VOLUME 2 | ISSUE 4

Market vs. Medicine:
America’s Epic Fight for
Better, Affordable Healthcare
David W. Johnson
CEO and Founder, 4sight Health, Chicago, IL

America’s healthcare system is neither
healthy, caring, nor a system.
– Walter Cronkite

There are more than 9,000 billing codes for
individual procedures and units of care. But
there is not a single billing code for patient
adherence or improvement, or for helping
patients stay well.
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– Clayton M. Christensen
Here’s the truth about United States
(U.S.) healthcare. It’s too expensive, too
fragmented, too variable and asset-heavy. It’s
over-invested in acute and specialty care and
under-invested in prevention, primary care,
behavioral health and chronic disease management. It makes too many mistakes and refuses
to learn from them. It inhibits transparency,
consumer choice, compassion and patient
participation and decision-making. And as
currently constituted, it exerts an enormous
drag on the overall U.S. economy.
For decades, America has tried unsuccessfully to fix its broken healthcare system
through government-led regulatory change.
The current plight of the public exchanges
exemplifies this struggle. Here’s the good

news. This time it’s different. Purchasers, not providers, of healthcare are driving
reform. The same American business ethos
that has transformed manufacturing, distribution, communications and technology is
taking aim at healthcare. This time consumers will win.

Bending Toward Value
My new book, Market vs. Medicine,
describes the process through which marketdriven solutions are emerging to fix and
Continued on page 4
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Healthcare is Moving Faster than
the Speed of Light
Healthcare is moving faster than the
speed of light. Medical innovation has
changed the way we live more over the
past 20 years than in the previous 2,000
years. The challenge our industry faces
is to ensure that nothing gets in the way
of advancing innovation and uncovering
the next big solution. To do that, we
need thought leaders that continually
evaluate the needs of patients, healthcare
organizations and, most importantly,
the people who drive our industry. If
we do not innovate fast enough, we risk
letting important business and clinical
opportunities pass us by.
Technology continues to be the
catalyst for changing our world, and
smartphones and tablets are at the tip
of the spear. In the United States, there
are over 380 million wireless subscriber
connections and we send 157 billion text
messages every month. It is no surprise
that electronic communication in health
care is one of the industry’s fastest
growing segments. For example, it will
not be long before half of all doctor visits
are held virtually through technologies
such as Skype and WebEx.
At The Focus, we bring together some
of healthcare’s best and brightest thought
leaders who share their perspectives
about our industry. We have two new
authors for our fall edition. The first,
J. Bryan Bennett, is the Executive
Director of the Healthcare Center of
Excellence in Chicago, IL. His article,
The Secret Top Executives Know about
Healthcare Analytics, highlights executive
leadership as the most important aspect
of implementing a successful healthcare
analytics initiative.
Dean F. Sittig, PhD, Professor
of
Biomedical
Informatics
and
Bioengineering at the University of

Texas Health Science Center, Houston,
TX, and Hardeep Singh, MD, MPH,
Chief of the Health Policy, Quality &
Informatics Program, Veterans Affairs
Health Services Research Center,
Houston, TX, contributed an article that
focuses on one of the hottest topics in
healthcare: data security breaches. Their
article, A Ransomware Epidemic and an
Overdue National Health IT Safety Center,
discusses the recent malicious attacks on
computer systems.
We have six returning authors who
have tackled some of our industry’s
leading topics. In his article, Market
vs. Medicine: America’s Epic Fight for
Better, Affordable Healthcare, David W
Johnson, CEO and Founder, 4sight
Health, Chicago, IL, shares his ideas
about the transformation needed to
deliver affordable quality care. Alan
Preston, MHA, Sc.D., Professor, Texas
Health and Science University, Austin,
TX, delves into our hyper-politicized
environment and how it has shaped the
World Health Organization (WHO)
policies in his article, The Politicization of
Healthcare at the WHO Level.
Phil Solomon, Vice President of
Global Services at MiraMed, shares
his insight about the bright future of
telehealth in his article, Telehealth, the 21st
Century Gold Rush. Is healthcare Leaping
and Limping to Value-Based Payments?
Robert E. Goff, Executive Director and
CEO of University Physicians Network
in New York City, seems to think
so. He shares his thoughts about the
transference from volume care to a valuebased reimbursement model.
In his article, Jonathan Landsman,
CISA, MBA, Senior Director of Big
Data Strategy, MiraMed Global Services,
Jackson, MI, delivers an interesting

perspective about how to improve
employee productivity through goal setting
and measurements in his article, Track Your
Team’s Success with Performance Measures.
Finally, Karin Bierstein, a Strategic
Planning and Practice Affairs consultant
for Anesthesia Business Consultants in
Jackson, MI, offers important suggestions
about how providers can appropriately
compensate peers and offer discounts to
patients in her article, When May Physicians
Offer Professional Courtesy, Co-Payment and
Cash Payment Discounts?
It makes me proud to work in
an industry where the free flow of
ideas empowers professionals to seek
advancements that can fundamentally
improve the quality of our lives. It is an
exciting time to be a part of an industry
that moves faster than the speed of light.
I hope you enjoy reading this quarter’s
edition of The Focus. As always, please
let me know if you have any questions or
comments. I wish you the best of luck as
we head towards the end of 2016.
With best wishes,

Tony Mira
President and CEO
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The Politicization of Healthcare at the
WHO Level
Alan M. Preston, Sc.D.
Professor, Texas Health and Science University, Austin, TX
How can a government improve
a healthcare system? The answer to
that question is what I have heard from
students over a number of years when
such a broad question is asked in such a
manner. Their answer was: “It depends.”
And they are right! It does indeed
depend! When policymakers say we
need “healthcare reform,” what does that
mean? Healthcare is an all-encompassing word. And in this hyper-politicized
world we live in, what exactly do we want
to improve and why should we improve it?
Recently, a university professor made
a strong point to say that the healthcare
system in the United States (U.S.) needs
a lot of work and is a terrible system. Of
course, I had to ask the 2.5 trillion-dollar
question: what exactly is wrong and why
did she think we had a terrible system?
She told me that our [the U.S.] healthcare system ranks 37 when compared to
other healthcare systems in the world.
Imagine, we spend 2.5 trillion dollars on
healthcare every year, yet we only rank
37th in the world. How can that be?
When one looks at a “quality”
measure to assess the quality of healthcare,
does that metric really tap quality of care
received in the U.S.? On the other hand,
is the metric so far off in tapping quality
it would be like using a thermometer to
measure the height of a person?  Obviously, that would be the wrong instrument
to measure height. I was told that the
World Health Organization (WHO) was
her source and, thus, a reliable source. As
an informed healthcare scientist, needless to say, I was skeptical. I looked at
the report and, just as I thought, the first
sentence of the report is quite telling:

Cross (BCBS) and not Humana, let’s
give Joe worse care because BCBS is not
paying us enough.”
In addition, the report indicates that
their ranking is based on the following:
1. contributing to critical social
objectives;
2. improving health, and citing
infant mortality rate (IMR);
3. reducing health disparities;
4. protecting households from
impoverishment due to medical
expenses; and
“Evidence that other countries
perform better than the U.S. in ensuring
the health of their populations is a sure
prod to the reformist impulse.”
This is revealing from the start from
a couple of perspectives. One is that
there has been a long-standing agenda by
WHO to pressure the U.S. into a single
payer system and the WHO continues
to support that agenda. Whether there
is a single payer or multiple payers, the
patient outcome may be improved for the
delivery of quality healthcare to compliant patients.
The source of financing can have
an impact on outcomes; however, going
from a competitive payer system to a
monopolistic payer system run by the
government is a political desire. In addition, whether we have a single payer or
multiple payers will not make Dr. Smith
treat his patient with better or worse care
per se. Most doctors and caregivers treat
patients the same regardless of which
payer is attached to the patient. They
do not say, “Well, since Joe is with Blue

5. providing responsive services that
respect the dignity of patients.
As we can see by the list, there is not
a direct measure of “true quality” care.
The list is largely about social objectives. It may be okay to have some social
objective; however, it is a far cry from a
direct measure of what is happening in a
doctor’s office or a hospital.
It is important to acknowledge that
the WHO does a lot of good in many
of the 191 countries where they provide
assistance to countries for their citizens.
Thus, I am in no way condemning the
wonderful contributions of the WHO
organization around the world. I also
rely on the plethora of data the WHO
produces every year and they should be
commended for those activities. My very
narrow criticism is WHO and governments that tend to politicize healthcare
reform under the guise that the reform
will improve care; when all too often
it makes healthcare more expensive,
Continued on page 7
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Market vs. Medicine: America’s Epic Fight for Better,
Affordable Healthcare
Continued from page 1

transform U.S. healthcare. It is divided
into four sections:
1. Assess: Explains the values,
history and economics that have
shaped U.S. healthcare and created
a productivity paradox (too much
investment delivering too much
care, mediocre outcomes and
spiraling costs);
2. Align: Demonstrates how continuous performance improvement
delivers better health outcomes
at lower costs. Explains how
consumers’ newfound market
power normalizes supply and
demand relationships;
3. Adapt: Explores how disruptive
population-health pricing models
will promote care management
and reduce unnecessary acute utilization. Expect more behavioral
health, chronic disease management and health promotion.
Incumbents, particularly academic
health systems, will struggle to
adapt; and
4. Advance: Explores the origins of
America’s chronic disease epidemic. Recognizes that healthcare
accounts for only 10 percent of
health status. Acknowledges that
lifestyle choices, genetics, environmental and socioeconomic
factors are far more influential.
Appreciates that healthcare must
expand beyond treatment to cultivate a wellness culture that gives
all Americans the tools to lead
healthier, more productive lives.
Every epic tale has a moral. To paraphrase Martin Luther King, Jr., “The arc
of U.S. healthcare is long, but it bends

toward value.” The moral of Market vs.
Medicine is that value rules.
Not one person has ever said America
should spend more than 18 percent of the
U.S. gross national product on healthcare.
The nation’s healthcare challenges relate
more to distribution, not funding. More
of the same is neither acceptable nor
financially sustainable.
Value is driving financial performance in post-reform healthcare.
America’s unique ability to promote and
fund innovation is turbocharging healthcare transformation. Promising companies
attract investment capital. As consumers
and employees demand greater value, more
investment capital is flowing into companies delivering better, more affordable and
more convenient healthcare services.

