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A Message from the Chapter President...
Our Chapter Year is
off to a great start.
After sharing our
National theme:
“Thrive” with you in
our last newsletter,
and our State
theme: “Be Bold”,
we have launched
in to our chapter
year with a passion
and focus to
achieve both. In

SC. This organization provides Veterans
Services to both men and women who have
served, or live with a spouse who has served in
the military. Veterans staying there receive
three meals a day, and have access to medical
care, counseling, legal services, education
programs, and limited financial support to rental
assistance. Our chapter donated blankets,
pillows, sheets and other essentials for those
veterans who were transitioning out, to their
own home/living location. Our Fall Institute
attendees were very generous, some donating
Estelle Welte
their lunch money from our “dine out event” to
Chapter President 2016-2017
our service project. We were proud to do our
late September we held our first ever Women in part! For more information, you can visit their
Healthcare Leadership one-day education
website at: http://one80place.org/veteranevent. We had 60 attendees join us at the
services/
Riverbanks Zoo on September 30th. It was a
Our free webinars continue with a multitude of
wonderful day of education and networking.
relevant and current topics/issues facing
Thanks to Diane Story and the entire planning
committee, our state chapter has been awarded hospitals in our state. We are advertising them
on our website, and also recommend checking
an Innovation Funding grant from HFMA
the national HFMA website for many additional
National. We were informed that the SC-HFMA
education sessions you can attend without
chapter has been awarded $6000, out of a
needing to leave your home or office. We also
possible $10,000. This is a wonderful
continue to partner with other organizations, to
achievement and recognition for an event that
expand our education offerings, including the
we were all so passionate to see happen. We
South Carolina Hospital Association, GA-HFMA
look forward to beginning our work on the
Women in Healthcare Leadership event for next chapter, AAHAM, and GAMA. We will continue to
draw in great speakers, innovate on our
chapter year. Thank you to the chapter,
education delivery options, and provide the
sponsors, and attendees for their support.
most relevant and current topics for our
membership.
Up next was Charleston, SC. There is no better
place to be in the Fall, to experience the change
A special shout out to those volunteering on the
of colors and season. Our Chapter hosted a very
CRCA Advisory Board: Lawrence Laddaga,
successful Fall Institute at the Hyatt Place/Hyatt
Debbie Hunt, and Steve Lutfy. With some
House. This was a new venue for us this year
transition in the early Fall, Sarah Rosebrock, and
and it did not disappoint. Thank you to Jasper
our loyal and valued supporter Tara Gibson,
Powell and the entire Fall Institute planning
stepped in to transition this program. Without
committee, who did a great job covering every
the “roll-up your sleeves” attitude of this group
detail perfectly. We launched our first ever
of volunteers, the CRCA exam results
“Ted Talks” style education lounge sessions,
distribution, and ongoing program
which offered participants a view of the top Ted
would have suffered. It’s been
Talks available on the web, and then group
a bit of rocky road, but
discussion on the topics presented. The
we have addressed the
attendee reviews were so positive from these
needs of all test participants
sessions that National HFMA is considering a
and look forward to honoring
similar event at their Annual National Institute.
all those that have successfully
We also took the time to honor our Veterans.
achieved this designation.
Focusing our service project, for this
conference, on One-Eighty Place in Charleston,
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Soon we will gather in Columbia, SC for our
Chapter Awards Banquet and CRCA Graduation.
What a great way to honor those that volunteer
in our great state organization and praise those
that took on a career and education challenge.
Those CRCA graduates that passed to achieve
their Certified Revenue Cycle Associate
designation will be honored at this event.
Please plan to attend on January 13, 2017.
More information on education and networking
for this event can be found on our website.
Looking ahead, the HFMA Region 5 DIXIE
Institute will be held March 21-24, 2017 in
Savannah, GA. Don’t let the “far off” dates fool
you…if you think you might attend please book
your hotel. The venue will fill-up quickly and a
rollover hotel will be the only option. Book
your hotel and register today at
www.hfmadixie.org.

I will close by saying that I continue to be
surprised by those members who volunteer so
much of their time and talent to be sure our
Chapter is successful. From our Officers, Board
Members, Committee Chairs, Past Presidents,
and volunteer members, we have a dedicated
team working for you. I am honored to serve as
your President and will continue to commit
every resource to ensure we meet our expected
metrics, that we offer the most innovative and
relevant education opportunities, and that we
honor our chapter’s legacy and success. Thank
you for your trust.
If I can ever do anything to help you, please do
not hesitate to reach out.
Respectfully,
Estelle Welte
Chapter President

for more information: schfma.org/events
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Renee's Update: Region 5
Happy Fall Y'all. I'm filled with renewed inspiration having just completed
the HFMA Fall President's Meeting in Memphis Tennessee. Each year the
Presidents and President-Elects from every chapter come together for
strategic discussions, and to network with their peers. As Regional
Executive it was my responsibility to organize the regional meeting nad
plan networking events. Of course that meant a trip to Graceland!!! What a
great experience.
The Fall President's Meeting kicked off on Sunday with updates from HFMA
National. We received an update on the Chapters 2.0 projects and we
learned about the HFMA Strategic Direction discussed at this year's board
retreat:

