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 FROM THE CHAIR   INSIDE HFMA   CHAPTER NEWS

2021-22

Boldly promoting health equity
is key to a better tomorrow

TAMMIE L. JACKSON
FHFMA, CHFP, MHA

Chair, HFMA

“It’s good to see you!” Two years ago, this custom-
ary greeting might have been muttered with little to 
no thought. That was before. 

But when chapter leaders gathered July 25-27 
in Orlando for HFMA’s 2021 Leadership Training 
Conference (LTC), the greeting was exclaimed 
with heartfelt sincerity, because it was true! While 
we were careful to exercise social distancing, it 
was refreshing to gather with our chapter leaders 
to plot our path forward. We talked about what 
defined “before” for us as healthcare professionals, 
what we learned over these past 18 months or so 
and how we can be better. 

What has resonated with me during the pandemic 
is the incredible disparity we witnessed in disease 
prevalence, mortality rates and access to care as a 
result of the risks associated with social determi-
nants of health (SDoH). Although health disparities 
have been well documented for years, the pandemic 
revealed these issues in undeniable ways. 

When it comes to SDoH, one might think, “This 
problem is too big,” or “It’s not mine to fix,” or even as 
LTC keynote speaker Anton Gunn, the former head of 
the O¥ce of External A�airs at the U.S. Department 
of Health and Human Services, said, “If someone gets 
ahead, it means I will lose something in exchange.” 

In fact, none of that is true. Yes, the problems 
are big, but we can — and should — have an impact. 
And we certainly can promote health equity without 
losing.  

We can track data across socioeconomic metrics to 
ensure our revenue cycle processes and practices do 
not exacerbate SDoH in inequitable ways. Our digital 
front doors provide an opportunity to meet patients 
where they are with transparency and customiz-
able options that can reduce their financial burden. 
Even telehealth, when intentionally deployed to be 
inclusive, can provide such promise for all patients 
regardless of challenges. Health equity — simply 
put — means we all have an equal opportunity to 
be healthy. This premise does not describe today’s 
reality, and we can no longer claim we are not aware 
of that fact. As healthcare finance professionals, we 
must be bold in thought and approach.

It is not lost on me that this month will mark the 
passage of two decades since another tragic event 
that changed our lives forever: Sept. 11, 2001. So 
much loss that day and so much lost — such that we 
will never forget. I remember rushing to pick up my 
son early from preschool that day. It’s interesting 
that much like the sentiment back in July at LTC, it 
was critically important that I hug him and tell him so 
sincerely, “It’s good to see you!” May we all recall that 
kind, empathetic sentiment as we forge this Bolder. 
Brighter. Better. path forward. ❚
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Business Profi le: Sponsored by athenahealth

Pandemic era requires fl exible 
revenue cycle solutions

In this Business Profi le, Serene Munroe, executive director, product management at 
athenahealth, explains why fl exible billing solutions are crucial now more than ever.

How do you help healthcare 
organizations?

Something we keep top of mind is how we 
can make our solutions more effi  cient and 
reduce our customers’ cost to collect. This 
is crucial for meeting their business metrics 
and to expand their mission and grow as a 
healthcare organization. 

Our athenaIDX™ enterprise revenue cycle 
management solution is known for its ability 
to deliver operational success for customers. 
It offers tools and solutions organizations 
need to lower or even eliminate touch and 
leverage best-practice workfl ows that drive 
effi  ciency. Organizations are increasingly 
shifting to management of complex billing 
cases, so it is even more important to sim-
plify repetitive functions.

What are some of the biggest 
challenges for healthcare 
organizations, and how do 
your service offerings help 
address these needs? 

The market is consolidating, and healthcare 
organizations are dealing with increased 
complexity as they scale-up. 

Many healthcare organizations are 
managing multiple types of payment models 
and are looking to cut costs, while ensur-
ing they get accurately compensated for 
services billed. Taking on new customers, 
expanding provider networks and managing 
multiple complex billing environments at the 

right level quickly, effi  ciently and gracefully 
are challenges many of our customers are 
facing. Our solution enables the ability to 
add on new providers easily and manage that 
complexity with the right tools. 

The shift to remote-based workforces 
during the COVID-19 pandemic has been 
another challenge organizations have been 
facing over the past year. With the remote 
model, different management styles and 
analytics are needed. Organizations are look-
ing to ensure they keep remote employees 
engaged and that the quality of the work and 
productivity stays high.

Additionally, burnout is a big problem. 
Simplifying complex billing processes as 
much as possible for staff is important to 
minimize burnout.

Did you introduce new 
services to address changing 
needs arising during the 
COVID-19 pandemic?

Our strategy has always focused on reducing 
the number of touches each user must do to 
complete a task. We streamline workfl ows 
and surface tasks for the right staff, so 
there is not a lot of verbal or manual handoff 
needed between individuals. For remote 
workforces, this is even more important; you 
do not want employees repeating unneces-
sary processes. 

Before the pandemic hit, we were working 
on a cloud-based gamifi cation application 
that allows organizations to analyze their 

employees’ workfl ows in real time and 
boost revenue cycle performance. Dubbed 
athenahealth Gamify, this solution launched 
last September.

Employees win the game by working their 
tasks more effi  ciently and effectively than 
their peers. Managers can see how pro-
ductive their employees are, where they are 
spending time and where the potential road-
blocks are. It changes the culture of revenue 
cycle management, enabling employees to 
engage with their managers and peers at a 
whole different level. The work is not repeti-
tive; it is fun. 

Having that tool ready to bring to the 
market at a time when people were moving 
to remote work was a huge win for us and 
our customers. One customer gained an 18% 
increase in hold bills productivity and 3.3 
days of output per user per month, reducing 
operating costs. 

What are some key 
considerations for healthcare 
leaders when choosing this 
type of product or service? 

When looking at a revenue cycle solution, 
healthcare organizations need to make sure 
to look at things that will make a difference 
in their environment. It is important to 
partner with a solutions provider that is a 
good partner in your ecosystem who can 
accommodate your unique needs. Is your 
workforce as productive as possible and do 
you have the right tools to make sure that 
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    athenahealth partners with medical organizations across the country to 
drive clinical and fi nancial results. Our vision is to create a thriving ecosystem that delivers accessible, high-quality, and 
sustainable healthcare for all, and we are pursuing this through our medical record, revenue cycle, patient engagement, 
and care coordination service offerings. Our expert teams build modern technology on an open, connected 
ecosystem, yielding insights that make a difference for our customers and their patients. For more information, please 
visit athenahealth.com.

happens? Having a partner like athen-
ahealth and solutions such as athenaIDX 
and athenahealth Gamify let you create best 
practices and consolidate workfl ows. 

Another key consideration is scalability. 
Having a platform that enables the organi-
zation to scale — and being able to do it at a 
lower cost — is paramount. 

What advice would you offer 
to healthcare leaders when 
choosing among vendors? 

I would look at how healthcare is changing. 
Workforces are shifting to partially or fully 
remote models. There is an increasing focus 
on value-based care arrangements. Payers 
are coming up with new requirements around 
telehealth and other new visit types that are 
becoming more predominant. Consolidation 
is increasing. I think organizations must 
have a partner that addresses these needs in 
the healthcare market. Having insight about 
what the business landscape will look like 
tomorrow and fi ve years from now — not the 
previous fi ve years — is going to be critical 
for success.

Can you elaborate more on 
value-based arrangements, 
and how your solutions 
meet needs in this area?

We have a single, integrated platform that 
works across many models of care. One 

element of our solution is our Financial 
Risk Manager that lets organizations 
manage various value-based care arrange-
ments, so it becomes seamless for them to 
manage member groups with different risk 
models on athenaIDX. Employees have full 
visibility into the current status of patients 
and what their benefit plans are. On the 
financial side, they know the level of reim-
bursement and how claims are being paid 

What are you expectations for 
telehealth post-pandemic?

Payers are still learning how to handle 
telehealth reimbursement, but we are getting 
to a place where people know what to 
expect. Certainly, providers and patients are 
becoming more comfortable with the con-
cept, and the billing models are following. 
We are seeing stronger and more consistent 
reimbursement on claims for those kinds of 
visits. I expect telehealth is here to stay.

As healthcare organizations 
integrate your product or 
service into their day-to-
day operations, what advice 
would you offer to set 
themselves up for success? 

Through athenahealth’s Advisory Services, 
we make sure that customer needs are 
met and that our revenue cycle solution is 
optimized for their organizations. If we see 

potential actionable trends in their data, 
we work with them to help identify the root 
cause and whether they need recommen-
dations or services from our team as each 
customer has a slightly different model of 
operating. We tailor our approach depending 
on their needs. 

Do your customers interact 
with each other?

athenahealth offers several forums for cus-
tomer collaboration including topics such as 
value-based care, patient access, workfl ow 
management, and best practice tips and 
tricks. In addition, we facilitate community 
groups and host in-person user events.

What educational materials 
have you developed to 
help healthcare providers 
in these efforts? 

We have various materials on our community 
portal, including training videos, webinars, 
documentation on new features and case 
studies. The industry can also stay up to date 
with our news on Twitter @athenahealth. Our 
experts are always welcoming conversations 
on how we can support the healthcare indus-
try; all are encouraged to reach out. 

Serene Munroe is executive director 
of product management at 
athenahealth.
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HFMA’s editorial 
team earns 16 awards
for excellence

The Winter 2020-21 hfm cover story about deferred 
healthcare earned an Azbee National Gold Award in the 
print feature category and the Stephen Barr Award.

So far this year, HFMA’s editorial 
team has earned a total of 12 awards 
for articles published in hfm and 
four awards for episodes of the 
Association’s “Voices in Healthcare 

Finance” podcast produced in 2020:
• Eleven of the honors — five national awards 

and six regional awards — were presented by 

the American Society of Business Publication 
Editors (ASBPE). 

• Five of the wins were presented by the 
Association Media & Publishing Network. 

“I am always so proud of the editorial 
content we share with HFMA members via 
our magazine, daily online news posts, blogs, 
newsletters and podcasts because I know it is 
valuable to our members’ careers,” said Rick 
Gundling, HFMA’s senior vice president of 
content and professional practice guidance. 
“The fact that this content has been recognized 
this year reinforces the value of our content in 
helping our members stay on top of the news, 
best practices and trends a�ecting the financial 
management of healthcare.”

AZBEE AWARDS OF EXCELLENCE
HFMA was honored with five national Azbee 
Awards of Excellence, presented by ASBPE at its 
online celebration May 13: 
• National Gold Award – Print Feature 

(10 or more issues per year): “Healthcare 
organizations prepare for sicker patients in 
2021 due to deferred care,” the hfm Winter 
2020-21 cover story.

• National Silver Award – Q&A: “Hard truths 
about the state of the healthcare industry,” 
the hfm January 2020 cover story. 

• National Silver Award – Magazine/Newspaper 
Redesign: The January 2020 issue of hfm, 
which featured a cover portrait of HFMA 
President and CEO Joseph J. Fifer and the 
magazine’s new, easier-to-read redesign. 

• National Bronze Award – Podcast: The “Voices 
in Healthcare Finance” episode, “Election 
special: As the votes are tallied, we look 
at what the possible outcomes mean for 
healthcare.”

• The Stephen Barr Award, which recognizes 
the best article across all feature writing 
categories, was presented to Rich Daly, then 
a senior editor at HFMA, for his cover story 
“Healthcare organizations prepare for sicker 
patients in 2021 due to deferred care.” 

 INSIDE HFMA 

DEBORAH FILIPEK
dfilipek@hfma.org

The cover story of the 
Winter 2020-21 issue 
of hfm earned two 
national Azbee Awards: 
Gold Print Feature
and the Stephen 
Barr Award.

WINTER 2020-21 | healthcare financial management association | hfma.org
hfm

WHERE DID OUR
SICKEST PATIENTS GO?SICKEST PATIENTS GO?

How missed care will cost providers in 2021

2020s
M&A

OUTLOOK

Robert Fields, MD,
is SVP and CMO for Population 
Health, Mount Sinai Hospital

DEALING WITH THE 
STRESSES OF THIS
HOLIDAY SEASON

MARCUS WHITNEY LAUNCHES FUND FOR BLACK-LED HEALTHCARE VENTURES

healthcare financial management association | hfma.org
hfmhfm EXPERT REVIEWED:

HOW MATERNITY 
CARE CAN BENEFIT 

FROM BUNDLED
PAYMENTS

VOLUME TO
VALUE AND

LESSONS
LEARNED
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 According to the ASBPE Foundation, which 
distributes the award, “Daly’s article was very 
timely and o�ered development on one of the 
biggest concerns in the health care finance 
business.”

“Rich is a reporter with a real knack for 
finding untold stories and was one of the first 
reporters to shine a light on the issue of deferred 
care,” said Brad Dennison, HFMA director of 
content strategy. “I’m really proud of the jour-
nalistic ground that was broken with this story 
and so pleased that ASBPE judges recognized 
just how special it was.”

Daly, who discussed the award-winning story 
during the online event, said he was honored by 
being recognized with the Stephen Barr Award. 

 INSIDE HFMA 

Regional Azbee 
Awards 
HFMA earned the following 
regional Azbee Awards in April,  
which slated the entries as 
national competition finalists: 

• Regional Gold Award –  
Print Feature: “Healthcare 
organizations prepare for sicker 
patients in 2021 due to deferred 
care,” Winter 2020-21 hfm

• Regional Gold Award – 
Podcast: “Election special: 
As the votes are tallied, we 
look at what the possible 
outcomes mean for 
healthcare”

• Regional Silver Award – 
Q&A: “Hard truths about 
the state of the healthcare 
industry,” January 2020 hfm

• Regional Silver Award – 
Magazine/Newspaper 
Redesign: January 2020 hfm.

• Regional Bronze Award – 
Front Cover Design: “Directing 
innovation in the supply chain,”  
November 2020 hfm

• Regional Bronze Award 
– Podcast: “Telehealth 
opportunities in oncology, and 
Stever Robbins shares the secret 
to tackling email overload”

AM&P EXCEL 
Awards
HFMA was also honored 
with five EXCEL Awards from 
the Association Media & 
Publishing (AM&P) Network 
during a June 16 virtual 
awards presentation. 
The AM&P Network 
awards earned by HFMA 
sta® were:

• Gold EXCEL Award – 
Digital Media – Podcast: 
“Election special: As the 
votes are tallied, we look 
at what the possible 
outcomes mean for 
healthcare”

•  Gold EXCEL Award – 
Magazine – Redesign: hfm
Winter 2020-21 issue 

• Silver EXCEL Award – 
Journals – Design Excellence:
hfm Q4 2020 editions

• Silver EXCEL Award – 
Journals – General Excellence: 
hfm Q4 2020 editions

• Bronze EXCEL Award 
– Magazines – Design 
Excellence: hfm Q4 2020 
editions

“These awards are great validation for a team doing amazing work,” 
said Brad Dennison, HFMA director of content strategy. “It’s worth 
mentioning that in both competitions, we were competing against 
some big national names, so all the more impressive. We are fortunate 
to have a world-class editorial team and an organizational culture 
that paves the way for this level of work. I’m very proud of our 
achievements and HFMA.”

ASBPE is a national organization whose purpose is to serve and advance the 
profession of editing for business publications and to encourage the highest 
ethical standards at those publications.

The AM&P Network unites media, content and publishing sectors across B2B, 
association media and specialized information publishing.

About the author

Deborah Filipek is a senior editor at HFMA, Westchester, Ill.

hfm
 hfma.org

HARD 
TRUTHS

JANUARY 2020  | healthcare financial management association 

HFMA PRESIDENT AND CEO JOE FIFER
TALKS ABOUT HEALTHCARE'S NEED 
FOR 'COURAGEOUS LEADERSHIP'

SPECIAL EDITION:  HEALTHCARE IN THE 2020s

 The January 2020 issue of hfm earned two 
national Azbee Awards of Excellence: National 
Silver in the Magazine/Newspaper Redesign 
category and National Silver in the Q&A category 
for its “Hard Truths” cover story.

 INSIDE HFMA 
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 INSIDE HFMA 

HFMA recognizes the winners of 
its 2020-2021 Best Article Award

The award-winning articles were selected by a panel of five leaders 
in the healthcare industry who review each expert-reviewed article 
published in hfm.

DEBORAH FILIPEK
dfilipek@hfma.org H FMA is pleased to recognize 

the winners and runners-up 
of the Helen Yerger/L. Vann 
Seawell Best Article Award 
for outstanding editorial 

achievement in hfm magazine in fiscal year 
2020-2021. Articles are judged on the writers’ 

demonstration of technical quality and writing 
skills and contributions to the literature of 
healthcare finance professionals.

The following three articles are the FY21 recip-
ients of HFMA’s Best Article Award. The 
runners-up are recognized together.

BEST ARTICLE | May 2021 hfm

“The economics of a telehealth visit: 
A time-based study at Penn Medicine”

Summary: Research into the costs of delivering telehealth versus 
in-person visits by the Department of Orthopaedics at Penn 
Medicine sought to answer the health system's questions about the 
long-term economic viability of telemedicine services, and to help 
inform their conversations with payers about how much they should 
appropriately be paid for the services.

 COVER STORY   EXPERT REVIEWED   COMMENTARY  

NEIL RAVITZ, MBA
Neil.Ravitz@

pennmedicine.upenn.edu

SEAN LOOBY, MHA
Sean.Looby@

pennmedicine.upenn.edu

CALVIN JORDAN, MBA
Calvin.Jordan@

pennmedicine.upenn.edu

ANDREW KANOFF, MHA
Andrew.Kano� @

pennmedicine.upenn.edu

EXPERT REVIEWED

The economics of a 
telemedicine visit: 
A time-based study 

at Penn Medicine 
Should a healthcare organization reasonably 

expect to be paid the same or nearly the same 
rate for delivering telemedicine services as 

it receives for comparable services delivered 
in-house? Answering this question is critical to 

ensuring telemedicine's future profi tability.

A t the onset of the COVID-19 pandemic, payers, providers and patients all embraced 
telehealth seemingly overnight, regardless of their stance on its use before the 
pandemic. 

Since then, however, the spike in the use of telemedicine services has generally 
subsided, and providers have been left with many unanswered questions about the 

long-term economic viability of telemedicine services.
From the patient’s perspective, the continued availability of telemedicine services used appropri-

ately and in place of an in-person visit is a clear win: Patients can receive care in the comfort of their 

26 | HFM MAGAZINE | MAY 2021

NEIL RAVITZ, MBA SEAN LOOBY, MHA CALVIN JORDAN, 
MBA

ANDREW KANOFF, 
MHA
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 INSIDE HFMA 

BEST ARTICLE | October 2020 hfm

“Telemedicine is 
exploding, but 
where is the ROI for 
health systems?”
Summary: As a result of the 
COVID-19 crisis, telehealth has 
gained broader acceptance 
and use than was seen at any 
time prior to the pandemic. Yet 

barriers and challenges continue to impede its widespread 
adoption. Economic models used by leading health systems 
provide insight into how to overcome these barriers to 
achieve a successful ongoing virtual enterprise.

RUNNERS-UP, BEST ARTICLE

“How to leverage the 
telemedicine surge 
to create a profi table 
telehealth model”
Lucy Zielinski
Daniel J. Marino

Summer 2020 hfm

Summary: Healthcare fi nance leaders can 
help their organizations establish profi table 
telehealth programs following the COVID-19 
pandemic by focusing now on the economic 
and operational drivers that will determine the 
success or failure of such programs.

“Optimal use of APPs can 
enhance a health system’s 
post-COVID-19 fi nancial 
recovery”
Zachary Hartsell, DHA, PA-C
Dane Ficco 
Laurie English

Summer 2020 hfm

Summary: A strategy by Excela Health in 
Pennsylvania, which focused on integrating 
and optimizing the advanced practice provider 
workforce, o® ers a practical road map for how 
best to pursue such an undertaking.

“340B Program success 
depends on the quality of 
self-auditing”
Brian Matney,  CHFP, CPA

February 2021 hfm

Summary: Healthcare organizations 
participating in the 340B Drug Pricing Program 
should self-audit their compliance with the 
program to ensure its ongoing success and 
e® ectiveness.

BEST ARTICLE | September 2020 hfm

“How to develop 
a winning pricing 
strategy in the 
post-COVID-19 
consumer market”
Summary: Providers and health 
plans should prepare for federally 
imposed price transparency 
mandates by developing 
comprehensive pricing strategies tailored to their specifi c 
market positions, fi nancials and operational objectives. 
These organizations should consider key implications of the 
price transparency 
rule and market 
trends when 
designing such a 
strategy.

A s health systems raced to expand access, retain patients and deliver 
critical services virtually in response to the COVID-19 crisis, the growth 
of telemedicine was well documented. The combined e� ects of relaxed 
regulation, increased demand and ubiquitous accessibility of cloud-based 
technologies catalyzed what could be characterized as “digital health’s 

crowning moment.”
The pandemic created the need for remote healthcare, enabling nascent telemedicine initia-

tives and companies to take advantage of the untapped receptivity among many patients and 
physicians to engaging in virtual encounters. In March and April of this year alone, 22 telehealth 
companies raised venture capital.a

Nonetheless, sweeping questions remain around the economic viability of the telehealth 
model for health systems. As leaders of cash-constrained health systems prepare for the post-
COVID-19 future, with its vision of virtual care woven into the fabric of the U.S. delivery system, 
they can achieve that vision only by pursuing a fi nancially sustainable business model. To help 

a. Healthcare Growth Partners, “COVID-19: Telemedicine’s Catalyst,” May 4, 2020.

EXPERT REVIEWED

Telemedicine 
is exploding, but 

where is the ROI
for health systems?

Telehealth is well on its way to having 
much broader acceptance and use than 
at any time prior to the COVID-19 crisis. 

Yet there continue to be barriers and 
challenges to its widespread adoption.

EZRA MEHLMAN, MBA
emehlman@hepfund.com

DAVE TAMBURRI, MBA
dtamburri@hepfund.com

30 | HFM MAGAZINE | OCTOBER 2020

Healthcare is on the verge of a new era of price transparency and a value revolution 
for providers, health plans and patients. On Nov. 15, 2019, the Department 
of Health and Human Services (HHS) released a fi nal rule on  hospital price 
transparency, as well as a proposed rule on coverage transparency for health 
plans, both of which are set to take e­ ect Jan. 1, 2021.a These new rules require 

unprecedented levels of transparency of negotiated rates, which will have far-reaching impacts 
on the healthcare system now and in the post-COVID-19 healthcare market. 

The focus here is primarily on the impact of the hospital price transparency rule on provider 
organizations, and on health systems in particular.b Provider executives should fully understand 
how their organizations will be a­ ected by this rule, as shown in the exhibit on page 34, and 

a. Department of Health and Human Services (HHS), “Medicare and Medicaid Programs: CY 2020 hospital outpatient 
PPS policy changes and payment rates and ambulatory surgical center payment system policy changes and payment 
rates. Price transparency requirements for hospitals to make standard charges public,” Federal Register, Nov. 27, 2019; 
and IRS, Department of the Treasury, and HHS, “Transparency in coverage,” Federal Register, Nov. 27, 2019.

b. The implications of the proposed Transparency in Coverage rule for health plans and for patients and consumers 
are discussed in an expanded version of this article at hfma.org/topics/hfm/2020/landing-september.html.

KEVIN SEARS, MHA
kevin.sears@

bdcadvisors.com

CHRISTOPHER 
C. SUKENIK

chris.sukenik@
bdcadvisors.com

EXPERT REVIEWED

How to develop a 
winning pricing strategy

in the post-COVID-19 
consumer market

Price transparency mandates imposed by the 
U.S. Department of Health & Human Services 

will require providers to develop comprehensive 
pricing strategies tailored to their specifi c market 

positions, fi nancials and operational objectives.

32 | HFM MAGAZINE | SEPTEMBER 2020
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Affi  nity Group: Sponsored by Grant Thornton

How human capital analytics can help 
providers attract and keep top talent

As anyone who works in the sector knows, 
healthcare faces intense fi nancial and work-
force pressure in the wake of the pandemic. 
The AHA estimates that hospitals and health 
systems lost $323 billion in 2020. At the 
same time, competition for a shrinking pool 
of qualifi ed talent has deepened now that 
the worst of the crisis is over. Three of 10 
front-line healthcare workers, many of them 
reporting symptoms of PTSD, indicated 
they’re considering leaving the fi eld.a

Add these sobering numbers to the 
well-documented shortage of healthcare 
workers that existed long before COVID-19, 
and it’s clear that healthcare organizations 
have hurdles ahead.

