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“Regardless of the decision they are making, 
revenue cycle folks should first ask themselves, 
‘What does this mean to the patient?’”
James Logsdon 
Vice President of Revenue Cycle Operations,  
Texas Health Resources
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Now in its eighth year, the Central 
Business Office (CBO) Consortium is a 
gathering of the revenue cycle leaders 
from large healthcare systems across the 
country who come together each year 
to share information that can help them 
enhance their revenue cycle performance. 
To aid in this, PwC asks each participant 
beforehand to submit the metrics against 
which they gauge their performance, 
including first pass yield, standard bill 
hold days, aged accounts receivable, 
cost-to-collect, and other measurements. 
PwC uses this information to create for 
each attendee an individualized report 
that benchmarks them against their 
colleagues. The information provides an 
effective segue into productive conver-
sation about leading practices. “The 
consortium gives us some information not 
only on our performance metrics, but it 
also gives us the opportunity to talk across 
geographic areas to understand how our 
colleagues are maximizing their revenue 
cycle, how they’re handling government 
regulations, and how they run a good 
shop,” said Tom Yoesle, COO of Revenue 
Management at Orlando Health.

Chuck Lund, vice president of 
Transformation and Client Services at 
Trinity Health, said his health system 
uses the benchmarking report to honestly 
evaluate itself. “We use it to ask, ‘Are we 
doing things as well as we think we are?’ 
Because sometimes we think we are better 
than we actually are,” Lund said. “When I 
discover someone out there doing some-
thing better, I want to have a conversation 
with them.” 

Such conversations formed the bedrock 
of the 2013 annual CBO Consortium in 
Chicago, Illinois, on May 16-17, 2013. 
Among the topics discussed were the 
coming of ICD-10, charity care, ways to 
speed collections and decrease bad debt, 
denials management, and, to an increas-
ing extent, the patient experience. James 
Logsdon, vice president of Revenue Cycle 
Operations at Texas Health Resources 
(THR), noted that emphasis on the 
patient experience is no longer limited 
to the clinical side. “Regardless of the 
decision they are making,” Logsdon 
said, “revenue cycle folks should first ask 
themselves, ‘What does this mean to the 
patient?’”

Consumers are shouldering an increasing 
share of their medical bills, and they are 
becoming more attuned to customer ser-
vice in the healthcare sector. And as com-
petition for newly insured patients heats 
up in 2014, health systems will want to 
further distinguish themselves in the mar-
ketplace. Several ways that consortium 
participants are enhancing the patient 
experience are explored further in these 
pages, including preparing out-of-pocket 
estimates, enhancing financial counsel-
ing, reengineering patient throughput, 
and using mobile technology to speed the 
registration process.

Introduction
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State of the industry

The 2013 CBO Consortium launched 
with a state-of-the-industry report from 
PwC. The firm shared analysis indicating 
that after recovering from recessionary 
lows, revenue and admission growth rates 
are now leveling; capital expenditures 
(CapEx) and sales, growth, and admin-
istration (SG&A) costs are increasing; 
and the collective bottom line is dipping. 
“From 2009 until now, we’ve seen a recov-
ery from a revenue and adjusted admis-
sions perspective,” said Jason Heider, a 
senior manager in PwC’s Research and 
Analysis Group. “We’ve seen more people 
and more money coming through the 
doors. But there has also been an increase 
in centralized costs.” Heider explained 
that SG&A and CapEx have experienced 
significant increases over the past three 
years partly because they are recovering 
from the recession, during which organi-
zations drastically cut their spending. But 
that is not the only reason for the increase.

Consortium participants observed that 
included in CapEx is a considerable 
amount of IT spending in direct response 
to healthcare reform regulations and 
programs such as meaningful use. “That’s 
just the cost of doing business; health 
systems would have to do that anyway,” 
Heider said. “Upgrading systems and 
facilities in response to healthcare reform 
still needs to be done to accommodate 
the new environment.” Given that net 
margins have already gone down, finding 
the money for those investments will be 
difficult. Heider noted that the current 
environment “leaves very little room for 
making mistakes.”

Provider drivers and trends
PwC analysis indicates that a number of 
market trends are currently influencing the 
industry and will put further pressure on 
margins in the near term. Among them:

• Healthcare reform: Providers should 
learn how to operate on Medicare and 
Medicaid rates, think of physicians as 
partners in payment, open or expand 
their clinics, and avoid the bottom 
quartile on clinical quality.

• Medical costs: PwC is predicting that 
the medical cost trend in 2013 will 
again be characterized by historically 
low growth. The continued slowdown 
is the result of a sluggish economy, 
medical plans with greater cost shar-
ing, and new care models that reward 
value over volume.

• IT initiatives: International Data 
Corporation’s top prediction for 
2013 is that providers will focus on a 
broader IT agenda, including analyt-
ics, accountable care, revenue cycle, 
care management, and patient engage-
ment technologies.
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• Strategic positioning: Coordinating 
capital expenditures, M&A, and invest-
ments in uncertain economic times 
is crucial to the future stability and 
strength of hospitals.

• Quality control and reporting: 
Providers are working to report and 
control quality and improve care due 
to increasing demands for transpar-
ency from payers and consumers, 
expanding pay-for-performance  
programs, and payers’ refusal to  
compensate for never events. 

One result of these trends is an increase in 
convergence across the industry. Overall, 
hospital transaction deal volume has 
increased every year for the past four 
years, from 52 deals in 2009 to 94 deals in 
2012. And consolidation is not limited to 
M&A activity. “Health systems believe that 
they are stronger as a group,” Heider said. 
“But that doesn’t necessarily mean being 
bought out. There are a number of things 
institutions can do to pair up.” 

