TOP 3 WAYS REV CYCLE
LEADERS CUT A/R DAYS

STRATEGIC FINANCE.
BETTER HEALTHCARE.

HOW DATA CAN HELP
HOSPITALS SAVE MONEY
WITH SUPPLY CHAIN

ARE MICRO-HOSPITALS
THE ANSWER FOR LOWCOST EXPANSIONS?

SEPTEMBER
OCTOBER
2017

HealthcareFinanceNews.com

Tim Robinson,
executive vice
president and
chief financial
and administrative
officer for Nationwide
Children’s Hospital

LEADING THE WAY

Despite fewer mandates, pediatric hospitals are bullish on how pay-for-quality
can improve the health of their patients and their operating margins.

When we work together,
the sum of us can
transform health care

The Care Equation
Improving lives with better health care requires the
sum of us working together. At Vizient™, we help
you deliver better outcomes by optimizing supply
operations, improving care delivery, maximizing
pharmacy performance and evolving strategies to
help you grow and compete.

© 2017 Vizient, Inc. All rights reserved.

We call it The Care Equation™ — our vision for a
better way forward. Solving for health care’s biggest
challenges and answering today’s most
pressing needs while preparing for the future.
Together, let’s solve The Care Equation.

Find out more at vizientinc.com

CONTENTS

VOLUME 13
NUMBER 5
SEPTEMBER
OCTOBER
2017

Tim Robinson,
executive vice
president and
chief financial
and administrative
officer for Nationwide
Children’s Hospital

18
6

EDITOR’S LETTER
Full steam ahead

8

NEWS
BRIEFS
• Former Cleveland Clinic
executive charged with fraud
• Hurricanes will have lasting
impact on hospital finances
• Medical center unveils new
$25 million addition

HealthcareFinanceNews.com

• Community Oncology
Alliance backs hospital
payment cuts in 340B rule
• Hospitals are still top
employers

18

COVER
STORY
• Leading the way:
Children’s hospitals believe
in value-based future

September/October 2017 •

HEALTHCARE FINANCE

3

CONTENTS
26

RISK
MANAGEMENT
• What to know about risk,
coverage before you buy
cyber insurance
• Cybersecurity is not a cost,
it’s an investment, experts say
• 3 security investments
hospitals should make
right now

32

FINANCE &
OPERATIONS
• Regional collaboratives,
partnerships, necessity for
community hospitals
• Optum’s acquisition of
Advisory Board seems destined
for success, but caution
required, consultant says

36

REVENUE CYCLE
• Revenue cycle leaders share

top 3 ways to reduce days in
accounts receivable
• Blockchain eyed for potential
use cases in revenue cycle
• Yes, patients want to discuss
pricing, payment options
before treatment

44

BUSINESS
INTELLIGENCE
• Providers and payers
both win when they share
population health data

46

SUPPLY CHAIN
• Data is king for
hospitals to save money in the
supply chain

50

STRATEGIC
PLANNING
• The ins and outs of finetuning hospital quality

VOLUME 13
NUMBER 5
SEPTEMBER
OCTOBER
2017

improvement programs
• Are micro-hospitals the
answer for systems looking for
low-cost expansions?

54

REIMBURSEMENT
• MACRA tools can do the
heavy lifting, but
preparation still required,
experts say
• Providers weigh CMS special
status details as MACRA
reporting draws closer

60

WORKFORCE
• Hospitals weigh primary
care C-suite roles to bridge
gaps in care, improve quality
• Shift in physician workforce
towards specialists fuels
primary care shortage

CONNECT
WITH US
Follow us
on Twitter
twitter.com/hfnewstweet

Join our
LinkedIn Group
healthcarefinancenews.
com/linkedin

Healthcare Finance
on Facebook
healthcarefinancenews.
com/facebook

40

4

HEALTHCARE FINANCE

• September/October 2017

HealthcareFinanceNews.com

LOWER
HEALTH COSTS

CAN ACTUALLY LEAD TO

HIGHER QUALITY.

Unnecessary ER visits, ineffective treatments, unmanaged
conditions—these are just a few of the factors driving up today’s
health care costs. As a health services and innovation company,
Optum is tackling the biggest challenges in health care by
partnering across the entire system. Our integrated, data-driven
solutions help increase quality and consistency of care while
controlling costs, which improves outcomes for everyone.
optum.com

Data and Analytics | Pharmacy Care Services | Population Health Management | Health Care Delivery | Health Care Operations

EDITOR’S
LETTER

Full steam ahead
T

Even in moments
of uncertainty,
healthcare doesn’t
have the luxury of
being able to step
back from the
work at hand. ”
– HENRY POWDERLY,
EDITOR-IN-CHIEF

o say the healthcare industry is facing the unknown is a major
understatement. As the Trump administration closes in on its
first year on the job, it’s finally starting to show its hand when it
comes to its policy direction for reimbursement. While the previous administration set aggressive timelines for converting Medicare
payment to a value-based model, the new Department of Health
and Human Services seems to be taking a different approach.
Mandatory participation is being replaced by voluntary models,
and the overarching message is that top-down directives should be
replaced by bottom-up innovation. Further proof is the administration’s move to put out a request for information on the Center for
Medicare and Medicaid Innovation, which has administered the
bulk of the government’s value-based models. All we know is CMS
wants a new direction, and it will likely be the recommendations of
the providers on the ground that shape that direction the most.
No matter your political opinion, it’s clear that the past few years
of mandated value-based reimbursement have given providers and
commercial payers an appetite for pay-for-quality. It’s perhaps best
illustrated by children’s hospitals, which are embracing the models
despite not being mandated to so do. Our cover story this month
takes a look at why they are so bullish about it. We also look at
bundled payment models, which experts say will only pick up steam
despite the administration’s softening on them.
But even in moments of uncertainty, healthcare doesn’t have the
luxury of being able to step back from the work at hand, not when
cybersecurity issues threaten hospital finances and shifting utilization
patterns drive systems to test new business models. This issue takes a
look at how healthcare executives are forging ahead, keeping tight reins
on things like A/R days, finding efficiencies in their supply chains and
exploring new technologies to improve their revenue cycles.
It’s a similar message from us at Healthcare Finance, as this
issue will be our last in print. In the past few years, we have seen
our readership shift to digital, especially among our core audience of
healthcare executives who, these days, often run their businesses by
smartphone. It’s an exciting opportunity for us to put more resources into our digital products, and we have plans to only expand our
web features, special projects and email newsletters.
Just like the healthcare leaders who engage with us, change
doesn’t mean the work stops. In fact, we’re just getting started.
Onward,
– HENRY POWDERLY, EDITOR-IN-CHIEF
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Hurricanes will have
lasting impact on
hospital finances

The relatively quick
reopenings,
combined
with available liquidity, will limit
the immediate negative credit
effects,
according to
the report.
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Former Cleveland Clinic
executive charged with fraud
A FORMER CLEVELAND
CLINIC executive was
charged with accepting an
estimated $130,000 in payment from a shell company
that allegedly defrauded the
health system out of more
than $2.7 million, according to the U.S. Department
of Justice in Northern Ohio.
Gary Fingerhut, 57, of Solon,
Ohio, was charged with one
count of conspiracy to commit wire fraud and honest
services wire fraud and one
count of making false statements. The Cleveland Clinic
terminated his employment
in 2015.
Fingerhut began working there in 2010 as general
manager of information technologies for Cleveland Clinic
Innovations, a branch that
assisted doctors and other
clinic personnel with invent• September/October 2017

ing and marketing medical
products, typically through
the formation of a spin-off
company. Fingerhut became
executive director in 2013.
In 2012, Cleveland Clinic
Innovations formed a subsidiary company known as
Interactive Visual Health
Records. Fingerhut hired an
individual identiﬁed in court
documents as W.R. to work
as a consultant and then chief
technology officer to develop
the product, according to the
DOJ. W.R. and others incorporated a shell company known
as ISTAR that did not actually
perform or provide any goods
or services, prosecutors said.
ISTAR submitted a bid to the
Cleveland Clinic to develop
and design Interactive Visual Health Records’ software
without disclosing W.R.’s
ﬁnancial interest in ISTAR.

HURRICANE IRMA’S IMPACT on Florida will be felt for
years, and the state’s hospitals won’t be immune. A new
report from Moody’s Investors
Service predicts that many of
them will grapple with recovery
costs in ﬁscal year 2018 and
into 2019 that could thin their
operating performance.
The credit ramiﬁcations will
develop over several years,
said Moody’s. One of the silver
linings is that, with damage
assessment now underway,
is seems most hospitals will
reopen this week or next.
The relatively quick reopenings, combined with available
liquidity, will limit the immediate negative credit effects,
according to the report. It will
be critical to manage cash ﬂow
and timing issues while waiting
for insurance and FEMA funds.
In the short term, the greatest credit challenges facing
many issuers include costs
associated with property loss
and business interruption. For
hospitals, the cancellation of
elective procedures and the
closing of various outpatient
centers will have an immediate revenue impact, Moody’s
found.
Potentially mitigating these
credit risks is the likelihood of
insurance recovery and federal
aid from FEMA. More than 20
Moody’s-rated health systems
closed various outpatient services or physician offices due
to Irma’s ferocity.
HealthcareFinanceNews.com
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Medical center unveils new
$25 million addition
LIVINGSTON, NEW JERSEY-BASED Saint Barnabas
Medical Center, one of the ﬂagship hospitals in the
RWJBarnabas Health system, has unveiled a new,
ﬁve-story, 241,000-square-foot addition. The construction was backed by a $25 million donation by Leon
and Troy Cooperman, and the addition will bear their
name: the Cooperman Family Pavilion.
With its tall glass entrance, the pavilion will
become the new point of entry for patients and visitors to the medical center. It will encompass 114 new
private rooms; an expansive 56-bassinet Neonatal
Intensive Care Unit, which is ﬁve times the size of
the previous NICU; many of the outpatient diagnostic services, including non-invasive cardiology, cardiopulmonary and neurodiagnostics lab, endoscopy
lab and pre-admission testing; a central registration
area; and a same-day surgery suite lounge. A new,
three-story parking garage also has been built to
accommodate more than 400 vehicles.
Patients, family members, community members,
physicians and staff all provided their suggestions
and input in designing the expansion with amenities
and elements that would lower the risk of falls, decrease noise, increase natural lighting, increase access
to patients and provide a welcoming environment.
Design details include curb-free showers to prevent
falls, acoustical materials to lessen noise and hybrid
operating suites that allow surgeons to transfer easily
from minimally invasive to open procedures.

Healthcare spending growth stalls
in Massachusetts
HEALTHCARE SPENDING
IN Massachusetts grew 2.8
percent in 2016 to a total of
$59 billion, falling short of the
cost growth benchmark of 3.6
percent, according to new ﬁndings from the Center for Health
Information and Analysis.
Overall spending increased
across all major insurance categories, but at more moderate
rates than in prior years, and
declined for the net cost of
private health insurance. Pharmacy and hospital outpatient
spending were the largest drivers of total healthcare expenditures growth.
The adoption of alternative
payment models grew by 6.3

percentage points in the commercial market in 2016, driven
by a 13.5 percentage point
increase among PPO members,
according to CHIA.
Private commercial insurance enrollment of individual
purchasers grew 34.5 percent
between 2015 and 2016, while
enrollment in ESI decreased
slightly by 0.6 percent. Premiums for individual purchasers,
meanwhile, declined by 3.4
percent from 2015 to 2016,
while ESI premiums rose 3.9
percent. Despite the ﬁndings, more money is spent on
healthcare for Massachusetts
residents than those in every
other state save Alaska.

Revenue cycle companies ZirMed, Navicure to merge
REVENUE CYCLE MANAGEMENT
technology companies Navicure and
ZirMed will merge into one company,
and while ﬁnancial terms of the deal
have not been disclosed, the matter
will likely be ﬁnalized before the end
of the year, said ZirMed Chairman
and CEO Tom Butts.
The as-yet-unnamed combined entity will market its suite of analyticsdriven solutions to hospitals, health
systems and ambulatory services
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organizations, including physician
practices, with the goal of improving ﬁnancial performance. Navicure,
which received an investment from
Bain Capital Private Equity in 2016,
specializes in medical claims management, patient payment and data
analytics products which use realtime data to connect providers with
payers and overhaul workﬂow with
an eye toward boosting ﬁnancial outcomes. It has received four Best in

KLAS awards, including one this year.
ZirMed, meanwhile, uses a combination of predictive analytics
technology and software development to help hospitals and health
systems capture more revenue; the
company has been Best in KLAS
four of the past six years and was
recently recognized with the “Peer
Reviewed by HFMA” designation
through the Healthcare Financial
Management Association.
HealthcareFinanceNews.com
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Intermountain backs 150
Utah caregivers worried
about DACA status
SALT-LAKE-CITY-BASED Intermountain Healthcare
will support the 150 caregivers who could be affected by the potential repeal of DACA, the Deferred
Action for Childhood Arrivals policy. Intermountain Healthcare’s leadership and board of trustees
will help employees ﬁle the
paperwork required for them
to continue to legally live and
work in the U.S.
DACA is an immigration
policy established by the
Obama administration in June
2012. It allows immigrants
who entered the country as minors to receive a
renewable two-year period of deferred action from
deportation and eligibility for a work permit. Approximately 690,000 people across the country were
enrolled in the program as of 2017, including more
than 9,000 Utah residents.
“We stand behind them and will fully support
them as they seek to extend their DACA permits.”
Intermountain Healthcare CEO Mark Harrrison, said
in a statement.
About 150 caregivers with DACA permits are employed at Intermountain’s 22 hospitals and 180 clinics
in a wide variety of positions, such as nurses, medical
aides, and food service and maintenance workers.

Group backs hospital payment cuts in
340B rule
IN THE ONGOING BATTLE between oncologists and hospitals
over the 340B drug program, the
Community Oncology Alliance
sent a letter to the Centers for
Medicare and Medicaid Services
supporting the agency’s payment
cuts to hospitals.
Cancer care is being shifted
away from the private, physicianowned community oncology
clinics and into the much more
expensive 340B hospital settings, the COA said in a September letter to CMS Administrator
Seema Verma.
“Hospitals, fueled by proﬁt
margins of 100 percent or more

on expensive cancer drugs, are
consolidating the nation’s cancer
care system, reducing patient
choice and access,” the COA said.
The Community Oncology Alliance said hospitals are abusing
a rule that originally went into
effect 25 years ago to ensure
patients did not fall through the
cracks at safety net hospitals.
The 340B program has become
a proﬁt generator for hospitals,
while only a small minority of hospitals are using the program to
beneﬁt patients in need, the COA
said. Cancer patients are being
denied care at 340B hospitals or
placed on wait lists, COA said.