Renee Jordan
Region 5 Regional Executive

Our challenge: How can HFMA lead healthcare stakeholder to meet the challenges of today
while creating a sustainable healthcare industry?
Our Audience: Healthcare Finance Professionals 3-circle CFO's, Healthcare Insurance
Professionals, Physician Leaders, Vendor/Business Partners
Easy Access to Relevant Information
Collaborate to Define & Influence Change
Helping "Audience" Successfully Navigate Complexity & Pace of Change to Support
Financial Sustainability.
Invest in Acquiring, Developing, and Retaining Talent
On Monday and Tuesday we broke out into our regions where we had an opportunity to discuss
many National, Regional and Chapter topics. HFMA Secretary/Treasurer, Kevin Brennen, joined us
for conversation regarding membership and HFMA Strategies. Region 5 provided Kevin with
feedback from Chapter Leadership and Chapter Member prospective. Additionally, our Region
was fortunate to have HFMA staff member, Lorraine Schnelle, present during our meeting.
Lorraine was a wonderful person to bounce ideas off and she took copious notes to bring back to
HFMA to share our prospective.
The unanimous consensus was that the meeting was very informative and productive.
Additionally, the group enjoyed the networking events which allowed them to build
relationships with their peers thereby strengthening the Region as a whole.
In November, I will attend the Regional Executive Counsel meeting in Chicago to represent
Region 5. The primary focus of this meeting is to evaluate the Chapter Balance Score Card
(CBSC) and the metrics assigned thereto as well as chapter awards. The CBSC is designed to
assists chapters with goal setting and performance tracking of key chapter activities. At the FPM
the Presidents and President-Elects of Regional 5 shared their ideas for possible changes to the
CBSC. I look forward to bringing these recommendations to the REC meeting and to effect some
meaningful modifications to the CBSC.
I wish everyone a peaceful and healthy holiday season!
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The 2016 Election:
Questions Every Executive Should Be Asking
by Chas Roads
In a stunning upset, Donald Trump took the stage
early yesterday morning to claim victory as the
next president of the United States while
Republicans celebrated retaining control of both
the House and the Senate.
While the outcome of the election has long been
expected to have a far-reaching impact across a
number of policy areas, the Republican sweep of
Congress and White House could result in profound
changes in health policy after a hard-fought
election on both sides of the aisle.
Although the exact implications of the race will
become more apparent in the coming days and
weeks, we expect Republicans to emphasize the
election results as a mandate for change and use
the opportunity to pursue significant new
initiatives.
So what can providers expect from a Trump
administration and a GOP Congress? Let's take a
look at what's potentially in store for Medicare,
Medicaid, and the private insurance market—and
what those changes mean for provider strategy—
by looking at the most common questions I've
already received following the election.

Is the Affordable Care Act headed for repeal?
Since the enactment of the ACA in 2010,
Republicans have voiced a clear opposition to the
law and voted over 60 times in the House for its
repeal. With the removal of President Obama’s
looming veto threat, we expect that repeal of the
law—in some form—will be one of the first policy
changes pursued by the Trump Administration
following his inauguration, but the practical reality
of how to do that given that much of it has been
implemented could complicate the timing and
scope of the effort.
Moreover, outstanding questions linger on whether
Republicans will pair that repeal with a
replacement effort to mitigate some of the
perceived negative outcomes of that repeal in
terms of insurance coverage impact and other
discontinued program investments.
Given the 60-vote requirement in the Senate,
repeal will likely need to be developed in the
context of reconciliation, which means the overall
bill may require other reductions in federal
spending to offset the cost of the effort.
Additionally, the new Administration will need to
assess whether it can quickly find party consensus
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on a replacement plan or if that portion of the
dialogue will be pushed back to later in the year (or,
perhaps, indefinitely).
While there are many programs that could be
impacted by such repeal, the biggest issues involve
coverage expansion and payment reform.
If funding for Medicaid expansion is repealed,
what happens to provider rates of uncompensated
care?
Republicans could seek to repeal the Medicaid
expansion enacted under the ACA. Although the
ultimate impact would be dependent on the
specifics of any Republican replacement plan, the
likely net effect is a reduction in the number of
individuals covered by Medicaid, which would
increase uncompensated care and bad debt.
As part of repeal, Republicans might seek to restore
Medicaid Disproportionate Share Hospital
Payments (DSH), which are slated to be cut
significantly under the ACA, to pre-ACA levels.
Congress has repeatedly delayed and extended
those cuts in subsequent legislation and they have
yet to take effect. But to restrain costs, it's possible
that Congress could retain DSH cuts even if it
repeals Medicaid expansion. Organizations should
prepare for the possibility that the Medicaid
expansion is undone, bad debt rises, and DSH
payment cuts still eventually kick in
How might Medicaid reform impact my
organization's financial situation?
Republicans, including President-elect Trump and
Speaker Paul Ryan, have proposed significant
Medicaid reforms by limiting the growth of federal
funding for Medicaid while shifting greater control
over eligibility and benefits to states. These reforms
—whether in the form of per capita allotments or
block grants—might lead states to cut some
combination of eligibility, benefits, and payment
rates.
For providers, this would portend lower revenue
and a need to double down on efforts to reduce
costs.
Can we expect a repeal of the ACA's cuts to longterm Medicare spending?
Unlikely. One aspect of the ACA that will almost
certainly remain is the Medicare spending cuts
(including productivity adjustments) intended to
offset the cost of the original legislation. In fact,
the previous repeal legislation approved by the
House has clearly left those rate reductions intact,

meaning that the repeal scenario may be especially
hard on providers who will no longer see the
benefits of coverage expansion but will still be
subject to a number of the significant rate cuts that
were included in the ACA. Other cost reduction
provisions, such as the creation of IPAB, are more
controversial and thus expected to be repealed
with little debate.
The upshot, of course, is that hospitals and health
systems will almost certainly continue to bear the
brunt of price cuts to Medicare, but may not enjoy
the upside from coverage expansion. This is likely
to place enormous downward pressure on price,
making most providers rethink their approach to
cost containment.
For the past few years, hospitals and health
systems have managed to maintain their
profitability by cutting out the "low-hanging fruit"
of excess costs. But further downward pressure on
Medicare rates will likely force executives to look
at more-radical sources of cost savings.
Advisory Board analysis indicates that a plurality of
available cost savings to providers today comes
from minimizing variation in clinical procedures
and outcomes. The challenge is significant—
requiring alignment from clinicians and
administrators across the care continuum—but the
upside is enormous.
In general, is the pendulum swinging away from
payment reform?
If given the choice, many providers and other
stakeholders might well voice a preference for
accountable care models as a cost control strategy
over even deeper fee-for-service rate cuts. That
viewpoint could encourage the new Congress and
Administration to continue to support risk-based
payment and pay-for-performance models.
But even if long-term momentum does shift away
from such models, congressional experts agree that
most existing programs would only be transitioned
or phased out under a thoughtful repeal approach,
not eliminated immediately.
Does this mean the end of the bundled payment
programs?
Probably not. There is generally support from both
parties for the idea of bundling payments related
to a single episode of care. While some
Republicans have expressed discomfort with the
mandatory Comprehensive Care for Joint
Replacement (CJR) and proposed Episode-Based
Payment Model (EPM) programs, that has had more
to do with the mandates emanating from the ACA-