New Rules
The U.S. health system costs too
much and delivers sub-par outcomes
because it combines centralized reimbursement analytics with ferocious

private-market pursuit of formulaic reimbursement payments. The activity-based,
fee-for-service reimbursement system
has conditioned providers to optimize
revenues at the expense of customer value
and the efficient use of labor, supplies
and capital. It is a weapon of mass value
destruction.
Even with reform, most health
companies still employ a regulatory
mindset where the managerial objective
is to maximize revenues. Customer needs
are secondary considerations. In contrast,
companies like Apple, Amazon and
Walmart sustain high levels of innovation
and success by focusing on the customer
and offering products that are desirable,
affordable and accessible.
Imagine what all health companies—
from providers and insurers to technology
and device companies and solutions services—could achieve if they directed their
considerable capabilities away from maximizing revenues and toward value.
Enlightened health companies
are embracing value-based delivery to
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prosper in post-reform healthcare. The
new playbook has the following five
rules:
Rule #1: Quality is Job 1: Trying to
overcome a planned-obsolescence
managerial mindset and respond
to voracious Japanese competition,
Ford Motor Company launched its
“Quality is Job 1” campaign in the
early 1980s, transformed operations, started building great cars
again and turned the company
around. By definition, there can only
be one “Job 1.” Health companies
that don’t give quality primacy can
never hit targeted quality, safety and
outcomes metrics. Left unopposed,
the energy generated from optimizing revenues ( Job 1 at most health
systems) overwhelms well-meaning
quality initiatives. There is no
wiggle room in pursuing quality.
Rule #2: Care Episodes, Not Treatment Codes: As more care becomes
routine (episodic with high outcome
certainty), customer assessment of
quality shifts to price, convenience
and customer experience. Most
treatments, even surgical procedures, are increasingly routine and
potentially vulnerable to commodity pricing from retail competitors.
Piecemeal treatment activity is the
principal revenue driver for hospitals
and doctors. As delivery migrates

toward value, entire patient-care
episodes will emerge as the logical
units of outcome measurement and
payment. Providers will bundle all
pre-acute, acute and post-acute activity into single cohesive treatment
regimens that incorporate relevant
clinical, operational and financial
data. Reducing performance and
pricing variation, particularly in
post-acute care, will differentiate
high-performing health systems.

by cutting-edge analytics will
give external reviewers the ability
to assess and rank health system
performance. For better or worse,
every healthcare provider and procedure will have a score. The race is
on. Data must support quality and
cost-effective delivery. Healthcare
companies that advance value-based
care delivery will develop enhanced
data capabilities, earn external praise
and gain market share.

Rule #3: Price Matters: Third-party
reimbursement for treatment activity
has protected health companies from
traditional market forces governing supply and demand. Increasing
transparency regarding treatment
outcomes and prices is reshaping
market dynamics. When reimbursement payments are higher than
market prices for routine treatments,
it creates opportunities for independent entities to disintermediate
traditional relationships between
patients and providers. Over time,
market forces will drive payments
for routine care to lower price points.
Expect value-driven behavior to
shape pricing and service delivery
for insurance products, diagnostic
procedures and routine treatments.
Using programs like SmartShoppers,
employers offer payment incentives
to direct employees to lower-cost,
high-quality treatment centers.

Rule #5: It’s the Customer, Stupid!:
As the healthcare marketplace
becomes
more
individualized,
consumers will exercise more control
over medical decision-making.
Unleashed, consumers become
value-seeking machines, rewarding
companies that offer more selection,
lower prices, greater convenience and
better customer experience. Businesses only exist to serve customers.
Beyond providing appropriate care,
health companies must engage
customers through individually
tailored programs, shared medical
decision-making and meaningful
second opinions. Health companies that help customers navigate
healthcare’s complex pathways will
earn their loyalty. A good marketing
campaign isn’t sufficient. Rhetoric
and performance must align or valuable customers will seek care services
elsewhere.

Rule #4: Data is as Data Does: Data
informs decision-making when
metrics and analytics support desired
outcomes. Health companies have
excellent data for measuring treatment volume, payment flow and
revenue optimization. Unfortunately, they have not developed effective
metrics and analytics for optimizing
care management and outcomes. As
big data evolves, precision searching of massive data sets informed

Incumbent healthcare companies
are largely tone deaf to consumers’
needs. They execute transactions with
limited patient involvement.
Most
healthcare executives don’t even like the
word “customer.” Implicitly, they believe
patients have little or no power. Power
shifts when consumers make choices.
Demand-driven change generates superhero results.
Continued on page 6
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Market vs. Medicine: America’s Epic Fight for Better,
Affordable Healthcare
Continued from page 5

Existential Questions
Embracing value-based care delivery
is essential for success. The
dilemma lies in transforming current
organizational cultures and business
models into high-performing,
value-driven, customer-centric care
companies. Health companies need
to answer these tough questions:
• What businesses are we in?
• What are our competitive
advantages?
• Which risks should we own; which
should we shift to others?
• Is our leadership and governance
up for the challenge?
• Who are our customers?
• How well are we meeting their
needs?
• Are we too dependent on fee-forservice reimbursement payments?
• How strong is our brand? What
does it say about us?
• Do our operations square with our
rhetoric? Do we both speak and
live the truth?

A Great Leap Forward
Around the world, other advanced
economies manage healthcare provision and control healthcare expenditures
through centralized systems. U.S. healthcare has the ability to leapfrog these
centralized health systems through
innovation, value creation and customer-focused service delivery. As health
companies deliver higher value, American healthcare will become both better
and more affordable.
Value-based competitors are fighting
for market share the American way—by
delivering better services to customers at
lower prices. Incumbent health companies have a choice. They can continue
to use the old playbook, milk the system
for ever-higher payments and risk losing

market relevance. Alternatively, they can
leap toward value, embrace customers
and help fix America’s broken healthcare system. Here’s my advice to health
company executives: Put customers first.
Make quality Job 1. Resist easy shortterm gains. Strive for long-term value.
It’s the right thing to do. It’s also the
smart business strategy. Everybody wins
when health companies deliver better care
at lower prices in customer-friendly venues.
Repeat to yourself: Outcomes matter.
Customers count. Value rules!
David W. Johnson
is the CEO and
Founder of 4sight
Health, a healthcare
boutique specializing
in thought capital,
strategic
advisory
services and venture
invest ing /capita l
raising. 4sight Health operates at the
intersection of healthcare economics,
strategy and capital formation. The
company’s four-stage analytic (Assess.
Align. Adapt. Advance.) reflects the
bottom-up, evolutionary character of
market-driven reform. Mr. Johnson can
be reached at 312-560-0870 or david.
johnson@4sighthealth.com.

Market vs. Medicine: America’s Epic Fight for Better, Affordable Healthcare
Healthcare’s pundits and practitioners concentrate on
the mechanics, implications and politics of regulatory
reform. Dave Johnson also explores the fascinating
interplay of established organizations and innovative
startups positioning for post-reform success in a
customer-driven healthcare market.

For more information,
visit 4sighthealth.com

Market vs. Medicine: America’s Epic Fight for Better,
Affordable Healthcare informs how market-driven
reform, more than regulatory change, will transform
and improve America’s broken healthcare system.

Like all epic tales, Market vs. Medicine has a moral. It is “Value
Rules.” The U.S. has the ability to leapfrog national systems
through innovation, value-creation and customer-focused
service delivery. As companies deliver higher value, American
healthcare will become both better and more affordable.
Dave has worked in healthcare since the mid-1980s as an
investment banker, consultant, board member, investor and
strategic adviser.
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The Politicization of Healthcare at the WHO Level
Continued from page 3

bureaucratic and challenging for those
who provide it and those who attempt to
receive it.
Going back to the WHO list, the
first one on the list is about contributing to critical social objectives. What
does that mean? Who decides what a
critical social objective is? In addition,
how does that improve the care given by
a doctor? Was the doctor not providing
a procedure because some critical social
objective is not being met? My guess is
the critical social objective is really about
free care (socialized medicine). Yet, we as
a nation are already spending 2.5 trillion
dollars per year on healthcare, of which
most is financed by private employers
and the federal government for programs
such as Medicare, Medicaid, Tricare,
the Veterans Administration (V.A.),
etc. According to the WHO, that is not
good enough; we need more free “social
programs” in order to be considered a
nation providing quality healthcare. My
view is that every nation needs to decide
how their country is organized economically and then implement a system that
embraces the respective sovereign nation’s
economic identity.