Hospitals are still top employers
THE HOSPITAL INDUSTRY serves as a key
example of what can happen by improving labor standards in the service sector,
according to a study published by the National Employment Law Project, but it also
has a way to go. While hospital service employment beneﬁts local economies, many of
the workers in those positions earn money
that falls short of a decent living wage.
Overall, healthcare has seen sharp
increases in employment over the past
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25 years, adding about 6.8 million jobs,
a nearly 80 percent increase over that
period. That eclipses all other privatesector industries, and ranks it second only
to professional and business services;
and healthcare is expected to overtake
that sector as well by 2024. Healthcare is
also expected to add the most new jobs
nationwide over the next seven years, with
projected growth of about 21 percent,
providing 41 percent of total employment

growth over the same period. Manufacturing employment, by contrast, is expected
to fall by 7 percent.
However, 70 percent of service workers
in hospitals earn less than $15 an hour.
These are workers who tend to patients,
transfer patients, stock supplies and equipment, cook and prepare food, process
specimens, complete and manage drug
orders and sterilize surgical instruments,
among other tasks.
HealthcareFinanceNews.com
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CSR uncertainty
could cause 9.4M
uninsured

100 percent
of survey
respondents
admitted
they have
not yet fully
grasped
MACRA’s
impact on
their practices.
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Specialty practices way
behind on MACRA readiness,
survey shows
A SURVEY FROM TECHNOLOGY provider Integra
Connect found that a majority of specialty physicians have yet to make the
necessary organizational,
IT, or service investments
to achieve MACRA success.
Integra Connect, which
provides services for valuebased specialty care, conducted the survey among
attendees of the company’s
June meeting in Atlanta.
The respondents’ practices
represented about 800 physicians, 58 percent of which
were from oncology practices and 42 percent were
from urology practices.
For starters, 100 percent
of survey respondents
admitted they have not yet
fully grasped MACRA’s impact on their practices. The
most common description
– selected by 71 percent of
respondents – was, “I am
learning but have a way
• September/October 2017

to go.” While 56 percent
said their goal is to deliver
cost savings under MACRA
“through practice transformation to avoid unnecessary hospital stays and ER
use,” roughly two-thirds are
either not prepared at all to
do so or are taking a “do-ityourself” approach, which
will likely limit their existing
resources and tools.
Respondents listed the
three top barriers to succeeding in MACRA’s Meritbased Incentive Payment
System: having the right
people/skills, understanding the requirements, and
making the cultural shift required to assume accountability for patients. Money
is an issue, as 62 percent
of respondents either don’t
know how, or have no plans,
to fund EHR and other technological upgrade investments, the survey found.

SHOULD THE TRUMP ADMINISTRATION end costsharing reduction payments
to insurers, causing those
payers to leave the marketplace, average premiums
could rise by nearly 37 percent in 2018 and the number
of uninsured individuals
could increase by 9.4 million, according to a report
prepared by the Urban
Institute with funding from
the Robert Wood Johnson
Foundation.
Funding for the Affordable Care Act’s CSR payments was not approved
by Congress. When Obama
was president, GOP leaders
brought a challenge to the
Supreme Court over federal
money being paid out that
was was never legislatively
appropriated. Republicans
won their case, and when
Trump became president,
CSRs fell within his purview
to continue or end.
Insurers have said a guarantee that the payments
will continue is needed to
stabilize the market, ensure they’ll remain on the
exchanges, and to keep premiums from skyrocketing.
Currently a Senate Health,
Education, Labor and Pensions Committee is debating
whether to recommend the
payments continue for one
or two years, but the Trump
administration could pull the
funding at any time.
HealthcareFinanceNews.com

WHEN YOUR
NETWORK
PERFORMS
BETTER
EVERYWHERE,
SUDDENLY PEOPLE
FEEL BETTER
EVERYWHERE.
A simple equation. But a powerful, lifesaving one.
Today, networks are underpinning healthcare’s
digital transformation.
Which is why Comcast Business delivers consistent
performance and speed across your healthcare network.
To power telemedicine when far-away patients need
specialized or critical attention.
To share electronic medical records seamlessly
between locations.
And to supply high-res digital imaging and remote
PACS with the massive bandwidth they demand.
Fast connections at locations near or far.
To help people feel better near and far.
That’s how you outmaneuver.
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Ascension rebranding
campaign continues

Deploying robots to zap germs
NEW ORLEANS-BASED Ochsner Medical Center is deploying robots to zap germs in its quest
to prevent deadly hospital-acquired infections. The medical center, which is part of the 29-hospital Oschner Health System, is deploying Xenex LightStrike Germ-Zapping Robots to improve
patient safety and reduce the risk of healthcare-associated infections, or HAIs. Xenex’s LightStrike Robots can destroy deadly pathogens and drug-resistant organisms that can cause HAIs.
The robots help hospitals reduce infection rates by killing microscopic germs and superbugs
by using pulsed xenon – an environmentally-friendly noble gas, to create Full Spectrum, highintensity ultraviolet light. In less than ﬁve minutes, the UV light can quickly destroy infectious
germs – including C.diff., CRE, MRSA, inﬂuenza and the Ebola virus. The devices are used in
addition to the routine cleaning procedures as an extra level of protection against infection.
Ochsner has deployed 10 robots at its Jefferson Highway campus. They are being used to enhance the room disinfection process in six high-acuity units of the hospital, with plans to add up
to 10 more robots and expand to other units during Phase 2 of the program, which is expected
to begin later this year.

HOSPITALS AND SITES of care in
central and northern Wisconsin previously operating as Ministry Health
Care have formally adopted the new
Ascension brand, naming and logo,
Ascension announced. The first hospitals to unveil the new signage were
Ascension St. Michael’s Hospital in
Stevens Point and Ascension St.
Clare’s Hospital in Weston.
Legal name changes and other
steps needed to implement the
Ascension brand are already taking
effect, with the new identity visible
on everything from lab coats and letterhead to electronic health records,
Ascension said. The changes start
with major exterior hospital signage
at entrances and in key internal areas
of facilities in Wausau and Stevens
Point.
The rebranding will continue in
other communities in central and
northern Wisconsin over the next
few months, then other areas of the
state over the next year. Ascension first announced the naming
transition of Ministry Health Care
hospitals and clinics to Ascension in
September 2016.

Anthem leaves ACA markets in Missouri
and Kentucky, reenters Virginia
ANTHEM IS SCALING BACK its marketplace footprint in Missouri and
Kentucky. Beginning in 2018, Anthem
will offer individual health plans on
and off the exchange in 68 counties
in Missouri that would otherwise not
have health insurance coverage, the
insurer said.
Anthem sells plans throughout
Missouri excluding 30 counties in
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the Kansas City area where it is not
licensed to operate, the insurer said. In
Kentucky, Anthem will reduce its 2018
individual exchange plan offerings by
half, from selling plans in 120 counties
to 59 counties in 2018.
However, Anthem also made a decision to reenter the Virginia marketplace to ensure coverage for bare
counties.

Anthem said the decisions in Missouri and Kentucky were made after
signiﬁcant dialogue with state leaders
and regulators. Individuals who have
employer-based insurance, Medicaid,
Medicare Supplement and Advantage
health plans, or individuals enrolled in
“grandfathered” plans purchased before March 2010, or transitional plans,
are not affected by the decision.
HealthcareFinanceNews.com

Debunk the myth:
Outsourcing RCM doesn’t
mean you’ll lose control.
Shifts in payer mixes and reimbursement structure are not slowing down.
More and more organizations are seeking help managing the complexity of
the revenue cycle. You don’t have to do it alone.

Three good reasons
to outsource RCM
1

Improves viability, sustainability
and profitability
Placing the burden of staff training and
retention on a partner increases efficiency,
and leads to faster reimbursement and a
more stable cash flow

2

Lessens administrative burden
Reducing human error and inefficient, manual
processes can free up providers to focus on
patient care

3

“The regulatory environment
today is pretty onerous, a
lot of organizations struggle
to get staff up to a particular
skill level, know solutions
appropriately and stay
ahead of market growth.
An RCM partnership
becomes an attractive
alternative because of the
size and scale a partner
can offer.”
Jason Rawlings
Vice President
Cerner RevWorks

Increases preparedness for
industry change
Keeping up with regulatory mandates, adapting
to new payment models and preparing for
tomorrow’s trends leads to future flexibility

Build a healthier bottom line.
To learn more about the benefits and best practices of outsourcing all or part
of your RCM operations, download the Partnering for Success whitepaper at

cerner.com/partneringforsuccess.

Tim Robinson,
executive vice president
and chief financial and
administrative officer for
Nationwide Children’s
HEALTHCARE FINANCE • September/October 2017
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LEADING
THE WAY
CHILDREN’S HOSPITALS BELIEVE
IN VALUE-BASED FUTURE

Despite fewer mandates, pediatric hospitals are bullish on how pay-for-quality can improve
the health of their patients and their operating margins. By Jeﬀ Lagasse, Associate Editor.

PHOTO BY NATIONWIDE CHILDREN’S HOSPITAL

W

hile
many
healthcare
providers and
private insurance companies are
embracing value-based care as
a way to enhance care quality
and rein in unnecessary spending, there’s another factor driving
adoption. Most hospitals have
little choice in the matter due to
federal government mandates such
as the value-based purchasing
program and bundled payments.
Children’s hospitals, however, are exempt from many of
these mandates. Yet many of the
nation’s top institutions are embracing value-based reimbursement not because they have to,
but because they see the model
as best for the health of their
child patients and the financial
success of their organizations.
“Back in the late 90’s, Ohio
moved into Medicaid managed
care on a voluntary basis,” said
Tim Robinson, executive vice
president and chief financial
and administrative officer for
Nationwide Children’s Hospital

HealthcareFinanceNews.com

Many of the
nation’s top
institutions
are embracing valuebased reimbursement
not because
they have
to, but
because
they see
the model
as best for
the health
of their child
patients and
the financial
success of
their organizations.

in Columbus, Ohio. “It started
in the urban counties, again on
a voluntary basis. As we saw
this occurring, the first group
of HMOs in the space were not
very well capitalized. There were
a series of defaults. We thought
we’d go at risk, and do what’s
best for the kids.”
Medicaid accounts for 53 percent of Nationwide’s payments,
representing a payer mix that
many other children’s hospitals
encounter as well.
While business incentives for
the transition helped, Robinson
said the model supported the
hospital’s mission of providing
care regardless of the ability to
pay, and making sure children
were receiving the right quality
of care.
The state expanded the reach
of its managed care, and Nationwide expanded its engagement
with the children on Medicaid.
The hospital ended up overseeing all of the children in the
Medicaid population and was
then able to build an infrastructure focusing on wellness
initiatives and other programs to
improve clinical quality. Certain

assets enabled the hospital to do
this, including good relationships
with community pediatricians,
for whom financial incentives
were provided.
Nationwide also operates a
neonatal network, where a lot of
the risk is centered. This enables
the system to be focused — understanding where the clinical issues
are, and where the opportunities
are from a wellness perspective.
The system’s situation is fairly
unique in that a majority of the
area’s physicians are part of the
system. There are other examples
of this type of situation, primarily in Texas: Texas Children’s
Hospital has a large state HMO
with a high number of children
at risk, and similar situations
exist in Kansas City and Wisconsin. Like them, Nationwide
Children’s strategy is shaped by
the region’s large concentration
of Medicaid patients.

PREPARING FOR VALUE
While children’s hospitals saw
the opportunity for value-based
programs, a lot of pieces had to
be in place before the shift could
successfully happen.
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“You need to have a network,”
said Robinson. “You need to have
the data analytics infrastructure.
You need to have the care coordination capabilities. You need
to have a culture that enables
wellness and prevention and that
holistic view of patients and family. You need to have pharmacy
engagement. We had the luxury
of growing it slowly, and building
it as it matured within the state,
and building relationships.
Robinson also said that Nationwide’s status as an academic
institution helped in the transition. “There’s an opportunity
to look at what’s a substantial
amount of claims data about this
population, and we can look at it
through the lens of academic curiosity, see where there’s efficiency
in certain areas — drugs, wellness
visits — and try to translate that
into better outcomes.”
Like other organizations, Nationwide puts a lot of effort into
capturing and interpreting data.
“It’s a prerequisite to understanding your business, and what
the needs of the population are,”
Robinson said. “It’s the ability to
take that to another level, having
the academic presence to demonstrate that we can, say, bend the
cost curve. Academic colleagues
are looking at these things with a
certain scientific rigor.”
One of the biggest differences
between children’s hospitals’
adoption of value and that of
their adult counterparts is simply
the nature of pediatric care.
Children aren’t beset by as many
chronic conditions, but specialty
care is more prominent. Most
children are well, but the truly
sick ones consume a lot of resources and require a lot of help.
So there are a lot of things about
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We had the
luxury of
growing it
slowly, and
building it as it
matured within the state,
and building
relationships.
- TIM
ROBINSON
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primary care management that
don’t translate the same way.
There are other challenges as
well, especially as it pertains to
data. Nationwide in particular is
getting claims data from 225,000
people from five different health
plans, and the data comes after
the claims are adjudicated, so it’s
always, as Robinson put it, “in
the rearview mirror.” Because of
the financial risk, there tends to
be more volatility over time. Year
to year, even quarter to quarter, there can be more extreme
swings in a system’s financial
performance. There are things
a successful system needs to be
prepared to do.
“Culturally, there’s two different approaches,” said Robinson.
“You have different economic
incentives, a commercial population that isn’t at risk and one that
is, but we have one standard of
care, so you have different financial outcomes from the same
health outcomes. The challenge
is how do you manage that from
the commercial side. Then there’s
the day-to-day. It’s hard work
trying to affect the health status
of kids and trying to move the
needle on complex issues such
as prematurity, and making sure
the resourced population and the
underserved are getting access.
All of those things, plus adherence, social elements and social
determinants, are things you’re
working against.”

NOT ONE MODEL
While the overarching philosophies of value-based is universal
across systems and geographic
regions, specific market considerations have to be taken into
account when formulating a
transition plan, particularly in

pediatric care.
In 2013, the staff at Ann and
Robert H. Lurie Children’s Hospital of Chicago looked at where
the market was heading, and created a three-pronged approach.
The first step was forming a
clinically integrated network;
the second was developing a
care unit that would provide
care coordination services to
the Medicaid population. The
third step was getting a handle
on the state’s push to move that
Medicaid population into managed care.
The clinically integrated network got off the ground in 2014,
with hospitals, networks and
pediatricians coming together to
focus on improving care and reducing costs, and in return hopefully strengthening the system’s
relationship with payers.
“We focused on a few key
things to start,” said Scott
Wilkerson, executive director
of Lurie’s clinically integrated
network. “The first is, we needed
to create a unified patient record
across those practices and the
hospital. We have over 100
pediatric and speciality practices,
and we wanted to bring that
together. We developed a quality
plan that focused on key quality
and operational measures. We
took that data and developed
measures for things like immunization, and things like readmission rates, avoidable visits. We’re
trying to develop measures and
get baseline information on a
number of those things using the
data we mined. We now have
data on about 300,000 kids.
“We also tried to create
contracts with payers — five
contracts with over 100,000 kids,
both commercial and Medicaid,”
HealthcareFinanceNews.com

he said. “And one of them is a
shared risk program.”
Wilkerson said the key to
overcoming challenges is to first
identify what they are and then
develop a plan that can chip
away at them over time. For
example, managing the data has
presented Lurie with some difficulties. Some of the data pulls
are automated, some are manual
and some come in proprietary
files, so there’s some heavy duty
management and data cleaning
involved on a daily basis. But the
goal, said Wilkerson, is too important to not stay on top of it.
Pediatric-focused CINs may be
the key to unlocking the chal-

It can be tricky
to get the
attention of
payers. Most
of their costs
are spent
on adults, so
you’ve got to
make a strong
case.”
- SCOTT
WILKERSON

lenges inherent in the very nature
of pediatric medicine — namely,
that the patients themselves are
different, and come with their own
unique set of maladies and needs.
For one, Wilkerson said children tend to get lost in the shuffle
at times. Adults tend to be more
costly than children, with the
typical adult representing a cost
that’s about 40 percent higher
than the average child. Because
of the cost difference, adults are
almost always the primary focus
when it comes to broad paradigm
shifts or system reform.
For another, the prevalence of
conditions differs between child
and adult populations. Adults see
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more complications from things
like smoking, obesity and Type 2
diabetes. Children, by contrast,
deal with issues that are more
congenital in nature. That means
the relevant quality measures
are going to be different as well,
which presents challenges.
“With the payer, let’s say we’re
going to agree on five to eight
quality measures,” said Wilkerson.
“Ours are going to all relate to
kids. Ours are much more focused
and granular, whereas they have to
account for the whole population.
“It can be tricky to get the attention of payers,” he said. “Most
of their costs are spent on adults, so
you’ve got to make a strong case.”

