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A Message from the Chapter President...
On Wednesday, June 1, 2016, I had the honor of being installed as Chapter
President. Having been a member and intimately involved in our chapter since
2002, I admit it has been a long and truly inspiring journey for me to get to this
part of my HFMA career. It’s a privilege and honor to serve as your President. I
commit to serve with dignity, and in the honor that this position of leadership
demands for our state.
I want to congratulate the HFMA South Carolina Chapter membership and
leadership, led by L. Woody Turner as President, for the many successes that the
chapter achieved in 2015-2016. The chapter was recognized at the HFMA ANI
conference, with awards for our CRCA program, Member Services, Education and
process improvement. 9 National HFMA awards in all. These awards and
recognition are a direct result of the dedicated volunteers that helped our chapter
Go Beyond (theme for the 2015-2016 chapter year).
Estelle Welte
Chapter President 2016-2017

The 2016-2017 HFMA National Board Chair, Mary Mirabelli, rolled out the
theme for National HFMA and all chapters. This theme is “thrive”. Mary shared her
very personal and inspiring journey at the HFMA National Annual Institute in June, and set the tone for the commitment
to thrive this chapter year. We have expanded on this, and added a state chapter theme of: Be Bold (#bebold). With a
commitment to challenge this year’s membership to do the one thing they’ve always wanted to do, known they should
do, or something to take back their passion for life. We will highlight stories of members, in upcoming newsletters,
who have taken the chance to Be Bold, and who choose to thrive, as a result.
We have an amazing team of Officers, Board Members, and Committee Chairs, and we have big goals that we will make
every effort to thrive to reach! Our members are looking to the South Carolina Chapter of HFMA to provide relevant
and meaningful educational programming, and the information to help them thrive through the industry’s challenges
Hollis Cobb
Associates
and continued transformation.
This will
be our focus and commitment to you this year!

Laddaga-Garret, PA

In addition to the new theme
andData
the many
ideas that come with that, the South Carolina Chapter will focus, and be
Medical
Systems
judged on, several newOptimum
reporting requirements
Outcomes in 2016-2017. Just like our healthcare provider members, quality
measurements will be included in our chapter balance scorecard. Benchmarks will be focused on our education
Paragon Revenue Group
innovation ideas, rather than solely by the number of education hours by member. With this focus, National requires
Parallon
that every chapter provide
at least one new program on one of HFMA’s Strategic Plan items around Physician’s, Payers,
PARO Decision
Support
Women in Healthcare Leadership,
and Early
Careerists. The South Carolina Chapter of HFMA will be offering our first
ever women’s focused education
event,
to be held at the Riverbanks Zoo and Botanical Garden, on September 30,
Receivables
Solutions
2016. This 170-acre zoo,
aquarium, and
botanical garden
located along the Saluda River in Columbia, South Carolina,
Receivables
Management
Corporation
will be the backdrop for top quality speakers, focused on advancing leadership skills and taking things to the next level.
RGL Associates
Look for more information on that soon!