Improving health is number two
on the list. Again, in what area do we
improve health? One metric they use to
show how poor the U.S. is in healthcare
outcomes is IMR. I love it when people
cite this as the sole reason our healthcare
system in the U.S. is deplorable; it is the
classic use of a thermometer to measure
the height of a person. It seems obvious
to me, but many actually think that IMR
is a good “proxy” metric that represents
the “quality” of healthcare in the U.S.
That is simply not the case. Here is what
the WHO report indicates about IMR:
“Despite the claim by many in the
U.S. health policy community that
international comparison is not useful
because of the uniqueness of the U.S.,
the rankings have figured prominently in many arenas. It is hard to ignore
that in 2006, the U.S. was number
one in terms of healthcare spending
per capita but ranked 39th for infant
mortality.”
http://www.nejm.org/
doi/full/10.1056/NEJMp0910064
This was the drumbeat of the
Democratic Party in passing the Patient
Protection and Affordable Protection Act

(PPACA), affectionately called Obamacare. It was the main talking point for
all Democrats attempting to get their
constituents to embrace such a major
reform. Yet seven years later, are we
doing better in the healthcare outcome of
IMR? No, we have slipped down a bit to
58! Obviously, the PPACA did little to
improve the world rankings of the U.S.
regarding IMR. To be fair, however, I do
not think we should indict the PPACA
because, as I indicated supra, IMR is a
poor measure of quality performance.
Likewise, we should not pass sweeping
healthcare reform legislation based on a
faulty premise that somehow the U.S. is
terrible when compared to other countries when it comes to healthcare quality
when the sole metric (IMR) for coming
to such a conclusion fails to tap quality of
healthcare.
In 1935, IMR was a reasonable
measure of how effective our healthcare
system, and, in particular, doctors and
hospitals were in mitigating the impact of
IMR in the U.S. due to the quality of care
the mother received. The infant mortality rate in the U.S. in 1935 was 55.7 per
1,000 live births. In 2000, it went down
to 6.9 percent, which was a decline in
IMR of 3.1 percent per year from 1935
to 2000. In 2016, according to the CIA
World Fact Book, IMR is now at 5.87
percent. Much of the gains were indeed
because of improvements in our healthcare system. However, 6.9 percent of
improvements will need to come from the
individual, and all the money in the world
to improve the IMR at the healthcare
system level will not produce significant
gains as we have observed in the past.
Thus, using IMR as a metric to judge the
U.S. on our healthcare system quality is
no longer an appropriate measurement.
Continued on page 8
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The Politicization of Healthcare at the WHO Level
Continued from page 7

First, for a baby to become an IMR
statistic two events must occur: the baby
must be born, and then, within 12 months,
the baby must die. The two most important determinants of infant survival are
birthweight and length of gestation. In
2006, the mortality rate for low birthweight (<2,500 grams) infants was 55.4
deaths per 1,000 live births. And for very
low birthweight (<1,500 grams), the IMR
is about 240 per 1,000 live births or about
24 percent of those babies die during the
first year of life. In 1960, about 75 percent
of very low birthweight babies died in the
first year of life. Most of the improvement
was indeed due to medical advancements.
We can now save the mother and the baby
by performing c-sections and incubating
the baby. However, these complicated
procedures are not foolproof, and for every
100 mothers on whom we attempt these
delicate procedures, we save about 80
percent of the babies and their mothers.
Thus 20 percent are not successful and add
to the IMR statistics.
Furthermore, the U.S. is a very
diverse nation. The diversity happens to

be one of the drivers to a higher IMR.
If we compare whites to blacks in IMR
rates, there are stark differences. Those
differences are not due to a poor quality
healthcare system. In 2007, the black IMR
was 13.2 percent, while the white IMR
was 5.6 percent. And when we measure
the largest driver of IMR, it happens
to be Sudden Infant Death Syndrome
(SIDS). SIDS, maternal complications
of pregnancy, unintentional injuries and
placental complications, together account
for 62.1 percent of all infant deaths in
2007. And a majority of SIDS happens
between months five and nine, a time that
the baby is not in a hospital system nor in
the care of a physician.
Blaming the healthcare system for
what may appear to be an unpreventable
accidental death while babies are in the
care of their parents is an inappropriate
indictment on the tremendous quality
of care the U.S. delivers every day to
our citizens as well as many foreign visitors. Thus, if people really think they get
better care in Italy, ranked number two
by the WHO or Greece ranked 14 or

Costa Rica ranked 36, then I suggest they
fly there to get their high quality care.
Yet it is remarkable that heads of state
in most of the countries from ranking
1 to 36 all come here to the U.S. when
they have a serious healthcare condition.
Why is that? Because the U.S. has the
best quality of healthcare in the world!
Nevertheless, the WHO is not measuring
quality of healthcare; they are measuring
how close we are to socialized medicine
and a socialized country. On that metric,
I wish we were closer to 191 as opposed
to 37. The U.S. has a unique history in
the founding of this great country called
the U.S. Constitution and the Bill of
Rights. As an independent capitalistic
sovereign country, we should maintain
our sovereignty and not be influenced by
what other countries are doing if it does
not fit the American tradition or identity.
Another point about “rankings” is
that many people look at a number and
simply hear that number from an organization like WHO and come to a quick
conclusion without ever giving it a second
thought about how they came to such a
conclusion or worse, what their agenda
may be. We all too often just swallow the
Kool-Aid and repeat it over and over.
In my due diligence in the purchase of
a hospital, I wanted to see the incidence
rates of certain diseases to assess the likelihood of admissions by disease. I came
across this chart. (See Figure 1 on page
nine).
Now as you can see, there are two
things worth noting. One is there is a
steady decline in the incidence of prostate
cancer. Does the WHO look at outcomes
like this when comparing “quality” of care
in the U.S.? No! There should be metrics
that tap quality of healthcare and unfortunately, the U.S. is not receiving the
accolades from the WHO because the
WHO is politicizing the world “quality”
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FIGURE 1

U.S. Death Rate for Prostate Cancer

rankings based on social agendas and not
on direct quality measures. There seems
to be a blatant disregard for improved
outcomes by disease as appropriate
quality metrics, which is a major flaw in
attempting to “measure” the quality of
healthcare.
The third item on the list has to do
with the comment of the WHO regarding “reducing health disparities.” If we
want to reduce “disparity” then we might
want to consider deporting those citizens
that are causing the “averages” to look bad
(those who have poor IMR) when we are
compared to a “homogeneous” country
like Sweden. Obviously, that would be
a ridiculous suggestion though it would
decrease disparities. We are the most
diverse nation on the planet and as such,
if you want to compare apples to apples
and not oranges, then an adjustment is
warranted to deal with the outliers like
age differences between nations as well,
since age is an independent risk factor.
The fourth point on the list focuses
on protecting households from impoverishment due to medical expenses in a

country. The U.S. achieves this objective by offering Medicaid to the poor. In
addition, we provide subsidies to those
who do not meet poverty benchmarks as
defined by the federal government, but
could have incomes up to 400 percent
of the Federal Poverty Level. Thus for a
family of four, they would be eligible for
a subsidy if they made around $100,000
dollars per year. How many countries
are considering people “poor” who make
$100,000 per year?
Last on the list is providing responsive services that respect the dignity of
patients. In our capitalistic system, the
U.S. provides strong protections regarding individual freedom and liberty;
therefore, we should rank as one of the
best countries in the world in protecting
the dignity of patients.
Thus, when we look at how the U.S.
ranks in “quality” as defined by the WHO,
we are not performing well compared to
other countries. Yet, if one were to look at
the advances in medical care, prescription
drugs, medical equipment and treatment
centers, availability of healthcare provid-

ers, we lead the world in providing the
best care. One would not know that by
looking at the rankings of the WHO.
Anyone who has traveled the world knows
which country offers unparalleled quality
in healthcare. That is the U.S. by a long
shot, regardless of how the WHO ranks
the U.S.! In conclusion, when comparing the quality of healthcare around the
world, consider the criteria the WHO
uses to rank care quality. Be cautious
of the comparisons made by the WHO
when commenting about “quality” when
they truly do not measure it directly.
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The Secret Top Executives Know About
Healthcare Analytics
J. Bryan Bennett, MBA, CPA, LSSGB
Executive Director for the Healthcare Center of Excellence, Chicago, IL

Executive Summary
When most people think
about the challenges of implementing
healthcare analytics, they wrongly expect
it to be the data, talent or technology.
Executives that have been successful
implementing healthcare analytics know
the top challenge is leadership. In a
study performed recently, leadership
was identified as the top challenge by
participants. In fact, it wasn’t even close.
Leadership was identified as a challenge
by 29 percent of the respondents versus
18 percent for data and 14 percent
for talent. Statistically, this is a huge
difference. It’s like comparing:
• the height of Shaquille O’Neal at
seven feet, one inch, to Stephen
Curry at six feet, three inches;
• the number of Academy Awards
won by the movie Titanic at
eleven, to the number won by The
Avengers at zero; and
• the sales of Walmart at $480
billion to the sales of Best Buy at
$40 billion.
In other words, it’s a statistical
thrashing.
The most disturbing outcome of
the study was the fact that those who
identified themselves as being in a
leadership position identified leadership
issues at the same pace as those not in
leadership positions. Based on that, it
can be concluded that many leaders don’t
understand their role in implementing
analytics. This aspect of leadership,
while learnable, needs to happen quickly

if organizations want to achieve the
desired incomes from their forays into
analytics.