Indeed, the number of independent  
hospitals has been decreasing every  
year since 2005 as individual institutions 
share resources by signing joint operat-
ing agreements, forming accountable 
care organizations (ACOs), or combining 
their businesses in alternative ways. In 
2005, 45% of all hospitals were not in 
a system. By 2011, that percentage had 
dropped to 39.5%. “Healthcare used to 
be a very specialized industry,” Heider 
said. “Now you can’t go it alone as much 
as you used to.” With the advent of ACOs, 
the question is no longer as simple as 
whether to buy out the hospital down  
the street. Providers are being forced 
to go outside of their comfort zones. 
“Pharma, providers, and payers  
will have to work together,”  
affirmed Heider. 

Looking ahead
Jason Heider also expressed concern 
that although revenue and adjusted 
admissions are on the rise in the wake 
of the recession, both operating and net 
revenue continue to decline. “I don’t 
believe that it’s totally attributable to the 
increase in spending,” he said. “Overall, 
margins have been decreasing. And since 
we’re not dealing with a high-margin 
environment, any decrease is a reason for 
concern.” The big question, Heider said, 
is whether the increased spending by 
providers in preparation for healthcare 
reform will yield a return. “Will hospi-
tals see a rebound after they’ve built up 
their resources and welcome the newly 
insured in 2014?” he asked. “Hopefully. 
We’ll have to wait and see.”

Although revenue 
and adjusted 
admissions are on 
the rise in the wake 
of the recession, both 
operating and net 
revenue continue  
to decline.
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The patient at the center  
of the revenue cycle

John Dugan, a partner in PwC’s Health 
Industries practice, says there was a 
time when the revenue cycle process 
was not complicated. “In the past, it was 
very simple,” he said. “You got paid for 
volume. You got paid for encounters. 
You got paid off a fee schedule. It was a 
very simple exercise. You registered the 
patient, got their insurance information, 
delivered care, billed charges, and col-
lected money. It was straightforward.”

Today, he says, things are different.

“No longer are you dealing with 
encounter-based reimbursement,” Dugan 
explained. “Instead, you are dealing with 
taking on risk.” Healthcare systems can’t 
afford to forget about patients when 
they walk out of the hospital doors any 
more. Regulations and new payment 
schemes are forcing providers to view 
their patients along a continuum of care, 
promoting their wellness outside as well 
as inside the hospital. 

Patients are also becoming more involved 
in their own care. “You need to look at 
the patient as an educated consumer,” 
said Dugan. “The patient is now more 
empowered than ever.” He added that 
revenue cycle practices need to change 
with this new reality. New processes 
need to take individual patient needs 
into account, and healthcare systems that 
want to succeed must view themselves 
through the eyes of their consumers. 
Customer relations is not a traditional 
domain of central business offices. But 
the revenue side is slowly getting up to 

speed with the clinical side’s emphasis on 
customer satisfaction. “Customer service 
has to become more important to the 
revenue cycle,” said Mike Jex, vice presi-
dent of Revenue Cycle at Intermountain 
Healthcare. “From my standpoint, if a 
patient has to contact us after receiving 
services for any reason other than to 
make a payment, there was some process 
failure along the way. Our focus needs to 
be on getting it right up front.” 

Humanizing the  
collections process
Jeremy Eaves, vice president of Revenue 
Cycle at Baylor Health Care System, said 
that one important way Baylor is work-
ing to achieve better patient satisfac-
tion is by doing a better job of arriving 
at out-of-pocket estimates. These days, 
even well-insured patients are shoulder-
ing a greater percentage of the cost of 
their care, and those patients rightly 
want to know what types of expenses to 
expect. Eaves said that a new tool Baylor 
purchased last year is allowing the health 
system to create better out-of-pocket 
estimates: “The tool takes our charges 
and eligibility and benefit information 
from insurance companies—deductibles, 
copayments, coinsurance, etc.—and our 
contract rates and produces a one-page 
out-of-pocket estimate.” He added that 
this tool allows Baylor to create 60% of 
its estimates completely electronically, 
achieving the dual goal of patient satis-
faction and employee productivity. 

“From my standpoint, 
if a patient has to 
contact us after 
receiving services  
for any reason other 
than to make a 
payment, there was 
some process failure 
along the way.”
Mike Jex
Vice President of  
Revenue Cycle, 
Intermountain  
Healthcare
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Ami Kihn, senior director of Patient 
Financial Operations at Spectrum 
Health, said that with growing self-
pay populations and high-deductible 
health plans, Spectrum has had to focus 
more on cash collections and appropri-
ate accounts receivable management 
practices. Kihn listed some of the tactics 
she’s seen providers embrace as a result 
of recent market changes: “Providers are 
improving their point-of-service collec-
tions, increasing staffing in patient col-
lections, developing creative outsourced 
collections models, creating innovative 
financial assistance strategies, and imple-
menting different account segmentation 
methodologies.” Spectrum has been 
responding to market challenges with a 
variety of strategies. One way the health-
care system is reaching out to patients 
to both improve collections and enhance 
customer relations is by redesigning its 
financial counseling program. The new 
program is currently in its piloting stage, 
and it is receiving positive feedback. 

Kihn explained that Spectrum’s tradi-
tional financial counselling program 
had grown to become somewhat dis-
connected and segmented. “We have 
financial counselling going on in various 
places,” she said. “We have it in doctors’ 
offices, in our hospitals, in the billing 
office, and in our nursing homes. As 
Spectrum expands its footprint and adds 
new services, financial counselling has 
become somewhat ‘siloed,’ and patients 
going through our healthcare delivery 
system most likely have to work with a 
couple different financial officers.” 

