
The Fee Schedule

For services rendered on or after
February 1, 2006, providers will
receive payment for Workers’
Compensation services at the lesser of
charges or a fee schedule which has
now been posted at www.iwcc.il.gov.
The schedule is primarily based on
DRGs with reimbursement designed
to occur at 90% of the 80th per-
centile.  Geographic modifications
occur based on zip code.

For trauma services (level I and II),
emergency room visits, outpatient
procedures, freestanding ambulatory
surgical centers and other limited
exceptions, bills will be paid at 76%
of charges.  Similarly, for high cost

(outlier) services when charges exceed
twice the new schedule’s proposed
DRG reimbursement, the provider,
after receiving the DRG rate will also
be paid 76% of all charges that exceed
the DRG rate.

The exception to all reimburse-
ment at the 76% rate is any portion
of those bills involving prosthetics,
implants, orthotics, ambulance, drugs
with detailed coding and investiga-
tional devices.  Such items are classi-
fied as “pass through charges” and will
be paid first at a rate of 65% of
charges.  For purposes of calculating
whether outlier rates apply and for
other services paid at 76% all pass
through items are first paid and
deducted.

Keep the Patient Involved

While the new act prohibits balance
billing, it is important for the
providerto maintain communication
with the patient.  By placing limits on
a provider’s right to bill a patient for
job-related injuries (technically
injuries ‘incurred in the scope of
employment’,)the Illinois legislature
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Recent changes to Illinois’ Workers’ Compensation Act (WCA)
means an end to business as usual for providers. From prohi-
bitions against balance billing patients to the imposition of a
reimbursement fee schedule there are opportunities and pit-
falls for providers who render services to patients who have
incurred injuries in the scope of their employment. This article
is designed to help providers understand and navigate these
changes.
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Upcoming Chapter Events – 

Accounting and Reimbursement Committee:

The 2006 Accounting and Reimbursement Committee presented
its annul program – “Winning Strategies in 2006 – Will You Be
There?” on Thursday, January 19th, 2006.  More than 95 partici-
pants were in attendance with a variety of legal, reimbursement
and legislative updates discussed. A more detailed program sum-
mary will be included in the April edition of First Illinois Speaks.

Managed Care Committee:

SAVE THE DATE!     

“Managed Care 2006 – Send Lawyers, New Computers and
Money!!  Emerging Managed Care Issues and Trends Facing
Providers” will be held on Thursday, March 16th, 2006 at the
William Tell Inn in Countryside. Starting the day’s program will be
an updated discussion on key legislative initiatives in Springfield,
followed by updates in Workers Compensation, Provider Exposure
under ERISA regulations, as well as a joint presentation with IPAM
on improving the bottom line. The program will conclude with a
discussion of Pay for Performance Trends. Registration forms will be
in the mail soon! Or, register at www.firstillinois.org under the
Events Calendar Section.  Call or fax Gail Walker for more infor-
mation: 219-874-4684.

Golf Committee:

Plans are underway for the annual HFMA Golf Outing, to be held 
on Friday, May 26th, 2006.   This is the 30th anniversary of the
event, which always guarantees a good time, good golf and ability
to meet with your fellow HFMA colleagues. The event will contin-
ue its tradition of offering a scramble format at St. Andrews and a
regulation format at Klein Creek. Both novice and veteran golfers
are invited! 

First Illinois Chapter News, Upcoming

Chapter Events & Committee Updates
President’s Message

Strength in Numbers

Growing up in suburban Chicago I was the second
oldest of six children, three girls and three boys.
Finding my role in our large family was never a

problem for me. Not so, however, for everyone else.
Today with all siblings married, and each with children of
their own, we are an immediate family of near thirty.

First Illinois Chapter leadership, like a family, does so much for the benefit of the
chapter and each other, often times we forget to be grateful for how much work
gets done.  Thank you to each and every Officer, Board Member, Committee
Chairperson, and Committee Member for going above the call of duty in all that
you do to manage and grow our chapter.

Chapter activities have been numerous and exciting these last few months.  
In late October, our chapter launched our redesigned website.  In addition to its
new look and feel, the site now includes our strategic plan , on-line registration,
event brochures, photos, and president’s messages to name a few of the changes.
Check it out at www.firstillinoishfma.org, then let me know your impressions of
what the committee created.  With your input we will continue to improve the
sites functionality.

The morning of November 17th, forty-five members and twenty-three non-
members attended a half-day education program put together by our IT committee.
This informative event was co-sponsored with CHEF, HIMSS, and IHA. Later that
same day, the certification committee held an information open house at RSM
McGladrey’s Schaumburg office.  Fifteen members attended that event and we
anticipate at least twenty-five people will sit for the certification exam by April 30th.  

December 8th; Chicago experienced its worst snow storm of the season – this
also happened to be the date of a chapter Board meeting as well our chapter holi-
day party.  Tim Herberts, HFMA Region Seven Executive, special guest for the
event, thankfully had arrived early the day prior to the snowstorm.  Unfortunately,
of the fifty-eight RSVPs for the holiday party, only fourteen were able to make it.

The First Illinois Chapter is the fourth largest of seventy HMFA chapters. Such a
large membership base allows our chapter to provide quality education and social
events.  This year we continue to promote the membership campaign – HFMA
Member-Get-A-Member!  Those who sponsor a new member, or get a member to
reinstate their membership will receive BONUS rewards from National.
Additionally those who join between now and April 30th can do so at a reduced,
prorated membership rate.

As a member, already you are in the best possible position to directly and posi-
tively impact HFMA’s continuing growth. Participation in HFMA contributes to the
quality of life and economic well-being of millions of Americans; improves stan-
dards of industry leadership and practice; and offers education, networking, com-
munity-building and more.  Please call me or one of our Chapter Officers if you
have any questions about how you can impact our "Strength in Numbers".  The
strongest recruiting tool for new and former members is your own personal
endorsement.

By now, we all know that our Chicago White Sox won the World Baseball Series
(actually we knew this before the previous issue of First Health Speaks went to
print and was distributed to our members).  We were optimistic that the next 
playoff bound team, the Chicago Bears, might follow in their footsteps and reach
the Superbowl – alas, the familiar refrain “wait until next year.“ An optimistic 
attitude will always get better results!!!

Sincerely,
Jim Heinking, FHFMA
President
First Illinois Chapter HFMA



Chapter Events

New Member Breakfast

On Thursday, October 20th, 2005,
the First Illinois Chapter hosted a
new member breakfast for those

HFMA members having recently joined the
chapter.  Approximately 30 members partici-
pated in the morning’s session, which pre-
ceded the October Education Program.

Among the officers, board member and
chairpersons representing the First Illinois
Chapter were James Heinking, President;
James Watson, Secretary; Guy Alton,
Treasurer; Board members Sylvia Sorgel and
Liz Simpkin; Janet Blue, Education Co-Chair;
Brian Sinclair, Education Co-Chair and Awards
Chair; Al Staidl, Membership Chair and Golf Co-
Chair; and Paula Dillon, Newsletter Co-Chair

Jim Heinking kicked off the morning’s pro-
gram by introducing the chapter representa-
tives, after which the new members had the
opportunity to introduce themselves to their
fellow members.   Chapter leadership took
the opportunity to present a brief overview
of HFMA, the First Illinois Chapter, its current
goals and accomplishments and future plans.
Members also had the chance to learn about
the variety of chapter activities offered as well
as volunteer opportunities; the meeting con-
cluded on a positive note as members
engaged in general networking and socializing
with other new members.

The First Illinois Chapter routinely holds new
member breakfasts as an informal way to intro-
duce new members to the chapter and its vari-

ety of opportunities. As additional breakfasts
are scheduled in the future, First Illinois will
continue to reach out to the new
membership.
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First Illinois Chapter News

Founders Merit Awards for 2005
BY BRIAN SINCLAIR, VICE PRESIDENT, HEALTHCARE FINANCIAL RESOURCES, INC. 
AND CHAIRPERSON, AWARDS COMMITTEE.