Methodology
The participants included people
from all levels from a variety of
healthcare organizations across the
FIGURE 1

country. Participants were asked to
identify up to five challenges they faced
in implementing healthcare analytics.
They were also asked to then work in
a group and develop three solutions to
overcome the top challenges their group
identified.
In the analysis phase, the challenges
were classified into 10 categories for
further examination. Those categories
were:
Ø analytics tools
Ø change management
Ø costs
Ø data management
Ø education
Ø integration
Ø leadership
Ø process
Ø talent
Ø technology

Challenges Facing Healthcare Analytics Implementation
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Results
The top three categories were leadership (29 percent), data management
(18 percent) and talent (14 percent).
(See Figure 1.)
Some representative comments are
included in the following tables.
Top Leadership Challenges
• Silos of applications available across
the organization
• Lack of vision
• Lack of prioritization and direction
• Lack of leadership/direction
• Need for buy-in from staff
• Teams not working together
• No champion
• Executive leadership doesn't have clear
understanding of needs
• Resistance from physicians
• Competing priorities

Top Data Management Challenges
• Incomplete information—claims versus
records
• Duplicate tables/data
• Lack of data standardization
• Lack of data stewardship
• Lack of data analytic tools
• Lack of data models
• Access to data
• Quality of data
• Data accuracy

the study, the participants were asked
to include their title on the survey (See
Figure 2). The titles were summarized
into general categories which indicated
the responses included all levels of the
healthcare organization, from C-Level to
the Analyst.
The titles were matched back to the
individual challenges to determine if any
disparity between the responses based on
organization level. The levels were then
summarized by span of control. Those
with a wide span of control included
FIGURE 2

positions of director level and above. All
of the others were included in the narrow
span of the control group. The prevailing
thought would be that the participants
in the lower levels or narrower span of
control, would point to the leaders more
often than other leaders. In actuality, of
the total challenges categorized under
leadership, the wide span participants
pointed to leadership issues (27 percent)
almost as much as the narrow span
participants (31 percent). In fact, several
of their comments were the ones pointed

Participant Titles

Top Talent Challenges
• People—getting together a team of
qualified data analysts
• Talent management and retention
• Lots of tools but few expert users
• Lack of adequate analytic talent
• Skills needed in developing analytical
team
• Hiring the right people
• Having the right people do the data
analysis
• Personnel/lack of innovation/skillset
• Not enough qualified staff

Many of these issues can be resolved
through proper leadership.
Even more surprising was the
source of these comments. As part of

Continued on page 12
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FIGURE 3

Challenges By Span of Control

personnel desire for more and better
processes to make their jobs easier. (See
Figure 3.)
Finally, the participants were asked
to develop solutions for their greatest
challenges as a group. Although leadership
at 54 percent was the top solution by a wide
margin, the order of the other solution
categories changed substantially with
talent at 22 percent moving to the second
spot and process at 10 percent moving to
the third spot. Data came in fourth at nine
percent. (See Figure 4.)

Conclusions

FIGURE 4

Solutions to Healthcare Analytics Implementation Challenges

most directly at leadership, such as, “no
champion,” “unclear direction” and
“executive leadership doesn’t have clear
understanding of needs.”
The lack of difference between
the job types identifying leadership as
a major challenge could also point to
those in leadership positions not fully

recognizing some of the areas they
impact. The only challenges where
the disparities were significant were
in integration and processes.
This
is likely because of perspective. The
wide span executives are anxious to see
results of their investments through
data integration versus the narrow span

Although the results weren’t
surprising, the strength of the argument
for better executive leadership skills
in healthcare was. Many outside of
physical healthcare organizations can
see the problem, and when you talk to
people inside the organizations, they
wholeheartedly agree. It’s like the 800pound gorilla that no one really wants to
talk about, but as soon as it’s mentioned
everyone starts nodding in agreement.
This is by no way meant to disparage
current healthcare leaders. They have been
dealt a tough hand. No other industry has
been asked to make such dramatic changes
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a vision for where the organization and
the team is going. Building credibility
with the team members will be essential
to raising them to their potential. A
credible leader will be able to get his/her
followers to go over and above the basic
requirements of the job. It’s the secret of
top executives for a successful healthcare
analytics implementation.

in such a short period of time. It’s like
asking a major electronics retailer to also
become a fine French restaurant within
12 months. In less than a decade they
have had to convert to electronic records;
change their revenue model (requiring
new analytical functions in the process);
prepare for a new coding scheme; and
lead a constituency that can be resistant to
change. Most healthcare executives were
not trained to handle such broad business
issues. The good news is that leadership
can be learned. It won’t happen overnight,
but it needs to start right now if success is
the desired outcome.

The Importance of Leadership
In a typical company or industry
transformation the journey must progress
along three continuums, namely: data/

technology, organizational/people and
process/workflows. There is a very important part that must also be addressed:
leadership. Leadership is not a continuum but it must be present in each stage
of each continuum and it must be consistent throughout the transformation. It is
the most important critical success factor
in any change management situation. It is
often known as Executive Sponsorship in
Lean Six Sigma or Project Management
training. It is the foundation of any successful transformation.
Executive
leadership
involves
using a good solution selection process
for software, technology vendors and
personnel. It is critical to make sure the
needed resources are available to complete
the project, including financial and
personnel resources. It involves having
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Telehealth, the 21st Century Gold Rush
Phil C. Solomon
Vice President, MiraMed Global Services, Inc., Jackson, MI

Introducing Telehealth
The American Telemedicine Association (ATA) defines telemedicine
as the remote delivery of healthcare
services and clinical information using
telecommunications technology. Today,
as telemedicine crosses the chasm of innovation, it leverages a wide array of
clinical services using internet, wireless,
satellite and telephone media to deliver
clinical care.
What is the distinction between telemedicine and telehealth? Some industry
pundits use the terms “telemedicine” and
“telehealth” interchangably. The more
popular defination is that telehealth is explicitly defined in law and/or policy and
regulations. In some cases, “telehealth” is
used to reflect a broader definition, while
“telemedicine” is used mainly to define
the delivery of clinical services. Both
have one thing in common. They are setting a new “gold standard” in the delivery
of healthcare services. For the purpose
of simplicity, the term telehealth will be
used to describe both terms.

Lawmakers, Providers and Consumers Strike Telehealth Gold
Telehealth is booming! The growth
of this medical sector is happening so
rapidly that it can be compared to the
astonshing progression of the California
Gold Rush in 1848. The goldseekers of
yesteryear can be compared with today’s
providers and medical technologists. Due
to telehealth, the delivery of care is advancing swiftly in the U.S. In comparison,
gold miners progressed from using simple
techniques to “pan” for gold to adopting sophisticated methods to uncover
millions of dollars of gold. The “gold”

vices using two-way video, email, smart
phones, wireless tools and other forms of
telecommunications technology.

Policymakers Grapple
State Telehealth Laws

healthcare providers will receive in the
telehealth rush will be the opportunity
to develop a healthier and better-served
patient.
Unlike the gold rush that was over
almost as soon as it started (1848–1855),
telehealth’s growth seems to have no end
in sight. That said, the technological delivery of clinical care is not without its
challenges. There is ongoing legal wrangling and discussions between attorneys,
legislators, lobbyists and industry groups
about how each state will handle telehealth’s evolution and reimbursement.
The “tug of war” about how to implement telehealth began over 40 years ago
with hospitals attempting to extend care
to patients in remote areas. According to
the ATA, the use of telehealth has spread
rapidly and now is used in some form by
over 50 percent of American hospitals.
It has been so successful at improving a
patient’s clinical health status that the
technologies are advancing to include a
growing variety of applications and ser1

with

In March 2016, the Center for
Connected Health Policy (CCHP), a
program of the Public Health Institute,
released the fourth annual edition of the
State Telehealth Laws and Medicaid
Program Policies report.1 This guide provides policymakers, health advocates and
other professionals the most current information on telehealth-related policies,
laws and regulations for all 50 states and
the District of Columbia.
The key findings of the report determined that no two states are alike in
how telehealth is defined and regulated.
While there are some similarities in language, perhaps indicating states may
have utilized existing verbiage from other
states, noticeable differences still exist.
These differences create a confusing environment for telehealth participants
to navigate, particularly when a health
system provides healthcare services in
multiple states.
The report focused on ten specific
telehealth-related policy areas:
1. Medicaid reimbursement – Forty-nine states have some form of
reimbursement for telehealth in
their public program.
2. Reimbursement for live video –
The most predominantly reimbursed form of telehealth modal-

Healthcare Informatics, For Telemedicine Providers, the Policy Landscape Continues to Have Both Gains and Losses,
Report, http://www.healthcare-informatics.com/news-item/telemedicine-providers-policy-landscape-continues-have-bothgains-and-losses-report-says
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ity is live video, with every state
coverage law offering some type
of live video reimbursement.
3. Reimbursement for remote patient monitoring (RPM) – Only
16 states have some form of reimbursement for RPM in their
Medicaid programs RPM.
4. Reimbursement
for
email/
phone/fax – Email, telephone
and fax are rarely acceptable
forms of delivery unless they are
in conjunction with some other
type of system.
5. Reimbursement for transmission/facility fee – Thirty states
will reimburse either a transmission, facility fee or both.
6. Location of service provided
– Although the practice of restricting reimbursable telehealth
services to rural or underserved
areas, as is done in the Medicare program, is decreasing, some
states continue to maintain this
policy.
7. Consent issues – Twenty-nine
states include some sort of informed consent requirement in
their statutes, administrative code
and/or Medicaid policies.
8. Licensure – Nine state medical
boards issue special licenses or
certificates related to telehealth.
9. Online prescribing – There are
a number of nuances and differences across the states. However,
most states consider using only
an internet/online questionnaire
to establish a patient-provider
relationship (needed to write a
prescription in most states) as inadequate.

2

10. Private payer laws – Currently, 31
states and the District of Columbia have laws that govern private
payer reimbursement policies.
It is not a shock to discover wide
differences of opinion between state legislators and policymakers regarding the
future of telehealth. Some states are expanding telehealth reimbursement, while
others continue to restrict and place
limitations on delivered services. The differing implementation of telehealth is no
surprise. Coming to a universal agreement about any healthcare legislation is
about as easy as finding a gold nugget at
an abandoned gold mine.
According to the National Conference of State Legislatures (NCSL)
report, in 2015 there were 200 telehealth
bills introduced in all but eight states,
and in the current legislation session in
the 2016 legislative session over 150 bills
have landed on state lawmakers’ desks.
Because of this, there are no shortages
of legal questions and issues healthcare
providers, hospitals and other enterprises
need to be aware of regarding telehealth
services.