The ROI Companies
UCB,a Inc
We kicked off our year with
great Annual Institute in Myrtle Beach on May 31, 2016. We were joined by the
Immediate Past National
Chair, Melinda
Hancock.
Verisma
System,
Inc She was gracious to join our chapter to install our new Officers and
Board Members, as theyWashington
accepted their&oath
andLLC
commitment to serve this chapter year. With our leaders in place, we
West,
look to you, our members for input, assistance, time, talents, and guidance to help us achieve our goals this chapter
Xtend Healthcare
year. Join us and learn how you can help us thrive this chapter year! Please see details on this and all other chapter
happenings on our website: www.schfma.org
Thank you for your trust. I look forward to engaging as many of you, personally, as possible.
Thank you, again, for the honor of serving as your President.
Be Bold and thrive!
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Renee's Update: Region 5
Hello Region 5 HFMA Members!! In preparing to fulfill my role as RE I was mentored by the
My name is Renee Jordan and I
am the 2016-2017 Regional
Executive for Region 5. Not
only am I honored to be a RE but
I’m extremely honored to
represent one of the strongest
regions in HFMA! As many of
you know, there are eleven
regions consisting of the
various chapters. Region 5
consists of five very strong
chapters – Alabama, Florida,
Georgia, South Carolina and
Renee Jordan
Region 5 Regional Executive Tennessee. And together we
make a powerhouse region.
Let me start by telling you a little about myself. I hail
from the Florida chapter where I have been a member
since 1999. I served on several committees and held a
few director/officer positions before becoming the
chapter president in 2013-2014. My “daytime job” is at
Bacen & Jordan, P.A. where I am a partner. The firm
represents providers in reimbursement resolutions
matters. I am blessed with a wonderful husband, Fred,
and two amazing children, Jacob (18) and Abig (15).
Now I’d like to tell you about the role of Regional
Executive. The RE will:
Serve as the primary volunteer and policy link between
the chapters and the Association
Assist chapter leaders in serving members
Promote and lead change efforts to drive HFMA’s
strategies
Represent the needs and interests of chapter leaders to
the HFMA Board and staff
Encourage chapters to collaborate and help other
chapters
Serve on the Regional Executive Council which sets
policy and goals related to the Chapter Balanced Score
Card, Davis Chapter Management System, and Founders
Merit Award Program.
Conduct ongoing communication with chapters to
encourage and support positive performance, and
provide guidance in areas where chapters are facing
challenges.
Attend chapter meetings to network with chapter
leaders and volunteers, and show support for their
activities.
Talk with chapter presidents at least once per quarter
to assess performance and report at Regional Executive
Council meetings.
Highlight best practices and share concerns.
Help chapters develop and implement Chapter
Advancement Plans
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2015-2016 RE, Bill Matheney, who is a wonderful leader
and a huge champion for HFMA and Region 5. I was also
fortunate to have spent time with other past RE’s - Kim
Shrewsbury, Cathy Dougherty, Jay Rickman and Dwight
Tillman. Thanks to these leaders I feel well equipped and
ready to take on the role of RE.
There are exciting opportunities for the HFMA chapters
with many of the HFMA strategies being rolled out. I will
be sharing this information with you in these quarterly
news articles. One opportunity that I’m excited to report
on is the new CBSC innovation goal and innovation fund.
Last year the Regional Executive Council modified the
CBSC by adding 10 points for Innovation surrounding the
HFMA Strategic Plan. Chapters can earn 10 points by
presenting one new program that targets Physicians,
Payers, Women in Leadership or Early Careerist.
Additionally, the REC developed an Innovation Fund to
help the Chapters with the cost of their Innovation
projects. Chapters can apply to HFMA National for up to
$10,000 to support their Innovation project(s). I’m
excited to see what the Chapters will do this year. I will be
sharing this information and more with all of you
throughout the year!!
Please look for me as I visit each chapter at one of their
State conferences. I look forward to seeing old friends and
making new ones.

