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A Message from the Chapter President…..
Just about a month and a half ago, I was inducted as President of HFMA-SC Chapter for 20112012. It’s been a long and great journey for me to get to this important part of my HFMA career. I
consider it such an honor - and a privilege - to serve as your President, and I certainly pledge to
uphold this role and office to the highest degree!

This year’s theme for National HFMA and all Chapters is “Believe to Achieve”. With a great list of
Ronnie Hyatt

Officers to work side-by-side with me, and an outstanding roster of Board and Committee Chars and

volunteers, I do Believe we will Achieve much during this Chapter year. We have a strong challenge ahead of us, with lofty
goals set forth in our Chapter Balanced Scorecard, but I know we and our Membership will meet those challenges.

After coming off a great AI in Myrtle Beach recently, and with Committee Meetings in Columbia on July 28th, we are able to
continue our planning for this Chapter year – one of growth in education and education hours, maintaining and growing
our Membership count, continued excellence in Certification, and achieving other CBSC Goals. Additionally, we are
planning an outstanding Fall Institute in Greenville, SC (my
hometown!) on October 19th-21st, and you do not want to
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Former Big 4 clients lean on Dixon Hughes Goodman
CPAs and advisors for deep industry and subject-matter
experience, plus a hands-on style that beats service
expectations.

muscle

1700+
11
14th
1

People
States and District of Columbia
Largest Healthcare Management Consulting Firm
Go-To Relationship Partner

+ efficiency

CPAs and Advisors throughout the South and Mid-Atlantic | dhgllp.com/healthcare
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2011 ANI Keynote Speaker Shares 5 Principles
for Managing Change
How can healthcare finance professionals help their teams
reach their greatest potential during a period of great
change, fear, and stress throughout the industry? Mark
Thompson, former chief customer experience officer for
Schwab, shared five principles for managing change
during a keynote presentation Wednesday morning at
HFMA’s ANIANI: The Healthcare Finance Conference in
Orlando.

The five principles of managing change, which Thompson
illustrated with videos featuring anecdotes from HFMA
board members and leaders, are the following:

ANI Keynote Presenter
Mark Thompson

“Why are all of you here today? Why are you all in this
profession? I think it’s because you’re passionate,”
Thompson, author of Success Built to Last and Now. . .
Build a Great Business, told healthcare finance
professionals at the conference.
Healthcare finance professionals who attended ANI have
the capacity to make a difference in transforming our
nation’s healthcare delivery system because they have
passion for what they do and are willing to stand for
change, Thompson told the audience.
He told of the time when he was in high school, his
parents had divorce, his older brother was having grandmal seizures and had not yet found the appropriate care,
and his mother feared the family would lose their home.
Thompson and his sister found part-time jobs to help pay
the rent at the same time that his brother found a clinic
that could treat him. Thompson spent the next several
years scrubbing toilets, but “I was so proud, because I
could make a difference,” he says. “I could make a change
against all odds.
“How many of you feel that conviction?” Thompson asked
ANI attendees.
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•

Defining reality, defined as facing the brutal truth—
and making a difference. Debi Kuchka-Craig, 201011 chair for HFMA, said the first steps to defining
reality are to embrace change, “not to just hope that
it goes away,” and “to recognize that while we might
be doing the same thing for a long time, it may not
be the best way.”

•

Build buy-in. “Have we gone back to our
organization’s and found purpose and meaning” in
people’s objectives and their mission, Thompson
asked ANI attendees. “I think we all have a greater
sense of ownership if we’re able to participate (in
change) in some way,” said Steve Rose, HFMA
secretary/treasurer.

•

Mentorship. “All of us here are mentors,” Thompson
told ANI attendees. “people are looking at us under
magnifying glasses, looking for exceptions.”

•

Building trust through competency and empathy.
Ralph Lawson, chair-elect for HFMA, says the change
that is taking place throughout the healthcare
industry is accelerating. Our society has spoken,
Lawson said: People do not want to continue to pay
as much as they’ve been expected to pay for
healthcare services; they want greater value. “I think
this industry has done a terrible job of defining and
communicating value,” Lawson says. Communicating
the need for improved value to employees on the
front lines is critical: Healthcare professionals “will
begin that process of innovation, but they have to
understand why it’s important,” Lawson says.

•

Define value. “Never assume we know somebody
else’s definition of success,” Thompson says. The
three fundamentals of success that drive high
achievers are purpose, performance, and passion, he
says.

