1998,
the World Health Organization [WHO] published
a paper, Social determinants of health: The solid
facts, and they addressed the fact that there are
issues beyond healthcare or one’s genetics that
actually impact health. And 20-some-odd years
later, we have made, I would say, a minuscule
attempt at being able to address this issue. WHO
defines social determinants as, “the conditions
into which people are born, grow, live, work, and
age.” And these circumstances are shaped, WHO
says, by the distribution of money, power and
resources at the global, national and local levels.
That summarizes a lot, because it encompasses
the political, socioeconomic, cultural and physi-
cal environment.

Consider medical care, including both quality
and access. It’s estimated that medical care only
accounts for about 10% to 20% of the modifiable
contributors to health outcomes, meaning length
and quality of life for an entire population.

As a physician, I got into this field because I
wanted to improve the health and well-being of
individuals, and my impact, although certainly
important, really is a small aspect of it. We talk



about behaviors such as smoking, diet, exercise,
alcohol or substance use, and that accounts for
another 30% of what shapes a person’s health
and outcomes.

But the social or economic factors, which
constitute SDOH, account for roughly half of
the impact on health and well-being. So you’re
looking at education and employment, and that’s
different from income. You have high-risk areas
in which people are working where there are
toxic substances. And then there’s family and
social support. For instance, we know senior iso-
lation is a major risk factor during COVID. And
then we also look at the physical or built environ-
ment, including water and air quality, housing
and transportation, and that’s about 10% of what
shapes health and outcomes.

So all told, SDOH account for nearly 80% of an
individual’s health and well-being. So that’s why
we need to address them. And neither healthcare
nor public health can do it alone. To really effect
change on chronic disease management, and
SDOH, we all need to work in tandem: Medical
care must go hand in hand with attention to the
social determinants to really have an impact.

What can hospitals and health systems
do to address this problem? Can you give
an example?

Jaeger: Just look at senior isolation. We know
it’s a health risk that affects about a quarter of
seniors over the age of 65. And we know isolation
is arisk factor for poor aging outcomes, devel-
opment of cognitive decline, even Alzheimer’s
disease and actually contributes to worsening
medical conditions and even death. Recent sta-
tistics show $6.7 billion in additional healthcare
costs annually due to social isolation of seniors.?
And COVID-19 has only exacerbated the impact.
Since our seniors are an at-risk population, to
protect them, we’ve isolated them to an even
greater extent and said families can’t come to

a. Flowers, L, et al, “Medicare spends more on socially
isolated older adults,” AARP Public Policy Institute, Insight
on the Issues, November 2017.
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visit. And they are now also told, “If you don’t
need to go to the hospital, don’t, because of risk
of exposure.”

The problem is, many seniors use going to the
doctor as a social event. They’re chatting with
the people in the waiting room. They’re chatting
with the person who checks them in and the
nurses, and they talk about their kids and show
their photos. So there’s a lot more to doctor visits
than just medical care.

But what we’re seeing now with COVID-19 is
that we have isolated these individuals.

One of the ways that we can start to address
this issue is by using population health manage-
ment and health IT to perform telehealth.

So how do we identify all the individuals
over the age 65 who are at particular risk and
then help them access telehealth services? That
requires risk stratification, which involves data
analytics to identify who is at risk. That requires
being able to pull in all the data, including ZIP
codes, to identify where they are, so we can then
reach out to them and do SDOH assessments of
their risk of food insecurity, whether they have
economic issues and are unable to pay for their
health, or whether they have any problems with
access to their medications. These are just a few
of the assessments you can do.

You also need to assess any medical issues
they have had over the past year that have been
deferred but can no longer be deferred. So for
example, oncology services, with staging, biopsies
and MRIs and various other procedures are not
emergent, unlike a heart attack or a car accident,
but they’re not elective either. There’s a whole
population of chronic diseases that needed to be
managed while folks were in isolation.

' Jenifer Leaf
Jaeger, MD, MPH,
emphasizes the
need to address
social determinants
of health, which
are compromising
the well being of
growing numbers
of people amid
the coronavirus
pandemic.

4 How do you reach out to people who have
technological challenges and are unable to
access telehealth?

Jaeger: Calling them is at the lowest level
of technology, certainly. Even if they’re not
sophisticated in telehealth and they don’t
know how to use their computer, you can

NEXT PAGE
call them on the telephone and speak to
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$6.7B

Additional healthcare costs to the U.S.
healthcare system annually due to social
isolation of seniors

them, identify what their issues are and

then seamlessly refer them to other areas —
dental or medical health, behavioral health or
community resources — to address SDOH.

One way to address these issues is for
community-based organizations to establish
programs for seniors to learn how to use the
internet and engage with telehealth. While still
maintaining appropriate distancing, seniors
would also be provided social interaction, could
be given masks and information regarding how
to keep themselves safe and have their needs
regarding access to food, medication refills,
etc., addressed. I don’t know that anybody has
done this work, but I would say that it would
be cheaper for health insurance companies to
actually provide a laptop to every individual
who doesn’t have one and pay for the training to
avoid unnecessary emergency room, hospital and
ICU visits and a worsening of chronic conditions.
Treating these avoidable medical issues is prob-
ably a lot more expensive than laptops. I would
love the opportunity to crunch some numbers
and provide some strong data to various payers,
including Medicaid and Medicare.

Iwould imagine that there would be both
cost savings and improved healthcare. And since
CMS has expanded access to telehealth services
for Medicare beneficiaries, seniors can receive a
wider range of medical services without travel-
ling to their providers.

The advantages of investing in telehealth
for this purpose are huge. Being able to have a
face-to-face meeting through the use of a com-
puter with an elder allows the provider or care
manager to get a peek into their environment.
Are they dressed and showered? Do they you look
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like they haven’t gotten out of bed in three days?
Do they require social support?

Then you need the seamless coordination that
is the whole point of population health manage-
ment — being able to pull in clinical data and
seamlessly connect individuals to needed com-
munity resources. Ithink that kind of immediate
real-time evaluation and response is critical now.

5 How can hospitals or health systems begin
to build the networks necessary?

Jaeger: There are a number of different pro-
grams that hospitals can get into. Boston Medical
Center, for example, has gotten involved in
developing housing projects for their at-risk and
vulnerable population that’s at risk for home-
lessness. So they’re actually in the business of
building homes, and that’s not what you would
normally think of as the mandate for a hospital.
That level of involvement is not available to a
small hospital, of course. But any hospital or
clinic can join forces with the community pro-
grams that already exist to gain more awareness
of the SDOH-driven needs in the community and
begin to address them.

Remember, though: If you don’t even ask the
question, you can’t know the answer. There’s an
approach called the Hunger Vital Sign, which
came out of Children’s Health Watch and Boston
Children’s Hospital that addresses this point. It’s
two questions that correlate with a high likelihood
of food insecurity within the past month. But
most pediatricians or internists don’t take time
to ask the necessary questions, such as, “Do you
think you might have to go without something in
order to feed your family this week?” If we would
make a point of asking that question, we could
start to identify where those issues are, and that
would enable us to work with the local food bank.

Prince George’s County Health Department in
Maryland offers a great example of using SDOH
in assessments and analytics to risk stratify and
then address the issues they have found working
with community partners. They use analytics
and population health management to iden-
tify the 10% of the population that represents



80% of hospital readmissions and non-urgent
emergency department visits. Working with
their community and having community health
workers embedded within the health department
to do contact and outreach, perform assessments
and make referrals, they have been able to reduce
hospital utilization by 22%, including emergency
room observation and inpatients, and reduce
costs by 17% to achieve a nearly half a million
dollars of savings in six months. They were able
to improve health outcomes and reduce costs
simply by addressing SDOH. It’s really powerful.

6 How can organizations begin to
address SDOH?

Jaeger: It starts with communication and edu-
cation regarding the importance of addressing
SDOH to improve health and well-being. If you
can then demonstrate cost savings, so it’s sus-
tainable, that’s even better.

Tying it back to COVID, it’s not surprising that
there’s a growing awareness of issues of health
disparities and the Black Lives Matter move-
ment —which is so much more than a movement.
It’s important to stress that the virus doesn’t
know what color you are or what gender, sexual
orientation or nationality you are. But it does
recognize vulnerability. You can look at the data
for seasonal influenza and any number of chronic
diseases, and you can see these disparities.

So we need to raise people’s awareness
of these issues. It is an idea whose time
has come. 1

Jenifer Leaf Jaeger, MD, MPH, is senior medical director

for HealthEC. Prior to joining HealthEC, she was director,
Infectious Disease Bureau and Population Health, for the
Boston Public Health Commission, and previously held
executive-level and advisory positions at the Massachusetts
Department of Public Health, New York City Department of
Health and Mental Hygiene and the U.S. Centers for Disease
Control and Prevention.
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HFMA Roundtable: Sponsored by Simpler Consulting, an IBM Company

Al, automation and RPA: How
health systems are designing
the revenue cycle of the future

How will artificial intelligence (Al),
automation and robotic processing
automation (RPA) fit within the rev-
enue cycle of the future — and what
steps are hospitals and health sys-
tems taking now to design the revenue
cycle of the future? During this HFMA
Digital Annual Conference roundtable,
sponsored by Simpler, revenue cycle
leaders shared insight. Here are four
takeaways from that discussion.

Vendor capabilities around Al and
RPA vary widely. “It's a little bit of
the ‘Wild West' out there: Everybody’s
talking about Al, and there are not

a lot of places yet that are really
doing it well," said Robert Dewar, vice
president and chief revenue officer,
Geisinger. “We have a company that
is performing autonomous coding

in the emergency department for us,
and that's our initial foray into Al, but
we're also looking at other applica-
tions, such as on the back end around
insurance follow-up.”

Claims statusing and prior authoriza-
tion top revenue cycle use cases for
RPA. “A lot of our focus with RPA has
been on the authorization side — not
only statusing authorizations, but also
checking to see if a service requires
authorization through RPA and actually
submitting information for the autho-
rization through RPA,” said Stephanie
Wells, system vice president, revenue
cycle/HIM, Ochsner Health. “That's
huge for us to save a lot of work there.
We're also moving our claim statusing
to RPA not only from the hospital side,
but also the physician side. We hope
that the learnings from these efforts

will inform our work around predictive
analytics.”

RPA can present unique challenges
for revenue cycle teams. “One of the
RPA challenges we've faced has been
workflow readiness,” said Mary Beth
Remorenko, vice president, revenue
cycle, Partners HealthCare. “Some of
our revenue cycle workflows were not
documented, so we've spent a lot of
time during the RPA evaluation process
in documenting workflows. It's very
similar to a process improvement proj-
ect, determining all the steps involved,
and we've had some lessons learned
along the way, such as when there are
10 exceptions that we hadn't known
about. We've learned a lot about the
importance of process mapping and
evaluating all of the steps involved in
our revenue cycle workflows.”