created Centers for Medicare and Medicaid
Innovation (CMMI) rather than from Congress.
The pace and vigor of mandated bundling may flag
if CMMI is weakened or eliminated (see below), but
the clear cost-saving potential for CMS from
bundled payment means provider efforts toward
episodic efficiency and appropriate post-acute
pathways must remain top priorities.
How about the ACO programs?
It's true that the Medicare Shared Savings Program
(MSSP) program was established by the ACA itself
and as such would theoretically be eliminated by a
full repeal. And the existing ACO programs'
disappointing early results (they haven't generated
significant savings to CMS) mean that CMS and
Congress could be moving to emphasize bundled
payments over ACOs as a clearer and simpler driver
of savings.
But as with bundled payments, there currently is no
proposed replacement for alternative payment
models (such as MSSP) per se, and little near-term
indication that they would be targeted in more
specific repeal efforts, though the situation bears
watching.
In the meantime, we believe providers should
continue to prepare and execute near-term
strategies for navigating population-level Medicare
risk, including a deliberate approach to both the
ACO options available and Medicare Advantage
(more on that below).
Is CMMI on the chopping block?
CMMI's loose financial accountability and unusually
broad program authority have been subjects of
Republican criticism, and previous House bills
repealing the ACA have eliminated CMMI’s authority
and funding.
For example, Speaker Paul Ryan has proposed
eliminating the Center's funding after 2020. That
said, the notions of program innovation, private
sector alignment and a desire for greater
accountability through pay-for-performance and
risk-based payment are all principles that enjoy
broad bipartisan support in Congress, though it is
unclear if the specific programs included will

remain intact. And it’s worth noting that while
CMMI is not a congressional favorite at the
moment, it does provide the Administration
with tools to implement payment changes
outside of the legislative process, giving
President-elect Trump's team a reason to keep
it.
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What does the election mean for MACRA—and
more important, physician reimbursement
and strategy?
Some of the strongest evidence for bipartisan
support of payment reform comes from the
overwhelming majorities—92-8 in the Senate
and 392-37 in the House—that voted in favor
of MACRA, the comprehensive rewrite of
Medicare’s physician reimbursement model.
MACRA continues to enjoy strong bipartisan
congressional support today.
Because MACRA puts long-term pressure on
physicians to adopt Alternative Payment
Models such as ACOs and bundled payments,
any action to roll back those programs
(repealing ACA wholesale or defunding CMMI,
for example) would serve to undermine
MACRA’s effectiveness.

craft strategies that address both the MA and
traditional Medicare segments in
complementary, scalable ways.
Will traditional Medicare move toward a
premium-support model under the GOP?
The Ryan plan for Medicare does include a
long-term goal to transition Medicare away
from a traditional entitlement to a "premiumsupport" or defined-contribution model, which
is essentially a voucher program allowing
seniors to buy their own Medicare health plans.
The proposal would add a new level of
consumer choice into Medicare decisions.
While the idea is certainly worth watching as
the new Congress and Administration begin to
work together, it's not clear that the idea has
much support from the President-elect, who
was notably unenthusiastic about significant
reform of traditional entitlements.

Providers should watch carefully to see how
the incoming government addresses many of
the loose ends still outstanding after MACRA's
2017 transition year. In advance of more clarity
on the technical points, providers should
assume that tracking and managing physician
Key takeaways for provider executives:
performance will pay dividends in any case.
It should be clear by now that the next several
months are likely to be marked by uncertainty
The potential for further payment cuts across
over the likelihood and nature of repeal or
the board will probably accelerate the trend
reform of the Affordable Care Act. But there are
toward physician practice aggregation already a few no-regrets strategies for providers that
at work. Hospitals and health systems will need are likely to remain essential in any scenario:
to able to determine which physician groups to
work with, what corporate structure to
•Be prepared to live under further rate cuts to
leverage, and which performance objectives to public reimbursement. The Republicans that
measure. Having a deliberate strategy around
control Congress—and very soon the
physician integration just assumed a new
presidency—have the same goals of curbing
urgency.
Medicare spending growth. But they do not
have the same patience, meaning that rate cuts
Is Medicare Advantage going to become the
are here to stay, while the coverage expansion
dominant form of Medicare coverage?
upside may be much more limited.
Of the 57 million Medicare beneficiaries,
nearly 18 million are already enrolled in
This means providers have to maintain a
privately-administered Medicare Advantage
relentless focus on taking excess cost out of
plans. Both MA enrollment and provider
their systems, eliminating unwarranted clinical
interest in offering MA plans have been on the variation, and rationalizing their fixed cost
rise, and the advent of Republican-controlled
footprints. The new Administration might also
government could augur an even quicker shift. be more inclined to see the cost benefits of
consolidation, assuming providers can
While it is not likely that MA (or, for that
demonstrate them.
matter, any other privatized Medicare model)
will fully supplant traditional Medicare in the
immediate future, providers would be wise to
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•Develop an intentional Medicare risk strategy
to offset rate cuts. Medicare's bundling, ACO,
and MA programs may not be as endangered as
other parts of the ACA, and for good reason:
they are an essential building block of the
bipartisan MACRA law. But they also provide an
alternative to living under continued pressure
from fee-for-service rate cuts. Determining the
right mix of Medicare risk-based contracts for
your own organization is still the key to a
sustainable Medicare strategy.

•Accelerate your investment in consumeroriented care delivery. Consumer-oriented
health care just got a shot in the arm. Many of
the reforms included in the Ryan plan include
greater use of HSAs, individual insurance
portability, and greater consumer transparency
and choice for health plans. All of which only
underscores how consumer preferences at the
point of coverage and point of care are likely to
have a profound impact on care delivery.
Consumers increasingly demand easier and
more-affordable access to care, and greater
flexibility in payment options.

•Renew and revisit your physician alignment
strategy. The potential for disruption in
Medicare reimbursement is likely going to add
new urgency to the wave of medical group
consolidation. Given the almost certain uptake
in interest for alignment options among
physicians, health systems will need to know
with whom they want to work, in what capacity,
and with which performance goals in mind.
Chas Roades
Chief Research Officer
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SCHFMA Members Rev Up with "Your Career Audit"
by Vickie Austin
On Friday, September 30, attendees of the first
annual South Carolina HFMA HERe Conference
had a chance to rev up their careers with “Your
Career Audit: How to Get from Where You Are
to Where You Want to Be.” Inspired by the
morning panel, participants now turned their
attention to closing the gap to move closer to
their own career goals. Here are some
highlights from the presentation.
To stay relevant, consider having a strategic
career plan. Include your:
•Goal: Your goal needs to be big, like a
mission statement. The goal is always about
being of service.

their own “pearls of wisdom” on advancing
your career. Estelle Welte, senior VP of client
engagement for Ensemble Health Partners and
this year’s chapter president, advised, “Take a
genuine interest in people, all people you
encounter, and be authentic. Building your
network will always provide you with options
and you’ll always have places to turn when you
need help.”