With a rapidly aging population and 
burgeoning demand for medical services, 
healthcare providers can’t afford to lose their 
most capable skilled and unskilled people. 
To remain competitive in an environment of 
heightened uncertainty and worker scarcity, 
they need fresh ways to make smarter, more 
judicious use of their workforce, keep their 
best talent, differentiate themselves as a 
rewarding place to work and motivate the 
most qualifi ed candidates to climb on board.

Differentiation builds loyalty

Employee benefi ts and total rewards pack-
ages are vital to an organization’s ability to 
edge out the competition in attracting and 
retaining qualifi ed people.

The range and types of benefi ts and 
rewards offered also send messages to 
potential candidates as well as existing 

a. “AHA report: Hospital fi nancial losses from COVID-19 
expected to top $323 billion in 2020,” June 2020, and “Burned 
out by the pandemic 3 in 10 healthcare workers consider 
leaving the profession,” Washington Post, April 22, 2021.

employees about the organization’s values 
and attitudes toward its people.

Benefi ts and rewards can allow orga-
nizations to meaningfully differentiate 
themselves in the market. That differentia-
tion can build loyalty and bolster attraction 
and retention.

When it comes to developing benefi ts and 
rewards programs, however, providers tend 
to focus on benchmarking — measuring how 
well their offerings compare with those of 
competing organizations and the industry 
overall.

This approach makes sense, to an extent. 
Providers need to know how their benefi ts 
stack up against the competition. But 
benchmarking isn’t enough, particularly in a 
post-pandemic world of fi nancial precarious-
ness and employee ambivalence.

“The health crisis has spurred organi-
zations to start rethinking talent attraction 
and retention,” said Tim Glowa, a principal, 
and  employee listening and human capital 
analytics lead at Grant Thornton.

Preference analytics

In addition to benchmarking externally, 
providers are beginning to look internally at 
their rewards and benefi ts and listen to their 
workforce using an analytics-driven strategy 
called employee preference optimization.

“The typical organization in the United 
States wastes about $5,000 per employee 
per year by giving people benefi ts and 
rewards they don’t value,” Glowa said. “We 
can help providers change that.”

Employee Preference Optimization 
(EPO) is a tool that organizations can use 
to deliver more value to employees while 
also saving money. EPO can be applied 
broadly to optimize an organization’s 

total rewards plan or can be focused only 
on specifi c program or employee markets 
(executive rewards, expat optimization or 
executive MBAs).

“Using this approach, we can help orga-
nizations design programs that 70% to 80% 
of employees think are better than what they 
have today and that potentially save $2,000 
to $3,000 per person per year,” he said.

The preference analysis is custom-
tailored to organizations’ specifi c priori-
ties and parameters and will yield reliable 
insights, not only illustrating which rewards 
employees want most, but the trade-offs 
they are willing to make, as well. They cannot 
realistically have everything, but EPO can 
pinpoint the mix of benefi ts and rewards that 
most closely matches employees’ needs, 
given where they are in their careers or 
personal lives.

What benefi ts would a specifi c population 
of employees prefer and what would they be 
willing to trade for those more meaningful 
benefi ts instead? How can the organization 
provide that optimal mix of benefi ts and 
rewards more cost-effectively by shifting 
fi nancial resources to the programs that 
matter most?

Listening closely

“It’s really important to understand what 
those preferences are,” said Ashley Edwards, 
senior manager, Human Capital Services. 
“And it’s not just about benefi ts and com-
pensation. Things like career progression, 
learning and development programs, and 
work-life balance also come into play. 
For instance, organizations could offer a 
sabbatical for employees who are in danger 
of burnout to keep them engaged. The key is 
listening, and we can use this employee-
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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.

Our clients take advantage of our collective knowledge, gained from 
long experience in and with healthcare organizations. More than 
400 Grant Thornton healthcare professionals deliver solutions 
focused on growth, transformation, and protecting core assets. 

listening technique to better understand 
what employees really value.”

EPO is based on conjoint analysis, a 
type of statistical analysis often used in 
marketing to understand how customers 
(in this case, employees) value different 
components or features of their products or 
services (benefi ts and rewards).

Which would they prefer, for example: 
twice the amount of life insurance or an extra 
week of vacation per year? An increase in 
pay at 2%, 4% or 6% or three visits per year at 
the health system’s center of excellence for 
an aging parent or a fi tness benefi t for them-
selves at a given dollar value per month?

“We work with our clients to understand 
the population they’re having concerns with,” 
Edwards said. “We target the population by 
working with the HR team to understand their 
areas of interest and can focus on specifi c 
employee groups.”

Modeling scenarios

Insights gleaned from preference survey 
data can help organizations pinpoint where 
resources are being wasted on benefi ts and 
programs that employees would be willing to 
give up for more meaningful alternatives. A 
health system might see huge enrollment in 
one program versus another that is costing 
the organization a lot of money but gener-
ating little interest. The organization can 
improve attraction and retention by shifting 
resources to the preferred benefi t, reducing 
costs in the process.

Preference survey fi ndings led one 
health system to implement a program that 

provided a certain number of medical visits 
per year to the aging parents of a subset of 
employees, according to Edwards.

Providers can also dive into specifi c 
benefi t areas to understand what their 
people value. “An organization may believe 
employees want additional employer retire-
ment contributions but discover through 
a preference survey that they really value 
having more fl exible work arrangements, 
such as four-day summer work weeks,” she 
said. “We’re able to see those preferences in 
real time.”

The analytics platform enables 
modeling of the cost implications of various 
hypothetical benefi ts scenarios as well. 
The simulations help providers identify 
cost-saving opportunities while developing 
programs that more closely mirror the pref-
erences of specifi c employee populations or 
the workforce at large.

Predicting ‘fl ight risk’

In many cases, organizations offer benefi ts 
purely based on what seems attractive or 
what the competition is offering. However, a 
preference survey may reveal that there are 
certain benefi ts that are a signifi cant cost to 
the employer, but that employees consider 
disproportionately less important. That num-
ber may be large enough to warrant replacing 
the benefi t with another option (e.g., a 
larger professional development stipend) 
that reduces the total cost of benefi ts per 
employee per year as well.

Machine learning can be used to 
predict, with a high degree of reliability, the 

employees who are at high, moderate and 
low risk of leaving the organization within 
given time frames. Providers can proactively 
target individuals in the fl ight-risk group who 
are high-performing employees with specifi c 
benefi t and reward offers, based on their 
preferences, that could motivate them to 
stay with the organization, rather than move 
to a competitor. 

“Benchmarking is not enough, particu-
larly in a post-pandemic world of fi nancial 
precariousness and employee ambivalence; 
differentiated benefi ts and rewards that are 
meaningful to employees are inconsistent 
with benchmarking to the 50th percentile,” 
Glowa said. 

“Not surprisingly, aligning total rewards 
with the market median often does not 
result in offerings that are meaningful to 
your employees or that differentiate your 
programs from your competitors. 

“We can help organizations design a 
program holistically and support the com-
munication, change management and rollout 
to employees that goes with it,” Glowa said. 
“But we can also drill down to the level of an 
individual employee by understanding what 
that individual cares about. Don’t offer that 
person a higher retirement plan contribu-
tion if what’s important to them is work-life 
balance and more vacation time with their 
kids. That’s the hot button you need to press 
to engage them and motivate them to stay. 
Our goal is to help organizations make better 
decisions about their most important asset, 
their people, and to give them the data that 
they need to make those decisions with 
confi dence.”
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 CHAPTER NEWS 

LTC keynote speaker 
Anton Gunn stressed 
the importance of 
socially conscious 
leadership.

CRYSTAL MILAZZO
cmilazzo@hfma.org

Chapter leaders attend 
unique training event

Like so many things this year, HFMA’s 2021 Leadership Training 
Conference (LTC) was a little di�erent. 

A pproximately 350 leaders 
from HFMA’s 63 chapters 
gathered July 25-27 in 
Orlando, Florida, for the 2021 
LTC. Chapter o¥cers attend 

the annual event to learn more about their 
volunteer roles and plan for the coming year. 
The LTC also provides an opportunity to interact 
with other leaders from across the country, 
exchange ideas and share best practices. This 

year’s event was also a reunion of sorts, as it 
had been more than two years since the last 
in-person LTC.

“The HFMA chapter volunteer leadership 
community really is an extended family,” said 
Brianna Engeseth, a programs administrator 
who works with HFMA’s chapters at the national 
level. “So it was like a big family get-together.”

WHAT WAS DIFFERENT
The 2021 LTC was unlike previous years in 
that it was a hybrid event, o�ering content 
both in person and virtually. This approach 
provided another way for more leaders to par-
ticipate, including those who couldn’t be there 
in person whether due to health and safety 
concerns, travel restrictions or other reasons. 
According to Engeseth, 115 attendees chose 
the virtual option. 

“Those who attended virtually were grateful 
for the option,” she said. “It enabled volunteer 
leaders who typically don’t get to attend the LTC 
to participate.”

Another di�erence this year due to plan-
ning the LTC during the height of the pandemic 
was the lack of a conference-wide networking 
activity. Past such events, which included 
chapter team competitions often tied to a char-
ity, have been a highlight of the LTC. Engeseth 
said many regions and chapters took advan-
tage of the free time to go out and network 
with their local peers.
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 CHAPTER NEWS 

WHAT WAS THE SAME
As in previous years, LTC attendees partici-
pated in o¥ce-specific training sessions as well 
as programs on more general leadership-related 
topics such as accountability, communication 
and member engagement. General session 
speakers included Joseph J. Fifer, HFMA's 
President and CEO, and Tammie L. Jackson, 
HFMA’s 2021-22 National Chair. Anton Gunn, 
a former state legislator and senior adviser 
to President Barack Obama, was the 2021 LTC 
keynote speaker. 

WHAT TO EXPECT
Engeseth said local chapter members can look 
forward to a great year as a result of what their 
leaders learned at the 2021 LTC.

 “Members can take heart in knowing that 
their local volunteer leaders are highly engaged 
and ready to provide excellent education and 
networking opportunities — whether virtually or 
in person,” she said. 

  As a part of health and safety precautions, LTC attendees 
sat in pre-assigned, socially distanced seats. 
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 PEOPLE 

To have your professional 
announcement published 
in People, contact 
Crystal Milazzo at 
cmilazzo@hfma.org.

HFMA members
Thompson and 
Pundarika earn ABF 
Journal recognition

Amanda Verner Thompson and Vasanta 
Pundarika have been named to ABF Journal’s
2021 Top Women in Asset-Based Lending — a 
list of influential and innovative professionals 
from multiple disciplines, including strategic 
advisors, lenders, private equity, accounting 
and legal. In announcing the inaugural class 
list, ABF said the women on it will help shape 
the future of asset-based lending. Thompson 
and Pundarika currently serve as co-heads of 
healthcare investment banking for Matrix Capital 
Market Group. Thompson is a member of HFMA’s 
Maryland Chapter, and Pundarika is a member of 
the Metro New York Chapter. 

Gray and Seale join Kemberton

Two HFMA members recently assumed new 
positions with Kemberton, a provider of 
technology-enabled revenue cycle management 
services. 

Deanna Gray, FHFMA, CRCS I/P, is the 
firm’s new senior vice president of 
customer success. Gray, a member 
and past president of HFMA’s Iowa 
Chapter, previously held leadership 
positions with Millennia and Change Healthcare. 

Roze Seale, CRCR, also joined Kemberton as a 
regional vice president of sales. Prior to joining 

Kemberton, she was regional sales vice 
president for Promedical. Seale currently serves 

as secretary of HFMA’s Alabama Chapter.

Hancock named 
Sentara’s first CAO

Melinda S. Hancock, MBA, recently 
joined Sentara Healthcare in Norfolk, Virginia, 

as senior vice president and the company’s first 
chief administrative o�cer (CAO). She previously 
served as CAO and CFO for the VCU Health 
System, where she had been since 2016. A member 
of the Virginia-Washington D.C. Chapter, Hancock 
also served as HFMA’s 2015-16 National Chair.

Isacksen is new CFO 
at Trinity Health

Daniel P. Isacksen, Jr., MBA, has been named 
executive vice president and CFO of Trinity Health 
in Livonia, Michigan. In the new role, he will lead all 
financial functions for the system and across the 
national organization’s health ministries. Isacksen, 
a member of HFMA’s First Illinois Chapter, was 
previously with Loyola Medicine in Maywood, 
Illinois.

Sanders assumes role 
with Friday Health Plans

Scott Sanders, MSHCA, recently joined 
Friday Health Plans as the director of contracting 
and provider relations for the state of Oklahoma. 
He previously served 10 years with the Oklahoma 
Heart Hospital in bundled services, payer relations 
and credentialing. Sanders is the immediate past 
president of HFMA’s Oklahoma Chapter.

Hall promoted at Crowe LLP

Colleen O. Hall, CPC, CPMA, CIRCC, has 
been named managing partner of the 
healthcare services group at Crowe LLP. 
In the new role, she influences the market 
strategy of Crowe’s full range of healthcare 
industry services including tax, audit, advisory and 
consulting. Hall is a member of HFMA’s Western 
Pennsylvania Chapter.

St. Francis Medical Center 
taps Hicks as CFO

Terri Hicks, MBA, is the new CFO at St. Francis 
Medical Center in Monroe, Louisiana. Hicks, a 
member of HFMA’s Louisiana Chapter, has more 
than 30 years of experience in the healthcare 
industry and entrepreneurship. She 
previously served as St. Francis’ vice 
president of procedural services. 

 Amanda Verner 
Thompson (top) and 
Vasanta Pundarika 
(bottom) were 
recognized recently as 
leaders in asset-based 
lending.
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Ensemble Health Partners is a leading provider of technology-enabled revenue 
cycle management solutions for healthcare providers. We purposefully built our 
end-to-end revenue cycle management platform to deliver signifi cant and 

sustainable fi nancial performance improvement for our clients, improve the patient experience, and allow providers to 
focus on clinical care. We offer end-to-end revenue cycle solutions and a comprehensive suite of point solutions to 
clients throughout the U.S. Recognized with multiple industry awards and as a Becker’s Healthcare Top Workplace, 
Ensemble is setting a new standard for revenue cycle management— redefi ning the possible in healthcare by 
empowering people to be the difference.

Peer Review Spotlight: Sponsored by Ensemble Health Partners

Ensemble helps healthcare organizations remove 
payer barriers, streamline processes and systems 
and implement strategies to increase patient loyalty

3 years on the Short List

89% of peer reviewers 
agree or strongly agree 
Ensemble exceeds expectations

How do you help healthcare 
organizations navigate 
the biggest challenges 
in healthcare?

Ensemble partners with more than 380 hos-
pitals and 8,000 providers across the country 
to drive an average of 5% net revenue lift, 
allowing healthcare organizations to reinvest 
in their communities and deliver on their 
mission. 

As the highest scoring revenue cycle 
outsourcing company in KLAS Research 
history and the recipient of the Best in KLAS 
designation for the past two years, Ensemble 
prides itself on its consistent ability to 
deliver exceptional revenue cycle results, 
exceed client expectations and ensure con-
tinued client satisfaction.

We are committed to bringing every pro-
vider that we support to the peak of revenue 
cycle performance excellence through our 
combination of innovative revenue cycle 
technology, 1,100+ documented best prac-
tices and 100% credentialed operator staff.

Our goal is to redefi ne the possible in 
healthcare by partnering with clients to 

remove payer-placed barriers, streamline pro-
cesses and systems to increase effi  ciency 
and reduce cost, and implement new strat-
egies to increase patient loyalty by meeting 
the changing demands of modern healthcare 
consumers.

Our team of healthcare experts stays 
up to date on the everchanging regulatory 
environment and constantly shifting market 
dynamics to proactively partner with health-
care providers and ensure they can navigate 
reimbursement complexity, adapt to payer 
changes and overcome obstacles in order to 
continue delivering on their missions in the 
communities they serve.

What advice would you offer 
to healthcare leaders when 
choosing among vendors? 

Embrace the opportunity to explore a 
partnership that will support your mission, 
complement your people and provide results. 
Be open to speaking with someone who can 
help you more quickly and effectively identify 
and resolve the critical gaps in your revenue 
cycle with tried and tested methods. Find a 

partner who can validate what you are doing 
well and give you tools you need to close the 
gaps, not simply restate the problems you 
already know about.

What is some advice you 
can give providers for a 
successful implementation of 
a new product or service?

Don’t rely solely on scorecards and metrics, 
they don’t paint the complete picture. Spend 
time in each department  — walking around, 
talking to associates and observing the 
patient experience at your facility. Data can’t 
replace an understanding of what it’s like to 
be an associate, a patient or a physician in 
your organization.
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New surprise billing 
regulations place restrictions 
on balance billing
Hospital revenue cycle departments 
should get up to speed on balance-
billing restrictions that will take e�ect 
Jan. 1, 2022, in accordance with a new 
federal rule.

Even in various situations where 
balance billing will remain permissible, 
hospitals will have to implement 
additional procedures involving notice 
and consent unless they are in a state 
where such regulations already exist.

Following emergency care, for 
example, balance billing will be allowed 
for post-stabilization services if the 
attending emergency physician or 
treating provider determines that the 
patient is capable of traveling to an 
in-network facility.

If a patient is deemed fit to travel 
for care and still chooses to receive 
post-stabilization services on an out-
of-network basis, the patient may be 
balance-billed if the provider follows 

the notice-and-consent procedures 
established in the rule.

CMS is preparing to 
make price transparency 

noncompliance much more 
expensive
 Proposed 2022 regulations for the 
Outpatient Prospective Payment System 
include tougher penalties for violating 
price transparency mandates that took 
e�ect this year. Namely, the $300 per 
day penalty for noncompliance would 
rise significantly for larger hospitals.

The $300 rate would remain for 
hospitals with 30 or fewer beds. The 
penalty would rise by $10 per day for 
each additional bed, with a maximum 
allowable penalty of $5,500 per day.

Thus, for hospitals that remain 

CMS plans to reinstate 
policies pertaining to the 
inpatient-only and ASC 
covered-procedures lists
The 2022 proposed rule for the 
Outpatient Prospective Payment 
System (OPPS) includes a reversal of 
two 2021 policies that some hospital 
stakeholders had opposed: A phase-
out of the inpatient-only (IPO) list and 
a relaxation of the criteria for adding 
services to the ambulatory surgical 
center covered-procedures list (ASC CPL).

The changes indicate that CMS 
under the leadership of first-year 
Administrator Chiquita Brooks-LaSure is 
less likely than the Trump administration 
was to look to expand site-of-care 
options if doing so means overturning 
longstanding protocols.

The 2021 OPPS rule had established 
that the IPO list would be eliminated 
over a three-year period, starting 

with the removal of 298 primarily 
musculoskeletal-related services this 
year. Now those services would be 
added back to the IPO list for 2022, 
meaning Medicare covers them only if 
they take place in the inpatient setting.

The 2021 rule also had added 267 
procedures to the ASC CPL after revising 
longstanding patient safety criteria. 
The 2022 rule proposes to reinstate 
the criteria and remove 258 of the 
procedures that were added for 2021.

Comments on the proposed rule are 
due to CMS by Sept. 17.

FY22 Medicare payment 
increase finalized for IPPS 
hospitals
CMS on Aug. 2 issued a final rule that 
sets FY22 Medicare payment and policy 
changes for hospitals paid through the 
Inpatient Prospective Payment System 
(IPPS) and for long-term care hospitals.

The overall 
payment 
increase for 
IPPS hospitals 
that 
successfully 
participate in 
the Inpatient 
Quality 
Reporting 
Program and that 
are meaningful users of electronic 
health records will be 2.5%, down from 
the earlier proposed rate of 2.8%. The 
change stems from updated economic-
forecasting data.

The reduction in uncompensated 
care payments will be $1.1 billion, 
instead of $660 million as stated in 
the proposed rule issued in April. As 
previously decided, CMS will distribute 
FY22 uncompensated care funds based 
on a single year of a hospital’s data on 
Worksheet S-10 of FY18 cost reports.

$2.3B
Net payment increase 
to IPPS hospitals in 
FY22, according to 

the final rule

 Under the leadership of 
Administrator Chiquita Brooks-LaSure, 
CMS has pulled back on recent changes 
to site-of-care regulations. 
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About the author

Nick Hut is a senior editor with HFMA, 
Westchester, Ill.

noncompliant for an entire year, the 
penalty would range from $109,500 to 
slightly more than $2 million.

Study: In price negotiations 
with hospitals, self-insured 
employers lack leverage
Hospitals have the advantage in 
negotiations with self-insured 
employers, which struggle to exert 
market power in a way that a�ects 
prices, according to a new study.

As reported in the July 2021 issue of 
the American Journal of Managed Care,
researchers examined the association 
between an employer’s market power 
and negotiated hospital prices. The 
association “becomes statistically 
insignificant once the models control for 
hospital wages,” wrote researchers with 
the Bloomberg School of Public Health.

The researchers quantified employer 
market power through a complex 
calculation that was described as similar 

to the Herfindahl-Hirschman Index (HHI).
During the study period, 2010-16, 

“the average employer market was very 
unconcentrated,” the researchers wrote. 
The average value of employer market 
power on the research team’s scale was 
62, compared with 5,410 for hospital 
market power; a market score of 2,500 
or higher in the HHI is considered “highly 
concentrated.”

Fitch describes the 
heightened risk posed by 
cyberattacks on NFP hospitals
Not-for-profit (NFP) hospitals 
increasingly will face revenue and 
expense pressures from cyberattacks, 
according to Fitch Ratings.

In a July 22 news release, Fitch noted 
the “historic increase” in the volume and 
severity of cyberattacks over the past  
18 months.

“Ransomware pay-
outs and e�orts to 
protect or ‘harden’ 
healthcare 
systems and 
cyber defenses 
are a�ecting 
hospital financial 
flexibility by 
increasing 
ongoing operating 
expenses,” Fitch 
wrote. “Attacks may 
also hinder revenue 
generation and the ability 
to recover costs in a timely manner, 
particularly if they a�ect a hospital’s 
ability to bill patients when financial 
records are compromised or systems 
become locked.”

Full restoration of systems required an 
average of 236 days per attack in 2020, 
Fitch reported.

Source: CMS, FY22 Hospital Inpatient Prospective Payment System final rule

Increase in 
cyberattacks 

on healthcare 
entities in 2020 
compared with 

2019, according 
to Bitglass

55%

FY22 Inpatient Prospective Payment System:
National Adjusted Operating Standardized Amounts

HOSPITALS WITH A WAGE INDEX GREATER THAN 1: 
67.6% LABOR SHARE/32.4% NONLABOR SHARE

Hospital submitted quality data 
and is a meaningful EHR user 

(Update = 2%)

$4,138.28
Labor-related

$1,983.43
Nonlabor-related

Hospital submitted quality data 
and is not a meaningful EHR 

user (Update = -0.025%)

$4,056.12
Labor-related

$1,944.05
Nonlabor-related

Hospital did not submit quality data 
and is a meaningful EHR user

(Update = 1.325%)

$4,110.89
Labor-related

$1,970.30
Nonlabor-related

Hospital did not submit quality data 
and is not a meaningful EHR user

 (Update = -0.7%)

$4,028.74
Labor-related

$1,930.93
Nonlabor-related

HOSPITALS WITH A WAGE INDEX LESS THAN OR EQUAL TO 1: 
62% LABOR SHARE/38% NONLABOR SHARE

Hospital submitted quality data 
and is a meaningful EHR user 

(Update = 2%)

$3,795.46
Labor-related

$2,326.25
Nonlabor-related

Hospital submitted quality data 
and is not a meaningful EHR 

user (Update = -0.025%)

$3,720.11
Labor-related

$2,280.06
Nonlabor-related

Hospital did not submit quality data and 
is a meaningful EHR user

(Update = 1.325%)

$3,770.34
Labor-related

$2,310.85
Nonlabor-related

Hospital did not submit quality data and 
is not a meaningful EHR user

 (Update = -0.7%)

$3,695
Labor-related

$2,264.67
Nonlabor-related
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 EYE ON WASHINGTON 

KEN PEREZ
ken.perez@omnicell.com O ne of the bills was 

recently passed by 
Congress, but the future 
of the second, much 
larger bill remains very 

much in question.