A plan for bot maintenance is critical.
“One of the challenges with RPA is that
it requires controls in place to ensure
any changes in process, systems or
external websites (i.e., payer websites)
are constantly up to date; otherwise, it
may essentially bring the bots down,
resulting in interrupted operations and
requiring hours and hours of mainte-
nance to get them back up,” said Mark
Norby, revenue cycle chair, Mayo Clinic.
“We're finding that some of the newer
bots can be maintained and developed
with a lesser skillset. That saves time
for the end users — our revenue cycle
operational peers — while also reducing
the time required to keep the bots up
and functioning.”

View the full roundtable discussion
at hfma.org.

This published piece is provided solely for informational purposes. HFMA does not endorse the
published material or warrant or guarantee its accuracy.The statements and opinions by participants
are those of the participants and not those of HFMA. References to commercial manufacturers,
vendors,products, or services that may appear do not constitute endorsements by HFMA.
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Roundtable: Sponsored by Ensemble Health Partners

Reducing costs to collect while
Improving net patient revenue

As healthcare organizations continue to nav-
igate their financial recovery from COVID-19,
what does recovery look like for hospitals
and health systems — and how are revenue
cycle teams responding? In this roundtable
from HFMA Annual, sponsored by Ensemble
Health Partners, four healthcare revenue
cycle leaders share their insight on action
steps that have improved performance
during the pandemic. They also share their
strategies for understanding their cost

to collect, protecting revenue integrity

and more.

What are volumes looking like
in your region, and what do the
trends suggest for the future?

Jana Danielson, vice president, reve-
nue cycle, Nebraska Medicine, Omaha,
Neb.: “Within Omaha and our surround-
ing region, our volumes, along with
those of everyone else, went down with
COVID-19. The majority are back to nor-
mal, and we are anticipating increases
in some areas. Certainly, | think we all
anticipate a significantly maintained
increase in telehealth services. I'm still
waiting for long-term information as to
how telehealth volumes are going to
look in the future. But overall, volumes
have pretty much come back, with
some in-person clinic visits shifting to
telehealth. And so we've recovered in
that regard, probably a little bit quicker
than we anticipated.”

Robert Flannery, CPA, senior vice
president, CFO, UW Health, Madison,
Wis.: “Many of our volumes have
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returned to pre-pandemic levels. We're
seeing some positives from an oper-
ating room (OR) perspective. We don't
know if a bit of that might be backlog.
We think most of that was dealt with in
May or in June, but we're still keeping
an eye on OR volumes to see whether
those increases will be sustained over
the next six to eight weeks. We are
seeing lower volumes in our emergency
department (ED); there, we're probably
trailing last year's numbers by about
10%. Our in-person visits are down, but
we've made up for that from a tele-
health standpoint. Currently, about 20%
to 25% of our visits are incorporating
some type of telehealth structure. We're
really trying to figure out exactly what
telehealth is going to look like over the
long haul. Some large national health
plans have indicated that the telehealth
payment policies that were in place
during the public health emergency
may be scaled back.”

Christy Joliff, vice president, revenue
cycle enterprise, Northern Light Health,
Brewer, Maine: “We are seeing things
return to normal. | think the ED is the
one place that is still a bit below aver-
age. We were doing a lot of telehealth,
but that has really been dialed back,
and patients are coming in-person,

for the most part. But for those of you
following the pandemic totals, the state
of Maine has been relatively untouched,
so while there is certainly a lot of
concern about COVID-19, there are not
a lot of cases. Things here are starting
to reopen and get a little bit back to

normal. Now, of course, our concern is
that there will be another surge. What

that means for the future is anybody’s
guess.”

Scott Johnson, FHFMA, MBA, execu-
tive vice president and CFO, St. Luke'’s
Hospital, Chesterfield, Mo.:

“Volumes have recovered to about 95%

of where they were pre-COVID-19, and
we're hearing that is true of others in our
market. Of course, there are some services
that have recovered better than others.
Patients are clearly wary of coming into
the hospital, as our outpatient services and
centers are much busier than our inpatient
services. Our urgent care centers are quite
busy again, but our EDs are still well short
of historical volumes. We are uncertain
what this means for the future, but suspect
greater use of outpatient settings will likely
continue, and telehealth will continue to

be used increasingly. Both of these trends
existed pre-pandemic but seem to have
accelerated.

“For us, telehealth was almost nonex-
istent for years, although we had explored
specific needs such as telestroke when we
ran into a temporary shortage for stroke
treatment capabilities. When the pandemic
hit, our primary care doctors suddenly
realized they weren't going to see their
patients in their offices, and of course,
they were worried about maintaining
their patient panels. We scrambled to put
together a solution in a hurry, and a couple
of vendors stepped up nicely to help us
with that. The doctors really embraced
telehealth. The bigger challenge we faced
was getting patients comfortable with




telehealth, because the patients don’t use
this technology every day, so there was

a learning curve. Today, our telehealth
volumes for primary care visits are down
to 10% or so, which makes me a little
skeptical about the long-term implications
for telehealth for primary care. It tells me
that people would still rather be seen in
the office. But the truth is, it's hard to get
people into the office for primary care
visits because there aren't enough primary
care physicians. We're seeing more nurse
practitioners and physician extenders
handle these visits.

“All of this makes me wonder: Are we
seeing an increase in urgent care visits for
all the right reasons or the wrong reasons?
Are people using urgent care the way it was
intended and decreasing unnecessary ED
use, or are they using urgent care because
they can’t get an appointment with their
primary care physician?”

What steps have you taken
to offset revenue losses
and cash flow reductions
from the pandemic?

Joliff: “For the most part, the steps
we've taken to offset revenue losses
and decreased cash flow have involved
reductions in staff — not furloughs,
but rather, not filling open positions as
we experience turnover. We've been
cross-training some folks in areas

like customer service and patient
registration. We did have some people
volunteer to go on furlough at the start
of the pandemic, but those numbers
were very low.”

Flannery: “In May and June, we did have
some temporary base pay reductions in
place for our physicians and leadership
team. We also flexed our staff in April
and May when volumes were down, and
when volumes started to pick back up,
the flexing stopped. In revenue cycle,
we've done a good job of making sure
that the services that are being provided
are being captured and that we have
the appropriate documentation so that
we can get paid appropriately for the
services that have been delivered to
patients. We're also looking at denials
and making sure that we're not sacrific-
ing revenue we are entitled to.”

Danielson: “We did forego market and
merit adjustments, which would nor-
mally occur in July, and we've certainly
had a lot of conversations around what
capital spend is going to look like based
on what we have available to spend.
Certainly from a revenue cycle perspec-
tive, we had specific teams that were
focused on ensuring revenue capture
processes were in place for all of the
changes that came with COVID-19 —
collection codes and all of those types
of things — so we did not miss out on
any opportunities to ensure proper
revenue was coming in. We have an
audit process and a mechanism where
providers see their individual informa-
tion on a monthly basis, and we've used
that method to communicate changes
as they are occurring or pertinent infor-
mation. And we keep an eye on denials,
which is something we've always
looked at, protecting net revenue that
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is coming in the door and making sure
there isn't any unnecessary leakage.”

Johnson: “We're very proud that St.
Luke’s has never had layoffs, and we
didn’t during COVID — we staffed to our
volumes, and we found that we needed
more employees in certain areas, such
as to screen at our entrances — but,
you know, April was downright scary. It
was frightening as we put projections
together. We didn’t know when or if we
were going to come out of that finan-
cial distress. It was comforting to see
the Fed respond very quickly with the
stimulus. Now, we're going to have to
reconcile that and see if we actually
deserve to keep all of those funds. |
think a lot of hospitals won't, because
the recovery has been pretty good going
into June and July, and of course we
shouldn’t have money that we aren'’t
entitled to from a safety and stability
standpoint. But now we are heading into
a resurgence of COVID, so who knows.”

Kevin Thornberg, senior director,
client partnerships, Ensemble Health
Partners: “| was curious: Does anyone
have an example of an innovation or
process improvement that the pan-
demic forced your organization to
consider or accelerate, given that the
slowdown in volume has provided you
the opportunity to focus on things that
may provide benefits post-pandemic?”

Johnson: “When elective surgeries
began to start back up, we launched an
online scheduling tool that has helped
us schedule patients more quickly and
accommodate more patients while still
maintaining social distancing protocols.
It's a tool that has been very successful
for us, not just in scheduling surgeries,
but also in scheduling rehabilitation
after surgery. That has been a tremen-
dous help to us in meeting patients’
needs and in our financial recovery.”
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Joliff: “We've been able to accelerate a
work-from-home model, which we had
talked about for many years. In addi-
tion to the increased productivity we've
seen, we've also been able to save
money on leases. | think a lot of organi-
zations that were nervous about making
the move to a remote work model and
put it off because other things took pre-
cedence, and suddenly we had to figure
it out, and it has gone relatively well.”

Flannery: “As someone who has
worked in healthcare for 30-plus years,
this whole idea of transitioning from
volume to value and right care, right
place, right time has really taken off
during the pandemic. It has accelerated
the deployment of telemedicine. Even
providers who were staunchly opposed
to telemedicine are embracing it faster
than we would have expected. We're
having conversations with payers
around telemedicine reimbursement:
Should the copay for telemedicine be
different than the copay for in-office
care? | won't say where we're at with
that, but from my perspective as a
patient and a father of two daughters,
being able to conduct a dermatology
appointment with my daughter in our
living room is so much more satisfying
than having to drive to an appointment
with my daughter, park in a parking
ramp, go up or down X number of levels
to the clinic, and that sort of thing,
even if the copay is the same. The
convenience factor is really significant.
Telemedicine also has expanded our
ability to provide mental health services,
which were solely understaffed. To say,
‘We're going to pay less for these visits
because you don't have the brick and
mortar’ really misses the point.”

There are some disruptors that
the pandemic has brought to
healthcare that have enabled
us to view opportunities in

a different format. When
you talk about ED volumes
being down, do you think it's
because people don’t want
to come to the ED because
they are afraid of exposure?

Joliff: “We have seen volumes in our
walk-in care clinics increase, and our
thinking is that those are people who
would have originally gone to the ED who
decided against it and went to a walk-in
clinic instead. Our secondary thinking

is that this is probably where they really
belonged all along. It makes sense

that this shift has taken place because
consumers are afraid to go to the ED, but
| can't say that we've trended that.”

Danielson: “| agree. We're seeing the
same pattern, with an increase in
walk-in clinic volumes and a decrease
in ED volumes, but we haven't ana-
lyzed it to explore whether the two are
correlated.”

Regarding RCM outsourcing,
have you taken a single-vendor
approach or a best-in-breed
approach? What were the
reasons behind your approach?

