Dear Chapter Members,
I am writing this at about the same time we are emerging from what might become
known as the 2014 BIG CHILL. This polar vortex is not my friend. I hope you all survived
the icy roads, stalled cars, traffic jams, and frozen pipes.
I would like to address something very important in this quarter’s letter. In my mind the
purpose of HFMA is education and networking. I mentioned those two things in my
opening speech in June at the Annual meeting. So far in 2013-14, I think we have done a
pretty good job. The upcoming Dixie Institute will once again have some high quality and
information speakers. But you see, education is not the important matter I mentioned
earlier. What’s important is how we afford to have these institutes. One-days, and
shared meetings with other groups.
In 2012-2013 the chapter spent $177,422. We get revenue from three primary sources.
First, National HFMA rebates us a portion of the dues paid for your yearly memberships.
That amounted to $12.684 or 7.1%. Provider members pay registration fees at the Institutes. One-Days, CPAR, and some other meetings we share with other organizations.
The fees amounted to approximately $18,879 or 10.6%. The balance of the costs are
paid for by our vendors through annual sponsorships, exhibit fees, advertising, and event
registrations. That amounts to $145,859 or 82.2%. I don’t know about you, but that is a
impressive number.
So here is the important matter we need to be aware of. If you are a provider and you
attend an Institute, a One-Day, or some other meeting with vendors, please take some
time to listen to what they do. What they have to offer. Why they support HFMA. Be
sure to shake their hands and express appreciation for that 82%. You don’t have to buy
their product, but let them know how much you appreciate their time and money to
support our chapter. It should be obvious to anyone who reads this letter that without
the vendors all of this would not be possible.
I hope you all have a prosperous 2014 and will look forward to seeing you at the Dixie
Institute.
Sincerely,

Alabama Chapter President

Get a Taste of Mobile at Dixie
by Brittani Emmorey, Sales Promotion,
The SSI Group

Mardi Gras in Mobile is the oldest
annual Carnival celebration in the
United States. Though New Orleans
is more widely known for their Mardi
Gras celebration, Mobile is actually
the birthplace of Mardi Gras – a more
family-friendly version, at that – having started in 1703. This year, Mobile
is especially excited to be hosting the
Dixie Institute, which coincides with
Mardi Gras festivities, and will give
attendees a unique opportunity to
experience the southern flair of the
Mobile Bay community.
While Mardi Gras should provide
plenty of entertainment during “off”

hours, below are some additional
suggestions for places to visit while
you’re in town.
Good Eats
For those traveling by car (or up for a
slightly longer walk), The Bicycle
Shop on the outskirts of downtown
(661 Dauphin St., 11 a.m. – 3 a.m.) is
always a delicious dining experience.
Though it appears to be a “no frills”
Mexican eatery, The Bicycle Shop
has a number of unexpected menu
items. Start off with the homemade
guacamole, followed by a taco…or
two…or three. It might sound intimidating, but the lengua (tongue) taco
is a local favorite, filled with flavorful
beef and spices, while the portabella

Check out the Mardi Gras Parade Schedule
www.themobilemask.com

Mobile Good Eats
Close to the conference venue,
Royal Scam (72 S. Royal St.,11
a.m. – 10:30 p.m.) offers a casual menu with upscale ambiance. Their lunch and dinner
menus are superb, filled with
burgers, sandwiches (the Steak
Sandwich Scam is our favorite),
and heavier entrees luck duck
and steak. The restaurant also
boasts an extensive beer, wine,
and martini list. For those craving something sweet after their
meal, don’t skip out on the
Bread Pudding Scam, a southern classic with toasted pecans,
apples and golden raisins,
served with bourbon caramel
sauce. Or, venture down the
street to Serda’s Coffee (3 S.
Royal St.,6 a.m. – 10 p.m.) for
creamy gelato and a cup o’ joe.
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and goat cheese taco offers a tasty treat for the meat-averse. The duck nachos
are also a popular menu item and can be shared as an appetizer or eaten as
an entrée. Along with your food, make sure you try one of their seven specialty
house margaritas with unique flavor combinations like strawberry mint and
pineapple habanero. Added bonus: they serve from a sushi menu too!
Not in the mood for Mexican or sushi? Just a few doors down from The Bicycle
Shop is The Union (659 Dauphin St., 5 p.m. – 11 p.m.), serving upscale burgers, steaks and seasonal entrées. A local restaurant, The Union’s steaks rival
that of acclaimed fine-dining steakhouses and the ambiance is nice and quaint.
Also in the lower Dauphin Street area is Moe’s Original Barbeque (701
Springhill Avenue, 11 a.m. – 2 a.m.), serving up typical southern fare. Catch
them on a day when their “daily sides” list includes jalapeño cheddar grits and
you definitely won’t be disappointed.
Entertainment
Sick of dodging beads along the street? Check out the Crescent Theater (208
Dauphin St.), an independent movie theater bringing you the best in independent film, locally produced cinema and live performances. The theater also offers
a nice beer selection, wine, popcorn, soft drinks and snacks. If you have time to
stop in, you won’t regret it; the Crescent Theater is an intimate venue with owners who are genuinely glad you’re there!
Souvenirs
If you’re set on remembering Mobile once your trip has ended, drop into A & M
Peanut Shop (209 Dauphin St.), an exciting local shop with an array of delightful southern sweets. Pick a few things out to share with friends and family – if
you can keep your hands off them, that is. The Creole peanuts and praline pecans are worth a taste.
We’re glad to have you in our town…especially since the conference is only
held in Alabama once every five years. We hope you enjoy all Mobile has to
offer – southern hospitality and small city charm!
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Friday’s Speaker