Congratulations are in order for the
recipients of the 2005 Founders
Merit Awards.  National HFMA rec-

ognizes that its strength lies in the volunteers
who contribute their time, ideas and energy
to serve the healthcare industry and their
local chapter.  The Founders Merit Award
program was established to acknowledge the
contributions made by individual HFMA
members.

The awards are part of a merit plan,
which assigns a range of point values to spe-
cific chapter activities, such as committee
participation, educational presentations,
newsletter articles and service as a chapter
officer.  The Follmer Bronze Award is earned
when a member has accrued 25 points, the
Reeves Silver Award is earned after an addi-
tional 25 points are accumulated, and the
Muncie Gold Award is presented after a final
25 points are earned.  A fourth award, the
Founders Medal of Honor, is conferred by
nomination of the Chapter Board of
Directors to qualifying members.  This
award recognizes significant continuous 
service after completing the medal program.

THE 2005 AWARD RECIPIENTS ARE:

Follmer Bronze Award

Jack Chrencik
David A. Hammond, CHFP

Ronald J. Hennings
Michelle A. Holtzman

Mary Ann Klis
Lawrence S. Kloc, CPA

Robert F. Maziarka, CHFP, CPA,
FHFMA

Cathy L. Pastorek
Kevin P. Shaughnessy

Reeves Silver Award 

Rebecca S. Busch, FHFMA
James F. Heinking, FHFMA, CHFP

Dominic J. Nakis, CPA
Richard J. Stewart, CPA

Muncie Gold Award

Suzanne K. Lestina, CHFP, CPC
Lawrence A. Manson

Vincent E. Pryor, FHFMA, CPA
Alan Staidl

Each of these award recipients will receive a
personalized inscribed plaque from HFMA
to officially recognize their achievements.
The First Illinois Chapter Officers and
Board of Directors also extend their congrat-
ulations and appreciation for the support
and participation of the award recipients.

Please refer to your Chapter Membership
Directory for more information regarding
the awards series, scoring details and a 
listing of all former recipients.  If you have
any questions regarding the awards or your
current point status, please call Brian
Sinclair, Chairperson, Awards Committee, 
at 847-273-2196 

Chapter leaders Brian Sinclair, Liz Simpkin and
James Ventrone meet with new members of
the First Illinois Illinois Chapter. 



K arin Podolski: She’s not
quiet.  She’s not timid.
Nor is she one to allow 

the prevailing mindset to limit
her staff ’s self-image and the
expectations they set for them-
selves.  As Director of Patient
Access, Karin Podolski is intent
on proving the worth of her
department’s work.  She is a 
professional and positive leader
making the area of Patient Access
an attractive career path for 
new-comers.  She and her team
are earning needed resources and
respect from hospital leadership.
“Access is where its at!” Karin
says.  “If we get patients in the
door with accurate information,
the hospital need not waste time
in collections.”

Six years ago Karin used her
energy and vision to begin study
toward two masters degrees while
working full-time as Manager of
Same-day Surgery at Delnor
Hospital.  She had started at
Delonor three years prior, fresh
out of nursing school.  By 2002
she had redesigned her depart-
ment’s intake process and gradu-
ated from Northern Illinois
University with a Masters in
Nursing and a Masters in Public
Health.  

Karin evaluated her career
options, was asked to step up to
her current Director role and
decided to stay at Delnor.  She’s
been in hospital finance for three
years now and has built a team
which delivers a better patient
experience and improved revenue
cycle results.  Key to her success
has been her ability to weave her
clinical background into the
finance side.  She has strength-
ened relations between clinical &
patient accounts and driven an
array of process improvements;
improvements that stick and con-
tinue to evolve with changing
reimbursement trends, legal issues
and technology choices. 

This Elgin-native who spends
her free time with her 2-year old
daughter, Schuyler, became an
HMFA member for the resources.
Karin understood that someone
new to the finance side may not
recognize when being given faulty
information or bad advice.  She
really appreciates access to a vari-
ety of seminars, to HFM maga-
zine and perhaps most important-
ly the networking.  She sees
HFMA as an efficient way of
finding folks who know industry
best practices.  

When our chapter challenged
local organizations to engage in a
friendly competition around
CHFP certification, Karin was
definitely interested.  Suzanne
Lestina, chair of First Illinois’ cer-
tification committee, describes
the challenge as a reminder to
local executives that encouraging
employees to pursue certification
is a win-win all around.  

First Illinois Chapter will
reward the organization with the
highest proportion of employees
achieving certification this year.
In turn, organization’s like Delnor
Community and University of
Illinois Medical Center are sup-
porting and rewarding their
employees who are willing to
study for and sit through the
series of two two-hour exams.  

Karin is coordinating study 
for five Delnor professionals who
plan to take their exams by
March 31st.  Finding time to
study together during lunch &
otherwise are the hospital’s CFO,
Controller, Director of Managed
Care, Director of Patient
Accounts and Karin. The best
parts about the group effort: 
definitely the camaraderie, the
chance to learn more about their
own organization by asking about

each other’s respective specialties,
and the relatively politics-free
forum to challenge the way things
have always been done.   All five
Delnor candidates are a little ner-
vous about taking the test, but all
are definitely excited.   

Karin has been driving her
team toward strict business
results.  Now she’s asking for
extra-curricular effort above and
beyond the work day.  What
would Karin’s co-workers say
about her? “They’d probably say
that I have an infectious laugh
and can be heard coming from
way down the hall.”  Her boss, if
asked to recommend her for a TV
reality show, Karin imagines
would say that Karin will try 
anything. “Except eating bugs!”
she protests. “I won’t eat bugs!”   

A t the University of
Illinois Medical Center
at Chicago, Robb Micek

is coordinating a study group of
15 coworkers preparing for
HFMA certification exams. “It’s
like going on a diet or working
out at a gym – togetherness
makes it less painful,” Robb says.
Many in the U of I group had
been meaning for awhile now to
get certified, but life just gets in
the way.   The group agreed
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Q: Tell Me Again Why We are Doing This?
A:  We Are Professionals
BY HOLLY SOVA

Karin Podolski
Director of Patient Access

Delnor Community Hospital

Robb Micek, Director, BPDS
and Interim Director, Finance

The University of Illinois
Medical Center at Chicago



there’s never a good time, so they
might as well just buckle down
and do it.  The sense of cama-
raderie and competition helped. 

At least two U of I representa-
tives are planning to take each of
the five specialty certification
exams.  As Robb puts it: “I’m most
excited about (the) diversity of this
group”.  Robb, who has been in
the healthcare industry for only
three years, sees the certification
experience as a way of “rounding
out my understanding of this
industry and my understanding of
what those around me are sup-
posed to be doing.”  Like Karin,
Robb predicts his organization will
benefit as study partners develop a
collaborative relationship, come to
see the nuances of each other’s
work, understand how the overall
process fits together and are moved
to practical application of what
they are learning.  In short, the
experience is bound to raise the
caliber of the individuals & the
organization.  

Robb feels that CHFP certifica-
tion certainly makes people more
marketable.  He compared it to
achieving his CPA: “One nice
thing about any sort of certifica-
tion; employers immediately
assume a certain level of expertise.
It demonstrates a person is serious
about making this a career.”  

The fundamental prerequisite 
for squeezing in hours of study
and testing: “It’s a matter of being
driven by a personal sense of
achievement.” It’s highly question-
able that Robb Micek needs to
worry about personal achievement.  

This former CPA and consult-
ing firm partner earned his BBA in
Accounting from Notre Dame.
After four years as an auditor for
then PriceWaterhouse, Robb want-
ed something more out of his
career so he picked up an MBA

from the University of Michigan.  
A job offer brought him to

Chicago where he worked in vari-
ous consulting roles for “Fortune
100 companies and in nearly every
industry under the sun other than
higher education and healthcare”.
Ironically, he really wanted to be in
precisely those fields (he comes
from a family of academics).
“Health care is the most dynamic,
complex and challenging industry
that I can think of.”  