Danielson: “Generally, we do like to
stick to a single-vendor approach. There
is not a lot that we outsource from a
true operational perspective. Our part-
nerships are generally around exploring
ways to prevent revenue leakage, and
our standard operational processes,
such as patient access, HIM and PFS,
are maintained internally. That’s not to
say we wouldn't look for a best-in-breed
solution if our needs were to change,
but this set up is what we currently have
in place from a vendor perspective.”

Johnson: “We try diligently to make full
use of our integrated systems and the




tools they have built in. Where we need
to outsource, we generally will use the
best vendor available for the service or
tool needed, usually for basic function-
alities that the EHR and billing systems
don't typically provide, such as bad
debt, claim scrubber and coding. The
vendors are so specialized these days,
it is often difficult to find one that can
meet most of our unique revenue cycle
challenges. We have looked at several
vendors associated with revenue cycle
automation, mostly to stay up-to-date
with what is being offered in this space
for hospitals. We recently worked

with a vendor for low-dollar insurance
balances but that was for a very limited
engagement. Other vendors in our
community have discussed their patient
financing options with us, but St. Luke’s
interest-free payment plans work quite
well so there really hasn’t been a need
to outsource these.”

Joliff: “The vendors that Northern
Light uses were here when | got here.

| have looked at adding a few on the
back end — more auditing types of ven-
dors, looking at zero-dollar accounts,
reviewing for missed insurance to see
if we still have opportunities to collect
on insurance that we didn’t know
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about, that sort of thing. Historically,
my modus operandi has been to bring
things in internally wherever possible
and to use small-balance vendors or
early out vendors on occasion. | tend
to rely on the vendors I've worked with
before and that | know did a good job
for me.”

Flannery: “Much of our work is done
in-house, but we do work with some
vendors, such as a zero-balance-type
vendor and vendors that can supple-
ment our staff in areas such as prior
authorization when we're getting
behind. We tend to use a vendor instead
of staffing up in situations such as that.
We network with others: ‘You seem to
be doing well in this space. Who do you
use?’ And we make decisions based on
whether the vendor has been a good
partner for an organization that we are
familiar with, even if the vendor isn't
necessarily best-in-breed.”

Do you include factors such

as full benefits, administrative
overhead, depreciation,
patient accounting software,
IT infrastructure and support
in your calculation of total cost
to collect? Why or why not?

Danielson: “All of the above. | calculate
the total cost to collect; | include the
software and | exclude it to see, from a
technology perspective, what the differ-
ence is. This helps me keep a pulse on
both sides.”

Joliff: “Northern Light doesn't have a
cost-to-collect calculation. That is on
my list of things to try to accomplish in
the next year. In my last position, | was
never really able to get a cost-to-collect
figure that | could benchmark against.
We calculated one based strictly on the
folks who reported through the revenue
cycle vice president, which did not even
include HIM. As a result, our calculation
was very much an internal calculation
that we use to determine whether we
are improving.”

Thornberg: “It is Ensemble’s honor to
work with health systems in the best

of times and stand by their side in

the worst of times. We appreciate the
discussion and the insights here. New
challenges and old challenges compli-
cate today’s landscape. We are happy to
continue to share information, expertise
and insights around revenue cycle to
help those in healthcare do what they
do best.” 1

Ensemble Health Partners is a leading innovator in revenue cycle management, helping health
care providers improve financial outcomes and patient experiences with an unrivaled depth of

expertise and best-in-class technologies. Ensemble offers full revenue cycle outsourcing as well as a comprehensive
suite of health care financial management point solutions. With clients spanning the U.S. and Europe, we have been
helping to improve health care outcomes for millions of patients while saving hundreds of millions of dollars for health
care providers. We are committed to bringing every provider that we support to the peak of revenue cycle excellence.
Our approach forges true partnerships that dive deep into the details to find solutions and deliver results that last.
Recognized with multiple industry awards and as a Becker's Healthcare Top Workplace, Ensemble is setting a new
standard for provider support services - redefining the possible in health care by empowering people to be the
difference. For more information, visit www.EnsembleHP.com.

This published piece is provided solely for informational purposes. HFMA does not endorse the published material or warrant or guarantee its accuracy.
The statements and opinions by participants are those of the participants and not those of HFMA. References to commercial manufacturers, vendors,
products, or services that may appear do not constitute endorsements by HFMA.
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PODCAST PEOPLE

How to use influence to enhance your
powers of persuasion in the workplace

Giving orders may be necessary at times, but leaders are more effective

if they establish credibility, reliability and empathy and know how to

connect with people individually.

.=

JILL GEISLER
¥ @lJillGeisler

Do you have questions

or topics youd like Jill to
address in a future article?
Email Nick Hut, HFMA
senior editor, at
nhut@hfma.org.

emember when you were thinking
about becoming a manager? You
probably imagined that such arole
would translate into the ability to
get things done. To make change.

To deal with the things you know could be better.

You’d have the title and therefore the power
to make all of that happen.

Then you became a manager and realized it’s
much more complicated. Your title indeed gives
you some clout. In fact, classic social-science
research calls it legitimate power: the ability to
make demands of others based on your rank.?

But you’re leading human beings. People
don’t wake up each morning hoping they’ll be
pushed around by bosses who believe their
titles have made them commanders. People
have needs, interests, goals, personalities and
challenges.

Ordering people to do things is a tool in your
management kit, but it’s one that should be
used sparingly — in times of urgency or as a last
resort (see the sidebar on page 47).

A better option is another tool you may have
had long before you had the power of manage-
ment: influence.

a. Mind Tools, “French and Raven’s Five Forms of
Power: Understanding Where Power Comes from in the
Workplace.”
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ESTABLISHING INFLUENCE

Influence is the ability to engage, inspire and
persuade. It’s built on your track record of
four factors.

Credibility. You know what you’re talking about.
You do your homework. You see the big picture.
You’re a straight shooter who tells the truth and
can be trusted.

Reliability. You follow up on your promises.
There’s consistency in your actions and beliefs.
People can feel safe in predicting how you’ll
respond. If you shift your thinking, you share
your reasoning to ensure people aren’t whip-
sawed by your changing perspectives.

Empathy. You see the world through the eyes

of others. Whether you are a formal manager or
a colleague serving as a project leader, you're a
gifted symphony conductor. You may not play all
the instruments, but you know what it takes to
get the best out of each one. People believe you
get them and what it takes to do their work.

When you have influence, you can persuade
people without ordering them around. You can
move people from resistance to acceptance. You
can turn Why? into Why not? You can help people
see possibilities they may have missed. You can



motivate them to step up, lean in and even take
the lead.

Think about a time you had a talk with your
boss and left having volunteered to take on a
responsibility. Minutes after the meeting, you
said to yourself, “How did that just happen? I
was there for a conversation and left with an
assignment. And I volunteered for it!”

Your boss used influence.

It started with one of you talking about a
problem or challenge. The boss asked you ques-
tions. You talked about your experiences and
insights. The boss listened. Asked more ques-
tions. You made suggestions. The boss focused
on one suggestion and asked you more about
how to make it work. Soon, you were sketching
out a plan, or offering to. And your boss happily
agreed — and offered support.

That’s influence. It’s working on a shared
vision of a challenge or opportunity and then
finding the other person’s point of entry. Where
can they come into this picture in a way that they
hadn’t envisioned, but you had?

UNDERSTANDING 6 APPROACHES
TO PERSUASION
Influence requires that you understand and care
about what motivates others. Some people are
moved by cold, hard data, for example. Others by
emotion. So, how do you know what approach to
use and what moves others?

One of the best-known researchers and writ-
ers on this topic, Robert Cialdini, says there are
six principles of persuasion:'D

1 Reciprocity. You’ve done something for me,
so I’ll do something for you.

2 Scarcity. I want in on something because
not everyone gets to be.

Authority. I want in because the smartest or
most accomplished people are behind it.

4 Consistency. I've done something similar
before.

b. Influence at Work, “Principles of Persuasion,” 2020.

LEADERSHIP

Considerations for when persuasion falters

What if no amount of persuasion works and you still need to get

something important done?

That becomes the rare situation when giving an order is a viable
option. You provide clear direction and explain why this request
is non-negotiable. You tell the person you regret having to be this
direct, but it’s for the good of the team and the organization.

Remember, though, that using blunt force too often means you
have deeper issues to deal with. Do you have the right people on the
team? Do they see you as credible, reliable and empathetic enough

that you have influence?

Leaders who regularly invoke their power to get things done risk
prompting one of the most dangerous phrases you can hear from

your employees: “Just tell us what you want.”

If you hear that repeatedly, it means that your priorities aren’t clear
or consistent, that people fear your response if they make a mistake
or that they believe no matter what their ideas are, yours will always

prevail.

It means you prefer demonstrating your power instead of learning —

and earning — the rewards of influence.

5 Liking. Darn it, you’re so nice,
I can’t say no.

6 Consensus. I see a bandwagon
and jump on.

When you know people well, you know which
of those principles to apply in your persuasion
quest. But remember, this isn’t about trickery.
You won’t persuade a soul if they think you’re
trying to manipulate them rather than seeking to
inspire, connect or engage with them.

They’ll most certainly be persuadable, how-
ever, if they think you genuinely have their best
interests at heart. I

About the author

Jill Geisler is the Bill Plante Chair in Leadership & Media
Integrity, Loyola University Chicago, and a Freedom Forum
Institute Fellow in Women’s Leadership.
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HEALTHCARE INNOVATION

The patient’s role
in innovation

Do you want to know what your patients are thinking?
Try asking them.

So many ideas we have on how to improve
healthcare come from our running into issues
that we see a need to address — things like
staffing, technology, supply chain. No doubt

JEFF HELTON, PhD,

FHFMA, CMA that some of the best ideas have started in
jhelton2@msudenver.com a “why don’t we do...” context to improve

our processes. Regina Herzlinger, a leading
healthcare management researcher with the
Harvard Business School, posed a six-factor
framework for evaluating how innovation
really addresses challenges we see in the
industry.? Many of the ideas in Herzlinger’s
research touch on things that immedi-

ately come to mind: How do we get paid?
How do we work innovation through our
accountability structure? How do we lever-
age technology? Herzlinger mentions one
more stakeholder we don’t often consider in
innovation — the patient. Maybe it is time to
examine the patient’s role with innovation.

CHOOSING TECHNOLOGY OVER HUMANITY
Many innovations in healthcare seem to start
with some technology idea. The electronic health
record (EHR) is an easy example of that idea.

We make great investments in technologies

to refine documentation of care, and increase

a. Herzlinger, R.E, and Schulman, K.A.,. “Diffusion of global
innovations in health care: How to make it happen,” Health
Management Policy and Innovation, 2017.