Melanie McMaster, CPA, of the Greenville
Health System and a SCHFMA board director,
recommended that when attending a
conference or workshop, “Don’t always sit with
your co-workers or people you know really
well. Be bold and approach people you don’t
•Objectives: These are specific and
measurable. How much money do you want know.” Diane Story, director of revenue cycle
improvement for Roper St. Francis Healthcare,
to make and by when? Do you want to
said, “Sometimes we lack the confidence and
pursue certification or become a Fellow of
strength to ask for what we want. We need to
HFMA? Objectives are specific, measurable
speak up! Become engaged! Those who do
and have deadlines.
contribute and are engaged are the ones who
•Strategies: Strategies are like railroad
make the biggest impression and help to drive
tracks—they move you along toward your
change.” And Danielle Gori, government audit
goal and answer the question “How will you contractor program manager for Bon Secours
achieve those objectives so you can fulfill on St. Francis Health System and SCHFMA chapter
your goal?” An example of a great strategy is board director, added, “Don’t be afraid to step
“Elevate your visibility.”
out of your comfort zone and challenge
•Tactics: These are the action steps we take yourself. Never stop the quest for seeking
to move our strategies along, and they show knowledge; empower yourself and value your
own worth. Network, network, network!”
up on our calendars and our to-do lists. Be
careful: tactics like to run the show, so make
For a copy of “Your Career Audit,” please feel
sure your daily activities are tied to your
free to contact me at
strategies.
vaustin@choicesworldwide.com or call me at
312-213-1795.
Other resources you’ll need to evaluate when
doing “Your Career Audit:”
Vickie Austin is a business and career coach,
•Do you have a mentor? Sponsor? Coach?
These people help guide you on your path to founder of CHOICES Worldwide and a frequent
speaker at HFMA chapters across the country.
the next level, whether it’s up the “career
She is the author of the newly released book,
ladder” or across the “career lattice.”
Circles of Gold: Honoring Your Network for
•Who’s on your “Posse?” This circle of
Business and Career Success, available via
people gives you unconditional support so
Amazon.
you can accomplish your ambitious goals.
•How about your education? Training and
development is critical to evolving as a
healthcare financial management
professional.
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Some of the SCHFMA chapter leaders were
gracious enough to share with me in advance

2016

13

Short Report

State Legislative Recap
In the 2016 legislative session, SCHA worked diligently to protect reimbursements for
hospitals, support solutions to close the health coverage gap, expand telemedicine,
maintain the Certificate of Need program, explore incentives to increase the state’s
healthcare workforce, and prevent legislation that would discourage the self-reporting
of medical errors.
The budget for the current fiscal year did include a small, expected step-down in funding
for the Healthy Outcomes Program, but Medicaid reimbursement rates were protected.
Unfortunately, we were unsuccessful in securing a plan to pull down the federal funds
for expansion of healthcare coverage to the working poor this year; however, improving
coverage options for that population remains a top priority in the 2017 legislative
session.
A full wrap-up of the 2016 legislative session relating to healthcare can be found here.

Federal Legislative Recap

Congress has been out for the better part of the past four months, most recently
preparing for elections. Throughout the year, though, there have been several pieces of
legislation move through the Capitol or go into effect that have an impact on hospitals
and healthcare. Two large healthcare bills that have passed the House of Representatives and are
awaiting approval by the Senate are:
•
“Hospital Bill” (H.R.5273): A comprehensive bill containing numerous provisions
affecting hospitals, including site-neutral amendments, Hospital Readmissions Reductions, and
others.
•
Mental Health Bill (H.R.2646): Another sweeping bill covering many aspects related to
mental health services, access, grants, and parity.
MACRA has been the topic of much discussion and preparation this fall, as the final rule was
released by CMS in October in anticipation of the start of the reporting period in 2017. Earlier this
year, Acting Administrator Andy Slavitt stated that physicians would have flexibility in their
implementation timeline to ease the transition. Adding to the bit of relief, the final rule provides
additional flexibility for the first year of reporting. AHA has put together a great resource page for
preparing for MACRA.

Looking Ahead...2017
This has been a year of learning and listening for SCHA as we built a strategic plan to match the
changing healthcare landscape and provide meaningful programs and services to member
hospitals. Based on feedback from leadership at healthcare organizations throughout the state,
we have developed preliminary priorities for the next year, which include initiatives supporting
behavioral health services and access, workforce shortage solutions, continued telemedicine
expansion, healthcare coverage, and defending Medicaid reimbursement, among other
issues that are likely to arise throughout the year.As the issues that impact hospitals continue to
broaden in scope, SCHA will also expand the issue areas for which we advocate, offer education,
and provide services.
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Save the Date!
2017 Benefit Update Meetings
Tuesday, December 13, 2016
Wednesday, December 14, 2016
Thursday, December 15, 2016

Columbia Metropolitan Convention Center
1101 Lincoln Street, Columbia, SC 29201

Register online: www.SouthCarolinaBlues.com>Providers>
Benefit Update Meetings>Workshop Registration.
New this year:
• Concurrent breakout sessions
• Dental & Mental Health sessions
• Vendor exhibitions

These meetings are hosted by
BlueCross Provider Relations in
support of our providers.

Teaming together for excellence.

