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How is the Revenue Cycle
in Healthcare Changing?
Lyman Sornberger
President and CEO, LGS Health Care and Chief Strategy Officer, Capio Partners, Cleveland, OH
As revenue cycle management (RCM)
in healthcare has morphed over the last
several years, RCM systems have focused on
optimizing federal, state and commercial
claim processing. In particular, the onset of
consumerism in healthcare has required the
industry to be more “patient centric” and has
forced industry leaders to revisit the patient
financial experience. In theory, the development of the patient experience is modeled
from a clinical perspective. In the last few
years, providers have recognized that it
extends far beyond patient care into the challenging world of finance. I am a firm believer
that an institution offering the best clinical
care can botch total patient satisfaction with
a negative financial billing experience.
This article reviews the patient care
journey, from pre-care through treatment,
including coordination of care, financial
challenges and, ultimately, patient satisfaction. The healthcare industry historically
looked at this process—from scheduling to
final resolution of the patient’s bill—as very
linear. Those days ended with the advent of
consumerism, new tools, and the patients’
increasing desire for a customized process.
The old-school way of designing processes in
a vacuum and believing that we, as healthcare
leaders, know what is best for the patient is
gone. The decision-making process directly
parallels patient satisfaction. The challenge

now is that while the patient would prefer a
simplified administrative process, providing
the flexibility that helps in decision making
is not always congruent with their understanding and expectations. This article is
designed to help readers think outside of the
traditional healthcare process and see it from
the patient’s perspective.
Within the past few years, have you
gotten the sense that someone said, “Self pay
is going away?” Growing consumer financial
responsibility has led to the expected billing
and collections challenges that were weak
points of most legacy RCM systems and
processes. However, what providers didn’t
consider was how much more information a
patient with greater financial responsibility
would come to expect.
Continued on page 4
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There Are No Secrets to Success
The former United States Secretary
of State Colin Powell once said, “There
are no secrets to success. It is the result
of preparation, hard work, and learning
from failure.” The business world is full
of twists and turns and successful business people learn very quickly that they
must be flexible and adapt to the unexpected. Business leaders are constantly
making decisions that will affect their
business. Over the years, there has been a
lot written about how to succeed in business. I have always believed that if you
focus your attention on your people, your
people will take care of your clients and
your clients will help make your business
successful. There are hundreds of tenants
for success in business. Here are a few
that I believe in and follow:
 A simple strategy is better than an
overly complex strategy.
 Great people who excel at their jobs
are the lifeblood of every business.
 A great business leader’s value cannot be underestimated.
 Leaders in business must constantly strive to be better tomorrow than
they were today.
 Whenever possible, it is always better to over communicate.
 Following perfection at all costs is
the enemy of good.
 Consistent and mindful effort from
bright, hard-working people eventually leads to good results.
 Sustaining a business requires a
balance of passion, dedication and
energy.
At MiraMed we believe that being
a successful industry leader requires us
to be thought leaders. One way we accomplish this is through our publication

called Focus. Our goal for Focus is to
provide our readers with varying perspectives and valuable insights about
the healthcare industry. To that end, we
have gathered some of the industry’s top
experts to share their experience and
knowledge with you.
MiraMed has an unwavering commitment to stay well informed about
the dynamic changes occurring in our
industry. With that said, we feel an
obligation to deliver captivating and
interesting content that reflects those
changes through our weekly eAlerts and
quarterly healthcare journal, Focus. Every
quarter we assemble leading thought
leaders who contribute articles that we
feel our readers will find interesting.
In this edition of Focus, we have a
tremendous group of contributors. One
of our newest authors, Jake DiBattista, an
account manager with drchrono, offers
his insight about the emerging benefits
of telemedicine in his article Is There a
Real Time Advantage to Telemedicine?
Frequent author Lyman Sornberger,
president and CEO, LGS Health Care
and chief strategy officer of Capio
Partners, offers his thoughts about
the healthcare industry in his article
How is the Revenue Cycle in Healthcare
Changing?
Returning authors Allison Hart,
vice president of marketing, at TeleVox
Solutions, West Corporation and Phil
C. Solomon vice president of marketing
strategy at MiraMed Global Services,
Inc. submit compelling commentary in
their articles What Healthcare Providers
Should Know about Patient Satisfaction
and Reduce Reimbursement Leakage
through Revenue Capture Audits.
Susan Birk, director of publications,
for Anesthesia Business Consultants,
wrote a captivating piece about the
concerning trend in medicine; Opioids

a National Public Health Emergency: A
Presidential Declaration, a Comprehensive
Report.
In her article Are Your Business
Associate’s Putting You at Greater Risk?
Kimberly Shutters founder and CEO, of
HIPAA alli delivers an interesting article
about the legal ramifications of Business
Associate relationships.
Finally, J. Bryan Bennett, the executive director, of the Healthcare Center
of Excellence, shares his expertise
on leadership strategies in his article
Navigating the Healthcare Leadership
Influences.
Our commitment to our readers is to
continue to highlight the latest narratives
surrounding the healthcare industry. I
hope you find the articles in this edition
to be thought-provoking and valuable.
Best wishes to all,

Tony Mira
CEO and Founder
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Opioids a National Public Health
Emergency: A Presidential Declaration,
a Comprehensive Report
Susan Birk
Director of Publications, Anesthesia Business Consultants, LLC, Jackson, MI
Following on the heels of President
Trump’s declaration of the opioid
epidemic as a national public health
emergency, the president’s commission
on the opioid crisis issued its final
report containing more than 50
recommendations for addressing what
has been called the most serious drug
problem in U.S. history. The report, the
heightened focus on opioid addiction
and overdose deaths spurred by the
president’s directive, and actions by the
Centers for Medicare and Medicaid
Services (CMS) and other agencies are
sure to impact healthcare providers in
several spheres, including prescribing,
treatment, prevention, documentation and
compliance, diversion prevention, fraud
and abuse detection and reimbursement.
Among other things, the report
recommends that Congress and the
Administration:
•• Distribute funds in the form of
block grants to states for opioid
abuse treatment and prevention
programs and other opioid-related
activities.
•• Expand access to opioid addiction
treatment services by eliminating
the Medicaid Institutions for
Mental Diseases (IMD) exclusion, which prohibits the use of
Medicaid funds for care in mental
health and substance abuse disorder residential treatment facilities
with more than 16 beds.
[On November 1, 2017 CMS announced a new policy to allow

states to design demonstration
projects that boost access to treatment for opioid abuse disorder
and other substance abuse disorders. The policy gives states more
flexibility to create programs that
improve access to appropriate
treatment.]
•• Improve patient privacy laws under
the
Health
Insurance
Portability and Accountability Act
(HIPAA) to give providers access
to information about a patient’s
history of substance abuse disorders through the Overdose
Prevention and Patient Safety Act.
[The HHS Office of Civil Rights
(OCR) released special guidance
for doctors shortly after the President’s announcement in order to
clarify misunderstandings about
when patient information can and

cannot be shared. For example,
doctors are considered in compliance with HIPAA if they inform
family, friends and caregivers of a
patient’s abuse following an opioid
overdose because “the patient poses a serious and imminent threat
to his or her health through continued opioid abuse upon
discharge.”]
•• Amend the Controlled Substances
Act to allow the Drug Enforcement Administration (DEA) to
require all prescribers to participate in approved continuing
medical education on opioid prescribing in order to be
relicensed.
According to the
Commission, this step would help
address the findings that some
states have not adopted the
Continued on page 8
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How is the Revenue Cycle in Healthcare Changing?
Continued from page 1