Medicare's Future
Reprinted with permission from HFM Magazine

What will the Medicare program look like in
five or 10 years?

markets. The approach relies on the markets to solve the
problem without the heavy hand of government
intervention. But a significant portion of our current
overall healthcare coverage is provided by private health
insurance, and there has been no evidence that private
plans contain costs any better than the government. In
fact, per capita spending for Medicare’s private insurance
alternative, Medicare Advantage, is actually higher than
per capita spending for Medicare’s fee-for-service plan.

The answer to this question will
have a profound impact on our
nation’s seniors, as well as the
fiscal solvency of the federal
government. In the past, Congress
has only tinkered with the
program, recognizing the political
fallout of a drastic overhaul.

Finally, neither approach addresses adequately the issues
of administrative costs. Without some provisions to
reduce regulatory burden, providers, payers, and
purchasers will continue to incur significant costs of
compliance with government regulations—a problem that
would not be solved by shifting Medicare to perhaps
hundreds of private payers, with their own payment and
billing requirements.

This point may have been
Richard L. Clarke,
evidenced by the election of
DHA, FHFMA
Democrat Kathy Hochul over
Republican Jane Corwin in a recent New York
congressional district election. Political pundits debate the
meaning of this election, but Medicare reform, as
espoused by Rep. Paul Ryan’s (R-Wis.) private insurance
premium support model, was at the center of the election
debate.

The solution is neither a government-run nor a privatized
approach. Rather, the solution lies in a private-public
partnership that focuses on shifting payment systems from
a fragmented hodge-podge that misaligns incentives and
adds layers of administrative costs to one that is valuebased. If private and government payers worked together
to design systems that would standardize payment and
shift to a value-based system, the current cycle of cost
shifting and rewarding for volume would be ended or at
least curtailed. Medicare’s future is too important to leave
to politicians or markets to solve. The key is to solve the
root cause of excess Medicare and the overall healthcare
spending and administrative costs. Reforming payment
through a private-public partnership would be a good step
in that direction.

The Democrats’ approach to solving this problem is
outlined in the Affordable Care Act (ACA). Savings are
achieved primarily by payment reductions, healthcare
coverage expansion, and a variety of payment and other
pilots to demonstrate potential new care delivery models.
Although ACA was scored as helping the federal budget
deficit, it is not expected to bend the overall healthcare
cost curve and may cause expenditures to be even higher.
Typical of government, the regulations surrounding the
provisions of ACA are massive and convoluted. The
Shared Savings Program/ACO proposed rules are a prime
example.
The Republican approach is to shift the current
government-run Medicare program to a definedcontribution plan of premium support and private
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Make your chapter
work by working
for your chapter

Become a
Volunteer!
www.schfma.org

Have something to
contribute to the
Palmetto State News?

TRUST.
VALUE.

An article, a story about
a fellow member, pictures?
Your submission is encouraged.
Send your article to the
Palmetto State News Editor at
jay.rickman@amcolsystems.com

CHOICES.
SouthCarolinaBlues.com

BlueCross BlueShield of South Carolina is an independent
licensee of the Blue Cross and Blue Shield Association.
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HFMA Annual National Institute
By Ken Scheller, Immediate Past President, SC HFMA
The Annual Chapter President’s Dinner Meeting and Awards recognizes
accomplishments of all chapters. On June 28, 2011, I had the honor of
accepting awards on behalf of the South Carolina Chapter at the HFMA
2011 ANI in Orlando, FL. I was joined by Ronnie Hyatt and Jay Rickman,
Jr.
The South Carolina Chapter received the following awards:
•

John M. Stagl Silver Award of Excellence for Education

•

Bronze Award of Excellence for Membership Growth and Retention

•

Helen M. Yerger Single Chapter Entry for Improvement – Going Green
at the Mini-LTC

•

Helen M. Yerger Single Chapter Entry for Improvement – Chapter Awards and CRCA Graduation
On June 28, 2011, I had th
Combination

•

Helen M. Yerger Single ChapterI Entry
Member
Carolina
HFMA Chapter
was for
joined
byCommunications
Ronnie Hyatt– South
and Jay
Rickman,
Jr.
Web Site Enhancements

•

Helen M. Yerger Multi Chapter Entry by Alabama Chapter, Florida Chapter, Georgia Chapter, South
Carolina Chapter, Tennessee Chapter for Collaboration – Community Service Project

•

Helen M. Yerger Multi Chapter Entry by Alabama Chapter, Florida Chapter, Georgia Chapter, South
Carolina Chapter, Tennessee Chapter for Education – Region 5 Dixie Institute

a

The South Carolina Chapter and Region V were recognized for our outstanding accomplishments in 20102011. Thank you to everyone for your efforts and service during the 2010-2011 chapter year.
It has truly been an honor serving as your chapter President during the 2010-2011 chapter year. Again, thank
you to everyone for Stepping Up!
Ken

•

HFMA, South Carolina Chapter

Our Vision: The South Carolina Chapter of the Healthcare Financial Management Association
will continue to be the leading professional resource for individuals seeking
excellence
the
Thank
you toineveryone
for
area of financial management of integrated health systems and other healthcare
d
organizations.