Still Time to Register for Dixie
Earn Up to 24 CPE and 3 A&A Credits
Registration is still open.
Visit www.hfmadixie.org to
process your registration.
Mel Robbins
Goals of the Conference

Legal and Political
Contributor | CNN and HLN

Last year HFMA Florida experienced record attendance, attracting more than 600 providers and business partners. This year, HFMA Alabama is going to continue this momentum by providing brand new education sessions in the form of Learning Labs as
well as provide opportunities to build relationships and business-to-business engagement.
The Dixie Institute is designed to support HFMA’s commitment to providing programs
that enhance the growth and development of its members. This annual conference
brings together HFMA Members from 5 different states, FL, GA, SC, AL, and TN.

Need a place to stay? Rooms are still available!
We have secured a block of rooms at two area hotels. Cut off is
February 14, 2014.
Hilton Garden Inn Mobile East Bay
29546 North Main St Daphne, AL
Rate $129 plus tax
251-625-0020 Code: HFMA
Hampton Inn Mobile East Bay
29451 U.S. 98 Daphne, AL
Rate $129 plus tax
251-625-0020 Code: HFMA

Mel Robbins is a CNN and HLN
Legal and Political Contributor,
one of the top female talk radio
personalities in America and the
COO of C-4 Analytics.
She’s an Ivy League educated trial
lawyer and Google analytics entrepreneur who’s quick wit and
refreshing take on current affairs
has helped her become an internationally recognized speaker
and best-selling author. This year
alone, she’s covered the George
Zimmerman trial gavel-to-gavel
for CNN and HLN and breaking
news and politics every Sunday
night on her syndicated radio
show, The Robbins Rundown. She’s the Editor-in-Chief
of www.robbinsrundown.com, a
news aggregator for the media
business.
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Welcome New Members
Kenneth Surgenor
Sr. Mgt. Engineer UAB
Kriti Sharma
Associate KPMG
Kevin Morgan
Product Manager
Regions Financial
Stephen Scott
Sr. Account Executive
AccessOne Medcard
Lauren Wilson
Accounting Manager
Riverview Regional
Medical Center
Jenny Williams
Business Office Mgr
Hanceville Nursing
Rehab Center
Barbara Ansley
Accounting Manager
Healthsouth Lakeshore
Hospital
Rick Hollar
Treasury Mgt Product
Consultant
Regions Financial
Brad Grissom
Finance Supervisor
St. Vincent’s Health
System
Carol Ratcliffe RN,
FACHE
Associate Professor
Samford University
Carrie Setzer
UAB Hospital
Noelle Sheedy
Financial Officer III
UAB

Want to Attend Dixie—Free Registration
Know your Dixie? Tell us who is speaking at Dixie on Thursday,
February 27 at 8:00 am. First Provider to email the correct
answer will win a FREE registration. Simply email:
Newsletter Chair, Chad Preston
cpreston@avectushealth.com
Good for one registration only. Does not include hotel or travel.