48 | HFM MAGAZINE | FEBRUARY 2021

reimbursement, order tests more efficiently,
optimize care options and hopefully improve
care.

But what is the patient’s view of such invest-
ments? Often, they are left looking at the top of a
clinician’s head as data is typed into a computer.
The face-to-face interaction between the patient
and caregiver gets lost in the pursuit of a techni-
cal improvement in care.

I'm not here to suggest we dispose of those
technologies. The improved quality and quan-
tity of data we gather will definitely inform
ways we can make better clinical decisions.

But from the patient’s perspective, have we
improved care?

As a caregiver for elderly parents, I see many
patient interactions that really don’t show
much care, at the expense of using technology.
T’ve seen us lose that personal contact with a
provider who was focused on a computer screen
(it seems like they often try to hide behind that
screen). We’ve had many office visits where we
tap on some screen with no idea why. Yeah, I
have an unfair advantage working in the indus-
try, but why should my parents rely on me to
explain (especially when the provider does not
know that I speak “healthcare”)? What can we do
to make innovation a valuable thing in the eyes of
our patients?

HFMA'’s Value Project
Report, Building Value-
Driving Capabilities:
Performance Improvement,
calls for us to evaluate
processes and seek out
ways to iImprove patient
engagement.



Herzlinger’s article asks the question: “How
does the consumer perceive the value of innova-
tion?” Well, I'm hard pressed to see sometimes
how our patients see innovation as another
step to improve the process of care. Have we
ever asked the patient how we could do things
better?

Sure, we ask questions pertaining to things
like those HCAHPS scores because our value-
based purchasing payments hinge on such feed-
back. Obviously, there are boundaries on how
much the industry can change certain things as
infection control, medication administration and
insurance procedures still provide the checklist
for good care. Perhaps we can find better ways
to integrate that checklist into the care process
and, while we’re at it, determine what’s in it for
the patient. If you ask me, that’s an innovation
right there.

We have to start with an idea of the patient
experience. Are there steps in a process or things
we ask the patient to do that seem right to us
but at the same time detract from the patient’s
experience? Probably so. Requiring multiple
signatures on multiple forms that patients likely
have repeatedly filled out with the same infor-
mation seems a necessity in the revenue cycle.
Perhaps there’s a way to make that process less
of a burden for the patient and possibly for the
patient access team as well.

ASK THE PATIENT
HFMA'’s Value Project Report Building Value-
Driving Capabilities: Performance Improvement
calls for us to evaluate processes and seek out
ways to improve patient engagement.'O

While much of the discussion focuses on
getting the patient engaged in their care, there is
also encouragement to convene a patient council
to get input on patient perceptions of care and
processes of care. Why not extend that discus-
sion a little further to ask the question, “What
do we do that annoys you?” It works well in

b. HFMA, Building Value-Driving Capabilities: Performance
Improvement, 2012.

HEALTHCARE INNOVATION

The number of hospitals and
health systems that sponsored
the research for HFMA’s Value

Project Report

17

healthy interpersonal relationships, so why not
in healthy provider-patient relationships?

While that HFMA Value Project work is a few
years old now, it still rings true to me today.
Let’s think about how we get the patient involved
in innovation.

Many of the best process improvements
IT'have seen as a senior executive have come
from thoughtful suggestions of the front-line
staff serving our patients. Reaching across the
counter, the exam table or the bedrail and asking
our patients for input is another good way to
improve processes.

Although we can’t fix everything, perhaps
we can do a better job of explaining to patients
about processes or streamlining the processes to
make them easier on everyone. Process improve-
ment innovations are not just the mechanical
adjustment to an assembly-line series of steps.
They are also getting the best from our people
and giving the best to our patients.

Our teams give us great innovations. It is time
now to expand our innovation team by one more
position and bring the patient into the team. Let
them help us not only find the next great inno-
vation, but also help us define the value for the
patient in that next innovation. I

About the author

Jeff Helton, PhD, FHFMA, CMA, CFE, is a lecturer in the
MBA-Health Care Administration Program at the University
of Colorado Denver and a member of HFMA’s Southern
California Chapter.
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Medicine should be for
mind, body and spirit
]

Experience is teaching us that the COVID-19
pandemic has been an assault not only on our
health but also on our spirit.

recall sleeping at my grandparents’

house as a young child of six or seven.

Their house was always bright and crisp.

Everything in its place, yet welcoming

and exciting. We sat down for dinner, and
due to a “grasp malfunction,” I spilled an entire
pitcher of borscht, a purple, Eastern European
drink derived from beets, on their clean white
tablecloth.

Did I mention that the tablecloth was
alabaster white?

Within seconds, the purple liquid pene-
trated the tablecloth like a gaping wound. Time
stopped, as did my breathing. My body was fro-
zen, and my mind and consciousness anxious and
confused. I had no idea what would happen next.

To my surprise, my grandfather paused,
looked at me, smiled and said, “I always thought
that tablecloth needed a little more color.” With
that, all my tension melted away and my spirit
soared.

Since then, I have come to understand that
the elation I felt was not merely from being
spared punishment. Rather, it was what I
would later come to know as a tangible con-
nection with the very spirit, force or essence
of life. Painters, writers, artists and sculptors
have all attempted to capture the human spirit
in their creations.

MARTIN H. BLUTH,
MD, PhD
mbluth@med.wayne.edu
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THE FOUNT OF MEANINGFULNESS

The spirit is not just an imaginary construct, nor
is it consigned only to the world of religion. It is a
very real, ever-fluid and arguably palpable aspect
of being human that reflects how we interface
with the experiences of life. The human spirit is
inextricably linked with emotion — dampened
by fear, pain and suffering and liberated by
understanding and joy. A soaring spirit is often
araison d’étre, tantamount to living a full and
complete life.

TREATING THE SPIRIT

Today, some 45 years after my borscht deba-
cle, the human spirit and its effects on disease
manifestation and maturation are increasingly
becoming a staple of medical treatment in some
healthcare arenas.

Attention to the human spirit in the con-
text of medicine has matured over the past
two decades. Some have posited that the spirit
provides the essential link between a patient’s
presenting problem and the patient’s need for
effectively treating that problem. The idea is
that patient-centered medicine should view the
patient’s spiritual needs as an integral compo-
nent of high-quality care.?

In today’s epoch of COVID-19, the wake of
spiritual havoc cannot be overstated. Although
many healthcare organizations have post-
COVID-19 clinics that tend to the physiologic,
organ-centric manifestations of the disease, not
all tend to the spiritual crippling that COVID-19
has caused. A patient’s broken spirit can be a
result of the amalgam of economic, clinical,
psychosocial and/or political ruin exacted by
the pandemic.

A BROADER REALM OF TREATMENT
How does one deal with this problem? How does
one treat the spirit?

a. Yawar, A, “Spirituality in medicine: what is to be done?”
Journal of the Royal Society of Medicine, October 2001;
Karff, S.E., “Recognizing the mind/body/spirit connection in
medical care,” AMA Journal of Ethics, October 2009.



It is not always straightforward. Diagnosing
and treating spiritual conditions requires a
quite different approach from something like
diagnosing polymorphic ventricular tachycardia
when an EKG demonstrates Torsade de pointes.
Treating the spirit requires listening for the
silences in between the sentences, demonstrat-
ing empathy, appreciating the subtleties of the
dialogue and respecting a patient’s cultural
uniqueness. Holding the hand of the patient and
even crying with them can affect their spirit in
beneficial, nonlinear ways P Some may consider
such behavior inappropriate, but others consider
it to be a testament to a healthcare worker’s
humanity.

Such behavior does not connote an effort to
cultivate patient friendship, which some believe
detracts from healthcare professionalism.
Rather, it acknowledges a reality that nurturing
a patient’s spirit can foster empowerment and
healing in ways that we are just beginning to
appreciate.©

RECOMMENDED ACTIONS

Healthcare financial leaders can advocate
for the following three areas of action to
promote a focus on treating the spirit in
healthcare.

1 Endeavor to understand how patients
experience a medical condition and its
impact on their lives and spirit. An improved
understanding of the patient’s mind-body-spirit
connection can foster improved clinical out-
comes.% In the very least, patients want to be
treated with compassion and empathy, and it
should be considered as a core part of an organi-

b. Shepard, K, “Why it’s okay to cry with patients and
their families,” TravelNursing.com, Accessed Dec. 30, 2020;
Gulland, A, “Is it okay to cry in front of patients?” The BMJ
Opinion, Dec.15,2014.

c. Puchalski, C.M,, “The role of spirituality in health care,”
Baylor University Medical Center Proceedings, October
2001.

d. Taylor, E.J, Spiritual care: Nursing theory, research and
practice. Upper Saddle River, NJ: Prentice Hall, 2002.

PHYSICIAN PERSPECTIVES

zation’s mission and culture to show respect for

patients’ humanity and spirit. Moreover, where

possible, demonstrating these values should in-

corporate high-profile support and commitment
of the organizations’ leaders.

2 Interface, where applicable, with commu-
nity advocacy groups to better understand
patients’ cultural, religious and economic
issues. This effort can help identify common
elements that can streamline crucial resources
toward benefiting a majority of patients from
such sectors.

3 Pursue healthcare-focused forums with
select constituencies, including clergy, dis-
ease-specific associations and foundations and
other non-allopathic entities, relevant to the
hospital’s focus. The objective of these activities
should be to introduce healthcare practitioners
and students to different modalities of thought
on the human spirit and its effect on medicine to
broaden and inform their awareness of this issue
and its full diversity.

THE ONLY PATH FORWARD

COVID-19 has been the bearer of unique and
ubiquitous concerns that affect us all and
that are causing many of us to face unprec-
edented difficulties. Yet amid this crisis,

we should remember it is the spirit of our
humanity that enables us to prevail and soar
toward greatness, and this spirit is timeless.
My grandfather provided me with an early
glimpse of the power of the spirit, and that
reality has constantly informed my own
practice to this day. 1

About the author

Martin H. Bluth, MD, PhD, is the founder of Bluth Bio
Industries, professor of pathology at Wayne State University
School of Medicine, laboratory director for Accutox Medical
Diagnostic, global medical director for Kids Kicking Cancer.
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The risk of losing women
1n the workplace

A year ago, things were looking good for working women. At the end of 2019,

for the first time in a decade, the number of women in the workplace surpassed

the number of men.? But the pandemic has women leaving the workforce in

droves, and according to a recent McKinsey report, more than one in four

women are contemplating “downshifting their careers or leaving the workforce

completely.”? Recently, two McKinsey employees — who are also mothers —

joined us on the podcast to discuss their experiences and what they hope to see

in the future.