PHYSICAL INFRASTRUCTURE
The recently passed bill, which had bipar-
tisan sponsorship, is focused on physical 
infrastructure, including transportation, 
water systems, broadband, power grids and 
other areas. It has no provisions directly 
pertaining to healthcare. The bill carried 
a price tag of $1.2 trillion, including $550 
billion in new spending, with the remain-
der, which is baseline spending, subject to 
regular congressional review. 

The Senate passed the bill on Aug. 10 by 
a wide bipartisan majority vote of 69-30, as 
19 Republican senators joined Democrats 
in supporting the initiative, including 
Susan Collins (Maine), Lisa Murkowski 
(Alaska), Rob Portman (Ohio) and Mitt 
Romney (Utah), but also conservative 
Senate Minority Leader Mitch McConnell 
(Ky.). The bill’s passage was widely hailed 
as a triumph of bipartisanship. 

HUMAN INFRASTRUCTURE
The Democrats’ $3.5 trillion human infrastruc-
ture spending plan could be a rather di� erent 
story. It would provide hundreds of billions 
of dollars for a wide range of progressive pri-
orities, spanning tax credits, climate change, 
education, housing, healthcare and immigration. 
Sen. Bernie Sanders (I-Vt.) has described it as “a 
huge bill .‥ a complicated bill .‥ a transformative 
bill.”a The health provisions, which progressives 
consider must-haves, include:
• Enhancing Medicare to cover dental, vision 

and hearing services
• Expanding home care
• Funding healthcare for the roughly

2 million people living in the red states 
that have refused to expand Medicaid

Senate Democrats plan to use budget recon-
ciliation, an arcane process that would prevent 
the Republicans from fi libustering and require 
just 50 votes for passage of the bill, given Vice 
President Kamala Harris’s tie-breaking role as 
president of the Senate. 

a. Caitlin, E., et al., “Climate, immigration, Medicare lead 
progressive highlights in Dems’ $3.5T budget plan,” 
POLITICO, July 14, 2021.

Two infrastructure bills have 
signifi cant implications for 
healthcare and bipartisanship

Congress’ handling of two mammoth bills may well determine the political 
tone in Washington and whether there will be any room for bipartisanship 
for the remainder of President Joe Biden’s term. 
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RELEVANCE TO HEALTHCARE
In addition to sucking up all the oxygen in 
Washington for several months, the fate of the 
two bills will impact the prospects of much less 
costly, but still important, common-sense bipar-
tisan healthcare initiatives. 

For example, the Pharmacy and Medically 
Underserved Areas Enhancement Act (H.R. 
2759/S. 1362), introduced in the House on April 
22 and in the Senate on April 26 with biparti-
san sponsorship, would add pharmacists to the 
list of providers whose patient care services, 
when delivered in medically underserved areas 
(MUAs), are covered by Medicare Part B. This 
change would help to ameliorate the nation’s 
current shortage of 15,000 primary care physi-
cians and improve access to care for the 
44 million Americans living in MUAs. 

A POTENTIALLY BIG ROLE FOR MODERATES
Given the current composition of the Senate, 
which is split equally between Democrats and 
Republicans, it is clear that bipartisanship 
will be required to pass signifi cant legisla-
tion, as seen with the physical infrastructure 
bill. Without some measure of bipartisanship, 
common-sense bills could stall for the remain-
der of 2021, resulting in legislative gridlock 
that will not sit well with most voters. Amid a 
climate of voter dissatisfaction, moderates from 
both political parties could succeed in passing 
less-ambitious bipartisan bills, since most mem-
bers of Congress want to be able to cite some 
legislative accomplishments before the 2022 
midterm elections. 

Not surprisingly, Republicans in the Senate 
are strongly and uniformly opposed to the bill, 
which means that the Democrats will need to 
secure the support of every member of their 
caucus of 50 senators for it to pass. Some mod-
erate Democrats have expressed concerns about 
the spending plan’s high overall price tag and 
the potentially large tax increases needed to 
pay for it. Thus, the fate of the bill probably is in 
the hands of a handful of moderate Democratic 
senators, including Sens. Joe Manchin (W.Va.), 
Kyrsten Sinema (Ariz.), Maggie Hassan (N.H.) 
and Jon Tester (Mont.).

POSSIBLE SCENARIOS
With the passage of the physical infrastructure 
bill, there are various scenarios with respect 
to the legislative outcomes for the human 
infrastructure bill, with signifi cantly di� erent 
implications for bipartisanship on Capitol Hill.

If the human infrastructure bill passes along 
party lines, the level of partisan acrimony in 
Congress would likely rise, poisoning the well of 
bipartisanship at least for the remainder of this 
year. 

However, if the human infrastructure spend-
ing plan is signifi cantly amended or blocked 
because of moderate Democrats’ concerns, such 
scenarios could signal to Republicans — espe-
cially moderates such as Collins, Murkowski and 
Romney — that the Democrats recognize they 
need to be willing to compromise, at least within 
their caucus and potentially across the aisle.  

 EYE ON WASHINGTON 

$1.2 trillion
Amount of spending authorized 

by the physician infrastructure bill 
passed by Congress on Aug. 10
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Registrants of the fi rst Annual Institute on Hospital Accounting gathered at Indiana University in 1941 and began to discuss the idea 
of an organization for hospital accountants. The event was organized by one of HFMA’s founding fathers, Stanley Pressler, associate 
professor of accounting at IU (front row, sixth from the left). All but three attendees at the institute are pictured. Other founders of 
HFMA who attended this historic event were Graham Davis (front row, 8th from the left) and Robert H. Reeves (second-to-last row, 
second from the right).
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This year marks HFMA’s 75th year of promoting the
profession and practice of healthcare fi nance.
The not-so-secret key to the Association’s longevity?
The people.

David Canfi eld, FHFMA, the fi rst business partner to serve 
on HFMA’s national board of directors and as National 
Chair, attributes much of his success to the organization. 
“HFMA was strong because of the people who were 

involved,” Canfi eld said. “Everybody had their whole heart in it.” 
Canfi eld, who established “It’s personal” as the theme for his term 

as HFMA’s 2003-04 National Chair, is not alone in attributing personal 
achievement to the Association’s support. “Being part of HFMA has been 
one of the most signifi cant professional steps of my career,” said Cathy 
Jacobson, FHFMA, CPA, president and CEO, Froedtert Health, Milwaukee, 
and 2009-10 HFMA National Chair. “My opportunity to participate and 
lead at the national level and the support and development I received from 
HFMA sta�  and my colleagues was … instrumental.”

David Canfi eld, 
FHFMA, served 
as HFMA's 
National Chair 
from 2003-04.

Cathy 
Jacobson, 
FHFMA, CPA, 
was HFMA's 
2009-10 
National Chair. 
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In recognition of HFMA’s 75th year of exis-
tence, more than 20 people involved with HFMA 
— from well-known leaders like Canfield and 
Jacobson to others who’ve worked behind the 
scenes — reflect on their experiences.

HEALTHCARE FINANCE AS A MISSION
Just as Catholic Sisters were early leaders in 
caring for patients and financing and running 
hospitals, they also were instrumental in 
launching and growing HFMA. And they didn't 
just have a seat at the table — they often were 
at the head of it. During a pivotal period, four 
di�erent nuns served as the elected leader of 
HFMA from 1954 to 1970, and one more was 
elected in 1989.

The five Catholic Sisters who have served as 
HFMA’s top elected leader are: 
• Sister Mary Gerald (1954-1955)
• Sister Loretta Marie (1960-1961)
• Sister Mary Assunta (1964-1965)
• Sister Mary Bertrand (1969-1970)
• Sister Geraldine Hoyler (1989-1990)

Sister Geraldine, CSC, FHFMA, a former CFO 
of Holy Cross Health System and Catholic Health 
Initiatives and currently a healthcare consultant 
with Christian Brothers Services in Romeoville, 
Illinois, said HFMA fostered innovation among 
its members by creating an environment where 
they could think out loud about the right course 
of action. “Through HFMA, I had peers who 

would say, ‘That doesn't make one iota of sense,’ 
or ‘This is how we do it,’ or ‘Yes, I think that 
would work,’” said Sister Geraldine. “You serve 
better, in my case the ministry, because you're 
not thinking in your own little box. Your box is 
much broader, and it has many more points of 
view.”

The Catholic Sisters helped to create an orga-
nization that encouraged that kind of dialogue, 
Sister Geraldine said. “Leading and speaking out 
was never something that we feared to do,” she 
said. “It was always just part of what we did. And 
we didn't have to worry about politics as women 
religious [sic]. We were there for the mission.”

Sister Geraldine said the need for more 
advanced financial management of healthcare 
institutions evolved after World War II with the 
advent of health insurance. People had to figure 
out how to deal with those health insurance 
plans, and the Catholic Sisters, who had served 
in key hospital positions, were poised to lead the 
e�ort. “Why wouldn't they just step forward, and 
tell people, ‘We need to do this and let's do it’?” 
Sister Geraldine said. “They were used to work-
ing together, and they were experienced leaders. 
They went and did what needed to be done. It 
was a comfortable position for them, and there 
was never an issue of acceptance.”

INNOVATING IN WASHINGTON, D.C.
Ronald Kovener, FHFMA, was the Association’s 
trailblazer in 1973 when the decision was made 

Geraldine 
Hoyler, CSC, 
FHFMA, is one 
of five Catholic 
Sisters who've 
served as the 
Association's  
National Chair. 

Ronald 
Kovener, 
FHFMA, 1972-
73 National 
Chair, was the 
first director 
of HFMA's 
Washington, 
D.C. o�ce. 

28 | HFM MAGAZINE | SEPTEMBER 2021

HFMA opened my eyes to the 
similarities and di�erences in the 
way that healthcare is delivered and 
financed in di�erent parts of the United 
States and the world. As a professional 
association, HFMA is viewed by 
decision-makers as knowledgeable, 
innovative, forward-thinking, and an 
organization that can be trusted to 
consider impact for many segments of 
the industry.”

“
Joanne Judge, 
FHFMA, CPA
Stevens & Lee, P.C.

1991-92 HFMA 
National Chair

Reading, Pa.

HFMA has been the foundation 
of my career, providing 
education and content. From 
hfm to chapter meetings to our 
Annual Conference, HFMA has 
always been there for me. And 
most importantly, all along the 
way I was ‘Making Connections’ 
with members for a lifetime.” 

“
Robert Broadway, 

FHFMA
2008-09 HFMA 
National Chair

West Palm Beach, Fla.



to establish an o¥  ce in Washington, D.C.
“Nixon’s price freeze had been very 

unfavorable to the healthcare fi eld, and we 
felt we needed more of a presence in D.C. to 
learn what was going on,” said Kovener, who 
had just fi nished a term as HFMA president. 
“So I put up my hand and said, ‘I'd like to do 
that,’ and they took me up on it.”

Initial goals for the new Washington o¥  ce 
included collecting information about legislation 
and regulations that impacted healthcare fi nance 
and disseminating it to HFMA members, provid-
ing input into the development of such proposed 
bills and regulations, and coordinating e� orts 
with related organizations.

“Getting HFMA well-recognized in 
Washington was a goal, and I think that hap-
pened very thoroughly,” said Kovener, who 
headed up the o¥  ce for more than 20 years. “I 
had the great advantage of having many other 
healthcare associations there in D.C., and we got 
together regularly.”

To keep members informed, Kovener created 
WASHLINE — a weekly three-minute recorded 
phone message that provided an update on what 
was going on in the nation’s capital related to 
healthcare fi nance. “At that time, when you 
made a long-distance phone call, you paid a 
fi xed amount for three minutes,” said Kovener. 
“Anything over that was at a variable rate, so I 
devised this tape-recorded message that was 
exactly three minutes long. I scripted it very 

carefully and then recorded it on a reel-to-reel 
tape recorder.”

WASHLINE became popular not only with 
HFMA members but also with some of the bigger 
hospitals and other associations that recorded 
the taped phone message and distributed it to 
their own sta�  and members.

AN INDEPENDENT FORCE
HFMA adopted a corporate structure in 1978. 
It included hiring a salaried president and CEO 
who could bring credibility and presence to 
negotiations with other groups. Four individuals 
have held the position in the past 43 years: James 
Whitman, Michael Doody, Richard L. Clarke and 
Joseph J. Fifer. Each spearheaded initiatives that 
moved HFMA forward in its mission to lead the 
fi nancial management of healthcare.

Whitman, who served as president and CEO 
from 1978-82, said one of the biggest challenges 
he faced was addressing the concern that it 
was time for HFMA to move out from under the 
shadow of the American Hospital Association, 
both fi guratively and literally, as the two orga-
nizations were located close to one another on 
North Lake Shore Drive in Chicago. 

“There were those who believed we’d never 
recover if we moved the HFMA o¥  ces away from 
the Chicago lakefront where AHA was located,” 
said Whitman. “And there were others of us who 

James 
Whitman, 
FHFMA, 
was HFMA's 
fi rst salaried 
president and 
CEO.

NEXT PAGE

Joe Pajor, 
FHFMA

Retired healthcare 
executive

Westbrook, Conn.
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HFMA has served as the beacon 
for all healthcare fi nance industry 
stakeholders. Whether it be providing 
a loud industry voice, charting new 
strategies or spotting industry 
threats, HFMA has consistently 
been the conduit for healthcare 
fi nancial collaboration, education and 
communication.”

“ I originally joined HFMA to stay informed of 
the ever-changing dynamics in healthcare. 
After joining the South Texas Chapter, it 
became much more of a team environment, 
and this motivated me to increase my 
involvement in HFMA by taking on a 
leadership role. I have learned so much 
through networking and being a part of this 
outstanding association.”

“
Lisa Ke� er

Relationship Manager, 
Meduit

McKinney, Texas



™

felt we needed to become recognized in our own 
right, representing the chief fi nancial o¥  cers 
and others working in healthcare fi nance. The 
profession was growing in stature, and we felt it 
needed to be an independent organization that 
was recognized for what it brought to the fi eld.” 

The opportunity to make a move presented 
itself in 1980 when the owners of the building at 
666 North Lake Shore Drive where HFMA had its 
o¥  ces decided to convert it into condominiums. 
“We decided to move to Oak Brook [Illinois], and 
that made a very signifi cant di� erence,” said 
Whitman. “We were able to put the organization 
on a whole new footing at that point.” 

A NEW PERSPECTIVE
Michael Doody, who served in the role from 
1983-86, was HFMA’s only CEO who didn’t have 

a fi nance background but rather had leadership 
experience with state and national healthcare 
associations, including AHA and the American 
Osteopathic Hospital Association. Doody’s 
background positioned him to take on the major 
project of developing a strategic plan. 

A second, more controversial issue that 
Doody tackled was the location of the Annual 
National Institute (ANI). At the time, the event 
took place every year at the University of 
Colorado in Boulder — a site popular with the 
attendees who liked to take advantage of the 
location to add on a family vacation. “I thought 
it was curious that an organization with 25,000 
members in all 50 states had an annual meeting 
in a facility that could accommodate only 500 
attendees,” said Doody. “It became immediately 
obvious that we were missing an opportunity.” 

Visit hfma.org/about-hfma/75th-anniversary.html to watch a video series highlighting HFMA's history

Michael Doody, 
HFMA's second 
president and 
CEO, served 
from 1983-86.

As global leaders, the USA and 
UK have a ‘special relationship’ 
amongst nations. This is 
mirrored by HFMA where 
for nearly 60 years the two 
Associations have remained 
close friends. Through our 
various programs over the years 
and our continued dialogue, we 
have learnt from each other and 
grown together. ”

Mark Knight
CEO, HFMA U.K.

In every di�  cult moment in my career, I have 
leaned on my HFMA circle. A grad school 
professor gave the best advice: ‘Choose wisely 
who you associate with. There are people 
that will help you excel by pushing you to 
be the best version of you. These aren’t the 
people that tell you what you want to hear. 
These are the people that will challenge you to 
work harder, get results faster and never stop 
learning.’ And he was right. That is the value 
of HFMA, and I cannot imagine my career 
without it.”

Nikki Harper, 
FHFMA

Vice President, 
Patient Business Services, 

Trinity Health
Farmington Hills, Mich.
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Doody believed both the lack of space and 
the expense of getting to Boulder from other 
parts of the country were prohibiting interested 
members from attending the conference. He 
also maintained that more space would allow 
the inclusion of business partners, which could 
be an important source of revenue. The chapter 
presidents agreed and also recommended the 
event be moved. 

Despite some complaints from members, the 
change was ultimately approved, and the 1985 
ANI was held in Philadelphia. One year later, 
business partners were added, and ANI attend-
ees had the opportunity to spend time on the 
exhibit fl oor during meals and cocktail hours.

RESPONDING TO AN EVOLVING INDUSTRY
When Richard L. Clarke, FHFMA, DHA, was hired 
as HFMA’s third president and CEO in 1986, his 
plan was to stay in the position for fi ve  years. He 
retired from the job more than two decades later 
in 2012. 

According to Clarke, the most challenging 
time during his 26-year tenure was the mid-
1990s to mid-2000s. Medical group management 
companies were developing large networks 
of physicians, and insurance companies were 
consolidating, resulting in stand-alone hospitals 
merging into increasingly larger systems. The 
relationship between the stand-alone CFO within 
a market and the local chapter started to change 

as large systems began to consolidate fi nancial 
operations. 

“Finally, the fi nancial collapse of many IT 
startups in 2000 drove the economy into reces-
sion,” said Clarke. “All of this resulted in a 
signifi cant decline in HFMA membership. We 
had to compress national operations through 
a reduction in force, but still help chapters 
and members deal with the changing market 
dynamics. 

“We came through that challenge and grew 
stronger, but it was a turning point from what 
was a fragmented cottage industry of providers, 
facilities and insurance companies into very 
large organizations.” 

Clarke believes one of HFMA’s most important 
accomplishments was quickly adjusting to the 
changes in the industry by reframing how HFMA 
was perceived in the market and by members. 
“We emphasized being a voice for healthcare 
fi nance and contributing to the debate on key 
issues,” he said. “We increased our presence in 
Washington, D.C., on the regulatory side and 
started the Patient Friendly Billing project, 
followed by increased involvement in accounting 
policy issues with AICPA and FASB.” 

LEADING THROUGH A PANDEMIC
HFMA’s current president and CEO — Joseph 
J. Fifer, FHFMA, CPA — says it was a dream 
come true when presented with the opportunity 

HFMA's third 
president 
and CEO was 
Richard L. 
Clarke, FHFMA, 
DHA. He held 
the position for 
26 years.
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John Travis, 
FHFMA

Vice President, 
Regulatory Strategy, 

Cerner Corp.
Kansas City, Mo.

HFMA is one of the most respected voices in 
our industry for sound policy development and 
guidance, not just to its membership but to 
regulators and lawmakers at the state and federal 
level. The standing HFMA has enjoyed makes 
it a strong voice for advocating for reasoned,  
pragmatic approaches to solving the fi scal and 
delivery system structural challenges in the U.S. 
healthcare system.”

HFMA 
membership 
means leadership 
opportunities, 
professional 
growth and 
friendship.”

John P. McGuire, 
FHFMA

1994-95 HFMA
National Chair
St. Louis, Mo.
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Working for HFMA:
What it’s really like

Throughout HFMA’s 75-year history, dedicated sta� have worked alongside members to advance the healthcare 
finance profession and industry. Five of the Association’s longest-serving employees recently shared their experiences.

Sue Ketter
Salesforce Analyst,
Westchester, Ill.
Employee since 1994

First position:  Member Service 
Center Associate. “I started as 
a temp in 1993 when my friend 
and neighbor asked if I was 
interested in helping out and 
then was hired as a full-time 
employee in 1994.”

Why she’s stayed: “The people! 
Both my co-workers and our 
customers. I always like to say 
that it is like having friends all 
over the country.”

Biggest changes witnessed: 
The change from iMIS to 
Salesforce and the automation 
of so many processes that were 
once manual.

Favorite HFMA memory: 
HFMA’s 50th Anniversary. “Bob 
Shelton — ‘Mr. HFMA’ — came 
into the o�ce and could tie 
HFMA history to his family 
history. It was interesting and 
highly entertaining.”

Best thing about working 
for HFMA: The people and the 
challenges. 

Eric Reese
Editor and Writer, 
Westchester, Ill.
Employee since 1997

Why he’s stayed:  HFMA’s 
emphasis on fostering a 
collaborative culture and 
abiding respect for sta� 
expressed from the top down. 

Why working for HFMA 
has been such a good 
experience: The members. 
“So many of them testify 
openly how HFMA has 
been a meaningful, even 
indispensable, part of their 
lives.”

A favorite HFMA memory: 
Working with Glen Kazahaya, 
a long-time member and 
past president of HFMA’s 
Southern California Chapter, 
on a two-part series he 
hoped could serve as a legacy 
of his work in healthcare. 
Part two, published shortly 
before Kazahaya’s death, was 
a winner of HFMA’s Helen 
Yerger/L. Vann Seawell Best 
Article Award for FY2019-20.

Shirley Heavlin
Certification Operations,
Westchester, Ill.
Employee since 2000

Why she’s stayed: HFMA’s 
commitment to its members 
and volunteers. 

Biggest change witnessed: 
The successful digital 
transformation in 2019, 
including the new website 
and new membership model. 

Recent accomplishment: 
The seamless implementation 
of HFMA’s digital badging 
program for its certification 
programs. “The HFMA/Credly 
credentialing digital badging 
program was initiated parallel 
with the launch of HFMA’s 
digital transformation 
initiative. I was honored to 
be asked to write an article 
on this project for hfm, 
explaining my role and the 
project goals.”

A favorite HFMA memory: 
The retirement events hosted 
for Dick Clarke, former HFMA 
president and CEO, at the 
2012 Annual Conference. 

Marjorie Parker
O�ce Manager,
Washington, D.C.
Employee since 1983

Why she’s stayed: “I have 
learned so much being 
here at HFMA and have 
grown so much in my life 
and profession. I always say 
‘HFMA raised me.’”

Biggest changes witnessed:
Sta� changes. “Being here for 
more than 35 years, you see a 
lot of people come and go.” 

Favorite HFMA memory:
When the Washington, D.C., 
and Westchester o�ce sta� 
had a joint team-building 
session at the McDonald’s 
Lodge. “It was so much fun 
and a really nice bonding 
experience.” 

Best thing about working 
for HFMA: “Opportunities 
to learn and grow into this 
person I am today. I’ve made 
some lasting relationships 
with sta�, HFMA members 
and their assistants. HFMA 
made my world bigger. and 
better. I am grateful for the 
journey, and it continues.”

Rosalind Lewis
Technical Analyst,
Washington, D.C.
Employee since 1992

Why she’s stayed: 
Learning opportunities and 
relationships. “I have also 
found HFMA to be a family-
friendly work environment. 
I don’t feel like I have to 
sacrifice being present for my 
family in order to fulfill the 
requirements of the job."

Biggest changes witnessed: 
Strategic and directional 
changes.

Favorite HFMA memory:
Attending the annual 
meetings and getting an 
opportunity to match names 
to faces and interact with 
members. 

Best thing about working 
for HFMA: Working 
alongside talented 
individuals dedicated to 
helping members on their 
quest to deliver quality 
healthcare to the patients 
they serve. “I also enjoy 
interacting with members, 
finding out what their 
needs are and how I can help 
address those needs.”
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to succeed Clarke in 2012. “Many years of 
volunteerism and involvement led me to the CEO 
position,” said Fifer, who also served as HFMA’s 
2006-07 Board Chair. “But what emotionally led 
me to it was passion. I’ve loved HFMA. It's been 
so meaningful to me my whole business career.” 