A Letter from the Editor

Welcome Palmetto State News' readers! My name is Jacklyn Carter and I'm the
incoming editor for 2016-2017. I reside in Charleston, South Carolina with my
husband, Rob, and two beautiful girls, Katie (6) and Natalie (4). I graduated from
the University of South Carolina in 2009 with a Masters in Healthcare
Administration and enjoy spending time with my family outdoors.
I've challenged myself this year to re-invigorate the look and feel of the SCHFMA
newsletter. I want to make this a newsletter about you and for you--a newsletter
where both young professionals and expert financial leaders will be informed in our always
changing world of healthcare and inspired to do more within the industry.
I encourage you to reach out to me with your ideas and recomendations. As always, we appreciate
your support in SCHFMA and are happy to have you as a reader of Palmetto State News.
"BE BOLD!"
Jackie
jacklyn.carter@rsfh.com
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The New FLSA Overtime Rules--Are you Compliant?
By Denny P. Major, Haynsworth Sinkler Boyd, P.A.
By now, you have likely heard that on December 1, 2016,
new rules will take effect regarding who is exempt from
the Fair Labor Standards Act’s overtime rules. As the
effective date looms, the clock is ticking for employers to
ensure they will be in compliance under the new rules,
which are forcing many employers to make changes.
Determining the best option for compliance depends on a
number of case specific factors, and understanding the
new rule is essential for choosing the best option.
The Basics
Certain employees are exempt under the FLSA’s
requirement that employees be paid 1.5 times the normal
wage rate for hours worked in excess of 40 hours in a
workweek (i.e., overtime). The most commonly used
exemption to this requirement is for executive,
professional, and administrative (“EAP”) employees. To
qualify for the exemption, the employee must 1) be paid a
predetermined and fixed salary that is not subject to
reduction because of variations in the quality or quantity
of work (the “salary basis test”), 2) be paid a certain salary
level (the “salary level test”), and 3) primarily perform
certain duties as defined in the regulations (the “duties
test”). In addition, the regulations exempt certain highly
compensated employees (“HCEs”) who earn above a
higher total annual compensation level. The distinction
for HCEs is that the duties test is significantly less
stringent than under the standard salary level.
The new rule changes only the salary level test and salary
basis test, as discussed below.
Updated Salary Levels
Under the former rule, an employee had to be paid at a
rate of at least $455 per week ($23,660 annually) to
qualify under the EAP exemption. Under the new rule, the
employee must be paid at a rate of at least $913 per
week. Moreover, the new rule provides that the salary
level will be automatically updated every three years to
the 40th percentile of the weekly earnings of full-time
nonhourly workers in the lowest-wage Census Region.
The first update will be effective January 1, 2020, and the
updated amount will be posted at least 150 days prior to
that date.
In addition, the new rule updates the total annual
compensation for HCEs from $100,000 to $134,004. This
automatically increases every three years based on the
90th percentile of full-time salaried workers nationally.
Use of Nondiscretionary Bonuses, Incentive Payments,
Commissions
Under the former rule, employers could not use bonuses
or incentive payments to count toward the salary level.
The new rule allows employers to use nondiscretionary
bonuses and incentive payments (including commissions)
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to satisfy up to 10% of the $913 standard salary level.
These must be paid quarterly or more frequently. At the
end of each quarter, if the employee has not been
compensated at the minimum standard salary level for the
quarter (i.e., 13 times the weekly salary amount of $913)
when accounting for salary and nondiscretionary bonuses
/ incentive payments, then the employer can pay the
deficiency in one final payment. Significantly, that
payment must be made no later than the first pay period
after the end of the quarter.
The word nondiscretionary is emphasized because
employers cannot use discretionary bonuses to satisfy any
portion of the $913 standard salary level. Discretionary
bonuses are those which are entirely in the employer’s
discretion and not pursuant to any preannounced
standards.
A notable distinction exists for HCEs. Under both the old
rule and new rule, HCEs must be paid the standard salary
level on a salary basis, and employers may not use
bonuses or incentives to satisfy any portion of the
standard salary level. Nondiscretionary bonuses and
incentives may be used to satisfy the total annual
compensation requirement for HCEs. Thus, under the new
rule HCEs must be paid at least the rate of $913 weekly
without accounting for any nondiscretionary bonuses or
incentive payments. The 10% rule does not apply to
HCEs. However, nondiscretionary bonuses and incentive
payments may be used when accounting for the total
annual compensation requirement of HCEs.
Factors to Consider in Evaluating Options
The new rule has forced employers to make decisions,
particularly regarding employees currently treated as
exempt and who earn between $455 and $913 per week.
As an initial matter, employers should consider whether
the employee meets the applicable duties test. The
Department of Labor estimates there are 732,000 U.S.
wage and salary workers who currently earn between
$455 and $913 per week and have been improperly
treated as exempt because they fail the duties test. For
employers who have one of these employees, perhaps the
new rule can be viewed as an “opportunity” to reclassify
the employee as non-exempt and ensure that the
employee is properly being paid overtime.
The Department of Labor also estimates that 4.2 million
workers are properly being treated as exempt under the
current rule and earn between $455 and $913 per week,
meaning that they will become non-exempt under the new
rule absent intervention by the employer. For these
employees, generally speaking, employers must decide
between raising the salaries to meet the new salary level,
or ensuring that the employee is properly paid overtime
for all hours worked in excess of 40 hours in a workweek.

There are various means of accomplishing the latter.
There is a common misconception that nonexempt
employees must be paid on an hourly basis. While there
are certain advantages to that method of payment for nonexempts, it is not mandatory and non-exempt employees
may be paid on a salary basis so long as the employee is
being paid minimum wages, overtime, and proper records
are kept. Employers also may choose to ensure the
employee does not work overtime, through adjusted work
schedules or other means. Of course this does not
alleviate employers from paying overtime when it is
worked. Thus, employers who choose this course must
ensure that proper policies, procedures, and practices are
in place to ensure that these employees are not working
overtime. Whether employers choose to pay overtime or
seek to avoid the employee working overtime, employers
must ensure that proper record-keeping are in order to
track the employees hours.
A cost analysis is likely to weigh heavily in determining
the employer’s best option, and a thorough audit to
determine how many hours the employee works in a
workweek is essential in that analysis. Counsel can be
very valuable in assisting with such an audit and providing
ideas on available options, as well as auditing whether or
not the employee meets the duties test in the first place.