Elizabeth Newman: I think it’s really important
to recognize that if the number of women actu-
ally left the workforce that had been thinking of
it this year, it would be more than the number of
female college graduates and graduate students.
So when we talk about why we’re talking about
solutions and why we’re trying to share and
encourage other working parents and other
women to find ways and strategies to stick with
it, it’s truly because we believe [losing that]
talent within the industry could be incredibly
detrimental to everyone.

Annie Kurdziel: There’s this odd default that
exists. That somehow women are going to be the
ones if there’s a moment of decision of who stays
home; the default clearly is still there, given what
we’re seeing and given the numbers that exist.
It’s not always the right answer. Maybe for some

a. Schneider, A, Hsu, A, and Horsley, S, “Multiple demands
causing women to abandon workforce,” NPR, Oct. 2, 2020.
b. McKinsey & Company, “Women in the workplace 2020,”
Sept. 30,2020.

people, it is [the right answer], but for some
people, it’s really not. I can’t see a way in which
we don’t emerge from COVID with more honest
conversations about what it takes to make sure
that women and moms are supported in the
workforce so we retain the best talent, and we
retain people that are going to continue to make
amazing contributions to the world.

Newman: Going back to what this may look like
in terms of long-term solutions — because we
know that there is a light at the end of the tunnel
— most companies think that a lot of jobs can be
performed remotely. A lot of companies think
they’re going to moderately or significantly cut
business travel. Eight in 10 employees say they
want to continue to work from home more than
they did before COVID-19, and 70% of companies
think remote work will allow them to hire and
retain diverse talent. All of that is, I think, a very
positive perspective on how we can emerge with
solutions that help women and working parents
more in the future. 1

Available here: amazonalexa P & Appsiore
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HFMA Lonestar Chapter member
Cowling joins AHA board as new trustee

| 4 Phyllis Cowling
has been an active
HFMA member for
many years, serving
in various leadership
roles.

Phyllis Cowling, president and CEO of United
Regional Health Care System in Wichita Falls,
Texas, was elected by the American Hospital
Association (AHA) to fill a vacancy on its board of
trustees for one year, effective Jan. 1, 2021. The
Board of Trustees is the highest policy making
body of the AHA and has ultimate authority for
the governance and management of its direction
and finances.

“Over the past several years, I have developed
great respect and appreciation for the policy
development and advocacy work of the AHA,”
said Cowling in a press release. “As such, I'm
honored and excited at the opportunity to serve
on the AHA board of trustees.”

Throughout her career, Cowling has been an
active member of the HFMA Lone Star Chapter
and served in various leadership roles at the
organization’s local, regional and national levels.

Cowling also served as Chair of the board of
trustees for the Texas Hospital Association in
2018, in addition to her ongoing involvement on

several boards and committees within Wichita
Falls. Her years of service with HFMA include the
following roles:

NATIONAL LEADERSHIP

e (Chair, 2002-2003

e Member, Board of Directors, 1997-2003

e Member, Executive Committee, 1999-2003

e Chair-elect, 2001-2002

e Secretary/Treasurer, 2000-2001

e Chair, Council on Career Development,
1998-1999

e Chair, Board of Examiners, 1997-1998

e Member, Board of Examiners, 1994-1997

REGIONAL/STATE LEADERSHIP
e Chapter Liaison Representative, 1996-1997
e (Chair, Texas Coordinating Council, 1994-1995

CHAPTER LEADERSHIP
e President, Lone Star Chapter, 1992-1994
e Officer/Director, Lone Star Chapter, 1988-1992

Snyder retires from Oklahoma
Hospital Association

Rick Snyder, FHFMA, has announced his retirement from

the Oklahoma Hospital Association (OHA) in Oklahoma City,
Oklahoma, effective Jan. 1, 2021. Snyder, who was director ex-
officio 2019-20 for the Oklahoma Chapter, served most recently
as OHA’s vice president of finance and information services.

He was previously a member of the Sunflower (Kansas)

Chapter, where he was president 1993-94 and received the Medal

of Honor in 1998. 1

' Rick Snyder has served the
Sunflower and Oklahoma
Chapters for years and is
now enjoying his retirement.

To have your professional announcement published in People, contact Senior Editor Erika Grotto at egrotto@hfma.org.

HFM MAGAZINE | FEBRUARY 2021 | 53



Trendsetter: Sponsored by TRIMEDX

A proactive approach to

comprehensive clinical asset
management helps healthcare
systems maintain financial health

In healthcare, being proactive is key. Taking the necessary steps to prevent an illness

is more efficient and more affordable than finding a cure. Following that notion,

TRIMEDX's proactive approach to comprehensive clinical asset management helps
thousands of healthcare systems improve their financial health.

By Carly A. Mullady Cowan

With a focus on optimizing inventory to meet current
and projected patient demand, TRIMEDX CFO Chris
Dunkerley said the business’s experience at more than
3,700 locations shows that the average health system
may own more types of certain medical devices than
needed and may replace devices more often than
needed — even before this equipment reaches its full
useful life.

Now, particularly amid a pandemic, this focus
is critical.

“With COVID, there's falling revenue, which means
less money is available for capital,” Dunkerley said.
“Understanding how to put some scrutiny and diligence in
how you use capital is paramount.”

TRIMEDX helps health systems evaluate their use
of medical devices to maximize their budget. They
begin by determining the appropriate number of
medical devices needed per site of care, considering
patient volumes and utilization rate of those devices.

“How much equipment do you have? How much
equipment do you need? Prove it,” Dunkerley said. “You don’t
want money tied up in inventory you're not using.

“You need to understand the financial impact, and make
sure you are not constantly needing to spend [money]
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and replace assets without understanding what you have
already.”

TRIMEDX developed a proprietary algorithm called the
RUDR Score®™, which identifies medical equipment that
should be replaced, upgraded, dispositioned or reallocated
(to other sites of care). Assets are evaluated using objective
data including benchmarks, leveraging the number of
devices needed per patient volume, device specific utilization
data, potential for impact to patient safety, including
cybersecurity risk and more.

A score is assigned to each individual device and
appropriate actions can then be taken to optimize inventory
levels, which in turn can defer capital investments on
medical equipment, making scarce capital dollars available
for strategic initiatives and reducing operating expenditures.

“Doing more with less can have a huge impact,” Dunkerley
said. “With less equipment, operational costs go down. If you
have 10 CTs operating at 60% and want to get to 80%, drop
one CT at the same location.

“From an operational standpoint, you’re not buying new
equipment. You're only maintaining nine instead of 10.”
He said this is significant for cash flow and net income in
addition to providing insights that can be used in future
strategic planning initiatives.




“Our goalis to really keep

equipment alive. We are able to
responsibly extend useful life and
not impact patient safety.”

— Chris Dunkerley, CFO, TRIMEDX

Dunkerley acknowledged the emotional element
associated with equipment needs but says data should be a
bigger factor in the decision-making process.

Another aspect of TRIMEDX's proactive and
comprehensive approach to clinical asset management is
their focus on extending equipment beyond its expected (or
standard) useful life.

“Our goal is to really keep equipment alive,” Dunkerley said.
“We're not saying, ‘This is old. Let’s replace it. We are able to
responsibly extend useful life and not impact patient safety or
availability of equipment. Prevention is better than a cure.”

A robust preventative maintenance program ensures every
device is touched annually, leveraging data and history to
identify an individual service plan for equipment. These plans
include training and certifying technicians (if applicable),
the ability to remotely monitor critical equipment to identify
behavioral anomalies and through machine learning to predict
potential issues and proactively dispatch a work order for a
technician to initiate a repair even before an issue occurs.

This high-touch maintenance and repair program, along
with access to quality parts through their global supply chain,

(CTRIMED

allows TRIMEDX to extend medical equipment’s useful life
by 30% with minimal disruption to patient care or unplanned
downtime.

TRIMEDX's suppliers are audited to ensure quality and
provide access to parts for years beyond when an original
equipment manufacturer would continue to supply parts.

Medical equipment manufacturers define “end of service”
as the time after which they will not guarantee access to
their own parts. Even if a piece of equipment may have
several years of useful life remaining, the manufacturers will
not use third-party parts.

When an original equipment manufacturer sets a useful
life at eight years, TRIMEDX has been able to increase that
lifeto 12 or 13 years.

With one client, TRIMEDX was able to extend the useful
life of their CTs and increase their average age by 14%.
This resulted in the value of the CTs, which exceeded the
depreciated life, to increase by 48%.

“Those subsequent years, you're not worrying about
depreciation. You're not buying new equipment. Your net
income goes up,” Dunkerley said. “It's a huge opportunity.” I

TRIMEDX is an industry-leading, independent clinical asset management company in the
United States delivering comprehensive clinical engineering services, clinical asset

informatics and medical device cybersecurity. We help healthcare providers transform their clinical assets into strategic
tools, driving reductions in operational expenses, optimizing clinical asset capital spend, maximizing resources for
patient care, and delivering improved safety and protection. TRIMEDX was built by providers, for providers, and
leverages a history of expert clinical engineering with data on 92% of all active medical device models.

This published piece is provided solely for informational purposes. HFMA does not endorse the published material or warrant or guarantee its accuracy.
The statements and opinions by participants are those of the participants and not those of HFMA. References to commercial manufacturers, vendors,

products, or services that may appear do not constitute endorsements by HFMA.
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HONOR ROLL

Honor Roll:

HFMA awarded 1,022
certifications in Q4 2020

FMA offers seven certifications for members
to validate their expertise and demonstrate
their commitment to the profession. The
certifications are as follows: Certified
Healthcare Financial Professional (CHFP),
Certified Revenue Cycle Representative (CRCR), Certified
Specialist Accounting & Finance (CSAF), Certified Specialist
Business Intelligence (CSBI), Certified Specialist Managed
Care (CSMC), Certified Specialist Physician Practice
Management (CSPPM) and Fellow of the Healthcare Financial
Management Association (FHFMA), which supersedes CHFP.
HFMA proudly helps more than 64,000 healthcare finance

professionals successfully transform their careers with vari-
ous benefits including the ability to achieve certifications. We
see hundreds of members earn certifications each month, and
we are sharing HFMA’s Honor Roll of all individuals who have
been certified in the fourth quarter of 2020.

This list is accurate as of Jan. 6, 2021, for individual mem-
bers in good standing who earned a certification October 2020
through December 2020. If you were recently certified, but do
not see your name on this list, your membership has lapsed.

To renew your membership today, visit
hfma.org/membership/overview.html.