Fifer’s HFMA experience was crucial in 2020 
when the Association faced what Fifer says was 
the biggest challenge of his entire career: the 
COVID-19 pandemic. “It took everything I had to 
remain calm,” said Fifer. “We were talking about 
not being able to do the Annual Conference, and 
we had canceled or rescheduled spring events for 
the fall, naively not knowing the future. 

“Our fi rst modeling of what the pandemic 
could mean to us showed that the moderate-level 
scenario was in excess of an $8 million loss,” he 
said. “You can't just cut your way out of that.” 

Fifer credits one of his mother’s sayings — 
“Don’t worry about the money” — with helping 
him stay calm and think clearly about how to 
manage through the pandemic-related chal-
lenges. “I can’t say I didn’t worry,” he said. “But 
it wasn’t completely driven by just fi nancials.” 

With that mindset, Fifer worked with the 
HFMA Board and sta�  to make decisions and 
implement changes that enabled the organiza-
tion to survive the challenges. 

LOOKING TO THE FUTURE
Fifer’s next challenge is leading the organization 
in determining what it needs to do to remain 

relevant and successful. That includes promot-
ing cost-e� ectiveness of health as an underlying 
strategy. “I don't think success in the future will 
come from being exactly the way we have been 
for the fi rst 75 years,” Fifer said. 

“Society is changing in all kinds of ways, and 
we need to change accordingly. We need to be 
even more of a solve-based organization, both 
for today's issues and tomorrow's challenges.” 

A former HFMA 
National Chair, 
Joseph J. Fifer, 
FHFMA, CPA, is 
the Association's 
current president 
and CEO.

The California Chapter received its charter in 1953. 
As listed in From Acorn to Oak, Frances B. Ducey, an AAHA board 
member (at far left), presented the charter to (left to right) Lucy 
Gorton, Charles W. Cullen, Elmer O. Messmann, Gardner E. Burke and 
Alfred E. Ma¿  ey, the Chapter’s president.

About the author

Crystal Milazzo is a senior editor at HFMA
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HFMA's most
important contribution 
to the profession
of healthcare fi nance
is providing opinions and 
guidance from member 
experts that can be put 
into action.”

“
Dave Timpe, 

FHFMA
Retired healthcare 

executive 
Hartford, S.D. 

HFMA has always been 
an organization that has 
helped keep me informed on 
relevant issues and trends 
in healthcare. It also has 
kept me connected with 
the most knowledgeable 
people.”  

“
Pete Sabal, FHFMA

Senior Vice President, 
Network Contracting,

Optum Care 
Las Vegas, Nev.



Business Profi le: Sponsored by Ambu

Single-use endoscopes o� er a safe way 
for healthcare providers to catch up on 
backlog of nonemergent care procedures
Patients and healthcare organizations alike 
are playing catchup for nonemergent care 
procedures that were put off during the 
COVID-19 pandemic, and providing patients 
with safe, affordable and accessible care is 
top of mind for providers.

Ambu A/S, headquartered in Ballerup, 
Denmark, created the world’s fi rst disposable 
video endoscope in 2009, and now offers a 
wide spectrum of single-use endoscopes for 
hospital-based procedures in the operating 
room, emergency room, intensive care units 
and at the bedside. Their products have been 
used for millions of endoscopy procedures 
performed in offi  ce and outpatient clinic care 
settings, as well. 

“We give [healthcare organizations] the 
ability to grow an endoscopy department 
and become more effi  cient without hurting 
the balance sheet,” said Ambu CFO Michael 
Bavonese.

Today, Ambu’s complete line of single-
use endoscopes includes 2021 Red Dot 
Award-winning duodenoscopes and cysto-
scopes as well as rhinolaryngoscopes and 
fourth-generation bronchoscopes. Ambu 
also replaces a traditional video endoscopy 
tower’s size and expense with a compact, 
portable platform that is signifi cantly less 
expensive.

Benefi ts of single-use devices

“We have a health economics team that 
works closely with healthcare organizations,” 
Bavonese said. “What their analyses show is 
that when all the benefi ts of single-use are 
considered — including streamlining opera-
tions, improving workfl ow and effi  ciency, and 
reducing cross-contamination and patient 

infection risk — single-use is cost neutral or 
even saves money for many facilities.”

There also is a cost for the time, person-
nel and materials used to clean reusable 
devices. In addition to these maintenance 
expenses, staff and devices are unavailable 
for other procedures during the cleaning 
process. 

“It’s become more and more evident 
how diffi  cult it is to clean reusable devices,” 
said Jens Kemp, Ambu’s vice president of 
marketing. “There is no way to guarantee 
that scopes are 100% clean.”a

Reprocessing endoscopes can take up 
to two hours to complete and includes up to 
100 steps, which must be strictly adhered 
to for adequate disinfection. The U.S. Food 
and Drug Administration has acknowledged 
in several safety communications that 
reprocessed endoscopes pose a risk for 
cross-contamination and patient infection.

In the latest communication from the 
agency to address reprocessed broncho-
scopes, single-use bronchoscopes were 
recommended for use on patients at high 
risk for transmitting infection or when repro-
cessing is not immediately available. The 
FDA also encouraged providers to consult 
COVID-19-related recommendations from 
the American Association for Bronchology 
and Interventional Pulmonology on the use 
of single-use bronchoscopes in coronavirus 
cases. 

FDA safety communications about 
reprocessed duodenoscopes and urological 
endoscopes have also included information 
a.  Devices for which a 510(k) should contain validation 
data (Reprocessing Final Guidance Appendix E.), U.S. 
Food & Drug Administration, March 23, 2018.

about outbreaks traced back to contami-
nated scopes. 

In addition to the patient impact, an out-
break related to a contaminated endoscope 
could be fi nancially and reputationally dev-
astating. With single-use devices, healthcare 
facilities are able to remove cross-contami-
nation and infection risks.

Kemp also pointed out that older tech-
nology, like a fi ber scope that an ear, nose 
and throat doctor (ENT) may use, would put 
the doctor in close proximity to each patient. 
Maintaining safe distance, particularly after 
the pandemic, is a priority for doctors and 
patients. 

“Our video technology allows more 
distance [between the clinician and] the 
patient,” he said. 

In the wake of the pandemic, the 
distance, cleanliness and accessibility 
of single-use endoscopes are especially 
signifi cant. 

“COVID has shown that sometimes exter-
nal factors happen that infl uence demand for 
services to the hospital,” Kemp said, referring 
to an almost complete stop of revenue-gen-
erating services during the pandemic. 
“Reusable equipment is sitting on a balance 
sheet incurring costs even with no activity.” 

“Because reusable equipment costs are 
generally fi xed — depreciating capital invest-
ments, reprocessing operations and repair 
contracts — if procedures slow or stop, those 
costs don’t decline to match the loss in 
income,” he said.

By contrast, single-use endoscopes are 
considered supplies, and costs therefore 
vary by procedure volume, creating predict-
able margins. Because they’re supplies, they 
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Ambu has been bringing the solutions of the future to life since 1937. Today, millions of 
patients and healthcare professionals worldwide depend on the effi  ciency, safety, and 

performance of our single-use endoscopy, anesthesia, and patient monitoring & diagnostics solutions. Headquartered 
near Copenhagen in Denmark, Ambu employs approximately 4,500 people in Europe, North America, and the Asia 
Pacifi c. For more information, please visit www.AmbuUSA.com.

do not depreciate and stay on a balance 
sheet for years like reusables. 

“There is a real cost to maintenance 
agreements that you have to pay out,” 
Bavonese said, pointing out that single-use 
scopes relieve that fi nancial burden because 
you only pay for a scope when you have a 
procedure. 

Facing the backlog 
of procedures

Now, as medical providers face more than a 
year’s worth of backlogged procedures, they 
need resources effi  cient enough to make up 
for lost time without the long-term fi nancial 
commitment of reusable items. 

“How can you expand capacity for a 
temporary period of time without investing in 
capital you might not need 12 months from 
now?” Kemp asked.

Single use is the answer. Single-use fl exi-
ble endoscopes are sterile and patient-ready 
out of the package. They offer a system that 
is always ready when needed, without the 
risk of cross-contamination and without the 
delayed clinical workfl ow from cleaning and 
reprocessing. 

“The ability to do procedures effi  ciently is 
really important,” Bavonese said. “Our prod-
uct is about as effi  cient as you can get.”

Healthcare organizations can start a 
program with Ambu effi  ciently and with low 
capital investment.

In fact, Ambu hosts a team of clinical train-
ing specialists who provide continued support 
for customer training and education. This 

team also collects client feedback to guide 
new developments that meet market needs.

The long lifespan of reusable devices 
also leads to slower adoption of new tech-
nologies — a hurdle not faced with single-use 
products.

Ambu’s track record 
of innovation

“A key feature for healthcare organizations to 
know is our track record of innovation in the 
medical device industry,” said Kemp. “That 
includes our ability to rapidly accelerate 
the introduction of new technologies with 
shorter product life cycles.”

Ambu has been around for more than 80 
years and is widely known for the self-infl at-
ing resuscitator bag developed by founder 
Holger Hesse and anesthesiologist Henning 
Ruben in 1956. The Ambu ventilation bag 
is widely used for emergency medicine and 
hospital care.

Now, they’re Frost & Sullivan’s 2021 
Global New Product Innovation Award 
winner thanks to their work on single-use 
endoscopy.

They take advantage of rapid technol-
ogy advancements with image sensors, 
materials, artifi cial intelligence and image 
enhancement. By pairing innovation with 
high-scale, low-cost manufacturing, Ambu is 
always improving. 

“Our short product life cycles are 
unique,” said Kemp. “As soon as a product 
has launched, in most cases, we’ve already 
started developing the next generation.”

 Ambu is on contract with the United 
States’ four major group purchasing 
organizations (GPOs), with recent contract 
expansions giving 90% of the country’s 
hospitals access to the complete line of 
single-use endoscopes and giving 98% of 
the hospitals access to their rhinolaryngo-
scopes, bronchoscopes and cytoscopes.

“If a hospital goes to a single-use model, 
they need to be confi dent there’s not going to 
be a supply issue,” Kemp said. “They want to 
make sure manufacturers are able to meet 
the demand.”

Ambu has that advantage, he said, noting 
they sold nearly 1.1 million endoscopes last 
year. Their closest competitor sold about 
one-fi fth of that.

Since the pandemic, they’ve doubled their 
manufacturing capacity to meet the signifi -
cant spike in demand. 

“All of our products are single use. That’s 
all we do. That’s what gives us this advan-
tage, this manufacturing scale,” Bavonese 
said. “This ability to manufacture and sell at 
a fair price is very important.”

To learn more about Ambu products, 
visit www.ambuusa.com

To access some of their latest insights, as well as 
fl exible endoscopy news and analysis, visit Ambu’s 
learning centers:

• www.ambuusa.com/webinars

• www.ambuusa.com/the-single-use-
endoscopy-leader

• www.singleuseendoscopy.com

• learning.singleuseendoscopy.com
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EXPERT REVIEWED

Weighing the feasibility 
of an LLC-owned retail 

pharmacy enterprise
University of Utah Hospitals and Clinics (UUHC) in

Salt Lake City performed research to assess the feasibility 
of moving its 340B covered-entity pharmacy enterprise to a 

Limited Liability Corporation (LLC). An important focus was 
on risks that needed to be factored into the decision. 

O ther organizations that are considering a similar 
move can benefi t from adopting or emulating UUHC’s 
approach, which included fi nancial modeling. Although 
UUHC found the strategy feasible and worth pursuing, 
other organizations might have di� erent circumstances 

that lead them to a di� erent conclusion. Recent volatility in the contract 
pharmacy area of the 340B program has caused UUHC to delay making the 
move to an LLC, but the approach it used to assess the opportunity remains 
sound. 

FACTORS PROMPTING UUHC TO CONSIDER THE MOVE
As an academic medical center (AMC), UUHC is a covered entity under the 
340B program’s disproportionate care hospital (DSH) designation. The 
AMC has numerous “child site” clinics (i.e., clinics owned and operated by 
the covered entity in the surrounding communities), and it operates
17 retail pharmacies, two of which are specialty pharmacies. With this 
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their ability to care for patients not having 
340B-eligible prescriptions.

A PROPOSED SOLUTION
UUHC determined it could address this problem 
by moving its 17 retail pharmacies into an LLC 
under U of U Health. The move would enable the 
retail pharmacies to purchase all pharmaceuti-
cals at a contracted rate instead of sometimes 
having to buy at WAC. The LLC retail pharmacies 
would sign agreements to become contract phar-
macies of UUHC to maintain the covered entity’s 
340B benefit. 

This new medication procurement model 
would allow the pharmacies to partner with the 
U of U Health’s expansion. Medication purchased 
for prescriptions written by providers outside of 
covered entity clinics (non-340B eligible pre-
scriptions) would be procured at a less expensive 
cost than WAC, and PBMs would have a reduced 
ability to take 340B savings away from UUHC 
because they would no longer process claims for 
the AMC as the covered entity. 

RESEARCH REQUIRED
But UUHC also recognized that this change in the 
corporate structure of the 340B retail pharmacies 
might come with disadvantages that outweighed 
the benefits. UUHC searched the literature for 
relevant insights and found no articles related to 
this topic. Research clearly was needed not only 
to inform UUHC’s strategy but also to fill this gap 
in the literature.

large ambulatory presence, UUHC saw a strong 
potential for significant 340B savings to better 
serve the community. 

However, recent actions by pharmaceuti-
cal benefit managers (PBMs) caused UUHC to 
consider a di�erent approach. The PBMs asked 
340B-covered entities to mark 340B-eligible 
prescription claims when processing them. But 
the covered entity may not know at that time 
whether the prescription qualifies for 340B, 
making compliance extremely di¥cult. The PBMs 
also looked to decrease payment on 340B-eligible 
claims, e�ectively taking for themselves the 
340B financial benefit that the covered entities 
had enjoyed, thereby also reducing the entity’s 
resources available to help the communities it 
serves. 

THE PROBLEM OF THE 340B 
PRICING CONSTRUCT
UUHC had hoped that by growing its retail, 
specialty and home delivery presence, it could 
better support the outreach e�orts of its par-
ent company, University of Utah Health (U of U 
Health), which also includes a health plan and 
other healthcare-related enterprises. U of U 
Health was seeking to expand its presence within 
the region through a¥liations with other health 
systems and hospitals. The problem was that the 
current 340B pricing construct would not allow 
UUHC’s pharmacy to e¥ciently service en masse
the non-340B patient prescriptions that outreach 
e�orts would generate.

Under the pricing construct, a 340B pharmacy 
owned by a covered entity must purchase drug 
products in one of two ways: 
• At the discounted 340B price 
• At the wholesale acquisition cost (WAC) 

WAC is a considerably higher cost than what 
non-340B pharmacies would pay. For prescrip-
tions not eligible for 340B, drug products would 
have to be purchased at WAC, and insurers’ 
payment rates would rarely cover the cost. 
Thus, when factoring in labor and overhead, 
covered-entity-owned pharmacies often fill non-
340B prescriptions at a loss, severely limiting 
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12,700
Number of covered entities participating in 
the 340B Drug Pricing Program in 2020
Source: GAO, “Drug pricing program: HHS uses multiple 
mechanisms to help ensure compliance with 
340B requirements,” December 2020
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Current cost

(average 340B claim)(number of claims) 

(average WAC claim)(number of claims) 

Future cost

(average 340B claim)(number of claims) 

(average contracted-rate claim)(number of claims) 

(additional audit expense)(risk) 

Red = WAC drug cost
Green  = contracted-rate drug cost

Using this formula, any organization can 
input its own data and draw its own conclusions 
based on its unique circumstances. The formula 
shows that if WAC drug expense is greater than 
the combined contracted-rate drug cost, audit 
expense and risk, then the move would be finan-
cially feasible.

UUHC found that, although 340B drug expense 
remained constant in a move from internal to 
contract pharmacy, the WAC would be greater 
than a contracted-rate drug cost. The exhibit 
below shows two examples of applications of the 

The AMC therefore undertook research com-
prising three parts:
• A financial model based on an ROI analysis 
• An analysis of risks from restructuring
• A survey of AMC pharmacy directors 

Following are key considerations and findings 
from each part of the research.

FINANCIAL MODELING 
THROUGH ROI ANALYSIS 
Although payment rates would theoretically 
remain the same, many drug costs would be 
di�erent. Moreover, the true costs in setting up 
an LLC would come in the form of time, e�ort and 
other related factors. Variables considered in the 
ROI analysis included:
• Current drug costs (340B and WAC)
• Future state drug costs (contracted rate)
• 340B benefit to covered entity (current state)
• 340B benefit to covered entity (future state)
• Loss of access to specialty/oncology 

medications

Although 340B pricing is confidential, 
financial modeling is possible using a two-part 
formula using these ROI variables rather than 
using actual numbers (see above right).

 EXPERT REVIEWED 

Financial model examples

340B drug cost WAC drug cost Total drug cost

Ex
am

pl
e 

1:
  

50
/5

0
 M

ix

Current cost $10,000,000 + $10,000,000 = $20,000,000

340B drug cost Contacted-rate 
drug cost (-25%) Total drug cost Drug cost 

savings
Additional 

audit expense Risk

Future cost $10,000,000 + $7,500,000 = $17,500,000 $2,500,000 $200,000  ? 

Ex
am

pl
e 

2:
 

80
/2

0
 m

ix

340B drug cost WAC drug cost Total drug cost

Current cost $16,000,000 + $4,000,000 = $20,000,000

340B drug cost Contacted-rate 
drug cost (-25%) Total drug cost Drug cost 

savings
Additional 

audit expense Risk 

Future cost $16,000,000 + $3,000,000 = $19,000,000 $1,000,000 $320,000  ? 
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UUHC would have to develop a detailed plan 
to address each of these risks, which would 
work their way back into the financial modeling 
formula as risk expenses. If any risk could not be 
resolved, the move would not be feasible. 

Planning and timing risks. Impeccable planning 
and timing in making the move to an LLC is nec-
essary to ensure it is seamless in the eyes of both 
patients and the organization.

The Health Resources and Services 
Administration (HRSA) requires that covered 
entities register new LLC contract pharmacies 
three months in advance of their e�ective date. 
Before registration is possible, however, a fully 
executed agreement must be in place between 
the covered entity and the LLC. The LLC must 
be set up well in advance, before the change in 
pharmacy ownership. 

During registration, the covered entity’s 
current Drug Enforcement Agency (DEA) 
numbers would be used, and the entity should 
maintain close contact with HRSA to explain 
the anticipated change of ownership. The entity 
also should develop a close relationship with the 
state pharmacy-registering body concerning 
change-of-ownership and licensing requirements 
based on individual state regulations. (See the 
exhibit above for a sample timeline).

Contracting with PBMs through an ownership 
change is an additional obstacle to avoiding a 

financial formula depicting how 340B/non-340B
eligible prescription mix can influence drug cost 
savings. 

Added expense under the LLC model. The 
formula shows the new model also carries addi-
tional auditing expenses, given that claims from 
a contract pharmacy require additional auditing 
oversight to ensure compliance. UUHC estimated 
this expense at 2% of the 340B drug cost, as 
shown in the exhibit on the previous page.

One-time expenses. Converting an entity-owned 
retail pharmacy to the LLC model requires work 
from many di�erent departments, including 
legal, finance, contracting, supply chain, 340B
oversight and leadership. An organization must 
consider whether it can make the change with 
existing personnel and consider it a sunk cost 
(although also an opportunity cost) or whether 
it would need to add personnel to complete the 
transition. It also should consider whether to 
assign a project manager to the project. The for-
mula did not consider such one-time expenses.

RISK ANALYSIS
Also assessed were the following areas of risk 
associated with the move to LLC-ownership: 
• Maintaining the 340B benefit during the cal-

endar quarter required to make the move
• Licensing, registering and contracting all 

retail pharmacies to avoid a lapse in service 
during the transition

• Ensuring the seamless continuation of all 
operational aspects, including employees, 
systems and operations support

• Maintaining access to all medications, 
especially oncology, specialty and limited-
distribution medications

• Avoiding political risk, either within the insti-
tution or in the larger healthcare regulatory 
landscapea

a. A state-owned LLC entity could be seen as politically 
tenuous if business-competitiveness concerns were raised 
around its expansion.
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Sample timeline of key events

Jan. 1 • Create LLC

• Pharmacy ownership bill of sale/contract for a future date (June 1)

Jan. 1 – March 1 • Pharmacy licensing (state) for future date (June 1)

• Contract pharmacy agreement between covered entity and 
future LLC pharmacies created/signed

• PBM contracting (as possible)

March 1-15 • Register new contract pharmacies with HRSA

June 1 • Go-live date

• Pharmacy ownership transferred to LLC

• Continue PBM contracting
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a specialty pharmacy. This risk expense should 
be represented in the fi nancial formula.

Political risk. Key “political” considerations 
include a nonprofi t organization’s appetite for 
moving part of its business to a for-profi t LLC 
and for expanding its business with non-340B 
eligible prescriptions, which could be fi lled for a 
positive margin. 

Another political risk, however, lies with 
the federal government and how it might yet 
change the 340B program, as it did with contract 
pharmacy expansion several years ago. Starting 
in mid-2020, six pharmaceutical companies 
excluded contract pharmacies from obtaining 
340B pricing, with another restricting 340B 
pricing in 2021. The actions taken are currently 
being discussed in the courts. These types of 
changes must be monitored, as they could com-
pletely alter the fi nancial formula regarding the 
feasibility of an LLC approach. 

THE SURVEY
UUHC sent an online survey to a sample group 
of pharmacy directors to identify the di� erent 
models and structures they were using for retail 
pharmacy networks and to fi nd out whether they 
were looking to make a change. Responses are 
shown in the exhibit above left.

MAKING THE CASE FOR CHANGE
The rationale for making this type of business 
reorganization may seem straightforward to 
those who understand 340B and how it works. 
But those less familiar with 340B, including 
C-Suite executives, may question the idea of 
moving the 340B benefi t away from the covered 
entity. Advocates for the change should point to 
the importance of the agreement between the 
LLC and the covered entity, which determines 
how everything looks on future fi nancial state-
ments. The future LLC’s strategic purpose also 
should be considered, whether it is to unleash 
the retail pharmacies’ potential to promote
business expansion, to create a more nimble 
business group that can truly compete in the 
retail pharmacy world, or simply to reduce drug 

quarter-long 340B benefi t gap. A change in 
ownership requires new licenses, National 
Provider Identifi er numbers and National 
Council for Prescription Drug Programs num-
bers, in a process that could take months. A 
possible solution might be to stagger the move of 
individual pharmacies to the LLC. The organiza-
tion then could spread the workload, minimize 
PBM contract disruptions with creative use of 
other pharmacies in the organization, and better 
identify and correct transition issues encoun-
tered along the way. 

Risk related to specialty medication access.
An organization’s class of trade determines 
what products its pharmacies can purchase. An 
organization in the hospital class of trade can 
access most specialty and oncology products for 
its patients. Moving the pharmacies away from 
being hospital-owned into a separate LLC would 
change the class of trade to retail. 

This change might cause a specialty oncology 
pharmacy to lose access to many oral oncology 
products it had been dispensing as a hospital-
owned pharmacy, for example. To maintain spe-
cialty product access, this pharmacy might best 
be excluded from the LLC and allowed to con-
tinue operating as an entity-owned pharmacy. 
The same situation holds true, but to a much 
lesser extent, regarding specialty drug access for 
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 Responses from pharmacy director survey

Questions Yes
N (%)

No
N (%)

Is your organization a 340B ‘covered entity’? N=23 23 (100%) 0 (0%)
Does your organization have retail pharmacies? N=23 22 (96%) 1 (4%)
Are you currently looking at changing how your retail 
pharmacies are set up? N=22 4 (18%) 18 (82%)

What model does your organization use with their 
retail pharmacies? N=22 Model in use N(%)

• Organization-owned pharmacies 17 (77%)

• Rent to external pharmacy provider 0 (0%)

• LLC/Owned by parent organization 4 (18%)

• Other 1 (5%)

NEXT PAGE
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In the end, the risk/reward decision is not an 
easy one and can be determined only through 
fi nancial modeling and due diligence, following 
UUHC’s approach, in coordination with the orga-
nization’s top leadership and visionaries. 

expense while keeping existing oversight struc-
tures in place. 