Traditional models for accessing and
sharing health insurance and financial
and clinical information, and the siloed
systems that support these models, are
insufficient for providing the price transparency and real-time information patients
now demand. As patients assume larger
amounts of direct financial responsibility
for their healthcare, they begin to view the
process as more of a retail experience. As
such, they may expect a typical Visa,
American Express, MasterCard and/or
banking transaction to work for their
healthcare experience. More patients are
also researching their options before
deciding where to go for care. They expect
to be able to use their day-to-day tools—
computer, phone, etc.—to determine the
level of care available to them through
their health plan’s provider network, or to
quickly access pricing and patient satisfaction information. They want the ability
to compare providers in the same way
they might compare products when shopping online. In addition, they expect their
financial responsibilities to appear in one
single bill or statement, just as they receive
one consolidated bill for buying a home

or a vehicle—even though multiple
parties may have participated in
producing the final product.
Healthcare leaders have acknowledged the need for health plans and
providers to share clinical and financial
data with patients in a more coordinated
fashion, to both promote consumerism
and enhance the patient experience.
Hence, we find ourselves in the new
healthcare millennium that recognizes
the link between clinical and financial
systems to improve RCM and the patient
financial experience.
Numerous examples of providers
working to improve the patient financial
experience are emerging across the industry. Up to this point, however, the
healthcare sector has only dabbled in each
segment of coordination and communication. We are guilty of picking and
choosing our battles rather than accepting that the process will force us to take a
more holistic approach. New reimbursement models are here to stay. How they
are affected by the shift from the traditional model to payment reform is yet to
be determined. We as healthcare leaders

cannot have blinders on—those of us
who lived through capitation, ACOs, big
data/fast data, and Obamacare realize
that the only constant about healthcare is
change. With that said, many of us have
made a career out of that, and in some
sick way enjoy it.
We are taking on the new world with
payment reform in small doses. Unfortunately, it does not keep up with the
competition in healthcare, mergers, technology, or, most importantly, the patient
experience. Let’s face it . . . changing the
model to require clinical and financial alliance from fee-for-service to value-based
and population health requires dramatic
change and outside-the-box thinking. The
government, up until now, has mostly
driven around programs like Recovery
Audit Contractor (RAC), 501(r), Population Health, Electronic Health Record
(EHR), Readmission Penalty, HospitalAcquired Condition, etc. Pick your poison,
but it has been the driving force and the
new political leadership will continue to
shift the changes.
In January 2015, U.S. Department of
Health and Human Services (HHS)
Secretary Sylvia Burwell announced that
by the end of 2016, thirty percent of all
Medicare payments made to hospitals and
physicians will be based on pay-for-value
models, and this figure would rise to fifty
percent by the end of 2018. She also said
that the remaining fee-for-service
payment arrangements would be adjusted
so that eighty-five percent of Medicare
hospital payments would be tied to quality
or value by the end of 2016, with an
increase to ninety percent by the end of
2018. But the industry is still operating in
a fee-for-service model! In addition,
“patient consumerism” is an initiative
involving requirements and capabilities
not previously expected in healthcare, or
that have not matured to the level consumers experience in other service industries.
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Patient consumerism is a movement
that encourages healthcare consumers to
participate in their own medical decisions
and take greater control of administrative,
clinical and financial arrangements. It
requires that patients know more about
the healthcare issues they may be facing
and the options available to them, and it
is forcing providers to create something
new in the healthcare sector. With
increased patient financial accountability
has come increased patient expectations
for retail-like service levels and better
value for their healthcare investment.
Many payers and providers are also
making patient satisfaction a priority in
the overall healthcare experience.
Service price transparency continues
to be a key requirement for patients who
simply want to understand what they are
being asked to pay for, how much they are
being asked to pay, and how the price
they are being charged by one provider
compares to the price another provider
charges for what appears to be the same
service. Patients tend to choose their
provider based on their specific health
plan. If the American Healthcare Act, as
it was presented to Congress, should ever
pass it would revert to the old model [pre
ACA], and the benefit design will become
more complex for providers. A technical
connectivity solution with the ability to
determine and match the details of the

health plan—provider network, healthcare benefits, copay and deductible—with
the patient’s immediate healthcare needs
and geographic location will simplify this
task.
In the patient financial experience of
the future, a patient will choose a provider, make an appointment and complete a
registration form online. We will have a
single-point solution in which the
patient’s medical information—including
complete medical history, list of current
medications and treating or prescribing
provider—feeds into the provider’s portal
and auto-populates appropriate fields. The
only information the patient will need to
input will be relevant to their current
medical need. The industry has pieces and
parts in place, but it is not there yet!
As a part of scheduling and registration, the patient will be able to give
appropriate parties permission to retrieve
and review their medical records. However,
this cannot happen until we adopt national standards and uniform operating rules
for patient matching and data transfer. In
the patient financial experience of the
future, patients will also be able to submit
payment or make payment arrangements

before or at the point of care. This will
require a tool that estimates and communicates patient financial responsibility (or
liability), including payment options and
financial counseling resources, in real
time. Leading practices will include
online payment, setting up payment or
loan plans and meeting the IRS 501(r)
requirement.
In situations where the patient is
required to complete pre-visit activities,
such as fasting or lab work, they will be
able to choose how to receive related
information—for example, via text
message, through email, etc. Such information will include the patient’s financial
responsibility, if any, for these services, as
well as an appointment reminder for the
visit.
Appointment technologies such as
email and text platforms are now
common, and widespread adoption of
these tools will help provide patients a
consistent healthcare experience, regardless of where they live, what provider they
are seeing, what insurance coverage they
have and what their financial responsibility would be.
Continued on page 6
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How is the Revenue Cycle in Healthcare Changing?
Continued from page 5

As with the online registration
processes, this solution will require
national standards and uniform operating
rules to ensure that the right information
syncs with the right individual. Electronic
awareness and connectivity through
mobile phones and related technology is
something we can increasingly leverage.
And let’s not forget the appointment
arrival process, which more and more
patients would like to complete through a
kiosk.
After the patient checks in and vital
signs are taken, the medical history/
reason for the visit is reviewed. The vital
sign capture could be expedited through
wearable technologies programmed to
transmit the wearer’s stats to a treating
physician in real-time. While some such
technological solutions exist today, we
still lack the ability to access and share
patient medical history between multiple
providers and multiple health systems.
In the patient financial experience of
the future, the provider’s office will have
real-time access to the patient’s benefit
information, including copays or deductibles, provider network and pricing
information. They will be able to share

that information in a way that allows the
patient to make the most informed decisions possible by comparing both the
efficacy and cost of treatment options.
The provider will also be able to provide
information about payment options for
the patient’s financial responsibility and
be able to facilitate payment arrangements at the point of care.
The challenges in realizing this vision
for the future are more than technical, but
healthcare systems are not currently
structured to utilize a universal communication process that supports patient
consumerism. How many times have you
experienced or heard of receiving separate
bills from the emergency department, lab,
radiology and community provider? The
list goes on . . . and let me add that, even
if they all could talk technically, they all
have different cultures, policies and
procedures and DO NOT march to the
same music. Many providers are not
accustomed to including financial considerations when discussing treatment
options with their patients. Some are
concerned that doing so may discourage
the patient from choosing the best possible treatment from a purely clinical

perspective. For the patient, however,
choosing the best course of treatment
may include considering their financial
situation and the amount of social support
available.
When patients and clinical staff
agree on a care plan, the framework of
that decision will be captured electronically and shared with the patient and any
care providers involved. Although many
providers can facilitate such communications with their patients, fewer are able to
include other providers, particularly those
not directly affiliated with the primary
physician’s medical organization.
In situations where the initial office
visit is also the last visit, providers will be
able to give patients a final bill, including
an accurate statement of the patient’s
financial responsibility, before the patient
leaves the office. They will also be able to
process whatever form of payment the
patient chooses to satisfy their portion of
the bill at that time. In order for this
vision to be realized, insurers must find a
way to determine and communicate
patient financial responsibility in real
time. This could happen in a number of
ways: through newly designed benefit
structures that support alternative
payment models which make it easier to
predict patient financial responsibility;
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through revised business processes related
to claims adjudication; or by developing
technical solutions that provide real-time
claims information among all affected
parties.
For situations requiring follow-up
care or a referral to another provider,
appointments can be made before the
patient leaves the referring physician’s
office and all applicable patient information will be automatically shared between
providers.
While the major EHRs assist with
this functionality to some extent, we still
lack a universally adopted scheduling tool
and widespread information exchange,
especially between non-affiliated providers. When a patient arrives at an ancillary
service or other healthcare provider’s office
for treatment or services, all pertinent
personal and health information will be
available to that provider—the patient will
not have to repeat their full medical history.
Sharing this type of information among all
care providers, including those not associated with the same medical facility or
healthcare system, will require the establishment of national standards, uniform
operating rules for sharing personal
healthcare information, and widespread
adoption of electronic health information
exchange capabilities. Many of the activities and gaps identified in the treatment