Winston Ashurst
Physician
Physicians for Women
Stephanie Purdue
Sr. Accountant
BCBS of Alabama
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Changes to Medicare Operating DSH Payments
By Lisa Gilmore, Jeff Askey and Charles Horne
The Writers
Lisa S. Gilmore, CPA, is a manager
in Draffin & Tucker, LLP's Reimbursement service group where she
focuses on the healthcare industry,
specifically Medicare and Medicaid
reimbursement issues. In this capacity, she is responsible for cost report
quality control reviews, reimbursement consulting and research.
Jeff L. Askey, CPA, CCA, is the
manager of Draffin & Tucker, LLP's
Reimbursement service group where
he has extensive experience in auditing, preparation of program reimbursement reporting forms, provider
enrollment and a multitude of other
healthcare consulting engagements.
Charles R. Horne, CPA, is a partner
in Draffin & Tucker, LLP's Audit and
Accounting service group where he is
directly involved in the full range of
accounting services provided to
hospitals, nursing homes and other
healthcare facilities. He is also the
partner responsible for the Reimbursement service group.

The federal fiscal year (FFY) 2014 Inpatient PPS final rule implements the Affordable
Care Act’s changes to the Medicare operating disproportionate share hospital (DSH)
payment methodology. These changes are the results of a 2007 Medicare Payment Advisory Commission (MedPAC) report to Congress asserting that DSH payments did not
correlate to the amount of uncompensated care hospitals provided. MedPAC recommended updating the
Medicare cost report to capture uncompensated care
costs and reallocating DSH payments on the basis of
each hospital’s aggregate costs for uncompensated
care.
Under the old DSH method, hospitals qualified for a
DSH payment adjustment under a statutory formula
that considers their Medicare utilization of beneficiaries who also receive Supplemental Security Income (SSI) benefits and their Medicaid
utilization. Beginning with discharges occurring on or after October 1, 2013, operating
DSH has been split into two separate payments: 25 percent based on the old payment
methodology (now called “empirically justified Medicare DSH payments”) plus an
allocation from a new Medicare DSH uncompensated care pool. The pool is equal to 75
percent of what otherwise would have been paid as Medicare DSH payments after a
reduction for changes in the percentage of individuals under the age of 65 who are uninsured. Each hospital qualifying for empirically justified Medicare DSH payments will
receive an uncompensated care pool allocation based on its share of the total amount of
uncompensated care for all Medicare DSH hospitals. Hospitals that don’t qualify for
the empirically justified DSH payment won’t qualify for the uncompensated care payment either. Sole community hospitals that receive their hospital-specific payment rather than the federal payment do not receive empirically justified DSH or uncompensated care payments on an interim basis. However, the empirically justified DSH and the uncom-

pensated care payments will be calculated and included with federal
specific payments to determine the higher of federal or hospital-specific
payments.
The uncompensated care pool for FFY 2014 is $9.579 billion. This
amount is multiplied by 94.3 percent to account for the estimated decrease in the under 65 uninsured population from 2013 to 2014. The
resulting amount is then multiplied by each hospital’s uncompensated
care amount relative to the uncompensated care amount of all DSH
hospitals. Worksheet S-10 was designed to capture uncompensated care
costs, but this worksheet was not used to allocate the FFY 2014 uncompensated care pool due to concerns over inaccurate and inconsistent data.
Until Worksheet S-10 data can be relied on, CMS has opted to use data
on utilization for insured low-income patients as a reasonable proxy for
the treatment costs of uninsured patients. Medicaid inpatient days plus
inpatient days of Medicare SSI patients are used to allocate the FFY
2014 uncompensated care pool. These are the same days used to calculate the empirically justified DSH payment. If CMS continues to use this
proxy in the future, uncompensated care payments will be larger for
hospitals located in Medicaid expansion states.
The empirically justified Medicare DSH payment and the uncompensated care amount are paid on a per discharge basis in the interim and
will be adjusted during cost report settlement. A hospital’s total uncompensated care amount is determined during final rulemaking and won’t
change, but per discharge payments will be reconciled with the predetermined aggregate amount due for the year. A pro rata share of the FFY
payment will be applied to each cost reporting period that covers the
FFY.
The empirically justified Medicare DSH payment will continue to be
capped for certain hospitals (i.e., sole community hospitals, urban hospitals with less than 100 beds, and rural hospitals with less than 500 beds;
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rural referral centers and Medicare dependent hospitals are not capped).
However, the uncompensated care payment is not subjected to a cap.
CMS uses Healthcare Cost Report Information System (HCRIS) data to
obtain the Medicaid days for their allocation. HCRIS data is updated
quarterly by Medicare Administrative Contractors. Based on this timing,
amended cost report data may not be included in the HCRIS file by the
time CMS calculates the uncompensated care pool allocation. As long as
CMS continues to utilize Medicaid days in their uncompensated care
pool allocation, it’s essential to identify as many Medicaid eligible days,
as possible, for inclusion in the as-filed cost report.
CMS indicated they would likely use Worksheet S-10, Line 23, cost of
charity care plus Line 29, cost of non-Medicare and non-reimbursable
Medicare bad debt expense to estimate a hospital’s uncompensated care
cost at some point in the future. Hospitals should review their S-10 data
carefully before filing the cost report to ensure this data is complete and
accurate in anticipation of CMS’ reliance on this data for the uncompensated care pool allocation in the future.
Several hospitals are receiving an increase in DSH payments during FFY
2014 due to the reallocation of DSH payments. Many “capped” hospitals
are benefiting from the shift to the uncapped uncompensated care payments, but aggregate payments to all hospitals will continue to be reduced moving forward with the anticipated increase of uninsured patients qualifying for insurance under Healthcare Reform efforts. Some
estimates project the decrease to the uncompensated care pool to be in
excess of $1 billion in FFY 2015. Therefore, hospitals should be doing
all they can to ensure they get their share of the allocation regardless of
the amount to be allocated. Currently, this includes identifying as many
Medicaid eligible days as possible, and in expectation of the change to
Worksheet S-10, hospitals should be capturing all their charity, indigent,
and bad debt write-offs in accordance with the CMS Form 2552-10
instructions when they file their cost report.