Again, thank you to everyone for Stepping Up
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WHAT IS ICD-10?
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ICD-10-CM is the United States’ clinical modification of the World Health Organization’s ICD-10 system.
The system has been expanded to include more health-related conditions and greater specificity. Per the
Department of Health and Human Services, the compliance date for implementation of ICD-10-CM and
ICD-10-PCS (“ICD-10”) is October 1, 2013. Table 1 illustrates the ICD-10 implementation preparedness
timeline.
TABLE 1 – ICD-10 IMPLEMENTATION TIMELINE

CMS’s annual estimated costs in millions of dollars over seven years for ICD-10 implementation includes
system changes from 2011-2017, productivity losses from 2014-2017, and training costs from 20132017. The annual estimated costs over seven years range from $49 million to $1.2 billion, totaling
These
costs include
approximately $2.97 billion dollars as shown in Table 2. These costs include estimated
productivity
These costs include
e
losses from improper and returned claims of $543 million. One organizational goal should be to O
e
O
avoid
losses associated with improper and returned claims.

a

s

e

.

TABLE 2 – CMS’S ANNUAL ESTIMATED COSTS OVER 7 YEARS FOR ICD
D-- 1 0 ( I N
MILLIONS)

TRANSITION PLANNING
While the implementation of ICD-10-CM/PCS (“ICD-10”) is still a little more than two years away, the
n
r
need for transition planning has begun.11All entities covered by the Health Insurance Portability
n and
r
Accountability Act (“HIPAA”) that submit claims for services provided on or after October 1, 2013 must
t and inpatient procedures.
t
use ICD-10y codes for medical diagnosis
Otherwise, claims andpother
y
t
t
p
transactions may be rejected, requiring re-submission with ICD-10 codes. Since lack of compliance
may result in delays and impact reimbursements, it is critical to prepare in advance for the change
to ICD-10.
Pand
Key preparation activities will include: the assessment of current physician documentation patternsP
the ICD-9-CM (“ICD-9”) coding thereof, in comparison to the documentation requirements necessary for
the same endeavor in ICD-10; analysis of current operational processes; staffing requirements and
systems that will be impacted; and the determination of the financial impact by this transition. As Table

9

ICD-10
3 illustrates, the impact of ICD-10 on organizations goes beyond a process change within Healthcare
iInformation Management. ICD-10 implementation impacts every facet of the revenue cycle while also
affecting other seemingly unrelated areas such as decision support reporting.
T A B L E 3 – T H E I M P A C T O F I C DD-10

WHAT’S NEXT?
Organizations must determine areas of risk and opportunity throughout the organization’s revenue cycle
from preadmission to remittance, and, if applicable, expand into other areas such as the physician office,
skilled nursing and Long-Term Acute Care (“LTAC”) processes and documentation. Consideration of the
entire patient continuum is vital in preparing for the necessary changes. The goal of an assessment is to
limit the impact of ICD-10 implementation on the organization’s revenue cycle.
Key components of the assessment would include:
• Determination of the current state of ICD-10 preparedness including the organization’s team structure
and awareness including, if desired, a comprehensive systems audit for ICD-10 compatibility;
• Assessment and mapping of current data process flow including identifying where ICD-9 coded data is
stored, captured and transmitted through the revenue cycle from preadmission information to
remittance;
• Review of outside vendor readiness, to include discussions surrounding the ICD-9 to ICD-10
transition period;
• Analysis of current ICD-9 data to ICD-10 crosswalk based on available documentation utilizing the
organization’s computer assisted coding and coding professional technical review in follow up;
• Determination of areas of physician documentation opportunities for improvement; and,
• Identification of staffing strengths and weaknesses in the areas of revenue cycle most impacted by the
flow of ICD-10 information including preadmission, patient access, case management, health
information management and patient accounting.
During the analysis, the organization should consider technical issues such as a productivity impact with
coding professionals using comparative information categorized by case complexity and identification of
the number of ICD-10 diagnosis. In addition, the organization may wish to perform a procedural code
analysis that compares ICD-9 codes assigned compared to ICD-10 for deficiencies by physician and
service type.
Table 4 shows a possible project timeline.
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TABLE 4 – ANTICIPATED PROJECT TIMELINE