Since 2010, when HRSA authorized expansion 
of contract pharmacy use and the subsequent 
increase in 340B benefi t to covered entities, 
PBMs and pharmaceutical companies have 
sought to claw back some of that benefi t.b

Although making business structure adjust-
ments and voicing concerns to local government 
representatives may help to keep the 340B bene-
fi t intact, covered entities can expect to see more 
aggressive means used to lessen the benefi t. 
Given that contract pharmacies have been the 
key target for pharmaceutical industry’s recent 
takeback strategies, another key feasibility 
consideration is that reversing the LLC change 
would take as much time as moving to an LLC in 
the fi rst place. 

b. HHS, “Notice regarding 340B Drug Pricing Program—
contract pharmacy services,” Federal Register, March 5, 
2010.
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340B program facts to know

The 340B program was enacted as part of the 
Veterans Health Care Act of 1992 to enable 
covered entities to stretch scarce federal 
resources to reach more patients and provide 
more comprehensive services.a Organizations 
that can qualify for the 340B program include 
critical access hospitals, children’s hospitals, 
cancer facilities, disproportionate share 
hospitals (DSHs), federally qualifi ed health 
center clinics and hemophilia treatment 
centers among others.b DSHs are hospitals 
serving a signifi cantly disproportionate 
share of low-income patients.c A DSH must 
have 11.75% of Medicare and Medicaid 

a. Health Resources & Services Administration, 340B 
Drug Pricing Program, updated May 2021.

b. 340B Health, Overview of the 340B Drug Pricing 
Program, accessed July 1, 2021. 

c. CMS, Medicare Disproportionate Share Hospital, 
MLN fact sheet, March 2021.

admitted inpatient days to qualify and be 
registered and enrolled to participate in the 
340B program.d When participating in the 
340B program, covered entities (i.e. qualifi ed 
and registered health systems) can order 
medications at a discount for 340B eligible 
outpatient administered medications and 
retail prescriptions. To qualify for eligibility, 
orders and prescriptions must be:  

• Written for a patient of the covered entity 
• Written by a provider of the covered entity
• Written at one of the locations falling 

under the covered entity

Covered entities are closely monitored 
both internally and externally. The O�  ce of 
Pharmacy A® airs, under the Health Resources 
and Services Administration, oversees the 
340B program and conducts audits of covered 
entities. 

d. Health Resources & Services Administration, 340B 
Eligibility, last updated May 2018.
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How to engage 
with patients 

where they are by 
balancing automation 
with the human touch

The ability to maintain strong personal relationships with patients is a 
defi ning characteristic of successful provider organizations. In addition 
to having highly developed automated systems, a dedicated sta�  whose 

role is to personally engage with patients is important for providers.

A s the nation has contended with the COVID-19 public health emergency, 
including the long time when face-to-face encounters became nearly 
impossible, the healthcare industry has been profoundly creative in fi nding 
new ways to reach our patients through automation. Now, as the country 
struggles to achieve a higher level of vaccination, we need to take stock of the 

future of those innovations and how they will a� ect patients’ perceptions of their care. 
Implemented e� ectively, automated systems can improve healthcare processes, from both 

a clinical and administrative standpoint, while also improving the healthcare experience for 
patients. Despite these clear benefi ts, however, organizations should not lose sight of patients’ 
deep desire and need for a personal connection with their providers, which is not possible 
through automation alone.

An organization’s approach to automation and communication with patients should fl ow 
from its understanding of the patient’s circumstances. Thus, any strategy for automating patient 
processes also requires a human face, as refl ected in the role of the patient navigator, which is 
discussed later in this article. 
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online options. But many others will just want 
to talk with a real person. And all patients are 
likely to want a personal connection with their 
provider when they are ill, because accessing 
healthcare is rarely a choice, and it can involve a 
life-altering health event.

Automation also means very little to a patient 
who may not have access to the internet and who 
feels overwhelmed and ‘stupid’ when they do not 
understand the multiple bills, EOBs, provider 
letters, and how they tie together. Moreover, 
factors such as social determinants of health may 
pose a challenge for reaching patients through 
automated processes (see the sidebar on page 46. 

Patient engagement must be highly flexible, 
so maintaining it within a world of automation 
presents a true balancing act for today’s revenue 
cycle leaders.

CASE EXAMPLE OF MEETING 
PATIENTS WHERE THEY ARE
The ability to meet this challenge is the mark of 
a true leader. Here’s how one hospital’s revenue 
cycle director responded to that challenge. 

She learned a powerful lesson from what 
at first was thought to be  a great ‘win’ for the 
hospital (saved money and labor costs) but was 
actually perceived to be a great ‘loss’ by the 
community. Her organization had decided, at her 
prompting, to discontinue itemized statements 
for outpatient services and incorporate them into 
once-a-month statements. The hospital achieved 
the money- and time-saving objective — and 
loved it! 

Then, as part of the commitment to com-
munity outreach, the revenue cycle director 
scheduled a visit to an area senior center on 
aging to provide a 20-minute, lunch-hour pre-
sentation on the di�erence between Medicare 
and Medicaid. At the end of the presentation, 
the director asked for questions. None of the 100 
plus attendees raised their hand, so the director 
thanked the attendees and prepared to depart. 
But one of the center’s sta� members stopped her 
and asked, “Don’t you want to help them with all 
the information they brought?”  

First, however, organizations must fully grasp
why empathy should be the cornerstone of their 
overall strategy.

THE NEED FOR EMPATHY
Engaging with patients means meeting patients
where they are. It means being highly aware that 
the patient may be scared of receiving  a new 
diagnosis, scared from uncertainty about how 
they will pay for their care, scared of how it will 
impact their lives and overwhelmed when faced 
with the many business facets of healthcare. They 
are confronted with forms to be signed, required 
prior authorizations for many services, payment 
arrangements and many uncoordinated provider 
statements/bills. The need for integration of 
information among unconnected providers  — 
labs, rehab facilities, hospitals and providers 
not employed by the hospitals — is monumental, 
and it should not be left to the patient to coor-
dinate. It would pose a challenge for many of us 
even within the healthcare world, and it is one 
important goal of automation. But patients also 
need to be assured that this coordination is being 
managed for them, and that requires a personal 
touch. 

Meeting patients where they are means 
understanding how to communicate with them 
in ways they understand. Industry catch phrases 
like “value over volume” or “interoperability” 
have little or no meaning for most patients. And 
when patients hear, for example, that their cover-
age for care has been “denied for lack of medical 
necessity” or that “the insurer has denied prior 
authorization even though your provider believes 
this procedure is needed,”  they might feel the  
healthcare system is not focused on, or even 
interested in, their health. Providers therefore 
should take care not to bombard patients with 
terms they don’t understand and are embar-
rassed to ask about. 

Providers also should recognize that each 
generation has its own preferences and barriers. 
It is not enough to tell patients, “Just use our por-
tal” or “Visit our easy-to-access webpage with 
multiple drop-down choices” or “Set up your own 
payment plan online.” Some patients will love the 

HFM MAGAZINE | SEPTEMBER 2021 |  45



Engaging the patient 
means recognizing SDoH

Another powerful area of opportunity for 
healthcare organizations to coordinate 
automation with personal attention 
to patients’ healthcare is in addressing 
social determinants of health (SDoH). For 
the public, it is just another catch phrase. 
But for hospitals, SDoH is a critical 
concern, and when we examine its impact 
on the revenue cycle, we begin to see how 
focused health e® orts on it can impact a 
patient’s costs. 

Consider the following case example 
of lessons learned, which was shared 
anecdotally with the author at an HFMA 
Chapter meeting.

Two hospitals came together to focus 
on re-admissions to the emergency 

department (ED) for patients with 
diabetes. They had identifi ed a 
geographical area where there was a high 
incidence of such ED visits, many of them 
also involving bad debt. There also was 
no grocery store within walking distance 
of the residents. With the presence 
of only convenience stores, it seemed 
clear that a diet and nutritional defi cit 
were contributing to diabetes-related 
emergency visits.

The two hospitals pooled resources, 
found a bus and paid a driver for gas 
and insurance to shuttle residents for 
Saturday grocery shopping at a nearby 
supermarket. The community was 
informed of the service through outreach 
e® orts, and residents began being bused 
to where they could get nutritious food. 

When tracking the results, the hospitals 
found that, over a 90-day period, ED 

visits decreased signifi cantly. It seemed 
clear that the residents’ health was 
being positively impacted by a simple 
community outreach. Yet the funding for 
the bus and driver became jeopardized by 
the di�  culties the fi nance department 
faced in identifying an ROI.

The clinical team that spearheaded the 
initiative with the revenue cycle team 
to fi nd a way to communicate to the 
fi nance department the signifi cance of 
the reduction in ED visits and possible 
accompanying decrease in bad debt.

The value that can be achieved when 
revenue cycle processes allow for a focus 
on SDoH is evident in the experience by 
these two partner hospitals. Partnerships 
between SDoH clinical teams and 
revenue cycle teams represent another 
area that holds the promise of important 
wins for hospitals.
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5 categories of SDoH
The Centers for Disease Control and Prevention defi nes social determinants of health (SDoH) as “the conditions in which 
people  are born, grow, live, work, and age.”

Education 
access and 

quality

�            
�       

Healthcare 
and quality

�          Neighborhood 
and built 

environment

�   

Social and 
community 

context

�    

Economic 
stability

�              

Source: CDC, “Social determinants of health,” Public Health Professionals Gateway, Page last reviewed Oct. 23, 2020
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• How to understand and access the A� ordable 
Care Act marketplace exchange option 

• How to navigate the Medicaid option
• Whether and how the patient might qualify 

for charity care (as appropriate)

A hospital can go a long way in reducing the 
occurrence of bad debt and uncompensated care 
by providing such a person as a resource and 
ensuring the public is aware that this resource is 
available to them.

The navigator also can promote the organi-
zation’s e� orts toward automation by helping 
patients understand how best to use the auto-
mation that will streamline their needs. It is 
important to emphasize, however, that orga-
nizations should not rely on patient navigators 
to fi ll all the gaps created by ine� ective auto-
mation, which might require a huge navigator 
workforce, thereby negating the benefi ts of both 
approaches. 

GET THE WORD OUT
When patients feel well cared for, they will want 
to pay their bills. And that readiness to pay will 
be greater if they believe the revenue cycle team 
is committed to addressing their concerns, as 
evidenced by having an onsite fi nancial navigator 
readily available to guide them not only through 
their hospital bills, but also with navigating all 
facets of the business of healthcare. 

Keeping the automation in sight while 
maintaining a personal, human touch in guiding 
patients through the revenue cycle processes 
will help an organization achieve the crucial win 
for both the patients and the organization. But it 
also is important to tell your public, repeatedly, 
about the navigator program and all the ways it 
can help. 

She had noticed the shoe boxes and paper 
bags and thought, “Perhaps it was craft day.” But 
no, the seniors had gathered together all  their 
statements, itemized bills from the hospital and 
many related invoices from durable medical 
equipment, hospice, physician practices and 
outpatient rehab — and now they were ready to 
have their questions answered.  

The revenue cycle leader had a humbling 
experience as each senior took the opportunity 
to teach her what amounted to two important 
lessons:
• They were confused by and hated the com-

bined statements.
• They had many ideas on ways to simplify the 

billing process for patients.

As a result, the leader was able to resolve the 
seniors’ problems with the statements, and she 
gained a new appreciation of the importance of 
seeking to understand a patient’s perspective 
when making such decisions.

THE CENTRAL ROLE OF THE PATIENT 
FINANCIAL NAVIGATOR
When we seek to listen to patients in an e� ort 
to meet patients where they are, we can fi nd 
many exciting ways to reach the full diversity 
of the patients we serve. One important way we 
can better engage with patients is by creating 
the role of an onsite patient fi nancial navigator, 
which complements the traditional role of fi nan-
cial counselor, to help guide patients through 
the complexities of our healthcare system. The 
navigator can explain to patients:
• How their insurance works 
• What di� erent terms mean and how those 

terms a� ect patients (e.g., what prior autho-
rization means and why a service might be 
denied because it is not deemed medically 
necessary).

• How the revenue cycle process will work for 
them

• How estimates work and how to create a 
payment plan 

• How to appeal insurance denials or reduced 
payments by payers

About the author

Day Egusquiza is president and founder, AR Systems, Inc., 
and the Patient Financial Navigator Foundation, Inc. (a not-
for-profi t community-service organization) in Twin Falls, 
Idaho.
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Are you ready for 
no-surprise billing?

*www.benefitspro.com/2018/10/18/consumers-more-likely-to-pay-hospital-bills-if-cos/

Safeguard compliance, 
elevate the patient 

experience, and boost 
collections with the 
XIFIN RPM patient 

responsibility estimator. 

Go to www.XIFIN.com/Engage to learn more.www.XIFIN.com/Engage 

The No Surprises Act goes into effect January 1, 
2022. Violations can expose providers to civil 
monetary penalties of up to $10,000 per violation.  

Plus, survey data suggest patients are more likely to 
pay in full if they are happy with the billing process.*

With XIFIN RPM you are covered. The patient 
responsibility estimator maps current CPT-level 
costs, by payor, to real-time patient eligibility 
information. Out-of-pocket costs are then displayed 
as they would be in an explanation of benefits (eob). 
And, XIFIN offers text messaging with an integrated 
patient portal to enable 24/7 self-service. 
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T his year’s winners of the 
Association's MAP Award for 
Higher Performance in Revenue 
Cycle represent organizations of 
vastly di�erent sizes and scope, 

yet they all share a commitment to improving 
price transparency and patient access. Their 
momentum toward change has helped them 
maintain robust revenue cycles, even during the 
uncertainty of the recent COVID-19 pandemic.

Here, revenue cycle leaders of three organiza-
tions — an integrated delivery system (IDS), an 
individual hospital and a critical access hospital 
(CAH) — describe how they are using innovative 
strategies to improve their organizations’ finan-
cial performance and patient experience. 

PRIORITIZING PRICE AND 
NETWORK TRANSPARENCY
“When I think about pricing transparency, it 
really hits the trifecta of improving revenue, 
reducing costs and improving the patient expe-
rience,” said Sarah Knodel, senior vice president 
of revenue cycle for Dallas-based Baylor Scott & 
White Health, which won the MAP Award in the 
IDS category.

Knodel and her team partnered with clinical 
leaders on new processes and tools designed to 
help patients understand their out-of-pocket 
costs and improve point-of-service (POS) 

collections. This e�ort included rolling out their 
automated price estimation tool, which had 
already been adopted by the system’s hospitals, 
to hundreds of clinics within the health system. 
Knodel met with the president, CFO, chief medi-
cal o¥cer and vice president of clinic operations 
in each region to explain the goal of the initiative 
and get their buy-in. 

“It took a significant amount of collaboration 
to say, 'Look, this is a priority,'” she said.

From 2018 through 2020, her team gradu-
ally rolled out the new process, which included 
conducting more than 200 training sessions for 
registration sta� at the clinics (who don’t report 
to the IDS’s revenue cycle department). Training 
focused on educating patients about their 
financial responsibility and available payment 
options, including interest-free payment plans. 
As a result of their e�orts, clinic POS collections 
have improved 47% since FY2017.

Network transparency also has been a focus 
after the revenue cycle team noticed an uptick 
in out-of-network denials and complaints from 
patients about not being notified for out-of-
network care. Knodel partnered with a vendor 
to create a custom, real-time alert that notifies 
scheduling, pre-registration and registration 
sta� if a patient is out of network. Once out-of-
network patients are identified, sta� can explain 
to the patients how their insurance works and 

LAURA HEGWER
hfm contributor
laura@vitalcomgroup.com
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How 3 healthcare organizations are 
focusing on access and transparency
to drive revenue cycle performance

Three winners of HFMA’s 2021 MAP Award share their 
innovative and e�ective strategies to build a strong revenue 
cycle amid uncertainty.

Sarah Knodel partnered 
with clinical leaders at 
Baylor Scott & White to 
develop ways to help 
patients understand 
their out-of-pocket 
costs.
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Portalatin, assistant vice president of revenue 
cycle for Valley Health System.

To do this, Portalatin partnered with clinical 
leaders to create a team of oncologists, executive 
sta� and nurses who met weekly for six months 
and then monthly. Together, they reviewed data 
on denials, charge capture and underpayment 
and identified process changes from scheduling 
to sta¥ng. One change included hiring more sta� 
to address the growing number of payer require-
ments related to authorizations, which helped 
improve access as well as payer yield and collec-
tions. The team also added a patient advocate in 
oncology to help cancer patients find assistance 
from drug companies to help cover the costs of 
medication.

Leaders at The Valley Hospital also rolled 
out an initiative focused on POS collections 
in patient access and the emergency depart-
ment, increasing POS collections by $100,000 in 
FY2020. In both areas, they implemented new 
collection policies and practices and relocated 
sta� under patient access leadership.

The Valley Hospital’s success comes from 
understanding the root causes of patient com-
plaints and barriers to care, according to William 
Klutkowski, CFO and vice president of finance 
for Valley Health System. “We truly listen to the 
front end because that’s where most of the prob-
lems start,” he said.

Klutkowski said his finance team is eager to 
“get back to the norm as well as move forward.”  
In the future, making the most of available tech-
nology will be a priority. 

In particular, the revenue cycle team plans to 
implement a patient engagement and financial 
technology platform to deliver a more personal-
ized billing and payment experience for patients. 
The tool will allow the hospital to send digital 
bills and communicate with patients via text, 
emails and ringless voicemails based on their 
preferences. Patients also will receive denial 
explanations automatically and have the option 
to self-enroll in configurable payment plans.

Portalatin said her team also plans to imple-
ment artificial intelligence and automation into 

inform them about the cost implications of pro-
ceeding with out-of-network care at the health 
system.

“We want to make sure we’re having that 
conversation at the earliest possible point in 
time,” Knodel said. “We had to really focus on 
scripting because we didn’t want to alienate our 
patients ‥. we wanted to make sure that we were 
educating them.”

Another change was the creation of a dedi-
cated out-of-network team to negotiate one-time 
agreements with payers on behalf of patients 
requiring specialized services, such as open-
heart surgery. Thanks to the revenue cycle 
team’s e�orts, Baylor Scott & White Health 
has seen an 88% reduction in scheduled out-
of-network volume since FY2017.

Knodel said her current priorities are optimiz-
ing net revenue, reducing the cost-to-collect (in 
part by leveraging automation) and improving 
the patient financial experience. Future initia-
tives include integrating price estimates into the 
patient portal and mobile app, so the estimates 
are automatically sent to patients 14 days in 
advance of their procedures and providing price 
guarantees for select services.

Knodel believes these and other innovative 
projects will help her team maintain a robust 
revenue cycle even during times of uncertainty 
like the ongoing pandemic. “You can’t wait until 
you’re in a crisis,” she said. “You’ve got to have 
the strong foundational pieces in place and 
strong, consistent leadership to help you manage 
during changing and challenging times.”

ENSURING BETTER ACCESS 
FOR CANCER PATIENTS
Improving the experience for cancer patients 
was a priority for revenue cycle leaders at The 
Valley Hospital in Ridgewood, New Jersey, which 
won the MAP Award in the Individual Hospital 
category.

“[Patients] had a great medical experience, 
and on the back end, we wanted to make sure 
that the revenue cycle experience went just 
as well, and that they felt happy,” said Josette 

Josette Portalatin 
focused on making 
sure patients' revenue 
cycle experience was 
of the same high 
quality as their medical 
experience.

William Klutkowski 
attributes Valley 
Hospital's success in 
increasing point-of-
service collections 
to understanding the 
root causes of patient 
complaints and barriers 
to care.
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LEVERAGING TECHNOLOGY 
AND AN ENGAGED STAFF
Cass County Memorial Hospital in Atlantic, Iowa, 
won the MAP Award in the CAH category for the 
first time in 2021. Cindy Petty, CRHCP, revenue 
cycle director for Cass Health, said developing 
metrics and engaging sta� has been the key 
to their improved performance. In particular, 
sharing key performance measures and boosting 
sta� productivity helped her team improve their 
net A/R by 30 days in FY2020. “There’s no reason 
to hide anything that we’re doing within the 
revenue cycle,” she said. “Sta� have great ideas 
on how to improve processes.”

2021 HFMA MAP Award Winners

In June, 32 hospitals and health systems were honored with HFMA’s MAP Award for High Performance in Revenue 
Cycle. Presented as part of HFMA’s Annual Conference Virtual Preview, the awards recognize organizations that have 
used innovative and e®ective strategies to achieve excellence in revenue cycle performance.

Winners are selected based on their 
demonstrated ability to:

• Meet industry-standard revenue cycle 
benchmarks as measured by HFMA’s 
MAP Keys

• Implement the patient-centered 
recommendations and best practices 
described in HFMA’s Healthcare 
Dollars & Sense initiatives

• Achieve outstanding patient 
satisfaction

The winners spanned five categories:

Physician practice management 
(5 winners)

• Genesis Medical Group, LLC, Zanesville, 
Ohio

• Norton Medical Group, Louisville, Ky.
• Privia Medical Group, Arlington, Va.
• State of Franklin Healthcare 

Associates, Johnson City, Tenn.
• Virginia Eye Institute, Richmond

Critical access hospitals  (4 winners)

• Cass County Memorial Hospital, 
Atlantic, Iowa

• Dignity Health – Mercy Medical 
Center Mt. Shasta (Calif.)

• Henry County Health Center, Mount 
Pleasant, Iowa

• Van Diest Medical Center, Webster 
City, Iowa

Individual hospitals (7 winners)

• Dignity Health – Community Hospital 
San Bernardino (Calif.)

• Houston Physicians Hospital, Webster, 
Texas

• Legacy Good Samaritan Medical 
Center, Portland, Ore.

• Princeton Baptist Medical Center,
Birmingham, Ala.

• South Shore Health, South Weymouth, 
Mass.

• The Valley Hospital, Ridgewood, N.J.
• University of Texas MD Anderson 

Cancer Center, Houston

Hospital systems (12 winners)

• Adena Health System, Chillicothe, Ohio
• Bellin Health, Green Bay, Wis.
• Bon Secours Mercy Health, Cincinnati
• The Christ Hospital Health Network, 

Cincinnati
• Cottage Health, Santa Barbara, Calif.
• Mass General Brigham, Somerville, 

Mass.
• Methodist Health System, Dallas
• OhioHealth, Columbus
• Spectrum Health, Grand Rapids, Mich.
• St. Elizabeth Healthcare, Edgewood, Ky.
• ThedaCare, Inc., Appleton, Wis.
• Trinity Health of New England, 

Hartford, Conn.

Integrated delivery systems 
(4 winners)

• Baylor Scott & White Health, Dallas
• Presbyterian Healthcare Services, 

Albuquerque, N.M.
• Saint Francis Health System, Tulsa, 

Okla.
• SCL Health, Broomfield, Colo.

 FEATURE STORY 

their patient intake processes. New tools will 
allow for online scheduling, electronic registra-
tion and online payment, boosting e¥ciency. The 
hospital also will add new software to automate 
precertifications and preauthorizations.

While technology is important, so are the 
people who keep the revenue cycle running 
smoothly. The revenue cycle team at The Valley 
Hospital has had a morale committee for the 
past 20 years. Each month, the group finds ways 
to celebrate employees — even when the team 
worked remotely during the pandemic. Their 
e�orts have helped the revenue cycle team score 
in the 99th percentile for employee satisfaction.
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Another top revenue cycle priority for the rest 
of 2021 is addressing out-of-network patients so 
that the hospital will be ready for new regula-
tions banning surprise billing that go into e�ect 
Jan. 1, 2022. 

During the past 18 months, the revenue cycle 
team at Cass County Memorial Hospital has 
proven they can be agile even during times of 
uncertainty. Petty, who spent 19 years in public 
health before moving to the revenue cycle, kicked 
into “emergency preparedness mode” at the 
beginning of the pandemic. “Basically, as the 
admin team was running their own incident com-
mand, we had our own incident command within 
the revenue cycle,” she said.

In the early days of the pandemic, Petty led 
daily huddles with revenue cycle sta� to address 
pressing concerns and make sure that her team 
felt safe. 