Robb admits his background is
atypical for his position, but he
sees this as beneficial.  Apparently
so does the U of I Medical Center,
which recruited Robb for his
expertise in strategic consultancy
and large-scale change manage-
ment around e-business and tech-
nology.  After overseeing a success-
ful implementation of the Banner
ERP system, Robb was asked to
lead a new department, Business
Planning & Decision Support
(BPDS).  The organization wanted
this department to help leadership
identify and flesh out new business
opportunities and make more
data-driven decisions. 

Robb may lead complex execu-
tive support analytics, but he actu-
ally feels that any individual in any
finance position can impact orga-
nizational change. Every finance
professional has a unity opportuni-
ty to educate internal customers
about how the organization works,
and about how any one role ulti-
mately impacts financials.  Robb
recommends finance professionals
go beyond waiting for things to
come to them, but rather to proac-
tively help the operations side take
a collaborative look at how to
eliminate non-value added activi-
ties. This past summer Mr. Micek
assumed the position of Interim
Director of Finance.  

Robb’s “free-time” is full.  He
coaches his children’s sports teams,
leads a bible study, and together
with his wife Traci, a speech
pathologist, supports the National
Organization Caring for Kids
(NOCK). NOCK provides com-
munication and mobility devices
for kids whose families are just
above the poverty line.  The
Miceks are very committed to sup-
porting NOCK and are happy to
get the word out about this excel-
lent organization.  

Robb attended high school with
Traci, but the two did not start
dating until they lived twelve
hours apart, while attending differ-
ent colleges.  So after that why has
Traci put up with Robb for all
these years?   “I am extremely
lucky.  You’d have to ask her that
question.” 

Karin Podolski is a First Illinois
HFMA member and can be reached
at Karin.Podolski@delnor.com or
630-762-6401.

Robb Micek is a First Illinois
HFMA member and can be reached
at RMicek@uic.edu.
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We Are Professionals  (continued from page 4)

To learn more about
how to get involved in
the chapter’s certifica-
tion challenge, contact
Suzanne Lestina at 
sklrunner@hotmail.com
or 708-492-3395.



HFMA Events

October 20, 2005 – Managing the Best
Patient (Financial Experience ) ... 
It Can Be Done 

Pamela Waymack, Phoenix

Shana Jones, Shiners
Children’s Hospital

Richard Leboutillier & Joni Dion, Bearingpoint
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Over 90 First Illinois chapter members attended the annual Revenue Cycle
Education program “Managing the Best Patient (Financial Experience…..It Can
Be Done” this fall.   The program topics reflected the diversity of challenges faced
by organizations in the revenue cycle process. 

At the start of the program, Thomas Matthews from TransUnion highlighted 
several areas of growing concern and the importance of financial triage tied to
improved front end technology improvements – among the statistics cited by Mr.
Matthews included the growing number uninsured (60 million by 2010), the finan-
cial impact of HDHPs/HSAs and the fact that the largest growing number of unin-
sured are arising in the $50,000 and up income bracket.   Several strategies were
highlighted as a means by which providers could address some of the revenue stream
challenges:   increasing utilization of credit reports to determine payment capabilities,
flexibility in shifting FTEs from front-end to back-end and improved communica-
tion of payment policies.  Mr. Matthews concluded his comments by focusing on
the challenges faced in the future:   determining appropriate benefit plan logic, set-
ting realistic expectations for payers and patients, addressing medical necessity denials
and the ongoing efforts for training and reeducation.

Dan Furhman of CORE Business Technologies presented an overview of the future
wave in office design – “The On-Line Business Office”.  The future of business office
functions appears to focus on innovation, simplicity of procedures and how technology
enhances the efforts of the business office.  Mr. Furhman focused on several key tech-
niques – centralization of information, supportive technology, more defined workflows
and increased outreach to the patients.  

That final topic provided a smooth transition for the next speaker – Elise Lauer
from Northwestern Memorial Hospital – who illustrated how improvement in cus-
tomer service can have a wide-reaching impact, based upon specific tactics employed
within her organization.   Best practices can include setting a clear vision, a focused
billing unit with defined goals and appropriate resource allocation. UB Martinez of
MedAssist provided additional focus on how organizations strive to balance their rev-
enue stream with a social mission, particularly in dealing with the growing number of
underinsured, as well as uninsured populations.  Many of the principles recommend
correlated to other presentations during the day, specifically related to communica-
tions and improved business workflows.   

Shana Jones of Shriner’s Childrens emphasized the value of electronic medical
record technology and the critical steps to organizational buy-in, successful imple-

mentation, and ongoing monitoring and improve-
ments. Joni Dion and Richard LeBoutillier of Bearing
Point focused their presentation around how organiza-
tions must be better prepared to balance revenue
expectations against established chargemasters and the
need for improved document across an organization.
Pam Waymack concluded the day’s events outlining
the current issues related to effective denial manage-
ment and the importance of improvements in all phas-
es of an organization – clinical documentation, upfront
screening and authorization, timeliness of billing and
follow up and documented performance standards.

Congratulations to Chairperson Michelle Holtzman
for a timely and cohesive program!! UB Martinez, MedAssist

Michelle Holtzman,
Revenue Cycle
Chairperson



HFMA Events

November 17th, 2005 – Achieving Bottom Line Results Through IT

I.T. Co Chairs, John Roquena & Eric TateI.T. Panel Members
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Approximately 60 members of the First Illinois Chapter of HMFA
participated in the I.T. Educational program entitled "Achieving
Bottom Line Results through IT.  The theme of the program was to
hear insight into how the goal of squeezing and measuring value
from the investment in healthcare information technology is still a
critical, albeit an elusive one.  Additionally, hospitals represented at
the program were asked to illustrate how they are successfully using
IT to improve their bottom line.  Topics presented for the day ranged
from using IT enhancements for improved cash flow to effective pro-
ject and portfolio management.   

Alden Solovy, Executive Editor of
Hospital & Health Networks and
Associate Publisher for Health
Forum, kicked off the day’s program
by presenting his findings from the
Most Wired Hospital survey as well
as highlighting trends in technologi-
cally savvy hospitals.  Critical to full
adoption of technology industry-
wide are three critical elements of
the research phase:  1) creating
benchmark groups; 2) conducting
mortality analysis; and 3) evaluating

the differences amongst hospitals
based upon the array of IT tools used for quality and safety measures.
Trends to watch in the future include more advanced bar code tech-
nology as well as the rise in consumerism – requiring additional focus
around quality measures.

Jim Gallagher and Vince Gallagher of Alexian Brothers Medical
Center combined efforts to present how IT systems within their health-
care organization have translated into improved financial projection and
reimbursement models. Information Technology continues to play a
crucial role in evaluating underpayments, however, compatibility
between systems is also integral for providing the most updated finan-
cial projections.  Audrius Polikatitis from the University of Illinois

Medical Center focused his
comments around the need for
more proactive planning when
creating a long-term capital
needs plan that requires both
portfolio and program manage-
ment.   A coordinated effort
must take into account clinical,
supply chain, web option, elec-
tronic medical records, among
other elements, and requires a very
disciplined approach in scoping out the capital needs.

After a brief video narrative, Doug Colburn of the Nebraska Heart
Institute presented a live demo on system technology used within
their organization – as the premier cardiac institute for a significant
geographic region, Nebraska Heart Institute consists of both a ambu-
latory care clinic as well as a specialty hospital.   Several key features
were noted during his presentation – single sign on capability; EMRs
available in all computers organization wide and admitting conduct-
ed through wireless computers, thus decreasing patient wait times.
This presentation pointed out the key need for more centralized
technology as a differentiator.