Recognizing that its system was dis-
jointed and confusing to patients, 
Spectrum is bringing its disparate 

financial counselling resources together 
to create a more seamless experience. 
“Patients will have one financial advisor 
help them with their hospital stay, their 
doctors’ visits, and even their post-acute 
stay,” Kihn said. “They only have to work 
with one person who will help them 
navigate the entire healthcare system.” 
Though ultimately better for patients, 
the move is not without its challenges 
for Spectrum. “We’re a pretty wide-
spread organization throughout western 
Michigan,” Kihn said, “so we have some 
geographical challenges.” Nevertheless, 
Kihn expects the current pilot to in time 
spread throughout the organization.

Spectrum has also gone directly to 
patients and their families to discover 
how they can make their collection 
process more consumer-friendly.  The 
healthcare system invites members of 
its community who have already had 
experiences with Spectrum to serve on 
Patient/Family Advisory Councils. While 
these councils have traditionally played 
a role in clinical operations, Spectrum’s 
revenue cycle management is also asking 
them to weigh in on collections-related 
concerns. “When we were updating our 
patient statements to make them more 
consumer-friendly,” Kihn said, “we took 
them to the councils and asked them 
what they thought of them. They are 
very vocal, very active, and very  
helpful.” The councils have also given 
their opinions on other revenue strate-
gies, such as bringing pricing trans-
parency to the healthcare system by 
publicizing rates on Spectrum’s website. 
Kihn said that Spectrum’s relationship 
with the advisory councils have helped 
the healthcare system be more respon-
sive to its patients’ needs. 

Creating new solutions
Collections efforts are sometimes 
stymied by forces outside of a hospi-
tal’s control. This was the case with 
Spectrum’s disability approvals. Until 
recently, claims waiting for patient 
disability approval could linger on the 
books for two-and-a-half years before the 
state made a determination. While they 
waited, patients remained in limbo, often 
putting off care because they did not 
know if it would be covered. Sometimes 
these patients ended up in the emer-
gency room. Sharing their patients’ frus-
tration, Spectrum worked with the state 
of Michigan to develop a new process to 
speed disability approval. 

The new process involves state workers 
coming into hospitals to work directly 
with patients, collecting all of the infor-
mation they need to file for disability. By 
ensuring that applications are complete 
before submission, turnaround time has 
been cut drastically. “Before,” Kihn said, 
“applications were sent back and forth 
between patients and different levels of 
reviewers similar to a ping-pong game. 
Decisions were delayed for years.” Now 
patients wait an average of just 45 days 
for disability determinations. “We’ve 
seen dramatic results,” Kihn said. “We 
piloted the program in our biggest ER, 
and then expanded it to all inpatients at 
that same location.”

“You need to look at the patient as an educated 
consumer. The patient is now more empowered  
than ever.”
John Dugan
Partner, PwC
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Central business offices all have the same 
basic goal: to collect accounts receivable. 
The consortium served as a reminder that 
while most CBOs face similar challenges, 
they adopt a variety of strategies to deal 
with them. Mike Jex of Intermountain 
Healthcare observed at the close of 
the consortium, “It’s been fascinating 
to listen to our counterparts and their 
areas of focus. While they confront 
challenges common to those we face at 
Intermountain, we are all approaching 
those challenges a little differently.” 

For example, Baylor has adopted a 
rigorous method of self-audits to ensure 
its patients are billed accurately. The 
healthcare system asks its major service 
lines—emergency departments, oper-
ating rooms, and GI labs and services, 
among others—to do self-audits once a 
month. As Jeremy Eaves explained, “We 
ask our departments to evaluate: Was the 
charge accurate according to what was 
documented in the chart so the charges 
reflect what was actually done? Are folks 
doing charge reconciliation between the 
order entry system and patient accounting 
system? Even if the charting is accurate, 
do we have a mis-key between systems?” 
Throughout the year, Eaves’ revenue 
cycle team conducts an audit of the major 
service lines at each facility, resulting in 
an annual audit report that is compared 
to the individual departments’ monthly 
self-audit results. Baylor implemented 
this method of self-audits two and a half 
years ago, and accuracy has increased as 

a result. “It’s not perfect, and it’s a lot of 
effort,” Eaves said, “but we try to com-
mit to a high level of rigor with regard to 
accurate charging.”

James Logsdon, vice president of Revenue 
Cycle Operations at Texas Health 
Resources (THR), told the group about 
a successful program in which THR has 
the collections agencies with which it 
contracts compete against one another 
for bonus commissions. Just like THR’s 
internal revenue cycle departments, the 
health system’s three contracted collec-
tions agencies participate in a perfor-
mance incentive program. The program 
is simple, Logsdon said. The agency that 
performs the best each quarter earns an 
additional 2% above their base rate fee. 
The agency that comes in second earns 
an additional 1%. The third-place finisher 
earns nothing extra, and it’s likely that the 
agency won’t see its contract renewed. “It 
really creates a competitive environment 
to make sure the agencies are focused on 
our business,” Logsdon said. “Many of 
the agencies tell me that they share the 
incentive with their staff because they 
want it to be a big motivator. It’s seen as 
a win/win. I get better performance from 
my agencies because they know they are 
being measured against one another, 
and then of course the agency’s employ-
ees are happier because they share in 
the incentive.”