Healthcare Informatics Managing Editor Rajiv Leventhal - Q&A discussing the challenges and opportunities facing the
telehealth market, https://www.healthcarelawtoday.com/2016/07/11/the-state-of-telehealth-policy-and-reimbursement-qa/

A Legal Expert Weighs In on
Telehealth’s Future
Nathaniel Lacktman, head of the
law firm Foley & Lardner’s telemedicine
and virtual care practice and a leading
authority on the latest legal and policy
issues surrounding the telehealth market,
provides answers to seven key questions
about the emergence of telehealth and
how it is affecting lawmakers, providers
and consumers.2
1. Question: What are your thoughts
regarding telemedicine policy?
Nathaniel Lacktman: Some of
the most interesting policy activity
concerns
payment
for
telemedicine-based services and socalled telehealth coverage statutes.
These laws require a health insurance plan to cover a service delivered
via telehealth if that service would
be covered if delivered in person. In
this way, telehealth coverage statutes
are like consumer rights laws. An
individual has no choice as to what
insurance company his or her employer selects to administer his or her
benefits, no choice as to what specific
health plan is offered under that benefit plan and no choice as to which
Continued on page 16
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providers are contracted in that plan’s
network. So, even insured patients
feel a sense of disenfranchisement in
the health insurance industry. And
health coverage is arguably the most
important insurance coverage a person might carry. Consumers have far
more ability to flex their spending
power when buying life insurance,
disability insurance or car insurance. Yet, health insurance is a very
different process, and the individual
consumer really cannot speak with
his or her dollars.
Telemedicine is well established and
utilized by patients and doctors in all
50 states. But, by and large, unless
a state passes a telehealth coverage
law requiring health plans to cover
these services, they do not cover it.
An insurance company might have
operations across the country, with a
variety of different health plans underneath it. The insurer will cover
telehealth services when it has a
health plan in a state with a telehealth
coverage law, but in states without

these laws, the insurer will not offer telehealth as a covered benefit. I
find this disappointing and frustrating, as do many healthcare providers
and patients. We see a much more
robust and meaningful utilization
and enjoyment of telehealth services
in those states that have passed telehealth insurance coverage laws.
2. Question: How much are differences
in state laws and insurance barriers
affecting the telehealth industry?
NL: Variances across states in multistate arrangements are definitely
a barrier. Much of the traditional
healthcare delivery system relies on
Medicare payments, and a large
amount of our overall health costs are
paid by that program. The Centers
for Medicare & Medicaid Services
(CMS) sometimes is unfairly criticized because people “demand” CMS
change the Medicare telehealth coverage rules and allow reimbursement
for patients in urban areas as well as
rural. But these restrictions were imposed by Congress and contained in

the Social Security Act. CMS cannot
override these federal statutes. However, CMS has made many outreach
efforts to eliminate restrictions and
promote the meaningful use of telemedicine in healthcare delivery, and
it should be recognized for those efforts. A number of bipartisan bills
have been proposed over the years,
but they will need federal action. By
April 2017, the U.S. Government
Accountability Office (GAO) will
issue two reports on telehealth studies and the Medicare program to see
if eliminating the restrictions would
represent a big financial burden or
not. Those reports were required to
be created as part of the “doc fix” bill
in April 2015 and could be a catalyst
for legislative movement by Congress.
3. Question: How are state variances
affecting the telemedicine market?
NL: I do believe we will eventually
reach a point where health plans are
meaningfully covering telehealth
services, whether it is through legislative efforts or sheer enrollee
demand. Until then, we need these
coverage statutes because so many
providers participate in managed
care programs. Changing that environment will catalyze utilization,
adoption and people’s enjoyment of
these services.
4. Question: How are the variances in
state telemedicine laws creating issues
when it comes to interstate medical
licensing?
NL: Primarily, it is an administrative paperwork burden, but nothing
insurmountable. Here’s an easy scenario: the doctor is located in New
York, the patient is in Miami, and the
patient receives a consult, diagnosis
and prescription from that doctor via
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telemedicine. The default rule is that
the New York doctor must have a license to practice medicine in Florida
because the doctor is delivering care
into the state of Florida. There are
exceptions to this rule. Licensing is
not a show-stopper; it’s more of an
operational or administrative burden.
But there are a multitude of solutions
and ways to approach licensing and
scale up to have regional and national coverage of a telehealth-based
medical group.
5. Question: What other challenges do
you see in the industry that might be
preventing telemedicine from taking
that next “leap?”
NL: Like anything new, it takes time
for buzz to build and for people to
become comfortable. Historically,
telemedicine has been focused in the
academic medical center and university environment, if only because
that’s traditionally the domain of
pilot programs and research studies to prove clinical efficacy. But
the clinical efficacy and safety have
been established. Now, we have been
seeing studies trying to prove telemedicine’s ROI. People are looking
to scalability and sustainability: how
to structure service offerings with
operational homogeneity so there
aren’t variances on a state-by-state
basis. I think there’s a better understanding of why providers are using
telemedicine, how they plan to use
it and a desire to build a model that
does not rely solely on cost savings
or shoestring grant-funded budgets.
Rather, the service itself should generate revenue and improve quality.
That’s the next level of sophistication
in telehealth business arrangements.
In our practice, we aren’t just papering the legal documents, but we
frequently advise clients on the business models and structures that will
offer these benefits. Some people

love the flashy and exciting technology but have no idea about how to
turn it into a viable business or service line.
6. Question: Are doctors more
comfortable with providing these
services compared to years past?
NL: Yes, they are more on board and
it continues to grow. The American
Medical Association approved new
ethical guidelines on telemedicine
use after three years of back-andforth. At this point, it is pretty
irrefutable. People are doing amazing things with telehealth and doing
it with confidence. As with anything,
you need education and exposure before doing it with comfort.
7. Question: What will it take for
telemedicine programs to integrate
themselves more fully into health
systems?
NL: The biggest driver that will fuel
overall growth is the move toward
population health. That’s a concept a lot of hospitals are driving
for as providers will be paid more
on a risk-based system with quality
of care implications and penalties
or risk if the cost of care gets out of
control. Already, the smart health
systems are looking for ways to reach
out to patients to make care more
accessible and convenient. The second part is the increasing amount of
information available to the doctors
by using tools such as remote patient
monitoring and patient-centered
apps where the goal is to get more
information coming from the patient
to the doctor. That’s the idea: make
care more accessible to the patient
and get more (and better) information to the caregivers. If that is
achieved, providers will be in a much
better position to be successful under
these risk-based models, which is the
future of healthcare.

Telehealth — Gold Will Be the
Consumer’s Reward
Telehealth has become the healthcare delivery model of the 21st Century
and a powerful application to help achieve
better healthcare, enhanced health outcomes and reduced healthcare costs. By
developing efficiencies and spreading the
reach of existing care providers, telehealth
has the capability to improve healthcare
workforce issues and overcome access obstacles, thus decreasing costs and burdens
for patients.
The future of telehealth now relies
on lawmakers and policy influencers to
continue to push the telemedicine narrative by eliminating regulatory barriers
to telehealth delivery models, including
policies around reimbursement, licensure
and credentialing. History reveals that
sometimes progress and success can be as
fleeting as it was during the gold boom of
the 1800s. As long as state and federal
regulations keep pace with the technological advances in the practice of clinical
care and telehealth, then gold will be the
consumer’s reward.
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Leaping and Limping to Value-Based
Payments
Robert E. Goff
Executive Director & CEO, University Physicians Network, New York, NY
Of the many things brought to you
by the Accountable Care Act (ACA),
proudly or derisively referred to as
Obamacare, is putting the fee-for-service
(FFS) payment system for medical
services on a glide path to the scrap heap.
Not that FFS is going to go out
without a fight, but the stars are aligned
to usher in value-based payments (VBP),
perhaps faster than had been projected.
For the first time, a major change
in the concept of payment for medical
care has been endorsed and is being led
by a federal government initiative. Past
efforts, largely by commercial health
plans such as shared savings, physicianowned distributorships (POD) and
capitation, could never gain traction with
the majority of medical care being paid
for by Medicare under the FFS model.
This time Medicare is leading the
change, and Medicare is where the
real dollars are, and they are controlled
by a single payer—government. The
Obama administration wants 30
percent of payments for traditional
Medicare benefits to tie to alternative
payment models, such as accountable
care organizations, by the end of 2016,
increasing to 50 percent by the end of
2018.
Hospital payments are being fasttracked with a goal of 85 percent of
payments to be through the Hospital
Value-Based Purchasing Program or
the Hospital Readmissions Reduction
Program by the end of 2016, rising to 90
percent two years later.
Not to be left out, and more in the
sense of riding the coattails than showing
originality and creativity, the major

commercial plans have announced a
coalition to promote VBP contracts with
a goal of 75 percent of lives under such by
2020. If the writing is on the wall that
FFS payments are to become the past,
that writing is in bold spray paint.
We are just getting going in the
move to VBP. The current payment
environment is a hodgepodge of continued
FFS, with a growing alternative structure
being rolled out by government as well as
the commercial carriers.