category of activities, such as decisionmaking tools and payment options, apply
to coordination of care as well. A major
difference, however, will be the consolidation of financial information.
In today’s world, someone receiving
treatment for a single episode of care
involving multiple providers in various
healthcare settings can expect to receive
multiple bills and explanations of benefits. This creates a great deal of confusion
and frustration for the patient, who
simply wants to know—bottom line—
who they owe, how much they owe and
what their payment options are.
In the patient financial experience of
the future, financial and clinical information will follow the patient throughout
their episode of care and include realtime updates as they occur. When the
patient completes their final office visit
and is released from care, they will receive
one final consolidated bill that includes
charges from all providers involved and
clearly states the patient’s financial
responsibility.
Having received an estimate of financial responsibility at the time treatment
was chosen, the patient will have the
opportunity to settle their portion of the
bill at the time of care or automatically
execute the payment arrangements made
earlier in the process. In the patient finan-

cial experience of the future, the healthcare
delivery system understands how important complete patient satisfaction is.
Before a patient departs a provider’s office,
they will receive a customer satisfaction
survey covering all elements of the care
experience, from ease of finding a provider,
to the simplicity of the registration process,
to the patient’s interaction with their
provider, to how well they understood and
were able to address their financial responsibility for the care received.
Support the processes described in this
roadmap for the future. The challenge going forward is to create the interoperability
and connectivity coupled with security and
access that results in a healthcare system
that provides a seamless clinical/financial
experience for patients. At the same time,
keeping administrative cost containment
and consumer engagement front and center, regardless of the reimbursement
methodology that providers will be required to support along with the evolution
of the healthcare processes.
Lyman G. Sornberger,
President and CEO
for LGS Health Care
and Chief Strategy
Officer for Capio
Partners. Prior to his
roles at LGS Healthcare and Capio
Partners, Sornberger
was the Executive Director of Revenue
Cycle Management for Cleveland Clinic
Health Systems (CCHS) from 2006 – 2012.
This role comprised the Revenue Cycle
Management for all 11 Cleveland Clinic
Health Systems Ohio and Florida Hospitals and 1,800 Foundation Physicians.
His responsibilities included all CCHS
Patient Access Services, Health Information Management and Billing. Prior to
his affiliation with CCHS Mr. Sornberger was with the University of Pittsburgh
Medical Center for 22 years as a leader in
revenue cycle management. Sornberger is
a graduate from the University of Pittsburgh with a BS and a Masters Degree in
Business. He can be reached at 216-3374472 or lyman.sornberger@aol.com.
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Opioids a National Public Health Emergency: A Presidential
Declaration, a Comprehensive Report
Continued from page 3

2016 CDC Guideline for Prescribing Opioids for Chronic Pain and
that physician awareness of the
guideline and safe opioid prescribing practices is lacking. The report
stresses that the Guideline “is intended for primary care clinicians,
who are treating patients for
chronic pain in outpatient settings,
and more latitude in decision making should be given to physicians
that have specialized training in
pain management” so that patients
who truly benefit from opioids in
the management of their chronic
pain conditions can continue to receive them.
•• Remove policy and reimbursement barriers to treatment for
substance abuse disorders, including those that limit access to
FDA-approved medication-assisted treatment.
•• Increase data sharing among state
prescription drug monitoring programs (PDMPs), which have been
found to be useful in identifying
doctor shopping, overdose preven-

tion and other aspects of opioid
misuse.
•• Combat illicit fentanyl and other
opioids by, among other things, establishing a coordinated Federal/
DEA effort to prevent and detect
the diversion of licit fentanyl and
other opioids for illicit use or distribution.
•• Enforce the Mental Health Parity
and Addiction Equity Act (MHPAEA) with a standardized parity
compliance tool to ensure that
health plans cannot impose less favorable benefits for mental health
and substance use diagnoses versus
physical health diagnoses.
•• Develop model statutes, policies
and regulations to ensure informed
consent before receiving an opioid
for chronic pain. In a section on
origins of the epidemic, the report
notes:
Sales of prescription opioids in
the U.S. nearly quadrupled
from 1999 to 2014, largely paid
for by insurance carriers. It is

estimated that one out of five
patients with non-cancer pain
or pain-related diagnoses are
prescribed opioids in officebased settings. From 2007 to
2012, the rate of opioid prescribing steadily increased
amongst specialists more likely
to manage acute and chronic
pain (pain medicine [49%], surgery [37%], physical medicine/
rehabilitation [36%]). Insurance
carriers,
including
Medicare Part D plans, did not
serve as a stop-gap to the huge
influx of opioid prescriptions.
Improve reimbursement by
payers, including CMS, for a
broader range of pain management and treatment services,
including alternatives to opioids, physical therapy, PDMP
checking and evidence-based
behavioral health treatment.
•• Use technology and telemedicine
to expand the reach of effective
drug abuse treatment programs
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and strategies to underserved areas,
including rural communities that
have been particularly hard hit.
•• Implement naloxone co-prescribing pilot programs to confirm
initial research on its effectiveness
in preventing opioid overdoses. The recommendation includes
having the Office of National
Drug Control Policy (ONDCP)
and HHS distribute a summary of
existing research on co-prescribing
to stakeholders.

Kudos and Concerns
Not surprisingly, the president’s
directive and the commission’s report
have received a mixture of praise and
disapproval. Patrice A. Harris, MD,
chair of the American Medical Association’s Opioid Task Force, said that
while the declaration “will offer needed
flexibility and help direct attention to
opioid-ravaged communities,” ending
the epidemic will require “follow through
with resources, evidence-based treatment
plans and smart public policies at the
national and state levels . . . As it stands,
it’s easier for patients to access heroin
than to access evidence-based treatment and non-opioid pain care.” But Dr.
Harris praised the Commission’s report
as “an excellent roadmap” for increasing
access to medication-assisted treatment
for patients with opioid disorders and to
the full range of multidisciplinary pain
treatment options.
Others said the report does not go far
enough. “Patients and families who have
lost loved ones to the opioid epidemic
need less talk and more action from the
federal government,” Senator Richard
Blumenthal of Connecticut said. Though
the report includes important measures to
curb the crisis, “the glaring absence of any
recommendation of robust, new funding
is a punch in the gut for the countless
individuals and families struggling with

opioid addiction,” he stated, adding that
a new bill, the Combating the Opioid
Epidemic Act, would allocate $45 billion
over 10 years to curbing the epidemic.
Some experts are skeptical that
attempts to address the opioid crisis can
be successful in an Administration that
has proposed large budget cuts to the
National Institutes of Health and the
Centers for Disease Control and Prevention as well as the elimination of the
Agency for Healthcare Research and
Quality. Andrew Kolodny, an opioid
policy researcher at the Heller School
for Social Policy and Management at
Brandeis University, said the emergency
declaration would do little to stem the
crisis “without a substantial commitment
of federal money and a clear strategy
for overhauling the way the country
treats addiction.” He advocated funding to rapidly expand access to effective
treatment, stating that “until those treatments are easier to access than heroin or
fentanyl, overdose deaths will remain at
record-high levels.”
Similarly, Michael Fiori, MD, director of addictions at the Mount Sinai
Health System, said the declaration is
a positive step, “but it’s critical to actualize it with real money and resources
immediately to fund outpatient and rehabilitation services and to educate patients,
families, and caregivers about this chronic
illness.”
Tracy Jackson, MD, an anesthesiologist at Vanderbilt University, took issue
with President Trump’s assertion that
teaching people not to start taking drugs
would go a long way toward addressing
the problem. That “just say no” approach
reveals a fundamental misunderstanding of the nature and causes of opioid
addiction and runs counter to decades of
research, she said. “What we really need
to do instead of criminalizing or stigmatizing this is recognize that addiction is
a chronic brain disease—and treat it as
such.”

On the same day President Trump
made his announcement, the Department of Justice’s Opioid Fraud and Abuse
Detection Unit, which uses data analytics
to identify people who may be involved
in illegal opioid distribution, announced
its first indictment. The 14-count indictment accuses a physician with Medical
Frontiers, a holistic pain management
practice in Gibsonia, Pennsylvania, of
prescribing Schedule II narcotics “outside
the usual course of professional practice
and not for legitimate medical purpose.”
Government investigators are likely
to continue to scrutinize opioid prescribing practices for the foreseeable future
(see the MiraMed Global Services
September 27, 2017 eAlert, “OIG Zeroes
in on Opioid Misuse, Abuse, Diversion
and Fraud”).
More will be known in the coming
weeks on actions that will be taken in the
wake of the president’s directive.