A /R and collections  
leading practices
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Under one roof
Other participants reported enacting 
larger-scale transformations. To better 
unite its services, Spectrum has consoli-
dated its multiple billing offices into one 
CBO for the entire health system. “Our 
medical group continues to add provid-
ers,” Kihn said, “and we also continue to 
have new hospitals join the organization. 
Our delivery system currently has 1,500 
physicians and 10 hospitals, and we are 
West Michigan’s largest provider of post-
acute care, including skilled nursing, long-
term acute, home, hopice, and residential 
care. So our CBO structure is quite com-
plex.” To best support Spectrum’s rapid 
growth, the health system decided several 
years ago to consolidate its back-office 
operations into a single CBO. 

“We look at our CBO as a shared support 
service,” Kihn explained. “We provide 
billing services to all of our hospitals, all 
of our doctors, and all of our long-term 
care facilities and home health agencies. 
It’s really difficult to find another health 
system in the nation that is consolidating 
the billing services for all different types 
of care.”

Kihn noted that while operating a single 
CBO promotes streamlining and efficien-
cies, it can also be challenging. “The plat-
forms that we use to bill home health and 
hospice are very different from what we 
use to bill for skilled nursing or long-term 

care facilities,” she said. “And then that’s 
very different from hospital billing. 
Dealing with multiple revenue platforms 
definitely adds a level of complexity. 
When a patient calls into the call center 
with a question, that question could be 
about any one of those billing systems. 
You have to be structured in a way that 
enables you to respond to patient ques-
tions, regardless of what healthcare ser-
vice account they may be calling about.” 

Cutting bill hold days
One important metric of robust revenue 
cycle operations is a health system’s num-
ber of discharged not final billed (DNFB) 
days. Banner Health began a targeted 
initiative to decrease its DNFB days more 
than ten years ago. At the time, Banner 
was a relatively new organization, formed 
as a result of a 1999 merger between 
Lutheran Health Systems and Samaritan 
Health System. The new organization 
consisted of 20 facilities with the number 
of bill hold days varying between three 
and ten. Coding hold days could total up 
to 20 after bill hold days. Banner’s three 
CBOs had different billing hold processes, 
coding processes, and charging processes, 
leading to their various DNFB outcomes. 

Betsy Sullivan, vice president of Revenue 
Cycle at Banner Health, said that after the 
merger, the newly formed Banner imple-
mented a rigorous system of tracking 

and reporting hold days, as that was not 
being done in some facilities. The health 
system began consolidating its resources, 
and it implemented incentive programs 
to encourage billing staff to decrease hold 
days. “Over time, we brought our bill hold 
days at all facilities down to three days for 
all service types,” Sullivan said. 

Banner standardized all of its revenue 
cycle processes and consolidated them 
under a single CBO, which now centrally 
manages 23 facilities. Sullivan said that 
having Banner’s coding resources central-
ized cuts down on inefficiencies spawned 
by having coders work at specific facili-
ties. Having common goals and processes 
has cut down on the number of coding 
hold days after bill hold days. And coding 
centralization has given Banner the flex-
ibility to “float” coding staff according to 
changing needs.

“We look at our CBO as a shared service. We 
provide billing services to all of our hospitals, 
all of our doctors, and all of our long-term care 
facilities and home health agencies.”
Ami Kihn
Senior Director of Patient Financial Operations, 
Spectrum Health
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Sullivan credits a good deal of Banner’s 
success to a comprehensive employee 
incentive program. “Everyone in the CBO, 
in patient access areas, in HIMs and cod-
ing, are in this incentive program,” she 
said. “They all share in a payout that is 
based on three things: overall collections, 
point-of-service collections, and bill hold 
days (DNFB). All targets have to be met, 
and depending on how much we collect 
over our target, everyone gets a year-end 
bonus. Last year it was $750. The program 
has improved our performance drastically. 
The hold days had been all over the board. 
This program has reduced them by one-
half to two-thirds.” 

Sullivan also credits Banner’s DNFB suc-
cess to the creation of an active revenue 
integrity team. The team, which consists 
of representatives from the CBO, coding 
team, patient access team, facility revenue 
integrity team, and nurse auditors, meets 
monthly and discusses all issues holding 
up clean claims submissions. Banner has 
created SharePoint sites for patient access, 
coding, and facility revenue integrity 
(charging). “Any bill that hits the CBO 
and isn’t clean immediately gets put on 
SharePoint, and all the folks within the 
corresponding departments have to work 
on it within 24 hours to resolve the issue,” 
Sullivan said. 

Bringing rigor to denials 
management
Mike Jex of Intermountain Healthcare 
shared with the other consortium mem-
bers how his health system has brought 
rigor to its denials management processes 
to achieve an impressive ROI. With a 
growing number of government audits 
and an increase in Medicaid denials, 
Intermountain set out in 2009 to imple-
ment a focused denials management 
program. The health system pushes its 
denials from 835s to an enterprise data 
warehouse, where analytical reports are 
published. Intermountain’s CBO uses an 
internally developed workflow engine to 
manage its appeals work. Along with legal 
counsel and physician advisors, 60 FTEs 
work denials at Intermountain, and their 
aggressive pursuit of accounts has paid 
off. In 2012, Intermountain’s $4 million 
investment in denial recoveries through 
appeal yielded in excess of $160 million.

Rather than focusing solely on finance or 
revenue cycle, Intermountain’s denials 
management is a system-wide initiative. 
A specialized appeals team that focuses 
on the recovery of denials meets regu-
larly with case management, finance, 
patient access, billing, and managed care 
contracting. The data they collect is used 
to create payer-specific scorecards that 
include denial rates as compared with 
industry averages. Intermountain shares 
these scorecards with their payers, and 
the metrics they uncover gives them 
leverage when negotiating contract rates. 
The health system has successfully influ-
enced language in their payer contracts 
to address specific denial issues, appeal 
rights, and timely filing. 

