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Business is beginning to bloom again in the Garden State
•	 John Dalton continues his series on the COVID-19 
	 pandemic
•	 Federal “No Surprises Act” complements State laws
•	 Telehealth before and after COVID-19
•	  The New Jersey Economic Recovery Act of 2020 and
	 its impact across the State
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The President’s View . . .

Stacey L. Medeiros

Goodbye winter, hello spring! Spring represents a period of rebirth and renewal as the 
weather warms and the flowers and trees bloom. The HFMA NJ chapter also goes through 
its own rebirth each spring when our chapter year renews on June 1. As challenging as the 
past year has been for all of us, the time has moved quickly and it’s hard to believe this 
is my final letter as chapter President. On June 1 I will turn the reigns over to the very 
capable hands of our current President-Elect, Jill Squiers. Jill brings the experience and 
leadership qualities that will successfully guide our chapter as we transition into the next 
year. Congratulations Jill and best of luck in your tenure.

To close out this year, we are excited for our first and only live event of chapter year 2020-
2021, our Golf Outing, May 6th at Mercer Oaks in West Windsor, NJ. We’ve been working 
closely with the venue to ensure proper safety protocols will be in place and are confident 
we will be able to host a safe and enjoyable event. In addition, both our sponsorship and 
registration fees have been discounted for this year in light of the financial challenges many 
are facing. If you will be joining us for golf, please note the new schedule for this year, 
starting in the afternoon:

•	 11:30am – Registration and Lunch

•	 1:00pm – Shotgun Start

•	 5:30pm – Cocktail Hour, Dinner Buffet with Open Bar

Not a golfer? You can register just for the cocktail hour and dinner at a discounted price. Take advantage of the opportunity 
to see those you haven’t seen in a long time in a safe, outdoor, socially distanced setting. Let’s enjoy the spring weather and 
reconnect!

This may be the only live event for this chapter year, but I would be remiss not to mention the vast virtual offerings which 
we’ve done in place of live events. From June 2020 through March 2021 our chapter has offered over 30 virtual education 
events to our members, through a combination of chapter hosted programs, sponsor offerings and regional collaborations. This 
includes the first ever virtual Annual Institute, hosted over the course of 4 days in October. Throughout the year the chapter 
also hosted six networking events, leading the way with creative ideas including a wine tasting and a cooking lesson. And there 
is more to come in the last months of the chapter year. Check your email and the chapter website for information on upcoming 
webinars and networking events.

Being my last letter, I’d like to close by thanking those who have provided so much time, assistance and dedication to the 
chapter this year, in particular:

•	 Scott Besler, Brian Herdman and the entire FOCUS committee for continuing to produce our award winning magazine
	 throughout the pandemic. For the first time, our magazine was published in an electronic format this year, providing valu-
	 able information for those who could not receive the print edition in office.

•	 All of the committee chairs, co-chairs and volunteers who stepped up to pivot our usual in person education sessions to 
	 virtual sessions.

•	 Our fantastic Membership & Networking committee, headed by Nicole Rosen and John Byrne, for their work on the
	 aforementioned networking events and keeping our members engaged.

•	 The entire HFMA NJ board for their support, suggestions and guidance throughout the year.

•	 Our sponsors who have continued to support us, despite facing financial hardships.

It’s been my pleasure to serve as your President and I look forward to seeing what the chapter will accomplish in the future.

Respectfully,
Stacey L. Medeiros
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From The Editor . . .

Scott Besler

On behalf of the FOCUS and Communications committee, I hope this edition 
finds you well on your way to enjoying your spring.  As many of us that have called 
New Jersey home for many of our years, we know that spring has almost become 
forgotten season due to its brevity in recent years.  We were prepared to wait for it, 
since “flattening of the curve” has taken what seems to be the longest two weeks 
ever.  Now with vaccinations and a year to understand this pandemic we seem to be 
headed in the right direction.

The next few months will continue to bring challenges to our industry. Many 
of our hospitals have had volumes decrease and not rebound as quickly or arrive at 
levels that are necessary to make a healthy margin. Transparency will continue to be 
the goal of not only the past administration but the current one. Providers and payers 
have a responsibility to educate their “customers” and ensure that the mission can be attained. 

COVID-19 has had a tremendous impact on our industry.  The next several months will result in the recoupment 
of the advanced payments, as well as audits of CARES Act funding many hospitals received.  Hospitals need to work 
with their legislators and hospital associations to ensure that these conducted as a uniform and sustainable approach.

We hope to see you, outside on May 6th, 2021 at Mercer Oaks Golf Course in West Windsor, for our annual golf 
outing.  Many of us will be in the woods and not congested on the fairway so social distancing should be upheld.

As they say, spring thyme is always the best!!

Thank you and enjoy!!!
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The COVID-19 Pandemic – 
How is the U.S. doing?
Part 4

by John Dalton, FHFMA

John Dalton

The short answer – 
the roller coaster ride 
continues with vac-
cines vs. virus variants 
in the race to recovery. 
The key issue facing 
the U.S. is whether a 
Spring Break/Passover/

Easter surge can be avoided, unlike the Thanksgiving/Hanu-
kah/Christmas surge that led to more than 95,000 deaths in 
January. More on that later, but first, some brief background. 

On December 31, 2019, the government in Wuhan, 
China, confirmed that health authorities were treating dozens 
of cases of a pneumonia of unknown origin. Three weeks later, 
the United States confirmed its first case in Washington state 
– a man in his 30s developed symptoms after returning from 
Wuhan. The World Health Organization (WHO) declared 
a global health emergency on January 30 and subsequently 
named the disease Covid-19, an acronym for coronavirus 
disease 2019. On March 11, the WHO declared Covid-19 a 
global pandemic.

Meanwhile, during February, more than 2.2 million 
travelers arrived in New York from Europe, some already 
infected by the novel coronavirus. New Jersey’s first case was 
confirmed March 5. Shortly thereafter, the New York Metro 
Area joined Milan and Madrid as the global epicenters of 
the worst pandemic in over a century, and the author began 
tracking and reporting on the performance of the 37 member 
nations of the Organisation for Economic Co-operation and 
Development (OECD) in dealing with the pandemic. The key 
metric tracked is fatality rate per 100,000 residents.

The first three parts of this series were written May 1, 
September 21 and November 30, 2020, respectively. This 4th 
(and hopefully final) article is written as of March 31, 2021, a 
full year after the WHO’s global pandemic declaration. Over 
the course of the past year, Australia, Japan, New Zealand and 
South Korea have consistently led the OECD in protecting 
their residents from Covid-19. On the other hand, Belgium, 

Italy, the U.K. and the U.S.  have consistently ranked in the 
bottom quartile of the OECD with the highest fatality rates in 
the developed world.

Biden Declares War on Pandemic
Inaugurated the day after America’s death toll surpassed 

400,000, President Joe Biden wasted no time attacking the 
pandemic.1 That afternoon, his first three Executive Orders 
targeted Covid-19: requiring masks on federal property, rejoin-
ing the World Health Organization and establishing a White 
House Covid-19 response team led by Jeff Zients. Biden’s exec-
utive actions were also intended to set an example for state and 
local officials as they try to rein in the virus and drew praise 
from U.S. Chamber of Commerce President Suzanne Clark 
calling it “a smart and practical approach.”

The series of Executive orders and presidential directives 
issued during President Biden’s first full day in office signaled 
a more centralized federal response to the spread of Covid-19, 
including:2

• Ramping up the pace of manufacturing and testing.
• Requiring mask wearing during interstate travel.
• Establishing a Pandemic Testing Board.
• Establishing a health equity task force.
• Publishing guidance for schools and workers.
• Finding more treatments for Covid-19 and future 
   pandemics.
Agencies also were directed to identify areas where the ad-

ministration could invoke the Defense Production Act to in-
crease manufacturing, such as PPE, swabs, reagents, pipettes 
and syringes. The orders Biden signed were aimed at jump 
starting his national Covid-19 strategy to increase vaccinations 
and testing, lay the groundwork for reopening schools and 
businesses, and immediately increase the use of masks. Promis-
ing stringent adherence to public health guidance, Biden de-
clared: “To a nation waiting for action, let me be clear on this 
point: help is on the way.”3

Is the strategy working? Let’s look at where America stands 
at day 70 of the Biden Administration. 

1 
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with vaccines vs. virus variants in the race to recovery. 
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Inaugurated the day after America’s death toll surpassed 400,000, President Joe Biden wasted 
no time attacking the pandemic.1 That afternoon, his first three Executive Orders targeted 
Covid-19: requiring masks on federal property, rejoining the World Health Organization and 
establishing a White House Covid-19 response team led by Jeff Zients. Biden’s executive actions 
were also intended to set an example for state and local officials as they try to rein in the virus 
and drew praise from U.S. Chamber of Commerce President Suzanne Clark calling it “a smart 
and practical approach.” 
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continued on page 8

#30 of 37 in the OECD
With 551,747 Covid-19 deaths as of March 31, the U.S. 

fatality rate of 166.7/100,000 ranked 30th of the 37 OECD 
member nations, just below Portugal in the bottom quartile 
(see Table 1: Confirmed Cases and Fatality Rates, OECD 
Countries as of 3/31/2021). The U.S. is trailed by Slovakia, 
Italy, the U.K., Slovenia, Belgium, Hungary and the Czech 
Republic. Part 3 of this series highlighted the alarming increase 
in fatality rates in Central Europe that began in the Fall. 

Chart 1.