The day’s program concluded with a panel discussion moderated
by IT Co-Chair Eric Tate and featured a distinguished panel of par-
ticipants:   Doug Colburn, Nebraska Heart Hospital; Jim Doyle,
Elmhurst Memorial Hospital; Rose Ann Laureto, University of
Illinois Medical Center at Chicago; Barb Mills, Sherman Hospital;
Frank Scafidi, Elmhurst Hospital; Hugh Rose, Palos Community
Hospital; and Alden Solovy, Executive Editor of Hospital & Health
Networks and Associate Publisher for Health Forum.  The panel,
which consisted of CIO’s and CFOs shared their experience in grap-
pling with IT capital allocations, measuring value and developing
strong working partnerships.

Congratulations to Co-Chairs Eric Tate and John Roquena for a
very illustrative program!!

Alden Solovy

Jim & Vince Gallagher



R ecent studies by The Gallup
Organization showed that
only 10% of U.S. physicians

are fully engaged with a hospital
while 42 % are actively disengaged.
Think it doesn’t matter?  Hospitals
scoring in the top quartile for physi-
cian loyalty had earnings per adjust-
ed admission that were on average
$320 more than those of bottom-
quartile hospitals. More significantly,
earnings per adjusted patient day
were about $80 more compared to
bottom quartile hospitals.

Many healthcare facilities spend
quite a bit to improve customer sat-
isfaction among patients.  Whether
or not success on that front is even
possible, and if so would translate
into fiscal benefits is not a straight-
forward issue.  Across industries,
annual surveys conducted by the
University of Michigan reveal that
customer satisfaction has been flat to
declining since the survey began in
1994. Similarly, annual Gallup sur-
veys found that only about 1 in 20
US companies (5%) saw their cus-
tomer scores improve in any consis-
tent way over a seven-year period.

Real return on customer 

satisfaction 

One area of customer satisfaction
which clearly impacts the bottom line
is that of physicians.  Yet most health-
care administrators do not track or
even know how healthy their rela-
tionships with medical staff are.

Physicians are among a healthcare
organization’s most important cus-
tomers.  True, they do not directly
pay for a hospital’s services, but they
do make careful choices about where
they send their patients and prefer to
practice.  Physician referrals drive
hospital revenue.  Facilities must
regard them as critical customers,
and partners in the organization’s
future success.

Case studies demonstrate a clear
linkage between physician engage-
ment and referral patterns. A recent
Gallup study of a large community
hospital identified that 17% of
physicians who are actively disen-
gaged with this hospital anticipate
decreasing referrals to the hospital in
the next year. The hospital’s “poor
management of customer relation-
ships” was the reason most frequent-
ly given. Meanwhile, engaged physi-
cians at this hospital anticipated
increasing their referrals.

Similar research has shown that
an engaged medical staff impacts
financial survival.  Four levels of
physician engagement have been
identified:

New generation demands

new relationship

Healthcare leaders need a different
kind of thinking and a different kind
of relationship to engage the hearts
and minds of younger physicians.
MDs entering the healthcare indus-
try today are less engaged with their
profession and with individual
healthcare organizations than previ-
ous generations.  Consider that for
every one fully-engaged physician
over 55-years old, two of his cohorts
are actively disengaged.  Among

physicians under 45, it’s much
harder to find emotional commit-
ment to a facility; for every one
who is fully-engaged, six are active-
ly disengaged.

Physicians are emotional beings.
As with any person, their thought
processes are driven by two distinct
patterns—Rational and
Emotional.  Physicians use rational
thoughts all the time to interpret
test results, diagnose and develop
treatment plans. It has been
assumed, since they have had years
of training and expertise in analyti-
cal hypothesis testing and rational
science, that the best way to engage
physicians would be to address
their rational needs. Based, howev-
er, on years studying physician
engagement, and on my own per-
sonal experiences, I have discovered
that physicians’ decision-making is
more emotional that one would
think.

Through extensive research and
development, Gallup developed a
set of rating scales that reliably rep-
resent the strength of emotional
connection a physician has toward
a healthcare organization.  Gallup
can  then compare  individual
physicians on a hospital’s medical
staff to our national data base. This
crucially important data indicates
that attachment develops in a
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Engaged Physicians Critical to Organization’s Survival
BY JOHN BISAHA

Fully Engaged physicians
are the most valuable to a
hospital.  They have a
strong emotional bond with
the organization and have a
loyal attitude.

Engaged physicians have
an emotional bond that is
less strong and feel less
loyalty toward the organiza-
tion than do their fully
engaged counterparts.

Not Engaged physicians
are emotionally and attitudi-
nally neutral.  They have no
positive association with
the organization.

Actively Disengaged

physicians have an active
emotional detachment
form the organization and
are antagonistic toward it. 

continued on page 9
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Engages Physicians Critical to Organizations Survival
(continued from page 8)

cumulative way.  Confidence is the
foundation and Passion is the 
pinnacle. The hierarchy of physician
engagement is as follows:

How to achieve good 

vibrations (& the revenue that

follows)

Emotional attachment to the organi-
zation’s values and a high level of con-
fidence in its key leaders are two fac-
tors strongly influencing doctors’
engagement to a particular hospital.   
Doctors want to align themselves with
leaders who are truthful and candid,
share common ethics, respect their
input, and focus attention on what
helps them as a doctor.  In essence,
physicians choose to work closely with
leaders who make them feel good
about practicing medicine in their
hospital.  Healthcare leaders must
realize the extent to which physicians
are emotionally driven, and must and
build strong relationships with their
medical staff based on trust, integrity,
and personal values. 

Stronger relationships require indi-
vidualized solutions and attention.

General “free food in the lounge” pro-
grams are superficial and do not work.
The leadership of top performing hos-
pitals consistently build physician
engagement by:

• Meeting one-on-one with each
physician at least once each year to
ask questions like these:  Are we, as
leaders and employees, meeting
your expectations and those of your
patients?  Do you have any con-
cerns with our values and/or goals?
How can we help you provide
higher quality care to your patients?

• Hosting retreats for executive man-
agement and physician leaders as a
way to solicit doctors’ input on the
strategic plans and operations of
the hospital.

• Requiring managers and leaders to
participate in medical staff commit-
tees to listen for potential concerns
and conflicts to resolve these issues
before they become a problem.

• Facilitating effective communica-
tion between doctors, nurses, and
key department managers to ensure
they are working as a team and
share mutual trust.

• Including physicians in recognition
activities and acknowledging their
efforts to improve quality and effi-
ciency or achieve strategic goals.

Today only 15% of U.S. physicians
believe that hospitals provide fair reso-
lutions to problems.  What physicians
are looking for are hospitals that treat
them well and reinforce their self-
image. They want to be proud to tell
others where they practice medicine.
As markets become more and more
competitive, healthcare leaders must
create, strong, emotionally-based rela-
tionships with their medical staff to
build a powerful network of engaged
physicians.

John Bisaha is a member of HFMA 
and can be reached at 312-601-9129,
John_Bisaha@Gallup.Com

Confidence: Belief that the
hospital can be trusted to
consistently deliver on its
promises.

Integrity:  Belief that the
hospital consistently treats
them fairly and will satisfac-
torily resolve any problems
that might occur.

Pride:  Good feelings about
using the hospital and
about how that affiliation
reflects upon them.

Passion:  View of the hos-
pital as irreplaceable and as
an integral part of their
practice of medicine and
hence of their lives.



10 • First Illinois Speaks • www.FirstIllinoisHFMA.org

continued on page 13

10 Strategic Planning Resolutions You Can’t Afford to Break
BY AARON DEBOER

T he New Year may have come
and gone, but it’s not too late
to make a few more resolu-

tions. Here are ten that your man-
agement team can make to ensure a
smooth, successful, strategic plan-
ning process.

1) Establish a strong 

analytical foundation for 

your strategic plan

A strategic plan is only as good as the
foundation upon which it is built. A
good strategic plan can propel your
organization forward once your lead-
ership team has a common under-
standing of your current position,
future trends, and key uncertainties.
On the other hand, a strategic plan
based on an insufficient understand-
ing of the internal and external envi-
ronment can, at minimum, lead to
poor acceptance of the plan and, at
worse, sub-par decisions. 