Denny Major (dmajor@hsblawfirm.com) is a member of the
Haynsworth Sinkler Boyd Employment Law Practice Group.
He represents his clients in the prosecution and defense of
employment related disputes involving FLSA, trade secrets,
copyright, and contractual issues.
Legal Disclaimer: This article is intended to provide general
information on the topics covered. The contents are not
intended and should not be construed as legal advice or
legal opinions or pertaining to specific factual situations.
Readers should consult with legal counsel to obtain legal
advice regarding particular situations.
Keely F. Yates | Director of Marketing |
Haynsworth Sinkler Boyd, P.A.
1201 Main Street, 22nd Floor (29201) | Post
Office Box 11889 (29211) | Columbia, South
Carolina
Phone: 803.779.3080 | Fax: 803.765.1243 | Direct:
803.540.7940
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Medicare's Readmission Penalties Hit New High
by Jordan Rau at Kaiser Health News
The federal government’s readmission penalties on hospitals will reach a new high as Medicare withholds more than
half a billion dollars in payments over the next year, records released Tuesday show.
The government will punish more than half of the nation’s hospitals — a total of 2,597 — having more patients than
expected return within a month. While that is about the same number penalized last year, the average penalty will
increase by a fifth, according to a Kaiser Health News analysis.
The new penalties, which take effect in October, are based on the rehospitalization rate for patients with six common
conditions. Since the Hospital Readmissions Reduction Program began in October 2012, national readmission rates
have dropped as many hospitals pay more attention to how patients fare after their release.
Get The Data
MEDICARE HOSPITAL PENALTIES YEARS 1 To 5
Medicare is penalizing hospitals that see patients return to the hospital too soon after being discharged. Medicare
reduces what it pays each hospital per patient, per stay.
Medicare Readmission Penalties By Hospital (.csv)
Medicare Readmission Penalties By Hospital (.pdf)
The penalties are the subject of a prolonged debate about whether the government should consider the special
challenges faced by hospitals that treat large numbers of low-income people. Those patients can have more trouble
recuperating, sometimes because they can’t afford their medications or lack social support to follow physician
instructions, such as reducing the amount of salt that heart failure patients consume. The Centers for Medicare &
Medicaid Services says those hospitals should not be held to a different standard.
Medicare said the penalties are expected to total $528 million, about $108 million more than last year, because of
changes in how readmissions are measured.
Medicare examined these conditions: heart attacks, heart failure, pneumonia, chronic lung disease, hip and knee
replacements and — for the first time this year — coronary artery bypass graft surgery.
The fines are based on Medicare patients who left the hospital from July 2012 through June 2015. For each hospital, the
government calculated how many readmissions it expected, given national rates and the health of each hospital’s
patients. Hospitals with more unplanned readmissions than expected will receive a reduction in each Medicare case
reimbursement for the upcoming fiscal year that runs from Oct. 1 through September 2017.
The payment cuts apply to all Medicare patients, not just those with one of the six conditions Medicare measured. The
maximum reduction for any hospital is 3 percent, and it does not affect special Medicare payments for hospitals that
treat large numbers of low-income patients or train residents. Forty-nine hospitals received the maximum fine. The
average penalty was 0.73 percent of each Medicare payment, up from 0.61 percent last year and higher than in any
other year, according to the KHN analysis.
Under the Affordable Care Act, which created the penalties, a variety of hospitals are excluded, including those serving
veterans, children and psychiatric patients. Maryland hospitals are exempted as well because Congress has given that
state extra leeway in how it distributes Medicare money. Critical access hospitals, which Medicare also pays differently
because they are the only hospitals in their areas, are also exempt.
As a result, more than 1,400 hospitals were automatically exempt from the penalties. Other hospitals did not have
enough cases for Medicare to evaluate accurately and were not penalized. Of the hospitals that Medicare did evaluate,
four out of five were penalized.
The KHN analysis found that 1,621 hospitals have been penalized in each of the five years of the program.
Kaiser Health News staff writer Sydney Lupkin contributed to this report.
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A Special Thank You...
A special Thank You to the 2016 Annual Institute
Exhibitors. Our Annual Institute is one of our
most important meetings of the year, and the
only meeting in which we carve out space for
exhibits. We realize this is an investment, on
top of all the support you already provide the
chapter. You helped make our meeting,
networking and joyful ornaments work in the exhibit hall a
huge success... Thank you for exhibiting at our conference!
-PatientCo
-Xtend Healthcare
-TruBridge
-BC/BS of SC