Susan Birk, Director
of Publications, joined
Anesthesia Business
Consultants in 2016.
Ms. Birk has an extensive background as a
writer and editor specializing in healthcare
and medicine. She is
responsible for weekly eAlerts to inform
the anesthesia community of political,
regulatory and practice management
developments and is editor of ABC’s
quarterly newsletter, the Communiqué.
She also writes eAlerts for MiraMed
Global Services. As a consultant, Ms. Birk
was writer and editor for the American
Society of Anesthesiologists’ Consultation Program, contributing writer for the
American College of Healthcare Executives’ Healthcare Executive and a medical
reporter for Elsevier’s International Medical News Group. She has a Bachelor’s
degree in English Literature from Roosevelt University in Chicago. She can be
reached at Susan.Birk@anesthesiallc.com.
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What Healthcare Providers Should
Know About Patient Satisfaction
Allison Hart
Vice President of Marketing, TeleVox Solutions, West Corporation, Mobile, AL

Using Technology-Enabled
Communications to Drive Better
Healthcare Experiences
Satisfying patients can sometimes seem
like one of the most difficult aspects of patient care. Medical training teaches providers
how to treat patients’ ailments, but learning
the science behind patient satisfaction can be
challenging. Oftentimes, healthcare teams
are unclear on what specifically drives satisfaction. As the financial impact of patient
experience increases due to the convergence
of consumerization and value-based payment programs, providers and healthcare
organizations need to explore new ways of
measuring and improving satisfaction.

The Financial Side of Satisfaction
Business-savvy healthcare providers
and organizations are recognizing that the
financial health of their organization depends on satisfaction, particularly now that
patients are demanding better healthcare
experiences. The West report, Prioritizing
the Patient Experience, shares survey findings that suggest healthcare consumer
trends are being impacted by patients’ feelings about satisfaction. For example,
according to West’s research:
•• 94 percent of patients say it is important to feel satisfied with their
healthcare provider.
•• 91 percent of patients are likely to
investigate other options if they are
not completely satisfied with their
current healthcare provider.
•• 88 percent of patients would actually switch providers if dissatisfied.
•• 94 percent of providers say they

•• Ensure patients do not feel rushed
during appointments (47 percent)
•• Demonstrate a high level of expertise in treating their specific illness
(44 percent)
•• Make it easier to schedule appointments (41 percent)

have noticed patients are shopping
around more today than in the past
for healthcare services.
Ultimately, for the majority of adults
in the U.S., being satisfied with their provider is so crucial that most would
diligently research and seek treatment
elsewhere if their current healthcare team
was not meeting their expectations. On
top of that, evolving payment models are
now tying patient satisfaction to reimbursements. Therefore, providers will need
to focus on satisfaction in order to optimize payments and maintain and increase
revenue.

Satisfaction Drivers Providers
Should Know
Depending on who you ask, the factors that impact satisfaction are different.
For example, when patients were asked
what healthcare providers can do to improve satisfaction, the most common
responses given were:
•• Shorten wait times (50 percent)
•• Provide advance knowledge of care
costs (49 percent)

However, when healthcare providers
were asked what steps they are taking to
improve satisfaction, their responses
showed some misalignment with what patients desire. Only two of the top five
efforts providers are prioritizing directly
address patients’ wishes. According to
healthcare providers, the top activities
they are prioritizing as they attempt to
improve satisfaction are:
•• Ensuring staff is friendly and accommodating (73 percent)
•• Making it easier to schedule appointments (68 percent)
•• Keeping patient wait times short
(62 percent)
•• Improving communication with
patients (54 percent)
•• Providing a clean and modern facility (48 percent)
This shows that there is a disconnect
between what patients want most and
where providers are focusing their efforts.
In order for healthcare teams to improve
satisfaction, they need to better understand
what actually drives satisfaction in the first
place. Then, once providers are clear on
what patients want out of their healthcare
experiences, medical teams can explore options for making improvements.
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Easy Appointment Scheduling

Technology-Enabled
Communications: A Patient
Satisfaction Secret Weapon
Making real improvements to deliver
more satisfying healthcare experiences is
not difficult once you know where to focus. In fact, most healthcare providers and
organizations have a tool at their disposal
that will enable them to deliver a variety
of technology-enabled engagement communications that will effectively boost
patient satisfaction. That tool is their appointment reminder technology.
At first glance, the appointment reminder medical teams already use to send
patient reminder notifications prior to
appointments might not seem like a secret weapon in the patient satisfaction
game. However, when you consider some
of the different capabilities this technology offers, it becomes obvious that there
are many benefits to taking advantage of
this tool that is already in use in a majority of hospitals and clinics.
Here are a few of the ways healthcare
providers can leverage their existing appointment reminder system to deliver
technology-enabled engagement communications that improve patient experiences
in the areas that matter most to patients.
Shorter Wait Times
Healthcare teams can send patients
messages when providers are running behind to reduce the amount of time
patients spend waiting in the office. Just
as airlines use text messages and emails to
notify customers when flights are delayed,
staff can utilize appointment reminder
technology to send messages to patients
when a doctor is delayed.
Advance Knowledge of Costs
The cost of healthcare can be a huge
burden for patients, especially when patients are not anticipating having to cover
medical expenses. By sending automated
pre-appointment messages to alert patients

of potential copay obligations, healthcare
teams can help eliminate surprise costs and
frustrations so that appointments don’t begin on a negative note.
Unhurried Appointments
Patients want to know they are valued
and they also want the limited time they
have with their doctor to be meaningful.
Providers can use appointment reminder
technology to send messages that encourage patients to be prompt so they won’t
miss out on time with their provider. These
same messages can also let patients know
that they are welcome to ask questions
throughout the appointment. Pre-appointment communications like this can
be used to set expectations and let patients
know their doctor cares about making
each appointment productive.
Provider Expertise
Sending patients between-visit communications, like newsletters or relevant
health management resources, demonstrates that providers are engaged and
committed to providing ongoing support.
A text message with a link to a video on
the preventive benefits of a balanced diet,
or an email with patient-specific chronic
care information are examples of engagement communications that can easily be
sent to reinforce a provider’s expertise and
dedication.

Providers can use their appointment
reminder technology to send automated
emails, voicemails or text messages that notify patients that they are due for an exam
and need to schedule an appointment.
These messages can be set up to allow patients to easily connect to a staff member
who can help them set up an appointment.
Letting patients know when it is time to
schedule routine healthcare exams, and
making it simple to do so, is something patients have said they appreciate.
These are just a few examples of
ways healthcare teams can maximize
technology-enabled engagement communications to improve healthcare
experiences. When providers have a clear
understanding of what drives satisfaction, and they are willing to implement
new technology-enabled engagement
strategies, a door opens to a whole new
set of opportunities for improving the
patient experience in ways that benefit
both patients and providers.

Allison Hart is a
regularly published
advocate for utilizing
technology-enabled
communications to
engage and activate
patients
beyond
the clinical setting. She leads thought
leadership efforts for West’s TeleVox
Solutions, promoting the idea that
engaging with patients between healthcare
appointments in meaningful ways will
encourage and inspire them to follow
and embrace treatment plans—and
that activating these positive behaviors
ultimately leads to better outcomes for
both healthcare organizations and patients.
Hart currently serves as Vice President of
Marketing for TeleVox Solutions at West
Corporation (www.west.com), where the
healthcare mission is to help organizations
harness communications to expand the
boundaries of where, when and how
healthcare is delivered. She can be reached
at amhart@west.com.
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Are Your Business Associate’s Putting
You at Greater Risk?
Kimberly Shutters, BCS
Founder and CEO, HIPAA alli, San Diego, CA
What if your organization had to pay
a $1.55 million Health Insurance Portability and Accountability Act (HIPAA)
settlement because you did NOT have a
Business Associate Agreement (BAA)
and/or did not confirm risks were mitigated? Do NOT let this happen to you or
your business associate (BA)!
In 2011, the Office of Civil Rights
(OCR) conducted an investigation of
North Memorial Health Care of Minnesota after a protected health information
(PHI) breach affected 9,497 patient records. The data breach was a result of a
stolen laptop from an employee’s vehicle
of their BA, Accretive Health, Inc., and
while the device was password-protected,
the electronic PHI (ePHI) stored on the
device had not been encrypted.
The investigation revealed that
North Memorial had overlooked “two
major cornerstones of the HIPAA Rules,”
according to OCR Director Jocelyn Samuels. Do you have current and signed
BAAs? Do you know if your BA has conducted a risk analysis including a
mitigation plan for all identified risks?
Accretive Health, Inc., had been
contracted to perform a number of operations on behalf of North Memorial. Those
operations required Accretive Health to
have access to a hospital database containing both paper and ePHI of 289,904
patients. However, prior to access to patient data being granted, North Memorial
failed to obtain the required signed copy
of a HIPAA compliant BAA.
Also revealed, North Memorial had
not performed a comprehensive risk analysis for the entire organization.
Consequently, North Memorial would

not have been able to identify all security
vulnerabilities and could therefore not
have taken action to address all potential
issues.
Healthcare providers, referred to as
covered entities (CE), must obtain a
signed BAA from anyone that provides
functions, activities or services for or on
behalf of a CE that requires access to patient PHI. A signed copy of the BAA
must be obtained before access to PHI.
The BAA must outline the responsibilities
the BA is obligated to ensure PHI is protected and is not disclosed to any
unauthorized parties (See 45 CFR §
164.502(e)).