Sandhya Advani
Kevin Alexander
Robert Anderson
Erika Andrews
Anderson
Jacob Barefoot
Olga Barone-Allan
Robert Barrientos
Cody Barrow
John Bartolovich
Jamie Beaudin
Margot Berg
Ronak Bhakta
Nakin Bhandari
Cara Bornitz
Angeles Borrego
John Bowser
Laura Boyd
Rudoph Braccili
Jeffery Braid
Anne Broughton
Mary Carol Brouwer
Andre Bubnov

Alexander Budge
Tina Bui

Macey Buker
Brandon Burrow
Ronald Butcher
Chris Cable
Michael Callahan
Michelle Calzadilla
Kenneth Canonge
Cynthia Carron
Sara Carter

David Castine
Cassandra Cathcart
Kevin Chambers
Mary Chin

Jarrin Ching

Colby Clendenin
Megan Collins

Keri Collins-Mooney
Bruce Cross

Amy Crouch

Jaime Crow

Felix Cruz

Casey Cunningham
Julian Cunningham
Carrie Cybulski
Jimmy Danzy
Chelsea Davis
Matthew Davis
Brian Dellinger

56 | HFM MAGAZINE | FEBRUARY 2021

Michael Demuth
Shivali Desai
Michele DeSmet
Mandy Drake
Brad Dugai

Paige Dumas-LeCesne

Matthew Durrance
Jessica Elliott

Lisa Ernsting
Chinyere Ezeigbo
Sean Fadden
Michael Fine
Alexander Forney
Amelia Frazer
Kelley Gentry
Jessica Graham
Erica Gregory

Eric Grossman
Jared Gruber
Becky Hansen
Kevin Heckle
Annamaria Herrera
Zack Higbie
Theodosia Hill
Daniel Hiltz
Christopher Hinrichs
Jennifer Ho

Roxi Hoel

Carol Holden
Jason Hough

Samantha Huffy
Emily Hurst
Trent lhme

Sean Irwin
Elizabeth Isaak
Lisa Jackson
Tyquon Jordan
Girish Kaimal
Madhur Kamal
Julie Kaufman
Heidi Kennedy
Aryan Khan
John Koehler
Gail Kosyla

Brian Kowalski
John Lagattuta
Kyle Lake

Carey Lanzman
Cole Leystra
Tricia Light
Christopher Loftis
Wendy Lotter
Jacqueline Lucas
Kara Marquardt
Camille May
William McDermott
Connor McGee
Tina Mclntosh
Drew Meylan
Jonathan Miller

Stephen Molitoris
Michael Moore
Sean Murray
Katie Murrey
Marc Napoli
Mamoon Nawabi
Timothy Nese
Timothy Nolan
Barbara Oakman
Denise Olsen
Michael Parker
Morgan Parker
Devin Parrish
Cordelro Paynes
Helen Pena
Brad Phillips
Chelsea Pierson-
Swayzer
Nicole Powell
Neal Rager
Dan Reilly
Shelette Rivoir
Katie Robinson
Antonio Rodriguez
Maya Rosloniec
Katie Savage
Zachary Schank
Chris Schlanger
Darden Shadrach
Heather Shanklin



Robert Sharon
Jason Shaver
Dawn Short
Chad Slavens
Tara Stephenson
Daniel Tackling
Michel Torbey
Mohammad Usama
Toseef
Melissa Turngren
Erin Van Bremen
Steve Vanderlip
Chase Vandermeer
Joe Virgilio
John Wade
Cindy Wang
Max Wasserman
Maureen Weber
Romany Weeks
Roark Whittington
Tiffany Williams
Nygel Williams
Dalton Williams
Justin Winkler
Ashley Woodward
John Yanuzzelli
Courtney Zabkiewicz
Anthony Zaccarelli
Kaya Zhu

Hasanah Abdul-Mani
Chandra Adair
Emily Adams
Raja Adiraju
Sandhya Advani
Amber Akiens
Mircea Albutiu
Kathy Alexander
Dee Allsup
Rachel Anderson
Conner Anderson
Stephanie Angel
Asif Ansari
William Arneson
Kimberly Ashburn
Abby Atkins
Theresa Atkinson
Kelly Avery
Suzan Azlin
Barbara Bailey
Linda Bailey
Stephanie Baker
Adam Baker
DCora Baldwin
Heidi Ballard
Kathryn Bangert
Ida Fae Barbadillo

Leesa Bardunias
Veronica Barksdale
Tina Barksdale
Keri Barlow

Kate Barnes
Sharon Barnicle
Eno Bassey
Chelsey Baum
Erika Beck
Monica Bedoya
Shaun Beggs
Rebecca Benefiel
Michelle Biery
Lyndurice Billings
Sarah Blankenship
Jeffrey Bodnar
Suzanne Bolick
Sierra Boone
Michael Borge
Kathrine Bosworth
Kathryn Bowman
Melissa Brana
Debra Brannan
Jon Branstetter
Jennifer Brewer
Sydney Bridges
Laura Brown
Janet Broz
Elizabeth Bruning
Shannon Bullock
Rose Burdge
Michelle Burke
Theresa Burnett
Brandon Burrow
Tiffany Burton
Derek Burton
Rashakeva Burts
Zee Bush-Collier
Carson Buskard
Amanda Butz
Dustin Byrd

Nora Callison
Donna Cammiso-
Pickering

Jennifer Campbell
Tara Campbell
Maria Campbell
Kenneth Canonge
Brittney Capi
Deborah Capps
Erika Carano
Mary Carlson
Stephanie Carnley
Paula Carpenter
Molly Carpenter
Lindsay Cartolano
Arlien Casing
Yvonne Chase
Jessica Chase
Krisen Chatarpal
Andy Chen

Shaye Chiorazzi
Vishal Choudhary
Grover Church
Regina Cindia

Salena Circo
Cecelia Clark
Jennifer Clark
David Clark
Kelsey Clements
Jeremy Cobos-Garrett
Lauren Coburn
Jessica Cole
Percye Colenburg
Missy Colombe
Elisa Contreras
Michelle Conway
Yvonne Cook
Jyothi Corea
Brittney Coulanges
Kindra Covert
Kali Cowan
Melody Cowdrey
Matthew Cox
Vanessa Crowther
Thomas Daniels
Colleen Dannah
Diane Davies
Daniella Davis
Shannon Davis
Patricia Dawson
Sandra Decot
Mandy Delafuente
Jessica Delgado
Eva DelLong
Michael Demuth
Spanada Dennis
Brad Dennison
Michael Derk
Erin DeRoo
Latisha Desilva
Dave Dewing
Lisa Dille
Theresa Doerr
Hilary Doyle
Jonathan Dresch
Amy Drew
Jaxson Dubinsky
Derek Dudley
Amanda Duncan
Phillip Duncan
William Dunford
Lauren Duren
Kwasi Dyson
Steven Eding
Jonathan Edwards
Dawn Ehlers
Michael Eichhorn
Jacob Eisler
Chris ElImlinger
Emily Emery-Shea
Megan Ennis

Lisa Ernsting
Denise Ervin
Jamisha Estes
Jennifer Evans
Haleigh Fair
Cheryl Farmer
Brian Farrington
Nikki Farzad

Richard Fausey
Jonathan Fehlman
Tiffany Ferrer
Conner Finn

Lisa Fitzgerald-Nelson
Rachelle Fletcher
Elizabeth Flores
Christine Fontaine
Amber Forbis
Aurelia Foster
Sandy Fowler
Kristin Fox

Lauren France
Jason Friend
Jenna Fusco

Yolie Gachelin
Adam Gans
Teena Garrett
Charles Gartside
Georgia Garver
Kevin Gessler
Tahaseena Ghouse
Rose Gibson
Chelsea Gill

Carol Gillis

Kelly Gizdich
Dean Gjoni
Lantanya Gleaton
Adam Gobin
Maria Gonzalez
Jamie Goodman
Gray Goodwin
Kathie Gordon
Jacob Gordon
Amanda Gordon
Tracy Grant

Kila Gray
Catherine Green
William Gress
Nina Grey

Dawn Griffen
Ryan Grisard

Jean Hajek

Gary Hall

Conor Hall

Ross Haller
Michelle Halpin
Jeff Hannawald
Jennifer Hansen
Katie Hanten
Michelle Harbaugh
Nikita Harris
Arlene Haukos
Natalia Hayes
Donna Hazelman
Tanik Heard
Danielle Heierbacher
Catherine Hennessy
Darlene Henry
Christina Henry
Donald Herko
Kevin Herrell
Sharon Hester
Zack Higbie
Tracy Hinds

HONOR ROLL

Stephanie Hinemeyer
Scott Hintergardt
Will Hobgood
Kellie Hoffman
Kristine Hoftiezer
Victoria Holland
Adria Holland
Heather Hollstein
Tomeka Holsey
Jessica Hooker
Meri Horowitz
Jamie Hossle
Kathleen Howard
Kylie Howarth
Mia Hrobowski
Christina Hughes
Mike Humbert
Amy Hume
Michael Humphrey
Gregory Hutchison
Julie Jackson
Pamela Jackson
Tulika Jaiswal
Shannon Jamarck
Quinton James
Melissa Jewett
Kimberly Johnson
Fateria Johnson
Matthew Johnson
Niomi Johnson
LaTyson Johnson
Jessica Jones
Sharon Jones
Maria Jones
Romana Jose
Krista Junge
Krishnakumar K
Manoj K 'S

Christy Kapinos
Sam Karmin
Elizabeth Kea
Julian Kee

Jeffrey Kelly
Jeffrey Kent
Kathryn Kern
Trevor Kessell
Shrishti Kharel
Teresa Kiddie
Meagan Kilgo
Randi King-D’Felio
Barbara Kingery
Felicia Kinnaird
Rex Kleckner
Mary Jo Klobucher
Elaine Koetje
Tammy Kratzer
Kaitlyn Kruger
Tracy Kuhns
Melissa Kuipers
Suresh Kumar
Dasagranthishanmugam
Kritika Kumari

NEXT PAGE

HFM MAGAZINE | FEBRUARY 2021 | 57



HONOR ROLL

Fiona Kugqi

Philip Labella
Elisabeth Lacey
Shemenia Ladd
John Lagattuta
Lauren Laier
Sarah Lanson
Monica Laughren
Sara Lawson
Marc Lawson
Tami Lawson-Churchill
Salina Leath

Mike Ledoux
David Lefever
Brian Legg

Ed Lembcke
Madeline Lendino
Brenda Lenneman
Wai Ling Li-Chan
Jonathan LoBue
Malia Lopez
Danusia Lorentz
Gail Loschen
William Lund
Danielle Lutzke
Asha Maharaj
Rana Malloy
Angela Malmgren
Vicky Marker
Brittany Markey
Jessica Marmolejo-
Mireles

Scott Marshall
John Martin
Danielle Martin
Nicholas Martinez
Noel Martins

Tori Masters
Meredith Matics
Claire Mayfield
Lindsey Maynor
Dee McCutcheon-Olson
Cassandra McDowell
Janell McKee
Mallory McKnight
C Mead