Estelle Welte
2016-2017 President
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-Access One
-Evolve Business Solutions LLC
-Healthcare Resource Group, Inc
-Ensemble Health Partners

Agency Options for Hospital Finance Better than Ever
Kyle Hemminger & Ritchie Dickey
Today is a good day to be an issuer in the bond market.
With paltry returns available through government bonds
and investment-grade paper, fixed income investors are
reaching for yield and aggressively bidding for nearly all
non-investment grade municipal bond credits, including
hospitals. However, not all hospitals are a good fit for taxexempt bonds. Restrictive covenants, transaction and
borrower size, and cost of the issuance are a few factors
that may make a public bond issue unfeasible.
Fortunately, there is a low-rate, long-term, covenant-light
solution. The U.S. Department of Housing and Urban
Development (HUD)/Federal Housing Administration’s
(FHA) Section (Sec.) 242 program and the U.S. Department
of Agriculture’s (USDA) Community Facilities (CF) program
both made significant capital contributions to hospitals
during 2015. Further, each program made strides toward
becoming more user friendly, specifically with HUD’s new
loan documents and USDA’s emphasis on processes and
uniformity.
Until recently, the FHA Sec. 242 program used closing
documents, covenant package and regulatory agreements
that were created in 1973. This led to some of the
terminology and legal concepts being outdated. The
antiquated documents resulted in closing delays and
additional costs, as a borrower and its lender counsel
would have to negotiate changes to update and revise
language. In 2016, HUD introduced a new set of
documents that are expected to be finalized later this
year. Although the documents do not introduce sweeping
changes, much of the terminology and
standard loan document
provisions have been
included. The changes
should help alleviate the
closing delays that
occurred in recent years.
Key Changes
Similar to the FHA Sec. 232
program (used for skilled
nursing and assisted
living (AL) facilities),
HUD has recognized
that there are providers
who use accounts
receivable (AR) financing
as a cost-effective means
to manage cash flow.
Unfortunately, the AR
closing documents created
for the 232 program wer
not easily transferrable to
the 242 program because
of the differing nature of
reimbursement protocols.
The new closing documents
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contain a form of intercreditor agreement and other
necessary documents that meet the needs of AR lenders
and HUD. Given the increased variability of reimbursement
mechanisms and potential delays, the new AR lender
provisions are a highly anticipated improvement to the
program.
With regard to the 242 program volumes, a frequent
criticism is that most of the loan volume is concentrated
with existing HUD borrowers via second loan programs
(the Sec. 241 program) and refinances of existing HUD
loans (the Sec. 223(a)(7) program). In 2009, the release of
the 242/223(f) refinance program was thought of by
participants in the hospital finance industry as a
compelling alternative to the traditional tax-exempt bond
markets. For hospitals needing mostly refinance capital,
HUD financing offered a highly-rated, inexpensive capital
alternative that could fill a void left in the wake of the
dysfunctional bond and credit enhancementmarket.1
Unfortunately, things did not go as planned as only one
242/223(f) commitment was issued from 2009 to 2012.
Recently, however, the program has picked up steam. HUD
issued one 242/223(f) commitment each during 2013 and
2014. Additionally, HUD issued three commitments during
2015.