The HIPAA Security Rule Applies
To You Too, BAs!
Prior to HIPAA implementing the
Security Rule, no generally accepted set
of security standards or general requirements for securing ePHI existed. During

this time, new technologies were evolving
and the industry began to rely on the use
of computers to store data, send and pay
claims, answer eligibility questions, and
conduct a host of other administrative
and clinically-based functions.
Further changes were made when on
January 17, 2013, the Department of
Health and Human Services (HHS)
OCR issued the Omnibus Final Rule
that modified the HIPAA Privacy, Security, Enforcement and Breach Notification
Rules as required by the Health Information Technology for Economic and
Clinical Health (HITECH) Act and the
Genetic Information Nondiscrimination
Act (GINA). This Final Rule became effective on September 23, 2013, and is
often referred to as the HIPAA Omnibus
Final Rule. The omnibus rulemaking was
published in the Federal Register on January 25, 2013.1
1

78 Fed. Reg. 5566 ( Jan. 25, 2013).
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A significant aspect of the final rule
is the effect on BAs. The introduction of
the HITECH Act made the Breach Notification Rule, much of the HIPAA
Security Rule, and certain provisions of
the Privacy Rule directly applicable to
BAs. BAs can now be held liable for civil
and criminal violation of these provisions.
The HITECH Act also adopted a new
structure for civil monetary penalties,
under which maximum penalties of
$50,000 per violation can be imposed, up
to a maximum of $1,500,000 for identical
violations in a calendar year.

Who and What are Business
Associates?
These days most CEs and health
plans do not carry out all of their healthcare activities and functions by themselves. Instead, they often use the services
of a variety of other individuals and/or
businesses. HHS defines this type of service provider as a BA, as defined in 45
CFR 160.103. 2
A Business Associate (BA) is a person or
entity including subcontractors, other
than a member of the workforce of a CE,
who performs functions or activities
that involve access by the BA to PHI.
BAs are also subcontractor that creates,
receives, maintains, or transmits PHI
on behalf of another BA.
The HIPAA Privacy Rule, Uses and
Disclosures of PHI: General Rules –
Standard: Disclosures to BAs §164.502(e)
(1), addresses conditions for disclosure of
PHI to BAs.
According to §164.502(e)(1)(i), a
CE may disclose PHI to a BA and may
allow a BA to create, receive, maintain or
transmit PHI on its behalf, if the CE obtains satisfactory assurance that the BA
will appropriately safeguard the information (see BAA as defined below).
2

The type of BA services may include:
•• Healthcare Claims Administration
•• Legal
•• Management Service Provider
•• Accreditation
•• Financial
Examples of BAs
•• A third-party administrator that
assists a health plan with claims
processing.
•• A CPA firm whose accounting
services to a health care provider
involves access to PHI.
•• An attorney whose legal services
to a health plan involve access to
PHI.
•• A consultant that performs utilization reviews for a hospital.
•• A healthcare clearinghouse that
translates a claim from a non-standard format into a standard
transaction on behalf of a healthcare provider and forwards the
processed transaction to a payer.
•• An independent medical transcriptionist that provides transcription
services to a physician.
•• A pharmacy benefits manager that
manages a health plan’s pharmacist
network.

What is a Business Associate
Agreement?
The HIPAA rules require CEs and
BAs to obtain a signed BAA from each
BA and their subcontractors to ensure
appropriate safeguards are implemented
to protect PHI and ePHI. The BA
agreement contract, known as the BAA,
serves to clarify and limit the permissible
uses and disclosures of PHI only as
permitted or required by its BA, based on

Note: This references used for entire Business Associate & Your Practice section https://www.hhs.gov/hipaa/for-professionals/privacy/guidance/business-associates/index.html

the relationship between the parties and
the activities or services being performed
by the BA.
A BA can be held directly liable and
subject to civil and, in some cases,
criminal penalties for making uses and
disclosures of PHI that were not
authorized by its contract or required by
law. Liability may attach to BAs, even
in situations in which the BA has not
entered into the required agreement
with the CE.
Since adoption of the original
HIPAA Privacy Rule and Security Rule,
BAs have had to enter into agreements
with CEs that required the BA to implement administrative, technical and physical
safeguards that reasonably and appropriately protect the confidentiality, integrity
and availability of electronic PHI.
Countless CEs believe it’s impossible to determine whether the data
safeguards, security policies and procedures of their BAs are adequate to respond
effectively to a data breach. To complicate
matters, a large percentage also believes BAs
would NOT notify them in the event of a
security breach or cyberattack.
Continued on page 14
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Are Your Business Associate’s Putting You at Greater Risk?
Continued from page 13

Conducting an accurate and thorough risk analysis is the first step in
identifying potential risks and vulnerabilities to the confidentiality, integrity and
availability of ePHI held by the BA.
Many of the Security Rule standards
contain implementation specifications.
An implementation specification is a
more detailed description of the method
or approach CEs can use to meet a particular standard.

Implementation Specifications are
either Required or Addressable.

Why Should You Care?
It is your responsibility as a CE to put
in place a BAA that holds the third party
to the same standards of privacy and
confidentiality as yourself.
BAAs are required for all vendors or
organizations you grant access to your patient’s PHI. CEs are required to identify
who their BAs are and confirm there is a
current BAA in place. The BAA must
limit the BA’s access to PHI to allow only
what is necessary to carry out its activities
for the CE.
CEs and BAs, in accordance with
§164.306, must ensure the confidentiality,
integrity and availability of all electronic
PHI the CE or BA create, receive, maintain
or transmit on the CE’s behalf only if the
CE obtains satisfactory assurances, in accordance with §164.314(a) that the BA will
appropriately safeguard the information. 3
Also, if the BA carries out any part of
a CE’s obligation under the Privacy Rule,
the BA must comply with the Privacy
Rule with respect to that activity. If the
BA subcontracts any of its activities, it
3

must enter into an agreement with its
subcontractor that complies with the requirements for BAAs and it may not
permit the contractor to use or disclose
PHI in a manner that would not be permissible to the BA.

What is a HIPAA Security Risk
Analysis?
All ePHI created, received, maintained or transmitted by any organization
is subject to the Security Rule. The Security Rule requires BAs to evaluate risks
and vulnerabilities in their environments
and to implement reasonable and appropriate security measures to protect against
reasonably anticipated threats or hazards
to the security or integrity of ePHI.
This means all BAs are required to
perform a comprehensive organizationwide HIPAA Security Risk Analysis to
identify their potential administrative,
physical and technical security risks to
PHI; 45 CFR § 164.308(a)(1). This
means it must include more than your
EHR system!

https://www.hhs.gov/hipaa/for-professionals/security/guidance/guidance-risk-analysis/index.html