Intermountain’s next steps in its denials 
management efforts is to implement an 
insourced physician advisory team to con-
sult on patient status orders and appeals 
defense and advocate with local physi-
cians regarding denial trends. The health 
system has plans to evaluate and adjust its 
appeals team makeup given the increasing 
focus on government audits, and it is con-
sidering retaining dedicated legal counsel 
support for its appeals group. 

“Over time, we’ve brought our bill hold days  
at all facilities down to three days for  
all service types.”
Betsy Sullivan
Vice President of Revenue Cycle, Banner Health
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Invest in U

When it comes to revenue cycle management, Spectrum Health 
believes in cultivating its own talent. The health system has created 
a program that it uses to give its staff an in-depth education about 
the revenue cycle. Each year, Spectrum accepts a small number of 
applicants into its exclusive “Invest in U” program. Structured like a 
college curriculum, the program involves classwork, online learning, 
and a significant amount of job shadowing. At the end of the year, 
graduates of the program sit for national certification exams. “The 
program has really helped us mentor our staff and provide them 
a better understanding of the revenue cycle process, allowing for 
organic growth within the organization,” said Ami Kihn, senior 
director of Patient Financial Operations at Spectrum. “These are the 
people we look to when it’s time to promote from within.”

In 2012, Intermountain’s $4 million 
investment in denial recoveries 
through appeal yielded in excess  
of $160 million. 
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Articulating, implementing, and adhering 
to a charity care policy can be a complex 
endeavor for any health system. As laws, 
regulations, and organizational capaci-
ties frequently change, many systems find 
themselves continually amending their 
charity care policies regarding who is 
eligible, how to determine that eligibility, 
and how to steer clear of legal sanctions. 
Consortium members agreed that there 
are many legal and regulatory grey areas 
regarding charity care, particularly for 
mission-based organizations. Several 
members shared their leading practices,  
giving insight into how providers are 
dealing with what can be an extremely 
sensitive subject.

Determining who can pay
To best focus its collections activities, 
Texas Health Resources uses predictive 
analytics to determine patients’ propensity 
and ability to pay. Specifically, THR uses 
third-party credit bureau information, 
other publicly available information, and 
THR’s own patient information account-
ing system to determine with a high 
degree of confidence which patients are 
able and likely to pay their bills. “Running 
our accounts through these predictive 
analytics allows us to make determina-
tions about specific accounts before we 
spend a lot of money trying to collect on 
them,” James Logsdon said. “Those who 
meet our THR charity policy are then 
automatically written off to charity after 
the first statement.”

Logsdon said that roughly one-third of the 
accounts THR reviews clearly meet the 
health system’s charity policy guidelines. 
The remaining two-thirds go through 
the full collections cycle. “It’s good for 
the patients, because we’re not trying to 
collect money from individuals who truly 
cannot afford it,” Logsdon said. “And 
it helps THR correctly identify charity 
care and meet our mission to ensure that 
everyone in the community gets care. 
About half of the charity we write off 
nowadays is a result of our predictive 
analytic tools.”

Ami Kihn said that Spectrum has adopted 
a similar program by also implement-
ing a “propensity to pay” module. Like 
THR’s system, Spectrum’s module scores 
patients according to their likelihood and 
ability to pay, allowing the health system 
to proactively identify charity patients. 
“In the past, we would ask them to fill out 
an application and submit bank state-
ments or tax forms to prove that they 
qualified,” Kihn said. “Now this tool is 
able to assess ability to pay automatically, 
up front. When we are able to proactively 
tell patients that they quality for charity 
care, it’s a great relief to them.” Kihn said 
the new system helps Spectrum avoid 
non-productive collections processes 
and focus efforts on those accounts most 
likely to pay. The system has resulted in an 
increase in charity care at Spectrum and 
a decrease in bad debt. “It’s allowed our 
internal collectors and collections agen-
cies to focus on the collectable accounts, 
which is great,” Kihn said. 

Charity care leading practices

“When we are able 
to proactively tell 
patients that they 
quality for charity 
care, it’s a great relief 
to them.”
Ami Kihn
Senior Director of Patient
Financial Operations,
Spectrum Health
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In the wake of the IRS 990 changes, 
Spectrum has amended some of its long-
standing charity policies. When regula-
tions were passed putting a limitation on 
charges for patients eligible for assistance, 
Spectrum was concerned that some 
aspects of its current charity care policies 
might put the health system at risk. At the 
time, Spectrum used a sliding scale, which 
in some cases could result in patients 
being asked to pay more than the amount 
that Spectrum would be reimbursed by 
governmental payers. “If, for example, we 
were only discounting someone’s bill for 
10%-15%, technically they qualified for 
assistance, but we might be asking them 
to pay more than what we got paid from 

some of our insurance companies,” Kihn 
explained. To avoid that risk, Spectrum 
decided to do away with its sliding scale 
altogether. “We no longer factor in vary-
ing levels within the federal poverty  
level and the amount of the bill,” Kihn 
said. “We decided to get rid of that matrix 
altogether so that any patient who quali-
fies for charity now gets 100% assistance. 
Now you either qualify, or you don’t.” 
Kihn said that in addition to removing  
risk to the organization, the new policy 
has made Spectrum’s charity care  
more transparent and understandable  
to patients.

Distinguishing emergent from  
elective care

Like many health systems, Banner Health has faced the problem of its 
physicians providing a growing amount of uncompensated elective 
care. To combat this, the health system launched an education 
program for its physicians to help them distinguish between 
emergent and elective care for self-pay patients. “Banner will always 
provide emergent care,” said Betsy Sullivan, the vice president of 
Revenue Cycle. “The guidelines we created distinguish among the 
major categories of emergent care, uncovered care, and indicated 
but non-emergent care. We clearly articulate for our doctors the 
requirements for uncompensated care.” When a patient’s care falls 
into a “gray area” in which emergent and elective care are not clearly 
distinguishable, physicians can submit a Physician Attestation Form 
that the CMOs review to make an ultimate determination. 