CONCLUSION
With proper preparation, organizations can avoid loses or cash collection delays during ICD-10
implementation due to improper and returned claims. By approaching the conversion from an
organizational perspective, as opposed to solely from an health information management perspective,
allows organizations to address the associated impact to physicians, operations, and information
technology.
For more information Contact Jonathan Skaggs with Pershing Yoakley & Associates at (678) 441-0645
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6\VWHPV&RQYHUVLRQa$5&OHDQ8S3URMHFWV
3D\PHQW3ODQ0DQDJHPHQW0RGXOH

(VWHOOH:HOWH6HQLRU9LFH3UHVLGHQW
9HUR%HDFK)/

&HOHEUDWLQJ<HDUVRI6HUYLFH_+HDOWKFDUH([FOXVLYH_1DWLRQDO&OLHQW%DVH
$OOSDWLHQWFRQWDFWDQGZRUNSHUIRUPHGZLWKLQWKH8QLWHG6WDWHV
ȋʹȌͷͷͻǦͺͺʹ
 ǡ Ǥ
̷Ǥ 

11

Be sure to register for

The Fall
Institute
October 19th - 21st

Hyatt Regency
in beautiful downtown Greenville, SC
Make your hotel reservations today by calling 888.421.1442
Mention SCHFMA to receive the special group rate.

Details in your mailbox soon!
12

Attention
Providers
Be sure to locate your business partner on the back page
of the Palmetto State News and let them know you
appreciate their sponsorship!
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July 28th Columbia, SC
During Thursday’s chapter Committee Meetings and Program Planning events held at the Embassy Suites
members met to plan and get busy with the various committee responsibilities. The chapter looks forward to
your involvement, too!

CRCA Committee

Membership Committee

Program Committee
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Can External Call Centers Benefit
Hospital’s Access Departments?
Written by: Steve Chrapla, Director 3rd Party Solutions
Avadyne Health
schrapla@avadynehealth.com
discussing financial responsibilities. The process requires
accessibility for patients that volumes often create cost
efficiency challenges. Staff interpersonal skills are essential
to successful patient interactions but often not available or
developed with access department personnel. The latest
technologies are often cost prohibitive or even beyond the
resource capabilities usually found in Access Departments.

Healthcare reform places additional challenges at the door
of providers. The Patient Protection and Affordable Care
Act, as it is currently written, establishes compliance
requirements related to financial screening impacting
patient billing and potential financial assistance. Experts
have professed that such screenings, to meet these
requirements, need to be done on the front end of the
revenue cycle. This will place additional responsibilities
and challenges on our Access areas.

Some of the functions within Patient Access that would
benefit from a call center operation would include;
• Patient Scheduling
• Medical necessity screening
• Pre-registration
• Pre-certification of services
• Eligibility and benefits verification
• Financial screening and counseling
• Pre-service collections

Providers will need to find ways to be more efficient and
provide quality service for less cost. In addition there is,
for lack of a better phrase, the “consumerism impact” on
healthcare delivery that is requiring providers to take a
more patient centric approach. This means enhancing the
patient’s overall experience and increasing the level of
satisfaction the patient has with their healthcare provider.
These tasks will require the complete involvement and
cooperation of all clinical and administrative departments
within a healthcare organization.

These pre-access functions can have a significant financial
impact on a facility and just controlling denied claims can
increase net revenues by over 2%. The reduction in rework within the business office can also be impacted by
over 60%.

For the Patient Access Departments, their primary
objectives will need to include;
• A more patient centric approach to all interactions
• Increased patient’s satisfaction with the provider
• Reduction of net operating expenses
• Increased level of financial and clinical screening
• Established clear financial and clinical expectations for
the patients
• Reduced level of re-work in post-treatment revenue
cycle functions
• Reduced payer denials
• Increased cash collections

A properly structured call center operation can provide
the following benefits;
• Increased patient and physician satisfaction
• Standardized processes for all service areas and
locations
• Timely efficient scheduling
• Expedited registration
• Improved financial metrics/lower costs and increased
reimbursements
• Reduction in payer denials
• Expanded hours of operations
• Skilled staff specialized in patient communications
• Financial counseling specialists
• Staffing complement with cross training to meet
variable volume demands
• Technology including IVR’s, call recording and
predictive dialing
• Presumptive charity screening technology with hospital
specific criteria
• Management knowledgeable in high-volume call
operations

Is it time we re-think how Access departments have
approached work flow and process?
Revenue Cycle executives have long discovered the
benefits of critical outsourced functions used in the back
end of the Revenue Cycle. Can some of these resources
serve the Access areas? Consider external call center
operations a resource in achieving the objectives facing the
Access Departments.
Current pre-access processes require extensive telephone
interactions that while are often redundant, require staff
with specific communication skills with expertise in
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them. All important points to consider as you develop the
project plan for such a venture.