Heather Mears
Yamini Spoorthi Meduru
Kristen Mercer
Brandon Merkert
Nashae Merrell
Jacob Meyer
Bradley Meyers
Beth Micheals
Beth Miles

Chris Millehan
Aimee Miller
Christopher Miller
Jay Minnick
Angela Mirjah
Sunil Mishra
Hitesh Mistry
Joseph Monreal
Dawn Monroe
Selma Montanez

Stephanie Moore
Lori Moore

Dawn Moore
Andrea Moore
Karen Moore
Debbie Moore
Amanda Mordarski
Kailey Morgan
Andria Morning
Debbie Morris
Rachel Morris
Hollis Mullens
Demi Mullins
Melissa Myers-Paris
Sreenivas N

Jay Naples

Vlad Neghina

Rene Nelson

Brian Nevins

Vera Newbill
Amanda Nordland
Denise Norris
Craig Novotney
Caroline Nukman
Octavio Ochoa
Betancourt
Thomas Ohlgren
Christy Onakoya
Kassandra Oneill
Renee ONeill
Christopher Ortlieb
Margaret Ottaviano
Richard Paczkowski
Mazie Page
Nicholas Panebianco
Kathrine Panzarella
Kim Parcher
Stephanie Paredes
Tracy Parker
Krystal Parsons
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Vasu Pasumarthi
Sampath Paturi
Zachary Paulis
Stacy Payne
Kristine Pedersen
Delta Pena

Carrie Peplow
Autumn Perdue
Heather Perez
Jasmin Peterson
Sharon Petty
Matthew Phillippi
Jacqueline Phillips
Natalie Pinero
Kimberly Piotrowski
Marlena Pizzo
Katherine Poku
Ashley Post
Melissa Powers
Robert Prater

Zaira Preston
Melisia Proctor
Linda Puchalski
Jillian Pulaski
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Jarrett Purdy
Saleha Qamar
Catherine Quaca
Daphne Quiroga
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Dana Radack
Andrew Reed

Lori Reese
Carnetta Reid
Timothy Reinschmidt
Hannah Reis

Gina Reyes

Edgar Reyna

Tara Richardson
Kayla Rigsby
Tutrea Riney

Bob Ringlein
Michael Ritten
Lazara Rivera
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Tiffany Roberston
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Milan Rogers
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Davene Ross
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Cinthia Ruiz
Susan Rust

Viswanathan Sahadevan

Stephanie Sainvil
Arun Sankar
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Christie Saunders
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Timothy Scalley
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Anne Schafer
Lauren Schaff
Nicholas Scheer
Lauren Schingel
Melody Schneider
Pamela Scott
Karen Sego
Maryyam Sehgal
Vivek Shah

Samer Shaker
Chelsea Shank
Kaylin Sheppard
Daniel Shin

Tera Slawson
Richard Sletten
Lauren Sloan
Michele Slocum
Ke’Eric Small
Jamie Smith
Loretta Smith

Joyce Smith
Tamara Smith
Lorraine Smith
Cassandra Smith
Alexander Smith
Jeannine Smith
David Smith
Olivia Smyth

Fnu Snehlata
Amy Snowberger
Kalie Snyder
Sharon Sorah
Cierra Sorrell-Young
Manny Soto-Griego
Michael Sowinski
Rhonda Spadell
Jamie Spillman
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Taylor St. Eve
Anne St. Jean
Olga Staker
Amanda Stanley
Kathryn Stanley
Stephanie Statler
Tyler Stevens
Melissa Stimple
Ellen Stinar
Breanna Stone
Kassey Stott
Mary Strenk
Kristie Stuber

Darlene Stymiest Porter

Samantha Suggs
Sharlene Sutton
Kristine Syberg
Heather Syler
Frances Tausinga
Leslie Taylor
Dorothy Tedford
Kyle Teel

Judi Tekautz
Jacob Testerman
Sonja Theriault
Scott Thier
JoAnn Tinberg
Lisa Tonkinson
Maria Torres-Ruiz
Erin Townsend
Felicia Tremble
Yohana Tuguta
Donna Tumbrink
Latoya Turner
Kiara Turner

Guy Tyree
Michelle Uhles
Gilson Umunnakwe
Christopher Utz
Danielle Vance
Tasha Vanderzouwen
Gregory Varghese
Jocelyn Vergara
Joe Virgilio
Regina Vise
Angelette Walker
Shereka Walton

Assel Wanigasekara
Brooke Warren
Shontee Washington
Tanya Welch
Tammy Wentzel
Brenda Wernke
Scotty West
Christina Whitecotton
Alexandra Wibowo
Bridget Wicks
David Wiecks
Vicki Wigtion
Jason Wilkinson
Jacob Williams
Angela Williams
Maryann Williams
Sandra Wilson
Kaylee Wilson
Melissa Windler
Robert Wissink
Evan Witmer
Larissa Wolford
Casey Wommack
Tina Wong

Karl Wong

Brenda Work
Stacy Wright
Marsel Xhelili
Jennifer Yates
April York

Traci Young
Kenneth Younger
Zach Zahedi

Sarah Zaidi

Nina Ricci Zepeda

Girum Abebaw
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Mohammed Alyami
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Adam Baker

John Barber
Andrew Barrow
Cynthia Brooks
Tami Carpenter
Matthew Cox
Daniel Cushard
Michael DeMaar
Jonathan Dirnbeck
Shannon Drevitch
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Richard Fausey
Michael Feakes
Mark Fedewa
Shannon Fox
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Deborah George
Monica Geromette
Erica Grossman
Brian Hagan
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John Hanna

Lucas Hansen
David Heikkinen
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Colby Jimmie
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Randal Kiscadon
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Michelle Lanning
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Patrick Mallott
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Morgan Parker
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Nicole Rice

Tracy Robert
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Viswanathan Sahadevan
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Samer Shaker
Natalie Shevrovich
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David Sunstrom
Hai Truong

Kelly Turner
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Candy Van Dyke
Joe Virgilio
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Jacqueline Williams

Kimberly Wyman
Kenneth Younger
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Meagan Adams
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Christine Aucreman
Virginia Barb

Ida Fae Barbadillo
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Cara Bidwell
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Fabian Borrego
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Brooke Burgess
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Brian Celestino
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Stephanie Clark
Ariel Contreras
Michelle Conway
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Brandon Cornett
Michael Crabtree
Yaw Daaku

James Daniel
Catherine Deakins
Michael Demuth
Jonathan Dirnbeck
Craig EImore
Christopher Escobar
Clara Evans
Richard Fausey
Christina Fonseca
Michael Frankel
Natalie Galvez Urena
Miguel Garcia
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Nathan Glidden
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Eric Grossman
Sharie Harris
George Harrs
Dawn Hart

Alec Hendry
Shaena Hoekenga
Phoenix Holmes
Christy Keel
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Grace Kim
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Suresh Kumar
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Brittney Larr
Veronica Lavarro
Marc Lawson
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Daniel LoPotro
Carlos Luna
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Karen Maley
Noel Martins
Drew Meylan
Daniel Montes de Oca
Savannah Montoya
Prasenjit Mukherjee
Bryan Nelson
Jonathan Nguyen
Tammie Nguyen
Brenna O’Malley
Patrick Odom
Adeniran Olaoya
Leslie Olson
Stephanie Paredes
Urvashi Pathak
Rose Pereira
Krista Perry
Kari Peterson
Nicholas Quiroz Cruz
Shanmugapriya
Rajasekaran
William Rankin
Noelia Rivera
Shaunagaye Rodney
Bob Rooker
David Roy
Shelby Ruiz
Amirah Saba
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Shane Smith
Richard Soto-Caraballo
Michelle Street
Ashley Stuart
Conor Tanzman
Kyle Tatoris
Pamela Thomas
Cyndee Thormodson
Dana Todd
Hai Truong
Romi Uribe
Rachel VanFossen
Harrison Varone
Joe Virgilio
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David Wiecks
Allison Williams
Jacqueline Williams
Jared Wise

Sou Chon Young
Xin Zheng

Anthony Ababon
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Arjun Bhatia
Roger Blackwell
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Edward Boylan
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Joseph Brooks
Michael Burkhart
Tami Carpenter
Joseph Casini
Avristides Castro
Michael Demuth
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Jose Fojas
Alexander Forney
Timothy Fritts
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Erika Grotto
Patrice Johnson
Thomas Kasper
Clay Kirn
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Joy Koglin

Fiona Kugi
Patrick Mallott
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Dawn Minger
Melissa Nelson
Keith Parker
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David Tesniarz
Jonas Varnum
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Viswanathan Sahadevan
Amy Sams
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Darlene Steil
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Matthew Nobis
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Nicholas Rivera
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Manmeet Taneja
Kyle Teel
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EXPERT
REVIEWED

hfm reviewers recognized

Articles submitted for publication in hfin are evaluated by panels of expert

reviewers to ensure they meet hfim’s high standards for accuracy, credibility

and usefulness of information, and to provide constructive feedback

regarding ways to further develop each article’s content. All articles that

have successfully completed this evaluation process bear the label “Expert
Reviewed.” The staff of hfim thanks the following individuals for completing
technical reviews of articles between Feb. 1, 2020, and Jan. 1, 2021.

Kent R. Acheson, DBA, MBA

Michael Alwell, FHFMA, CSPPM, MPA
Nancy Borkowski, FHFMA, FACHE, DBA, CPA
Rosa M. Bowling, MHA

Cara Campos, CRCR, MPA

Daniel Confalone, FHFMA, CMPA, MBA
Charles Cronauer, FHFMA, MBA

Richard G. Crowley, FHFMA, MBA

Jana Danielson, FHFMA, MS

Domenic Delmonico, FHFMA, CPA, MBA
Paul DeMuro, PhD, JD, FHFMA, CPA, MBA,
FACMPE, CHC

Kia Earp, CRCR, CRCE-I, CHC, CCS, CCS-P
Anne H. Finlon, FHFMA, MBA, MHS, CHFP
Mary Finn, CPA, MBA

Richard W. Fries, FHFMA

Philip Geissinger, FACMPE

Theodore (Ted) Giovanis, FHFMA, MBA
Kristofer A. Gochenour, FHFMA, CPA, MBA
Paul Grimaldi, PhD

Michael Grisdela, FHFMA, FACHE

Sheldon Hamburger

Laura Handy Dineen, CRCR, MHA

RC Hefner

Ethel Hoffman, FHFMA, MBA

Sandra Jacobs

Raymond Jankowski, FHFMA, MBA

Sandra Jones, FHFMA, MBA, MSM, CPHRM,
DABQAURP, CHCQM, CASC

Kirk Kamien, FHFMA, MBA
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Patricia Keel

Ronald Kintz, MBA, DHA

Mike Koziol, FHFMA, CPA, FACHE

Kenneth B. Lipan, FHFMA, CMA

Chris Luka, CHFP, MBA, MHMS, CRCR, CSBI
Richard J. Lyman

Christopher Maeder, FHFMA, CPA, MBA
Martin McKay

Dudley Medlock

Linker S. Mills

Tina Minnick

David Muhs, FHFMA, MBA

Raymond G. Newman, PhD, FHFMA, CPA, MBA,
MPhil, CGMA, LFACHE, FACUE

Chetan Parik

Jonathan Pearce, FHFMA, CPA, MBA

Luke Redman, MBA, MHA

Brian Romine

Michael B. Sanders, FHFMA, CPA, CHFP, CSAF,
CRCR, CSMC, CSBI, CSPPM

Lawrence Scanlan, FHFMA, CPA

Stuart J. Schaff, FHFMA, CVA

Diana Sessions

Lyman G. Sornberger

Alan J. Spidel

John A. Thompson, Jr.