2) Focus the environmental

assessment 

When developing an environmental
assessment as part of your analytical
foundation, it is important to select
only those elements that will address
the organization’s future challenges

and resulting array of strategic oppor-
tunities. An efficient way to focus
your environmental assessment is to
develop and test a set of planning
hypotheses centered on major market
forces. With hypotheses formed, the
organization can focus its analysis
efforts on building a common under-
standing of the environment.

However, performing a focused
environmental assessment is not an
end in itself. If the data does not
convey a message and support the
decision making process, it is simply
data, not "information." 
To mitigate this risk:
• Identify what information is most

important to make decisions.
• Effectively transform the data into

actionable information.
• Understand that there will never

be perfect information.

3) Explicitly consider key

uncertainties

Addressing key uncertainties can help
build a sense of charting your own
course, albeit in turbulent waters.
Tools like scenario planning, game
theory, and decision tree analysis can
all aid in understanding the risks asso-
ciated with pursuing a particular

approach/direction. Strategies that
reduce the identified risks can then be
incorporated into the strategic plan.

4) Keep your strategic plan

focused on strategy, not

operations

All organizations have extensive
opportunities to improve their effi-
ciency and effectiveness in the areas
of customer service, cost, and quality.
An internally-focused strategic plan

often seems successful because of the
substantial operational improvements
that can be made. However, it does
not take long for organizations that
are too operationally focused to grow
out of touch with their markets. True
strategic initiatives on the other
hand, frequently have higher risk, are
more disruptive to the organization,
and may have longer implementation
times and payoff returns. While
operational initiatives are necessary to

Characteristics

• Number

• Accountability

• Review Cycle

• Organized Around

•  Applicability

3±

Board/Senior Leadership 

Annually

Vision/Desired Future State

Entity

15±

Senior Leadership

Semi-Annually /Annually

Core Goals

Entity

100±

Middle Management

Weekly/Monthly/Quarterly

Strategy/Tactic

Entity/Programs/Units

Example

(Financial)

Desired bond rating Operating margin

Days cash on hand

Cash-to-debt

Personnel costs as a percent of net
patient service revenue

Supply cost per adjusted discharge

STRATEGIC METRICS MANAGEMENT METRICS

Vision Level Goal Level Strategy/Tactic Level

Definition Metrics that indicate broad Metrics that indicate progress Metrics that indicate progress  
success, usually across along a specific goal. along a strategy or action
multiple goals.

Figure 1: Strategic Planning Metrics
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10 Strategic Planning Resolutions
(continued from page 10)

keep you in the game, strategic initiatives address
competitive advantage. Too many operational initia-
tives in your strategic plan will weaken it and detract
from its value, so keep your strategic plan strategic.

5) Avoid the use of "me too" strategies

Many organizations take comfort in adopting the
same strategies that other organizations have deployed.
Once a strategy has been proven successful by one
organization, it is often ubiquitously adopted by com-
petitors, diluting the impact of the strategy. Strategic
success begins with articulating what differentiates the
organization from its key competitors. That is, how
will we choose to compete (e.g., on price, quality, ser-
vice)? In what ways will we create value for con-
sumers? How will we respond to other organizations’
strategies?

6) Minimize least common denominator

strategies

Decision-making in health care organizations is
often compromised when leaders wait for unani-
mous stakeholder agreement. Not only will this stall
the process, but it will weaken the boldness of the
strategy. After all, you will only be able to progress as
fast and as far as the least ready person will allow.
Remember, broad based input is desired, but effec-
tive leadership is ultimately about making tough
decisions.

7) Align strategies with financial 

capabilities

Even the most brilliant strategy is reduced to mere 
speculation if the health care organization does not
have the financial means to implement it. Every orga-
nization must ensure that their strategic plan is con-
gruent with their financial capability. 

A strategic-financial plan should:

■ Include a full financial capability assessment
■ Address the allocation of scarce resources
■ Maximize the financial viability of the

organization

8) Communicate early, often, and clearly

when bringing your strategic plan to life

A plan must be well known by key physicians and
employees to be successful. The strategic intent for
the organization should be communicated frequent-
ly, clearly, and concisely to ensure that the momen-

tum created during the planning process is
carried forward in the implementation. Make
a resolution to communicate the strategic
plan consistently throughout the year.

9) Add metrics to your strategic plan

In stable environments, one has the luxury of
making a few mistakes and course correc-
tions. In an unstable environment, those
course corrections must come sooner. Metrics
are one possible tool to monitor the organiza-
tion’s progress towards achievement of goals,
strategies, and/or tactics. Metrics are the com-
bination of a measure and a target. Measures
are what we want to achieve, while the target

is the quantified value of the measure. Figure
1 outlines some of the different metrics an 
organization can adopt.

The value of this resolution can be summed
up by the old adage "what you measure is
what you get." If you want results, identify
what you want to achieve, assign responsibili-
ty, and create appropriate timetables.

10) Have fun and inspire your team!

Aaron DeBoer is a member of HFMA’s Iowa
Chapter, and can be reached at 312.751.4171
and aaron.deboer@mitretek.org.



Over 60% of America’s hospitals were
built before 1980.  Obsolete infrastruc-
ture is a wide-spread industry chal-

lenge.  The combination of an aging population
and an aging hospital infrastructure result in
hospital administrators needing to address both
issues concurrently.  

Can your facility accommodate the growing
needs of the baby boomer population?  Do you
know what can be done to expedite renova-
tions, therefore more quickly see returns on
expanded medical procedures and services?
What can you do to moderate soaring energy
costs?  These are a few questions hospitals
across the nation are grappling with. Three
timely insights on this subject follow.

INSIGHT # 1: 

Improving the Healing Environment

Facilities, if not properly taken care of, can 
have performance issues just like people. Often
where resources are stretched thin, building 
infrastructure doesn’t receive the attention needed
until something fails.  As hospitals age, their envi-
ronmental systems, that which provide basic pre-
requisites making healthcare delivery possible,
become increasingly costly to maintain and oper-
ate.  Aging buildings also mean additional risk as

air quality diminishes to the point of affecting
patient wellness and facility accreditation.  To
reduce these risks, it’s important to invest in phys-
ical plant assets that help, not hinder the healing
process.  This priority will be emphasized in
future health care standards.

INSIGHT # 2: 

A Quicker Return on Investment

Accommodating the latest technology can be an
expensive and disruptive proposition.  This is
especially true when renovating areas needed for
patient care.  Getting new revenue-generating
services up and running quickly is critical to
financial goals .  A design/build approach can
provide the expertise necessary to perform reno-
vations quickly and efficiently.  This process
allows decision-making as the project is pro-
ceeding, providing a more expedient installation
and quicker return on investment.
Construction and remodeling in a healthcare
environment requires special considerations for
patients and staff -choosing the right firm is
important to the success of any such project.  

A design/build firm that has experience
working with hospitals will have a better under-
standing of these requirements.  

INSIGHT # 3: 

Managing Energy Costs

The dramatic run-up in energy prices over the
last year is reminiscent of the 1970’s oil embar-
go.  The challenge of providing top-notch,
affordable healthcare is made even more diffi-
cult as a result. More than ever, hospitals must
make sure every dollar is well spent.  Inefficient
and outdated facilities increase costs and
decrease patient and staff morale.  What can be
done when revenue-generating investments
monopolize capital dollars?   The answer is sim-
ple…let the facility improvements pay for
themselves.  Many healthcare executives may
not be aware that facility investments can help,
not hinder their position in the marketplace.

A structured approach to energy decisions
and budgets is critical to remaining competitive
in a fee-driven market.  A formal energy plan
documents investment and operating decisions,
and helps ensure that anticipated savings are
realized.

■ Technology for building systems has
advanced, improving comfort and costing
less to operate.  The Energy Policy Act of
2005 helps by providing financial incentives
for energy efficiency investments.