FINANCE &
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Trying to get payers to latch
on to those pertinent quality measures can be especially
thorny given that data, which
can be used to make a case for
a measure’s relevance, is mostly
patchwork. Amy Knight, chief
operating officer of the Children’s Hospital Association,
said it’s one of the toughest
components in the volume-tovalue shift.
“It’s challenging,” said Knight.
“You can say, ‘How fast can you
get aspirin to someone showing up in the ER who has chest
pain?’ Well, you don’t have too
many children being rushed to
the hospital with chest pain.”
And then there are 30-day
readmissions rates. Hospitals
receive less federal reimbursement when they don’t hit certain
readmissions benchmarks, but in
a children’s setting, it’s often difficult to avoid such rehospitalizations, given the congenital nature
of certain children’s health issues.
“When you’re dealing with
Medicare on the federal side,
aggregating enough data on the
pediatric side to say, ‘OK, this
is a good measure’ has been extremely hard,” said Knight. “It’s
hard to get the data to support
those because we don’t have a
centralized data set. We would
love for Medicaid to have it.
More than 50 percent of kids at
children’s hospitals rely on it for
care. The challenge is Medicaid
is administered at the state level,
so you’re dealing with 50 different sets of data … that’s not
ready at the national level.”

I wonder if
the volumeto-value
shift is more
about reform,
because we’re
going to have
to take a hard
look at a lot of
things we do.”
- AMY KNIGHT

A CLEARER PATH
Despite the challenges, children’s hospitals have a handful of
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advantages over their adult contemporaries when it comes to the
volume-to-value shift. One, said
Wilkerson, is that they can focus
exclusively on pediatric care.
“We can focus on kids-only
issues,” he said. “We’re only
focusing on metrics that affect
our medical staff, and they can
just focus on areas related to
their clinical expertise. Also,
we’re not asking them to work
on drivers that don’t relate.
Their measures relate to their
business and it’s not a mixture
of other stuff. We think that
focus on a defined population
allows you to dive deeper.”
Aside from data — acquiring it, cleaning it and sharing
it — one of the most important
things for children’s hospitals to
do, said Wilkerson, is to involve
physicians in the decisionmaking process.
“Value-based care is really
thinking about the population
and not just individual patients,”
he said. “That’s different than
what a physician experiences
often. Now we’re trying to get
them to think about what happens across their population.
We’re asking them to change
lenses, so that’s quite a big difference. So we’re sharing quarterly
performance reports with the
practices, and there’s just been
great dialogue sharing.
“Doctors don’t just want to
be presented with options,” said
Wilkerson. “They want to help
shape the options. They want to
be in the room when the decisions are made. From a business
standpoint, you’ve got to make
sure you’re including them.”
Because children’s hospitals don’t face as many federal
mandates as do adult hospitals,

there’s a bit more flexibility
both in the means and pace by
which they move toward value.
The question is how fast to
move. Often, said Knight, the
payers aren’t ready — and risk
is a scary thing.
That’s why many hospitals
and systems are eyeing adult
hospitals’ efforts closely, taking
notes and drawing lessons from
the models that work and the
ones that don’t. When children’s
hospitals all start to move to
value, Knight expects they’ll do
so quickly. After all, there’ll be a
lot of experience at that point.
One thing all children’s
hospitals will want to do is keep
children healthy as they grow
into adults — because that’s
their mission, of course, but also
because healthy adults will be
less of a burden on the healthcare system.
“It’s going to be fascinating,”
said Knight. “I wonder if the
volume-to-value shift is more
about reform, because we’re going to have to take a hard look
at a lot of things we do. As we
look from volume to value, we’re
going to prioritize our resources
differently, and that’s a huge shift
for all hospitals. If our goal is really to keep children healthy, not
just care for them when they’re
sick, we’re going to have to
prioritize those things differently
and pay for them differently.
People want to lower costs, but
it may be about paying things
differently — we invest very
little in wellness and reading and
social determinants of health and
so forth. So it’s really investing
in our health differently than we
are today.
“It ’s a paradigm shift,”
she said.
HealthcareFinanceNews.com

Voluntary participation in bundled
payments will continue after CMS cancels
mandatory initiatives, experts say
Despite fewer mandates, pediatric hospitals are bullish on how pay-for-quality can improve
the health of their patients and their operating margins. By Susan Morse, Associate Editor.

H

ospitals will
carry on with
voluntary
bundled payment models in
the wake of the
Centers for Medicare and Medicaid Services cancelling and scaling
back on mandatory initiatives,
according to experts interviewed.
Those interviewed believe the
switch from mandatory to voluntary
bundles is positive for providers and
will not affect participation or the
movement to value-based care.
“Yes, there was a segment of the
industry that had invested resources
into mandatory models,” said Brian
Fuller, vice president of value-based
care for naviHealth of Tennessee.
NaviHealth has over 1,000 hospital
clients. “The form their participation
takes changes. We believe that’s a
positive for them. They can choose

HealthcareFinanceNews.com

Valuebased care
used to
be a term
discussed
at conferences. Now
it’s part of
healthy
systems
which have
learned how
to successfully severity adjust,
account for
outliers, and
other factors.

what their participation looks like in
the next voluntary program. It creates
a blank sheet of paper.”
Fuller said the expectation is
for CMS to announce a new voluntary bundled program this year.
The current Bundled Payments
for Care Improvement Initiative, or
BPCI, is scheduled to end Sept. 30,
2018. CMS won’t want to disrupt
their programs by waiting much longer to unveil a new model, he said.
“There’s lots of systems ready to
enter next program,” Fuller said. “In
a lot of ways, it’s business as usual.”
CMS released a proposed rule
to cancel the episode payment
models and the cardiac rehabilitation incentive payment model,
which were scheduled to begin on
January 1, 2018.
CMS is also reducing the number of mandatory geographic areas
participating in the comprehensive

care for joint replacement model,
from 67 to 34. Participants from
the 33 remaining areas may take
part on a voluntary basis.
The current Bundled Payments
for Care Improvement Initiative allows providers to take part in bundled
payments from a list of 48 clinical
conditions. The highest cost conditions are those that were part of the
mandatory initiative for joint replacement, hip fractures and cardiac care.
The new voluntary model is
sure to include these high-cost
conditions, Fuller said.
Hospitals are ready, Fuller said.
Value-based care used to be a term
discussed at conferences. Now it’s part
of healthy systems which have learned
how to successfully severity adjust, account for outliers, and other factors.
“It’s the right thing to do. It’s
incredibly complex,” Fuller said.
“We’re not surprised that the

September/October 2017 •

HEALTHCARE FINANCE

23

FINANCE &
OPERATIONS
mandatory bundles have fallen by
the wayside,” said Chris Garcia, CEO of Remedy Partners
in Connecticut. Secretary Price
(Health and Human Services
Secretary Tom Price) has made it
consistently clear he is opposed to
mandatory bundles. Moving back
to voluntary programs, and offering
voluntary participation, that is the
way to create systematic change.
If you force somebody into it, they
will look for a solution to get them
off the hook.”
In the past 12 months, Remedy
reported a $500 million reduction
in the cost of unnecessary medical
expense from its bundled payments
programs at more than 1,000
healthcare locations in 43 states.
Hospital readmissions decreased

Moving back
to voluntary
programs,
and offering voluntary
participation,
that is the
way to create
systematic
change.
- CHRIS
GARCIA

by 6.1 percent and a patient’s
length of stay at a skilled nursing
facility decreased by 6.3 percent.
“We’re seeing broad adoption,” Garcia said, including from
commercial payers implementing
programs. “There’s incentive. The
hospitals that we talk to are very
supportive of bundled payment
programs, they want to participate,
they want to be at center of valuebased reimbursement.”
Incentives for physicians for
advanced alternative payment
models under MACRA will not
change, he said.
While accountable care organizations engage primary care
physicians, bundles also engage
the specialists, he said.
Michael Abrams, co-founder and
managing partner of Numerof and
Associates in St. Louis, Missouri,
said it is employers who will be the
loudest voice for innovation and
change, to lower the cost of care.

“I think that by making bundled
payments voluntary, I don’t see
that as pulling the rug out from
hospitals. It allows them to opt in,
instead of giving them no choice
but to opt in,” Abrams said.
Abrams believes the research is
not all in to determine if providers
save money using bundles.
“(Research) suggests it can save
money, it doesn’t always,” Abrams
said. “But the quality of care is
good or even better. There’s no
reason not to go down that path.”
Archway Health founder Dave
Terry, who has worked in payment
reform for 20-plus years, also believes bundles should be voluntary.
Eliminating the mandatory
models gives CMS greater flexibility to design and test innovations that will improve quality
and care coordination across the
inpatient and post-acute-care
spectrum, the agency said in the
proposed rule.
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Healthcare is undergoing a massive transformation: Reimbursement is shrinking,
providers are taking on more risk, and patients are more engaged than ever.
The survivors of this transformation will be organizations with the ability to use
analytics to transform data.

The HIMSS Big Data & Healthcare Analytics Forum brings together the nation’s leading
experts to help tackle some of the toughest data challenges.
Meet our speakers! Register today at bigdatahitforum.com/boston/2017 | #PutData2Work
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What to know about risk,
coverage before you
buy cyber insurance
Policies pick up support as cyber threats increase in frequency and
hospitals face stiﬀ ﬁnes tied to data breaches.

BY BILL SIWICKI,
MANAGING EDITOR

Most healthcare provider
organizations
have layers
upon layers of
legacy IT systems with differing levels of
cybersecurity
and cannot be
easily patched.
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yberattacks cost organizations around the world
hundreds of billions of dollars a year and could tip into the
trillions before 2020, according
to various estimates, and they
wreak havoc with information
systems and data.
Well, rest assured there’s
more to come.
That’s where the question

• September/October 2017

of cyber insurance comes in.
If a healthcare organization
decides to insure itself against
cyberattacks, how do C-suite
executives and others go about
evaluating potential cybersecurity risks and coverage in today’s
chaotic threat landscape?
“It starts with a top to bottom
assessment of your IT capabilities as well as how information
is stored,” said Stuart O’Neal,
an attorney at Burns White and
co-chair of the firm’s cyberse-

curity and professional liability
groups. “There are a lot of variables. The best way to determine coverage, and whether
an organization has enough, is
through an interactive meeting
with your insurance broker and
researching what your organization’s options are, how they are
covered, what scenarios are not
covered and how your organization is positioned relative to
that coverage.”
Healthcare organizations
have to understand that cyberattacks are going to happen to them with increasing
frequency and intensity. Despite
the investment of substantial
resources in cybersecurity, the
healthcare industry remains
extremely vulnerable, according
to the May 2017 Healthcare
Cybersecurity Industry Taskforce Report to Congress.
“There are many welldocumented reasons for this,
including: the sheer size of
the healthcare sector; the fact
that digital health records are a
recent phenomenon, relatively
speaking; and the ‘open culture’
of healthcare in terms of
information sharing for patient
care,” said Steven Gravely, a
partner and healthcare practice
lead at Troutman Sanders.
Other reasons include the
reality that most healthcare
provider organizations have
layers upon layers of legacy IT
systems with differing levels
of cybersecurity and cannot be
easily patched, and the drive to
achieve interoperability among
different provider organizations,
which means that everyone is
only as strong as the weakest
link, Gravely added.
“Providers must treat
cybersecurity as an enterprise
risk that will affect the entire
organization rather than simply
an IT issue,” he added. “The
dollar amount of coverage is
certainly one important factor,
HealthcareFinanceNews.com

but as important is the scope of
the coverage. What is included
under the policy as a covered
loss and what is not.”
The industry is seeing more
litigation about excluded
liability as the type of cyberattacks evolve and new losses
emerge. For example, virtually
every cyber-insurance policy
covers the costs of notification to affected persons and
the cost of a lawyer to serve
as the data breach coach for a
specific event.
“But some policies do not
cover the costs to prepare notifications to OCR or state regulators or the penalties that those
regulators impose,” Gravely
said. “Still others do not cover
lost revenue due to a provider
having to suspend services during a ransomware attack. It is
critical for a healthcare provider

organization to understand
what its cyber-insurance policy
covers and what is excluded.”
And it is important to understand that the cyber-insurance
market is evolving constantly as
the nature of cyber
threats change, he added.
An emerging risk for healthcare organizations to consider is
how patients will receive care if
computer systems are inoperable. Bodily injury arising out of
a cyberattack is also becoming a
reality as more medical devices
are connected to the web and
the Internet of Things.
“Above all, the risk manager
and IT director need to evaluate
how comprehensive their incident response plan is, usually
by engaging a third party for
assistance,” said Nick Cushmore, assistant vice president at
insurance broker The Graham

Company. “A well-executed
response plan is the best way to
mitigate the financial impact
to an organization following a
cyber incident.”
When it comes to coverage, benchmarking data on
what limits were purchased
by comparable organizations
should be available from an
insurance broker or carrier,
and there are breach calculators that can be used to
estimate the potential cost of
a breach based on the number
of records compromised.
“Both of these tools should
be utilized to ensure the organization is comfortable with
the limit structure it decides
to purchase,” Cushmore said.
“Obviously, the financial condition of the organization and its
individual tolerance for risk will
also come into play.”

It is critical
for a healthcare provider
organization
to understand what
its cyberinsurance
policy covers
and what is
excluded.”
– STEVEN
GRAVELY
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Cybersecurity is not a
cost, it’s an investment,
experts say
Culture of security starts with getting a buy-in from top executives on
the importance of protecting information.

BY SUSAN MORSE,
ASSOCIATE EDITOR

C
What executive leadership needs to
know is the
risk profile of
the organization, not
the details
of how data
loss prevention works.
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ybersecurity is not part of a
hospital’s core competency.
Executives would much
rather be spending money on
what hospitals are in the business of doing.
University of California
Irvine Health CIO Chuck Podesta knew this when he joined
the health system three years
ago after working in a similar
capacity in Vermont.
So getting the medium-sized
academic medical center to invest
$7 to $8 million the first year
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came down to telling the CEO,
and other executives, that it
would cost them a lot more if the
system suffered a data breach.
And not just financially due
to fines and possible civil suits.
The CEO would have to apologize to the community.
From that point on, the C-suite
had buy-in on the importance of
cybersecurity, the first step in having a successful program.
“You walk your leadership team
through a breach,” Podesta said.
What executive leadership
needs to know is the risk profile
of the organization, not the
details of how data loss preven-

tion works, he said.
At that time, UC Irvine had
an encryption program and
policy and procedures in place.
Podesta and team hired CynergisTek to do an assessment of
the security systems. They found
holes that needed to be plugged.
That first year they got that
$7 to $8 million and hired Optimum Health to do a remediation plan.
“We don’t spend that much
now,” Podesta said.
In 2015, healthcare had the
dubious distinction of experiencing seven large data breaches.
In February, Anthem had the
largest breach, affecting the data
of more than 80 million people.
Breaches were also reported by
Excellus BlueCross BlueShield
and Premera Blue Cross.
In fact, the wave of breaches
led UC Irvine to speed up the
timeline of their remediation plan
from one year to four months.
CynergisTek’s Vice President of Security Strategies
Clyde Hewitt said sometimes
it’s a hard to sell the heads of
health systems on the benefit of
budgeting cybersecurity. They
may feel they’re up-to-date, but
if the hospital’s last update was
done in 2003, it’s out-of-date.
“The cyber threats we’re
dealing with today are radically
different,” Hewitt said. “In 2003
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we were worried about hackers.
We’ve moved so far beyond that.
Now there’s cyber terrorism.”
Health systems look to HIPAA
law for compliance, but that privacy law went into effect in 1996.
“There needs to be a recognition this is not a cost, but an
investment,” Hewitt said.
If through a cyberattack the
system loses its data, it must
have the financial reserves and
cash flow to deal with potentially not being able to bill
patients. It will impact their accounts receivable, Hewitt said.
UC Irvine installed a spam filter to catch ransomware phishing
attacks. It put in data loss prevention software to map where the
protected information is located.
And it added improved spam
filters around email.
The health system also invested in education for staff.