“With patient access, you can’t really go 
remote, so we supported sta� through that, mak-
ing sure they were comfortable and giving them 
the tools they needed,” she said. 

About half of her team was sent home to work 
remotely and kept in the loop with daily commu-
nication. Today, many sta� are still working from 
home. 

“COVID pushed us to a future state that in 
a small community we probably didn’t foresee 
happening,” Petty said. 

DEMONSTRATING COMMITMENT
As these three MAP-Award-winners’ stories 
exemplify, dedicated and resourceful revenue 
cycle professionals across the nation, in health-
care organizations of all sizes, are making a 
di�erence in improving patients' financial
experience with their healthcare while also 
ensuring the financial success of their organiza-
tions.  

That transparency applies to patients as 
well. Prior to July 1, 2021, the revenue cycle 
team at the CAH only provided estimates on an 
as-needed basis. But now, it o�ers estimates for 
all scheduled procedures in their surgery clinic. 
Sta� use a tool that is integrated with the organi-
zation’s electronic health record to pull estimates 
based on charges from similar patients, she said.

By the end of the year, Petty and her team 
plan to expand estimates throughout the facility. 

“We’re focusing on that communication with 
patients, validating the estimates and working 
with each department so that they feel comfort-
able with our process,” Petty said. 

Although she appreciates the value of the esti-
mator tool, she also sees a need for a workflow 
that follows the estimate to validate its accu-
racy. “It’s important that we gain our patients’ 
trust in the process,” she said. “We hope that 
education and working with the patients will 
support greater collection and increased patient 
satisfaction.”

Petty said a strong partnership with their 
early-out collections vendor also has helped to 
identify opportunities to improve the patient 
financial experience. When patients express frus-
tration on the phone for any reason, the vendor 
will send them back to the hospital’s own patient 
financial services team to address their con-
cerns directly, which potentially enables them 
to increase collections of patient’s out-of-pocket 
costs as well.

“As a small entity, that’s where we can win 
over the larger hospitals,” she said. 

Within patient access, new technology has 
expanded what patients can accomplish through 
the patient portal. Now, patients can check in 
electronically by validating their insurance and 
personal information and speed up the registra-
tion process. 

Patients also can request estimates through 
the patient portal. “Our goals this year within 
patient access are to increase MyChart regis-
trations and to really use the tools that we have 
so that patients can navigate their healthcare,” 
Petty said. 

 FEATURE STORY 

About the author

Laura Hegwer is a freelance healthcare writer and editor 
based in Lake Blu®, Ill.

Cindy Petty, CRHCP, 
noted that the key to 
improving revenue 
cycle performance at 
Cass County Memorial 
Hospital has been in 
developing metrics and 
engaging sta®.
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61% of hospitals say future 
compliance with price 
transparency will impact 
financial processes: HFMA poll

An HFMA-Strata survey found three in five hospitals and health systems are 
revamping financial processes in light of price transparency. 

A ctions organizations are 
taking to revamp their 
financial processes include 
more closely tracking patient 
financial responsibility, 

total cost of care and negotiated rates, and 
rethinking commodity-service prices. These 
results were identified in a March 2021 survey of 
275 healthcare finance executives, sponsored by 
Strata Decision Technology, which also found:
• 60% of respondents are working more closely 

with operations to impact the total cost of care.
• 20% of respondents said their approach to 

pricing has changed, with 17% citing plans to 
overhaul their chargemaster in the future.

• 35% of respondents plan to negotiate rates 
above current levels for all or certain payers.

• 60% of respondents are working more closely 
with operations to impact the total cost of care.

These results appear against the backdrop of 
CMS’s proposal to increase the penalty for some 
hospitals that do not comply with the Hospital 
Price Transparency final rule.a  Specifically, 

a. CMS, CMS proposes rule to increase price transparency, 
access to care, safety & health equity, Press release, July 
19, 2021.

CMS proposes to set a minimum civil monetary 
penalty of $300 per day for hospitals with a bed 
count of 30 or fewer and $10 per bed per day for 
hospitals with a bed count greater than 30, not to 
exceed a maximum daily dollar amount of $5,500. 

What does this mean for a full calendar year 
of noncompliance? The minimum total penalty 
amount would be $109,500 per hospital, and 
the maximum total penalty amount would be 
$2,007,500 per hospital. 

Even without these financial implications, 
there are compliance-associated challenges. 

“Price transparency really brought to light 
a number of issues in terms of being able to 
provide patients with good, trusted, market-
sensitive pricing for procedures or services they 
want to receive,” said Elizabeth Kirk, senior vice 
president of Strategic Services at Strata Decision 
Technology. “What we’ve found in working with 
numerous clients is that there are a number of 
problems that need to be addressed before health 
systems are even ready to post prices publicly.”

ADDRESSING PRICE TRANSPARENCY 
CHALLENGES
Perhaps the biggest challenge is that most 
chargemasters are not designed for user-
friendly price lookups. That’s because a number 

LISA ERAMO, MA
leramo@hotmail.com
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of di�erent charges must come together for a 
single procedure or service. A knee replacement, 
for example, must include charges for pharma-
ceuticals, supplies, sta¥ng cost and physician 
services. A single line item in a chargemaster 
doesn’t provide an accurate picture of total 
charges a patient would incur, she added. 

Applying payer rates is also a challenge for 
many organizations. “You can’t just take charges 
for a group of services and multiply them by a 
payer’s reimbursement rate,” Kirk said. “There 
are a number of complicated payer rules. It may 
be that drugs and implants are paid di�erently 
from medical services, for example.” To provide 
an estimated price for one procedure for one 
patient, it is often necessary to apply multiple 
payer rules. The complexity of doing this for 
many di�erent types of procedures and payers is 
a barrier for many health systems. 

In addition, the chargemaster doesn’t take 
patient-specific circumstances into account. 
“The biggest challenge is coming up with a good 
number,” said Tim Cashman, CFO at Estes Park 
Health, a 23-bed critical access hospital (CAH) in 
Estes Park, Colorado. “It really depends on the 
patient’s specific needs. Every bill is going to be 
di�erent.” 

Although Estes Park Health is in a rural area, 
Cashman said nearly 4.8 million people come 
through the community annually, mostly in 
the summer, to go hiking in Rocky Mountain 
National Park. His organization sees its fair share 
of hiking-related injuries as well as high-altitude 
pulmonary edema — neither one is easy to pre-
dict from a cost perspective.

To meet the price transparency requirement, 
Estes Park Health partnered with a vendor to 
make its chargemaster available to the public. 
However, Cashman admitted it’s not an ideal 
solution because the prices that patients see are 
estimates — not fixed quotes.

At Truman Medical Center in Kansas City, 
Missouri, internal teams worked together to 
launch a price transparency tool that includes 
payer-specific estimates. “This is a major step 
toward getting consumers the information 

How to work with operations to 
manage the total cost of care

As organizations think about price transparency, 
they’re also focused on the total cost of care, 
said Alina Henderson, senior director of Advisory 
Services at Strata Decision Technology. 

“To really understand true total cost of care, 
especially as we’re seeing volumes shift from 
inpatient to outpatient, you need to understand 
the combined inpatient and outpatient cost of 
care,” Henderson said. “You need to be able to bring 
together provider billing and hospital billing data.”

Henderson says many organizations are shifting 
toward a horizontal, encounter-level view while also 
putting more onus on operational leaders to control 
and reduce costs.

“Operational leaders are increasingly being held 
responsible for managing not just labor expenses 
for their departments but also the utilization of 
resources for specific types of services,” she said. 
“To that end, operational leaders are engaging with 
clinical teams and finance to better understand and 
a®ect the cost of care. 

However, this shift requires a di®erent operating 
model, said Henderson. “This is where organizations 
are really leaning in,” she said. “If you don’t set 
expectations and create a model where people feel 
empowered and supported to collaborate and make 
decisions that will reduce the cost of care, then 
you’re not going to see sustainable change. You’re 
going to see ad hoc improvements.”

Henderson provided several questions to consider 
as organizations make this shift:

• How will the organization coordinate e®orts 
between service line leaders at multiple 
hospitals within the single system?

• To what financial metrics will operational 
leaders and service line leaders be held 
accountable? 

• What type of data analytics will operational 
leaders need to monitor these metrics?

• Will operational leaders own the profit and 
loss statement for their service line? Will they 
participate in clinical strategy discussions? Or 
both?

NEXT PAGE
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However, in order for price transparency to 
foster competition, most or all hospitals must 
comply and make their data available, said Katz. 
“It’s unfortunate that price transparency came 
along at the same time as COVID-19 because the 
pandemic has obviously taken much of the atten-
tion away from the e�ort,” he added. 

Truman Medical Center is also paying atten-
tion to Medicaid charges in light of the state’s 
recent Medicaid expansion. “We need to adjust 
our charges to make sure we’re going to maxi-
mize revenue for these patients who are finally 
going to have healthcare coverage,” Katz said. 

Health systems are also starting to look at 
how they can clean up their chargemaster, says 
Strata’s Kirk. “They’re looking at how they can 
bundle charges together, so the information is 
more patient-friendly.” Organizations are also 
partnering with technology vendors to estimate 
the negotiated reimbursement by payer at the 
line-item level so patients can see any specific 
out-of-pocket expenses they might incur, she 
added.

Kirk’s advice for organizations that are 
overhauling the chargemaster is to look at 
high-volume shoppable procedures for which 
there are varying prices across the health sys-
tem. For example, is an unplanned X-ray in the 
ED the same price as a scheduled X-ray? Is the 
same procedure priced higher in a facility that is 
in an economically disadvantages neighborhood 
when compared to facilities in more aÂuent 
neighborhoods? “These are the things that don’t 
reflect favorably on an organization when prices 
are published,” she said.

She also says to look at cost versus price 
versus reimbursement. “If the price is ten times 
your cost of what you’re reimbursed, that’s a 
signal that you can bring down the cost without 
having a lot of financial impact,” she said.

NEGOTIATING MORE FAVORABLE 
PAYER CONTRACTS
Organizations are also using price transparency 
as a bargaining tool to negotiate more favorable 
contracts with payers. For example, if an orga-
nization’s prices are lower than those of other 

they need to make proper decisions,” said Seth 
Katz, vice president of HIM and revenue cycle at 
Truman. “It’s not the final step. We want to keep 
refining it to some extent — to include more than 
the required 300 shoppable services and give 
consumers a more interactive experience.” 

Katz says the organization’s philosophy 
is that price transparency is what’s best for 
patients and the marketplace, which is why it 
has complied with the regulation since day one. 
“Consumers expect this, and we should accom-
modate [them],” he said. “They want to know 
what they’re getting for their money just like 
they do in any other service industry.”

BECOMING MORE STRATEGIC WITH PRICING
Despite these challenges, organizations are 
forging ahead with a more strategic approach. 
That’s exactly what Truman Medical Center is 
doing. For example, Katz said the organization 
is looking at high-utilization services such as 
mammograms and trying to be more strategic 
with its pricing. 

“Being able to see what other hospitals are 
charging is important. As long as we can cover 
costs and make a profit, there will be more of an 
e�ort to come in under the competition,” Katz 
said. 

Being able to market the organization as 
a low-cost provider where patients can save 
money is paramount. “We want to be able to say, 
‘Come here to get high-quality care, and you’re 
not going to get price gouged for it,’” Katz said.

 RESEARCH HIGHLIGHT 

"It’s unfortunate that price transparency 
came along at the same time as COVID-19 
because the pandemic has obviously 
taken much of the attention away from 
the e�ort."
— Seth Katz, vice president of HIM and 
revenue cycle at Truman Medical Center

275
The number of 

healthcare finance 
executives who took 

part in the HFMA 
survey sponsored 
by Strata Decision 

Technology
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providers in the local marketplace, but its quality 
metrics are equally as good or better,  it makes 
sense to advocate for higher payments using 
data to support the argument, Kirk said. 

That’s what Truman Medical Center is doing. 
As a safety net hospital, the organization treats 
everyone regardless of their ability to pay, and 
commercial payers represent less than 20% of its 
total payer mix. Katz said price transparency will 
help the hospital understand payer variances 
within the Kansas City marketplace and gain 
leverage with payers. “If we can see that com-
mercial payers are paying neighboring hospitals 
at a much higher rate — and we have the data to 
back that up — that might assist us in improving 
our rates and growing that line of business,” 
Katz said. 

CONCLUSION
As organizations strive to comply with price 
transparency requirements and reduce the total 
cost of care, they’ll need to involve operational 
leaders, engage in strategic pricing strategies 
and negotiate more favorable payer contracts. 
All of this requires a data-driven approach and 
industrial-strength analytics tools. Price trans-
parency has accelerated the need for advanced 
analytical and reporting tools to better prepare 
providers for the short- and long-term. 

 RESEARCH HIGHLIGHT 
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Roundtable: Sponsored by Pure Storage

Financing digital 
transformation during 
COVID-19 and beyond
As organizations move forward with a digital transformation strategy, healthcare fi nance 
leaders must be prepared to answer tough questions related to ROI, cybersecurity, employee 
engagement and more. In this roundtable, sponsored by Pure Storage, several revenue cycle 
and technology leaders discuss their fi nancial strategies.

In what areas of digital 
transformation are you 
currently investing? 

Joe Avelino: College Medical Center is 
a 221-bed acute care hospital, but we 
focus primarily on behavioral health 
services. Our number one focus area 
is cybersecurity. Last year, we spent 
$45,000 to perform a security risk 
assessment. We also started using the 
HITRUST cybersecurity framework that’s 
regularly revised to include HIPAA-
related data protection requirements. 
Our second focus area is technology to 
enable more effi  cient denial manage-
ment, making sure we have an interface 
between our electronic health record 
and our health plans. This was crucial 
during the COVID-19 pandemic when 
we saw a lot of MediCal HMO Managed 
Care Organizations deny payment and 
authorization for inpatient behavioral 
health admissions. 

Fahd Benjalil: We’re a 181-bed acute 
care hospital that’s part of Sharp 
Healthcare. From an IT- as-a-service 
perspective, we continue to invest in 
telehealth as an organization among 

other investments. We’ve had a tenfold 
increase in telehealth usage compared 
to prior to the pandemic. 

Jon Kimerle: There is clear investment 
around building a more consumer-centric 
experience in healthcare. This includes 
the telehealth expansion we saw in the 
past eighteen months. Among many 
other impacts, the pandemic has elevat-
ed consumers’ expectations of how they 
experience healthcare. We are seeing 
interest in moving into other areas of 
delivering care and wellness in the home. 
Secondly, it is all about the data and using 
it to improve outcomes. We are seeing 
signifi cant investment increases in areas 
from organic data growth, data protec-
tion, incorporating non-medical data and 
leveraging advanced analytics like artifi -
cial intelligence and machine learning to 
improve outcomes.

What role does organizational 
agility play, if any, as 
you consider various 
IT investments? 

Avelino: We want to be as nimble as 
possible. What’s critical for organization-

al agility is having a structured commit-
tee that can help us make effi  cient 
and informed decisions. For us, it’s 
the IT steering committee. It’s a multi-
disciplinary team made up of me, the 
CIO, CNO, VP of ancillary services, CFO, 
HIM director and quality director. 

Benjalil: The agility piece is pretty sig-
nifi cant. When COVID-19 hit, we had to 
change the way we did everything. We 
had new federal and state data reporting 
requirements, labor ratio adjustments 
and more. While we were doing that, 
cybersecurity was a huge threat. Luckily, 
we have an amazing IT team. What 
we’ve learned in the last 18 months 
is how to collaborate a little bit faster. 
While we still have steering committees 
and other committees, we have learned 
to make decisions quicker. With that 
said, the process of acquiring medical 
equipment takes longer. If the device 
connects to our network, it must go 
through the new technology committee 
before we can make the purchase. It 
takes a more robust investigation. 

Kimerle: There are two ways I would an-
swer this question. One is going forward 
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“From IT infrastructure, I believe in taking a longer view 
in total cost of ownership (TCO) calculations on new 

investments as well as leveraging enterprise architecture.” 
— Jon Kimerle, global alliance executive, PureStorage

and the other looking backwards. As 
organizations make new investments, 
they are starting to prefer as-a-service
models that can increase their option-
ality and agility. Looking backwards at 
the legacy IT portfolio, simplifi cation and 
consolidation continues to be a great 
IT strategy for most organizations to 
reduce cost and complexity.

How will you ensure 
organizational agility 
going forward? 

Benjalil: In terms of ensuring the next 
generation embraces organizational 
agility, it’s about embedding that agility 
into the culture of the organization. 
Just as we focus on providing a con-
sistent patient experience (similar to 
that of a franchise), we must provide 
a consistent employee experience 
focused on agility at the forefront. We 
were challenged to be nimbler during 
the pandemic. Let’s not go back to the 
old way. Let’s continue to adapt to the 
market and industry. 

Kimerle: From IT infrastructure, I believe 
in taking a longer view in total cost of 
ownership (TCO) calculations on new 
investments as well as leveraging enter-
prise architecture. A three-year TCO will 
not factor in the legacy IT business mod-
els that are built on obsolescence and 
rebuying what was already bought with 
disruptive migrations. A six-plus-year 

TCO that incorporates all expenses on 
core platforms will help uncover these 
previous hidden issues.

As your digital transformation 
continues to unfold, how 
do you ensure employee 
engagement and buy-in? 

Don Courville: We always talk about 
what our patients want (for example, 
easy access and a frictionless expe-
rience), but our employees also want 
that. They want it to be easy to work at 
Sharp. They don’t want to push paper or 
deal with clunky processes. They want 
a modern employment experience. The 
goal of technology-as-a-service is to en-
able staff to be more agile and produc-
tive. We’re interested in megaplatforms 
that give us seamless process and 
data integration. This is a trend that will 
continue into the foreseeable future. 
The past 18 months have only elevated 
these expectations. With that said, we 
need to maintain our culture and stay 
connected whether it’s digital, in-person 
or a mix. We’re still fi guring this out. Our 
patients and employees continue to 
push us forward in this regard. 

Kimerle: Pure Storage has been going 
through a transformation, and senior 
leadership frequently talks about the 
why behind the effort. Effective partic-
ipation usually strengthens adoption, 
buy-in and engagement.
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As you think about leveraging 
the cloud, is it a destination 
or an operating model? If 
an operating model, what 
are its characteristics?

Courville: We very much look at the 
cloud as an operating model. However, 
you need the right governance in place. 
We are still working on this. As with 
anything that’s highly complex and has a 
lot of moving parts, if you don’t have the 
right buy-in and plan associated with it, 
you’re not going to arrive at the intended 
destination. That’s why architecture is 
the cousin of governance. You need the 
right blueprint in place. Analytics also 
come into play. Everybody knows about 
the shift from CAPEX to OPEX. When 
you have variable cost consumption, 
subscriptions and other concepts that 
are basically brand new to the way orga-
nizations pay for IT, you need data-driven 
insights. Otherwise, you can fi nd your-
self in big trouble really quickly. With the 
cloud, there are ways to optimize your 
spend, but there are probably ten times 
more ways to get bad fi nancial surprises 
if you don’t have these other elements 
in place.

Avelino: We use cloud computing, 
meaning we store and access data and 
programs over the internet. We’ve looked 
at Microsoft® Azure, Google Cloud and 
Amazon Web Services, but these options 
have all been cost prohibitive. 

Kimerle: As we look at more digitally 
mature industries outside of healthcare, 
we see a focus on hybrid and multi-
cloud strategies. Healthcare, in general, 
has less experience in leveraging the 
public cloud for its strengths. Only in 
the last couple years has healthcare 
had direct experience with public cloud 
initiatives. A smart strategy is to be 
crystal clear on the business or clinical 

outcomes desired and put the IT work-
load where it makes the most sense. 
A foundation that enables hybrid and 
multicloud seems to have the strongest 
strategic value to most organizations 
through increasing fl exibility, optionality 
and agility while reducing risk.

In the past year, healthcare 
organizations have seen an 
increase in the number of 
ransomware attacks. How 
important are investments 
in cybersecurity at 
your organization? 

Avelino: We’ve actually had a couple 
of incidents at our organization prior to 
the pandemic. In one case, it had to do 
with payroll direct deposit. In another 
case, it had to do with an equipment 
repair. Then the pandemic came along. 
We knew we needed to establish a more 
robust process for cybersecurity. That’s 
when we performed our security risk as-
sessment. This assessment was critical. 
We’re probably more at risk than other 
organizations simply because of the 
behavioral health population we serve. 

Several recommendations emerged 
from that assessment. First, we estab-
lished a cybersecurity framework. Within 
this framework, we assessed the current 
condition, evaluated the current state 
of controls and understood our risk. 
Next, we analyzed gaps in security best 
practices and established information 
security policies such as an information 
security governance and charter, infor-
mation security risk management policy, 
information security awareness policy, 
communications and outreach policy, 
asset inventory policy, asset category 
policy, privilege accounts and password 
management policy, network security 
policy and encryption policy. Finally, we 
established a risk-assessment process 
to identify threats and vulnerabilities, 

identify existing controls, determine 
the impact and develop an incident-
response infrastructure. 

Courville: Ransomware is an epidemic. 
We’ve been supported by our executive 
team to be aggressive in terms of pro-
tecting ourselves. The ransomware ac-
tivity has forced us to take a COVID-like 
response to cybersecurity. Before the 
pandemic, we might have said, ‘Let’s put 
that in next year’s budget and roll it out 
over 12 months.’ Now we’re saying, ‘Let’s 
buy it immediately and get it deployed in 
a month.’ 

We have put a lot of emphasis on 
guarding the front door — putting protec-
tions around the core systems like elec-
tronic health records and the enterprise 
resource planning systems. But people 
sneak in through phishing emails or oth-
er systems. We’ve got to pay attention 
to these systems along with biomedical 
devices. With biomedical devices, the 
reality is that we need to do a lot of the 
protection ourselves. We need to invest 
in technology safeguards for devices 
throughout the enterprise. As we pursue 
new digital health strategies with more 
dynamic connectivity requirements and 
new security concerns, we also need 
network technology as a service that 
allows us to ensure secure bidirectional 
data fl ow. Legacy security and network 
paradigms don’t lend themselves to this 
level of fl exibility and security. 

Kimerle: Cybersecurity, in general — 
and ransomware in particular — is a 
board-level topic in most organizations. 
There is only so much effective invest-
ment that can be made at preventing 
and detecting these types of attacks. 
The reality is that it is a matter of when 
— not if — you will experience a success-
ful attack. As a natural consequence, 
we are seeing increased interest in the 
ability to rapidly recover from immutable 
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backups. In many of the publicized 
ransomware attacks, we saw healthcare 
organizations take close to a month to 
be fully back up across all applications. 
Engineering a rapid recovery process 
can turn recovery from an attack into 
hours instead of days and weeks. There 
is signifi cant economic value in having 
this capability.

Has your organization 
created a fi nancial impact 
assessment of these and 
other types of attacks?

Benjalil: We haven’t created a formal 
fi nancial impact; however, we are 
defi nitely aware of how an attack could 
impact us. When another local health 
system was attacked by ransomware, 
they basically had to cease all operations. 
A lot of their volume shifted to Sharp. All 
of their computer systems were down. 
Their networks were down for weeks. 
Attackers also stole patient information, 
and now there are pending lawsuits. You 
have to think about not only the lost rev-
enue and increased expenses during the 
attack itself but also the impact on your 
market share. Patients may actually go 
elsewhere if they feel their information in 
not safe. It’s the big picture that we need 
to think about. 

Kimerle: In working with customers 
to identify the value of rapid recovery 

solutions, we have built quite a few ROI 
models for organizations. For the past 
few years, we used several different 
industry benchmarks that ranged 
from $7,000 to $16,000 per minute of 
outage, depending on the size of the 
organization. Recently, the duration of 
ransomware outages are expanding, 
and this is increasing the economic 
impact. The idea of core applications 
being unavailable for up to 30 days has 
serious impact. As an example, United 
Healthcare Services noted in their 
fi nancial statements that the economic 
impact of their attack was $67 million. 
That’s about 1% of their annual revenue.

If you could solve one problem 
with acquiring information 
technology infrastructure, 
what would it be?