Sullivan says that the new protocol, launched in February 2013, is 
successfully decreasing the amount of uncompensated elective care 
that Banner provides. “I think physicians are getting it,” she said. 
“We’ve provided them with a lot of education along the way. We’ve 
given them materials explaining the new process and sharing with 
them the amount of charity care and bad debt that Banner incurs on 
an annual basis. They understand why this process is important.”

For not-for-profit health 
systems, providing 
charity care is not 
only essential to their 
mission, but it is also 
necessary to retain their 
tax-exempt status.
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Preparing  for new  
nonprofit regs
For not-for-profit health systems, provid-
ing charity care is not only essential to 
their mission, but it is also necessary to 
retain their tax-exempt status. In the 
past, health systems and the IRS have 
not uniformly defined or calculated 
the community benefit hospitals pro-
vide, and hospitals were not required to 
provide a minimum amount of charity 
care to qualify for tax exemption. That 
has changed with the advent of health 
reform legislation. For the first time, 
this legislation is requiring not-for-profit 
healthcare providers to adhere to specific 
reporting requirements and other policies 
to maintain their tax-exempt status. If a 
not-for-profit hospital supplies inadequate 
community benefit, its tax-exempt status 
could be jeopardized. To prevent that 
from happening, not-for-profit provid-
ers now need to justify their tax-exempt 
status on a regular basis.

At this point, the new IRS regulations gov-
erning charity care reporting are still in 
the proposal stage. But Logsdon says that 
THR is already gearing up for the new 
rules. “We’re trying to gauge where we do 
and don’t comply with the proposed regs,” 
he explained. “We took the entire list of 
proposed regulations from the Federal 
Register and our tax and compliance 

officer reviewed them and put all of the 
requirements into a table. We determined 
what we already do and created another 
column for what changes are needed 
to meet the new regulations. So we’re 
already working on becoming compliant.” 
Logsdon said that, given the extensive 
feedback on the proposed regulations, he 
expects them to change somewhat. But he 
also said that there are some things THR 
can do now that are not overly burden-
some—like posting the health system’s 
charity care policy online. “Hospitals 
should at least be reviewing these regs,” 
Logsdon said. “They should be looking at 
where they are compliant and where they 
are not. In case this does become law, they 
need to have their plan put together now.”

To best focus its collections activities,  
Texas Health Resources uses predictive 
analytics to determine patients’  
propensity and ability to pay.
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Gearing up for ICD-10

There’s no denying the magnitude of ICD-10. “It’s 
the biggest change most of us have ever seen in 
our careers,” commented one consortium member. 
Another joked that his strategy for dealing with the 
upcoming change was “early retirement.” The ICD-
10 transition will be among the largest regulatory 
mandates ever for the healthcare industry and the 
most significant overhaul of the medical coding 
system in recent history. The effort that the industry 
will have to undertake to convert to the new coding 
system has been compared with the work required for 
Y2K preparation and HIPAA compliance combined. 
The implications of migrating to ICD-10 include 
a significant retraining of many key healthcare 
stakeholders and participants, including physicians, 
coders, and other healthcare professionals and their 
supporting resource personnel.

Consortium members are embracing similar 
strategies to fortify their resources and deal with 
the upcoming ICD-10 implementation deadline. 
Jeremy Eaves at Baylor said that his health system’s 
implementation plan involves “all hands on deck.” An 
executive steering committee and individual project 
teams led by executives at Baylor are confronting a 
variety of issues. “The teams are looking at physician 
education, clinical education and preparation, 
computer-assisted coding, and payer collaboration,” 
said Eaves. “And then all of the system connections 
for the infrastructure to be able to handle the codes, 
assign them properly, and bill and collect are, of 
course, essential.”

Eaves said that Baylor has enough coders for now, but 
the organization is expecting to need more next year: 
“Even computer-assisted coding will not increase our 
productivity enough to offset the drop in productivity 
that will come from ICD-10. So it is likely we will need 
more coding resources, but exactly how we will fill 
that need is difficult for us to know right now. It will 
certainly be challenging.”

Betsy Sullivan says that Banner has had trouble 
recruiting an adequate number of coders, despite 
low turnover. Retirements and an increasing need 
for additional coders have left Banner anxious about 
filling its slots. The health system gives bonuses to 
referring employees and focuses special attention on 
recruiting for these roles. With the implementation 
of ICD-10, Sullivan said, Banner will need even more 
manpower: “Once we go live with ICD-10 in October 
2014, we know from the industry that there could be 
up to a 50%-60% productivity hit. We are currently 
contracting with three companies for external coders, 
and we might move that up to four.” 

To further cope with the shortage, Banner retains as 
independent contractors former employees whose 
personal circumstances have led them to move out of 
state. This allows them to retain their existing talent, 
Sullivan said. The logistics of contracting with remote 
employees is made easier by the fact that nearly all of 
Banner’s coders work from home, which Sullivan said 
has increased their productivity. In addition, Banner’s 
centralized coding team means that coders no longer 
work for specific facilities. “This helps us prioritize 
and ‘float’ people where we need them,”  
she explained.