Through mock phishing attempts, they managed to lower
the rate employees opened malicious emails from 20 percent
to 2 percent.
“We put in a robust spam
tool when the ransomware
came out,” Podesta said. “It’s a
struggle, you got to keep ahead
of the bad guys.”
Hewitt said, “I think a lot of
hospitals focus on hospitals and
external threats. If you look at
the number of breaches, a large
percentage start with actions
from people inside. It’s not because it’s malicious. It’s because
people get rushed.”
UC Irvine works with four
other medical centers within
UC Health, though security
is still handled separately. The
medical centers are using CynergisTek for their assessments
and agreed to purchase Cisco

for their security IT networks,
which has led to greater alignment on security programs.
The next step will be to install
a product that can alert systems
on the West Coast if there’s a
problem on the East Coast.
Podesta started with two
people on staff. Now he has five.
“We’re still short,” he said.
“I could easily find work for
another three people.”
UC Irvine suffered a small data
breach about six months into
Podesta’s tenure. The breach affected about 3,000 patients. It was
caused by an error, not a hack.
Because UC Irvine was
able to show work being done
through a remediation plan, the
system ended up with no finding and no fine.
“We basically showed,” Podesta
said, “that we had a culture of security across the organization.”

It’s a
struggle, you
got to keep
ahead of the
bad guys.”
– CHUCK
PODESTA
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3 security investments hospitals
should make right now
These are the steps infosec pros should be taking today.

BY TOM SULLIVAN,
EDITOR-IN-CHIEF

H
Treat your
patching
report like
a P&L —
because it’s
really that
important to
a hospital’s
bottom line.

ealth and Human Services
chief information security
officer Christopher Wlasich
said there are three steps that
hospitals should be taking today to
bolster their security posture: join
forces, treat your patching report
like your profit-and-loss report
and, at the very least, consider
multifactor authentication.
“If you have the ability, then
jump into the NH-ISAC,” Wlasich
said here at the Healthcare Security
Forum on Tuesday. “They can help.
It’s not just compliance, it’s also
about preparedness and resilience.”
Several speakers including
former Homeland Security Secretary Tom Ridge and President
Obama’s cyberescurity coordinator Michael Daniel also recommended that infosec professionals

participate in the NH-ISAC,
which stands for the National
Healthcare Information Sharing
and Analysis Center.
UMC Health System information security officer Phil Alexander
added that it’s not just the ISAC.
Other options include the NIST
and HITRUST frameworks, FBI
and other listservs, Infragard.
Wlasich’s second suggestion is
to treat your patching report like a
P&L — because it’s really that important to a hospital’s bottom line.
Whereas common key performance indicators healthcare CEOs
consider are bed count, revenue, and
compensation from CMS, to name
just three, Wlasich said the patching
report should be among those KPIs.
If you cannot do either of
those then at a bare minimum,
Wlasich advised deploying
multi-factor authentication.
It’s no secret that many hospitals
Health and Human Services
chief information security
officer Christopher Wlasich
speaking at the
HIMSS Security
Forum in Boston on Tuesday.
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still struggle with budget constraints
that inhibit them from joining an
ISAC or even implementing multifactor authentication technologies.
HIMSS Analytics Senior Director of Research Services Bryan
Fiekers said that according to its
latest Healthcare IT and Risk
Management Study, participating
hospitals allocate 6 percent or less
of their IT budget to infosec. And
that’s despite the fact that more
than half of IT shops own risk
management within hospitals.
Fiekers said that HIMSS Analytics found the primary drivers
of security investments to be risk
assessments and HIPAA audits by
HHS Office for Civil Rights.
“Those two are the cornerstones
for IT security investments and that’s
true across all the categories of people
we interviewed, the business, clinical
and IT,” Fiekers added. “Everyone’s
in compliance on compliance.”
HIPAA compliance is, of
course, a mandatory baseline for
securing patients and their data.
Wlasich’s three tactics to employ
right now build on that.
“Only together will we make the
healthcare sector more resilient,”
Wlasich said. “The tide raises all
boats. Together we’ll address the
problem, take care of the people
who don’t have the resources, make
ourselves less susceptible to attack
and more able to provide the patient
care we are capable of giving.”
HealthcareFinanceNews.com
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Regional collaboratives,
partnerships necessity for
community hospitals
Hospitals can retain their autonomy while gaining the eﬃciency
and scale beneﬁts of a merger.

BY SUSAN MORSE,
ASSOCIATE EDITOR

Hospital
executives
have found
there can be
similar benefits to collaborating,
rather than
combining,
without the
upheaval
and regulatory hoops of
a merger.

H

ospital mergers have been
on an upward trend for six
years and it’s easy to see
why. Hospital executives facing
static or decreasing reimbursement in the transition to value
look to keep margins stable by
saving money through economies of scale.
From 2010 to 2016, the
number of mergers increased
55 percent, from 66, to 102
deals, according to Kaufman,
Hall & Associates.
A study released by the
American Hospital Association
earlier this year bears out the

benefits of merging. It results
in annual operating expense decrease of 2.5 percent at acquired
hospitals, translating to about
$5.8 million saved.
But hospital executives have
found there can be similar
benefits to collaborating, rather
than combining, without the
upheaval and regulatory hoops
of a merger. Though there are
still regulatory hoops.
The buying power in purchasing, the attractiveness of
a larger system to potential
physician hires, the benefit in
population health analytics, the
aligned data systems and the
clout in contract negotiations,

From left, Foundation Medical Partners CMO Robert Dorf, Southern New
Hampshire Health System CEO Mike Rose, moderator Jim Merrill, Elliot
Health System CEO Doug Dean and Elliot’s CMO Greg Baxter, take question at an August 9th hearing on their respective heath systems forming a
regional collaborative. Credit: Susan Morse
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are still there in collaborations.
Clinically, there’s the benefit
of quality improvement through
standardization and having an
expanded scope of services.
Unlike a merger, the benefits
don’t materialize overnight.

Sharing the savings
Two years after Florida and
Georgia health systems -Baptist Health, Flagler Hospital and Southeast Georgia
Health System -- formed
Coastal Community Health,
the collaborative is still in the
process of initiating many of
its goals set when plans were
first announced, according to
Carlton DeVooght, senior vice
president of Operations and
counsel for Coastal Community Health.
“I think with anything new
there’s an optimistic zeal. You
need to be realistic about goal
setting,” DeVooght said. “The
consultants will give you good
advice. They also say, ‘You’ll
save $25 million.’ That is if
you can turn the switch on day
one. It’s not like a merger or an
acquisition, you can’t turn the
switch day one.”
There’s eight hospitals in the
collaborative, all located about
an hour’s drive from one another. Together they have saved
$4.9 million in having a unified
supply chain. They’ve also realized $12 million in savings and
revenue enhancements during
the first 18 months, according
to DeVooght.
Coastal has saved money on
having a data system across all
hospitals and is in the process
of deciding on a unified data
analytics platform.
They will be better able to
track population health and
currently have two of the
organizations on one electronic
health record.
Contract negotiations with
insurers as one system face the
HealthcareFinanceNews.com

obstacle of having hospitals
located in separate states.
All of the hospitals have
retained their CEOs and local governance.
Each has retained its specialty, such as Baptist Health
in endovascular neurosurgery
and Southeast Georgia’s
pathology services.
“It was three CEOs coming from the same perspective,
to continue and preserve that
local delivery of healthcare,”
DeVooght said. “There are
financial benefits, but at the
end of day in healthcare, it’s
about providing the best quality
of care.”

New Hampshire’s collaborative bet
As in the Florida collaborative,
two southern New Hampshire
health systems are aligning for
reasons other than financial
benefit, but the expected cost
savings are impressive.
Conceptually, the combined
systems represent a revenue
base of just under $800 million,
said Southern New Hampshire
Medical Center CEO Mike
Rose. If they are able to shave 3
to 4 percent off expenses, that
represents a $16 to $24 million
savings. The organizations
think this is achievable in the
first three years.
Southern New Hampshire
Medical Center in Nashua is on
the Massachusetts border, while
its collaborative partner Elliot
Health System is 30 minutes
north in Manchester. Both
communities are of similar size.
Money is expected to be
saved in capital avoidance,
shared technology and better
coordination of resources.
For instance, Elliot Health
System uses Epic for its medical records while Southern New
Hampshire is reaching the end
of its current platform. The
separate medical records will be
HealthcareFinanceNews.com

run off the same system.
“We’re avoiding a tremendous
amount as opposed to a standalone install,” Rose said.
The larger picture is of a
shared vision for a care delivery
system of the future, including
value-based contracting.
Both CEOs also share the
same concern for the population of aging baby boomers who
are moving into the state from
Massachusetts when it comes
time for them to retire.
“A fairly large number are migrating to New Hampshire to
escape the tax burden of Massachusetts,” said Elliot Health
System CEO Doug Dean.
What they aren’t doing, is
staying in New Hampshire
for care.
“Last year, over 16,000
hospital admissions left the
state for Massachusetts,” Dean
said. “The lion’s share were
not tertiary. I agree with Mike,
our goal is to give them the
confidence that they don’t need
to travel to Massachusetts for
routine services.”
That leaves the health systems in the position of preparing for an increasing number
of patients who will need acute
and chronic care.
“If we don’t begin to prepare today we could experience a health crisis in acute
care,” Dean said. “Adding to
that is the staffing required to
meet the needs of the growing population.”
The regional collaborative will
be in a better to position to recruit physicians, and also perhaps
to share a position if needed.
“This is about unifying the
effort of two different cultures
for two different cities,” Dean
said. “One thing we don’t want
to do is to have uniformity.”
Both systems have separate
collaborations. Elliot is part of
the Benevera Health network,
a joint venture with Harvard

Pilgrim Health Care that
includes Dartmouth-Hitchcock and Frisbie Memorial
Hospital in New Hampshire,
and also St. Joseph Hospital,
which is in Nashua.
Southern New Hampshire
Health is part of the sixsystem Granite Health and is
an affiliate of Massachusetts
General Hospital.
How these systems would
work together is too early to
discuss, the CEOs said.
With Mass General, the
Nashua facility can coordinate
care for surgery and offer preand post-care locally, Rose said.
These partnerships “are a
pathway to necessity for community hospitals,” Rose said.
“I think people need to
remember our organizations are
community trusts,” Dean said.
“The cost of care requires we
look for new models to become
as efficient as we possibly can.”
The next steps include review
by the New Hampshire Attorney General’s office and the
Federal Trade Commission.
They’ve held public hearings and have an information
website in which the biggest
concern from patients is their
ability to keep their current
physician -- they can.
No money will change hands.
Each health system will keep
its CEO and there will be a
regional CEO overseeing the
collaborative.
The CEOs anticipate approval around the first part
of 2018.
“The whole concept to
bringing health systems
together to create scope and
scale, to be able to make an
investment and spread the cost
over the base of activity,” Dean
said. “The most fundamental
concept in bringing organizations together is to create
economies that come from
scope and scale.”
September/October 2017 •

It was three
CEOs coming from
the same
perspective,
to continue
and preserve
that local
delivery of
healthcare.
There are
financial
benefits, but
at the end
of day in
healthcare,
it’s about
providing the
best quality
of care.”
– CARLTON
DE VOOGHT
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Optum’s acquisition of Advisory
Board seems destined for success, but
caution required, consultant says
Company’s combined strengths would seem a recipe for success, but Optum’s parent company
could cause concern for hospitals.

BY BETH JONES SANBORN,
MANAGING EDITOR

W
They were
attempting
to increase
their
revenue
opportunity
per client in
their current market
while duplicating the
process in a
new market
– education.
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hen the Advisory Board
finally announced it
would sell its healthcare
business to Optum and its education businesses to Vista, Paul
Keckley, editor of The Keckley
Report, said it was a long time
coming. It was the product of a
business model that tried to encompass a little too much for a
company not quite big enough
to expand both “vertically and
horizontally” at the same time.
He’s referring to the evolution of The Advisory Board
Company, which started as
a healthcare company that
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packaged research under an
“annuity-based subscription
model.” Then came the acquisitions of data analysis provider Crimson and Southwind
Health Partners, a Nashvillebased physician-alignment and
practice-management firm to
become a consulting firm. Then
the acquisition of the physician practice management firm
PivotHealth jumped them into
education as well.
For a somewhat small, publicly traded company it was too
much. They were attempting to
increase their revenue opportunity per client in their current
market while duplicating the
process in a new market – edu-

cation – creating the potential
for dilution of value, Keckley
said. He cited the decline in the
Company’s value, trading in the
mid to high 50s in 2015 and in
2016 in the mid 40s to low 50s.
“You looked at the revenue
base of the company and cost
structure and you really weren’t
seeing the value that’s being
created. That’s always tough
when you’re going vertical and
horizontal to pursue growth.
It’s not a reflection of bad
strategy. It’s the nature of how
markets respond to value based
strategy. And every company
that tries to go deeper in one
market and also enter a second
market at this stage, they’re still
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a fairly small company, you’re
gonna encounter that.”
Enter Optum, which Keckley
referred to as the “Amazon of
healthcare.” They’re a company
in the service delivery side of
the industry, but eyeing a future
where they can leverage their
IT and their $150B market cap.
A company with a solid client
base and loads of potential but a
foundering business model that
has left them undervalued would
seem a likely target for them.
With the Advisory Board’s
impressive industry footprint
and database and Optum’s
claims-based data, analytics
strength and desire to be the
“infomediary of the healthcare
industry,” the acquisition seems

like a good fit.
But no acquisition comes
without risk, or at a minimum
a period of adjustment. Optum
has a lot to look out for in the
coming months.
“You never know post-acquisition whether the cultures and
the product portfolios and the
personnel are a good fit. It takes
a while to figure that out. There’s
no amount of due diligence that
tells you that. You have to live
together for while,” Keckley said.
Optum’s core of data and
analytics has spawned scalable functions like technology
enabled call-center management, but they aren’t necessarily
in the business of consulting.
Questions remain whether the

consultants will be absorbed
into the new model or not.
The bigger strategic question,
Keckley said, is if provider organizations will be comfortable
knowing that their data can now
be seen by UnitedHealthcare.
“The biggest risk in this is does
the hospital market especially say
Advisory Board you were always
our go-to because you were an
independent trusted source and
now you’re part of United. That’s
the bigger risk. As an acquirer,
Optum will have to do some due
diligence to make sure it doesn’t
lose its 20 biggest Advisory
Board accounts and be cognizant
of the fact that there’s gonna be
some push back.”

No acquisition comes
without
risk, or at a
minimum
a period of
adjustment.
Optum has
a lot to look
out for in
the coming
months.
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Revenue cycle leaders
share top 3 ways to reduce
days in accounts receivable
We spoke with healthcare executives from top health systems across the
country who know minimizing accounts’ days in A/R can help the bottom line.