As with the development of any operational process the
identification and monitoring of key metrics is critical.
Here are some best practices and metrics an effective preaccess call center would achieve.

Begin with by performing an analysis of your current
operations and determine the current and future financial
impact you are experiencing. A GAP analysis will allow
you to identify the potential of your Access Departments
as well as impact of future revenues as the result of
enhanced patient experiences. Process design with key
stakeholders will be important to achieve buy-in and
ensure the most appropriate processes are being
developed. Develop implementation plans and always
over communicate to minimize misinformation. It is also
important to indentify your external partner and bring
them into the planning process as early as possible. This
ensures a high commitment level and the development of
a true “partnership environment.”

Scheduling
• 100% of non-emergent patients are scheduled
• All cases are scheduled at a minimum of 12 hours
preferably more, in advance of service
• All surgeries are verified against inpatient only list
• Collection of all information prior to surgery in
accordance with clinical criteria
• Medical necessity is validated to prevent ABN’s
• “OK to delay” criteria is established with physicians
Re-Registration
• 95% of all scheduled patients are pre-registered
• 100% of all pre-registered patients have insurance
eligibility and benefits verified
• Identify specific service lines requiring verbal
verification beyond electronic verification and obtain
100%
• 100% pre-certification on all required patients
• 98% Patient demographic data quality

Access Departments like all operational areas within
hospitals will need to consider solutions to challenges that
may differ from approaches in the past.
Steve Chrapla, Director of 3rd Party Solutions for Avadyne
Health and a member of the First Illinois HFMA Chapter,
can be reached at (847) 395-7655.

Patient/Guarantor Communications
• All non-covered services are explained to 100% of
patients impacted
• 95% of all out of pocket costs are requested from
patient/or as guided by patients prior payment history
• 80% of POS collection potential achieved
• 100% of patients with outstanding AR will be
counseled
• Charity care guidelines explained to 100% of applicable
patients

The key to reform
is in your hands.

Call Center Operations
• 80% of calls answered within 20 seconds
• 50 second average call hold time
• <5% abandoned call rate
• 98% complete resolution on 1 call

MedAssist® %LIGIBILITY 3ERVICES s 2ECEIVABLES -ANAGEMENT

While the benefits may be overwhelming, the success of
moving to an external call center model have many factors
to consider, as well as understanding important stake
holders. It is critical you understand the barriers to
success. The physicians may feel they are less involved
over their patient’s treatment or will be left out of critical
communications with their patients. Management may feel
a loss of control or that an outsourced service may have
an adverse public relations impact. Hospital clinical
departments may feel they are losing control and will be
negatively impacted. Most importantly will the
marketplace or patients view this negatively and that they
are dealing with individuals that are not interested in

The secret is in knowing how all parts of your revenue cycle can work together
and where to focus your resources for maximum benefit. At Firstsource, we
can show you how to achieve success through revenue cycle excellence.
Visit www.firstsource.com to learn more.
s Best
est in KLAS Category Leaderr,, receiving a
#1 ranking for extended business office services in
KLAS’ 2010 Top 20 Best in KLAS Awards: Software and
Professional Services Report

www
w.firstsource.com
*HFMA staff and volunteers determined that this product has met specific criteria developed under the HFMA Peer Review Process. HFMA does not
endorse or guaranty the use of this product. Copyright © 2011 Firstsource Solutions USA, LLC. All rights reserved.
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Medicare Occupational Mix Adjustment Survey
Impact to Acute Care Hospitals
By: Scott Besler
adjustment, caused CMS to begin phasing in MOMA, and
during the first and second years (2005 and 2006) only
implemented 10% of the adjustment. However, as a result
of a court order issued April 3, 2006 in Bellevue Hosp.
Ctr. v. Leavitt, CMS began applying the full (100%)
MOMA beginning in FFY 2007. The next survey must be
submitted to fiscal intermediaries no later than July 1,
2011.