To educate their new coders and prepare their 
workforce for the increased workload that will 
come with ICD-10, Sullivan said that Banner has 
implemented a unique apprenticeship program 
for newly recruited coders: “We take coders into 
the program who have the education, but not the 
direct practical experience. We bring them on as 
apprentices, and they work directly with one of our 
coding educators.” Sullivan said that the program 
has been successful with bringing new coders up to 
speed, and Banner is in the process of expanding it. 
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Although consortium members cov-
ered a lot of ground during the two-day 
gathering, many conversations came 
back to the same theme: improving the 
patient experience. Participants agreed 
that this was a relatively new topic for 
them. “For so many years in the revenue 
cycle, we’ve focused only on our internal 
processes and our interactions with the 
payer,” said Mike Jex of Intermountain. 
“The patient has been an afterthought.”  
James Logsdon of THR agreed, adding, 
“The patient experience is fairly new to us 
revenue cycle folks. We’re usually talking 
about net days in A/R, billing, ageing, bad 
debt, things like that. This year we spent 
a lot more time talking about the whole 
patient experience, which I think was the 
most interesting part.” 

The health systems represented by the 
consortium are undertaking a variety of 
activities and strategies to improve the 
patient experience. Ben Cunningham, 
system vice president of Finance at 
Palmetto Health, says that his health sys-
tem is currently opening a new hospital, 
and that Palmetto is using the occasion 
to revisit the patient experience starting 
from when a patient enters the hospital. 
“There is not a traditional registration 
area,” Cunningham said of the new hospi-
tal. “Instead, patients will be met by ‘care 
guides’ for admissions.” Cunningham 
explained that Palmetto’s care guides—
which are already in use at one hospi-
tal—go beyond checking patients in: They 
escort patients to their rooms, orient them 
to their rooms and the hospitals’ ser-
vices, and stay with them until a clinician 

arrives. Patients’ assigned care guides 
check in on them each day they are at the 
hospital to ask if they have any questions 
or concerns, and they facilitate the dis-
charge process. 

“The care guide becomes a familiar face to 
patients during their stay,” Cunningham 
said. “The intent is to enhance the patient 
experience and get away from too many 
hand-offs. We’re trying to create a fluid 
experience for the patient so that they eas-
ily move through our organization and are 
not sitting and waiting for lengthy periods 
of time.” Currently, the care guide program 
is a pilot in Palmetto’s Heart Hospital, 
and it’s gotten tremendous feedback. 
Cunningham said that the program will 
also be a part of Palmetto’s newest hospital 
when it opens in the first quarter of 2014, 
and the goal is to expand it throughout all 
of the health system’s facilities.

A fast pass to admission
James Logsdon at THR said that one of 
his goals is to enable patients to have to 
do nothing more than “just show up” at 
the hospital on the day of their proce-
dures. Long waits, redundant paperwork, 
and delays due to missing information 
can combine to make registration a very 
unfriendly process. “Intake in a hospital 
can be very burdensome,” Logsdon said. 
“You get a pre-registration call where 
you answer a lot of questions, and then 
you show up at the hospital and answer 
the same questions all over again. A lot 
of patients get frustrated.” Logsdon said 
that THR is working on several pilots to 

Patient experience  
leading practices

“For so many years 
in the revenue cycle, 
we’ve focused only on 
our internal processes 
and our interactions 
with the payer. The 
patient has been an 
afterthought.”  
Mike Jex
Vice President of Revenue 
Cycle, Intermountain 
Healthcare
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speed up the registration process so that 
on the day of the procedure, hospitals will 
have all of the information they need, and 
patients just have to show up. “We want 
the day of the procedure to be all about 
the care, all about the healing, all about 
getting them better and less about the 
paperwork,” Logsdon said. 

One pilot program THR is working on 
enables patients to get a “fast pass” to 
move to the front of the line when they 
arrive at the hospital. Patients will be 
issued fast passes when registration has 
all of their information. If information is 
missing, “We will text message patients, 
asking them for the bits of information 
we need to get them registered,” Logsdon 
explained. “The whole point is to better 
use technology so you can create a better 
experience for the patient on the day of 
service. Of course, we let patients know 
that they don’t have to do it this way. They 
are more than welcome to give us their 
information in person and on paper.”

But Logsdon said he believes mobile 
communications is where the industry is 
going, and he hopes to be able to spread 
the pilot to THR’s entire system. “This is 
still very foreign to the healthcare arena,” 
he said. “It’s very common in airlines 
and banking, but healthcare is behind 
the times. But we think that’s changing, 
and the future is going to be centered on 
mobile apps and mobile technology.”

Easing ED wait times
Emergency departments are infamous 
breeding grounds for patient frustra-
tion. Like many health systems, Palmetto 
Health was experiencing significant ED 
wait times. One hospital tackled the 
problem by holding a week-long meeting 
with frontline staff to examine the patient 
throughput process. “We put our frontline 
staff and select process heads into a room 
and mapped out the patient experience in 
our ED,” Ben Cunningham said. “It cov-
ered an entire wall all around the room. 
And everywhere there was a point where 
the patient had to sit and wait, there 
was a red sticky note. We identified how 
many times patients had to wait for each 
process. In some cases, there were ten or 
more hesitations or hand-offs.” 

Cunningham said that in response to 
what they found, Palmetto did away 
with its triage area—a prime source of its 
bottlenecks—and reassigned responsi-
bilities and restructured its registration. 
“There are now no significant wait times,” 
Cunningham said. “We went from having 
a waiting room that was packed all of the 
time to one that is nearly empty.” Patients 
now see a caregiver as soon as they come 
in. Upon entering, they are asked for just 
enough information to register them in 
the hospital’s EHR. Employees bring a 
registration cart around to patients after 
a physician has seen them. Cunningham 
said this has helped with point-of-service 
collections, since the hospital is asking 
for money after the patient has seen a 
care provider. Cunningham said the new 
process is moving patients through the 
system so quickly that they are sometimes 
ready to be discharged before staff has 
had a chance to register them. “We’ve 
seen drastic improvements to the point 
that we’re almost ready to begin publiciz-
ing our wait times,” he said.