Covid-19 has  continued to rage, and Hungary and the 
Czech Republic have displaced Belgium with the highest fatal-
ity rates among OECD member nations (see Chart 1: “Fatality 
Rate per 100,000, 20 OECD Members, 3/31/21”). Nonethe-
less,  Hungary’s Prime Minister Viktor Orban has said that his 
government will not tighten restrictions and is determined to 
continue moving to reopen society.4 After a month of lock-
down measures to combat the virus, Mr. Orban said, the plan 
to reopen stores after Easter, followed by schools and then res-
taurants and hotels, would not change. 

Conversely, New Zealand, Australia, South Korea, Japan 
and four of the Scandanavian countries (Norway, Finland, 
Iceland and Denmark) continue to rank in the first quar-
tile, just ahead of Canada at #10. Sweden remains the outlier 
among the Scandanavian countries at #23 with a fatality rate 
of 129.8/100,000. Sweden’s flawed attempt at herd immunity 
had it at #33 of 37 as late as July 30, 2020. 

Last week, on a CNN documentary titled “COVID WAR: 
The Pandemic Doctors Speak Out,”5 Dr. Deborah Birx, a 
member of Trump’s White House coronavirus response team, 
said that although the first 100,000 deaths were unavoidable, 
“the rest of them, in my mind, could have been mitigated or de-
creased substantially.” Birx added: “The majority of the people in 
the White House did not take this seriously.” Brett Giroir, the na-
tion’s coronavirus testing chief under Trump, admitted, “When 
we said there were millions of tests available, there weren’t…. 
There were components of the test available, but not the full… 
deal.” Former director of the CDC Robert Redfield said that 

Health and Human Services Secretary Alex Azar personally 
tried to change scientific reports that the White House didn’t 
like. Former HHS Secretary Azar denies Redfield’s assertion.

Whatever the ultimate truth, it’s clear that the Trump Ad-
ministration’s failure to take the pandemic seriously resulted in 
well over 100,000 avoidable American deaths:

•	 If the U.S. had merely matched the OECD’s average  
	 fatality rate/100,000 of 119.3, 157,000 more Americans  
	 would be alive today.

•	 If the U.S. had matched Germany’s performance,  
	 250,000 more Americans would be alive today.

•	 If the U.S. had matched the Scandanavian countries,  
	 339,000 more Americans would be alive today.

•	 If the U.S. had matched Canada, 350,000 more  
	 Americans would be alive today.

Turning to the data from the states, the fatality rates for the 
Northeastern states that were the global epicenter of the pan-
demic last March and April continue to rank among the highest 
in the developed world (see Chart 2: “Fatality Rate/100,000, 
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The series of Executive orders and presidential directives issued during President Biden’s first 
full day in office signaled a more centralized federal response to the spread of Covid-19, 
including:2 

 Ramping up the pace of manufacturing and testing. 
 Requiring mask wearing during interstate travel. 
 Establishing a Pandemic Testing Board. 
 Establishing a health equity task force. 
 Publishing guidance for schools and workers. 
 Finding more treatments for Covid-19 and future pandemics. 

Agencies also were directed to identify areas where the administration could invoke the 
Defense Production Act to increase manufacturing, such as PPE, swabs, reagents, pipettes and 
syringes. The orders Biden signed were aimed at jump starting his national Covid-19 strategy to 
increase vaccinations and testing, lay the groundwork for reopening schools and businesses, 
and immediately increase the use of masks. Promising stringent adherence to public health 
guidance, Biden declared: “To a nation waiting for action, let me be clear on this point: help is 
on the way.”3 

Is the strategy working? Let’s look at where America stands at day 70 of the Biden 
Administration.  
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With 551,747 Covid-19 deaths as of March 31, the U.S. fatality rate of 166.7/100,000 ranked 
30th of the 37 OECD member nations, just below Portugal in the bottom quartile (see Table 1: 
Confirmed Cases and Fatality Rates, OECD Countries as of 3/31/2021). The U.S. is trailed by 
Slovakia, Italy, the U.K., Slovenia, Belgium, Hungary and the Czech Republic. Part 3 of this series 
highlighted the alarming increase in fatality rates in Central Europe that began in the Fall.  

Chart 1. 
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Table 1. Confirmed Cases and Fatality Rates, OECD Countries as of 3/31/2021 

Rank 

Confirmed 
Cases (1) 

Fatalities 
(1) 

Fatality 
Rate 
(%) 

37 OECD 
Countries Population (2) 

Cases 
per 

100,000 

Fatalities 
per 

100,000 
1 2,497  26  1.0% New Zealand 4,822,233 51.8  0.54 
2 103,088  1,731  1.7% South Korea 51,269,185 201.1  3.38 
3 29,304  909  3.1% Australia 25,499,884 114.9  3.56 
4 474,566  9,155  1.9% Japan 126,476,461 375.2  7.24 
5 6,205  29  0.5% Iceland 341,243  1,818.4  8.50 
6 95,695  673  0.7% Norway 5,421,241 1,765.2  12.41 
7 77,452  844  1.1% Finland 5,540,720 1,397.9  15.23 
8 3,317,182  31,537  1.0% Turkey 84,339,067 3,933.1  37.39 
9 231,295  2,420  1.0% Denmark 5,792,202 3,993.2  41.78 

10 984,963  22,936  2.3% Canada 37,742,154 2,609.7  60.77 
11 106,424  902  0.8% Estonia 1,326,535 8,022.7  68.00 
12 833,040  6,203  0.7% Israel 8,655,535 9,624.4  71.67 
13 263,689  8,093  3.1% Greece 10,423,054 2,529.9  77.65 
14 2,828,870  76,459  2.7% Germany 83,783,942 3,376.4  91.26 
15 235,854  4,587  1.9% Ireland 4,937,786 4,776.5  92.90 
16 1,292,218  16,686  1.3% Netherlands 17,134,872 7,541.5  97.38 
17 102,363  1,899  1.9% Latvia 1,886,198 5,426.9  100.68 
18 546,229  9,339  1.7% Austria 9,006,398 6,064.9  103.69 
19 61,642  746  1.2% Luxembourg 625,978  9,847.3  119.17 
20 601,124  10,334  1.7% Switzerland 8,654,622 6,945.7  119.40 
21 995,538  23,135  2.3% Chile 19,116,201 5,207.8  121.02 
22 2,397,731  63,255  2.6% Colombia 50,882,891 4,712.3  124.31 
23 804,886  13,465  1.7% Sweden 10,377,781 7,755.9  129.75 
24 216,119  3,574  1.7% Lithuania 2,722,289 7,938.9  131.29 
25 4,646,127  95,502  2.1% France 65,273,511 7,117.9  146.31 
26 2,321,717  56,045  2.4% Poland 37,846,611 6,134.5  148.08 
27 2,232,910  202,633  9.1% Mexico 128,932,753  1,731.8  157.16 
28 3,284,353  75,459  2.3% Spain 46,754,778  7,024.6  161.39 
29 821,722  16,848  2.1% Portugal 10,196,709  8,058.7  165.23 
30 30,467,755  551,747  1.8% United States 331,002,561  9,204.7  166.69 
31 361,185  9,719  2.7% Slovak Republic 5,459,642  6,615.5  178.02 
32 3,584,899  109,346  3.1% Italy 60,461,826  5,929.2  180.85 
33 4,359,921  126,955  2.9% United Kingdom 67,886,011  6,422.4  187.01 
34 215,602  4,047  1.9% Slovenia 2,078,938  10,370.8  194.67 
35 876,842  22,966  2.6% Belgium 11,589,623 7,565.8  198.16 
36 652,433  20,737  3.2% Hungary 9,660,351  6,753.7  214.66 
37 1,532,232  26,421  1.7% Czech Republic 10,708,981  14,307.9  246.72 

  71,965,672 1,627,362 2.3% Total OECD  1,364,630,767 5,273.6  119.3 
DATA SOURCES: 

1. Johns Hopkins Coronavirus Resource Center
2. Organisation for Economic Co-operation and Development, World Bank
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Selected States, 3/31/21”). To place the state data in perspec-
tive, the Czech Republic’s fatality rate of 246.7/100,000 is the 
highest in the OECD, tied with Massachusetts, but lower than 
either New York or New Jersey. 

As noted earlier, America’s first confirmed case of Covid- 
19 occurred in Washington state, followed by an outbreak in a 
Kirkland nursing home. The state reacted immediately and has 
continued to protect its residents better than the OECD’s aver-
age (see Table 2: Ten states change in fatality rates, 9 months end-
ed 3/31/21). Washington’s fatality rate of 68.7/100,000 would 
place it in at #12 in the OECD, between Estonia and Israel. 
Despite a winter surge in Southern California that had ICUs 
running out of capacity, the state’s fatality rate of 142.2/100,000 
remains below the U.S. average of 154.8/100,000 and equiva-
lent to #25 in the OECD, between Lithuania and France.

Chart 2.

After being overwhelmed from mid-March through April 
2020, New York and New Jersey’s fatality rates have been 
below the U.S. average of 116.2/100,000 for the nine months 
ended March 31, 2020. Massachusetts and Pennsylvania 
have been less successful in controlling the pandemic, as have 
several of the Sunbelt states (e.g., Arizona, Georgia, Florida, 
South Carolina and Texas). And, as reported in Part 3, the 
annual Sturgis, South Dakota Motorcycle Rally from August 
7-16 was a super spreader event on steroids, producing surges 
throughout the North Central Midwest and Mountain states.  