15

Rethinking Physician Compensation
INCREASE PHYSICIAN ENGAGEMENT, OPTIMIZE PERFORMANCE WHILE TRANSFORMING
TO VALUE-BASED CARE
by Lynn Grennan, Craig Hittle and Kritiya Gee

As reform moves toward value over volume and healthcare leaders take on increasingly complex
payment and reimbursement plans, they struggle to align the physicians within their
organizations to their system’s financial and quality goals, while balancing the ever increasing
demands and stresses on physicians and their patient care teams. Physicians and advanced
practice providers are crucial to every performance, quality, safety, care utilization and
patient satisfaction goals. These factors significantly affect an organization's financial viability,
which is why providers' compensation must be aligned with them. In addition, our research shows
that providers are less likely to burn out when mutual goals have been established between them
and their health systems. But, that is just part of the story when it comes to compensation
planning.
COMPENSATION STRUCTURE VERSUS
ORGANIZATIONAL CULTURE
The right compensation plan framework
is an important component to becoming a
high performing physician organization. It
provides a tangible and aligned structure for
a winning patient-provider-system-payer
strategy. Creating a unified plan also helps
integrate providers with each other and
with the system—culturally, financially and
clinically—via a common core that functions
across multiple departments, yet, is flexible
enough to contain specific departmental
metrics, variables and incentives. Ultimately,
this framework should facilitate a bridge
to more risk-based population healthcare
delivery as you gradually realign measures,
metrics and compensation to suit shifting
value-based care models.
Yet, a compensation structure is also
dependent on a physician organization's
group culture and dynamics. Given a group’s
current status and infrastructure, where
does it fall on the organizational maturity
spectrum? Are the physicians ready and
motivated to move to a unified and aligned
compensation plan? Can this plan evolve
and be repeated with other physician groups,
or will you need to tailor the structure for
each group you employ, thus defeating the
implementation of a unified plan? A unified
compensation structure with common
principles and guardrails is important and
should be pursued, but does not insinuate
that a one-size-fits-all approach is effective or
even feasible. Rather, successful physician
organizations should develop common
principles that will apply broadly to all
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providers, but with specialty or group specific
components that give leaders flexibility to
meet the needs of providers and the physician
organization. For example, common principles
may be rewarding for patient satisfaction or a
range of fixed and variable compensation.
ALIGNMENT AMONG MANY SECTORS
Compensation plans must be financially
sustainable, reward physicians for meeting
and exceeding clinical and non-clinical
goals and balance physician efforts with a
variety of leadership responsibilities. Above
all, approach compensation planning with
transparency and accountability and keep
things simple and efficient.
Keep in mind that successful compensation
plans are works in progress and should
continually strike a balance among these
sectors that impact alignment:
• Patients, consumers, the community –
Encompassing population health, which
determines what the prevalent chronic and
acute illnesses in your market are, the rise
of consumerism, emerging patient access
channels (for example, telehealth and retail
clinics), and the impact of self-payers.
• Health Systems – Representing the
continuum of care across the delivery
system, from hospitals, academic medical
centers, ambulatory practices and postacute
environments.
• Government – Including federal, state,
and local laws and policies that regulate
your organization’s operation.

• Payers – With the Medicare Access
and CHIP Reauthorization Act of 2015,
reimbursement will continue to progress
on the path to value; it is anticipated that
commercial plans will follow suit.
OVERALL MARKET DYNAMICS
There has been a marked shift of independent
medical groups to hospital-employed/owned
physician organizations in the last decade
and a half, and the trend continues. Mergers
and acquisitions also create their own
compensation dynamics. Often these deals
are done one at a time, without a complete
evaluation of the strategic goals and return on
investment of all parties.
Physician organizations acquired in this way
are promised autonomy, but since their legacy
compensation plans often come with them,
they are less inclined to embrace the parent
health system compensation structure. The
misalignment perpetuates itself as systems
grow and acquire more medical groups.
Though hospitals no longer employ physicians
to increase admissions and gain favorable
reimbursement rates for hospital-based
services, the shift in focus from fee-forservice
to value-based care is just that—still
in transition. For compensation planning,
there is a compelling need to recognize
the impact that an evolving organizational
structure has on staff and continue to
develop models that reward quality and cost
reductions. Many healthcare organizations,
however, are at varying points organizationally
and strategically in compensation planning.
IMPACT OF PHYSICIAN BURNOUT
Relentless changes and the uncertainties of
industry reform are driving these providers
to join hospital environments because they
no longer want the administrative details of
owning a practice and they prefer medicine
to business. But, when they make the
move, they discover that they are needed as
leaders on the business side of healthcare
after all. They discover that it is about more
than compensation.
When physicians, who are intrinsically driven
and committed professionals, experience
these disconnects, disillusionment can evolve
into burnout. Quint Studer, founder of Studer

Group, knows firsthand from his work with
physicians around the country that these
burnout factors generally can be grouped
under the factors of healthcare environment,
practical hurdles, psychological and training
challenges, and organizational structure
changes. Crossover occurs, as practical
hurdles lead to psychological concerns and
training is related to organizational change.
He stresses, though, that burnout is not
happening only because physicians feel
personally overwhelmed or stressed, which
would imply a lot of self-interest. Rather, this
dedicated group experiences burnout because
“they perceive that their most powerful
driver—the ability to provide the best possible
patient care—is being challenged.” When
physicians team up with their health system
leaders to pursue mutual goals, they are far
less likely to burn out.
Healthcare system leaders are realizing that
getting physicians to align strategically with
goals to improve key performance areas such
as revenue, care redesign, and efficiency,
but ignoring burnout, limits any physician
engagement.3 A variety of strategies can
combat the problem, such as addressing the
problem through education and onboarding
activities, working on patient care teams with
non-physician providers to help spread out
work and documentation. Additionally, training
physicians to become team leaders and
helping physician organizations become more
successful in lowering costs and improving
quality of care.
Also critical to understanding the relationship
between performance expectations/
compensation and how physician
organizations can become disconnected
from the health system is the financial
affordability concept outlined in Figure 1
below. Although health systems recruit, retain
and incentivize physicians for any number of
clinical or strategic reasons, it is important
to continuously evaluate the relationship
between productivity and compensation.
Huron's leading practice for financial
sustainability and affordability is no more than
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a 20 percent variance (positive or negative)
in the respective percentiles for productivity
and compensation. Misalignment greater than
20 percent puts physician organizations at
risk for either losing providers or overpaying
for them. Strategic or coverage needs may
occasionally call for variances outside of this
leading practice but should be the exception
rather than the rule.
ALIGNMENT WITH HIGH-PERFORMING
GROUPS
Physicians who belong to high performing
organizations have significant impact on
their health systems—operationally and
clinically—making for strong partnerships
and improved financial performance. In
our definition, high performing physician
organizations must have sustainable
performance as it relates to compensation
across these key dimensions:

Organizational Effectiveness
• Effective governance and management
structure to successfully develop
and implement a leading practice
compensation model
• Strong group culture and ethos to buy into
market-driven models and incentives
Practice Efficiency
• Highly efficient and appropriately staffed
operations
• Able to respond to and track changes
driven by new provider incentives
Financial Sustainability of Plan
• Financially viable to health system
• Funded consistently and fairly
• Reporting and transparency for
compensation model changes
Provider Alignment
• Compensation is aligned between provider
performance and organizational goals
which includes volume, outcomes and cost
Clinical Alignment
• Effective compensation model addressing
primary care, specialty care, hospital
services
• Incentives aligned with desired system
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and payer outcomes (performance, quality,
utilization, safety, patient satisfaction)
However, where a physician organization may
be at various points on the journey toward
high performance can limit the ability to
design and implement a compensation plan
for its members. For example, an organization
could be an emerging group practice,
but its clinical, operational, and financial
infrastructures are not in line with its culture,
values, strategy, leadership and management.