in the wake of the dysfunctional bond and credit
enhancement market. Unfortunately, things did not go as
planned as only one 242/223(f) commitment was issued
from 2009 to 2012. Recently, however, the program has
picked up steam. HUD issued one 242/223(f) commitment
each during 2013 and 2014. Additionally, HUD issued
three commitments during 2015.
Hospitals Improve Fiscal Outlook
Valley Presbyterian Hospital (VPH) was one of the new
borrowers that successfully completed a refinance using
the 242/223(f) program. VPH is an urban hospital that
experienced difficult times in the early to mid-2000s, but
an excellent management team had turned around the
financial profile in recent years. VPH was interested in
options to refinance its existing debt, which dated back to
a time when interest rates were higher. The hospital
carried relatively little debt and did not have any large
immediate capital needs. Further, VPH serves a large
amount of low-income patients and subsequently receives
a large amount of its revenue from the California provider
fee program, which led to a limited appetite in the bond
market. Consequently, tax-exempt bonds would have
been an expensive solution. Fortunately, the FHA program
proved to be an effective low-cost option.
The Office of Hospital Facilities (OHF) identified VPH as a
candidate for a relatively new accelerated processing
initiative, which included a more streamlined application
process. The project received a commitment for mortgage
insurance within five weeks of submitting a complete firm
application. VPH was also able to keep its revolving lineof-credit in place, using the first version of the AR
documents described in the program changes above.
On the USDA side, the CF program provides financial
assistance through direct and guaranteed loans for certain
types of facilities or organizations in communities with
less than 20,000 residents. Direct loan rates are reset
quarterly (although fixed for the life of the loan), and the
current rate is a historically low 2.875%. The maximum
length of term is 40 years. A USDA guarantee is an
agreement to guarantee 90% of a commercial loan,
typically issued by a traditional bank. Guaranteed loan
rates are determined by the lending bank. In recent years,
the vast majority of funds allocated to the program have
gone to direct loans. In many cases, USDA direct and
guarantee loans are used for permanent financing in
conjunction with lower-cost private sector solutions like
bond anticipation notes or bank private placements for
interim construction financing.
In fiscal year 2015, the USDA CF direct and guaranteed
program obligated over $1 billion to 234 health care
projects which includes hospitals, nursing homes and AL
facilities. During the previous three governmental fiscal
years, USDA CF obligated over $2.2 billion to 557 health
care projects. The 1. FHA Sec. 242/223(f) limits the
amount of loan proceeds to be used for capital
improvements to 20% of the loan amount. total USDA CF

health care portfolio includes 448 hospitals with $1.6
billion of total principal. Loan sizes range from less than
$1 million to $165 million.
The USDA CF program guidelines generally require that
projects include at least 50% of new money uses (i.e., less
than 50% for refinance of existing debt). However, the
guidelines do allow funds to be allocated for the
“purchase of existing facilities when it is necessary either
to improve or to prevent a loss of service.” Prospective
applicants are encouraged to contact a financial advisor
with USDA experience if it has a project that meets the
above criteria.
In one example, Story County Medical Center (SCMC) is
acounty-owned critical access hospital in rural Iowa.
SCMCbuilt a replacement hospital in 2009 but wanted to
builda medical office building on-site in order to
consolidateoperations. SCMC applied for and was
obligated $14 million in direct loan proceeds towards its
$15.4 million project at a rate of 3.5%. SCMC then secured
private sector financing below 2% (fixed) to fund
construction of the project. Upon construction completion,
the USDA direct loan will be used to refinance the interim
loan.
Because hundreds of local field offices serve as the initial
point-of- contact for applicants, the national USDA CF
program is administered in many different ways. As the
program grows in popularity, market participants continue
to encourage USDA to refine its processes in order to yield
more predictable outcomes. Fortunately, the national
office recognized these challenges and has started
providing more training for local and state USDA staff in
combination with the various market participants such as
investment banks, feasibility consultants, architects and
contractors. In addition, during the past year, USDA
conducted four regional training seminars. These steps are
helpful and encouraging for the trajectory of the program.
Clearly, both HUD and the USDA are being proactive in
their efforts to make agency financing more efficient and
effective. Recent results indicate that both are on the right
path.

Kyle Hemminger is a vice president with
Lancaster Pollard in Austin, Texas. He may be
reached at khemminger@lancasterpollard.com

Ritchie Dickey is a vice president with
Lancaster Pollard in Atlanta. He may be
reached at rdickey@lancasterpollard.com
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2016
August
24th

September
1st

September
2nd

September
30th

October
12th-14th

UPCOMING
EVENTS

Uber-Up Your Payment Liability Stragies
Time: 1:00-2:00EDT
Where: Webinar
Register Now!