Vaccine Rollout
On December 8, President-Elect 

Biden set a goal of administering 100 
million vaccine doses in his first 100 
days.6 That goal was reached on day 
58, and the U.S. now is on pace to 
administer more than 200 million doses 

in the first 100 days. On March 11, the one-year anniversary 
of the WHO’s global pandemic declaration, President Biden 
urged all states, tribes and territories to make all American 
adults eligible for a Covid-19 vaccine by May 1.7 

On February 27, the Food and Drug Administration issued 
an emergency use authorization (EUA) for Johnson & Johnson’s 
adenovirus vaccine,  further expanding the availability of safe 
effective vaccines for Covid-19.8 The vaccine was 72% effective 
in the US, compared to 66% in Latin America and 57% in 
South Africa. Unlike the Pfizer/BioNTech and Moderna 
mRNA-based vaccines, J&J’s Janssen vaccine requires only one 
injection and can be stored for at least three months at 36-
46F. Novavax expects data from a 30,000-person trial in the 
United States and Mexico by early April. A late-stage trial in 
the UK found Novavax’s vaccine 96% effective against Covid-
19’s original variant and 86% effective in protecting against 
the more contagious B.1.1.7 variant.9

With Americans being vaccinated at a rate of 3 million per 
day, more than 154 million doses have been administered. 
Nearly 100 million have received at least one shot and 56.1 
million are fully vaccinated, 17.1% of the U.S. population.

The wild card in the equation is the emergence of virulent 
variants as the novel coronavirus continues to mutate. Of 
particular concern are the Brazilian, British and South African 
variants, all of which are more highly transmissible. However, 
all three vaccines with FDA approval have proven effective in 
preventing severe disease against the variants.

With ample vaccine supplies, the U.S. now is in a vaccine vs. 
virus variants race to recovery, providing that a Spring Break/
Passover/Easter surge can be avoided, unlike the Thanksgiving/
Hanukah/Christmas surge that led to 95,000 deaths in January.

The American Rescue Plan Act
The March 11 enactment of the $1.9 trillion American 

Rescue Plan Act (ARPA) contains the most extensive health 
insurance improvements for Americans since the Affordable 
Care Act (ACA) became law 11 years ago.10 The law temporarily 
extends the eligibility criteria for ACA subsidies to include 
people with incomes above 400% of the federal poverty level 
so that no one must pay more than 8.5% of their income on 
insurance premiums. The Congressional Budget Office estimates 
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Vaccine Rollout 

On December 8, President-Elect Biden set a goal of administering 100 
million vaccine doses in his first 100 days.6 That goal was reached on 
day 58, and the U.S. now is on pace to administer more than 200 
million doses in the first 100 days. On March 11, the one-year 
anniversary of the WHO’s global pandemic declaration, President 
Biden urged all states, tribes and territories to make all American 

adults eligible for a Covid-19 vaccine by May 1.7  

On February 27, the Food and Drug Administration issued an emergency use authorization 
(EUA) for Johnson & Johnson’s adenovirus vaccine,  further expanding the availability of safe 
effective vaccines for Covid-19.8 The vaccine was 72% effective in the US, compared to 66% in 
Latin America and 57% in South Africa. Unlike the Pfizer/BioNTech and Moderna mRNA-based 
vaccines, J&J's Janssen vaccine requires only one injection and can be stored for at least three 
months at 36-46F. Novavax expects data from a 30,000-person trial in the United States and 
Mexico by early April. A late-stage trial in the UK found Novavax’s vaccine 96% effective against 
Covid-19’s original variant and 86% effective in protecting against the more contagious B.1.1.7 
variant.9 

With Americans being vaccinated at a rate of 3 million per day, more than 154 million doses 
have been administered. Nearly 100 million have received at least one shot and 56.1 million are 
fully vaccinated, 17.1% of the U.S. population. 

The wild card in the equation is the emergence of virulent variants as the novel coronavirus 
continues to mutate. Of particular concern are the Brazilian, British and South African variants, 
all of which are more highly transmissible. However, all three vaccines with FDA approval have 
proven effective in preventing severe disease against the variants. 

With ample vaccine supplies, the U.S. now is in a vaccine vs. virus variants race to recovery, 
providing that a Spring Break/Passover/Easter surge can be avoided, unlike the 
Thanksgiving/Hanukah/Christmas surge that led to 95,000 deaths in January.

The American Rescue Plan Act 

The March 11 enactment of the $1.9 trillion American Rescue Plan Act (ARPA) contains the 
most extensive health insurance improvements for Americans since the Affordable Care Act 
(ACA) became law 11 years ago.10 The law temporarily extends the eligibility criteria for ACA 
subsidies to include people with incomes above 400% of the federal poverty level so that no 
one must pay more than 8.5% of their income on insurance premiums. The Congressional 
Budget Office estimates that the ACA changes will extend coverage to 2.5 million uninsured 
Americans. The federal government will cover 100% of COBRA premiums for laid-off workers 
between April 1 and September 30. The package also offers two years of additional federal 
funding to encourage Medicaid expansion in the 12 states that have not extended coverage to 
low-income adults. 
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that the ACA changes will extend coverage to 2.5 million 
uninsured Americans. The federal government will cover 100% 
of COBRA premiums for laid-off workers between April 1 and 
September 30. The package also offers two years of additional 
federal funding to encourage Medicaid expansion in the 12 states 
that have not extended coverage to low-income adults.

The ARPA also contains important provisions to deal with 
the economic consequences of the pandemic, including $1,400 
stimulus checks, expansion of the child tax credit, support for 
low- income families and child-care facilities, and rent support. 
Economists estimate that the poorest fifth of Americans will 
experience a more than 20 percent increase in their incomes. 
The ARPA should reduce poverty by one-third, reducing 
the number of people living below the federal poverty level 
from 44 million to 28 million. While these provisions are not 
directed at healthcare, they improve the social determinants of 
health, the conditions in the places where people live, learn, 
work, and play that affect a wide range of health and quality-of 
life-risks and outcomes. 

In a related development, President Biden extended a 
special enrollment period to allow people to sign up for health 
insurance through the federal health insurance marketplace 
through August 15.11 The extended open enrollment period 
will allow Americans to take advantage of new savings under 
ARPA. However, the ARPA subsidy provisions are temporary, 
lasting for two years, retroactive to January 1, 2021.

A Return to Normal?
After a year of riding the Covid-19 

roller coaster, Americans yearn for noth-
ing less than a return to a normal life-
style. In a recent article in the Atlantic, 
Joe Pinsker lays out a timeline for a likely 
return to a new normal.12 He expects an 
uncertain spring, an amazing summer, a 

cautious fall and winter, and finally, relief. 
Given that the wild card is the potential emergence of 

virulent vaccine-resistant variants, daily life will continue to 
be far from normal for the next few months. By late spring, 
small gatherings of vaccinated people should be feasible. At 
some point between June and September, the combination of 
widespread vaccinations and warmer weather may make many 
activities much safer, including taking public transit, being in 
a workplace, dining inside restaurants, and traveling domesti-
cally. However, experts don’t foresee the return of indoor con-
certs, full stadiums or high levels of international travel yet.

The summer reprieve could be temporary. Some resurgence 
of the virus is likely in the fall as activities move indoors. If 
stubborn variants do circulate, new vaccines should be able to 
tame them relatively quickly. While there might be a need to 
revert to some of the precautions from earlier in the pandemic, 

the disruptions to daily life are likely to be short-lived. Beyond 
next winter, experts’ predict a return to whatever qualifies as 
normal in the post-pandemic future. The virus will still exist, 
but like the flu it will circulate primarily in the colder months.

This author for one hopes that Mr. Pinsker is correct. Mean-
while, wash your hands, watch your distance and wear a mask.
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The ARPA also contains important provisions to deal with the economic consequences of the 
pandemic, including $1,400 stimulus checks, expansion of the child tax credit, support for low- 
income families and child-care facilities, and rent support. Economists estimate that the 
poorest fifth of Americans will experience a more than 20 percent increase in their incomes. 
The ARPA should reduce poverty by one-third, reducing the number of people living below the 
federal poverty level from 44 million to 28 million. While these provisions are not directed at 
healthcare, they improve the social determinants of health, the conditions in the places where 
people live, learn, work, and play that affect a wide range of health and quality-of life-risks and 
outcomes.  

In a related development, President Biden extended a special enrollment period to allow 
people to sign up for health insurance through the federal health insurance marketplace 
through August 15.11 The extended open enrollment period will allow Americans to take 
advantage of new savings under ARPA. However, the ARPA subsidy provisions are temporary, 
lasting for two years, retroactive to January 1, 2021. 

A Return to Normal? 

After a year of riding the Covid-19 roller coaster, Americans yearn for 
nothing less than a return to a normal lifestyle. In a recent article in the 
Atlantic, Joe Pinsker lays out a timeline for a likely return to a new normal.12 
He expects an uncertain spring, an amazing summer, a cautious fall and 
winter, and finally, relief.  

Given that the wild card is the potential emergence of virulent vaccine-resistant variants, daily 
life will continue to be far from normal for the next few months. By late spring, small gatherings 
of vaccinated people should be feasible. At some point between June and September, the 
combination of widespread vaccinations and warmer weather may make many activities much 
safer, including taking public transit, being in a workplace, dining inside restaurants, and 
traveling domestically. However, experts don’t foresee the return of indoor concerts, full 
stadiums or high levels of international travel yet. 