An organization’s place on the development
model (Figure 2) determines its focus and
goals of care delivery. A provider group
that is further developed and integrated is
better positioned for strategic decisions and
is better able to implement compensation
plans that are in line with new payment
models the health system is pursuing. In
turn, health systems considering a new
compensation model should examine what
they currently have, what their competitors
use, and what benefits they need to offer to
attract and retain talent. Tying compensation
to productivity and performance, however,
can stretch an organization's tolerance
for risk. For example, overhead and fund
allocation may be difficult to plan for and the
model may be tricky to implement fairly and
consistently. The attempt to tie compensation
to productivity and performance may result in
an uproductive and competitive environment
among practitioners.
COMPENSATION APPROACHES
With that in mind, Figure 3 charts several
approaches that cover the range from
increasingly guaranteed compensation to

For specialty physician organizations,
compensation plan components and
incentive metrics should be tailored to the
specific group and provider environment and
should ultimately coincide with the goals of
each individual practitioner along with those
of the department/division and organization.
Key compensation metric guidelines include:
• Basing compensation on organizational
priorities—physician engagement, quality,
service line performance—and setting
minimum standards for eligibility.

increasingly variable compensation.
Leading practice suggests a model
whereby no more than 80-85 percent
of a provider's total cash compensation
target (e.g. 50th percentile Medical Group
Management Association) should be fixed
or guaranteed (with potential exceptions for
new providers during the 1–2 year ramp-up
period). The remaining variable, or “at risk”
compensation, should be earned based on
achieving and/or exceeding minimum work
standards/threshold for productivity, quality,
and engagement/citizenship. Incentive
compensation can then be structured for
providers going above and beyond the
minimum work standards, giving high
achievers the ability to earn more than the
total cash compensation target.
Quality and citizenship requirements should
always be part of any physician leadership
onboarding and/or training so physicians
know exactly how your organizational culture
translates into care delivery performance.
There should be minimum expectations for
citizenship goals, both within the physician
group and the hospital/system. Examples
include engaging in leadership opportunities,
getting along with peers, having good charting
habits, minimizing compliance risks.
Other compensation considerations
include physician roles in administrative,
management, leadership, and other variable
pay that should be part of performance
metrics. Be sure to make physicians aware
of all the quality, citizenship, and leadership
opportunities your organization offers.

• Calibrating performance expectations
per clinical, administrative, or other work
effort criterion.
• Establishing metrics across specialties
based on panel size, wRVUs, collections,
shift, service line, and call coverage, etc.
• Using external benchmarking data (e.g.,
Medical Group Management Association)
as needed.
• Establishing a component for not meeting
performance expectations.
• Always recognizing performance—both
quantitatively and qualitatively.

COMPENSATION DESIGN, PLANNING,
AND ALIGNMENT
Begin compensation planning by examining
current provider models. Complete the
four-step process depicted in Figure
4 before starting to develop the goals
and key objectives of any new or future
compensation plan models.
Kickoff/Data Collection/Business Case
• Gather data and policies around provider
compensation and productivity.
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• Form a compensation plan work
group consisting of key physician and
administrative leaders.
• Communicate the need/business case for
change with the provider organization and
expectations for input, timing, and roll out of
potential new plan(s).

The best laid physician compensation plans
are meaningless without proper execution of
the implementation.
• Establish a communications plan and
frequency with providers, e.g. monthly
newsletters, email updates, surveys, etc.
• Create an implementation work team, work
plan, and key milestones. Work teams
are typically made up of key operations
directors and financial analysts.
• Develop and schedule provider education
sessions/town hall meetings and model
working sessions with the work team.

Current State Assessment, Development of
Guiding Principles, and Analysis
• Conduct interviews with physician and
administrative leaders to understand what
works within the current compensation plan
and, more importantly, what does not work.

Figure 5 shows what a multi-year transition
plan looks like to move from a volume and
guaranteed base compensation model to a
value based scenario. While this road map
example spans three to four years, it is
important to note that the sectors from Year
2 to Year 3 stay the same. Only the weighting
of each planning year changes based on
revenues, incentives, alignment with contracts
and other key factors.

• Perform a benchmarking analysis,
comparing current compensation models
and affordability.
• Define and develop guiding principles for
eligibility, minimum work standards, base
salary, incentive compensation and funding.

Compensation Model Design, Testing, and
Implementation
• Use agreed upon guiding principles to
develop department/specialty specific
compensation plans.
• Thoroughly “shadow test” by running
concurrent calculations of compensation
under old and new plans using actual
performance data for several months to
determine the financial impact (to providers
and to the physician organization/health
system) of each option.
• Finalize compensation model components.
• Develop policies and documents.
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While much is involved with physician
compensation planning, bringing physicians
into the planning process promotes the kind
of engagement that encourages participation,
reduces burnout and disenchantment with
reform mandates, and creates the kind of
leadership that allows them to appreciate
the importance of linking their performance
and what they earn with the health system’s
financial, clinical, and quality goals.