Required – specification must be
implemented. For example, this includes
all BAs including entrepreneurs and
start-up medical application developers.
Addressable – specification allows
BAs to adopt alternative measure to
achieve the purpose of the standard, if the
alternative measure is reasonable and appropriate; 45 C.F.R. § 164.306(d). Note,
this does not mean it is optional.
It is important to remember the Security Rule does not prescribe a specific
risk analysis methodology, recognizing
that methods will vary dependent on the
size, complexity and capabilities of the organization. Instead, the Rule identifies risk
analysis as the foundational element in
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the process of achieving compliance and
it establishes several objectives that any
adopted methodology must achieve.
There are numerous methods of performing risk analysis and risk
management. There is no single method
or “best practice” that guarantees compliance with the Security Rule. However,
most risk analysis and risk management
processes have common steps. The following steps are provided as examples of
steps CEs could apply to their environment. The steps are adapted from the
approach outlined in NIST SP 800-30
shown in Figure 1.
Following are some example risk
analysis steps used to evaluate and identify controls to address potential risk
areas:
1. Identify the scope of the analysis.
2. Gather data.
3. Identify and document potential
threats and vulnerabilities.
4. Assess current security measures.
5. Determine the likelihood of threat
occurrence.
6. Determine the potential impact of
threat occurrence.
7. Determine the level of risk.
8. Identify security measures and
finalize documentation.
For more information on risk analysis methodology the National Institute of
Standards and Technology (NIST), Special Publication 800-30 Revision 1,
Guide for Conducting Risk Assessments,
offers guidelines representing industry

standards for good business practices
with respect to standards for securing
PHI. Although only federal agencies are
required to follow federal guidelines,
non-federal organizations may find their
content valuable when developing and
performing compliance activities.
Performing a risk analysis is not a
one-and-done task. After completion, the
risk management process of identifying
and measuring risks and developing strategies to manage them begins. Risk
management plans are intended as documentation of your approach and the
commitments to address the risks identified in your risk analysis.
Rather, it is an ongoing cycle of activity that must be engaged with discipline
and proactive decision-making. An initial
or baseline risk assessment can be done at
any point in time. However, the continuous process of identifying, analyzing,
planning, tracking and controlling risks
has an ongoing lifecycle that must receive
attention to be effective, especially considering continuously new and emerging
technologies arriving and being adopted
in the industry.

Summary
Due to the introduction of the HITECH Act (made the Breach
Notification Rule), much of the HIPAA
Security Rule, and certain provisions of
the Privacy Rule which were made directly applicable to BAs, BAs can be held
liable for civil and criminal violation of
these provisions. The HITECH Act also
adopted a new structure for civil monetary penalties, under which maximum
penalties of $50,000 per violation can be

imposed, up to a maximum of $1,500,000
for identical violations in a calendar year.
BAs must conduct and document a
HIPAA security risk analysis of their
computer and other information systems
to identify potential security risks and respond accordingly 45 CFR § 164.308(a)
(1). And don’t forget to document your
findings—If it’s not documented, it didn’t
happen!
Remember: Any change made to the
equipment used to create, receive, maintain
or transmit a practice’s PHI requires an
update to the risk analysis.
Kimberly Shutters,
BCS is the Founder
and CEO of HIPAA
alli and has over
25 years in the
healthcare industry
working in primary
care, internal medicine,
cardiology, urology and
otolaryngology practices. Her experience
includes 10 years in the biotech industry
as a software verification and validation
engineer. During this time she developed
and implemented solutions, designed,
integrated and maintained software
verification & validation documentation
for FDA submission to CBER for 11
different nucleic acid testing (NAT) eSAS
and DTS product lines. This included the
PROCLEIX® West Nile Virus Assay,
receiving FDA fast-tracked approval in
less than one year. She can be reached
at info@HIPAAalli.com or 619-733-5564.
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Reduce Reimbursement Leakage
Through Revenue Capture Audits
Phil C. Solomon
Vice President of Marketing Strategy, MiraMed Global Services, Inc., Jackson, MI

Identify and Recover Revenue
Sources.
In today’s healthcare environment,
capturing every cent of revenue due to a
hospital, health system or physician group
is a challenge. With the advent of legislative reform and changes in the systemic
healthcare reimbursement structure, such
as the evolving Accountable Care Organization model or value-based healthcare
strategies, healthcare providers must take
all measures available to identify, capture
and collect every source of revenue available to them.
There are many reasons that inhibit
revenue recoveries, such as satisfying payer
documentation and complying with coding and procedure requirements. The
elements for billing and collecting revenue
are difficult to administer. Intricacies of
the billing process and subsequent financial documentation create opportunities
for breakdowns in the revenue cycle, which
often result in lost revenue.
In addition to the typical challenges
of collecting revenue, the conversion to
ICD-10 and the resulting legislation create more healthcare reform challenges for
revenue cycle executives to overcome.

There are many operational strategies
available to providers to help improve financial results. Process improvements can
come from human capital adjustments or
by employing innovative revenue cycle
technologies. Unfortunately, regardless of
the method(s) chosen to help improve
revenue capture, lost revenue opportunities are bound to occur.

The Need for Revenue Capture
Audits, Billing Reviews and the
Monitoring of Operational Best
Practices.
A large source of lost revenue emanates from highly complex and
labor-intensive tasks where human error is
the cause. For the hospital setting, the required information needed to make certain
determinations comes from several departments. For physicians to bill accurately,
a billing specialist who understands the
complexities of claims billing is needed. A
shortage of qualified staff, inadequate

technology solutions and staff turnover are
contributing factors leading to errors after
processing complex and time-consuming
claims and supplying supportive documentation to comply with governmental
reimbursement requirements.
Revenue capture audits and billing
reviews can identify and capture revenue,
which often is lost through the revenue
cycle. Performing audits and billing reviews can also provide administrators and
financial managers with valuable information to find the root causes of breakdowns
in workflow processes.
All providers are challenged to allocate enough full-time personnel to review
and correct billing issues before they result in potential forfeited revenue. The
following areas offer opportunities for
hospitals to uncover incremental revenue
through performing revenue capture
audits:
•• Pinpointing missed reimbursable
bad debt opportunities
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•• Identifying and resubmitting unprocessed claims for Medicare
Reimbursement Diagnosis Related
Group (DRG)
•• Uncovering valid Medicaid eligibility coverage
•• Discovering hidden Medicaid disproportionate share payments
•• Ensuring that proper shadow billing requirements are met
•• Classifying proper medical code sets
(Including Medicare Advantage Hierarchical Condition Category codes)
Physicians lose revenue opportunities for a myriad of reasons. Many
practices lose as much as 10 percent of
revenue due to inaccurate, missing or lost
charges. The following are strategies that
can improve physician revenue capture
through operational and follow-up billing reviews:
•• Utilizing mobile technology to ensure claims get created and
submitted for all services physicians provide to their patients.
•• Eliminating paper charge capture
can significantly improve cash flow.

•• Having a good practice management system that suits the needs of
the practice.
•• Following a sound financial policy.
It is important that a financial policy is documented in writing, has
been reviewed by legal counsel and
is verified and understood by the
patient.
•• Having a written internal workflow policy is critical and to ensure
that key documentation processes
are followed, such as timeliness of
completing records, recording patient information, verifying entries,
recording all procedures performed
and recording a diagnosis for each
visit.
•• Ensuring the capture of diagnoses,
services and procedures must be
noted on an encounter form or via
electronic capture system.
The knowledge needed to optimize
revenue production for hospitals and
physicians are different. For hospitals,
identifying and rebilling for lost revenue
opportunities requires cogent knowledge
of the fast-paced changes to government

and commercial payers rules and regulations. Hospital providers must have a
close working relationship with individual fiscal intermediaries, follow internal
procedures and protocols, and have direct
access to Medicare and Medicaid electronic data interface feeds so that they
have access to data analysis engines where
faster and more informed recovery determinations can be made.
For physicians, addressing billing issues proactively, following correct billing
protocols, having updated tools to record
medical data and the advanced systems to
capture important information are all
critical components to ensure revenue is
documented and collected for all patient
encounters.
Due to the complexity and skill required to identify and capture all sources
of revenue, many hospitals and physician
groups turn to outside consultants, utilizing revenue audit and billing review
experts to assist them. In addition to
working with outside consultants, a new
trend is emerging where specialized advanced technologies are now available
offering niche solutions for internal staff
to perform internal audits and billing reviews themselves.
Continued on page 18
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Reduce Reimbursement Leakage Through Revenue Capture
Audits
Continued from page 17

What to Look For When Selecting
Revenue Capture, Technology
Audit and Billing Review Vendors
Choosing the right vendor is of paramount importance. Not all vendors are
equal in quality and ability. Furthermore,
not every vendor will be an appropriate fit
for your hospital, health system or physician practice. Most importantly, it is
critical to select the right vendor that you
feel you can comfortably and effectively
collaborate with.