The summer reprieve could be temporary. Some resurgence of the virus is likely in the fall as 
activities move indoors. If stubborn variants do circulate, new vaccines should be able to tame 
them relatively quickly. While there might be a need to revert to some of the precautions from 
earlier in the pandemic, the disruptions to daily life are likely to be short-lived. Beyond next 
winter, experts’ predict a return to whatever qualifies as normal in the post-pandemic future. 
The virus will still exist, but like the flu it will circulate primarily in the colder months. 

This author for one hopes that Mr. Pinsker is correct. Meanwhile, wash your hands, watch your 
distance and wear a mask. 
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Patricia Zengerle, Reuters, 1/21/21 
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Measuring 
Uncompensated Care

by Fred Fisher

continued on page 12

Fred Fisher

Thank you to hospital teams in New Jersey providing and 
supporting essential care during the extraordinary times of the 
COVID-19 public health emergency.  As we focus on trends 
of uncompensated care, we also respect the current strain on 
providers and patients.  Toyon looks to continue collaborating 
with healthcare leaders in New Jersey and across the country 
to recognize all current and lingering costs from COVID-19 – 
direct, indirect, and stranded.   

This article measures the current status of uncompensated 
care, including recommendations on CMS’s proposed Work-
sheet S-10 instructions, effective for Federal Fiscal Year (FFY) 
2021 cost reporting.  

The Affordable Care Act (ACA)
According to the ACA, Medicare’s Uncompensated Care 

Disproportionate Share (DSH) recognizes “the amount of 
uncompensated care for…treating the uninsured.” 

“Uninsured” - as opposed to “charity” (or similar for low-
income patients) – presents the following questions:

• When is a patient considered uninsured?
• What is the difference between low-income uninsured

patients and all other patients?
• How does a comprehensive process identifying all

categories of uninsured patients affect hospital operations 
and the financial assistance policy?

CMS’s proposed cost report instructions to provide 
more insight to these questions, while we look to provide 
recommendations for hospital teams.

Uncompensated Care in New Jersey
For context, please see the illustration below breaking down 

$850 million of uncompensated care cost in FFY 2017 used 
as the basis for $217 million in UC DSH payments to New 
Jersey hospitals for FFY 2021.  

Notable Proposed Cost Report Changes
In November 2020, CMS proposed new cost reporting 

instructions for FFY 2021 uncompensated care cost reporting 
on Worksheet S-10.1 These proposed instructions include 
changes and clarifications in reporting noteworthy categories 
of uncompensated care cost:

• Allowed: Liability for patients with insurance but
determined to be uninsured. 

More under “Other Uninsured Charity Care”

• Not Allowed: Charge discounts from inferred
contractual relationships.

More under “Inferred Contracts and Significant Losses”   

• Allowed: Implicit Price Concessions2 are reportable as
bad debt costs.

More under “Bad Debt and Discovery”   

• Not Allowed: Sub-acute care costs outside general
short term hospital inpatient and outpatient services
(not billable under the hospital CCN). This is a major
shift in reimbursement.

More under “Short Term Hospital Services Only”

Other Uninsured Charity Care
CMS’s proposed language clarifies providers may report 

other forms of “charity” related to insured patients, provided 
this care is in the financial assistance policy.  Specifically, CMS 
states providers may report:

toyonassociates.com -2-
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Notable Proposed Cost Report Changes
In November 2020, CMS proposed new cost reporting instructions for FFY 2021 uncompensated
care cost reporting on Worksheet S-10.1 These proposed instructions include changes and
clarifications in reporting noteworthy categories of uncompensated care cost:

 Allowed: Liability for patients with insurance but determined to be uninsured.
More under “Other Uninsured Charity Care”

 Not Allowed: Charge discounts from inferred contractual relationships.
More under “Inferred Contracts and Significant Losses” 

1 Federal Registers, Vol 85 No 218 | Proposed Form CMS-2552-10 Transmittal 17 at 
https://www.cms.gov/regulations-and-guidancelegislationpaperworkreductionactof1995pra-listing/cms-2552-10
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•	 the “…portion of total charges for insured patients  
	 that were determined uninsured for the entire hospital  
	 stay;”3 and

•	 “charges other than deductible, coinsurance and copay  
	 (C+D) amounts that represent the insured patient’s  
	 liability for medically necessary hospital services”4

Both instructions relate to insured patients with charges 
that are not covered by the patient’s insurance carrier. There-
fore, providers may consider reporting non-covered charges 
and exhausted benefit charges from all payers as forms of 
charity care, provided these discounts are specified in a hospi-
tal’s financial assistance policy.  

But what does it mean to specify non-covered charges from all 
payers as charity care in a financial assistance policy? For tax ex-
empt providers, how does allowing non-covered charges from all 
payers relate to IRS 501 (r) requiring hospitals to include amounts 
and methods for patients to receive free or discounted care?

Contrary to complex cost reporting 
instructions, the financial assistance pol-
icy is a public facing document designed 
to help patients navigate the healthcare 
system. As more cost reporting instruc-
tions are dependent on this policy, it be-
comes muddied with caveats, as opposed 
to a concise, easy-to-read, patient-centered document. An in-
ternal policy – apart from the patient financial assistance policy 
– delineating the accounting of charity care may be prudent to 
1) maintain a separate patient friendly policy; and 2) present 
evidence of compliance with cost report instructions. 

When it comes to financial assistance policy governance, 
generally CMS does not regulate how providers articulate char-
ity care in their policies (one notable exception relates to Medi-
care FFS bad debts, whereby CMS does not allow presumptive 
charity eligibility determinations).  For all other forms of char-
ity, CMS states:

“(CMS) does not set charity care criteria policy for hospi-
tals, and within reason, hospitals can establish their own 
criteria for what constitutes charity care in their charity care 
and/or financial assistance policies.”5

CMS has not further elaborated on what constitutes “with-
in reason,” to be considered as charity care. However, as pre-
sented above, the proposed cost report instructions indicate a 
broad definition including charges from a remaining patient 
liability. 

Recommendation: Evaluate the reporting of non-covered 
and exhausted charges from all payers against current hospital 
procedure.  Hospital teams are encouraged to assess:

•	 If patients are billed the outstanding amount.  

	 For instance, a provider may pursue payment from sec- 
	 ondary and tertiary payers, and then the patient for non- 
	 covered services. 

•	 When and where these transactions are reported in the 
	 patient financial system (i.e., account adjudication).  

	 For instance, after collection attempts, and a payment is  
	 not received, the resulting “write-off ” can end up in  
	 various transaction types including 1) bad debt – recog- 
	 nized as uncompensated care cost; 2) contractual allow- 
	 ance – not recognized as uncompensated care cost; or  
	 3) denial | non-covered transaction code – recognition  
	 of uncompensated care cost depends (typically, providers  
	 report charges related to non-covered Medicaid from  
	 these codes).  

•	 and 3) the benefit of changing policy and procedures so 
	 these amounts may be recognized as charity care.   

A statistic to help this evaluation: 
Providers are reimbursed approximately 
$250,000 for every $1M in charity cost.6 

A thought on policy variation 
and Section 501(r) – For reporting 

as uncompensated care cost, it is important to include 
financial assistance policy language discussing non-covered 
charges as patient financial assistance.  This helps ensure the 
policy includes the basis and method patients may receive 
financial assistance.  In question is the appropriateness of two 
beneficiaries with the same plan, whereby one is responsible 
for the coinsurance, while the other received charity related to 
a non-covered service.  This is an important question that must 
be considered and continuously evaluated. 

Inferred Contracts and Significant Losses
As discussed above, non-covered charges and exhausted 

benefits charges from all payers are forms of charity care.  Okay 
got it.  However, CMS also proposes providers cannot report 
charges from insured patients under contract, or inferred 
contract with the hospital.  In the proposed cost report 
instructions for FFY 2021, CMS states providers may report:

“the portion of total charges for patients with coverage 
from an entity/insurer that does not have a contractual 
or inferred contractual relationship (a contractual 
relationship between an insurer and a provider will be 
inferred where a provider accepts an amount from an 
insurer as payment, or partial payment, on behalf of an 
insured patient) with the provider.”  

Providers are reimbursed 
approximately $250,000 for 
every $1M in charity cost.6
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Separate from a “non-covered charge,” this proposed lan-
guage seemingly follows the principle that payment shortfalls 
are not a form of charity care, focusing on insured patients 
not under contract with the hospital (e.g., “out of network”).   
Consider the following example:

• Charges: $200,000
• Cost: $50,000
• Payment from Auto Policy: $5,000
• Unreimbursed Cost = $45,000

CMS’s proposed instructions imply although a provider 
accepted a sizable charitable discount, the $45,000 shortfall 
may not be considered a form of charity care.  

However, this brings back the question – at what point 
does this patient become uninsured?  

Recommendation: Evaluate the out of network population, 
and determine if “splitting the account” is appropriate to 
break-apart the insurance portion from the patient portion. If 
the $45,000 is considered as the patient portion, this may be 
the practical approach for recognizing the amount as charity 
care.7 As discussed above, this accounting exercise may be 
another reason an internal policy is beneficial to hospitals, 
while maintaining a separate patient centered document.   

It does not go unnoticed developing an internal policy may 
become a “Pandora’s box” identifying all types of charity care – 
resulting in variation of DSH hospitals across the country.  To 
address this issue, it is recommended CMS and other industry 
leaders develop a payment to cost ratio for out of network 
reimbursement. Amounts below a threshold of “normal and 
customary” rates should be considered and re-evaluated as 
charity care eligible.  