Farrell Turner

Nancy Whitaker-Kropp

Monica Wu
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SEARCH IT.FIND IT.BUY IT.

Why start your product or service search organically
when you can search HFMASs Buyer's Resource Guide,
the go-to directory for HFMA members?

Start Your Search loday!

hfma.org/brg



THE SHORT LIST

HFMA Peer Reviewed products and services have been evaluated by users like
you for quality, technical support, customer service, and value—all the things you look
for to make smart purchasing decisions.

A AMN

AN Healthcare

Managed Services Provider (MSP) -
Workforce Solutions
amnhealthcare.com

P PCHirst

Self-Pay Early Out Services by PFC First

pfcusa.com

(® BESLER

Transfer DRG Revenue Recovery Service
drgtransfer.com

ENSEMBLE

HEALTH PARTNERS

Full Revenue Cycle Services including Facility
Patient Access Services, Pre-Arrival Services,
Health Information Management, Revenue
Integrity & Chargemaster Services, and Central
Business Office Services

ensemblehp.com

Technology-enabled Revenue Cycle
Management Services
rlrem.com

= J FIRST
r IAMERICAN

HEALTHCARE FINANCE
| An REC / City National Company

Financing Solutions offered by
First American Healthcare Finance
fahf.com

". Underpayment Review for Commercia
(J
‘~4 and Governmental Payers
s mevicone bls.revecore.com
)“ MRA's AcciClaim™ - Accident Claims
[ ) .
‘~4 Management Solution

mra.revecore.com

[FJELP Financial

PATIENT FINANCING SOLUTIONS

Patient Financing Solutions
helpfinancial.com

RE\ﬂNT

SOLUTIONS

Revenue Recovery Service
revintsolutions.com

BMedData’

MedData Eligibility Services
meddata.com

S E New ways.
New answers?®

SEI's OCIO Solution for Healthcare
SEIC.com/healthcare

7 PARALLON’

Revenue Cycle Outsourced Services
parallon.com

@ SIMON'’s

Debt Collection Services for Healthcare
simonsagency.com

PAVILION

a Mercer Practice

Investment Consulting, Advisory Services
and Retirement Benefits
pavilion-notforprofit.com

5
state

Healthcare Collection Services
statecollectionservice.com

&.8 Professional
4 Credit

Professional Credit Healthcare Collection Service
professionalcredit.com

pd pfciey

Healthcare Bad Debt Recovery by PFC Rev

pfcusa.com

Ytef

Healthcare Technology Financing
tcfcapitalsolutions.com

% TruBridge’

Accounts Receivable Management Service
(ARMS)

trubridge.com
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PRODUCTS

(® BESLER

Easy Work Papers
besler.com/easywp

4 CareCredit

Making care possible...today.

CareCredit Credit Card by Synchrony Financia

carecredit.com/hfma

RECONDO

Auth-DP™ by Recondo
ClaimStatusPlus™ by Recondo
EligibilityPlus™ by Recondo
SurePayHealth™ by Recondo
recondotech.com

LTAIIBRSSISty

Hollday & Associates | 800-831-3323 | $30-550-0765.

ChargeAssist® by Holliday & Associates—including:

CDM Auditor™, Price Analyzer™, Change
Monitor™ and Ultimate Research Center™
chargeassist.com

sage Intacct

Sage Intacct Cloud Accounting Software
sageintacct.com/healthcare-accounting-software

SSI Billing by The SSI Group, Inc.

thessigroup.com

& Craneware’

Chargemaster Toolkit®
craneware.com

o EPSi

EPSi ™ Budget Manager
EPSi ™ Cost Manager
EPSi™ Product Line Analyst

epsi.io

0oe

Strata Decision

TECHNOLOGY

Stratalazz® Financial Analytics
and Performance Platform
stratadecision.com/our-solutions

133 SYNTELLIS

PERFORMANCE SOLUTIONS

Axiom Healthcare Suite
syntellis.com/software/healthcare

A,

4 OPTUM360°

Optum®LYNX ED Charging Application
Optum360.com

A PANACEA

ABESLER Company

CDMauditor.com Hospital Zero-Base Pricing®
panaceainc.com

(O PATIENTCO

Patientco Billing and Payment Platform
patientco.com

(73
TransUnion

TransUnion Healthcare Clear IQ® Patient
Payment Estimation

TransUnion Healthcare Insurance Discovery

STINGRAY™ Medicare Bad Debt

STINGRAY™ Medicare Disproportionate Share

STINGRAY" Transfer DRG

STINGRAY™ Shadow Billing Compliance

transunionhealthcare.com

¢

PELITAS

iPAS - Integrated Patient Access Solutions
pelitas.com

% TruBridge

TruBridge RCM Solution

trubridge.com

PMMC

Driving financil performance.

PMMC EstimaTor PRO
PMMC ConrtracT PRO

pmmconline.com

AN
N WAYSTAR

Patient Pay Optimization
Revenue Integrity

Claim Management
waystar.com

ROI CALCULATOR

O preMIER

ERP

premierinc.com/solutions/finance-operations

htma

Peer Review

Learn More!

Balance:
HealthCare

ClearBalance® ROI Value Model™

clearbalance.org

PEER
REVIEWED
—byHFMA—

hfma

The Heartbeat of Progress
hfma.org

hfma.org/peerreview

*HFMA staff and volunteers determined that these healthcare business solutions have
met specific criteria developed under the HFMA Peer Review process. HFMA does not
endorse or guarantee the use of these healthcare business solutions or that any results
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from the president

Haven and the dynamics of
transformational change

JOSEPH J. FIFER
FHFMA, CPA

President and CEO, HFMA
¥ @HFMAFifer

In some ways, it’s not surprising that Haven, the
high-profile company launched three years ago by
Amazon, Berkshire Hathaway and JP Morgan Chase,
has called it quits.

Haven is the latest in a long line of frustrated
power brokers that have failed to “fix” healthcare,
which is, without a doubt, the most complex industry
in the United States. Fragmentation, the bifurcation
between public and private insurance and amorphous
transactions that involve multiple parties make
healthcare a uniquely challenging industry.

According to an analysis by The Wall Street
Journal from Jan. 7, Haven struggled, in particular,
with the lack of cost and price transparency and the
challenges of collaboration among groups with differ-
ent needs. Sound familiar? It should. It’s a variation
on evergreen issues that have been a source of frus-
tration to all legacy healthcare stakeholders.

Nevertheless, it’s imperative that our nation figure
out how to reduce the total cost of care and rein in the
growth of healthcare spending. The country’s eco-
nomic viability depends on it. Finance leaders should
not be breathing a sigh of relief because a potentially
gargantuan disrupter has left the stage. Quite the oppo-
site — Haven’s entrance and exit signal a tremendous
unmet need and acute market demand for transforma-
tional change. Numerous others are working tirelessly
to disrupt what everyone agrees is a misaligned and
maladapted healthcare delivery system.
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Finance leaders should take a page from the
playbook of physician executive Zeev Neuwirth,
MD, author of Reframing Healthcare: A Roadmap
for Creating Disruptive Change. Neuwirth’s vision
is areoriented, consumer-centric and humanistic
healthcare system that substantially improves
how consumers purchase, utilize, experience and
benefit from it. His profound insights and compel-
ling market discernment clearly illustrate that the
digital technology and retail disrupters entering
healthcare are not just consumer-oriented but
actually consumer obsessed. If legacy healthcare
stakeholders don’t realize that, Neuwirth says,
they’ll become increasingly less relevant. His exam-
ples underscore that it’s already happening. (By
the way, I don’t think healthcare has heard the last
from Amazon, in particular.)

Neuwirth’s ideas about reframing healthcare
should be adopted and operationalized — using rele-
vant, accurate and timely data to improve quality and
safety, advance the consumer relevance of traditional
healthcare delivery and put spending growth on a
sustainable trajectory. Legacy stakeholders can’t wait
for others to do it for them. Nor should they attempt
to run out the clock on fee-for-service payment and
legacy business models. Business school case studies
are replete with the disastrous outcomes of that con-
servative strategy.

Consider this: Haven brought the resources of
three extremely powerful and iconic businesses
to bear on transforming healthcare value. Haven’s
downfall may have been that it did not grasp the
opportunity and need to frame a new approach and
create next-generation business models. Recognize
this turn of events as a signal, and see it as an
opportunity — an opportunity to seize the moment
and create a new healthcare, while we still have the
runway to make it happen. I
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Healthcare experience and

financial solutions you can rely on.

Our dedicated team understands
excellenceis in the details.

Regions provides healthcare companies
with quality service and financial
guidance from a team of professionals
who specialize in various subsectors

of the industry. Our local, relationship-
oriented bankers listen to your needs
first and then create effective solutions
tailored to help meet your company’s
strategic and financial objectives.

From equipment and working capital
financing to long-term growth and
capital solutions, we focus on the details
of today while helping you meet your
goals for tomorrow.

To learn how we can help your
company, contact your local
Commercial Relationship Manager
or visit regions.com/healthcare.

A REGIONS BANK

Commercial Banking | Industry & Local Experience | Capital Markets & Advisory Services | Comprehensive Financing Solutions

Investment, Annuities and Insurance Products Banking products and services, including lending, financial risk management, and treasury and payment solutions, are offered by Regions Bank.
Are Not FDIC Insured | Are Not Bank Guaranteed | May Lose Value | Are Not Deposits Deposit products are offered by Regions Bank, Member FDIC.

| Are Not Insured by Any Federal Government Agency | Are Not a Condition of Any Banking Activity | {2} © 2021 Regions Bank. All rights reserved. Regions Securities is a registered service mark of Regions Bank and is used under license for the
&es corporate and investment banking services of subsidiaries of Regions Financial Corporation. Regions, the Regions logo and Regions Securities
are registered trademarks of Regions Bank and are used by its affiliates under license. The LifeGreen color is a trademark of Regions Bank.