Statistics illustrate Palmetto’s success. 
In an ED that sees approximately 250 
patients a day, the number of patients 
who leave without being seen has 
decreased from 9.9% to 3.32%. The 
amount of time patients have to wait to 
see a physician after arriving in the ED  
has decreased from 74 minutes to 29 min-
utes. The time from arrival to discharge 
dropped from 4.3 hours to three hours. 
And thirty-four percent of patients are 
now discharged in less than two hours, 
up from 20%. “We may have picked 
up some net revenue, but we have had 
some new costs come on board as well,” 
Cunningham said. “You don’t do this to 
drive revenue. It truly is to create a better 
experience for our patients.” 

Prioritizing customer service
To gauge his department’s customer ser-
vice, James Logsdon said that he keeps 
it simple. Every patient who calls in to 
THR’s pre-registration area and business 
office is asked to respond to one cus-
tomer service question at the close of the 
call. Callers who agree are simply asked, 
“How would you rate the level of service 
I provided today, on a scale of 1-5?” The 

responses are tracked and logged, and 
the next day each manager gets a report 
of all of the “1” and “2” responses and 
calls those customers back in an attempt 
at service recovery or to better explain a 
policy or decision. “We do it not only to 
get the patient’s feedback and give us an 
opportunity for service recovery, but we 
also do it because we think there’s value 
in terms of employee performance,” 
Logsdon said. “We think there’s an 
improvement in the level of service we 
provide because our customer service 
reps know they are being measured.’”

Along the same lines, THR is currently 
evaluating a proposal to tie incentives 
for employees in the registration depart-
ment to patient satisfaction in the form 
of Press Ganey scores. Logsdon said this 
is a deviation from the way in which 
THR has historically determined incen-
tives, and from the way the majority of 
heath systems reward their employees. 
“Typically in registration, incentives are 
tied to quality or productivity or cash col-
lections,” Logsdon explained. “Rarely, if 
ever, and possibly never, have they been 
tied to Press Ganey scores.” 

The Press Ganey questionnaire includes 
about five questions that deal with 
the patient’s registration experience. 
Employees will earn incentives on a 
sliding scale based on their performance 
on those questions. If they don’t reach a 
specific percentile, they will not earn the 
incentive. “Instead of tying incentives 
to quality, which should be assumed,” 
Logsdon said, “we are rooting them in 
patient satisfaction.” Doing this will 
promote customer service in an industry 
that is becoming increasingly sensitive to 
the needs of the patient. “That’s where 
the industry is going,” Logsdon affirmed. 
“Customer service is more important 
than ever.”
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Today’s revenue cycle executives find 
themselves facing a rapidly changing 
industry that is bringing with it some for-
midable challenges. “The challenges that 
we have in our revenue cycle in the future 
are pretty well stacked up,” observed 
Tom Yoesle of Orlando Health. “We have 
ICD-10 right around the corner, we have 
ever-changing HIPAA requirements, we 
have margins that are getting smaller and 
smaller. Balancing the capital investments 
that we have to make in the future in 
order to be here tomorrow and looking at 
our overall revenue cycle performance are 
the things that keep us all up at night.” 

During the course of the consortium, 
Yoesle said he and his colleagues redis-
covered the power of collaboration in 
confronting these challenges. Chuck Lund 
of Trinity Health noted that discussing 
PwC’s benchmarking results allowed him 
to learn first-hand from his colleagues the 
secrets of their successes. “What I valued 
the most is the face-to-face contact,” he 
said, “and it takes benchmarking informa-
tion into actionable steps. Many times 
you look at a benchmarking study, and 
you say, ‘That can’t be. They can’t be at 
32 days or at 2% over 90 days.’ But I was 
given the opportunity over the last two 
days to talk to the people who reported 
those numbers, and find out, yes, they had 
accomplished that, and this is how they 
got there.” Jim Logsdon agreed. “It’s very 
important to benchmark, to have those 
metrics, those peer-to-peer comparisons. 
It’s an opportunity to identify where you 
may have some revenue leakage, or affirm 
that you are performing at a high level.”

After two days of swapping stories and 
sharing ideas and leading practices, 
consortium participants had developed 
the camaraderie that can take shape 
among colleagues facing similar chal-
lenges. As Mike Jex of Intermountain 
Healthcare noted, “Some of the things we 
talked about in the consortium touched 
a nerve about issues we are facing at 
Intermountain, so it’s exciting to develop 
some context and be able to follow up 
with these individuals.” He added, “I 
think the real power of the consortium is 
in bringing great ideas together and creat-
ing some synergy and direction.”

This year’s consortium attracted more 
attendees than any other, and plans are 
already under way for next year’s meet-
ing. Numerous participants expressed 
their desire to regroup again in a year to 
compare notes during what will be a time 
of even greater change for the industry. 
“Normally, you go to a conference, and it’s 
all lectures,” Logsdon said. “It’s one-direc-
tional. This is very bi-directional, give-
and-take, question-and-answer, discuss, 
debate, challenge. We feel there’s greater 
value in that type of exchange.”

Conclusion

“It’s very important 
to benchmark, to 
have those metrics, 
those peer-to-peer 
comparisons. It’s 
an opportunity to 
identify where you 
may have some 
revenue leakage, or 
affirm that you are 
performing at a  
high level.”
James Logsdon
Vice President of Revenue 
Cycle Operations, Texas 
Health Resources
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