An important consideration when
selecting a revenue capture or billing
review vendor is to choose a firm which
can demonstrate a history of successful
performance and skill. Consideration
should also be given to vendors that have
competencies in all areas applicable to
revenue capture for your hospital or
physician practice. Since revenue capture
activities can be outsourced, it is
important to have a choice between a
firm which offers an internally driven
technology solution that a hospital or
physician group’s staff can administer and
an externally outsourced service solution.
By offering two models for
performing revenue audits and billing
reviews, revenue cycle executives have the
option to choose a solution, which fits the
hospital, health system or medical group’s
corporate culture and financial objectives.
Currently, very few companies can
perform as a sole-source provider to address every key area of incremental
revenue capture. Every vendor may have
some competencies, but most don’t offer a
full spectrum of expertise, addressing all

of the administrative challenges for hospitals and medical groups. Even fewer
companies can offer both options of installing a leading edge software platform
for the hospital’s or physician’s staff to use
as an internal tool and offer the same expertise for fulfilling revenue capture
activities as an outsourced solution.
Recently, select few companies have
broken the basic standard of service typically seen in the marketplace and now
offer an array of solutions, not available in
the recent past. In today’s healthcare vendor marketplace, there are audit and
review companies that now can provide
an excellent outsourced work product and
offer the technology for internal use that
can meet the criteria’s listed above.
Choose your method of performing
revenue capture audits and billing reviews
carefully and select the right vendor for
your organization. In doing so, your hospital, health system or medical group will
minimize lost reimbursements and reap
the benefits of capturing every cent of
revenue due.
Phil C. Solomon
serves as the Vice
President of Marketing
Strategy for MiraMed
Global Services, a
healthcare
revenue
cycle
outsourcing
company, and is the
publisher of Revenue
Cycle News, a healthcare business
information blog. Phil has over 25 years’
experience consulting on a broad range
of healthcare initiatives for clinical and
revenue cycle performance improvement.
He has worked with the industry’s largest
health systems, developing executable
strategies for revenue enhancement, expense
reduction and clinical transformation.
He can be reached at phil.solomon@
miramedgs.com at (404) 849-8065 and on
Twitter @philcsolomon.
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Navigating the Healthcare Leadership
Influences
J. Bryan Bennett, MBA, CPA, LSSGB
Founder and Executive Director, Healthcare Center of Excellence, LLC, Chicago, IL
For a leader to be successful in today’s challenging healthcare environment,
they have to fully understand and manage
the influences that can impact the effectiveness of their leadership. These
influences come in two forms:
1. Primary influences: which are the
influences most directly impacted
and managed by the leader.
2. Secondary influences: which are
the influences that are not under
the direct control of the leader, but
are important to be managed effectively if the leader is to be
successful.

Primary Leadership Influences
There are three primary influences
that impact a leader’s effectiveness. They
are:
1. Leader: their personality, abilities
and expertise;
2. Followers: the leader’s constituents, comprised of their values,
norms and status;
3. Environment: the atmosphere in
which the leader and followers interact with and includes the
culture, tasks, change and
government.
These influences must work in equilibrium for the leader to effectively lead.
If any of the influences fall out of equilibrium, the leader cannot lead effectively.
When any of the three influences exert a
stronger or weaker influence, the leader
has to adapt to bring the model back into
equilibrium. This is illustrated by the in-

fluences being the same size in the figure
below.
Leader

Follower

Environment

The influences can get out of equilibrium, such as when the leader has to work
with strong or powerful followers. This
can occur in working with doctors at a
hospital, tenured professors at a university, professional (versus collegiate) athletes
and even some volunteer organizations.
All of these scenarios can make it difficult
for a leader to be effective.
The influences can also get out of
equilibrium when the leader is facing a
challenging environment. This can occur

when the industry is facing dramatic
changes like what currently exists in
healthcare. A shift in how consumers
shop has also caused a challenging environment for brick and mortar retailers.
They either have to adapt or go out of
business.
Law enforcement officers regularly
face challenging situations. One minute
they could be directing traffic or handing
out a speeding ticket. The next minute
they could be faced with a domestic or
hostage situation. They have to know
how to adapt to the seriousness of each
situation. These challenging environments make it difficult for a leader to be
effective.
Another way the influences can get
out of equilibrium is when the leader
overwhelms the followers and the environment. This is not leadership in any
Continued on page 20
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Navigating the Healthcare Leadership Influences
Continued from page 19

The Healthcare Leadership
Influences Assessment

form; it is simply intimidation. Not much
can be done in this situation until the
leader becomes self-aware enough to
want to change. Until then, the leader
will most likely experience a steady
exodus of followers leaving the organization and the decline of the department or
organization.
Whatever the situation, to be effective, the leader must adapt to return all the
primary influences back to equilibrium.

Secondary Leadership
Influences
In addition to the primary leadership
influences, there are other influences at
work that a leader must be cognizant of
to be effective. Even if the leader is at the
top of the organization, he or she still reports to a board of directors. If the person
in the leader position is in middle or
senior management, they have to also
work with their manager and/or peers.
The most effective leaders are the ones
that are not only adept at managing their
primary leadership influences, but also
handling their managers and peers. A
leader provides leadership of the primary
leadership influences and manages the
secondary leadership influences. Conse-

quently, the total leadership influences
model for any position in an organization
should include all five influences.
Manager

Peer

Followers

Leader

Peer

Environment

Based on an analysis of the healthcare industry, the leadership influences
would best be described as out of equilibrium with strong followers in the form of
physicians and a very complex environment. The physicians account for the vast
knowledge, expertise and revenue stream
of the hospital. Without them, the hospital would be hard-pressed to survive.
Because of their specialty expertise and
their patient portfolio, many would be
difficult to replace. Unfortunately, many
physicians have resisted much of the
technological changes. Some simply because they didn’t want to change the way
they’ve practiced medicine for decades
and others because of what was implemented and how it was implemented.
The environment is considered complex because of the technological and
governmental changes that the industry
has been expected to make in a short
amount of time. Many recognize that the
healthcare industry is behind other industries in the use of technology to
manage the business. Technology is used
regularly to examine and diagnose pa-
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tients, but before the widespread use of
electronic health records (EHRs), the
notes were mostly written by hand and

added to a paper chart. EHRs have made
it easier to safely record patient information, but it is still a long way away from
complete interoperability and the design
of the EHRs has made the patient encounter more off-putting because the
physician has to spend so much time
trying to type the information in versus
engaging with the patient. Added to this
is new and changing governmental requirements for patient safety and quality
and you have the formula for a very challenging environment.
To bring the influences back to equilibrium, the leader must adapt their
leadership style to become more effective.

PRESCRIBING LEADERSHIP IN HEALTHCARE
Based on Professor Bennett’s insights from research,
leadership course instruction, six sigma process
improvement and his personal leadership journey,
Prescribing Leadership in Healthcare presents a unique,
proven and comprehensive approach to leadership
development. It creates a personalized, continuouslyimproving leadership game plan for people at any level
of the organization to follow. It’s like precision medicine
for leadership. Foreword written by Chris Van Gorder,
President & CEO of Scripps Health.
The book includes leadership perspectives from these
healthcare executives (and many more):
•
•
•
•
•

Toby Cosgrove, President & CEO, Cleveland Clinic
Laura Forese, Executive VP & COO, New York/Presbyterian
Michael Hunt, President & CEO, St. Vincent’s Health Partners
Nancy Schlichting, Retired CEO, Henry Ford Health Systems
Grace Terrell, Former CEO, Cornerstone Health Care

“The lessons and practices [in the book] will make all of us better leaders and most
importantly, will directly benefit those patients and families we serve.”
– David Feinberg, President & CEO, Geisinger Health Systems

“This is one of the best and most powerful leadership books I have read. I believe
he has found an elixir for making all of us better leaders.”
- Jim Mattes, President & CEO, Grande Ronde Hospital

“I highly recommend reading and following [Bryan’s] leadership book. He is a
remarkable person. The world needs more people like Bryan Bennett.”
- Scott Becker, Publisher, Becker’s Hospital Review

Until February 28, 2018, MiraMed readers receive 20% OFF a copy signed by Professor
Bennett at prescribingleadership.com and using the coupon code: miramed1q18

Adaptive methodologies are discussed in
Chapter Nine of the book Prescribing
Leadership in Healthcare (www.prescribingleadership.com), although many
healthcare leaders recognize what needs
to be done.