Shift That Risk
We all are striving to move away
from FFS to “align incentives” and “shift
risk” in the belief that only by making the
providers of medical services accountable
financially for the cost of the care they
provide, order, refer and arrange, will

there be any hope at “bending the cost
curve.” That is, to bring the rate of
the increase in medical costs closer to
inflation rather than the historical rate of
more than twice the rate of inflation.
This push comes after a long drum
beat in the public press of the flaws,
fallacies and failings of the healthcare
industry to deliver care—of quality
affordability.
The Institute of Medicine’s 2012
report indicates that the healthcare
system wastes $750 billion a year in
poor quality, fraud, unnecessary services
and inefficiencies, coupled with a
public perception of a system that is
unresponsive to the needs of people and
absent any hint of customer centricity.
VBP arrangements seek to put the
providers at risk to deliver care that meets
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quality measures and does so under some
financial restraint or goal. There simply is
not enough money to maintain the status
quo. Therefore, let the providers organize
into to structures that encourage them to
earn their compensation by reducing the
overall medical spend.
The initial models are incentive
programs that track the medical spending
of provider groups under a FFS payment
model. If the costs increase less than a
target, generally how the group is doing
in comparison with themselves or the
market, additional “bonus” payments are
made to those involved.
If costs rise more than the targets,
no bonus is given, and perhaps the next
year’s FFS payments are reduced.
Over time, the models will move
more of the economics from FFS to the
earned bonuses, so that while the initial
models may provide the comfort of 8090 percent of the dollars flowing through
a FFS payment, with bonuses potential
of 10-20 percent, the expectation is that
FFS dollars will shrink and an increasing
part of compensation will be “at risk” for
performance.

A Glide Path for FFS to the Scrap
Heap
To counteract the fear that these
provider groups will sacrifice quality of
care for their bonuses, quality measures (or
quality gates) have to be passed before there
bonuses are paid. Promoters of VBP want
to avoid the stigma Health Maintenance
Organization (HMOs) earned under
capitation when the economics rewarded
depriving patients of care.
In the evolving world of VBP,
physicians who understand and can shift
their thinking from only providing care
one patient at a time, while also managing
their patient’s care in an effective and
efficient manner, will be successful. The
responsibility for patient care will have to
extend beyond the walls of the office and
the provider must be the patient’s advocate
for the needed preventive care as well as
their efficient navigator through a network
of cooperative and collaborative providers.
All of this, of course, aligned to
deliver the right care at the right time
and place. Moreover, given the rise of
patient consumerism, all provided with
sensitivity and respect for the patient.

The time to prepare for this future of
payment based on value and performance is
now. Proactively look at your own practice,
how it functions and how it functions as
part of a medical community. Assess your
own strengths and weaknesses, as well
as the numerous opportunities that are
developing in your community, or perhaps
look to create your own opportunity with
like-minded practices.
May I repeat: Now is the time to
prepare, to maximize opportunity and
positon your practice for the future.
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Medical Debt Collections Survival Manual.
Robert resides in New York and can be
reached at robert.goff@nyumc.org.
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A Ransomware Epidemic and an Overdue
National Health IT Safety Center
Dean F. Sittig, PhD
The Christopher Sarofim Family Professorship in Biomedical Informatics and Bioengineering,
University of Texas Health Science Center, Houston, TX
Hardeep Singh, MD, MPH
Chief of the Health Policy, Quality & Informatics Program, Veterans Affairs Health Services Research Center, Houston, TX
A rapid increase in computerization of
healthcare organizations (HCOs) around
the world has raised their profile as lucrative targets for cyber-criminals. Recently
there has been a spate of high-profile ransomware attacks involving hospitals’ electronic health record (EHR) data.
Briefly, ransomware attacks commonly
start when a user is conned into clicking an
internet link or opening a malicious email
attachment. Malware, or software that is
intended to damage or disable the computer, is then downloaded and rapidly encrypts
data on that computer and attempts to
reach out to other computers on the same
network to encrypt data on those computers as well; consequently, all encrypted
data is inaccessible. A message is displayed
that all files have been encrypted and if
the user does not pay the requested ransom within a short period of time, the files
will be destroyed. Once the attack has been
launched, users have three basic options: 1)
try to restore their data from a backup; 2)
pay the ransom; or 3) lose their data.
These larger-scale, malicious events
compromise the safety of patient data
and remind us of the need for a National
Health IT Safety Center, a $5 million Fiscal Year 2017 budgetary request of the Office of the National Coordinator for Health
IT (ONC) that we have supported before.
In the absence of a centralized investigation and dissemination clearinghouses for
these types of events, it is not possible to
decipher specific details of what happened,
how the problems were resolved and what
other organizations should learn from
these events.

Recently, the Texas Medical Association (TMA) introduced a resolution in the
American Medical Association (AMA)
House of Delegates asking that the AMA
support the ONC’s efforts to implement a
National Health IT Safety Center to minimize safety risks related to use of health
information technology (IT). The TMA’s
resolution was adopted by the AMA on
June 15, 2016 at their annual meeting. The
rationale and recommendations within
that resolution were built on emerging evidence of deficiencies in EHR-related safety
and a concept proposal we previously described. We applaud the AMA for taking a
thoughtful and forward-looking position.

An Agenda for the National Health
IT Safety Center
While it is unclear what actions AMA
will now take to support this effort, we
posit that this center should be developed
as a public-private partnership that:
· Establishes a nationwide “postmarketing” surveillance system to
monitor health IT-related patient
safety events, including those that
lead to patient harm and “near misses”;
· Develops the methods, governance
structure and coordination framework for the investigation of major
health IT-related safety events;
· Creates the infrastructure, methods and approaches for random
assessments of health IT safety in
large HCOs, following best prac-

tice recommendations such as the
ONC SAFER guides; and,
· Advocates for health IT safety with
various government (e.g., U.S. Congress, Centers for Medicare and
Medicaid Services (CMS), Office
of Civil Rights, Department of
Defense, and state and local departments of health) and private entities (e.g., EHR vendors, payers and
healthcare provider organizations).
The ransomware epidemic is a perfect example of the types of problems this
center should address.
How the Safety Center Would Help
Contain Ransomware
First, the Health IT Safety Center
would convene two to three teams of
multidisciplinary experts in health IT,
cyber-security, clinical informatics and
patient safety that could visit each of the
sites attacked by ransomware. During
these site visits, they would interview key
stakeholders including IT professionals,
clinicians and administrators, and review
various systems and their audit logs in
an attempt to identify how these attacks
started, what sort of encryption algorithms were used, the vulnerabilities targeted, how the attack was handled and the
key lessons learned from their experience.
Based on their findings and existing best
practices, these teams would write and
disseminate a report with findings and
recommendations to stop the threat before it can have a wider impact on patient
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safety. Rather than find fault, the goal of
these reports would be to generate actionable recommendations and disseminate
this knowledge nationally to institutions
using EHRs in an attempt to mitigate future problems.
We envision that the safety center
would also work on development and
dissemination of more proactive strategies for risk reduction. For instance,
we recently developed some good clinical practices for ransomware prevention,
mitigation and recovery that were published in a peer-reviewed journal. However, in order for these findings to reach
their fullest possible impact, institutional
and government leaders and IT staff will
need to see and implement them. This is
where a safety center could deliver real,
tangible value.

What’s Next In Absence of The
Safety Center?
Like most health IT challenges, the
responsibility of preventing, mitigating
and recovering from ransomware is shared
between health IT professionals and
end-users. While we developed detailed
“best practice” recommendations through
available literature, in reality, there is no
standardized approach nationally to decide how to rapidly develop or share best
practices for nearly all emerging health IT
safety issues. Often, institutions reinvent
the wheel. The advocacy role of the center
could coordinate this approach. In its absence, to help HCOs address ransomware
threats, we recommend a four-step strategy to prevent against attacks. (For full
recommendations see Table 1 in published
paper.)
· Adequate system protection by
correctly installing and configuring computers and networks: Organizations should maintain upto-date backups of all data, ensure
that key operating and application
software is up-to-date, limit users’
ability to install and run software
applications and limit user’s access

only to those systems, services and
data required by their job.
· More reliable system defense by
implementing user-focused strategies: Organizations must provide
rigorous training, including use
of simulation strategies to ensure
that users correctly operate their
devices and applications and learn
how to recognize legitimate email
messages and attachments.
· Comprehensive system monitoring of suspicious activities: Organizations should develop a network and user activity monitoring
system that conducts surveillance
for suspicious activities, such as
receipt of email messages from
known fraudulent sources.
· Robust response strategy that includes recovery, investigation and
lessons from ransomware attacks:
The IT department should disconnect the infected computer(s)
from the network and turn off
wireless network functionality of
the infected machine. If the attack
is widespread, the IT department
should shut down all network operations (i.e., both wired and wireless), to prevent the malware from
spreading. Finally, they should
contact their insurance provider,
a computer forensics expert and
the FBI’s Internet Crime Complaint Center.
We are at a crossroads. We could
continue to obfuscate and ignore obvious
safety issues, including being easy targets
for cyber-criminals, or we could work together to understand safety events, learn
from them, identify best practices to prevent them and work on building a safe
and effective health IT infrastructure for
our country. Based on recent events, we
remain optimistic that leaders with the
power to make things happen will heed
the call for an overdue National Health
IT Safety Center.