Bad Debt and Discovery
After years of industry contemplation, CMS’s cost report 

instructions for reporting bad debt includes implied price 
concessions.8  Essentially, this is business as usual for reporting 
bad debts on Worksheet S-10 of the cost report.  Due to the 
change in bad debt reporting for audited financial statements, 
during audit providers may not be able to produce a bad debt 
“roll forward” schedule.9 In these cases, it is recommended 
providers disclose how “bad debts” relate to financial statements 
and request to be waived from the requirement of producing 
this reconciliation.  

Although it is business as usual for reporting bad debts, 
providers continue to discover anomalies with prior year bad 
debt accounts.  More specifically, providers are discovering old 
bad debt accounts that qualify for charity care.  

Why is this important?  Because when patient C+D amounts 
are reported as bad debt, they are reduced to an amount less 
than cost.  However, when patient C+D amounts are reported 
as charity care, the full amount is recognized as uncompensated 

care cost. CMS has employed this calculation since the 
inception of uncompensated care cost for Uncompensated 
Care DSH payments (starting FFY 2018).  

 Consider the impact to uncompensated care cost from 
thousands of accounts like the example below:

Reported as Bad Debt
•	 Amount Written Off to Bad Debt: $5,000

• Bad Debt Reduced to “Cost”: $1,250 (amount of  
	 recognized uncompensated care cost on Worksheet  
	 S-10)

Reported as Charity Care
•	 Amount Written Off to Charity Care: $5,000

•	 Charity Cost: $5,000 (amount of recognized uncom- 
	 pensated care cost on Worksheet S-10)

The question that looms for providers discovering charity 
care in aged bad debt accounts - may old bad debt accounts be 
reversed and reclassified as charity care?  In a system of write-
offs and reversals, this seems like a real possibility – especially 
considering the practice of “smoothing” costs so that the true 
answer is achieved over time. Another example of “smoothing” 
in reimbursement is in the wage index – providers report 
salaries from the general ledger (accrual-based accounting) and 
hours associated with paid salaries from the payroll file (cash-
based accounting).10

Ultimately, the ability to reclassify bad debt accounts may 
come back to how the amounts relate to a hospital’s financial 
statement in prior years.  A reclassification of bad debts may 
require a restatement of financial statements.  For optimization 
of Uncompensated Care DSH payments, these efforts certainly 
can be worth the time and resources.  

Recommendation: Hospitals are encouraged to evaluate 
prior year bad debt write-offs to determine if any amounts are 
truly charity care. 

Short Term Hospital Services Only
CMS’s proposal shifting Uncompensated Care DSH to 

only recognize short-term hospital services is a major change, 
especially for safety net hospitals providing essential sub-acute 
care services to low-income patients (e.g., behavioral health, 
rehabilitation, SNF, etc.).   Providers with subacute care need 
to prepare for significant decreases in Uncompensated Care 
DSH payments, estimated to be effective in FFY 2025.  This 
change emphasizes the importance of identifying all other 
uninsured costs, as discussed throughout this article.   In FFY 
2021, providers with subacute care received $5.3bn (63%) of 
the $8.3bn in national Uncompensated Care DSH funding.

continued on page 14
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Recommendation: Hospitals providing subacute care,11 
billed under a CMS Certification Number (CCN) apart for the 
Hospital CCN, should evaluate the portion of uncompensated 
care cost (Charity and Bad Debt), as well as the cost-to-charge 
structure, to determine the amount of uncompensated care cost 
CMS is proposing to exclude from future Uncompensated Care 
DSH payments.  This information can help hospitals prepare 
for this a potentially large swing in Medicare reimbursements.  

Uncompensated Care DSH and COVID-19 
There is no doubt COVID-19 has changed access to health-

care and the amount of uncompensated care provided during 
2020 and 2021.  Under CMS’s current method, these years 
would be the baseline driving Uncompensated Care DSH pay-
ments in FFY 2024 and FFY 2025. However, the data is atypi-
cal and with an uncertain future, recognizing these uncom-
pensated care costs comes with consequences.  For instance, 
there will be variation in the amount of uncompensated care 
delivered at hospitals in states with longer stay at home man-
dates vs. hospitals in states with-out these restrictions (or less 
restrictions).

Recommendation: As the industry moves forward, we 
should do so with caution, carefully evaluating the appropriate-
ness using data from the public health emergency.  Last Federal 
Year, FFY 2020, CMS applied a COVID related adjustment to 
Uncompensated Care DSH, using a more current estimate of 
unemployment in determining “Factor 2,” resulting in an ad-
ditional $500M in national funding. 

Providers should also carefully assess all information re-
ported on the Medicare cost report.  As evident in the HHS 
CARES fund, even filed cost report information (before audit) 
from any Worksheet may be used to benchmark and priori-
tize funding need.  For instance, consider HHS’ application of 
FFY 2018 uncompensated care data used to determine CARES  
 
 

safety net funding. One of the “gates” to qualify for payment is 
an uncompensated care cost per (acute) bed equal to or greater 
than 25,000, and for many hospitals this determination was 
made from filed FFY 2018 cost reports.   Listed below is a 
breakdown of this measurement by County for New Jersey 
DSH hospitals. 

Lastly, the ACA mandates Uncompensated Care DSH is 
based on “appropriate data” or other “alternative data” that is 
“a better proxy for the costs. . . of treating the uninsured.”  As 
we adapt to life during and after COVID-19, the industry may 
also have to discover the alternative data that best measures 
uncompensated care provided during this extraordinary time.     

About the author
Fred Fisher is Vice President Service Development at Toyon 
Associates, Inc. He can be reached at fred.fisher@toyonassociates.
com.

Footnotes
1Federal Registers, Vol 85 No 218 | Proposed Form CMS-
2552-10 Transmittal 17 at 
https://www.cms.gov/regulations-and-guidancelegislationpa-
perworkreductionactof1995pra-listing/cms-2552-10
2Accounting Standards Update, Topic 606 
3Reported on Worksheet S-10 Line 20, Column 1 
4Reported on Worksheet S-10 Line 20, Column 2 and Line 
25.01 Column 1
5FFY 2021 IPPS Final Rule 
6Charges reduced by the cost to charge ratio.
7Provider would report $195,000 in charges, netting to ap-
proximately $45,000 in uncompensated care cost.
8Accounting Standards Update, Topic 606. 
9Scheduling showing bad debts relationship in accounts re-
ceivable at the beginning of the hospital fiscal year vs. 
the end of the fiscal year. 
10Per CMS 2552-10 instructions for wage index - “Although 
this methodology does not provide a perfect match 
between paid costs and paid hours for a given year, it approxi-
mates a match between costs and hours.” 
11Billed under a CMS Certification Number (CCN) apart 
from the Hospital CCN
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FFY 2020, CMS applied a COVID related adjustment to Uncompensated Care DSH, using a more 
current estimate of unemployment in determining “Factor 2,” resulting in an additional $500M 
in national funding.  
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COVID-19 Coding:  
Reimbursement 
Opportunities, Shortfalls, 
and Supporting Your Staff

by Tom Risi, CCS and Nick Altvater, CCS Tom Risi

continued on page 16

Nick Altvater

The unprecedented COVID-19 global pandemic prompted 
equally unprecedented ICD-10 coding changes and demands 
on Health Information Management professionals:  off-
schedule releases of new codes and coding guidelines.  HIM, 
IT, and revenue cycle professionals admirably adjusted to this 
“new normal” – including switching to primarily remote work.  
As staff have adapted, ensuring access to proper information 
and resources remains critical in optimizing new revenue 
opportunities in an evolving coding landscape.

As doctors and other medical professionals devised novel 
strategies to combat COVID-19, coders and HIM staff also 
navigated new ICD-10 codes that more accurately identify 
these new diagnoses and treatments.  For the first time, CMS 
and the CDC issued off-schedule emergency ICD-10 updates 
outside of the normal October 1st implementation of coding 
changes.  Existing diagnosis and procedure code options failed 
to adequately capture these conditions and treatments related 
to COVID-19.

With COVID-19 reducing inpatient admissions by a 
projected 10.5% for 20201 with no imminent changes in sight, 
how can hospitals ensure appropriate reimbursement despite 
shrinking volume?  The recent off-schedule code releases 
from April 2020 through January 2021 continue to provide 
opportunities for more accurate data collection and additional 
reimbursement for treating hospitals.  The following are some 
important highlights for revenue cycle, coding, and HIM 
professionals to keep in mind:

New ICD-10 Coding & Guideline Spotlight
• COVID-19 (U07.1)
	 •	 Effective April 1, 2020 ICD-10 diagnosis code U07.1  
		  (COVID-19) for COVID-19 was released, replacing  
		  interim code B97.29 (Other coronavirus as the cause of  
		  diseases classified elsewhere) – with additional reim- 
		  bursement linked to this new code. 