KEY TAKEAWAYS
• Evolving provider compensation plans
must strike a strong balance in aligning
performance (production, quality,
citizenship/engagement), variable and atrisk
components, incentives, affordability,
operational efficiency, and provider
satisfaction and reduction of burnout.
• Systems and plans that simply incentivize
providers to work harder without
simultaneously engaging and enabling
them to be more efficient and effective is a
strategy destined to fail.
• Alternatively, a plan that focuses on
organizational effectiveness, practice
efficiency, financial sustainability, and
provider and clinical system alignment
will create the desired culture of
accountability, performance, and long term
organizational success.
• Developing new patient access channels,
optimizing performance, reducing physician
burnout, and aligning interests at the provider
AND system level is paramount to creating a
winning environment for patients, physician
organizations, and health care systems.
Leading practices in designing aligned
compensation plans and enabling a high
performing physician organization include:

• Development of a common framework
compensation plan for a unified plan,
allowing for flexibility to meet the needs of
various specialties and stages of alignment.
• Designing elements in the plan that address
shifting reimbursement models.
• Aligning the framework with health system
strategies and goals.
• Ensuring the plan is both financial
affordable and sustainable.
• Implementation of the plan in conjunction
with operational improvements (e.g.
revenue cycle enhancements, productivity/
access/throughput standards, and expense
management) to enable physicians
to succeed.
While marketplace and regulatory demands
continue to put pressure on the healthcare
delivery system, a carefully considered
physician compensation plan can be used
to leverage most of the relationships in the
care continuum. It not only incentivizes a
high performing physician organization but
provides an aligned structure for a winning
patient-provider-system-payer strategy.

ABOUT HURON HEALTHCARE
Huron Healthcare is the premier provider of performance improvement and clinical
transformation strategies and solutions for hospitals and health systems. In 2015, Huron
acquired Studer Group, the market leader in driving healthcare cultural
transformation. The combination of Huron and Studer Group is focused on improving healthcare
providers’ clinical, operational, and financial outcomes. By partnering with clients, Huron
delivers solutions that improve quality, increase revenue, reduce expenses, and enhance
physician, patient, and employee satisfaction across the healthcare enterprise. Clients include
leading national and regional integrated healthcare systems, academic medical centers,
community hospitals, and physician practices. Modern Healthcare ranked Huron Healthcare
fourth on its 2015 list of the largest healthcare management consulting firms. Learn more at
www.huronconsultinggroup.com/healthcare or follow us on Twitter: @Huron.
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Robert Taylor

Regional Business Development Executive
AMCOL

What do you enjoy doing in your free time?
The movies....I'm extremely into the movies and I frequently go by myself.
If you could have dinner with anyone dead or alive who would it
be? Prince.. (I’m a huge fan of his music and went through the seven stages of
grief when he passed).
If you could visit one landmark, which would it be? The Sphinx.
What is your favorite TV show?
Walking Dead even though I’m 4 seasons behind.
What keeps you motivated? My Kids! I have two young boys and I try to
set the right example for them daily.
What's one thing others would be suprised to learn about you?
That I’m a Singer and Pianist since age 12.
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Fall Institute
2016
Charleston, SC
Thank you for your donations. With your support we were able to provide One80Place
Veterans Program with 40 Towel sets, 40 Full bed sheet sets, 40 pillows, 5 inflatable
mattresses and a cash donation just over $800.
Thank you again SCHFMA for your love and support to the cause.
~Jude Crowell
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2016 - The Last Year for Medicare Meaningful Use Incentive Payments:
Don't Lose Focus Around Medicare Advantage Shadow Billing
by Mario Feher
This issue of IMA Insights seeks to provide an
overview of how simple day-to-day holes in
internal and external processes related to
“shadow billing”, for Medicare Advantage
patients, can decrease meaningful use
incentive payments, as well as have long term
effects on future medical education
reimbursement resulting in millions of dollars
in lost revenue.

Challenges:
Together, shadow billing and EHR meaningful
use incentive payments represent a strong
reason for providers to have knowledgeable
people, iron clad processes and properly
working technology in place. Hospitals are
under increased pressure to make sure that
they identify and re-coup money that is
rightfully theirs while balancing the challenges
of dealing with a myriad of compliance issues.
Background:
In order for hospital providers to submit
“Shadow billing”, synonymous with “no pay” or shadow bills for their MA patients, they must
“information only” claims, is an unofficial term submit a separate claim to their MAC (and not
that refers to the process wherein hospitals
the MA plan). This methodology places the onus
submit claims to their Medicare Administrative on the hospital to ensure that the necessary
Contractor (MAC) for inpatient services
information is provided on the claim, including
provided to Medicare beneficiaries who are
specific information that must come from the
enrolled in a Medicare Advantage (MA) plan.
beneficiary upon registration. Often times all of
These claims are submitted, as per instructions the information needed to submit a shadow
from CMS through a series Transmittals, for the claim is not obtained during the registration
purpose of requesting supplemental Indirect
process causing large buckets of claims to
Medical Education (IME), Graduate Medical
never be submitted. For many teaching
Education (GME), and Nursing Allied Health
facilities, this issue is likely to have been on
Education (NAHE) payments, and for the proper their radar screen since there is a direct impact
reporting of Medicare beneficiary days to be
to IME/GME reimbursement. However, even
counted in the Medicare fraction of the
teaching facilities are burdened by day to day
Disproportionate Share Hospital (DSH)
challenges which are not easily overcome.
calculation.
In our experience, even the providers who
In addition, The American Recovery and
submit shadow bills may not follow through to
Reinvestment Act of 2009 (ARRA) established
ensure the claims are “processed and
incentive payments to eligible professionals
accepted”. For instance, if the shadow claim
(EPs), eligible hospitals, critical access hospitals makes it past the internal bill edits, Medicare
(CAHs) and Medicare Advantage Organizations may still have a reason to return to provider
to promote the adoption and meaningful use of (RTP) the claim. Often times the claims in RTP
interoperable health information technology
wind up in a work queue which is often worked
(HIT) and qualified electronic health records
from high dollar claims to low dollar claims
(EHRs). The Act rewards hospitals for adopting, therefore, shadow claims (i.e. zero pay claims)
implementing or upgrading to a certified EHR
are never touched. Further, providers must
and demonstrating meaningful use of the
ensure that the claim includes the applicable
technology. Eligible hospitals that adopted a
condition codes and other necessary
certified EHR system and are meaningful users information so that the claim can be properly
began receiving payments in any year from FY processed.
2011 to FY 2015. The amount decreased if the
program began in 2014 or 2015 with 2016
Another scenario that often occurs is a
being the last year for incentive payments for
combined stay or readmission which requires
Medicare purposes.
the Provider to revise a claim previouly
submitted. Many times in these cases, since the
In our experience, these requirements have a
Medicare Advantage is the higher paying claim,
direct impact on a niche area of the revenue
they are without question fixed but the
cycle and present its own very unique
challenges.
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shadow bill portion is not addressed and often
times the IME and GME payments could have
been higher.
For non-teaching facilities, shadow billing may
not be a top priority or focus as there is no
IME/GME reimbursement. However with EHR,
they are entitled to incentive payments
provided the shadow bills are submitted
correctly. Not to mention, there should be an
added focus for compliance reasons. Keep in
mind, the same above mentioned challenges
teaching hospitals are experiencing are
applicable to non-teaching providers.
While many providers have addressed this
issue by way of conducting retrospective
reviews, either on their own or with an
external partner, they still often fail to identify
all of the eligible claims that they should be
billing. Even in organizations that are doing
retrospective reviews, simply missing 1% 2% of these claims can result in significant
lost revenues.
During the last year, many providers either
have started or will be implementing new
patient accounting systems. The planning,
testing and implementation process is a major
strain on resources and as such, not all things
are set up correctly within the new system.
Hence, what previously worked under the old
system may now be causing a disruption in this
niche area. In addition to missed IME and GME
reimbursement, missing these claims can
result in a hospital not being able to capture
the associated Medicare Advantage days for
the incentive payment calculation.
Insights:
Despite the numerous challenges that exist
surrounding the issue of shadow billing for MA
patients, there are many things within the
control of the provider in order to address
these challenges. More importantly, given the
upside for additional incentive payments as it
relates to meaningful use and the potential
negative impact of not doing so, providers
cannot remain complacent with this issue.
There are a variety of factors that may
contribute to this dilemma including the fact
that the regulatory guidance is complex and
sometimes unclear; hospitals sometimes lack