BY BETH JONES SANBORN,
MANAGING EDITOR

Debts
languishing
in accounts
receivable can
bog down
an institution and
negatively
impact the
bottom line.
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R

evenue cycle operations are the heartbeat
of a hospital’s financial
health, and the faster they get
paid, the healthier the operations. Debts languishing in
accounts receivable can bog
down an institution and negatively impact the bottom line
due to the lack of money coming in, the effort expended to
collect and, ultimately, bad
debt mounting up. Luckily,
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healthcare finance executives
are taking the issue seriously.
”We have developed reporting and tracking tools that
allow us to proactively identify
opportunities and accurately
track our success,” said Richard
Rhine, senior vice president
of revenue cycle at the Grady
Health System. “We [also]
aggressively utilize technology
that helps us assure touches
first-time quality, promotes
standardization and electronically corrects AR issues.”
We spoke with several health-

care executives from top health
systems across the country, and
they each shared their top three
ways to reduce or minimize accounts’ days in A/R.
Tim Panks, senior vice president of finance for Dignity
Health; Doug Hires, senior
vice President for Optum360
“There are several levers
available to target AR reduction
in the revenue cycle. Significant
reduction will often require collaboration with leadership from
other areas of the revenue cycle,
or even from the groups outside
the system, such as contract
payers,” Panks and Hires said,

1. A/R reduction efforts
with targeted payers
To speed the process of cutting
down on aged reve nue, Panks
and Hires said they chose the
the top 11 contracted payers
with the largest amount of
billed A/R over 90 days from
date of service. Using a collaborative approach with managed
care leadership from the hospitals, the business office secured
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contacts at the payer who could
then help escalate and resolve
“problematic claims.”
Beore details were sent to
payers, a team reviews and
identifies accounts looking for
root cause and current status. If
an account iss deemed pending
an appeal or other requested
information, it is excluded from
the final escalated submission
and fast-tracked internally
for resolution. The remaining
accounts are submitted to the
contact at the associated payer
for resolution.
Weekly, or daily as needed,
meetings are held with the
payer and the business office to
review the accounts, providing
additional information as soon
as it is requested.
“Within the first quarter,
A/R over 90 days had reduced
by $100 million for these 11
payers. By the second quarter the A/R had reduced by a
total of $200 million from the
project start. In addition to
the reduction of the aged A/R,
our review team was able to
identify and develop mitigation strategies in collaboration
with the payers for many of the
root causes that led to the aged
claims,” Panks and Hires said.

2. Improved financial
clearance rate
The system’s patient access
group launched an initiative
to target some of the drivers of denials or rebills in the
business office, including the
development of an automated
workflow solution, dashboards
and extensive training to capitalize on real-time reporting
and operational opportunities.
The improvements included
financial clearance, defined
as the percentage of accounts
HealthcareFinanceNews.com

with authorization, verification
and notification completed by
date of service, and an increase
in point-of-service collections
from the patient.
The facilities quickly saw
improvement in the financial
clearance rates. When the project launched, financial clearance rates ranged from 25 to 75
percent, Panks and Hires said.
Now, 70 percent of the facilities
are over the goal of 95 percent,
with all over 80 percent. The
improved financial clearance
rate yielded fewer denials for
authorization and eligibility and
decreasing A/R.
Point-of-sales cash collections also saw a 30 percent
increase year over year.
“By having this cash collected up front, the collection
cycle was reduced significantly
when compared to pursuing the
patient after final adjudication
by the payer,” they said.

3. Cross-functional collaboration
Billing staff often needs information from other areas prior
to submitting claims, and delays
in getting that information
leads to more AR days and risk
of untimely filing denials. A
“cross-functional revenue cycle
review team” with key leaders
from across the system monitored current trends against
goal, developed ways to reduce
backlogs and discussed opportunities to refine the process.
Daily and weekly reports
are sent out to these leaders to
track performance against goal.
The review team meets weekly
for an in-depth review of the
trends, successes, barriers and
projections for the following
week. As an example, when the
billing team planned an over-

time project to reduce unbilled
accounts, they included coders
in the project so any coding edits could be answered real time,
instead of pended for the next
business day. Attention was also
paid to opportunities to prevent
claim edits. For example, CCI
edits were applied during the
coding process to avoid edits in
the billing office.
“In the first three months
following the collaboration, we
were able to reduce and maintain outstanding requests by
$200 million across the system.”
Wesley Smith, vice president of finance, revenue cycle
operations at NYU Langone
Health
“At NYU Langone Health,
the revenue cycle operations
team relies on efficient communication and joint accountability within the organization
and with insurance companies.
We have been able to reduce
our accounts’ days in AR using
many methods, but the following three are instrumental and
distinctive to NYU Langone,”
said Smith.

1. Communicating outof-pocket responsibility
NYU Langone said they use a
charge estimator tool in order
to provide patients with preservice estimates for scheduled visits so they know their
approximate obligation before
services are rendered. Patients
also have the option to pay over
the phone prior to their service
or at time of service. The upfront communication increased
the pre-service, time-of-service
collection rates and self-pay
collections throughout the billing process.
“Patients are informed of
their pocket costs and this deSeptember/October 2017 •

In addition to
the reduction
of the aged
A/R, our
review team
was able
to identify
and develop
mitigation
strategies in
collaboration
with the payers for many
of the root
causes that
led to the
aged claims.”
TIM PANKS
AND DOUG
HIRES
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creases confusion and increases
their likelihood to pay. Approximately 30 percent of self-pay
collections happen at the time
of service,” Smith said.

2. Fight unbilled A/R
through automation,
interdisciplinary meetings, reporting:

30 percent
of self-pay
collections
happen at
the time of
service.

In 2013, NYU Langone
launched an initiative to reduce
its number of unbilled accounts,
aiming to keep the number of
unbilled accounts aged greater
than 30 days as close to zero
as possible. An NYU Langone
team with representation from
departments including billing, chargemaster, and medical records departments and
others met weekly until it
became possible to consistently
maintain unbilled accounts
at target levels. They also
developed a series of reports
and dashboards to show several
different unbilled account data
sets like unbilled reason, by
payer, by clinical department,
allowing the team to spot
trends, draw insights, and hold
responsible areas accountable.
“The reports have become
part of the organization’s daily
routine to access them and take
action on any new issues that
appear. We receive 86 percent
of our payments within 60
days,” Smith said.

3. Denials management
and payer-escalated
issues:
Each follow-up representative is payer specific, able to
understand the managed care
contracts for their payer, verify
payments and escalate if an
account is underpaid or denied
erroneously, Smith said. If
escalated, the account is worked
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by a joint operating committee
and analytics team tasked with
analyzing, validating, reporting and resolving escalated
commercial insurance denials,
underpayments and contractual
errors, hopefully building strong
collaborative relationships and
open communication with
payers and other departments
throughout the hospital.
“In short, this group of
analysts works as a SWAT team
to address problematic accounts
that cannot be resolved through
normal follow-up activities,”
Smith said.
If one account is identified
with an underpayment or denial
issue, analysts utilize a database
to pinpoint other accounts
with that issue. The accounts
are tagged with specific codes
in order to report issues out to
leadership, managed care and
the insurance companies as well
as the number of accounts impacted. In regular meetings with
payers, summary dashboards are
presented to hold all parties accountable to addressing issues.
“Notably, NYU Langone has
recovered more than $30 million on an annual basis through
the JOC processes,” he said.
Plachikkat Anantharam,
senior vice president and
chief financial officer, NYC
Health+Hospitals

1. “In a larger system
like ours, information is
powerful.”
Historically, each facility has
monitored its own data independently, which is limiting,
Anantharam said. By aggregating it into a system-wide
dashboard, patient account
directors see how they are
doing and how they are doing
in comparison to the other

10 hospitals, making overall trends and gaps easy to
identify. Lessons from better
performers are readily shared,
and “healthy competition”
motivates each hospital to
try to outperform the others
within our system, spawning
attention to detail and creative
thinking. This dashboard so
far exists just at the acute care
level, with additional opportunity at the ambulatory care
level down the road.

2. Focus on staff capacity
“By recognizing that capacity is
not always consistent, we have
been able to supplement the
work of staff. High turnover
of coders creates fluctuations
in capacity, and we’ve engaged
temporary remote coders as
we backfill, who can step in
as directed to address changing needs. By implementing
this capacity-sensitive model,
accounts receivable bottlenecks
are eliminated, and the work
environment is less stressful for
staff,” Anantharam said.

3. Be strategic in appealing denials
The system reviews administrative denials to look for patterns that conflict with payer
contracts or state or federal
regulation. They engage with
payers as a system, as opposed
to individual hospitals, to address the denials and structure
accounts receivable staff to
specialize by payer, so that they
become the experts in dealing
with the specifics of that payer.
“We recognize that sometimes, outside expertise may be
better, so it may make sense to
engage a secondary business office, for, say, no fault accounts,”
they said.
HealthcareFinanceNews.com
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Blockchain eyed for
potential use cases in
revenue cycle
Payers are sizing up ledger tech for payments and claims processing, but
one big area of growth could be next-generation personal health records.

BY MIKE MILIARD,
EDITOR

I
Blockchain
represents
an opportunity to simplify that
part of the
payment
process
between
payers and
providers using
“something
analgous to
bitcoin.”
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t may be at the peak of hype
cycle right now, but blockchain
technology has been enticing
stakeholders in all areas of healthcare with its potential for a new and
secure approach to data exchange.
Its prospective use case are
many and diverse – not least when
it comes to revenue cycle management and claims processing,
said Dave Watson, executive vice
president at SSI Group, an RCM
and analytics company.
Watson has been closely following the evolution of the distributed
ledger technology for some time. Not
least, he says, to monitor its potential
to disrupt his own line of work.
“One of our big business segments is clearinghouse and claims
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management services,” he said.
“You’ve got some of the big payers
looking at blockchain and making
public pronouncements that they’d
like to find ways to disintermediate the clearinghouses and go
directly to the providers. Folks like
me tend to perk up and pay attention when we hear that, so I’ve
been tracking this for a while.”
While he suspects widespread
use of the technology is still several years off, Watson sees some
intriguing ways it could be put to
use in reshaping the revenue cycle.
“The first one is payments,” he
said. “Playing off of the bitcoin
world, if you’re a payer or provider,
right now there’s this whole process
of the claim is submitted and then
an 835 transaction comes back,
which is the remittance; money is
paid by the payer, typically through

a banking intermediary, and it ends
up in the account of the provider
organization for the part of the
claim that’s being paid.”
Blockchain represents an opportunity to simplify that part
of the payment process between
payers and providers, using
“something analogous to bitcoin,”
he explained. “Although I don’t
see providers wanting to trade
in bitcoin. They would, I think,
much rather maintain the coin of
the realm: dollars.” (Interestingly,
A few physician practices, though
not many, do in fact take bitcoin.)
“Another second use case is one
that the payers – Aetna, Cigna –
are chasing,” said Watson.
“Blockchain is essentially a secure
ledger that can attach to the transaction itself, and is completely mute
on the payload it carries. It could
be a bitcoin, it could be a medical
claim. It could be a lot of things.
Many payers are exploring ways
they can reduce the cost of claims
processing by reducing complexity
and, potentially, removing middlemen.
“My observation – and this is not
just because I happen to work for a
clearinghouse – is that I don’t see how
that works well given the bespoke
outcome they seek,” said Watson. “Because number one, not all payers, nor
all providers, will embrace blockchain
technology at the same pace.”
Moreover, many providers
would be heavily dependent on
their EHR or practice management vendors, “because that’s how
they’ll get to blockchain,” he said.
“There are folks out there today
who are still a couple versions
behind on EDI and one of the services we do is convert them to the
current version so they can submit
bills to CMS; when I look at the
sophistication of much of this audience, I think it will be years before
blockchain is widely adopted in
healthcare,” said Watson.
“Could providers be compelled
to? Sure. CMS could put out a
diktat and everyone would start
stepping. But absent something
HealthcareFinanceNews.com

significant like that, it’s an interesting case study, there may be some
potential, but I think there are a lot
of operational impediments to the
vision of blockchain-based claims.”
Another issue is that payers may
“underestimate the challenges of
going to thousands of providers,”
he said. “That’s the reason clearinghouses exist in the first place. They
perform a routing function between
providers and payers so they don’t all
have to get wired up directly or have
some discovery mechanism in the
cloud that’s going to connect people.”
Nonetheless, Watson does think
that “the role of the clearinghouse
might evolve, where we might not
route 837s to the payer the way
we do today, but we might route a
claim, maybe an analog of an 837
with a blockchain attached to it so
the provenance is clear to everyone
who’s using it.
“Even bitcoin uses a sort of
central authority that manages
and observes the provenance, and

kind of certifies it,” he added.
“So I’m looking at it from the
perspective of how we might need
to amend our current products
around claims management or
extend them to be able to support
a blockchain-based initiative.”

Not just revenue cycle
and claims
A third use case where Watson
sees big potential would be to “use
blockchain to create the holy grail
a lot of people have been chasing,
which is the personal health record.”
The technology could be used
to help corral “clinical fragments
from multiple providers and
multiple EHRs and connect them
together using the blockchain
to govern the provenance of the
data,” he said. “So providers sharing records among themselves,
for better treatment and/or them
sharing those same fragment with
the patient, so the patient can have
their own personal health record.”

Patient portals and PHRs have
evolved, somewhat, but they still
could use improving. Recent studies have shown that consumers
aren’t always availing themselves
of the tools, even when offered
access. Too often, they’re not
interested in the work it takes to
maintain one or several portals.
Watson was CTO at Kaiser
Permanente when Microsoft
HealthVault first launched.
“I went to the Microsoft site, I
registered for HealthVault and logged
in the first time. What I saw was an
empty vessel, where I had to assemble
the data and put it into my own health
record,” he said. “That just became
too much work and I never logged
in again. A lot of people I’ve spoke
with over the years who first thought
it was a cool idea did exactly the same
thing. It’s too hard for the patient to
be able to collect and insert the data
into that PHR format. If blockchain
can help make that less onerous,
that might be interesting.”
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Yes, patients want to discuss pricing,
payment options before treatment
More than a third surveyed also said they’d move to diﬀerent providers that oﬀer attractive payment programs.

BY JEFF LAGASSE,
ASSOCIATE EDITOR

M
Patients are
especially
interested in
affordable
payment
programs,
with 57 percent saying
it’s important or very
important
that their
healthcare
provider
offer ways to
extend payments over
time with
no interest
charged.
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ore than three-quarters
of healthcare consumers
say it’s important or very
important that they know their
costs before treatment, and 53
percent want to discuss financing options before care. But
the vast majority of healthcare
providers are not satisfying
these demands, according to the
HealthFirst Financial Patient
Survey, a survey conducted by
ORC International and commissioned by patient financing
company HealthFirst Financial.
Only 18 percent of the 1,011
U.S. adults surveyed across the
country said that any of their
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healthcare providers had spoken
to them, at any time, about
patient financing options in
the past two years. Patients are
especially interested in affordable payment programs, with
57 percent saying it’s important
or very important that their
healthcare provider offer ways
to extend payments over time
with no interest charged. Yet,
just 8 percent received zero- or
low-interest financing from a
healthcare provider.
“These findings highlight a
huge gap in what patients want
and what hospitals, medical
groups and other healthcare
providers are delivering,” said
KaLynn Gates, president and
corporate counsel of Health-

First Financial, in a statement.
“Providers that care for the financial as well as clinical needs
of their communities are much
more likely to thrive in this era
of rising out-of-pockets costs
and growing competition for
patients among traditional and
non-traditional providers.”
Disappointed patients are
prepared to vote with their feet.
A full 40 percent of millennials 18 to 36 years old said
they’d be very likely or likely to
switch providers if a competitor
offered low- or zero- interest financing for medical bills. They
aren’t alone: Overall, 29 percent
said they’d move to different
providers that offer attractive
payment programs.

HealthcareFinanceNews.com

People at all income brackets
worry about covering the cost
of care. A full 42 percent are
very concerned or concerned
about their ability to pay outof-pocket medical bills in the
next two years, according to the
survey. That number jumps to
54 percent among those with
incomes of less than $35,000
a year, and falls to 24 percent
among those with incomes of
$100,000 or more annually.
As a result, consumers also
want know what they will owe
as early as possible: 77 percent
said it’s important or very
important that providers give
the cost before a procedure,
while 63 percent said it was
important or very important

that providers publish pricing
lists of common procedures.
And with consumer debt
on the rise, people have even
less room in their budget for
medical bills. Anxiety over
covering unexpected medical
expenses rises with the amount:
53 percent of survey respondents voiced concern about the
ability to pay a medical bill of
less than $1,000; 35 percent
worried about the ability to pay
a bill of less than $500; and 16
percent are concerned about
the ability to pay a bill of less
than $250.
“We commissioned this
independent survey to learn
more about how consumers
are coping with their medical

expenses,” said Gates. “Without providing and communicating these viable financing
options, they are likely to delay
care or switch providers to
find financial help. In either
case, providers will be hurt by
those choices, and they need to
develop a strategy to meet these
consumers’ needs.”
The August survey was
conducted by ORC International among a sample of 1,011
adults comprising 504 men
and 507 women 18 years old
and older. The interviews were
weighted by age, sex, geographic region, race and education to ensure reliable and
accurate representation of the
total U.S. adult population.