	 •	 Correct assignment of  
		  U07.1 corresponds to a 
		  20% increase to the DRG  
		  weight for payment pur- 
		  poses for COVID-19  
		  Medicare Part A MS- 
		  DRG admissions.
	 •	 Sequencing instructions  
		  for U07.1 have the poten- 
		  tial to impact DRG assign- 
		  ment and reimbursement, 
		  particularly for mechani- 
		  cally ventilated patients.
• Remdesivir (XW033E5 and XW043E5)
	 •	 Effective August 1, 2020, additional ICD-10-PCS codes  
		  were created to further capture new treatments to com- 
		  bat COVID-19 infections. Notably, this off-schedule  
		  update enabled hospitals to assign codes for the admin- 
		  istration of the experimental anti-viral drug Remdesi- 
		  vir, an eligible New COVID-19 Treatments Add-On  
		  Payment NCTAP (NCTAP). CMS has clarified that for  
		  all discharges beginning on November 2, 2020, en- 
		  hanced payment for eligible inpatient cases involving  
		  NCTAP will be the equal to the lesser of: 
		  •	 65% of the operating outlier threshold for the claim;  
			   OR
		  •	 65% of the amount by which the costs of the case  
			   exceed the standard DRG payment. 
			   •	 For Remdesivir acquired by the provider from the  
				    government at no additional cost to the provider,  
				    the ICD-10-PCS code should still be assigned but a  
				    charge for additional reimbursement should not be  
				    reported.2
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continued from page 15

• Pneumonia due to COVID-19 (J12.82)
	 •	 Effective January 1, 2021, additional ICD-10 diagnoses  
		  codes were created to capture COVID-19 related disease  
		  manifestations. This off-schedule update created a new  
		  ICD-10 diagnosis code J12.82 (Pneumonia due to coro- 
		  navirus disease 2019) to specifically identify pneumonia  
		  due to SARS-CoV-2.  This code replaces previous diag- 
		  nosis code J12.89 (Other viral pneumonia)3.  
	 •	 The new ICD-10 diagnosis J12.82 code holds greater  
		  weight in some All Payer Refined (APR) groupers and  
		  Severity of Illness (SOI) indicators, with the ability to  
		  yield appropriate increased reimbursement to cover in- 
		  creased COVID-19 treatment costs.
• Sepsis in COVID-19 Patients (A41.89)
	 •	 Changes to ICD-10 Coding Guidelines throughout the  
		  2020 and 2021 year rewrote rules and instructions per- 
		  taining to proper code sequencing – resulting in poten- 
		  tial changes in hospital reimbursement.  
	 •	 Recent Coding Clinics from the second quarter of 2020  
		  permit assignment of A41.89 (Other specified sepsis) as  
		  a principal diagnosis if present on admission in CO- 
		  VID-19 patients4.  Further Guideline changes provide  
		  additional instruction on proper sequencing of the new  
		  COVID-19 Pneumonia J12.82 code and other manifes- 
		  tations of COVID-195.  
	 •	 Sepsis sequencing guidelines impact reimbursement of  
		  mechanically ventilated COVID-19 patients. 

	Vent < 96 consecutive hours with Sepsis A41.89  
	 PDX: MS-DRG 871, Weight Factor 1.8682
	Vent > 96 consecutive hours with Sepsis A41.89 
	 PDX: MS-DRG 870, Weight Factor 6.4248
	Vent < 96 consecutive hours with U07.1 PDX: MS 
	 DRG 208, Weight Factor 2.5423
	Vent > 96 consecutive hours with U07.1 PDX: MS 
	 DRG 207, Weight Factor 5.7264

Understanding These Changes
With all these changes, it remains important for revenue 

cycle, coding, CDI, and HIM professionals to understand 
the financial implications of these new off-schedule code 
implementations.

The administration of drugs in an inpatient setting can be 
captured comprehensively with a multitude of ICD-10-PCS 
codes.  It is Health/ROI’s experience that procedure codes for 
drug administration were inconsistently assigned at hospitals even 
prior to the pandemic.  A number of factors can impact a facility’s 
ability to correctly capture and code these new procedures:

•	 Internal hospital policies that limit ICD-10 procedure  
		  coding for drug administration may leave an organi- 
		  zation at risk for under payment, given the unique  

		  nature of COVID-19 and treatment – such as with the  
		  new drug Remdesivir.  

•	 Health/ROI’s experience has shown that DRG editing  
		  software often overlooked these records because they  
		  were not designed to prompt reviewers or CDI  
		  professionals to look for medication administrations.  

•	 When new code sets and guidelines are released outside  
		  of the regular October 1st updates, it is paramount for  
		  HIM staff to be educated in both the application of new  
		  codes and the impact on hospital revenue. 

Outside of MS-DRGs and ICD-10 PCS codes, new 
opportunities arose impacting APR-DRGs and SOI indicators 
that differed from previous instruction.  New ICD-10 diagnosis 
code J12.82 has increased the SOI level under APR Grouper 
Version 34 used by New York and New Jersey. Whereas the 
previously utilized code J12.89 (Other viral pneumonia) 
carried a secondary diagnosis SOI level of 2, the newly created 
code J12.82 for COVID-19 Pneumonia carries an increased 
SOI value of SOI 3 or 4.  This increases the likelihood of an 
overall higher APR-DRG reimbursement to recognize some of 
the increased costs of treating these patients.  

This means hospitals should receive additional reimbursement 
for the same COVID-19 patient with viral pneumonia with the 
same length of stay in 2021 than it did in 2020 if the appropriate 
ICD-10 codes are assigned.  Health/ROI’s experience has found 
that improper assignment of J12.89 instead of J12.82 is an 
issue that continues to persist months beyond the January 1st 
implementation, even at healthcare organizations that utilize 
multiple levels of internal and external DRG validation.  It 
bears repeating that it remains crucial for coders and HIM staff 
to be educated properly on the release of off-schedule code 
additions and their potential implications for the hospital.

Overcoming Remote Work and Technology Barriers
Since early 2020, healthcare organizations have faced re-

duced revenue while navigating the challenges of transitioning 
to a hybrid workforce of remote and in-person staff.  Changes 
in staff engagement and team communication raise a few chief 
concerns:  
	 •	 How do we not only sustain operational functions at a  
		  pre-pandemic level, but communicate efficiently among  
		  and between teams to navigate a rapidly changing  
		  healthcare landscape? 
	 •	 How do we encourage a remote coder or staff member  
		  who first notices a sudden change in SOI level to bring  
		  it to their HIM manager? 

Consistent and open dialogue between HIM, revenue cycle, 
IT, and HIM managers could spell the difference between 
incorrect coding and proper reimbursement.
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How Can You Help to Achieve Accurate Reimbursement?
With the complexity of an evolving pandemic and remote 

work arrangements, there are some strategies to help ensure 
accuracy while supporting staff:

• Open communication.  Keeping lines of communica- 
		  tion open between HIM staff, IT staff, and Revenue  

Cycle remains critical in a new remote-work environ- 
		  ment with frequent changes.

• IT updates.  Keeping coding software, grouper versions,
and coding conventions up-to-date is essential in help- 

		  ing HIM professionals ensure proper 
encoding of records and reimburse- 

		  ment. If implementation of grouper  
		 updates to encoder and billing 

systems lags behind the release of the  
updates themselves, the hospital remains 
vulnerable to leaving unrealized rev- 

		  enue on the table.  
• Continuing education. HIM profes- 

		  sionals must also update their own  
knowledge and application of ICD-10  
guidelines to meet the challenge of  
coding an evolving disease. 

We are at a time when hospitals are 
grappling with overwhelmed ICUs, reduced 
elective procedures, and making ends meet 
despite financial shortfalls.  Support of the 
crucial work and interdependence of the 
HIM, Revenue Cycle, and IT departments 
remains indispensable in fostering the 
sustainability of our hospitals.

About the Authors
Tom Risi, CCS and Nick Altvater, CCS are 
revenue recovery auditors at Health Resources 
Optimization Inc.  Health/ROI specializes in 
DRG verification, denial management, cost 
outlier, transfer methodology, and APC recovery 
for multiple hospitals throughout New Jersey 
and the greater NYC metropolitan area.  Tom 
and Nick can be contacted at trisi@health-roi.
com and naltvater@health-roi.com 
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American Hospital Association 
Releases Its Most Recent Community 
Benefit Report Applicable To 
Tax-Exempt Hospitals

Hayley Shulman

•Focus on Finance•

By Hayley Shulman and Bill Hemmer

A.
Q. What information was released within the 2017 

AHA Community Benefit Report that my hospital 
organization can use for national benchmarking?

Since 2012, the American Hospital Association 
(“AHA”) (with assistance from EY) has published and 
released an annual report summarizing community 

benefits provided by tax-exempt hospitals, as reported on the 
Internal Revenue Service (“IRS”) Form 990, Schedule H. 

In its most recent report released in July 2020, AHA con-
tracted with Guidestar to create a file of all electronically sub-
mitted Schedule H forms reported by tax-exempt hospitals in 
the 2017 tax year. 

According to the AHA 2017 Report, a total of 2,383 Sched-
ule H’s were included, representing 2,764 hospitals in total. 
Together, these tax-exempt hospitals accounted for over $100 
billion in benefits provided to the community during 2017.

Background
Tax-exempt hospitals file a Federal Form 990 annually, 

wherein they report their community benefit activities and as-
sociated estimated costs on Schedule H Part I. The Schedule H 
Part I incorporates the Catholic Health Association (“CHA”) 
general principles for community benefit rules and regulations.

IRS Form 990 Schedule H, Part I; Community Benefit
The AHA report found that hospitals spent an average of 

10.3% of total expenses attributable to community benefit un-
der the IRS definition, commonly referred to as the “commu-
nity benefit percentage”. This information is summarized on 
Schedule H Part I, and includes the expense of providing finan-
cial assistance at cost, subsidizing Medicaid underpayments, 
funding community health improvement services, underwrit-
ing health professions education, funding health research, sub-

sidizing certain health services, 
and making cash/in-kind con-
tributions for community ben-
efit. Note that these expenses 
and resultant percentages are 
reported net of any associated 
offsetting revenue.