DHG Fall Forum
Where: Greenville, SC Thornblade County Club
Register Now!

DHG Fall Forum
Where: Charlston, SC Bon Secours St. Francis
Hospital
Register Now!
Women's Leadership Conference
Where: Riverbanks Zoo Columbia, SC
More Information Coming Soon!

Fall Institute
Where: Hyatt Place Charletson, SC
Register Now!
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Preparing for the Revolution in Revenue Cycle Management
Emma Chung
The fee-for-service (FFS) payment model dominated the
medical reimbursement system for decades. In this
payment model, all the services a physician or other
healthcare provider delivers are paid
for separately. Over the years it became clear that this
payment model encouraged over-utilization, because
patients were well-shielded from costs and physicians
were paid more when they performed more services, even
if those services weren’t strictly necessary. For decades,
the fee-for-service reimbursement model dominated the
insurance landscape.

Accounts staying in Accounts Receivable (AR) for too long
is a problem that’s existed for ages. That will continue,
regardless of what payment model everyone eventually
settles on. There’s nothing magical about value-based
reimbursement that will eliminate rejected or denied
claims either. Workflow processes accomplished by
trained, conscientious personnel will be just as necessary,
regardless of the nuts and bolts of RCM.

It’s easy to see why an FFS model ultimately becomes
unsustainable, because insurers can’t indefinitely protect
policy-holders from rising costs. One aspect of recent
healthcare reform efforts has been a shift away from the
FFS model by the government programs, Medicare and
Medicaid. Private insurers are following suit. Value-based
reimbursement models include bundled services
agreements, and accountable care, where incentives are
for providers to deliver the best care for the best value,
and reduce unnecessary procedures.

Technology Is the Key to Succeeding

The shift from FFS to value-based reimbursement has
brought many challenges with it, and they have come at
the same time as other important transitions, such as last
year’s change from ICD-9 to ICD-10 coding. The impact on
revenue cycle management has been significant. Many
practices have concluded that they require new tools and
technologies to cope, or that they come out ahead by
outsourcing revenue cycle management. It’s nothing short
of a revenue cycle management revolution.

Technology will gather critical benchmark data so that
providers and payers can measure progress toward their
goals, whether they pertain to efficiency, clean-claims, or
average days in AR. The results will be non-clinical staffing
that is closer to optimum and lower overhead costs for
providers.

RCM challenges won’t go away completely under managed
care, but will evolve.

Technology as an answer has become somewhat of a
cliché. That’s unfortunate, because technology has such a
critical role in value-based RCM. For example,
technological tools that can use a sophisticated rules
engine to quickly identify non-viable accounts and that
can ensure that each type of invoice generated by a
healthcare provider is accurate will be differentiators that
can help providers stand out from their competitors.

Solving Problems and Improving Outcomes

The Shift Toward Managing Populations of Patients

Healthcare providers, whether they keep RCM in-house or
choose to outsource, are all ultimately in pursuit of the
best possible use of staff time and resources through:

When Medicare came into existence half a century ago,
cost- and charge-reimbursement was the norm. That
evolved toward so-called prospective payment systems to
cover acute hospital care in the 1980s and 90s, where
each case was categorized into a diagnosis-related group,
each of which had a payment “weight” associated with it.

Lower organizational costs
Closure of all aged accounts receivable
Efficient appeals for claim denials
Better understanding of resources for RCM

The passage of the Affordable Care Act, along with valuebased payment goals for Medicare, have given the system
a further push away from FFS and toward value-based
payment. The Center for Medicare and Medicaid
Innovation is developing new models with the goal of
better healthcare delivery, wiser healthcare spending, and
a healthier population. One goal is to increase the
proportion of Medicare payments tied to quality or value
to 90% by 2018. Which all sounds great, but how will
revenue cycle management (RCM) have to change as a
result?
Key Revenue Cycle Management Challenges
Many RCM challenges are the same as they always have
been, such as coping with the occasional staffing shortfall.
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The South Carolina Chapter would like to congratulate the below list of Certified
Members* and also celebrate our accomplishment of being ranked #4 in the United
States, when comparing Certified Members to total membership!