53 percent
of survey
respondents
voiced concern about
the ability to
pay a medical bill of less
than $1,000.

CONNECTED
CARE WATCH
Formerly HIE Watch

Connected Care enabled through Interoperability and Health Information Exchange

THE LATEST IN INTEROPERABILITY, HIE,
AND CONNECTED CARE
How can you make health data and HIE a public good? The answer to this and
other questions challenging providers are at ConnectedCareWatch.com
The news, perspectives and resources you need.
ConnectedCareWatch.com
Sponsored by

HealthcareFinanceNews.com

September/October 2017 •

HEALTHCARE FINANCE

BUSINESS
INTELLIGENCE

Providers and payers both
win when they share
population health data
Insurers provide the broader view on claims while hospitals have the
deeper information on patient care through electronic medical records.

BY SUSAN MORSE,
ASSOCIATE EDITOR

For providers not in
risk contracts, the
data gives
a push to
lower cost
and increase
quality, the
basis for
value-based
care.

P

rovider and insurers may not
always see eye to eye, but when
it comes to analytics, especially
around risk-based contracts, both
can find common ground in shared
population health data.
Insurers provide the broader
view from pharmacy benefits and
claims paid to outside providers, while hospitals have the
deeper information on patient care
through electronic medical records
and clinical data, according to
Ariel Bayewitz, vice president of
provider analytics at Anthem.
“Over the past two years, we’re
seeing a transformation between
payer and provider, from what was

once transactional and somewhat
contentious,” Bayewitz said. “It’s a
total paradigm shift.”
Together, it’s a one-two punch
in conquering the sometimes elusive savings in value-based care.
Anthem, one of the country’s
largest insurers, has been on the
forefront of leveraging data analytics to get insight into risk.
Providers in shared risk contracts
with the insurance giant can realize
savings in acting on Anthem’s data
of specific patients at risk.
Anthem’s predictive analytics
give providers an opportunity to do
interventions, gives them knowledge
on outside care visits, such as to a
behavioral health specialist, on those
at highest risk for being admitted or
readmitted, and on gaps in care.

Dartmouth-Hitchcock Medical Center is among four
New Hampshire hospitals
that have formed a joint
venture with Harvard
Pilgrim Health Care called
Benevera Health for population health analytics.
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From the data, providers can see
a trend in what’s driving the cost of
care, and make appropriate changes
to treat the at-risk patient.
“Providers that are in gain share,
especially in risk models, it’s in their
best interest to improve outcomes,”
Bayewitz said. “If not, they’re not
making any money in the program.”
For providers not in risk
contracts, the data gives a push to
lower cost and increase quality, the
basis for value-based care.
Increasingly, more providers are
taking part in alternative payment
models with Anthem, according
to Bayewitz.
“When you look at shared savings
and risk models for managing total
cost of care, there’s $30 billion tied
to such arrangements in alternative
payment models,” Bayewitz said.
This includes close to 50,000
primary care physicians that are
involved in shared savings and
shared risk programs, and 160 accountable care organizations.
These payment models include
not only HMOs, but preferred
provider organizations.
For Anthem and other insurers, the benefit is saving money
through managing risk.
“We needed to analyze cost
of care on a population basis,”
Bayewitz said. “We need to project
costs of care to model out what costs
will be in the future. On an overall
basis, we’ve seen significant reductions in hospital admissions, surgical
costs … we’ve seen improvements
in quality measures. There’s more
opportunity out there.”
Benevera Health in New England is a joint venture that combines
providers, payers and analytics. It
includes insurer Harvard Pilgrim
Health Care and New Hampshire
providers Dartmouth-Hitchcock
Health, Elliot Health System,
Frisbie Memorial Hospital and St.
Joseph Hospital.
The partners share in the profit
and loss of all of Harvard Pilgrim
Health Care’s insured members
in New Hampshire, whether they
HealthcareFinanceNews.com

receive care from providers in or
out of the partnership
Benevera launched in October
2015 and started risk deals in
2016, according to CEO Corbin
Petro, a former chief operating
officer at MassHealth, Massachusetts’ Office of Medicaid..
The providers take risk on their
own and also share in the risk on
Harvard Pilgrim’s entire book of business in New Hampshire, Petro said.
“They’ve very invested in the
insurance market in this arrangement,” Petro said.
Benevera combines the electronic medical record data and claims
data to create a population health
entity and patient stratification.
“What we do is help them
move along the risk and value
continuum,” Petro said of the
providers. “If their only risk
contract is with Harvard Pilgrim
and Benevera, they’re less likely

to change that model (with other
payers).”
The data comes from multiple
sources and information such as
pharmacy reconciliation goes into
an algorithm.
The results show a reduction in
cost in the 30 to 40 percent range
for the patients engaged through
population health efforts.
“We hear great results how
we’re engaging patients,” Petro
said. “We’re able to identify them
sooner because of data we have.”
Benevera began by hiring
social workers and behavioral
health specialists.
Interactions with patients could
include help in getting fuel assistance
or transportation. There’s more communicating with patients, and some
home visits, according to Petro.
“We found the support in
everything else in their lives is
important to overall health and

to relationships, even if it’s not
initially of clinical value,” she said.
The Medicare ACO population
is leveraging Benevera as a resource,
identifying and analyzing patients.
“Where it saves them is around
is manage risk,” Petro said. “It
helps them move towards a valuebased world.”
It’s technology that some of the
health systems wouldn’t have been
able to afford on their own.
Bayewitz said that some ACOs
have very sophisticated clinical
risk models, but still value the
information Anthem gives them.
Yet he said, “Some of the best
practices I have seen don’t have
the technology, they’re just incredibly engaged. They’ve transformed their practices around
population health. They’re saving money with what we have.
Even high performing providers
show improvement.”

We hear
great
results on
how we’re
engaging
patients.
We’re able
to identify
them sooner
because
of data we
have.”
– CORBIN
PETRO
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Data is king for hospitals
to save money in the
supply chain
Control the supply chain by structuring content, creating a supply chain
formulary and establishing a mechanism for providing compliance.

BY JEFF LAGASSE,
ASSOCIATE EDITOR

The goal should
be to open up the
supply chain to
the items people
are using, but
also to control it
across the board
by structuring
content, creating
a supply chain
formulary and
establishing a
mechanism for
providing compliance information.
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D

ata is king when it comes
to saving money on hospital supplies.
Whether it’s small items such
as surgical gloves or big-ticket
prizes like top-of-the-line
pacemakers, the key to unlocking savings is often hidden in
the data.
Health systems already know
to target the low hanging fruit,
but when it comes to devices
such as high-dollar implants,
there’s a middle ground, said
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Scott Pruyn, director of channel management at medical
supplies and pharmaceutical
distribution giant McKesson.
Manufacturers are churning out effective products in
a range of difference prices,
but only with the right data
philosophy can hospitals and
health systems understand the
cost of variability.
“It’s difficult to do some of
that with the data we’ve got in
hospitals,” said Pruyn. “When
you look at the various constituents — getting it from
distributors, group purchasing

organizations, etc. — trying to
triangulate all that information
can be very daunting. A lot of
organizations simply can’t do
it, or they’re doing a portion of
it. What we need to have is a
constant process for normalizing data and structuring supply
chain content to get us to where
we need to go.”
That structured content, and
what to do with it, is the key,
said Pruyn. It’s about setting up
the workflow to make the best
use of the data.
“If I’ve got 3,200 requisitioners and a staff of 30 people, the
numbers don’t work, as far as
the number of requests that we
have to get through and verify
so we’re sourcing properly,” said
Pruyn. “We need to move more
of that to the front end. If you
don’t control costs, you’re going
to have difficulty.”
Some systems limit the
items that appear in the
item master, but this is only
minimally effective, because
if a person can’t find an item
they’re looking for, they’re
stuck with a still-unaddressed
need for that item. The goal
should be to open up the supply chain to the items people
are using, but also to control it
across the board by structuring content, creating a supply
chain formulary and establishing a mechanism for providing
compliance information. That
way, if non-compliant requisitions come through, the supply
chain can examine that and
make an appropriate choice.
With the content structured,
the supply chain can then easily
look at where price variability
exists, whether it be for gloves
or implants.
HealthcareFinanceNews.com

“Everybody is finding savings in different areas because
they’ve gone through different
methods of standardization already,” said Pruyn. “The biggest
change at these organizations is
that more of their spend is controlled spend. They know what
that product is — it’s a defined
product coming through the
system. They’re getting a lot
less pushback from customers
… because they’re making it
very easy for them to find that
particular item.”
One area in which a hospital
can tighten up its supply chain
processes is physician preference
items — those items earmarked

by doctors as being particularly
valuable or effective.
James Spann, global practice
leader, supply chain and logistics at Simpler Consulting, part
of IBM Watson health, said
most hospitals have adopted
automated processes for standardizing supplies, but that this
approach is largely ineffective
when it comes to the physician
preference items, or PPIs.
“When you look at PPI,
there’s a lot of clinical variation in how doctors and clinicians are using supplies,” said
Spann. “You might have a
patient with the same comorbidity, and they may use the

products differently. With
that type of complexity, when
you have clinicians ordering
and managing the supplies …
certainly makes it challenging
in the supply chain.”
Effectively managing PPI,
said Spann, starts with having processes and consistencies within the organization
around how and what to order.
Inventory challenges often arise
from purchase orders coming
in from multiple users within
the department, or not knowing what’s being ordered within
various departments. In some
cases the executive team, wanting to make sure they keep their
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When you
look at PPI,
there’s a lot
of clinical
variation in
how doctors
and clinicians are
using supplies.”
– JAMES
SPANN

SUPPLY
CHAIN

doctors satisfied, will order
what they believe the doctors
need as long as they have good
patient outcomes — when
oftentimes those outcomes may
stay the same,or even improve,
by switching to a more cost effective item.
“Another problem is that
when you bring in multiple
products like that, you either
have too much inventory, or
you have inventory that’s going
to expire,” said Spann.
“Hospitals will either do it
on their own and hire their
own team, or some will hire
companies like Simpler,” he
said. “But regardless of whether they do it on their own, to
achieve success, first they have
to identify the shared pain
points in the supply chain and
then come up with a strategy
to mitigate some of the waste.

We’ve got to look across that
shared pain as the crux of the
problem and make sure it’s
where we also see the opportunity going forward. … Then,
when you get technical and
understand the gaps, you start
looking for solutions.”
While most hospitals seem
to have a pretty good handle on
standardizing the ordering and
distribution process, the next
step is to reduce the number
of suppliers who are doing the
processing. This is where a processing organization or procurement team can bridge the gaps
in sourcing expertise across the
organization.
It’s important, said Spann, to
align the physicians and staff
into the process.
“You really need to integrate
with physicians up front,” he
said. “It becomes a part of

your standard operating mode.
Then it eliminates a lot of
downstream process when you
have physicians completely
aligned, making decisions.
Then you have standard operating procedures.”
A hospital using a standardized, physician-centric
approach can often see savings of between 10 and 20
percent. Pruyn said it pays to
be nimble in an ever-changing environment.
“The healthcare supply
chain is not a set organism
— it’s constantly dynamic,”
said Pruyn. “The benefits that
are out there are somewhat
endless. Physicians are very
data oriented. Most successful
systems are presenting data to
physicians and getting them
involved, and not making that a
unilateral decision.”
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The ins and outs of
ﬁne-tuning hospital quality
improvement programs
This year, getting reimbursed is all about making sure the codes reﬂect
the actual care given.

BY SUSAN MORSE,
ASSOCIATE EDITOR

When it’s
done right
the first
time, there’s
fewer
queries to
physicians
and less lag
time to getting paid.
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or ICD-10 changes this year,
the devil’s in the details..
When ICD-10 was first
implemented on Oct. 1, 2015,
it was a nail-biting flip of the
switch and then a sigh of relief
when denials didn’t mount up as
some feared.
This last October, providers dealt with a monumental
amount of changes to the ICD10 coding system.
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This year, there are fewer than
400 new codes — some noteworthy such as a classification
for mild, moderate or severe in
the severity of substance abuse
remissions.
The larger view, said two experts
interviewed, is that this October
it’s all about narrowing down
specificity in the clinical documentation, to make sure the coding
reflects the actual care given.
When it’s done right the first
time, there’s fewer queries to
physicians and less lag time to

getting paid.
“The idea is to minimize billing time, reimbursement time,
get a clean claim and get money
faster and improve cash flow,”
said Denver Wade Harless, who
works for the Sacred Heart
Health System, which is part of
Ascension.
Harless, a regional health
information management
director, said getting the correct
documentation in real time is
becoming more important.
“For the first time in a long
time, I think the impact will also
be on reimbursement, but will
include the reporting status and
level of care hospitals are measured against for mortality and
quality, which in turn will cause
every one of us to more closely
monitor in real time rather than
after the fact,” Harless said.
If an addendum to the code is
added two days later, that’s OK.
If it’s 25 days later, it immediately goes into question and holds
up the claim, Harless said.
“If the codes are more specific
it will make it easier to follow
the flow,” Harless said. “Right
now there is a gap. A lot of clinical legwork needs to be done.”
This means getting more specific information from physicians.
“My philosophy is to get the
physician to write down what’s
in his or her head, on paper,”
Harless said. If that happens, he
said, “we have it made.”
The process of clinical documentation improvement, or CDI,
is easier said than done, Harless
said, though the four hospitals
he works with have seen some
positive results from educating
physicians on the process.
The coders can’t assume, for
instance, that sepsis is associated
with organ failure, said Victoria
M. Hernandez, a senior consultant of Auditing Services for
the Primeau Consulting Group,
which works with hospitals such
as Torrance Memorial Medical
HealthcareFinanceNews.com

Center in California on its ICD10 coding quality.
“Coders should not be
disregarding physician documentation and deciding on their
own whether or not a condition
should be coded,” Hernandez
said. “We have to query, the
physician must document.”
With fewer queries the aim,
this year, the words “with,” “in”
and “due to” in ICD-10 codes
will go a long way towards reaching that goal, said Hernandez.
Having the term “in” helps
coders, for example, tie Alzheimer’s or dementia to alcohol, as in
“dementia in alcohol,” she said.
“Now, every time we say ‘in,’
we assume the linkage, unless
it’s explicitly explained it’s not
related,” Hernandez said.
This linkage pertains specifically to diabetes this year. In
previous years, there was no link

to a complication with diabetes.
The new codes include Type
2 diabetes mellitus with ketoacidosis, Type 2 diabetes mellitus
with ketoacidosis without coma
and Type 2 diabetes mellitus with
ketoacidosis with coma, according
to Gloryanne Bryant of ICD10Monitor.com.
Bottom line: This cause and
effect affects reimbursement.
“A diabetes with no complications to one with (complications),
falls under a different HCC
(hierarchical condition categories)
category,” Hernandez said.
Some plans such as Medicare
Advantage rely on the HCC
system for reimbursement.
There’s also some new codes
for myocardial infarction and
heart failure.
“It’s more specific, it’s painting a picture of chronic and acute
conditions and what services were

used for the patient,” Hernandez
said. “It chronicles medical necessity and what was done.”
This is especially important for
elderly patients who may come in
for one type of care but have an
underlying chronic condition.
“I would say they do need to
capture every chronic condition
that the patient is currently being treated for,” Hernandez said
of physicians. “If it happened,
document it, it will be coded.
It’s painting that whole picture.
It will save coders CDI queries.
Now you can really get your
specificity down for tracking the
whole illness burden.”
Hospitals she works with are
ready, she said.
“From organizations I’ve
audited, they have distributed
the guidelines,” Hernandez said,
“they’re pretty much giddying up
for that educational part.”