■ The reward for reducing and shifting energy
use is greater than ever, especially if anticipat-
ed and matched with the right energy supply
arrangement.

■ A risk management plan can avert the finan-
cial losses possible in the face of volatile ener-
gy prices.

Professional engineers can formulate a cus-
tom energy plan informed by their expertise in
identifying savings opportunities and choosing
among many potential solutions.   An energy
program can bring lower costs, improved pro-
ductivity and an enhanced healthcare environ-
ment. An energy plan formulated with the help
of experts will optimize these benefits, 

In summary, treat your infrastructure as an
asset.  Like people, buildings need regular
"check-ups" to assess performance levels and
catch problems before they grow  Facility
investments help hospitals deliver better patient
care and retain the best staff.  There are many
innovative ways to fund the improvements
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Does Your Hospital Need a Check-Up?
BY TERI LEWAND AND VINCE CUSHING

continued on page 13
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included a number of conditions
which alternately allow and prohibit
pursuit of the patient.  Failure to
adhere to those regulations will result
in both violation of the statute and a
lost opportunity to pursue payment.

First, balance billing prohibitions
do not take effect unless the provider
is notified that the admission is due
toto a job-related injury   If the
provider is notified of a work injury
and of the identity of the employer,
the patient may not be billed.  A
claim should be sent to the employer.
Within 60 days the employer (or
their insurer) should tender payment
of a clean claim, unless they  disput
liability.,  Employers failing to pay
within 60 days become subject to an
interest penalty after 60 days of 1%
per month.

While the claim is pending, the
provider may and should mail the
patient reminders that the bill is out-
standing.  The statement should indi-
cate that payment is not due.  Most
importantly, the statement should
include a request for status of the
claim.  If the patient fails to provide a
status update within 90 days, the

provider can resume billing the
patient for full charges.  The state-
ment requesting status should include
a warning of personal liability for fail-
ure to respond.

The provider may also pursue a
patient who, after having received an
award, fails to tender payment to the
provider.  Unfortunately, despite
many amendments to the Act, there
is no mechanism to file a lien nor
secure payment directly from the
payor.  A patient who receives direct
payment is liable for the payment (at
either the lesser of the fee schedule or
actual charges) plus the 1% per
month interest.  If the patient loses
the workers’ compensation claim,
then the provider may bill the patient
for full charges.

Finally, please note that if an
employer denies liability and the
provider does not receive information
that a disputed claim has been filed,
then the patient can be billed.  There
is a provision mandating resolution of
disputed claims within 180 days.
During the time a dispute is pending,
the statute of limitations for pursuing
the patient is tolled, or paused.

Utilization Review

With the intent of helping Illinois
business owners contain costs, the bill
contains a provision for utilization
review of proposed or provided med-
ical services.  All utilization review
programs must register with the state
and comply with Utilization Review
Accreditation Commission (URAC)
standards.  Determinations regarding
medical necessity are limited to
health care professionals.

It is important to note that a
denial by a URAC program will be
accepted as correct by the industrial
commission.  Providers must be on
guard for adverse URAC reviews and
be prepared to contest unfavorable
determinations. 

Submitted by: Neil J. Greene
Law Offices of Neil J. Greene
250 Parkway Dr., Suite 280
Lincolnshire, IL   60069
Phone:  847-325-5770
Fax:      847-325-5771
ngreene@njg-law.com

Does Your Hospital Need
A Check-Up? (continued from page 12)

Changes to Illinois’ Workers’ Comp Law  (continued from page 1)

needed to maximize asset performance with
minimal interruption to revenue-generating
medical services.  Consult with a professional
contracting engineer to find out more.

Teri Lewand is a member of HFMA’s First
Illinois Chapter and can be reached at 
773-929-6600 or teri.lewand@hillmech.com

Vince Cushing can be reached at 312-945-3143
or vcushing@metropolitanenergy.com



Third Party Development

Makes Sense

Hospitals and health care systems
have embraced third party ownership
and management of existing medical
office buildings (MOBs).  Third
party developers willing to build and
own new projects are now being
called upon by hospitals and inte-
grated systems.  Far less public atten-
tion is paid to new third-party devel-
opment than to the selling of exist-
ing real estate assets like MOBs. Yet
third-party development is likely to
have a more profound impact on
capital and operational decisions for
hospitals and health systems.

Increased institutional demand for
medical real estate has made third-
party ownership very competitive
relative to the direct cost of capital
many hospitals face. MOB develop-
ers may employ capital structures
that take advantage of relatively
attractive financial leverage.  They
can also capture tax benefits associat-
ed with real estate investments in

ways that tax-exempt hospitals can-
not. Such lease arrangements provide
a viable alternative to a hospital’s tra-
ditional cash or debt alternatives. 

These changes have allowed hospi-
tals to move away from a balance
sheet approach. CFOs are asking how
they can capture the financial benefits
of using someone else’s money to cre-
ate value for their own economic or
mission-driven purposes.

Financing considerations are not
the only benefits to this approach.
Properly structured, newly-built
MOBs developed and owned by
investors result in market-competi-
tive rents to physicians.  They also
eliminate many of the relationship
conflicts and legal exposure inherent
when hospitals serve as landlord to
physician tenants.  

Managing the Developer

Selection Process

The economics and market capabili-
ties around financing and developing
real estate is something hospitals face

relatively infrequently.  Even a hospi-
tal which develops projects itself may
not have a thorough grasp of the fac-
tors that differentiate developers in
the medical real estate market. In
brief these factors are:

■ Experience
■ Capital Sources
■ Geographic Focus
■ Investment Strategy/Time

Horizon
■ Type of Projects

Imagine yourself a hospital or sys-
tem seeking a developer/owner for a
new MOB.  Without a doubt, your
quest should start with a competitive
and transparent request-for-proposal
process to solicit input from a broad
group of qualified developers.
Evaluate those proposals against
structured criteria and a comprehen-
sive approach that explores both
developer qualifications and project
parameters.  This allows a complete
look at several options and the infor-

mation needed to select the best
alternative within your circum-
stances. While it is relatively easy to
identify what issues would differenti-
ate one proposal from another, the
art is in effectively quantifying and
evaluating the relative strengths and
weaknesses of each proposal and
each developer.  

The process typically involves a
balance among: obtaining the best
possible facility at a competitive cost;
an acceptable return for the develop-
er; lease rates that will work for
expected tenants; overall risk of the
transaction; and suitable control pro-
visions for the hospital.  

Project Cost

Cost is obviously critical.  Lease rates
need to be low enough to fill the
building with  targeted tenants, and
high enough to generate the required
return. 

To start, pose two questions:
What are the design criteria for the
building? What will it take to build?
Break the costs into line items that
can be readily compared.  Although
specifics will depend on particular
circumstances, the line items of a
typical development budget will
include:

14 • First Illinois Speaks • www.FirstIllinoisHFMA.org

Non-Acute Facility Ownership – If Not You, Who?
BY J MICHAEL DAVIS

continued on page 15

Soft Costs

Development Fees

Construction Interest

Fitup Design Allowance

Building Shell Design

Leasing Fees

Other Fees

Contingencies and
Miscellaneous

Hard Costs

Site Development

Building Shell

Tenant Build-out
Allowances
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A skilled developer can offer
value-engineering expertise.  This is
especially important when the design
as originally costed, would require
lease rates higher than the market
would support. It’s usually worth
consulting such specialists for design
modification suggestions that woul d
lower costs but wouldn’t compromise
the function or quality of the build-
ing nor of tenant operations. 

Cost of capital

The best developer is the one who
can not only deliver the project at
the right cost, but also has a low
cost of capital. To asses this aspect, a
Request for Proposal should ask for
planned lease rates, the project’s
estimated cost and  the developer’s
expected return.  As the project
scope is refined and project costs
change, locking in the developer’s
return with clarity up front is
another key to successfully manag-
ing the developer selection and
implementation process. 