J. Bryan Bennett,
MBA, CPA, LSSGB
is the Founder and Executive Director of the
Healthcare Center of
Excellence (HCOE).
He is the primary researcher and blogger
for HCOE and blogs
for the HIMSS Future Care website on the
subjects of big data, healthcare technology
transformation and leadership.
He is a highly requested international
speaker on the subjects of healthcare transformation, healthcare analytics, leadership
and customer management. As a healthcare technology and advanced analytics
consult, he has helped healthcare organizations meet the Meaningful Use Stage 1
requirements as an Allscripts certified partner. In addition, he is a course developer
and adjunct professor for Northwestern
University, West Virginia University and
Judson University where he develops and
teaches domestic and international courses
in analytics, leadership and marketing. His
presentations are engaging and witty as he
challenges his audiences to think in different ways to reach better solutions.
He is the author of the book Competing on Healthcare Analytics and has written
the “Data Stewardship” chapter for the
book ADAPTIVE Health Management
Information Management. Gartner, Inc.
has recognized his work and his academic
study was published in Capco’s Journal of
Financial Transformation.
His book, Prescribing Leadership in
Healthcare: Curing the Challenges Facing
Today’s Healthcare Leaders, released in April
2017. He has a Master’s of Business Administration from the Northwestern University Kellogg School of Management
and a Bachelor’s degree from Butler University. He is a Certified Lean Six Sigma
Green Belt, Certified Data Scientist, Certified Public Accountant and Certified
Adjunct Faculty Educator. He can be
reached at bryan@healthcarecoe.org.
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Is There a Real Time Advantage to
Telemedicine?
Jake DiBattista
Account Manager, drchrono, Baltimore, MD
Time is money, and nowhere is this
truer than in the world of healthcare.
One of the advantages of using
telemedicine is time savings. Both patients
and physicians are utilizing video visits to
be more effective and save time. When
compared head-to-head with patients who
have the same needs, a video proves to be
faster than the in-person equivalent.
Video visits are proven to improve
the efficiency at which a practice operates
and reduces time spent with patients
without sacrificing quality of care. Video
visits are effective at saving time because
they combine charting with patient
analysis, reduce late and missed visits,
focus on information exchange and
improve physician and patient availability.
While these numbers seem to paint a
positive picture, it is important to evaluate
how this reduction in visit times is
occurring. Video visits allow physicians
to work more efficiently with patients by
combining a physician’s ability to chart

the visit while streaming a live video
session, which enables the doctor’s
attention to remain on the screen.
Also, video visits focus on follow-up
or acute conditions that tend to have
lower visit times; nevertheless, there are
several other factors to explain why this
time reduction is occurring. Due to the
convenience of video visits, patients will
miss fewer appointments and are more
likely to show up for their visits on time.
Missed visits result in lost income and
productivity for physicians and the
practice, and late arrivals may cause
physicians to run behind, thus delaying
other patient visits.
The average time a physician spends
with a patient in the U.S. is 17.4 minutes.
While many physicians feel pressure to
reduce visit times, they are also challenged
to balance patient satisfaction and quality
of care with a sense of urgency to move

patients through the process faster.
Telemedicine is helping physicians with
this challenge—to become more time
efficient without sacrificing quality of
care or patient satisfaction.
Let’s assume under the current
physician appointment model an efficient
physician can process 28 patients a day,
which represents four patients an hour for
seven hours. On average, physicians who
use telemedicine are seeing a reduction in
visit times by about 20 percent, with the
average visit time in one study being as
low as 12 minutes. While this may not
seem like a significant improvement,
upon further exploration, the implications
are far more reaching.
Another reason why physicians
experience time savings using video is the
focus on information exchange that
occurs during video visits. Telemedicine
visits tend to be much more focused than
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in-person visits, as the spectrum of care
physicians provide is limited to what they
can do remotely. Telemedicine visits are
often focused on screening or maintenance
of the patient, allowing the physician to
focus on next steps rather than
troubleshooting solutions during a visit.
Lastly, physicians can offer expanded
hours of availability when providing video
visits. Whether it is seeing patients
during their lunch hour or late from
home on Wednesdays, with telemedicine
physicians have more flexibility to see
patients due to the reduced barriers
surrounding patient and physician
location. This flexibility nets significant
savings when a patient who had to cancel
is suddenly able to attend their normally
scheduled visit time or simply move their
visit to an after-hours time due to the
power and flexibility of video.
Certain types of patient visits lend
themselves to face-to-face interactions
with physicians while many visits can be
accomplished through telemedicine.
Depending on the circumstance, tele-

medicine can deliver financial benefits to
a physician’s practice that are not available
when a patient visits a doctor’s office.
Conservatively, under telemedicine, a
physician can see an additional four
patients a day with video visits, charging
$60 for the average visit. Over the course
of a year, this process would net the
physician an additional $62,000 in
practice revenue. The savings go both
ways as well. One study found that a
physician practice was able to save its
patients nearly $3 million in travel costs
over the nine years it had been offering
telemedicine, with the average patient
saving four hours per year in travel time.
With financial benefits available to both
patients and physicians, it is no wonder
why telemedicine is in such high demand.
A doctor’s time is invaluable, and the
crisis of time is no longer an expense that
can be wasted on administrative duties or
inefficient patient visits. Equally, a patient’s
time should be considered, as the transition
to urgent care facilities shows a growing
consumer need for on-demand care.

By improving the efficiency of care
for the patient and physician, we now
have the opportunity to transition to a
style of care where technology-driven
solutions are the catalyst for delivering
patient-centered care while empowering
physicians to focus on treatment and
diagnosis. The telemedicine visit is
enabling patient appointments to occur
faster than ever before, and, as a result,
will produce a more efficient and effective
healthcare system.
Jake DiBattista is an
account manager for
drchrono, a practice
management, electronic health records
and billing solution.
He is a healthcare
technology enthusiast
with a specialty in innovations in electronic
medical records and telemedicine. He is
passionate about redesigning healthcare and
ushering in the next great wave of healthcare technology. He can be reached at 240490-0190 or Jake.dibattista@drchrono.com.

MiraMed Global Services, Inc.
255 West Michigan Avenue
Jackson, MI 49201
517-787-7432
www.MiraMedGS.com
The MiraMed Learning Institute Webinar Series brings
together healthcare subject matter experts who transfer
their knowledge about innovative, leading practice and
sustainable revenue cycle optimization strategies.
Presenters share actionable tactics that can have an
immediate impact for your organization. Participants are

given a chance to ask questions, connect with experts,
and learn from peers who share their experiences
through Q&A polling and surveys.
For more information, visit our website or contact Phil
Solomon at phil.solomon@miramedgs.com

PROFESSIONAL EVENTS
Date

Event

Location

Contact Info

January 29-February 1, 2018

American College of Healthcare Executives
Snowbird Cluster

The Cliff Lodge at Snowbird
Snowbird, UT

https://www.ache.org/Events/Cluster.
aspx?evt_code=SNOW2018

February 12-15, 2018

American College of Healthcare Executives
Phoenix Cluster

The Wigwam
Litchfield Park, AZ

https://www.ache.org/Events/Cluster.
aspx?evt_code=PHNX2018

February 21-23, 2018

Healthcare Financial Management Association
National Payment Innovation Summit 2018

Denver Marriott City Center
Denver, CO

https://www.hfma.org/npis/

February 25-28, 2018

Healthcare Financial Management Association
2018 Region 5 Dixie Institute

Tampa Marriott Waterside Hotel
& Marina
Tampa, FL

http://hfmadixie.org/2018/

March 4-6, 2018

Medical Group Management Association
2018 Financial Management and Payer
Contracting Conference

Hyatt Regency Grand Cypress
Orlando, FL

http://www.mgma.com/fmpc/why-attend

March 8-9, 2018

Healthcare Financial Management Association
Metropolitan New York Chapter
Joseph A. Levi 59th Annual Institute

Long Island Marriott
Uniondale, NY

http://www.hfmametrony.org/

March 19-21, 2018

Ohio Health Information Management
Association
38th Annual Meeting and Tradeshow

Hilton Columbus at Easton
Columbus, OH

http://ohima.org/information/
information145.html

March 26-27, 2018

Healthcare Financial Management Association
Northern California Chapter 2018 Spring
Conference

Sheraton Grand Sacramento Hotel https://hfma-nca.
Sacramento, CA
org/?event=hfma-northern-californiaspring-conference&event_date=2018-03-26

March 26-29, 2018

American College of Healthcare Executives
2018 Congress on Healthcare Leadership

Hyatt Regency Chicago
Chicago, IL

https://www.ache.org/congress/
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