Some plans
such as
Medicare
Advantage
rely on the
HCC system
for reimbursement.
There’s also
some new
codes for
myocardial
infarction
and heart
failure.
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Are micro-hospitals the
answer for systems looking
for low-cost expansions?
Model allows a system to expand their presence without making major
capital commitments, or having to locate huge parcels of land.

BY BETH JONES SANBORN,
MANAGING EDITOR

They can
expand their
presence
without
having major
capital commitments
and having
to locate
huge parcels
of land.
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s access to care issues plague
many communities, more
hospital systems are turning
to a micro-hospital model to
expand their footprints where
services are needed without having
to make the big financial commitments tied to mergers or full-size
facility construction.
The idea is especially taking
root as political uncertainty makes
systems wary of major capital
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projects like building a traditional
large hospital.
For Emerus, micro-hospitals are
all they do, said Senior Director
of Strategy and Development
Daniel Probasco. The company’s
model focuses on joint ventures
with established health systems
and has facilities spread out across
the western United States. San
Antonio and Dallas, Texas are
their most mature markets, and
plans for micros in other Lone
Star communities are in the works.
Denver, Colorado will soon be

home to an Emerus-Sisters of
Charity of Leavenworth joint
venture micro-hospital, and a joint
venture with Dignity Health in
Nevada will yield four new micros
by the end of 2017.
“We think that, in terms of
serving the market and the patient
base, it’s better to be aligned
with a system partner within the
market to help them better fill in
the entire healthcare continuum
rather than completely disrupt the
market as a sort of straight-line
competitor,” Probasco said.
Micro-hospitals, like their name
implies, are small facilities with
few beds and a focus on emergency or middle to medium high
acuity care higher than urgent care
but lower acuity than a trauma
center. They have everything
needed to operate an emergency
department: imaging equipment,
lab services, everything except an
ICU and MRIs. They fall more
in line with community hospitals
and allow a system to serve that
portion of the healthcare continuum in localized settings with
a small footprint. In other words,
it allows them to “have their front
door right next to their patient’s
front door,” Probasco said. They
can expand their presence without
having major capital commitments
and having to locate huge parcels
of land.
Probasco also said contrary to
competitors who cherry pick the
richer parts of town with a better
payer mix, they take the opposite
approach and go for areas with the
higher volume and where access is
a challenge. That’s because driving
volume is key.
“There’s a massive halo effect
that the system benefits from.
Just because someone is on
Medicaid, doesn’t mean their
whole family and all their friends
are. And when you take someone
in in an area where they didn’t
previously have healthcare and
do a good job, they’re going to
tell their friends and relatives and
HealthcareFinanceNews.com

you’ll benefit from that.”
Each micro-hospital will see
30 to 60 patients a day in the ED,
and some will be admitted for
short stays while others are transferred to a major system or facility. They encourage their joint
venture partners to incorporate
primary care in their micro-hospitals, as it helps the ED siphon
off non-emergency cases and
keeps costs lower for patients by
providing a lower-cost treatment
option where appropriate.
“Our strategy is when patients
present in the facility to get
them to the right setting at the
right cost.”

More face-time, less
burnout
The lower patient count and
smaller setting make micro-hospitals an attractive option for some
doctors too, according to 52 yearold James Nichols, medical director of Baylor Emergency Medical
Center in Aubrey, Texas, part of
the Dallas division of Emerus.
After years in traditional large
hospital settings seeing tens of
thousands of patients a year,
Nichols found him himself suffering from a serious case of burnout,
and looking for the door.
“You just lose your soul after
a while, especially in emergency
medicine. So the need to reconnect with people and actually be a
doctor and not just a technician is
what led me to where I am now.”
He said finding a place at a
smaller facility allowed him to
slow down and saved his career.
Now, even though he works
24-hour shifts and on his busiest
day might still see 40-50 patients,
the average is 30 a shift. He says
he gets more quality time with
patients, and feels like a better
doctor.
“I feel like I am actually contributing more to society in seeing
less patients. People remember
how you treat them and how
you make them feel more than
HealthcareFinanceNews.com

anything else.”
There is also less waiting time
for patients than in a larger hospital ED, Nichols said, which can
endanger patients in some cases.
He also says he doesn’t see, or have
to take part in, the tug-of-war
that often occurs in larger systems
between clinicians and administrators. There is more open communication and a far less adversarial
rapport between the two.

Boosting access to care
Three years ago, Dignity Health
took a serious look at microhospitals as a way to expand their
footprint without a significant
amount of capital or the longterm design and build process of a
larger facility. Now they have two
micro-hospitals in Arizona, and by
the end of 2017 will have four in
Nevada, a state long suffering from
poor access to care and a shortage
of doctors.
“As we looked at micros, we
said these can serve a very effective
purpose in underserved communities from an access to care perspective and reach a geography where
we have population accountability but we don’t have a physical
presence,” said Peggy Sanborn,
vice-president of strategic growth
for Dignity Health.
By stretching out into neighborhood hospitals, Dignity is reaching
into communities where patients
live and providing access to the
services they most frequently need.
The Dignity/Emerus design
generally involves a first floor
that is a hospital with 10 beds
per facility with some outpatient
capabilities, and then the 2nd
floor is ambulatory services like
primary care, some imaging, and
others. The goal is to create mini
neighborhood campuses, Sanborn
said, and find ways to create access
to care without overspending. In
other words, they aim to right-size
their investment to meet demand.
Each micro-hospital costs
roughly $25 to $50 million to

build, depending on the size of
facility and cost of land. With
joint ventures, no one entity is
responsible for all the capital.
“If you’re short on acute access
if you’re short on your geographic
presence to serve your population
around urgent or emergent services as it relates to access to care
you might look at this as a very
complementary strategy to your
existing footprint,” Sanborn said.
Both Probasco and Sanborn
said there is a learning curve
when it comes to the micro-hospital model. For starters, Sanborn
said it is crucial to make sure the
micro facilities are fully integrated into the larger system and
other assets. Patient experience
and quality need to be consistent
to ensure continued positive
brand recognition.
“That happens best when
everyone is well-connected and on
the same page.”
Probasco said their partners
can sometimes let their vision run
away with them, something he
calls “scope creep.” Keeping the
“micro” in micro hospital is key.
Also, another hypothetical challenge is regulatory. The certificate
of need process in most states is
usually a multi-year, highly difficult legal process, though those
states are mostly on East Coast.
And since it’s a state-based regulation, you’d have to fight the battle
in every state you expand to.
Still, he’d like to see them try and
be a part of fixing the critical access
hospital situation. He said so many
have closed, and their model would
be beneficial in rural settings.
Developing regional support
structure would be challenging,
but he would like to be part of
that solution.
“From the micro standpoint, the
cost to enter a market is a fraction
of a fraction of what it would be
to enter with a larger campus. The
way we structure our regions is
very capital efficient. It’s a lowcost entry to the market.”
September/October 2017 •
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MACRA tools can do the heavy lifting, but
preparation still required, experts say
From MGMA’s online forum to SA Ignite’s MACRA software, clinicians can set the groundwork,
ﬁnd success.

BY BETH JONES SANBORN,
MANAGING EDITOR

E
Data from an
EHR for ACI
and quality category
analysis. Photo
via SA Ignite
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ligible clinicians across the
country are in the midst of
their first performance year
under MACRA. Metrics reported
this year will tell the tale in 2019
as far as what kind of reimbursements, bonuses, or more forebodingly, penalties they will see.
Unfortunately, a number of
studies show clinicians aren’t
ready for MACRA. While some
are simply struggling to make
upgrades and changes that will
facilitate compliance, many are not
sufficiently familiar with the ins
and outs of the law and how it will
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impact them.
However there are tools, and
some accompanying best practices,
that can help providers get started
down the right path.
“CMS has special status information up on the QPP website
right now through what they are
calling a lookup tool,” said Jennifer McLaughlin, senior associate
director of government affairs for
the Medical Group Management
Association. “But, from what
we’ve seen when our members
go in and plug in their Medicare
identifier, if they do get a notice
that they do have a special status
saying that they are considered a
small practice in 2017, there’s not

been clear information for them
about what that means or how
that impacts their MIPS score or
what their requirements are.”
One issue McLaughlin stressed
is the need for CMS to make information on the Quality Payment
Program more organized and
accessible, instead of having busy
providers go to their website and
sift through numerous informational PDFs.
MGMA has an online forum to
help providers inform themselves
and share their experiences so that
they all can learn from each other’s
journeys with MACRA.
That kind of sharing is crucial
for those still trying to find their
way, perhaps sidestepping a few
“potholes” thanks to the experience of those who’ve already been
there or are better prepared.
“When groups are looking at
different options and different
measures that may apply, in 2017
they can only pick one measure
for quality, so they need to pick
one that allows them to reflect
the quality initiatives that they are
actually efforting at that time,”
McLaughlin said.
She also said to make sure you
have a thorough understanding of
what your practice’s eligibility is, and
that you are getting the most out of
the measures you choose to report.
“Look at return on investment in
your participation. Can you leverHealthcareFinanceNews.com

age any of the activities that you
may be doing in MIPS outside of
just the reporting program?”
Eligible clinicians can find a
useful springboard in the American Medical Association’s Payment Model Evaluator tool, which
can be used to assess readiness to
participate in MACRA as well
as which path within the QPP is
best, MIPS or APM.
Then, they can move on to
assessing the gaps in what they are
doing now in their practice and
what they need to do participate.
Many physicians who were not
participating in PQRS and meaningful use will have bigger gaps
than those who did participate.
“It will depend on the capabilities of the EHR in terms of
gathering data in a form that can
then be reported so assessing that
gap is key and that’s part of what
our tools do,” said AMA President
David Barbe.
Once done with the Payment
Model Evaluator, clinicians can
move on and seek deeper educational materials with the Steps
Forward practice transformation
series, a series of modules that
physicians can pick and choose
from according to which ones are
most relevant to them. Some help
physicians understand what the
options are for reporting on quality for their practice, and outline
issues physicians want to consider.
“Some modules help them
understand how to use their EHR
to help them report for MACRA,
both gathering and reporting the
data so it’s less labor intensive,”
Barbe said. “The modules are
somewhat interactive but mostly
informational. You work through
it and it helps you see what direction you need to go.”
SA Ignite got their start in the
meaningful use program. The
company watched as the legislaHealthcareFinanceNews.com

tion changed and got reissued
after feedback. Beth Houck, their
vice president of client services,
said they recognized early that the
simplification of the management
of the MU program was a big need
in the market. They created Meaningful Use Assistant, a tool they
call an “end-to-end” solution that
helps users navigate all aspects of
the program, from administrative
aspects to interpreting regulatory
aspects correctly.
“Our company was built on that
foundation of simplification and
deep regulatory knowledge to ensure
you’re taking the program from soup
to nuts and getting all the pieces of
it done correctly,” she said.
Houck said they did the same
thing for PQRS. Then QPP came
out, so their MACRA tool is a
natural extension of their products.
The tool is a web-based platform licensed on a per-clinician
basis. Typically the person buying
it is the person responsible for
managing their QPP participation.
First, there is data that needs to
be collected to start analysis and
assist the client in evaluating their
starting point. SA Ignite needs
their list of physicians and associated pins and data that their EHR
is producing for the ACI and quality categories. They carry a light
connection to the EHR to get
that data and the client provides a
physician list, Houck said.
All of that is loaded into a database, then they “ping” CMS, which
uses its lookup tool to determine
each clinician’s eligibility. This
enables the software to show them
what the score would be for each
clinician, and accordingly, what
the Medicare Part B expected incentive would be at the individual
level. The tool can also compare
that to the total PIN submission.
“All that info starts to underlie
all of the characteristics that need

to be in place so we know what
regulations to layer on top of that
provider’s profile or that pin’s
profile,” Houck said.
The individual scores versus
what you’d get for a group is also
automatically calculated. Moreover, the tool allows the process
to switch from calculating actual
performance scores to examining
analytics and enabling the client to
do more performance monitoring
as they go along.
“The software can send score
cards out to a designated person, which can inspire behavior
change,” Houck said.
The program comes with support services, including overall
guidance and quarterly check-ins
to make sure customers are using
the software and performing
processes correctly. The quarterly
check-ins are when they layer
in some higher order analytics
that can help tell customers how
they might have disproportionate
impact on their score overall.
However, before getting started
with any MACRA tool, Houck
listed some best practices. First is
form before function. Houck said
organizations need to recognize
that you can’t just buy a tool and
have everything start to work just
because of the tool. You need to
get a foundational organizational
structure in place first. Then the
tool can help enable information
transfer between all those different
areas and provide a foundation.
“So when you’re in your MACRA steering committee meeting
everybody knows you’re looking
at the same information from the
same place at the same time.”
She also said often the data will
expose organizational dysfunction.
“If the old PQRS is run by one
person and the MU manager is
someone else and they’ve never
met, you should start there.”
September/October 2017 •
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Providers weigh CMS special
status details as MACRA
reporting draws closer
The ﬁve categories of special statuses ultimately determine the requirements
you will have to comply with when you participate in MIPS, expert says.

BY BETH JONES SANBORN,
MANAGING EDITOR

W
Calculations that
determine
whether you
are a special
status
clinician are
based on
Medicare
Part B claims
data.
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hile the first year of
MACRA reporting is
already drawing to a close,
healthcare providers are weighing clarification on special status
groupings from the Centers for
Medicare and Medicaid Services
that affect how they report, or
whether they have to report at all.
The special statuses were intro-
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duced to give clinicians more flexibility in reporting and can mean
you have to do less reporting, can
avoid certain categories and/or
focus on others more suitable to
your capabilities.
There are five categories of special statuses and there’s a lot of nuance there, but essentially the special
statuses are about what the ultimate
requirements are going to be for you
when you participate in MIPS, said
Ye Hoffman, research consultant for

the Advisory Board. Calculations
that determine whether you are a
special status clinician are based on
Medicare Part B claims data.
The categories include: small
practices, which are groups with
15 or fewer clinicians; non-patient
facing, which is where the clinician has 100 or fewer Medicare
Part B patient-facing encounters
during the non-patient facing
determination period; Health
Professional Shortage Areas, or
HPSA clinicians; Rural status,
which includes practices in zip
codes with the rural designation;
and hospital-based clinicians who
render 75 percent of their covered
services in the inpatient hospital,
on-campus outpatient hospital
or emergency department setting
during the determination period.
Special status also confirms who
the hospital-based providers are
that don’t have to report on the
meaningful use category for MIPS,
Hoffman said, because from the
MIPS perspective CMS acknowledges that MIPS and MU-like
measures in MIPS are mostly applicable to ambulatory providers.
Say you’re a hospital based in
MIPS. CMS may say that the
ACI category is not applicable to

HealthcareFinanceNews.com

you so you don’t have to report
those measures. However, it is
important to remember that it has
nothing to do with whether your
hospital reports meaningful use.
One area where Hoffman said
providers are looking for more
from CMS is educating beyond
the initial determination of special
status. She said their members are
seeking more information on how
providers apply their special status
to their MIPS reporting strategy.
“It does take a certain level of
expertise in what the requirements
are in order to translate that into
something actionable, so just
knowing that you are a special
status doesn’t lead you to understand how it affects your MIPS
reporting. That’s the type of
education that we encourage and
expect to see more of as CMS gets
questions from providers.”
Jennifer McLaughlin, senior

associate director of government
affairs at the Medical Group
Management Association agreed,
saying their calculation tool needs
to take things a step further.
“From what we’ve seen when our
members go in and plug in their
Medicare identifier, if they do get
a notice that they do have a special
status saying that they are considered a small practice in 2017, there’s
not been clear information for them
about what that means or how that
impacts their MIPS score or what
their requirements are.”
To navigate the process successfully, Hoffman made a few
suggestions. Most important is to
understand the MIPS requirements.
It is a transition year, so the requirements are flexible and it’s pretty easy
to avoid the future penalties.
“We encourage providers to hit
the ground running. Use this year as
a learning year and ask questions.”