proper internal resources; there is often
miscommunication or a lack of effective
communication among key hospital
departments (i.e., patient accounting,
reimbursement, managed care, compliance,
decision support, and finance); disparate
systems often make it difficult to obtain all of
the required data; time and competing
initiatives; and turnover of staff leading to gaps
in processes.
The challenge for providers is to develop and
maintain processes and controls to identify MA
patients, ensure proper data is collected and
successfully bill shadow claims. This is
especially true with more and more Medicare
Advantage products coming to market. The
following are some insights to aide in
maximizing efforts and reimbursement:
1.
A comprehensive understanding and
reconciliation to the PS&R report (both Report
type 110 and 118) will ensure that the MAC
has captured the correct claims. This means
that those claims that are stuck in RTP need to
be addressed and reprocessed. In our
experience, this is often the biggest black hole
for shadow claims. Also, despite the Medicare
Advantage claim being the higher paying of the
two when it comes to combined stays, take the
extra time to resolve the Medicare shadow bill
as well.
2.
The function of shadow billing should
occur within a reasonable time frame and not
allow too much time to pass by when
performing retrospective reviews. Timely filing
is non-negotiable in this case.
3.
Conduct on-going reviews to ensure that
you are capturing and shadow billing all MA
patients you treat through automation and
tracking. If you are currently going through a
system implementation or are planning to,
keep in mind the benefit and requirement of
shadow billing (not just for Inpatient acute
patients but also for other related patient
settings including Psych and Rehab units).
4.
Based on the results of your reviews, you
may need to tighten existing internal
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processes and controls and create new ones as
needed based on the results of your review.
Include team members that are familiar with
the impact to reimbursement when it comes to
patient days and what is captured on the cost
report. Sometimes the reimbursement team
members are anticipating the days but if the
back office is not shadow billing or working
rejections or RTPs, it’s like the claim never
happened.
Finally, stay in touch with your peers and
industry experts and continually look in areas
where you didn’t look before (i.e., misclassified
MA patients continue to be an area of
opportunity as well as non-traditional aged MA
beneficiaries) to capture shadow bills.
Summary:
As of October 2015, Eligible Hospitals have
received over $11.79 billion of Medicare
Incentive Payments. Since this is the last year
for Medicare Incentive Payments, providers
should be aware of the steps needed to ensure
they are receiving the highest incentive
payment possible. Providers should not lose
sight that because the incentive payment is
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going away that the requirement to shadow bill
is too – it’s not! In fact, because of declining
reimbursement, even more focus should be
given to niche areas to help make up potential
deficits.
In our experience, providers are successfully
capturing between 92% – 99% of the claims
that should be shadow billed. This appears to
be a strong success rate, but even a small
percentage increase to your IME, GME and
meaningful use incentives can increase
payments by $250,000 to $750,000 annually.
We are pleased to have the opportunity to
provide this information to you. If you have any
questions, need assistance with evaluating your
shadow billing process, or need assistance
recovering lost monies, please do not hesitate
to contact me at (215) 514-0951.
Yours very truly,

Cygnus 1988

Did you know it's possible to be an accountant
by day and in a rock band by night? That's the
role of one of our latest board members, Chris
Glenn. Chris has been playing the drums since
age 11. "My older brother took me to a David
Lee Roth concert in 1986 and from that
moment I was hooked". Chris went on to
become the Drum Captain for the Summerville
High School marching band in 1987. In 1990
Fox Music held a drum roll competition and
Chris performed a continuous drum roll for
26.5 hours with no breaks. Interestingly the
world record is much shorter but no one from
the Guinness Book of
Records was present.
The drum roll did,
however, make local
radio and TV news.
Since the late 1980's
he has been the
drummer for three
different rock bands.
The most recent band,
On the Hunt, is a 4

piece classic rock band that started out as a full
tribute to Lynyrd Skynyrd. On the Hunt was
formed in 2002 by close friends with a mutual
love for music. Although the band is currently
on a break they have been known to open for
the Marshall Tucker Band, and the Beach Boys.
They have played throughout the
tri-county area including the Wind Jammer on
the Isle of Palms, the Sand Dollar on Folly Beach
and Mid Town Bar & Grill in Downtown
Charleston.
Chris and the Band are also known for their
support in helping to organize various charities
throughout the lowcountry including the
Trident United Way Battle of the Bands,
Lowcountry Food Bank Battle of the Bands and
the Carolina Children's Charity Band Blast at
the Beach.

Favorite band: Van Halen

Favorite drummer: Alex Van Halen
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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
live webinars are free for HFMA members and $99 for nonmembers, 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
education, but your time spent will be counted towards the SC
Chapter's total education hours.
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