This information is further 
broken down within the AHA 
Report by hospital size, loca-
tion, and type. For all catego-
ries, the majority of commu-
nity benefit expense is derived 
from providing financial assistance, subsidizing Medicaid pay-
ments, and the unreimbursed costs from other means-tested 
government programs.

The AHA report also expands beyond the CHA and IRS 
definition of community benefit and provides information 
with respect to “total benefits to the community”. Total ben-
efits to the community include:

•	 Schedule H, Part I (financial assistance and certain other  
	 community benefits); 

•	 Schedule H, Part II (community building activities);  
	 and 

•	 Schedule H, Part III (Medicare shortfall and bad debt  
	 attributable to financial assistance). 

Additionally, the report provides further detail by hospital 
segment (size, location and type). 

Size: Hospitals were then categorized by size (in terms of 
expenses) as follows:

•	 Small hospitals – less than $100 million in total hospital 
	 expenses

Bill Hemmer
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Hospital	 Financial Assistance, 	 Health	 Medical	 Cash And	 Other	 Total Financial
Category	 Unreimbursed Medicaid, 	 Professions	 Research	 In-Kind		  Assistance And
	 Unreimbursed Costs From 	 Education		  Contributions to		  Other Community
	 Means-Tested Government 			   Community Groups		  Benefits	
	 Programs

All Filed 
Schedule Hs	                  6.4%	    1.7%	    0.5%	           0.3%	 1.4%	       10.3%
(2,764 hospitals)	

•	 Medium hospitals – $100 million to $299 million in  
	 total hospital expenses

•	 Large hospitals – more than $300 million in total hospi- 
	 tal expenses

Location: Hospitals were categorized as “Urban/Suburban” 
or “Rural” 

Type: Hospitals were categorized by type as either a Gen-
eral Medical, Children’s, Teaching or Critical Access hospitals. 
Note: a single hospital can be in more than one “type” category.

Hospital	 Financial Assistance, 	 Community	 Medicare	 Bad Debt Expense	 Total Benefits
Category	 And Certain Other 	 Building	 Shortfall	 Attributable to	  to the 
	 Community Benefits 	 Activity		  Financial Assistance	  Community
	  				  
All Filed 
Schedule Hs	               10.3%	 0.1%	    3.1%	            0.3%	      13.8%
(2,764 hospitals)	

Size: 
The data shows that the average total benefits to the community increased with the size of the hospital. Small hospitals in-
curred an average of 11.6% of their total expenses on benefits to the community, medium hospitals incurred an average of 
12.6%, and large hospitals incurred an average of 14.1%. For medium hospitals, this increase was largely attributable to a 
higher Medicare shortfall, whereas, for large hospitals this increase was attributable to an increase in financial assistance and 
other community benefits. 

Total Benefits to the Community
For the 2017 tax year, tax-exempt hospitals on average incurred approximately 13.8% of their total annual expenses on “ben-

efits to the community”, which is comprised of the following:

Location: 
Demographics typically impact a hospital’s community benefit and total benefits to the community. Data from the 2017 report 
showed that total benefits provided to the community for Urban/Suburban hospitals was 3.5% higher than total benefits pro-
vided by Rural hospitals.

Hospital	 Financial Assistance, 	 Community	 Medicare	 Bad Debt Expense	 Total Benefits
Location	 And Certain Other 	 Building	 Shortfall	 Attributable to	  to the 
	 Community Benefits 	 Activity		  Financial Assistance	  Community
	

Rural	 8.0%	 0.1%	 1.4%	 0.6%	 10.1%

Urban/Suburban	 10.4%	 0.1%	 2.8%	 0.4%	 13.6%

Hospital	 Financial Assistance, 	 Community	 Medicare	 Bad Debt Expense	 Total Benefits
Size	 And Certain Other 	 Building	 Shortfall	 Attributable to	  to the 
	 Community Benefits 	 Activity		  Financial Assistance	  Community
	
Small	          8.9%	 0.1%	    1.9%	           0.8%	      11.6%

Medium	          8.8%	 0.1%	    3.2%	           0.5%	      12.6%

Large	         10.9%	 0.1%	    2.8%	           0.3%	      14.1%
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Type: 
The report indicated that Critical Access hospitals incurred an average of 9.7% of their total expenses on benefits to the com-
munity, whereas General Medical hospitals incurred an average of 13.3%, Teaching hospitals incurred an average of 13.6% and 
Children’s hospitals incurred an average of 15.9%. 

Hospital	 Financial Assistance, 	 Community	 Medicare	 Bad Debt Expense	 Total Benefits
Type	 And Certain Other 	 Building	 Shortfall	 Attributable to	  to the 
	 Community Benefits 	 Activity		  Financial Assistance	  Community
	  				  
General Medical	 9.9%	 0.1%	 2.9%	 0.4%	 13.3%

Children’s	 15.5%	 0.1%	 0.2%	 0.1%	 15.9%

Teaching 	 10.7%	 0.1%	 2.5%	 0.3%	 13.6%

Critical Access	 8.3%	 0.1%	 0.8%	 0.6%	 9.7%

Children’s hospitals had a substantially higher percent of 
community benefit expenses when compared to the other hos-
pital types which is typically attributable to a higher rate of 
unreimbursed Medicaid. In addition, the report indicated that 
children’s hospitals spent an average of 2% of their total ex-
penses on medical research, which was higher than any other 
hospital type. 

Bad Debt Expense
The report found that 47% of the 1,931 individual hospital 

Schedule Hs reported bad debt expense attributable to the or-
ganization’s financial assistance policy. A majority of hospitals 
reported that some portion of their bad debt expense would 
qualify as community benefit had the patient completed the 
hospitals’ financial assistance processes and provided the requi-
site financial and other information.

Medicare Surplus and Shortfall
Approximately 71% of hospitals reported having a Medi-

care shortfall on Part III, Section B of Schedule H. This short-
fall, which accounted for 3.1% of hospital expenses in 2017, 
occurs when the Federal government reimburses hospitals at 
less than their costs for treating Medicare patients. 

Community Building Activities
Individual hospitals and systems reported an average of 

0.1% of their total expenses on community building activi-
ties. These activities include, but are not limited to, workforce 
development, environmental improvements, and hospital em-
ployee participation on state Boards of Health, regional health 
departments, neighborhood community relations committees, 
and with university and other school partnerships.

Conclusion
The AHA’s 2017 Schedule H report is a useful resource 

available to all hospitals which can be used to benchmark and 
compare a hospital to national averages. While this report al-
lows for quick comparisons, it is important to note that each 
hospital has a different set of facts and circumstances to con-
sider, including size, location and hospital type, which can af-
fect its community benefit percentage in relation to its peers. 

The IRS, Department of Health, state and local regulators 
as well as the general public all utilize Guidestar and other 
publicly available information to review total benefits provid-
ed to the community by hospital organizations. In addition, 
throughout the COVID-19 pandemic and prospectively, com-
munity benefit, hospital operations/activities, and reporting 
transparency will continue to be important areas of focus for 
everyone associated with a hospital’s Form 990, Schedule H.

Current year Form 990 Schedule H planning consider-
ations

Properly identifying and quantifying all of a tax-exempt 
hospital’s community benefit activities and programs remains 
critically important today for Federal, state, and local tax-ex-
emption purposes. Withum recommends the following on at 
least an annual basis:

 1.	Form an internal Form 990 Schedule H community  
	 benefit working group

 2.	Compare and benchmark your tax-exempt hospital’s  
	 community benefit to the AHA report nationally

 3.	Compare and benchmark your tax-exempt hospital to  
	 its state and local tax-exempt hospital peer group

 4.	Communicate your respective hospital’s Schedule H  
	 community benefit information and benchmarks to  
	 your board, audit committee, and members of senior  
	 management

 5.	Communicate your community benefit information to  
	 the general public, including consideration of preparing  
	 and posting a community benefit report on your website

Moreover, year 2020 was unprecedented due to COVID- 
19; we recommend that hospital organizations identify and 
capture all additional community benefit activities and pro-
grams and related costs associated with the COVID-19 pan-
demic. While additional guidance is forthcoming, please refer 
to Withum’s COVID-19 and Schedule H community benefit 
update, which highlights the preliminary general guidance re-
leased by the CHA for reporting community benefits related 
to COVID-19. Lastly, start planning early, as experience shows 
Schedule H community benefit programs and reported costs 
are typically higher with advanced planning and preparation.

For more information on this topic, please contact a mem-
ber of Withum’s Healthcare Services Group.

continued from page 7
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COVID-19’s Impact on 
Hospitals Is More Than 
Financial as Volume 
Reductions Continue

by Roger Sarao

Roger Sarao

The number of patients going to New Jersey hospitals for 
care or procedures continues to be dramatically below pre-
pandemic levels. Significant decreases in patient activity are 
present across all settings, raising concerns about the potential 
impact on residents’ health and the financial and operational 
challenges for hospitals and other healthcare providers as an 
anticipated post- COVID rebound remains uncertain.

This bulletin examines hospital data through the third quar-
ter of 2020, ending Sept. 30, 2020. It continues a quarterly 
review of hospital utilization and financial data first provided 
last October by NJHA’s Center for Health Analytics, Research 
& Transformation (CHART).

The 2020 third-quarter data shows the pandemic’s deep, 
sustained impact on hospitals when compared to the same 
time frame in 2019, before COVID-19 sparked the greatest 
public health threat in a century. The data reveals:

•	 Hospital emergency department cases plummeted 27  
	 percent.