The hospital Inpatient Prospective Payment System (IPPS)
is designed to standardize payments for inpatient care.
Hospitals receive a base operating payment and a capital
payment for each Medicare case under this system. The
base operating payment has two components, a laborrelated amount and a non-labor related amount.
Intuitively, the labor-related component is directly related
to labor costs. Hospitals’ payments are adjusted for labor
costs by a wage index factor (WIF), which captures the
differences in hospital costs that are market-driven and
beyond the hospitals’ control. This adjustment is based
upon labor markets called Core-based Statistical Areas
(CBSAs) and is meant to level the playing field across the
country to adjust for an area’s relative cost of living. The
WIF is calculated by dividing the total aggregate salary for
a particular CBSA by the total aggregate hours for that
CBSA to determine the average hourly wage for that CBSA
and dividing that amount to the national AHW – which is
total salary for all hospitals divided by total hours.
Beginning in federal fiscal year (FFY) 2005 a hospitals
wage index value was adjusted for its choices of labor
(mainly nursing costs).
The Centers for Medicare & Medicaid Services (CMS) is
required by the Benefits Improvement and Protection Act
(BIPA) of 2000, to collect data from hospitals every three
years on the occupational mix of employees for all shortterm acute care hospitals participating in the Medicare
program, through a Medicare Occupational Mix
Adjustment (MOMA) survey. The main purpose of this
survey is to create a MOMA for each individual provider
and subsequently, each CBSA.

METHODOLOGY CHANGES
The current MOMA survey submission will change
slightly by using data over a full calendar year (2010)
instead of the previous submission which used 12 months
of data (June 2006 through July 2007). However, as
illustrated in Table 1, the next MOMA survey closely
resembles the previously filed survey, rather than the
initial survey (FFY 2005-FFY 2006). Beginning in FFY
2007, changes have been made to the survey in the hope
that it would achieve its intention: to smooth variations
across hospitals in the cost of care that is due to efficiency
differences (such as decisions about the mix of
professionals used to provide care to similar patients).
The contention is that the WIF should not result in
payment differences, as these factors are assumed to be
under management’s control and provide the financial
incentive to maximize efficiency. However, as originally
calculated, the wage index was capturing not only
differences in the price of labor, but also differences in the
type of labor used.
CMS developed MOMA to remove the impact of variation
in skill mix. Simply the goal of MOMA is to standardize
the skill mix across labor markets so that the wage index
reflects only the pure price difference between a particular
market and the national average. Labor markets with an
expensive occupational mix will have their average hourly
wage (AHW) adjusted downward; those with a cheaper
occupational mix have their AHW increased.

BACKGROUND
MOMA began to be applied to the WIF in federal fiscal
year (FFY) 2005 (October 2004), as mandated by the
Medicare, Medicaid, and State Children’s Health Insurance
Program BIPA Act of 2000. Originally, concerns about the
quality and validity of the data used to calculate the
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TABLE 1

Utilizes BLS standard occupational
classifications (SOCs)
General occupational categories
# of nursing category subcategories
# of nursing subcategory RN functional
subcategories
# of SOCs
Time period
Source for SOC wages
Source for SOC hours
Source for SOC hours
Source for SOC national average hourly rates
Implementation percentage

FY 2013FY2015
7/1/11

FY2010FY2012
9/1/08

FY2007FY2009
6/1/06

FY2005 &
FY2006
4/30/04

Yes

Yes

Yes

Yes

2
4

2
4

2
4

8
4

2

2

2

0

6
1/1/1012/31/10
Hospital data
Hospital data
Hospital data
Hospital data
100%

6
7/1/076/30-08
Hospital data
Hospital data
Hospital data
Hospital data
100%

6
6mos data (3 &
3)
Hospital data
Hospital data
Hospital data
Hospital data
100%

19
4 wk or retro
12mos
BLS
Hospital data
Hospital data
BLS
10%

MEDICARE OCCUPATIONAL MIX ADJUSTMENT –
nursing cost centers are used to determine the percentage
FY2013-FY2015
of nursing wages and occupational mix factor.
The next MOMA survey will include data for a 12-month
The MOMA survey will additionally require amounts for
period and must include only pay periods ending between
both contract labor and home office to be reported within
January 1, 2010, and December 31, 2010 . The final
these categories. The MOMA survey does not include all
notice for the 2010 survey was published in the Federal
hospital cost centers, so the instructions should be
Register on January 15, 2010 (75 FR 2548).
reviewed.
The MOMA survey will still require hospital to report
To view the instructions please visit the CMS website.
both salaries and hours for:
MOMA has the potential to impact a hospital’s wage index
1. Registered nurses (RNs)
factor significantly. Additionally, the impact of your results
2. Licensed practical nurses (LPNs), and surgical
will last for the following three years which supports the
technologists
necessity to accurately file your survey. The calculation of
3. Nursing aides, orderlies and attendants
the MOMA can be summarized by the following tenets:
4. Medical assistants
Those hospitals that report a nursing AHW higher than
5. All other occupations
the nationalThe
AHW
will have anofMOMA
factor that
calculation
the MOMA
can is less
Please note that wage related costs (benefits) are not
than 1. Subsequently, those hospitals with a nursing AHW
includedb as part of the occupational mix survey and that Those hospitals that report a nursing AHW
h
lower than the national AHW will have an MOMA factor
only patient care personnel (1-4 above) from “core”
The MOMA survey does not include all
that is greater than 1.
h
TABLE 2
FY 2011 Top Ten Negatively Impacted CBSAs
CBSA Name