Bret A Barr, FHFMA
Faith Brownlee, CHFP
Thomas J Bryson Jr., FHFMA, CPA
Michael L Bunch, FHFMA
Douglas B. Burrell, CRCR, CHFP
Williams D Clinkscales, CHFP
Thomas D Cockrell, FHFMA
Kristie Cross, CHFP
Jessica M Curtis, CHFP, CRCA
Bruce Davis, FHFMA
Robert A. Donahue, CHFP
Wendy L. Dukes, CHFP
Tim A Durden, CHFP
Sandra A Edwards, CHFP, CRCA
Susan M. Edwards, CHFP
Michael A Ehlen, CHFP
Frank O. Ezell, Jr, FHFMA
Nelda D. Fields, FHFMA
Michael Gardenier, FHFMA
Bill Gay, CHFP, CPA, CIA CR
Danielle Gori, CHFP
Kimberly Green, CHFP
Frank P Grella, FHFMA
Jeraud G Hammond, FHFMA
Jordan L. Heavner, MHA, CHFP
Todd M. Heckman, CHFP

Kyle E Herbert, CPA, CMA, FHFMA
Robert G. Hetrick, FHFMA
Deborah B Hunt, FHFMA
Charles R Hyatt, CHFP
Michael E Jebaily, FHFMA
Wm. Paul Kerns, III, FHFMA, CPA
William R Koprowski, Ph.D, JD, FHFMA
Lawrence A Laddaga, Esq., FHFMA
Koshina Legette, CHFP
Donald C. Lewis, Jr., FHFMA
Stephen G Lutfy, FHFMA
Patricia L Lynch, FHFMA
Joe C Martin Jr., FHFMA
Cheryl S Mason, FHFMA, CPA
Raymond E McCulloch, FHFMA, CPA
Melanie R. McMaster, FHFMA, CPA
Jason W. McKinney, CHFP
Malanie McMaster, FHFMA, CPA
Sheila K Miller, FHFMA
Yulia V Milli, CHFP
Robert P Minus, FHFMA
Kam Mok, CHFP
Martin G Moore, FHFMA
Matthew F Muse, CHFP
Dennis G O’Connor, FHFMA, CPA
Barney E Osborne Jr., FHFMA

Camie S. Patterson, FHFMA, CPA, CMA
Christine M. Pearson, FHFMA, CPA
Jeffrey L Perkins, CHFP, CPA
William C. Peters, FHFMA
William N Phillips, FHFMA, CPA
Barbara I Pope, CHFP
Liza Porterfield, CHFP
Jasper A. Powell, FHFMA, CRCA
Blix M Rice, CHFP
Gregory E Scarbrough, FHFMA, CPA
Stanley E Smith, FHFMA, MHA, CRA
Trudy P Soloman, CHFP
Kathleen M Stapleton, CHFP
Richard Stokes, Jr, FHFMA, CPA
Gwen F Stubbs, CHFP
J David Sudduth, FHFMA
Gregory S Taylor, FHFMA, CPA
Laura B. Varn, CPA, CHFP
D.K. Walker, CHFP
Jeffrey L White, FHFMA, CPA
Tessa G Whitworth, CPA, CRCA, CHFP
Turner J Wortham Jr., FHFMA
J Scott Yandle, CHFP
Lynnwood H Young, FHFMA
List updated on April 2016

To get your name “on the list” and learn more about HFMA Certification, please contact:

Steve Lutfy, FHFMA
SCHFMA Certification Chair
stephen.g.lutfy@us.pwc.com
(803) 753 5209
Did you know that the South Carolina Chapter will purchase a license key to unlock the National HFMA On-Line Study Guide for
you at no cost, in exchange for your commitment to sit for the exam within 6 months of receipt? Additionally, the Chapter will
reimburse your exam fees in full when you pass the exam
Step-up to the plate and advance your professional career with HFMA Certification!

* As of July 2015
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UPCOMING LIVE
WEBINARS:
L e a r n a b o u t t i m e l y h e a l t h c a r e fi n a n c e t o p i c s a n d e a r n C P E s . M o s t l i v e
webinars are free for HFMA members and $99 for non-members, unless
otherwise noted. To register, simply click on the link to be taken to that
event's page on the HFMA website or visit www.hfma.org/webinars.
B y j o i n i n g t h i s w e b c a s t , y o u ' l l n o t o n l y g e t t h e b e n e fi t o f t h e e d u c a t i o n ,
but your time spent will be counted towards the SC Chapter's total
education hours.
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