Benjalil: I would want a cloud-based plat-
form that allows managers of different 
departments to perform real-time produc-
tivity analysis — a tool that would allow 
department managers to make staffi  ng 
decisions on the fl y. Labor is such a huge 
amount of your total operating expenses. 
There’s a huge opportunity to improve in 
this area. There are solutions out there 
that do some of this, but they don’t cover 
every aspect of what I’m looking for. 

Avelino: I would want to address the ris-
ing costs of IT. When we negotiated with 

our electronic health record vendor, we 
had to hire an attorney to negotiate the 
terms. We ended up with a seven-year 
agreement that cost a couple million 
dollars. In the long run, the seven-year 
agreement will make it more manage-
able, but it doesn’t negate the overall 
exponential cost.

Courville: I would want to create an 
easier way to measure value delivery or 
ROI. You shouldn’t spend money unless 
you’re going to get something for it. For 
example, did you see improved patient 
outcomes? An increase in patient vol-
ume? An increase in productivity? I think 
we can do a better job of drawing a solid 
line between investments and outcomes. 
Just installing technology is a good way 
to not get value. Each technology brings 
new data, processes and capabilities. If 
you haven’t adjusted jobs and processes 
to work with that new system, you’re 
probably not going to get what you want 
out of it.

Kimerle: The clear problem I would 
choose is around realizing the full value 
of IT investments. It’s an organizational 
discipline improvement. Often the busi-
ness or clinical outcomes are not fully 
understood. Additionally, the proposed 
solution needs to be fully developed 
with all the people, process, technology 
and culture complements to enable the 
desired outcome. 
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What the pandemic taught us about 
leadership: Key takeaways

The calendar tells us it’s the traditional back-to-school time. Workplace 
homecomings are also underway as organizations return to the o§ce and 
look to design their spaces and structures for today and beyond. 

W hat a leadership 
moment this is: an 
opportunity to merge 
the best adaptive ideas 
from the last 18 months 

with past concepts that have stood the test of 
time and distance. So what are some key lessons 
the pandemic taught us? And how can leaders 
use them to help their sta� adjust to being back 
in the o¥ce — even if on a hybrid basis?

4 THINGS WE LEARNED 
DURING THE PANDEMIC

1 Remote work and productivity are friends, 
not enemies. Managers who feared employ-

ees would slack o� if not in their line of sight or 
“clocking in” and “clocking out” on traditional 
time schedules learned an important lesson. Peo-
ple can be trusted to get things done when work-
ing from afar. Several studies found productivity 
was the same or better among remote workers.a

a. Chandni, K. and Hastwell, C., “Remote work productivity 
study finds surprising reality: 2-year analysis,” Great 
Place to Work, Feb. 10, 2021, and Maurer, R., “Study finds 
productivity not deterred by shift to remote work,” SHRM, 
Sept. 16, 2020.

2 Distance impedes communication. We 
learned that working apart from one another 

can lead to communication misfires and per-
sonal misunderstandings. Overcommunicating 
is essential to ensure people feel included, not 
just informed. Managers who weren’t good at 
sharing clear information before the pandemic 
really struggled during it. What a great reminder 
of the power of clear, consistent communication 
strategies moving forward.

3 Empathy is essential. The pandemic 
traumatized people. They endured fear, 

grief, isolation, loneliness and depression. Every 
person has a story of some way the pandemic 
a�ected their health and happiness. Managers 
who acted with caring outreach, deep listening 
and thoughtful responses helped their employ-
ees through the darkest times and built trust and 
loyalty that benefit everyone.

4 People re-evaluated and recalibrated.
During the pandemic, many took a fresh 

look at what matters most to them. They tallied 
up the time lost in commuting, doing jobs 
they didn’t love, the cost of child care or their 
distance from friends and family. It led them to 
rethink their futures. Some are inclined to quit 
their jobs, opt for less business travel or ask for 
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remote work. Have good conversations with 
these employees, and be open-minded about 
what’s possible. Don’t lose good people because 
they think you're unapproachable or unwilling to 
make changes.b

APPLYING THE LESSONS TO 
POST-PANDEMIC WORK
Clearly, you have a business to run that must be 
functional, reliable and fully focused on quality 
and service. Employee-friendliness is compatible 
with those goals. To that end, keep a few other 
things in mind in this season of change.

Make the return to the o£ce meaningful and 
memorable, especially for those hired during 
the pandemic. Consider a “re-onboarding” 
process that introduces them to spaces they’ve 
never seen and faces they’ve only known on cam-
era. Unlike colleagues picking up where they left 
o�, new hires have far fewer shared experiences 
with coworkers and would benefit from a plan 
to make them feel not only smart about the way 
things operate, but truly a part of the team.

Be transparent about how hybrid work is 
approved or assigned. This is essential to avoid 
perceptions of unfair treatment or unwise plan-
ning. If you're doing a hybrid trial run, be clear 
about how you'll measure success or failure, 
taking into consideration individual and team 
performance and, of course, how the model 
serves your clients or customers. And be upfront 
about the metrics you will use.

Ensure you don’t set up two classes of peo-
ple — the “near” and the “far.” It’s easier to 
coach a colleague, knock down rumors and give 
feedback in the moment when we can easily see 
or serendipitously bump into people in the o¥ce.  
We must make a conscious e�ort to do that with 
people working apart from us. Be intentional as 

b. Durbin, D., Groves, S., Olson, A. and Pisani, J., “Changed 
by pandemic, many workers won’t return to old jobs,” AP 
News, May 18, 2021, and Hsu, A., “As the pandemic recedes, 
millions of workers are saying, ‘I quit,’” NPR, June 24, 2021.

a leader. Don’t “love the ones you’re with” more 
than others.

Identify when all hands on deck is imperative. 
It could range from seasonal work demands to 
training to team retreats. Plan for in-person 
events early, so people can plan for them. 

Ensure people know what’s going on. Use or 
improve your calendar, chat and project-
tracking tools so everyone has access to informa-
tion about the organization and each other. The 
pandemic shift to remote work caused tech-
resistant employees to learn new software skills. 
Don’t backslide. 

Provide spaces to gather. If you downsize o¥ce 
space because more folks are working remotely, 
don’t scrimp on common areas where people can 
meet. Ensure such spaces include good connec-
tivity and audiovisual tools, so remote sta� can 
join you virtually. 

STRONGER, SMARTER 
POST-PANDEMIC LEADERS
Finally, if the pandemic wrought changes among 
employees, it surely did the same for leaders who 
experienced many of the same human emotions 
and challenges during the worst of times and did 
so while simultaneously caring for their teams. 
For that, leaders deserve a special measure of 
appreciation.

Moving forward, those who led through the 
pandemic and its aftermath are likely to be 
stronger and smarter for it. They'll have a Plan 
B for every Plan A. They will be adept at leading 
change, including fast pivots. They'll be better 
communicators and value emotional intelligence 
as a core skill for all sta�, especially managers. 
And as they see employees re-evaluating what 
job satisfaction really means, they'll win the war 
for talent with creativity and care. 
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Want to foster 
innovation in 
healthcare? Give 
it a foster home

Being an innovator in healthcare is not for the faint-
hearted. The risks of failure are great, particularly 
for a health system that put its limited funding and 
resources on the line to develop an innovative project 
that holds promise but o�ers no guarantee of success.

T here is a way to mitigate the risk, 
while still enjoying the benefits, 
of a successful innovation. 
Instead of developing innovative 
projects on their own, healthcare 

organizations may find fostering innovation in 
others brings rewards that make it worthwhile.

FEAR OF FAILURE OR SLOW RETURNS
Organizations shy away from innovation because 
of the political risks from its not meeting expec-
tations — or just plain failing. It takes a lot to 
make a business case for committing resources 
to try something unproven and then marshal-
ling resources to deliver on the promise. Many 
healthcare organizations are not willing to take 
the risk even if an idea has merit on paper.

The same short-term need for returns we see 
with capital investments can also be a challenge. 
We must be attentive to margins and to reap-
ing returns on invested resources in the new 
innovation. 

A DIFFERENT MINDSET
These concerns are reasonable. But there’s a way 
to strike a balance. Instead of “parenting” an 
innovation, you could “foster” it. Many startup 
companies have the entrepreneurial spirit to 
take a risk and develop innovations to improve 
care. Many are working to address the challenge 
of patient engagement that providers struggle 
with in their population health strategies, for 
example. Others are providing transportation 
services to help patients with follow-up appoint-
ments that help prevent readmissions. What 
many of these organizations require besides 
entrepreneurial spirit, however, is a laboratory 
to develop and refine the concept. 

An organization that wants to be innovative, 
but at a reduced risk, could benefit from iden-
tifying a partner that can foster its innovative 
idea. Working with a start-up to pilot a new 
idea, for example, can allow the organization to 
avoid initial legwork needed to develop the idea, 
while preserving capital for other patient care 
investments. An entrepreneur that believes in 
the innovation can take the lead — and perhaps 
do it better because they are independent and 
unfettered by biases or limitations that exist 
within a larger organization. 

If your leadership team sees value in 
community relationships, for example, then 
incentivizing development of new patient care 
innovations in the community could further that 
value. With such a partnership, you would simply 
define the problem and the needed solution and 
let your community lead the innovation. Many 
local businesses, colleges and entrepreneurs are 
ready to step in and help solve the challenges of 
delivering care. 

Here are just two options to consider.

Seek connections with an innovation ecosys-
tem. Such an organization may be working in 
your state or region on solutions to problems 
of interest to healthcare organizations (see for 
example, the sidebar on the next page). 
A good way to build a relationship with these 

$2B
Equity funding across 

121+ healthcare AI 
startup deals in Q3 

of 2020, according to 
CB Insights (State of 

Healthcare Q3 ’20)
Report)
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organizations is by mentoring them to help 
them refi ne their healthcare-related ideas. They 
might assume that healthcare organizations are 
paid billed charges and that revenues aplenty 
therefore await development of their ideas. 
Helping entrepreneurs understand the structure 
and fi nancing of the healthcare business enables 
them to separate good ideas from the unprom-
ising ones and then shape those ideas into truly 
viable solutions to healthcare’s challenges. 

Making such connections and sharing 
insights doesn’t mean discouraging entrepre-
neurs from testing ideas just because we don’t 
think they are possible. A fresh set of eyes could 
bring some valuable new insight for a business 
solution that may not have occurred to us.

Develop your own innovation ecosystem. This 
could be a good project for an underused project 
management o¥  ce (PMO), where you could 
simply identify your needs and then let the PMO 
see what entrepreneurs can rise to the challenge. 
You could even make a small investment in the 
ideas and let your PMO manage the details. A 
relationship with a local university could open 
the door to resources for developing concepts. 

PRELIMINARY CONSIDERATIONS
Before embracing such an approach, it is import-
ant to ask questions to validate your readiness:
• Do we have the management resources who 

can be freed up to lead the cooperative rela-
tionship with an external entrepreneur? (This 
would be a great assignment for an adminis-
trative resident, if you have one.)

• Do we have managers who can take time to 
share ideas with an entrepreneur and then 
work with them on a pilot study? 

• If the project needs capital, can we make a 
capital investment without violating our 
existing investment policies? 

• Will our board support such a community 
partnership, even if it does not yield imme-
diate profi ts or could see an initial downside 
loss? 

• Do we have a culture that will allow us to use 
the failure of one idea as a learning experi-
ence for redefi ning it so we might ultimately 
achieve a solution?

BOLDNESS IS A KEY INGREDIENT
Fostering innovation this way is not easy, and 
it is not for everyone. But for the right organi-
zation and the right idea, providing a pilot site 
for an entrepreneur can create a viable path to 
innovation. Establishing a foster home in your 
organization for innovators seeking support  
to grow and succeed may be the best way you 
become a force for healthcare innovation. 

Fostering innovation: A case example

The Prime Health collaborative in Denver is an example of a 
healthcare innovation ecosystem that helps organizations with 
intriguing healthcare delivery ideas get those ideas on their feet 
and ready for market. Resources available to healthcare innovators 
through the ecosystem include an innovation academy, funding for 
services, support for healthcare entrepreneurs, a summit meeting 
with state government leaders and industry executives to provide 
insights on policy directions, and help for innovators to make 
connections with venture capital investors. 

The collaborative has hosted a competition for the past eight years 
where several dozen start-up companies vie for mentoring from 
other entrepreneurs, consultants and industry leaders to refi ne their 
ideas and their investor “pitch.” They then compete for seed money 
provided by local foundations to help bring those ideas to life. The 
next step is to identify a place to develop the proof of concept and a 
business case. The partnerships that emerge from this process can 
be rewarding for both the startup and the organization that hosts a 
pilot test of the innovation. 
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W hen I mentioned to 
colleagues and friends 
recently that I have been 
thinking about the idea 
of romance in medicine,  

some were confused. They thought the topic of 
romance seemed a little outside the realm of 
healthcare. They wondered if I was talking about 
things like  R omeo and Juliet, and Humphrey 
Bogart and Ingrid Bergman in Casablanca?

Not quite. I have been thinking more about 
history and the ideas that have inspired great 
accomplishments in medicine.

The Romantic Medicine movement of the late 
1700s to mid-1800s is just one manifestation of 
this idea. The movement was part of the larger 
Romanticism movement, where writers became 
interested in the great promise of science and 
medicine for deepening our understanding of 
what it means to be human. The vision was to 
achieve a more enlightened approach to med-
icine by uniting material natural science and 
subjective clinical practice. 

But romance in medicine is much more than 
that. More broadly, with the word romance, I 
am referring to the passion, awe and wonder 
that has blossomed at various times in history.
Romance is reflected in the deep wonder and 
optimism with which healthcare’s great vision-
aries explored the mysteries that lay beyond the 
limits of human understanding in their times. 
(See the sidebar on next page.)

LESSONS FOR TODAY
Amid the challenges of the pandemic, we should 
take time to reflect on the profound develop-
ments we have witnessed as diverse peoples, 
organizations and even industries have come 
together collaboratively, surpassing anything 
we have ever seen. The need for a response 
has given rise to what I would suggest is a new 
romantic spirit of unity and possibility, allowing 
for astonishing innovations.

Just consider how much has occurred in the 
past year in healthcare due to out-of-the-box 
thinking and passion fueled by necessity:
• Major establishments, such as the auto 

industry, have retooled their e�orts to 
make personal protective equipment for 
healthcare.a

• Whiskey manufacturers have produced hand 
sanitizers.b

• Laboratories have pooled e�orts to create and 
streamline testing for diagnosing COVID-19.c

Such things would have seemed improbable 
just two years ago.

a. Valdes-Dapena, P., “Automakers are still cranking out 
masks and other PPE as Covid roars back,” CNN Business, 
Dec. 8, 2020.

b. Distilled Spirits Council of the United States, “Distilleries 
making hand sanitizer to fight COVID-19,” Page accessed 
July 9, 2021.

c. Boyle, P., “Coronavirus testing: How academic medical 
labs are stepping up to fill a void,” AAMC, March 12, 2020.

Why rekindling the 
romance in medicine
could spur innovation

50,000
Target number of ventilators Ford and General 
Electric have jointly worked to produce to help 

meet the challenge of COVID-19 under a contract 
with the U.S. Department of Health and Human 

Services 
Source: CNN Business, Dec. 8, 2020
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HOW TO FOSTER THE ROMANTIC SPIRIT
Here are some ways healthcare finance leaders 
can nurture and sustain the romantic spirit that 
has made such developments possible.

Promote interplay of free thought. Healthcare 
organizations can foster such creativity by spon-
soring symposiums that address lessons learned 
from the COVID-19 experience regarding the 
future direction for hospital needs.

Provide seminars on the history of medicine 
that shaped today’s financial realities. Bring 
in an inspirational speaker. Although such an 
initiative might seem out of touch with today's 
practical concerns, significant value could be 
gleaned from instilling healthcare professionals 
with wonder at the profound human accom-
plishments on which today’s healthcare benefits 
are founded — framed in the context of today’s 
economic truths. Fostering understanding of the 
what drove healthcare’s great discoveries can 
inspire new thinking about today's issues.

Create consortia with other entities to 
promote unique visions of the future. Such 

approaches, with players who are unaccustomed 
to collaborating with each other, can create an 
amalgam of innovation greater than the sum of 
its parts.d

A NEW FLOWERING OF MEDICAL ROMANCE
We can only hope that COVID-19 will eventually 
recede. For now, we should reflect on the many 
disparate entities that came together as never 
before to quickly address the pandemic’s impact. 
This is modern-day romanticism in medicine 
at its best. The passion and zeal behind these 
e�orts should inspire our ingenuity, awe and 
romance and lead us to improve humanity in 
mind, body and spirit in unimagined ways. 

d. “12 innovations that will change health care and 
medicine in the 2020s,” TIME, Oct. 25, 2019.

4 who exemplified 
romance in medicine

The history that gave rise to recent 
tectonic shifts in modern medicine is 
populated by visionaries from both 
the distant and more recent past. 
Here are just four who exemplify the 
romantic ideals that have inspired so 
many in their pursuit of understanding 
healthcare’s greatest mysteries:

• The Roman architect Marcus 
Vitruvius Pollio (Vitruvius, c. 
80-70 BC to c.15 BC), who applied 

his knowledge of principles of 
architecture to understanding the 
human anatomy

• Leonardo da Vinci (1452-1519), 
whose drawings of human anatomy 
were inspired by Vitruvius 

• Werner Forssman  n (1904-1979), 
whose work paved the way for 
cardiac catherization

• Wallace Coulter (1913-1998), 
whose Coulter Principle helped 
revolutionize science and medicine

Many of healthcare’s greatest 
visionaries had obstacles to overcome, 
while some enjoyed a rare level of 

support in their e®orts or brought 
unique perspectives to bear. And in 
each case, these e®orts were founded 
on what I would suggest are romantic 
ideals.

Da Vinci, for example, resided in 
Florence under the protective 
influence of the Medici family, which 
fostered ingenuity and creativity.   And 
Coulter adapted his understanding 
and application of of colloidal 
homogeneity required for painting 
Navy ships to characterization of 
blood cells, which is a staple of the 
hematology discipline.
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Why bond insurance 
is making a comeback 
in healthcare

Capital reserve requirements for bond insurers have 
recently changed, making bond insurance once again 
a viable option for hospitals or health systems seeking 
credit enhancement on their fixed-rate debt issuance. 
Before pursuing this option, however, healthcare 
bond issuers should understand the context for these 
changes.

T he bond insurance industry, 
which historically served 
primarily as insurers of 
municipal bonds, was turned 
upside down during the financial 

crisis of 2008-09. Many bond insurers had 
expanded to insuring collateralized mortgage 
obligations among other structured products. 
The implosion of these structured products 
caused the major rating agencies — which had 
rated many of the insurers AAA — to downgrade 
most of the bond insurance industry, essentially 
eliminating the value of most insurers’ credit to 
the healthcare marketplace. 

In 2017, Puerto Rico o¥cially declared bank-
ruptcy, leaving bond insurers exposed to billions 
in potential claims from multiple Puerto Rico 
borrowing entities — a situation that remains in 
litigation and is an unresolved risk to the indus-
try. That year, the par amount of healthcare 
bonds with bond insurance had dwindled to less 
than 1% of acute not-for-profit healthcare bonds. 

Since then, there has been significant growth 
in insured healthcare bonds. Assured Guaranty, 

the market leader in healthcare bond insurance, 
provided credit enhancement to about 10% of 
acute not-for-profit healthcare bonds in 2020. 

This growth was driven primarily by a 
2019 change in the capital charges required by 
Standard & Poor’s for insurers of healthcare 
bonds. Bond insurer ratings are essentially a 
proxy for the strength of an insurer’s capital 
reserves, and a high rating is essential to writing 
new insurance business. The 2019 capital charge 
modification reclassified acute care providers to 
a lower-risk category, leading to a reduced cost 
of insuring acute care bonds. As a result, bond 
insurance has become viable again in healthcare 
as bond insurers have been able to reduce the 
premium they charge for insuring acute care 
bonds to a level more acceptable to the market. 
Nonetheless, the value to acute care borrowers 
depends not only on the insurer’s premium 
charged but also on the value investors find in 
the credit enhancement. (See also the sidebar 
"How bond insurance works" in the online ver-
sion of this column, at hfma.org/hfm.)

POTENTIAL BENEFITS OF BOND INSURANCE
The primary benefit of bond insurance to provid-
ers is a lower overall cost of capital. Providers 
also gain an improved ability to market the bond 
and to manage needed changes over its lifetime.

For lesser-known or less-frequent issuers, 
bond insurance can support market access and 
investor breadth. Large buyers of healthcare 
bonds are often big funds (e.g., mutual funds, 
exchange-traded funds, hedge funds) that 
typically require credit preapproval prior to 
purchasing bonds issued by a hospital or health 
system. Because large funds already have active 
bond insurers on their preapproved list, they 
may be more willing to consider insured bonds 
from a lesser-known issuer. 

Bond insurance can also promote interna-
tional demand for hospital and health system 
bonds. The insurer’s credit analysis can provide 
added due diligence beyond a rating agency 
review, which may give comfort to sovereign 

25
Number of bond 

insurance transactions 
in healthcare in 2020
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wealth funds less familiar with the nuances 
of the U.S. healthcare system. In some cases, 
foreign governments reduce the required cap-
ital charges for holding U.S. bonds if they are 
insured, making these bonds more attractive to 
international funds.

The backstop that bond insurance provides 
reduces risk to investors and supports bond 
prices in the secondary market. A credit-
enhanced bond is more likely to hold its price 
even if the hospital’s credit is downgraded, 
which can add to its relative marketability and 
lower the hospital’s interest cost at issuance.

Finally, bond insurance can help ease the 
process of obtaining changes, waivers or con-
sents over the life of the bond. Since most MTIs 
allow for a majority creditor (as defi ned by the 
bond documents) to act on the behalf of all other 
bondholders, the bond insurer can serve as a sole 
investor for the hospital or health system to deal 
with for the life of the transaction.

WHEN BOND INSURANCE 
MIGHT NOT MAKE SENSE
Bond insurance is not always the best option. 

“The decision to use bond insurance really 
depends on the credit profi le of the issuing 
hospital or health system, market dynamics at 
the time of the deal and how the provider values 

any of the non-monetary benefi ts of bond insur-
ance,” says Leigh Nader, managing director of 
healthcare for Assured Guaranty. Importantly, 
bond insurance’s value also primarily relies on 
an investor community that fi nds value in the 
insurer’s credit enhancement.

The market for bond insurance in the U.S. 
today is practically limited to public fi xed-rate 
bonds. As long as interest rates stay low relative 
to historical averages, this will likely remain 
the primary market. Bond insurance has been 
applied to new debt instruments in the past, 
so the market may expand in the future as new 
fi nancial instruments are developed.

Hospitals and health systems should fi rst 
confi rm that bond insurance would lower their 
overall cost of capital. In estimating this benefi t 
prior to pricing, organizations should not only 
make historical comparisons but also examine 
current market indications. Borrowers should 
also consider the impact of any incremental cov-
enants against this benefi t. If the overall benefi ts 
look promising, bond insurance may prove to be 
an e� ective means for credit enhancement. 

Growth in bond insurance activity for 
healthcare revenue bonds, 2017-20
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To learn more about HFMA’s Peer Review program, visit hfma.org/peerreview

PELITAS PELITAS provides technology solutions to help hospitals, physician practices, and specialty groups 
improve patient experience, maximize revenue, and eliminate ineffi  ciencies throughout the revenue 
cycle. Awarded Best in KLAS in 2019 and 2020, and ranked #1 currently, its Integrated Patient 

Access Solution® (iPAS®) is designed to fi nancially clear patients at the fi rst point of contact by improving the accuracy 
of registrations, increasing point-of-service payments and reducing denials.

Virtual Intake Management® by PELITAS provides a digital 
experience with self-service options helping providers 
fi nancially clear more than 75% of patients before service

Peer Review Spotlight: Sponsored by Pelitas

4 years on the Short List

87% of peer reviewers 
would recommend the 
Integrated Patient Access 
Solution (iPAS) to their 
colleagues. 

How do you help healthcare 
organizations navigate 
the biggest challenges 
in healthcare? 

Consumers demand convenience. Healthcare 
providers that are not leveraging digital inno-
vation to engage their patients and provide 
virtual self-service options will fi nd themselves 
on the outside looking in as consumerism con-
tinues to penetrate the healthcare landscape.