It is often important to under-
stand the issues underlying cost of
capital expectations among develop-
ers. Expectations by the firm’s 
equity investors, leverage strategies
employed, overall approaches to the
development, and other factors can
influence the cost of debt and equi-
ty that lead to a developer’s overall
cost of capital. Understanding what
drives those differences may identify
important risk characteristics that
you will want to consider in the
selection process. 

Risk profile

Developers seek compensation for
the risk they believe they are taking.
Developers who understand that
medical property construction &
ownership, properly managed, can
produce stable, long-term returns,
are likely to accept a lower cost of
capital. 

A developer’s risk management
often involves requiring that a cer-
tain threshold percentage of space
be pre-leased before breaking

ground. By comparing both pre-
lease and lease term requirements
among proposals, you can  identify
a developer’s risk tolerance.
Developers striving to minimize
ownership risk generally focus on
assuring a stable long-term cash
flow in which case lease terms of ten
years or longer and  pre-lease com-
mitments  ranging from 60% to 75
% would not be unusual.

Meeting Operational

Objectives

Hospitals historically have been
reluctant to forfeit direct ownership
of non-acute facilities. Their con-
cern is loss of control over factors
necessary for effective patient care.
Deal structures have changed -
increased market competition has
meant that, investors have become
sophisticated and the issue of 
hospital controls is less of a concern.
By retaining ownership of the
ground underneath the project
buildings and by negotiating con-
trol provisions in the ground lease,

hospitals now routinely achieve
many of the control objectives they
identify as vital.  Hospitals can find
a developer who will  be flexible in
negotiating control provisions. 

Conclusion

As medical real estate moves from a
niche to a dynamic mainstream
market, providers have an attractive
alternative to hospital-owned and
hospital-financed outpatient facili-
ties and medical office buildings.
Options for new development and
ownership have expanded greatly in
the past few years and are likely to
continue to evolve..  New sources of
institutional capital have led to a
competitive market for capital part-
ners in medical real estate. With a
selection process that is itself com-
petitive, hospitals can identify devel-
oper/owners that will meet financial
and operational needs. 

J. Michael Davis is a First Illinois
HFMA member and can be reached
at mdavis@cainbrothers.com

Non-Acute Facility Ownership  (continued from page 14)
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Responding to a three-year liti-
gation onslaught, hospitals
are making drastic shifts in

charity policies and in some cases
nearly abandoning traditional collec-
tion efforts.  For years, hospitals
offered charity care — as a well-kept
secret.  Recently, however, hospitals
have re-examined and often reversed
previous practices.  

Today all patients are enthusiasti-
cally notified of charity policies
through signage, brochures and the
like.  Eligibility criteria are more lib-
eral now, sometimes up to 400% of
the national poverty level. Simplified
procedures make it easier to get
approved as a charity care patient.
Many organizations simply qualify
all uninsured patients for some dis-
count, without filing out any forms
or producing any documents for
review  Much of the public is saying
that it’s about time.     

Among provider finance profes-
sionals however, many should ask
whether now is time for the pendu-
lum to swing back. As things are
now, fear has caused some hospitals
to pull back so far that they are 
leaving quite a lot of money on 
the table. 

Hospitals Ask:  Why Me?  

Healthcare providers delivered 41
billion dollars in uncompensated
care to 46 million uninsured
Americans in 2004.  Meanwhile,
federal outlays for hospitals, clinics,
and health centers increased only
slightly more than 1% after adjust-
ing for inflation.   

Is it fair to ask the insurance
industry what their role should be in
helping to solve this problem?  So
far, neither attorneys nor consumer
groups have targeted insurance com-
panies in the way they’ve pounded
hospitals  Expanding the role of pri-
vate payers in funding care to under-
insured and/or uninsured would
lessen the current financial burden
on hospitals.   

Can you pay? Will you pay?

May a hospital view indigent
patients differently from those who
can afford to pay but simply do not?
The CDHP trend has shifted a large
percent of provider revenue from
managed care to self-pay. Patients
often trade lower premiums for
lower benefits and end up with
sometimes unfathomably high co-
payments and deductibles.   Many
patients refuse to provide financial
information; sometimes simply out
of pride and an unwillingness to
accept charity.  Some refuse to dis-
close in hopes of taking advantage of
charity care policies that discount
without verification.  Not pursuing
patients who can afford to pay but
refuse to do so, is unfair to those
that do pay.  Communities should
understand that and support
providers’ rights to collect from
those who can pay.  

Self-pay Collections: Options

and Consequences 

The risk of being perceived as, or of
actually engaging in, collection activ-
ities that are discriminatory, brutal
and inhumane, aggressive or price
gouging of uninsured patients has

hospitals closely analyzing their
internal and external collection 
activities. Although collections is
clearly outside a hospital’s core busi-
ness, many are expanding their inter-
nal resources to deal with patient
self-pay balances because they fear
that loss of control could lead to
legal and PR headaches.  

Point of service collections are
becoming more common in hospi-
tals.  It’s challenging and expensive
to determine in what category a
patient belongs.  Software tools used
at the point of access help verify
patient demographics and their abili-
ty to pay.  The credit reporting
industry allows healthcare providers
to do a “soft hit” into consumer
information and that can help deter-
mine a patient’s ability to pay.
Charity care and Medicaid eligibility
forms can be populated and printed
during the registration process.
Taking the indigent population out
of the collection cycle as soon as
possible makes sense for everyone, 

The business of collections, how-
ever, is very sophisticated, and
requires substantial investment in
time, expertise, technology and
training.   Outsourcing those func-
tions is often a valid choice.  The
main thing is to continually guard
against any disconnect between the

hospital CFO and their collection
agencies and attorneys in regards to
methods and policies, especially in
the use of liens and lawsuits.  

Risk Reward Proposition:  Is

it enough to matter?

The determination of which collec-
tion tools and services to use should
include a broadly-defined cost benefit
analysis.  Is the amount of money at
stake worth the public perception
and general outcry a hospital risks by
asking the uninsured or underinsured
for payment?   Fair or not, perception
is everything.   Litigation, legislation
and negative publicity, whether actual
or threatened, has caused the industry
to nearly abandon traditional collec-
tion efforts.  Meanwhile, charity care
grows and bad debt recoveries fall.
On the other hand, no court deci-
sions have ruled that any hospital
pricing or charity care policies violate
any state or federal laws.  It may be
time for the pendulum to start to
swing back.

Carl Pellettieri is a First Illinois
HFMA member and can be reached
at  cpellettieri@pellettieri.net

Source for all statistics – The Kaiser
Commission of Medicaid and the
Uninsured, November 2005.   
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The Pendulum has Swung
BY CARL PELLETTIERI 
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HFMA Editorial Guidelines
First Illinois Speaks is the newsletter of the First Illinois Chapter of HFMA.  
First Illinois Speaks is published 4 times per year.  Newsletter articles are written by
professionals in the healthcare industry, typically Chapter members, for professionals
in the healthcare industry. We encourage members and other interested parties to
submit materials for publication. The Editor reserves the right to edit material for 
content and length and also reserves the right to reject any contribution.  Articles
published elsewhere may on occasion be reprinted, with permission, in First Illinois
Speaks. Requests for permission to reprint an article in another publication should be
directed to Editor. Please send all correspondence and material to either of the 
editors listed above. 

The statements and opinions appearing in articles are those of the authors and not
necessarily those of the First Illinois Chapter HFMA.  The staff believes that the con-
tents of First Illinois Speaks are interesting and thought-provoking, but the staff has
no authority to speak for the Officers or Board of Directors of the First Illinois Chapter
HFMA.  Readers are invited to comment on the opinions the authors express. Letters
to the editors are invited, subject to condensation and editing. All rights reserved.
First Illinois Speaks does not promote commercial services, products, or organizations
in its editorial content. Materials submitted for consideration should not mention nor
promote specific commercial services, proprietary products or organizations.