Dean F. Sittig, PhD,
is a Christopher Sarofim Family Professor in
Biomedical Informatics and Bioengineering
within the School of
Biomedical Informatics at the University
of Texas Health Science Center in Houston, TX, and a member of the UT-Memorial Hermann Center
for Healthcare Quality & Safety. Dr. Sittig’s
research interests center on design, development, implementation and evaluation of
clinical information systems. In addition to
his work on measuring the impact of clinical information systems on a large scale, he
is working to improve our understanding of
both the factors that lead to success, as well as
the unintended consequences associated with
computer-based clinical decision support and
provider order entry systems. Most recently
he has focused his efforts on developing ONC
SAFER Guides for the safe and effective
implementation and use of health information technology that are based on an eightdimension socio-technical model that he developed with Hardeep Singh. Development
of these guides is covered in his most recent
book, SAFER Electronic Health Records: Safety
Assurance Factors for EHR Resilience. He can
be reached at dean.f.sittig@uth.tmc.edu.
Hardeep Singh, MD,
MPH, is Chief of the
Health Policy, Quality & Informatics Program at the Veterans
Administration Health
Services Research Center for Innovations
based at the Michael
E. DeBakey VA Medical Center and Baylor College of Medicine, Houston, TX. He
leads a portfolio of multidisciplinary patient
safety research, largely funded by the VA and
Agency for Healthcare Research and Quality,
focusing on two related areas: improving the
use of health IT and reducing diagnostic errors in healthcare. In 2012, he received the
Academy Health Alice S. Hersh New Investigator Award for high impact research and
in 2014, received the prestigious Presidential
Early Career Award for Scientists and Engineers (PECASE) from President Obama for
his pioneering work in the field. Hardeep codeveloped the ONC SAFER Guides, for safe
and effective EHR use. He also serves on the
federal Clinical Laboratory Improvement Advisory Committee, which advises the Centers
for Disease Control and Prevention, the Food
and Drug Administration and CMS and cochairs National Quality Forum’s Health IT
Patient Safety Committee. He can be reached
at hardeeps@bcm.edu.

F A L L 2 0 1 6 | 22

Track Your Team’s Success with
Performance Measures
Jonathan Landsman, CISA, MBA
Senior Director of Big Data Strategy, MiraMed Global Services, Jackson, MI
Performance measurement is an important aspect of any hospital’s or facility’s
operation. Measuring performance could
focus on operational, quality or financial
aspects of the organization. Performance
measures help the organization understand what they do and how well they do
it. Most organizations use their performance metrics as a way to measure their
success.
The process for implementing performance measures is straightforward.
Measures are selected. Target values or
goals are established based on past performance, industry benchmarks or regulatory expectations. Actual performance
statistics need to be collected at regular
intervals and compared to various targets
to identify success. Underachievement of
a measure helps the organization identify
opportunities for improvement.
What requires tracking and how
many measures are needed? Becker’s
Hospital Report identified 200 different
measures an organization could use. For
most organizations, these 200 measurements and the related data collection requirements would be both overwhelming
and too difficult to digest. The Healthcare Financial Management Association
(HFMA) suggests 14 different measures
that might be useful to adopt.
Most organizations have already adopted a set of measures to monitor performance. However, because the healthcare landscape continues to change at a
rapid rate, organizations should regularly
review their measures asking the following questions:
· Is the current measure appropriate
to the organization’s operation?

· Are there other, more appropriate
measures for the organization?
· Does this measure reflect improvement in the organization’s operation,
financials or patient satisfaction?
· Is there easily accessible data that
is to be used for this measure?
· How should these measures be
tracked and reported?
For example, measures such as length
of stay (LOS) and the readmission rate
may be of importance to inpatient facilities but have little or no value to outpatient or ambulatory facilities. Perhaps a
measure that tracks the percentage of ontime starts for appointments, diagnostic
testing and/or surgical procedures (inpatient and ambulatory) might provide
a more balanced measure. Improvement
in performance against such a measure

might increase the number of procedures
performed productivity increase capacity
without capital improvement, improve
other financial measures such as an increase in revenue and, perhaps, improve
patient satisfaction.
Not all measures are appropriate to
all departments. For example, contribution margin (CM) by specialty or by service line might be appropriate for all programs. However, expecting emergency
and OB/GYN departments to have similar contribution margins as cardiac care,
orthopedic and bariatric weight management departments would be unrealistic.
It is important to have targets and goals
that are commensurate with their industry-specific specialties. Measuring their
CM as a percentage of their industryspecific specialty’s CM would allow the
organization to compare the performance
of dissimilar programs.
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What these two examples also show
is that most people are not typically involved in the selection of performance
measures. Rather, the performance of
their facility or department is analyzed
or compared against these select benchmarks. For them, the following kinds of
questions may be important:
· Do I understand the purpose, importance or value of each measure
used?
· Do I understand what data elements are used and how the measure is calculated?
· Do I understand how the operation of my department might impact these measures?
· Do I understand how I can make
changes to my organization to improve my operation and, therefore,
our results?
Let’s look at few measures, understand what they show, how they are calculated and what is typical.

Maintained Bed
(percentage)

Occupancy

The occupancy rate is a percentage of
the actual inpatient use over a given time
period. It is used to assess the demands

for hospital beds and, hence, to gauge an
appropriate balance between demands for
healthcare and number of beds.
The percentage is calculated as the
total number of inpatient days for a given
period times 100/available beds times
number of days in the period.
For example, let’s assume there were
4,500 inpatient days in a 175-bed hospital
for the month of May. May has 31 days.
(4,500 * 100)/(175 * 31) or 450,000/5,425
or 82.95 percent.
According to Becker’s, for 2012, the
average maintained bed occupancy rate
was 63.5 percent, therefore this example
facility’s occupancy rate was 20 percent
higher than the national average. This
means there is greater use or demand of
this hospital’s beds in comparison to other facilities. However, this measure alone
doesn’t help you determine if the facility
is being used effectively.

Average Length of Stay (days)
Compares the duration or days on
average that patients remain in the hospital for the same condition or medical
care, known as a diagnosis-related group

(DRG) classification. Each DRG has
a different expected LOS, with lower
acuity typically being a shorter stay and
higher acuity typically being a longer stay.
However, the payment for the DRGs
are predetermined. The amount doesn’t
change regardless of the cost of care.
LOS is calculated as the number of
days between a patient’s day of admission
in the hospital until the day of discharge.
Average LOS is calculated by dividing the total inpatient days by total discharges.
If we continue with the example
above, we know 4,500 inpatient days occurred during the month of May. We
learn there were 725 patient distinct episodes of care treated in May. While their
medical conditions, DRGs and LOS each
might vary, let us assume all 725 patients
were admitted and discharged in May.
LOS would be 4,500/725 or 6.21 days.
According to the Agency for Healthcare Research and Quality (AHRQ) the
average LOS overall in 2012 was 4.5
days. Therefore, patients at this facility
stay an average of two days longer.
Continued on page 24
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Cost Per Stay
Cost per stay is the amount of revenue the facility receives for a unique or
distinct episode of care. The amount received is based on DRG. The payment
for the DRG is predetermined and the
amount remains consistent. However,
different payers pay different rates or fees
for a given DRG. According to AHRQ,
the average cost per stay was $10,400,
with:
· Medicare paid on average $12,200
per DRG
· Medicaid paid $8,100 per DRG
· Private paid $9,700 per DRG
For the purposes of this example,
let’s assume 50 percent of the episodes (or
363) were paid at the Medicare average,
and 25 percent each (or 181) were paid
at the Medicaid and private average rates.
This results in:
·
·
·
·

Medicare revenues of $4,428,600
Medicaid revenues of $1,466,100
Private revenues of $1,755,700
Total May revenues of $7,650,762

When May’s total revenue is divided
by the 725 episodes of care, the average
cost (revenue) per stay is $10,552.00.

When compared to the average cost per
stay of $10,400, this facility received
nearly 1.5 percent more revenue than
most facilities.

Cost Per Day
Cost per day is the amount of revenue the facility receives on a daily basis.
Cost per day is calculated based on the
total revenues divided by the number of
patient days for the same period. In our
example, this facility received $7,650,762
and had 4,500 patient days.
$7,650,762/4,500 are $1,700.17 per
day. According to AHRQ, the average
cost per stay was $10,400 with an average of 4.5 days per stay or $10,400/4.5 or
$2.311.11 per day.
So, for the month of May, this facility received only 73.6 percent of what most
other facilities received on a daily basis.
Therefore, what this tells us is
performance measures are critical to the
success of any organization. Looking at
any one measure does not tell the whole
story. That appropriate measures will
help you understand both where you
excel but also where you might need to
focus attention. Lastly, measures may
provide you with answers; however, most
of the time, they will generate more ques-

tions than answers. Understanding the
message or value behind these measures
may help you understand how you serve
your community and perhaps help you
anticipate what the next quarter, month
or year might bring.
Jonathan Landsman,
CISA, MBA, Senior
Director of Big Data
Strategy, started with
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Global
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nearly 15 years on
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and comparative benchmark measures
and analytics. These efforts have resulted
in reduced costs, streamlined operations
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provider adoption. Landsman currently
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from Wayne State University. He can
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miramedgs.com.
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When May Physicians Offer
Professional Courtesy, Co-Payment and
Cash Payment Discounts?
Karin Bierstein, JD, MPH
Healthcare Consultant, McLean, Virginia
Most physicians know in general
fashion that there are “compliance” issues
with professional courtesy, co-payment
waivers and discounts for cash payments.
Yet confusion persists about exactly how
to handle these situations.
The legal principles have not
changed in the nearly two decades since
the Health and Human Services (HHS)
Office of the Inspector General (OIG)
issued its Compliance Program for
Individual and Small Group Physician
Practices. The basic standards are still as
spelled out by the OIG:
In general, whether a professional courtesy
arrangement runs afoul of the fraud and abuse
laws is determined by two factors: (i) how
the recipients of the professional courtesy are
selected; and (ii) how the professional courtesy
is extended. If recipients are selected in a
manner that directly or indirectly takes into
account their ability to affect past or future
referrals, the anti-kickback statute—which
prohibits giving anything of value to generate
Federal healthcare program business—may
be implicated. If the professional courtesy
is extended through a waiver of copayment
obligations (i.e., ‘‘insurance only’’ billing),
other statutes may be implicated, including
the prohibition of inducements to beneficiaries
[citation omitted]. Claims submitted as a
result of either practice may also implicate the
Civil False Claims Act.
The following are general observations
about professional courtesy arrangements for
physician practices to consider:
· A physician’s regular and consistent
practice of extending professional