MOMA Impact

Redding, CA
San Luis Obispo-Paso Robles, CA
Santa Cruz-Watsonville, CA
Oakland-Fremont-Hayward, CA
Sacramento-Arden-Arcade-Roseville,
CA
Fort Collins-Loveland, CO
Vallejo-Fairfield, CA
College Station, Bryan, TX
San Francisco-San Mateo-Redwood
City, CA
Santa Rosa-Petaluma, CA

($1.91)
($1.78)
($1.62)
($1.61)
($1.45)

Medicare Inpatient Revenue
Impact (estimated)*
($2,500,000)
($2,300,000)
($1,800,000)
($14,300,000)
($12,000,000)

($1.40)
($1.35)
($1.26)
($1.19)

($2,200,000)
($1,200,000)
($2,100,000)
($11,000,000)

($1.17)

($2,200,000)
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TABLE
FY 2011 Top Ten Positively Impacted CBSAs
CBSA Name
Madera-Chowchilla, CA
St. Cloud, MN
Rapid City, SD
Vineland-Millville-Bridgeton, NJ
Saginaw-Saginaw Township North, MI
Lancaster, PA
Warner Robins, GA
Abilene, TX
Burlington-South Burlington, VT
Longview, WA

MOMA Impact
$2.17
$2.05
$1.83
$1.67
$1.61
$1.48
$1.47
$1.39
$1.29
$1.26

Medicare Inpatient Revenue
Impact (estimated)*
$425,000
$3,400,000
$2,300,000
$1,800,000
$5,300,000
$4,400,000
$1,200,000
$2,700,000
$3,000,000
$630,000

*Estimated Impact does not account for hospitals that
reclassify or receive the rural floor wage index.

The Patient Protection and Affordable Care Act (PPACA)
could change the future of the wage index. The secretary
of Health and Human Services is to report, by December
CMS has estimated that the time required to complete the
31, 2011, recommendations to change the present
MOMA survey is 480 hours per response, which includes
methodology to Congress and to consider the Medicare
the time to review instructions,
existing
data 2 and 3,
Payment
Advisoryhas
Commission
(MedPAC)
report which
Assearch
noted
in Tables
the MOMA
impacted
many CBSAs
resources,
drastically alters the methodology as we now know it. As
o gather the data needed, and complete and
review the information, With a due date of July 1, 2011,
it has been written, these changes have the potential to be
time is of the essence to gather your data, analyze its
significant, however with 2012 as an election year,
completeness and accuracy, investigate any unusual
Congress may be expending resources in other areas, and
discrepancies, compile and submit the information. As
therefore any changes may not be put into effect until after
noted in Tables 2 and 3, the MOMA has impacted many
FY2013. Regardless of any future overhauls, careful
CBSAs over the years and this trend will continue with the
evaluation of your hospital’s wage index data should
next survey due to its inclusion as an integral part of the
remain a continued practice.
Medicare statute. The results of the survey can impact a
Scott Besler is an HFMA member with the New Jersey
hospitals final wage index value and thousands if not
Chapter. For more information, please contact Scott at
millions in potential Medicare revenue. MOMA may also
732.839.1219 or sbesler@besler.com.
impact your potential for an individual or group
reclassification as well as the out-migration adjustment.

1

MOMA survey data collection is not required for critical access hospitals, no- or low-Medicare utilization hospitals or hospitals that terminated
participation in the Medicare program before January 1, 2010.
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HFMA Region V Update
the South Carolina Chapter as your Regional ExecutiveElect.

My name is Dwight Tillman and I
am proud to serve as the Region
V Regional Executive for the
2011-2012 chapter year. I am a
member of the Florida Chapter as
well as your representative on the
HFMA Regional Executive
Council.

HFMA’s Region V consists of five very strong chapters –
Alabama, Florida, Georgia, South Carolina and Tennessee.
Congratulations to each of them for completing a
successful year with outstanding achievements that were
honored at this year’s Annual National Institute in
Orlando in June.

The purposes of HFMA’s Regional
Executive program are:

The HFMA Chair’s Theme for 2011-2012 is “Believe to
Achieve.” I have had the privilege of working with each
of your chapter Presidents over the past year, and more
recently each President-Elect at HFMA’s 2011 Leadership
Training Conference. I believe in your chapter leaders and
know that they will achieve if not exceed their strategic
goals. As regional executive, it is my goal to assist in the
success of each chapter during the coming year by making
myself available as a consultant, collaborator, and advisor.