2014-2015
CORPORATE SPONSORSHIP
OPPORTUNITIES
For the upcoming calendar year, we are excited to roll out
some brand new sponsorship opportunities. The sponsorship program runs June 1, 2014 to May 1, 2015 and includes Annual Institute and Fall Institute. Because of the
great success of sponsorship for this year’s One Day Institutes, we will now offer a level of sponsorship for all 3 One
Day Institutes. Additionally, we will be adding the President’s Level. With only 3 spaces available, the President’s
Level offers some new and exciting perks.

Contact Anna Arnold,
VP of Sponsorship.
Anna@armstrong1915.com
251-338-2144

Alabama HFMA values our partners
Follow the link for details: http://alabamahfma.org/sponsorship-opportunities/
Our Corporate Sponsor Program provides the opportunity for our chapter to continue to
provide quality Institutes and Workshops at lower registration fees than would otherwise be possible. This mutually beneficial program gives our Sponsors better visibility
to Chapter members and guests, and allows the Chapter to continue to provide quality
speakers and programs to our members.
We would like to thank all our Chapter Sponsors for their continued support! For questions or to reserve your space at the President’s Level, contact Anna Arnold, VP of
Sponsorship. Anna@armstrong1915.com 251-338-2144

Sponsor Dollars at Work:
6,431 Education Hours
40 Provider Scholarships

AAHIM/HFMA 7th Annual Symposium
Vestavia Hills Country Club
Birmingham, Alabama
Synopsis
Recently, I along with Will Israel and Chris Cupit from the SSI
Group, headquartered in Mobile, AL, attended the 7th annual AAHIM/HFMA
Healthcare Symposium in beautiful Birmingham, AL on December 13th,
2013. For me, it was the first one I’ve ever attended and I am looking forwards to attending future Symposiums sponsored by AAHIM and HFMA.
Ms. Danne Howard from the Alabama Hospital Association, gave a
very thorough review and update on the existing changes with Alabama
Medicaid from Costs and Reimbursement changes for the Providers, to RCO
Governing boards and the creation of an Advisory board by the Governor. I
would have to say one of the most interesting speeches had to have been
the one regarding Healthcare Fraud given by James Henry, attorney with

CPAR
Register online today!
www.alabamahfma.org
You must register online.
Fee: $50.00
Fees must be paid in full at the time of
registration.
CPAR Exam Policy
To sit for the CPAR Exam, you must attend
one (1) coaching session. When registering,
you are required to select one (1) coaching
location date and time, one (1) test site
location date and time. For testing, there may
be two options on the same date due to
limited seating.
CPAR TESTING ONLINE IS NOW AVAILABLE!
If you have any questions, please contact
Tavie Bender @ 205-599-3006 or via email @
tavie_bender@chs.net.

Save the Date—Huntsville One Day—April 9th
Bradley, Arant, Boult, & Cummings, LLP. Some of
the cases that were analyzed were shocking and
disturbing from a Healthcare perspective, but the
punishment for the offenders usually fit the crime
that was committed. Mr. Henry also did a superb
job of keeping the crowd interested with his dry
sense of humor when discussing the criminal cases. Two midnight rule and rebilling was discussed
along with BCBS of Alabama updates regarding the
ACA. All I can say is for the Two Midnight rule, you
better have that physician documentation ready
and it better be easy to read and truly supportive
of the stay.
Finally, the Vestavia Hills Country Club and Anna Arnold from HFMA, as well as representatives from
AAHIM performed a magnificent job in setting up the Symposium in a location that was definitely in my opinion
worthy of a 5-star rating. The food was excellent and I thoroughly enjoyed meeting several new healthcare and
vendor professionals and am looking forward to the 8th Annual Symposium already.