courtesy by waiving the entire fee for
services rendered to a group of persons
(including employees, physicians, and/
or their family members) may not
implicate any of the OIG’s fraud and
abuse authorities so long as membership
in the group receiving the courtesy is
determined in a manner that does not
take into account directly or indirectly
any group member’s ability to refer
to, or otherwise generate Federal
healthcare program business for, the
physician.
· A physician’s regular and consistent
practice of extending professional
courtesy by waiving otherwise
applicable copayments for services
rendered to a group of persons
(including employees, physicians, and/
or their family members), would not
implicate the anti-kickback statute

so long as membership in the group is
determined in a manner that does not
take into account directly or indirectly
any group member’s ability to refer
to, or otherwise generate Federal
healthcare program business for, the
physician.
· Any waiver of copayment practice,
including that described in the preceding
bullet, does implicate section 1128A(a)
(5) of the Act if the patient for whom
the copayment is waived is a Federal
healthcare program beneficiary who is
not financially needy. For example, we
have previously stated that providers
that routinely waive Medicare costsharing amounts for reasons unrelated
to individualized, good faith
assessments of financial hardship may
Continued on page 26
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be held liable under the anti-kickback
statute. See, e.g., OIG Special Fraud
Alert on Routine Waiver of Medicare
Part B Copayments and Deductibles,
59 Fed. Reg. 65372, 65374 (Dec. 19,
1994). Such waivers may constitute
prohibited remuneration to induce
referrals, as well as a violation of the
civil monetary prohibition against
inducements to beneficiaries.
There are several fundamental points
here. First, “professional courtesy” refers
to the waiver of payment from fellow
physicians or their family members or
employees. When it consists of waiver of
the whole fee, or a flat percentage of the fee,
it is generally legal, unless targeted solely
to actual or potential referral sources. In
contrast, waivers of co-pays are generally
illegal absent financial hardship, at least in
the case of federally-insured patients (e.g.,
Medicare or Medicaid), including waiver
of co-pays to physicians and family, as a
professional courtesy.
Second, the federal anti-kickback
statute is about remuneration for referral
of Medicare/Medicaid business.
If
the patient is not in a position, even
potentially, to refer Medicare/Medicaid
patients to the physician, then the statute
is not implicated—but that is a very rare
situation. The Civil Monetary Penalties
(CMP) statute imposes penalties against
any person who gives something of value
to a Medicare or state healthcare program
(including Medicaid) beneficiary that
the benefactor knows or should know
is likely to influence the beneficiary’s
selection of a particular provider. The
federal prohibitions only come into play,
therefore, when there is intent to induce
or reward referrals of Federal healthcare
program business. State statutes may
cover broader categories of patients.

Third, if a practice is going to offer
either professional courtesy waivers of
co-pays, it should have a written policy
describing the terms of the offer. Advice
of counsel is recommended.

Practical Application
1. Professional Courtesy. Generally,
it is legal to provide courtesy to physicians
in the community, their families and their
staff. Professional courtesy is illegal when
it is targeted to those physicians or other
persons who are in a position to refer
federally-insured patients to the practice.
It is dangerous to target professional
courtesy to potential referrers because
this may constitute an illegal kickback
for the referral of Medicare patients. The
waiver of the provider’s usual fee can be
viewed by as “non-cash remuneration” for
potential future referrals.
Extending professional courtesy to
pre-determined groups of individuals is
the best way to avoid an appearance that
the purpose of the fee waiver is to obtain
referrals of Medicare patients. As stated

by the OIG (above), a “physician’s regular
and consistent practice of extending
professional courtesy to groups will not
implicate [the anti-kickback statute]
so long as membership in the group
receiving the courtesy is determined in a
manner that does not take into account
directly or indirectly any group member’s
ability to refer to … the physician.”
It is not necessary for the provider
who provides professional courtesy
discounts to avoid all physicians who
might be in a position to refer Medicare
patients to the practice. Professional
courtesy can be offered to physicians and
their families, including good referrers.
What the practice cannot do is limit the
availability of the free services to only
the actual or potential referrers. As an
example, a provider practice may not limit
professional courtesy to high-volume
surgeons on the hospital medical staff.   
2. Waiving Co-Pays; Accepting
“Insurance Only.”
Waiving patient
co-pays or accepting “insurance only”
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as payment in full is similar to waiving
the entire fee in a professional courtesy
situation, in that both arrangements
involve a discounted or reduced cost to
the patient. Waiver of co-pays, however,
is generally illegal.
Waivers of co-pays for Medicare
patients violate the federal CMP
statute, which prohibits the offer
of “remuneration” to a Medicare or
Medicaid beneficiary that the healthcare
provider “knows or should know is likely
to influence” the patient to seek medical
care from the provider who is offering
the co-pay waiver. One observer has
speculated:
Arguably, waiving the entire fee, as
in professional courtesy, is also likely to
“influence” the beneficiary (who doesn’t like
free medical care?). But the government
(through the Office of Inspector General –
“OIG”) only cites this statute with respect to
waiver of co-pays. It does not seem to think
that waiver of the entire fee as a professional
courtesy is illegal, unless targeted to actual
or potential referral sources, as noted above.
The waiver of the full fee does not increase
the cost of services to the Medicare program
which is likely why it is not addressed.
The bottom line is this. The OIG has
long targeted the waiver of co-pays when
extended to the public. It does not want
medical practices to build their Medicare
patient volume by offering “insurance
only,” since this encourages over utilization
by the general Medicare population. The
government also views waiver of co-pay as
a fraud on the government, since it results in
a “misstatement” of the Practice’s normal fee.
The OIG has never strenuously opposed
or targeted “insurance only” in the context
of professional courtesy to physicians and
family, or to the practice’s staff and family.
Nonetheless, it is technically illegal, for
Medicare patients. It may also be illegal for
commercial patients, depending on state law
and the payer’s contract with the provider.
Therefore, the best course is to avoid
“insurance only” under all circumstances.

Co-Pays and Courtesy: Clearing
Away the Confusion (Monroe County
Medical
Society,
reprinted
with
permission from The Healthcare Group,
Plymouth Meeting, PA).
It is important to realize that
“insurance only” billing has also been
deemed insurance fraud by some states.
The theory is that the real fee is less than
the fee the practice bills to the insurance
company; with a $100 charge and a
waived $20 co-pay, the real fee should be
$80, to use the familiar example.  
“Insurance only” billing may also be
prohibited by the participation agreement
with the patient’s health plan, i.e., the
contract may stipulate that the practice
must collect co-pays and deductible
amounts. In addition, many private
health plans and some federal programs
have a “most favored nation” clause in
their contracts with physicians. This
entitles the plan to pay the lowest charge
the physician bills to anyone. Any pattern
of discounts could result in a reduction in
the physician’s allowable reimbursement
schedule to the discounted amount.
3. Exception for Financial Hardship.
There is one very limited exception to the
prohibition on co-pay waivers. This is a
waiver based on demonstrated financial
hardship. It is permissible for the practice to waive the co-pay, even for Medicare patients, so long as such waivers are
granted with reasonable, consistently applied hardship criteria and are not provided as a matter of course. The practice should establish a process in terms
of what documentation (e.g., tax return,
unemployment compensation documentation) must be provided by the patient to
qualify.
Absent financial hardship, practices
should always charge and collect the copay. It is not sufficient for the practice
merely to go through the motions by
billing the patient for the co-pay but
failing to make any good faith effort to

collect it, or by telling patients that the
practice “has to” bill the co-pay to comply
with the law but that the patient should
simply disregard the bill.
4. Discounts for Cash Payment.
To avoid the costs and uncertainties
of seeking payment from insurance
companies, many medical practices offer
patients discounts for cash payments.
While the practice of bypassing insurance
altogether is perfectly legal, physicians
need to check whether undercutting their
own negotiated rates violates any of their
health plan contracts.  They also need have
in place rigorous administrative controls
so that they do not erroneously bill the
patient’s health plan after having received
payment in cash. The policy should be in
writing, and followed uniformly.

Conclusion
The rules pertaining to professional
courtesy and waivers of co-pays are
superficially simple enough. The devil is,
as the saying goes, in the details—which
every practice that extends the discounts
must state in written policies. While there
has been little enforcement activity in so
far as professional courtesy is concerned,
waivers of co-payments extended to the
public have raised prosecutorial interest.
The safest course is to avoid granting
co-pay waivers, except in cases of welldefined and documented hardship, as a
matter of policy.
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bierstein@anesthesiallc.com.
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Moscone Center North and South
San Francisco, CA

http://www.mgma.com/annual-conference/
why-attend

Coastal Carolinas Health Alliance Day 2016

Holiday Inn Resort, Wrightsville Beach
Wrightsville Beach, NC

http://www.coastalalliance.org/index.php

Westin Boston Waterfront
Boston, MA

http://boston.healthprivacyforum.com/

Westin Boston Waterfront
Boston, MA

http://www.revenuecyclesolutionssummit.
com/about-summit/overview

Healthcare Financial Management Association
Region 9 Annual Conference 2016

Healthcare Information and Management Systems
Society (HIMSS)
Privacy & Security Forum 2016
Healthcare Information and Management Systems
Society (HIMSS)
Revenue Cycle Solutions Summit 2016

Sheraton New Orleans Hotel
New Orleans, LA

http://www.hfmaregion9.org/
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