Our personal devices have long since 
transformed from luxury items into necessi-
ties. However, healthcare has been slow to 
embrace digital transformation despite multi-
ple studies confi rming the need:

• 80% of satisfi ed consumers would switch 
providers based on convenience alone

• 90% of consumers will leave a current 
provider over an unsatisfactory digital 
experience

• 81% of consumers prefer providers with 
digital scheduling

COVID-19 changed everything, accelerat-
ing an already-rising demand for an enhanced 
virtual patient access experience. Providers 
can differentiate themselves, now and beyond 

COVID-19, by adopting digital patient-intake 
tools, creating a convenient experience that 
will increase both satisfaction and loyalty.

What advice would you offer 
to healthcare leaders when 
choosing among vendors? 

PELITAS offers a holistic approach and has 
the only fully proprietary patient access 
technology platform that was not developed 
through acquisitions. This means compre-
hensive workfl ows and outstanding service 
and support. In addition to having HFMA 
Peer Reviewed status since 2018, PELITAS 
was named Best in KLAS for Patient Access 
in 2019 and 2020 and is currently ranked #1. 
With a proven track record like this, healthcare 
leaders can be confi dent in the technology 
and service that PELITAS provides.   

What is some advice you 
can give providers for a 
successful implementation of 
a new product or service? 

Patient access does not have to be a 
disjointed and frustrating process for your 

team and patients. But with many dispa-
rate systems, that’s what happens and at 
an expensive price. PELITAS provides a 
patient-centered, end-to-end solution with 
step-by-step guidance and a single point 
of access. Powered by intelligent rules and 
exception-driven workfl ows, the Integrated 
Patient Access Solution (iPAS) integrates 
seamlessly with any EHR or PMS and 
eliminates redundancy, providing a better 
experience for patients and team members.

With Virtual Intake Management, patients 
can complete scheduling, pre-service and 
intake steps from anywhere on any device. 
By providing convenience, safety and choice, 
this patent-pending solution delivers the con-
sumer-inspired, digital experience patients 
expect, now and beyond COVID-19.
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Affi  nity Group: Sponsored by Syntellis

Pressure rising: COVID-19’s ongoing 
impacts on healthcare labor trends
Across nearly every industry, the COVID-19 
pandemic has reshaped how and where 
people work. For hospitals and health sys-
tems, early efforts to stem the virus’s spread 
spurred organizations to limit the number 
of individuals moving in and out of care 
facilities and to abruptly shift non-clinical 
personnel to remote work environments.

More than a year later, healthcare leaders 
continue to assess the long-term implica-
tions of the pandemic on staffi  ng, overall 
hiring practices and operations. A national 
survey of more than 140 HFMA members 
found that many anticipate workforce 
changes propelled by the pandemic will 
become permanent. 

Syntellis Performance Solutions 
partnered with HFMA’s Financial Analytics 
Leadership Council (FALCO) to conduct 
the May 2021 survey and host subsequent 
roundtable discussions for insights on how 
the pandemic is affecting hospital labor 
trends now and into the future. Five key 
fi ndings include:

• Health systems continue to shift 
non-clinical positions to remote work

• Organizations are casting wider nets for 
recruiting

• Many healthcare leaders expect labor 
expenses to increase over the next year

• Hospitals are testing creative solutions 
to address workforce shortages

• Finance experts are optimistic that key 
measures of profi tability will return

The actual, long-term repercussions of 
COVID-19 on the healthcare industry remain 
to be seen. Still, these fi ndings highlight how 
healthcare leaders nationwide are respond-
ing to the disruptions of the past year and 
preparing for future uncertainties. 

Expanding remote work 
While the transition to remote work was 
driven by necessity during the pandemic, 
healthcare leaders say it enabled them to 
grow comfortable with the model and gain 
a new appreciation for the opportunities it 
offers. Having greater fl exibility about where 
employees work can help reduce costs and 
attract new talent.

Fifty-fi ve percent of HFMA members 
responding to the survey said their orga-
nizations closed facilities within the past 
12 months where they could move staff to 
remote work. One-third said they plan to 
close additional facilities and transition 
more personnel to work remotely in 2021 and 
2022. Nearly a quarter (23%) said they com-
bined offi  ces over the past year with plans to 
eventually bring remote workers back, and 
30% said they would do so this year or next.

One FALCO member said his organization 
is completely rethinking its facility needs as 
a result of the pandemic. While top execu-
tives will remain onsite, many of the health 
system’s non-patient-facing employees will 
shift to permanent remote work. By 2022, 
those changes will allow the health system 
to vacate several buildings that it leases and 
increase occupancy in buildings it owns.

Some organizations are taking a hybrid 
approach, with positions like billers and cod-
ers moving fully remote, and other clinical 
support personnel working a combination 
of at-home and in-offi  ce days. The CEO of 
one Midwest health system intends to use a 
hybrid model to reduce by 25% the organiza-
tion’s square footage facility needs. Having 
fewer employees onsite also allows many 
organizations to cut back on equipment 
leases for printers, copiers and other stan-
dard offi  ce items.

Casting a broader net
The demands of the pandemic exacerbated 
national healthcare workforce shortages. 
More and more, organizations rely on recruit-
ing beyond their immediate market areas. 
Fifty-seven percent of survey respondents 
said they hired temporary or contract staff 
during the pandemic, and more than a third 
(34%) said they hired outside their regions 
for such positions. One-quarter of survey 
respondents said they plan to look outside 
their regions to fi ll additional temporary 
positions in 2021 and 2022, while 27% plan 
to hire permanent staff from other areas.

Having the ability to recruit employees 
regardless of where they live opens up the 
talent pool at a time when many health sys-
tems are struggling to fi ll key positions, one 
FALCO member said. It also has allowed his 
health system to retain employees who want 
the option to move, he said.

Some executives who were resistant to 
remote work previously said the pandemic 
has completely changed their perspective. “If 
you asked me a year ago about remote work, 
I would have told you I was uncomfortable 
with it — I like that face-to-face interaction 
with my employees,” one member said. “My 
position has changed. I have a team of 50 
now that is entirely remote, and they are 
just as productive — if not more productive 
— working remotely than they were in the 
offi  ce.”

Rising labor expenses
Hospitals and health systems nationwide 
saw labor expenses rise in 2020 as they 
sought to minimize staff reductions in the 
face of unpredictable volumes and expand 
their nursing pools in response to surges in 
COVID-19 cases. 
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Syntellis Performance Solutions, previously Kaufman Hall Software, provides innovative enterprise performance 
management software, data, and analytics solutions for healthcare organizations. Syntellis’ solutions include Axiom 
and Connected Analytics software, which help fi nance, clinical, and operations professionals elevate performance 
by acquiring insights, accelerating decisions, and advancing their business plans. For more information, please 
visit www.syntellis.com.

Nearly half of survey respondents said 
they expect labor expenses to continue 
to increase. Another 30% anticipate labor 
costs will decrease over the next several 
months compared to last year’s highs, 
and 23% said they will remain unchanged. 
During a roundtable discussion, multiple 
FALCO members said they anticipate 2021 
labor expenses will increase compared to 
pre-pandemic levels, but they are working 
hard to reduce the exceptionally high costs 
seen in 2020. 

One fi nance executive estimates labor 
costs at her health system jumped 20% 
during the pandemic as the organization 
paid incentives and bonuses to retain clinical 
personnel and increased its reliance on tem-
porary staffi  ng agencies to fi ll nursing needs 
as COVID-19-related hospitalizations rose. 
“We got hit in December and January from 
the COVID-19 surge in the Midwest,” she 
said. “The labor costs were just insane at up 
to $180 an hour for contract nursing. That is 
not a sustainable cost.”

Survey respondents reported signifi cant 
volume declines across multiple service lines 
in 2020, contributing to higher per-patient 
labor costs. Nearly three-quarters saw 
declines in emergency department visits, 
66% reported declines in inpatient orthopedic 
cases, and 65% saw declines in outpatient 
surgeries and screenings or visits for chronic 
conditions.

Addressing staffi  ng shortages 
with innovative efforts
Demand for registered nurses (RNs) remains 
high. More than half (55%) of HFMA mem-
bers responding to the survey said the need 
for RNs increased over the past 12 months, 
and 43% expect the need to increase in 2021 
and 2022. Forty-two percent reported an 
increased need for ancillary staff, such as 
housekeepers and nursing assistants, during 
the pandemic. 

Health systems continue to explore a 
variety of efforts to address staffi  ng short-
ages and reduce their reliance on contract 
labor. In addition to nurses, fi nance execu-
tives say that fi lling low-paying clinical and 
non-clinical positions is increasingly diffi  cult. 
One FALCO member said turnover within the 
fi rst year at his organization is as high as 
90% for some entry-level positions. He and 
other executives said their health systems 
are raising starting salaries in response and 
offering performance incentive programs 
to help boost pay and recruit and retain a 
reliable workforce.

To reduce the need for contractors, one 
health system is offering bonuses and addi-
tional per-hour incentive payments for nurses 
and other clinical personnel to work extra 
hours. Others have established more fl exible 
staffi  ng models, and internal fl oat pools to 
shift clinical staff to other facilities as needs 
arise. In one case, an executive said her 
health system is developing an automated 
online scheduling system akin to an Uber 

or “gig economy” model that would allow 
workers fl exibility to pick up shifts when they 
choose.

Optimism for the future
Despite the myriad challenges and ongoing 
repercussions of COVID-19, many healthcare 
leaders remain optimistic that their organi-
zations will recover. More than half of survey 
respondents predict key measures of profi t-
ability will return to pre-pandemic levels:

• 53% anticipate a return in patient 
volumes

• 51% expect expenses will drop
• 53% anticipate revenues will increase

In response to mounting pressure from 
patients, providers and payers to hold down 
costs, healthcare leaders must closely 
evaluate pricing strategies, especially for 
outpatient services where they face the most 
competition from retail providers, private 
equity entities and others. 

Healthcare leaders must apply the les-
sons learned during the pandemic to prepare 
for future unknowns. Many are making 
fundamental changes to their fi nancial plan-
ning processes. Some top priorities cited 
by survey respondents include introducing 
rolling forecasting capabilities, streamlin-
ing operational budgeting and integrating 
comparative analytics to inform planning 
decisions. Such initiatives will help organiza-
tions remain agile and informed in the face 
of any new disruptions that may emerge.
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SERVICES

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

Revenue Integrity Solutions
besler.com/revenue-integrity

Revenue Integrity Service
cloudmed.com

Full Revenue Cycle Services including Facility 
Patient Access Services, Pre-Arrival Services, 
Health Information Management, Revenue 
Integrity & Chargemaster Services, and Central 
Business O�  ce Services
ensemblehp.com

Financing Solutions o� ered by 
First American Healthcare Finance
fahf.com

Patient Financing Solutions
helpfi nancial.com

MedData Eligibility Services
meddata.com

Revenue Cycle Outsourced Services
parallon.com

Professional Credit Healthcare Collection Service
professionalcredit.com

Healthcare Bad Debt Recovery by PFC Rev
pfcusa.com

Self-Pay Early Out Services by PFC First 
pfcusa.com

Technology-enabled Revenue Cycle 
Management Services
r1rcm.com

Complex Claims Management Solution
Underpayment Review for Commercial 
and Governmental Payers
revecore.com

Debt Collection Services for Healthcare
simonsagency.com

Healthcare Collection Services
statecollectionservice.com

Healthcare Technology Financing
tcfcapitalsolutions.com

Accounts Receivable Management Service 
(ARMS)
trubridge.com

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.
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*HFMA sta�  and volunteers determined that these healthcare business solutions have 
met specifi c 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 
will be obtained.

Learn More!
hfma.org/peerreview The Heartbeat of Progresshfma.org

PRODUCTS

Easy Work Papers
besler.com/easywp

CareCredit Credit Card by Synchrony Financial
carecredit.com/hfma

ChargeAssist® by Holliday & Associates—including: 
CDM Auditor™ , Price Analyzer™, Change 
Monitor™ and Ultimate Research Center™
chargeassist.com

AP Card
Health Services Financing (HSF®)
RemitConnect®

commercehealthcare.com

Chargemaster Toolkit®

craneware.com

CDMauditor.com Hospital Zero-Base Pricing®

panaceainc.com

Patientco Billing and Payment Platform
patientco.com

PELITAS
iPAS® - Integrated Patient Access Solutions®

pelitas.com

PMMC ESTIMATOR PRO
PMMC CONTRACT PRO
pmmconline.com

ERP
premierinc.com/solutions/fi nance-operations

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

Budget Manager 
Cost Manager 
Product Line Analyst
StrataJazz® Financial Analytics 
and Performance Platform
stratadecision.com/our-solutions

Axiom Healthcare Suite
syntellis.com/software/healthcare

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

TruBridge RCM Product Suite
trubridge.com

Revenue Cycle Intelligent Automation Platform 
– including Eligibility, Estimation, Authorization, 
Revenue Capture, Patient Pay Optimization, and 
Claims/Clearinghouse + Medicare solutions
waystar.com

ROI CALCULATOR

ClearBalance® ROI Value Model™
clearbalance.org

THE
SHORT

LIST.
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Research Report: Sponsored by Guidehouse

Survey: Hospitals and health systems 
prioritize automation technology and 
cybersecurity to battle pandemic

Cost-conscious healthcare leaders seeking 
to increase effi  ciency in corporate services 
are generating success through automation 
technology, but most hospitals and health 
systems have yet to optimize their use of 
technology to full effect. That takeaway 
comes from a recent Healthcare Financial 
Management Association (HFMA) survey in 
which 112 healthcare leaders shared their 
views and projections about corporate ser-
vices and health IT. The survey was fi elded 
earlier this year, and participants included 
CFOs and other fi nancial and revenue cycle 
executives. Through its Center for Health 
Insights, Guidehouse analyzed the research 
conducted by HFMA, and the following 
sections discuss key takeaways. 

Automation technologies 
gaining steam

The use of automation technology among 
hospitals and health systems is on the 
upswing, with 82% of respondents already 
on their automation journey. The majority 
of those are still in the early stages, either 
testing the technology or already deployed 
and actively monitoring results. But 19% 
report that their automation investments 
have driven positive results, and they are 
expanding their capabilities.

The increased use of automation as a 
cost-reduction strategy includes organi-
zations that lack the resources needed to 
deploy the technology themselves, said Bill 
Jones, a Guidehouse partner and managed 
services leader. 

“For these providers, leveraging vendor 
partnerships and outsourced services is a 

strategic investment to successfully achieve 
economies of scale and realize the benefi ts 
of automation,” he said.

Optimization 
opportunities abound

Only 8% of hospitals and health systems are 
using a fully optimized enterprise resource 
planning (ERP) system, the survey found. 
About 32% of health system leaders said 
they have deployed a system, but it is not 
optimized yet — but just 16% of hospitals are 
at that point. 

Although the Offi  ce of the National 
Coordinator for Health IT has made 
regulatory moves that improve interoper-
ability — allowing providers to easily and 
securely exchange data and automate 
technologies — many providers have yet 
to take full advantage of the opportunity, 
according to Guidehouse leaders. One 
example: 30% of providers report they may 
be at least two years away from deploying 

an ERP system, and 15% say they have no 
plans to do so.

Providers can drive effi  ciency gains, 
especially in corporate services, by opti-
mizing technology, said Subra Sripada, a 
Guidehouse partner and Health IT Solutions 
co-leader.

“Underperforming or underleveraged 
ERP assets, for instance, signifi cantly slow 
down operations, productivity and employee 
engagement,” said Sripada, a former 
health system chief information offi  cer. “In 
many cases, providers are not taking full 
advantage of the benefi ts their technology 
investments offer to solve their greatest 
business challenges — and it’s working 
against them in terms of effi  ciency and 
security.” 

Cybersecurity emerges 
as a growing priority

Nearly 30% of survey respondents identi-
fi ed cybersecurity as their top priority for 

Automation technology yielding returns for nearly 20% of hospitals
Where is your organization on its automation journey?

19%

32% 31%

19%

We have not acquired or 
implemented automation 

technology.

We have acquired or 
designed/built and are 

testing automation 
technology.

We have deployed 
automation technology 

and are actively monitoring 
results.

We have derived positive 
results from our investments 

to date and are expanding 
automation capabilities.

86 | HFM MAGAZINE | SEPTEMBER 2021



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.

Guidehouse is a leading global provider of consulting services to the public and commercial markets 
with broad capabilities in management, technology, and risk consulting. We help clients address their 
toughest challenges and navigate signifi cant regulatory pressures with a focus on transformational 

change, business resiliency, and technology-driven innovation. Across a range of advisory, consulting, outsourcing, and digital services, 
we create scalable, innovative solutions that prepare our clients for future growth and success. The company has more than 10,000 
professionals in over 50 locations globally. Guidehouse is a Veritas Capital portfolio company, led by seasoned professionals with 
proven and diverse expertise in traditional and emerging technologies, markets, and agenda-setting issues driving economies around 
the world. For more information, please visit: www.guidehouse.com. 

technology enhancement over the next year. 
About 43% of providers cited using modern 
security technology to monitor network and 
device anomalies as their top strategy.

Yet very few respondents reported 
taking basic steps to improve their organi-
zation’s cybersecurity. As they grow through 
mergers and acquisitions, health systems 
increase their risk of cybersecurity attack if 
they layer on new technologies instead of 
replacing old ones. The survey found that 
just 1% of providers are tracking their tech-
nology assets and only 9% have removed 
legacy software. 

Cybersecurity attacks can disrupt the 
ability of a hospital, health system or 
physician group to provide patient care, 
said Katie Gilfi llan, MSW, HFMA’s director 
of Healthcare Finance Policy, Physician and 
Clinical Practice. 

“If access to care is interrupted, this 
creates a risk to the surrounding community 
and patients’ privacy, health and safety,” she 
said. “Creating a culture of patient safety 
within the organization, which includes a 
focus on cybersecurity, will help to maintain 
a focus on this growing risk to healthcare 
providers and the patients they serve.” 

Leaders focus on corporate 
services spend 

On average, corporate services account 
for 10.38% of total operating revenue for 
hospitals and health systems. The COVID-19 

pandemic has intensifi ed pressure for 
health systems to focus on their fi nancial 
and operational performance, said Michele 
Mayes, Guidehouse partner and Operational 
Effectiveness solutions leader. 

Nearly half (47%) of respondents expect 
their organization’s corporate services budget 
will increase by up to 10% in the next 12 
months, while 25% of respondents project 
decreased spending. Although budget tight-
ening is always painful, a majority of survey 
respondents believe they can reduce spending 
on corporate services without hurting service 
quality or effi  ciency. In fact, 45% of respon-
dents think they could reduce spending by 
up to 10%, and 20% think they could reduce 
spending even more with no ill effect. 

Providers are targeting the supply chain, 
IT and revenue cycle management as the 
three top priorities for reduced spending. 
While supply chain and revenue cycle 
management are key areas to target, Mayes 
points out that optimizing can improve 
effi  ciency and create a more resilient future. 
“The technology itself won’t solve the 
problem, but wrapping better processes and 
structure around an optimized solution will,” 
she said.

Nurse shortage tops 
staffi  ng challenges

The pandemic has taken a heavy toll on 
providers’ staffi  ng efforts. A full 69% of exec-
utives said nursing shortages have worsened 

compared to a year ago. The next-biggest hit: 
behavioral and mental health providers, with 
32% saying shortages have increased in the 
past year.

Survey respondents also identifi ed staff-
ing shortages for advanced practitioners, 
coding/revenue cycle experts, physicians 
and IT-related experts such as data scientists 
and engineers.

The nursing supply will likely continue 
to be a challenge, particularly in rural areas 
and for certain types of patient care needs, 
including mental and behavioral health and 
long-term care, Gilfi llan said. The pandemic 
required hospitals and health systems to rap-
idly shift workforce resources to meet surges 
in demand for care. This required nurses 
to take on new roles and responsibilities, 
highlighted scope of practice issues, and 
created new ways that patients access care 
and engage with providers such as through 
telehealth. 

“As health systems reset after the 
pandemic, considering these factors has 
become important for optimizing the 
resources available and planning for future 
care needs,” HFMA’s Gilfi llan said.

With 11 KLAS #1 rankings, the Guidehouse 
Health team helps hospitals and health systems, 
government agencies, life sciences companies, 
and payers strategically redesign, revitalize, and 
transform their operations. 
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from the president

A‘necessary evil’ no more 

JOSEPH J. FIFER
FHFMA, CPA 

President and CEO, HFMA
 @HFMAFifer

According to the late HFMA luminary Robert M. 
Shelton, hospital administrators viewed accounting 
as a “troublesome and necessary evil” back in the 
1930s. I’ll take Shelton’s word for it. (I should note 
that the term “bean counter” never appears in From 
Acorn to Oak, Shelton’s account of the fi rst 45 years of 
HFMA history.) 

After the societal upheavals wrought by the Great 
Depression and World War II were over, a few leading 
hospital accountants believed the time was ripe for 
change in their profession. In 1945, William Follmer, 
who would be instrumental in launching HFMA’s pre-
decessor group, the American Association of Hospital 
Accountants (AAHA), wrote, “Something must be 
done to elevate the position of hospital accounting 
to its proper place and the important part it plays in 
hospital fi nance.”

A year later, something was done: AAHA was born. 
Leading the fi nancial management of healthcare — 
which you may recognize as HFMA’s current mission 
statement — was an idea whose time had come. And 
not a moment too soon. 

In the 1950s, the growth of employer-sponsored 
health insurance took o� . That was followed by a 
series of seismic shifts in healthcare, including the 
enactment of Medicare in 1965, the rise of man-
aged care and the advent of prospective payment 
in the 1980s, the consumer-driven backlash against 
managed care in the 1990s and the passage of the 
A� ordable Care Act in 2010. 

For HFMA, fulfi lling our mission throughout this 
long and eventful period meant becoming the go-to 

experts on ever-changing and highly detailed techni-
cal information. In the early days of AAHA, technical 
questions from members were answered by a cadre 
of volunteers who served on an Accounting Reference 
Committee. From those humble beginnings, HFMA’s 
voluntary Principles and Practices Board evolved 
as an authoritative resource on the unique fi nancial 
reporting needs of healthcare organizations.

There is also a big-picture side to HFMA's mission. 
HFMA analyzes change drivers and root causes of 
national healthcare trends and challenges and identi-
fi es solutions.  

For example, HFMA recognized that the managed 
care backlash of the 1990s was just the beginning of 
the consumer era. We developed the Patient-Friendly 
Billing initiative, followed by the best practices of 
Healthcare Dollars & Sense, to provide the fi eld with a 
foundation for consumer-centered healthcare.      

In addition, HFMA realized early on that unsus-
tainable increases in national healthcare spending 
must drive transformational change. Our pioneering 
research on improving healthcare value, known as 
the Value Project, was designed to guide health-
care fi nance leaders in navigating the transition to 
value while ensuring the fi nancial viability of their 
organizations.

Those initiatives, along with many others HFMA 
has undertaken over the years, are still relevant. The 
work goes on. As we mark our 75th anniversary year, 
excellence in healthcare fi nance has never been more 
necessary than it is now. And HFMA is once again 
positioning itself to get ahead of the trends. What’s 
next for HFMA? Stay tuned. You’ll be hearing much 
more in the months to come. 

To be part of history in the making, go to annual.hfma.org
to register for the HFMA Annual Conference 2021 in 
Minneapolis and online Nov. 8-10.
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Your HIM department is responsible for critical details 

that need to be right or things go wrong. Imagine 

having the right staff at the right time, who get the 

job done right the first time.

Now you can with expert Medical Coding Service 

from TruBridge®. Available on a short- or long-term 

basis, this supplemental service can be a lifeline 

when projects pile up, employees go on leave, or 

a staffing position hasn’t been filled yet. Find relief 

knowing the pros are just a phone call away.

What else can happen if everything was all right, 
all the time?

Right.

trubridge.com/right
1-877-543-3635



Your patients are at the 
heart of everything we do. 
We’re here to listen, to work 
together to better serve 
your communities.

together
we’re 
inspired

go.parallon.com/bettertogether