Jay H. Lindsey, CRCR
The SSI Group, Inc.
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Population Health Management
By: Will Israel, Product Manager, The SSI Group, Inc.
The Pareto principle applies in many aspects of life, including the patient populations
of hospitals. Approximately 20% of the patients are responsible for 80% of the cost.
We’re still responsible for the health of the other 80%, but anything we can do to mitigate that very expensive cost would be a boon to the overall health of the hospital.
So is there anything we can do? Population Health Management (PHM) is designed to
help answer that question by addressing the underlying cause. Before we get into what
to do, let’s define Population Health, which is “the health outcomes of a group of individuals, including the distribution of such outcomes within the group.”1 To appropriately manage that group, you must first identify your patient population. That’s the easy
part. Then you have to stratify that population in such a way as to make the information useful. Perhaps the initial focus you make is on those patients that are most
high-risk. You could think about some ways to help those patients stay healthier, as
this improvement can have the ancillary benefit of preventing unnecessary expenses to
the provider. (This concept is related to the Triple Aim of the Institute for Healthcare
Improvement: improving the patient experience of care (including quality and satisfaction), improving the health of populations, and reducing the per capita cost of health
care.)2
This idea is what Population Health Management (PHM) is designed to address – that
balance is achieved when providers look after their most high-risk patients not just

The state of Alabama sits firmly in the “Diabetes Belt”
inside of the hospital, but in the community as well. In fact,
the community aspect is an important component in affecting
the behavior of the patient(s) to help drive admissions down.
To do this appropriately, providers need data to be able to
analyze and stratify patients by risk profiles. In addition to
the high-risk patients, PHM is interested in the other patient
“bins,” like the healthy and the potentially at risk populations.
PHM is interested in the whole population because people
can move back and forth between the groups (ideally, from
riskier to less risky).
Let’s shift this conversation and think about Population
Health Management in concert with some chronic diseases
that affect us in the state of Alabama. Perhaps diabetes was
your first thought—the state of Alabama sits firmly in the
“Diabetes Belt”— Alabama consistently ranks among the
highest states by percentage of population with diabetes
(Nota Bene: new cases are actually on a downward trend
according to the CDC, so that’s a good thing). So if you were
building a program to help prevent crashes (and, ultimately,
admits), you might first think about complicating risk factors:
Smoking, Diet, Physical Activity, Hypertension, Age, and
Control. You might also cross-stratify with preventative care
practices (e.g. Yearly Eye Exams, Self-monitoring of Blood
Glucose, A1C Tests, Self-Exam of Feet, Professional Foot
Exam, Seeing a Health Professional for Diabetes, Diabetes
Self-Management Class, Influenza Vaccination, Pneumococcal Vaccination).3 When you find those individuals that have
multiple risk factors and few to no preventative care practices, you might have your pilot subgroup identified. Next, you
have to decide what to do. As previously mentioned, Population Health Management is more than what happens during a

hospital stay or a physician check-up – communication
(which leads to better data collection) has to continuously
happen and modern technology is vital to ensure that those
“touches” are both timely and useful. Kaiser Permanente has
done wonders with their in-house population care module, the
Panel Support Tool (PST), and found
that the best ways to improve care using PST include querying the system for care gaps for the
entire panel every two to four weeks; sending
standardized letters or secure email messages
around the time of members’ birthdays that identify
all needed care; having medical assistants or nurses
call patients to schedule screening tests; and having
pharmacists review patients’ records for needed
care when refilling medications. While the PST is a
great tool to help physicians take better care of their
patients, it does not override shared decision making between doctor and patient.4
Using the PST over a three year period, they saw a ~7% improvement in patients with diabetes that met the percentage of
care recommendations every month.4 That’s a significant
impact to the patient’s quality of life and to the hospital’s
bottom line.
Population Health Management is one of those buzz worthy
topics that you hear a lot about (usually in relation to wellness
programs, another community aspect of PHM), but not as
many providers have made the next steps onward to expand
the program. It is worthwhile and important; moreover, it
helps extend the spectrum of care outside of the hospital
walls into the community.

Population Health Management Notes….
GET INVOLVED AT DIXIE
Are you interested in being
a part of a fabulous team? If
so, we would love to hear
from you.
Please visit our volunteer
site for a listing of opportu-

Notes
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