•
To serve as the primary
Tillman
volunteer and policy link between the chapters and
HFMA National;
•

To assist chapter leaders in serving members;

•

To foster a dialogue and effective communications
between the national and chapter levels of HFMA;

•

To represent the needs and interests of chapter leaders
to the HFMA Board and management, and

•

To encourage chapters to collaborate and help other
chapters.

Thank you for the opportunity to serve Region V. I look
forward to working with your chapter leaders and meeting
many of you as I travel around the region. My telephone
number is 850-594-9971 and my email address is
bacenjordan_tillman@msn.com. I welcome your
questions and comments, any time!

Lee Ann Burney earned a well-deserved “thank you” as
our Regional Executive this past year. She represented our
region extremely well and has set an example worthy of
following. In addition, please welcome Jay Rickman from

Dwight Tillman, HFMA Region V Regional Executive

UPCOMING SCHFMA EVENTS
Revenue
Revenue Cycle
Cycle
Bootcamp
Bootcamp

Sept.
Sept. 20
20

Fall
Fall President’s
President’s Meeting
Meeting

Columbia,
Columbia, SC
SC
Sept.
Sept. 23-Oct.
23-Oct. 11

On
On board
board the
the cruise
cruise ship
ship Caribbean
Caribbean Princess
Princess
Fall
Fall Institute
Institute

Oct.
Oct. 19-21
19-21

Greenville,
Greenville, SC
SC

Awards
Awards Luncheon
Luncheon

Jan.
Jan. 2012
2012

Columbia,
Columbia, SC
SC

Reg.
Reg. V
V Dixie
Dixie Institute
Institute Feb.21-24
Feb.21-24

Greensboro,
Greensboro, GA
GA

Annual
Annual Institute
Institute

Myrtle
Myrtle Beach,
Beach, SC
SC

May
May 29-June
29-June 11

http://www.schfma.org/events.htm
http://www.schfma.org/events.htm
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Membership Update
SC HFMA MEMBERSHIP CHART
FOR CHAPTER YEAR JUNE10-MAY11
SCHFMA MEMBERSHIP COUNT 2011-2012 CHAPTER YEAR!
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451
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487!

2011-2012 CHAPTER YEAR!

494!
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NOV!

DEC!

JAN!
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370!
350!
MAY!

JUN!

JUL!

AUG!

SEP!

OCT!

FEB!

MAR!

APR!

MAY!

JUNE!

For more information on Membership in HFMA, South Carolina
Chapter
including how to get a new member signed up, please contact:
Christy Powers
Membership Chair 2011-2012
christypowers@synovus.com
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2010/2011 Corporate Sponsors
Presidents Club
BlueCross BlueShield of South Carolina • www.southcarolinablues.com

Gold
CB & T, a division of Synovus Bank • www.apsolutions-cbt.com

Hollis Cobb Association • www.holliscobb.com

Draffin & Tucker, LLP • www.draffin-tucker.com

MED A/Rx • www.medarx.com

Grant Thornton LLP • www.grantthornton.com

PricewaterhouseCoopers, LLP • www.us.pwc.com

Silver
Bank of America Merrill Lynch • www.bankofamerica.com

Firstsource Solutions USA, LLC • www.firstsource.com

Bottom Line Systems, Inc. • www.onlinebls.com

MedAssets • www.medassets.com

Chamberlin Edmonds • www.chamberlineedmonds.com

Meridian Leasing • www.onlinemeridian.com

Deco, LLC • www.decorm.com

The SSI Group • www.thessigoup.com

Bronze
Advanced Patient Advocacy LLC • www.apallc.com

Letter Logic, Inc. • www.letterlogic.com

AMCOL SYSTEMS • www.amcolsystems.com

NCO Group, Inc. • www.ncogroup.com

CAB Collection Agency • www.cabrmc.com
Dixon Hughes Goodman LLP • www.dhgllp.com

Paragon Revenue Group • www.paragonrevenuegroup.com
Receivables Management Corporation • www.reccollect.com

Laddaga-Garrett, P.A. • www.sehealthlaw.com

Security Collection Agency • www.abs-sca.com

LarsonAllen LLP • www.larsonallen.com

South Carolina Hospital Association • www.scha.org

The Outsource Group • www.theoutsourcegroup.com

SCHFMA now on Facebook!

Follow us there!

The 2011-2012 South Carolina HFMA Corporate Sponsorship
Applications are now open!
The chapter truly appreciates the generous support from all of our
corporate sponsors.
Contact Ray High at rhigh@medassets.com for more information on becoming a
SC HFMA Corporate Sponsor
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