Also, the 2018 proposal is out
there and open for public comment so for any policies that are
unclear, it is important to submit
comment and ask for clarification.
Start with CMS’s Quality Payment Program website, which has
valuable educational materials in
formats like web conferences and
fact sheets. You can also email or
call the QPP help desk. Figure out
if you are eligible or have to participate at all, and then that’s when
special status comes in. Along with
that, you need to determine if you
are going to participate in MIPS as
an individual or as a group.
“For most reporting mechanisms you don’t have to report a
full year of data. So if you were
waiting for this info before starting to nail down your strategy
then you’ve got the rest of the year
to look at your data and input this
data into your calculations.”

It does take
a certain
level of
expertise in
what the requirements
are in order
to translate
that into
something
actionable, so just
knowing
that you are
a special
status
doesn’t
lead you
to understand how
it affects
your MIPS
reporting.”
– YE
HOFFMAN

OCTOBER 23-24
Boston

Healthcare is undergoing a massive transformation: Reimbursement is shrinking,
providers are taking on more risk, and patients are more engaged than ever.
The survivors of this transformation will be organizations with the ability to use
analytics to transform data.

The HIMSS Big Data & Healthcare Analytics Forum brings together the nation’s leading
experts to help tackle some of the toughest data challenges.
Meet our speakers! Register today at bigdatahitforum.com/boston/2017 | #PutData2Work

HealthcareFinanceNews.com

September/October 2017 •

HEALTHCARE FINANCE

57

REIMBURSEMENT

MACRA 2018 revisions meet
with broad support but
groups call for ﬁne tuning
Organizations say reducing the reporting burden on clinicians and increasing ﬂexibility is making the broad changes more manageable.

BY BETH JONES SANBORN,
MANAGING EDITOR

For 2018,
clinicians who
treat fewer than
200 Medicare Part
B beneficiaries
or bill less than
$90,000 in Part B
allowed charges
will be exempt
from having to
participate in the
Merit-based Incentive Payment
System.
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he proposed revisions to the
2018 are out, and as with the
debut of the law itself, most
groups are happy to see MACRA
legislation move forward. In the
latest round of comments, organizations expressed their appreciation for the overall shift towards
reducing the reporting burden on
clinicians and increasing flexibility
within various aspects of the new
rule, including the revised lowvolume threshold for clinicians
who treat fewer Medicare patients,
the implementation of the facility-
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based measurement option and
flexibility that allows clinicians to
use 2014 or 2015 edition EHRs
for the 2018 performance year.

The new low-volume
threshold
For 2018, clinicians who treat
fewer than 200 Medicare Part
B beneficiaries or bill less than
$90,000 in Part B allowed charges
will be exempt from having to
participate in the Merit-based
Incentive Payment System. It’s an
increase of $60,000 in allowable
charges and a doubling in the number of Medicare beneficiaries over
the threshold for 2017 reporting.
The adjustment opens the door for

many more clinicians to be exempt
from MIPS participation and it’s
pretty close to the top of many
groups lists of things they were
happy to see proposed for 2018.
The American Hospital Association said the new threshold
would provide needed relief and
additional time for small and rural
providers to transition into MIPS
for small and rural providers.
The American Medical Association also voiced support for the
change, and stressed that CMS
should notify ECs as soon as possible whether they qualify for the
exemption. The Medical Group
Management Association wants
to see the proposal finalized and
want to see it refined even further.
“CMS should mirror its own
policy for non-patient facing eligible clinicians (ECs) and scale the
low-volume threshold to the group
practice level, exempting a group
from MIPS if 75 percent or more
of its ECs individually fall below
the low-volume threshold or the
group’s average Medicare allowed
charges or Medicare patient population falls below the threshold.”

The facility-based measurement option
New for 2018, this option will
allow a facility-based clinician for
whom 75 percent of their professional services are rendered in
an inpatient hospital setting or
emergency department to submit
their facility’s inpatient value-based
purchasing score to better calculate
an individual score for the cost and
quality categories of MIPS.
The AHA applauded the option and expressed support for
“nearly all” of the new policy,
saying it will help clinicians and
hospitals streamline processes and
cut down on the data collection
burden. However, the group asked
CMS to provide even more flexibility for group practices, help
hospitals to work with the cliniHealthcareFinanceNews.com

cians who choose the option, and
consider opening the option up to
more facility types in the future.
The AMA also supported the
policy, but asked that CMS reduce
the 30 percent floor in the quality
category to “better align program
requirements for both facility and
non-facility physicians.”

CEHRT Flexibility
The provision that eligible
clinicians can use 2014 or 2015
certified EHR technology met
with widespread support. MGMA
wants to see the policy finalized
and extended through 2020.
The American Academy of Family Physicians also trumpeted support
for this, especially in light of the
plight of small practices who have
limited resources, both financial and
staff, for MACRA implementation.
“Some noted switching to 2015
edition CEHRT is cost prohibitive
for small practices. It is noted that
ONC is working with health IT
developers to analyze and monitor
the status of developer readiness for
2015 edition CEHRT. While several analyses indicated progress was
on track, both stakeholder feedback
and market trend factor analysis
strongly indicated a slower, more
measured approach is required,” the
AAFP said in its official comments.
Along with their stated support for the CEHRT flexibility,
the AMA urged CMS to look
at related improvements within
the ACI category, including the
addition of flexibility within the
base score, reducing information
blocking attestation requirements
and making it possible for physicians to score ACI credit by using
CEHRT to participate in a Qualified Clinical Data Registry.

Reporting periods and
other fine tuning
While the AHA professed appreciation for the proposals for
additional flexibility, including a
HealthcareFinanceNews.com

90-day reporting period for the
ACI category in 2018 and 2019,
they also want CMS to retain
a continuous 90-day reporting
period for the quality category in
2018, rather than requiring a full
year of data as proposed.
The group agreed a longer data
collection period could produce
more reliable performance data, but
stressed that during the transition
into MACRA, clinicians should
have the “utmost flexibility.” They
are also calling for a 90-day reporting period for 2019.
“We are concerned that a
requirement to report a full year of
data might make it more likely for
clinicians to experience a penalty.
Retaining the 90-day reporting period adopted for CY 2017
would afford additional time to
plan and prepare for data collection. Furthermore, this approach
would not preclude those clinicians that are prepared to submit a
full year of data to do so.”
The AMA also expressed
concern over the proposed full
calendar year of reporting, echoing
the notion that it would mean
significant administrative burden.
Having different reporting periods
for different categories was also a
sticking point for the group, saying
it adds complexity and confusion
to a law that already is weighing
on providers who must comply.
Right now, the proposal states
that quality and cost categories
require a full year of reporting
while the improvement activities
and advancing care information
categories allow 90 days.
The AMA is asking CMS maintain a permanent 90-day reporting
period for the ACI category. “Our
members have expressed a desire
for both simplicity and stability in
the QPP. We also want to encourage physicians to focus on the use
of their health IT tools rather than
solely reporting on measures. A
shorter reporting period enables

physicians to adopt innovative uses
of technology and permits flexibility to test new health IT solutions.”
The AAFP is also on board
with sticking with a shorter
reporting period, saying in their
official comments that they are
concerned that CMS should not
require a full year of quality reporting for the 2018 performance
year. “We encourage CMS to
continue to allow 90-day reporting
periods for the quality, ACI, and
improvement activities performance categories in the MIPS
2018 performance period.”
MGMA is also looking for a
permanent reporting period for the
quality and ACI reporting periods
of any 90 consecutive days “using
sampling and attestation methodologies that ensure statistical
validity.” They said doing so would
yield a number of improvements,
especially reducing the reporting burden for participating ECs.
They also recommended aligning
the reporting period across MIPS
categories, and shrinking the
problematic two-year lag between
performance and payment.
“Establishing a 90-day reporting
floor would also give CMS an opportunity to set benchmarks based on
more current data, rather than from
four years prior to the payment year.”

Reweighting the
cost category
Weighting of the QPP performance
categories is a multifaceted issue, as
some categories may present more
challenges than others when it comes
to measuring and reporting. The
cost category seems to be one that
has drawn ire from several groups
who think it should not weigh into
the final MIPS score at all. The
AMA voiced strong support for
CMS’ proposal to maintain the cost
category weight at zero for the 2018
performance period, saying they
believe CMS needs additional time to
“develop, test, and refine new episodeSeptember/October 2017 •

We are concerned that a
requirement
to report a full
year of data
might make
it more likely
for clinicians
to experience
a penalty.
Retaining the
90-day reporting period
adopted for
CY 2017 would
afford additional time to
plan and prepare for data
collection. ”
– AMERICAN
HOSPITAL
ASSOCIATION
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REIMBURSEMENT
MACRA 2018 revisions meet with
broad support but groups call
for ﬁne tuning (con’t)
based cost measures before including
them in the MIPS program.”
The AAFP and MGMA also
want to see the cost category
weighted at zero. “We strongly
urge CMS to continue a gradual
introduction of cost into the
MIPS final score and increase it
to 10 percent beginning with the
2019 performance period.”
MGMA said they want the
cost category weighted at zero
until “CMS has extensively
tested the new episode-based
measures, reformed the patient
attribution methodology, and
implemented key aspects of
this category, including patient
relationship codes and risk adjustment recommendations from
a forthcoming congressionallymandated report.”

Other standout concerns
MGMA is calling for quarterly
feedback from CMS for MACRA
participants such that adjustments that could positively impact
performance can be made more
often throughout the year. The lack
of real-time or actionable feedback
is a significant concern, said Jennifer McLaughlin, senior associate
director of government affairs for
MGMA. She said congress recommended feedback on quarterly
basis, but right now it is slated to
happen annually.
“They are already looking at
2018 and have no indication from
CMS on how this is all really working. There is a disconnect between
what groups are reporting and lack
of feedback. It positions this as
more of a compliance program than
a quality program,” she said.
Also, the AAFP reiterated their
“steadfast opposition” to the entire
MIPS APM category, saying the
category was created outside of
the statutory requirements and

introduces unneeded complexity to
an already complex program. They
argued that eligible clinicians might
intentionally remain in MIPS
APMs, given the scoring advantage they have been given, instead
of progressing towards advanced
APMs.
“We urge CMS to closely
monitor participants who may be
intentionally avoiding the progression to AAPMs,” they said.
They also slammed a proposal
for 2018 that would allow doctors to submit data for measures
through multiple submission
mechanisms within a single MIPS
category, as this too would add
complexity for the participant, even
under the guise of yielding a better
score, and would also complicate
the processing of MIPS data.
“CMS should consider withholding this portion of the proposed
rule until they can demonstrate
the ability to receive data and send
feedback in a timely and accurate
fashion,” the AAFP said.
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WORKFORCE

Hospitals weigh primary care C-suite
roles to bridge gaps in care, improve
quality
Chief primary care medical oﬃcers would split time between outpatient clinic setting, hospital clinician work, and administration.

BY BETH JONES SANBORN,
MANAGING EDITOR

The success of the
role could be
measured
through
metrics
such as
reduced
readmissions and
shortened
hospital
stays.
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W

hile hospitalists make up
the fastest growing subspecialty positions in U.S.
hospitals, issues with continuity of
care across the spectrum is leading
the American Academy of Family Physicians to envision a new
executive position to fill the gaps.
A proposal written by two physicians published in the Annals of
Family Medicine suggests creating
an “executive-level physician”

• September/October 2017

charged with creating, implementing and managing primary care
connections across the hospital system. The role would be known as
chief primary care medical officer,
and the authors proposed that the
role be filled by a primary care physician who would work 25 percent
of the time in an outpatient clinic
setting, another 25 percent as a
hospital clinician, and the remaining 50 percent in administration at
the hospital leadership level.
Some of the methods a CPCMO
might employ would include keep-

ing inpatient and outpatient care
teams connected, increasing communication and growing primary
care’s role in acute-care settings.
Funding for the position, the
authors said, could come from savings realized through greater value.
Meanwhile, the success of the
role could be measured through
metrics such as reduced readmissions and shortened hospital stays.
They proposed that the role would
help cut costs and improve care by
addressing the gaps in the system
that often trigger readmission.
“Under the current system, for
example, details about a hospital visit might not be sent to a
patient’s primary care physician,
or a patient might not even have
a primary care physician,” the
authors said.
Consider one scenario: A
patient recovering from a hip
fracture has their discharge to a
skilled nursing facility prolonged
because her primary care physician
recently retired.
“A CPCMO would connect the
patient with a primary care physician, supervise the referral to the
skilled nursing facility and confirm
that the patient schedules an
initial primary care appointment,”
authors said.
HealthcareFinanceNews.com
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Shift in physician workforce
towards specialists fuels
primary care shortage
Areas with more primary care physicians have lower spending per beneﬁciary, better care, patient satisfaction and lower death rates, authors say.

BY BETH JONES SANBORN,
MANAGING EDITOR

While the
number of
primary care
jobs rose by
roughly eight
percent, the
number of
specialist
jobs increased six
times faster.
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T

he composition of the
healthcare workforce is
shifting towards specialty
physicians while primary care
growth has gone flat, and according to a Health Affairs blog post,
this trend could mean healthcare
spending goes up not down.
Labor represents more than
half of health care costs, and
clinical workforce is a major
driver of use and pricing, authors
wrote. There is plenty of support establishing a link between
primary care-centered health
systems and lower spending.
Specifically, areas with more primary care physicians have lower

• September/October 2017

spending per beneficiary, better
care and patient satisfaction and
lower death rates.
“Given this, many existing payment reform strategies
prioritize primary care, and the
success of these reforms will
require a vibrant--and likely
growing--primary care workforce,” the authors wrote.
Health Affairs delved into
the Bureau of Labor Statistics’
Occupational Employment Statistics files between 2005 and
2015, focusing their analysis
on to ambulatory health care
services, hospitals, and nursing
and residential care facilities. There was an overall net
increase of 2.6 million jobs over
this period, six percent of them

being physicians. While the
number of primary care jobs
rose by roughly eight percent,
the number of specialist jobs
increased six times faster. Also,
the overall share of the physician workforce constituted by
primary care fell from 44 to 37
percent, the blog said.
These trends raise concerns
for access to care and spending.
While in theory, the presence of
more specialists in a given market
could give way to more competition, lower prices and spending
and better outcomes, public payer
fees are set administratively and
not necessarily susceptible to
competition. Hospital/physician
integration, patient preference
could also hinder competition.
The trend of more specialists working in health systems
that charge facility fees on top
of already expensive prices
for care, and the notoriously
large salaries specialists make
will also likely drive spending
upward, authors said.
In light of the aforementioned
belief that the strong presence of primary care providers
reduces healthcare spending, the
workforce trends may be cause
for concern. Moreover, they add
urgency to previous recommendations from various agencies
aimed at bolstering primary
care, like MedPac’s suggestion
that the Medicare fee schedule
be altered to reflect the value of
primary care and close disparities in the fee schedule that
overcompensate certain specialists. HRSA has recommended
in the past the medical school
funding be funneled toward
students who will work in family
medicine and other categories.
“If we are to bend the cost
curve, we likely need to move
more aggressively on fee schedule changes, payment reform,
and workforce policies,” the
authors said.
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