Style
Articles for First Illinois Speaks should be written in a clear, concise style.  Scholarly
formats and styles should be avoided.  Footnotes may be used when appropriate, but
should be used sparingly. Preferred articles present strong examples, case studies,
current facts and figures, and problem-solving or “how-to” approaches to issues in
healthcare finance. The primary audience is First Illinois HFMA membership: chief
financial officers, vice presidents of finance, controllers, patient financial services
managers, business office managers, and other individuals responsible for all facets
of the financial management of healthcare organizations in the Greater Chicago and
Northern Illinois area.

A broad topical article may be 1000-1500 words in length.  Shorter, “how-to” or sin-
gle subject articles of 500-800 words are also welcome. Authors should suggest titles
for their articles. Graphs, charts, and tables (PDF or JPG only) should be provided
when appropriate. Footnotes should be placed at the end of the article.  Authors
should provide their full names, academic or professional titles, academic degrees,
professional credentials, complete addresses, telephone and fax numbers, and e-mail
addresses.  Manuscripts should be submitted electronically, on computer disk or by
e-mail as a Microsoft Word or ASCII document. 

Founders Points
In recognition of your efforts, HFMA members who have articles published will
receive 2 points toward earning the HFMA Founders Merit Award.

Publication Scheduling

Publication Date Articles Received by
April 2006 March 10, 2006
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first illinois
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Kush Agarwal
Vein Clinics of America, Inc.

Michel Agriopoulos
Medsynergies, Inc.

Janis Ellen Anfossi
Rush University Medical Center

Colette Aimone
Chan Healthcare Auditors

Jeff Anderson
Edward Hospital

Susan Bae
Van Ru Credit Corporation

William Beiersdorf
Cerner System

Charles Belzer
Cardinal Health

Jo Anne Bergman
Delnor Community Hospital

Connie Braniff
Delnor Community Hospital

Deann Brinkmann
Riverside Medical Center

Cheyenne Brinson
Heartland Health Outreach

Thomas Bro
Cardinal Health

Roger Brooks
Tatum CIO Partners, LLP

Beverly Brottman
Condell Health Network

Edward Case
Rehabilitation Institute of Chicago

Liao Chang
Huron Consulting Group

William Chip
Resurrection Healthcare

Robert Clementi
Claricon

Mary Corbett
Ernst & Young, LLP

Julia Cormier
Russell Investment Group

Jean Courtney
Joint Commission Resources

Tawana Angel Covington
Northwestern Memorial Hospital

Yvonne Dabrowski
Mercy Hospital and Medical Center

Grace Daigel
Delnor Community Hospital

Deborah Davis
Methodist Medical Center of Illinois 

Maria Delmonico
Riverside Healthcare

Danielle Dillon
Hinsdale Physicians Healthcare

Debrah Dribin
Wells Fargo

Conor Duffy
Deloitte & Touche

Yvette Echeverry
Neurologic & Orthopedic Institute of

Chicago

Gail Finn
Northwest Community Hospital

Lauren Fountas

Shea Fowler
PricewaterhouseCoopers, LLP

Mark Friedman
University of Illinois at Chicago

Gregory Gaus
Midwestern University

Sue Glenzinski
Creditors Collection Bureau, Inc.

Regina Greenbaum
Healthcare Financial Resources, Inc.

Peter Gouws
Loyola University Physicians

Foundation

Linda Gust
University of Illinois Medical Center

Steve Hamby
Trans Union

Margaret Mitchell Hastings, Ph.D.
Policy & Management Institute, Inc.

Shawn Heming

Bernadete Herrera
Alexian Brothers Behavioral Health

Hospital

Linda Robinson-Hicks
University of Chicago Hospitals

Christopher Hoffman
PricewaterhouseCoopers, LLP

Louise Hughley
Elmhurst Memorial Hospital

Vardhman Jain
Vision Healthcare

Norm Johns
Cardinal Health

Tricia Johnson
Rush University Medical Center

David Kempker
McKesson Corporation

Katherine Kerpan
Wolters Kluewer Law and Business

Patricia Krier
Heis

Andrea Kyser
KIP Consulting

Lori Laera
Chan Healthcare Auditors

Susan Links

Nathan Lohmeyer
Huron Consulting Group

Emil Matov
Cancer Treatment Centers of

America

Antionette Maxwell
Standard & Poor

Tom Malone
Methodist Medical Center of Illinois

Diane Margolin
Harris & Harris, Ltd.

Paul Mastrapa
Option Care, Inc.

Christine McCammon
Law Offices of Neil Greene

Terese McCarthy
Advocate Healthcare

Christopher McCord
Hawke Bay Capital

Fatema Rehman Mirza

Eric Moots
Hinsdale Hospital

Annette Munson
Accretive Health

Gerald Neff, Jr.
Kaufman Hall

Tina Nelson
Jacobson Group

Brian O’Dea
Nephrology Associates

Stephen O’Leurck
Iroquois Memorial Hospital

Patricia O’Neil
Rush University Medical Center

Richard Paulk
3d Health, Inc.

Brian Pavona
Ernst & Young, LLP

Clifford Perry
Eligibility Services, Inc.

Andra Popa
CCH, Inc.

Beatriz Portuondo

Beth Prew
MedQuist

Bonnie Quinn
Joint Commission Resources

Richard Radi
Siteras Technologies

Richard Reinschmidt

Joseph Richmond
Hartgrove Hospital

Kurt Rittenburg
HTP, Inc.

Richard Rogers
Ajuba International

Nicole Rotunno

Georgeo Sakelaris
Emdeon Business Service

Angelica Sanchez
Ernst & Young, LLP

Brian Sauvageua
Experian

David Schmidt
Neo Financial Systems

Sergey Sergeyev
AHS Family Health Center

Peter Siavelis
ISH

Simmi Singh

Albert Speisman
Qamco

Marie Stanley
MedAssist, Inc.

Catherine Stasny
Porter Memorial Hospital

Steven Svec
Svec Executive Search

Richard Tanaka
Siemens Medical Solutions USA, Inc.

Scott Tanzillo
Cil

Carrie Telschow
Provena Health

Lisa Marie Thomas
Loyola University Physician

Foundation

Amanda Tripp
Stax

Creighton Uphues
Imacs

Arthur Vasquez, Jr.
St. James Hospital

Kathy Vosicky
KPMG, LLP

Rita Wall

Mitch Wallace
Delnor Community Hospital

Mierk Wasiukiewicz
Practice Developers of Illinois, Inc.

Paul Yakapovich
Mutual Hospital Services, Inc.

New Members  The Chapter welcomes the following new and transferred members:



The First Illinois Chapter
The First Illinois Chapter wishes to recognize 

and thank our sponsors for the 
2005-2006 Chapter year.  

Thank you all for your generous support 
of the Chapter and its activities.

Platinum Sponsors
Crowe Chizek & Co. LLP

Nebo Systems, Inc.
RSM McGladrey and McGladrey & Pullen, LLP

Gold Sponsors
Healthcare Financial Resources, Inc.

HealthCom Partners, LLC
JPMorgan Chase Bank
Plante & Moran PLLC

Silver Sponsors
Harris & Harris, Ltd.

Mailco, Inc.
Pellettieri & Associates, P.C.

Virtual Recovery, Inc.

Bronze Sponsors
Accelerated Receivables Management

CMD Outsourcing Solutions, Inc.
Claimquest Corp.

H&R Accounts, Inc.
MedAssist, Inc.

Medical Recovery Specialists
On Target Staff
R&B Solutions

Revenue Cycle Solutions
Senex Services

Strategic Reimbursement
United Collections Bureau, Inc.

Ventrone, LTD
Wellspring Valuation, Ltd.
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2006 Calendar

March 16, 2006

Managed Care, Full Day, William Tell Inn, Countryside 

May 5, 2006

CFO Meeting and Golf Outing, Full Day, Calumet Country Club

May 26, 2006

Annual Golf Outing, Full Day, St. Andrews & Klein Creek