•	 Outpatient visits dropped by 20 percent.
•	 Inpatient admissions decreased 9.6 percent.
•	 Total expenses jumped 10 percent.
•	 Patient revenues and average operating margins de- 

	 clined.
•	 The percent of hospitals posting operating losses nearly  

	 doubled.

These findings show the continuing effect of COVID-19 
on hospital finances and patient volumes. Relief aid from fed-
eral legislation such as the Coronavirus Aid, Relief, and Eco-
nomic Security (CARES) Act to hospitals in New Jersey and 
throughout the nation has not erased the financial strain as 
hospitals continue to care for patients and play a leading role 
in vaccinating their staffs and communities.

Of the $175 billion of Provider Relief Fund payments ap-
propriated by the CARES Act, roughly $103 billion has already 
been paid to more than 400,000 hospitals, nursing homes, clin-
ics and other healthcare providers throughout the nation. Ac-
cording to federal data updated through Jan. 27, 2021, nearly 
16,500. New Jersey providers have collectively received $4.3 
billion in Provider Relief Fund payments.

Despite this short-term federal relief, as of Sept. 30, 2020, the 
proportion of New Jersey hospitals operating “in the red” (with 
net revenues insufficient to cover operating expenses) was 41 per-
cent – nearly twice the percentage just one year ago (22 percent).

Volume Indicators
The ongoing reduc-

tions in patient volumes 
across all settings – in-
patient admissions, out-
patient visits and emer-
gency department visits –  
compared with pre- 
COVID-19 levels, con-
tinue to adversely impact 
the fiscal health of the 
state’s hospitals.

With inpatient ad-
missions accounting for 
more than half of all pa-

tient revenues, even a modest reduction in volume can wreak 
havoc on hospital budgets. Through the third quarter of 2020, 
inpatient admissions were 9.6 percent lower than admissions 
through the same period in 2019. The falloff in outpatient 
visits was even greater over the same period, declining 20.2 
percent in 2020 compared to 2019.

COVID-19’s Impact on Hospitals Is More Than Financial as 
Volume Reductions Continue 

By Roger Sarao 

The number of patients going to New Jersey hospitals for care or procedures continues to be dramatically below 
pre-pandemic levels. Significant decreases in patient activity are present across all settings, raising concerns about 
the potential impact on residents’ health and the financial and operational challenges for hospitals and other 
healthcare providers as an anticipated post- COVID rebound remains uncertain. 

This bulletin examines hospital data through the third quarter of 2020, ending Sept. 30, 2020. It continues a 
quarterly review of hospital utilization and financial data first provided last October by NJHA’s Center for Health 
Analytics, Research & Transformation (CHART). 

The 2020 third-quarter data shows the pandemic’s deep, sustained impact on hospitals when compared to the 
same time frame in 2019, before COVID-19 sparked the greatest public health threat in a century. The data reveals: 

 Hospital emergency department cases plummeted 27 percent. 
 Outpatient visits dropped by 20 percent. 
 Inpatient admissions decreased 9.6 percent. 
 Total expenses jumped 10 percent. 
 Patient revenues and average operating margins declined. 
 The percent of hospitals posting operating losses nearly doubled. 

These findings show the continuing effect of COVID-19 on hospital finances and patient volumes. Relief aid from 
federal legislation such as the Coronavirus Aid, Relief, and Economic Security (CARES) Act to hospitals in New 
Jersey and throughout the nation has not erased the financial strain as hospitals continue to care for patients and 
play a leading role in vaccinating their staffs and communities. 

Of the $175 billion of Provider Relief Fund payments appropriated by the CARES Act, roughly $103 billion has
already been paid to more than 400,000 hospitals, nursing homes, clinics and other healthcare providers 
throughout the nation. According to federal data updated through Jan. 27, 2021, nearly 16,500. New Jersey 
providers have collectively received $4.3 billion in Provider Relief Fund payments. 
Despite this short-term federal relief, as of Sept. 30, 2020, the proportion of New Jersey hospitals operating “in the 
red” (with net revenues insufficient to cover operating expenses) was 41 percent – nearly twice the percentage just 

one year ago (22 percent). 

Volume Indicators 

The ongoing reductions in patient volumes across all settings 
– inpatient admissions, outpatient visits and emergency 
department visits –compared with pre-COVID-19 levels, 
continue to adversely impact the fiscal health of the state’s
hospitals. 

With inpatient admissions accounting for more than half of all 
patient revenues, even a modest reduction in volume can 
wreak havoc on hospital budgets. Through the third quarter of 
2020, inpatient admissions   were 
9.6 percent lower than admissions through the same period in 
2019. The falloff in outpatient visits was even greater over the 
same period, declining 20.2 percent in 2020 compared to 
2019.

The most dramatic reductions in volume, however, were seen 
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The most dramatic reductions in volume, however, were 
seen in the emergency department setting. Through Sept. 30, 
year- to-date  emergency  department  visits were 27.3 percent 
lower in 2020 than last year. These figures exclude visits that 
resulted in the patient being admitted to the hospital, as such 
patients are captured in the inpatient totals.

Financial Performance
A hospital’s fiscal performance is inextricably linked to patient 

volumes. To better understand the industry’s overall financial sta-
tus, this analysis first examined revenues and expenses indepen-
dently. Comparisons to historical levels were made by calculating 
the average amount of expenses incurred – and net patient ser-
vice revenue (NPSR) received – for all services provided to pa-
tients across any setting. The resulting “per adjusted admissions” 
metrics were then adjusted for case mix intensity (CMI) – the 
average severity of all patients treated at each hospital.

For the pre-COVID period year-to-date Sept. 30, 2019, the 
statewide average total expenses per adjusted admission, after 
adjusting for case mix, was $11,298. One year later, after more 
than six months of costly pandemic response activity across 
the state, average hospital expenses increased 10 percent, to 
$12,413 per adjusted admission.

While less extreme, the change in average revenues con-
tinued the downward trend observed earlier in the year. The 
nine- month average for total NPSR per adjusted admission 
was $10,899 in 2019 (also adjusted for case mix). By Sept. 30, 
2020, statewide revenues fell to $10,613 (a decrease of 2.6 per-
cent compared to 2019).

This increase in expenses, coupled with a decrease in rev-
enues, is reflected in the statewide average operating margin. 
Through three-quarters of 2020, the average margin for New 
Jersey hospitals was 1.6 percent, less than half of the 3.6 per-
cent average margin one year earlier. Similarly, the percent of 
hospitals ending the period with a negative margin, or “in the 
red,” nearly doubled – from 22 percent in Q3 2019 to 41 per-
cent in Q3 2020.

This real decline in average operating margin persisted de-
spite the influx of federal relief received through the Provider 
Relief Fund provisions of the CARES Act. According to the 
American Hospital Association, this funding falls far short of 
covering hospitals’ losses. As noted above, hospitals and other 
providers have received only a little over half (59  percent) of 
total relief funds available under the Act. Without the Provider 
Relief Fund payments already allocated to New Jersey hospi-
tals, the 2020 statewide average operating margin would be 
even lower.

Update on Elective Procedures
The ongoing declines in patient volume across all hospi-

tal settings as of Sept. 30, 2020, continue to raise concerns 
about residents avoiding or delaying visits to their community 
hospital for certain healthcare services during the pandemic. 
In the mid-year report, CHART reviewed claims-level data 
for six common inpatient elective procedures (Bariatric Sleeve 
Gastrectomy, Pacemaker Insertion, Spinal Fusion, Right Knee 
Replacement, Left Knee Replacement, and Hernia Repair) 
performed both during and immediately after the two months 
the statewide ban on electives was in effect.

1

As expected, the volume for these selected procedures in the 
two months (June and July) immediately following the ban 
increased from the two months the ban was in place (April 
and May). However, when compared to the same months from 
one year earlier, it was clear that fewer procedures were being 
scheduled and performed in 2020.

In an updated analysis, CHART reviewed the claims data 
for the same six inpatient elective procedures for the five-month 
period following the rescinding of the ban (June through Octo-
ber 2020) compared to the same months in 2019. The results 
reaffirm the initial findings: While more electives are being 
performed than during the state-mandated ban, the number 
of procedures is substantially less than that from one year ago.

As shown in the graph above, volume for the inpatient 
elective procedures included in the study began to rebound 
in June – the first full month after the ban was lifted on May 
26, 2020 – yet lagged behind 2019 levels by approximately 17 
percent. In July the gap had closed to within 11 percent of prior 
year volume. But August and September saw a return to June 
levels, with 2020 monthly volumes at just 83 percent and 84 
percent, respectively, of 2019 levels. It should be noted that 
the apparent decline in October activity may be overstated as a 
result of the inherent lag between the date of service for a given 
procedure and the date the claim for that service is reflected 
in the statewide hospital dataset. Nonetheless, it appears that 
a full rebound to historical levels of elective volume may be 
months away.

An alternate takeaway from these ongoing volume reduc-
tions in inpatient elective procedures – and more globally in 
overall admissions, outpatient visits and emergency department 
activity – is that hospital patient visits may not return to pre-
COVID levels for the remainder of year. The possibility that 
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As shown in the graph above, volume for the inpatient elective procedures included in the study began to 
rebound in June – the first full month after the ban was lifted on May 26, 2020 – yet lagged behind 2019 
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percent, respectively, of 2019 levels. It should be noted that the apparent decline in October activity may be 
overstated as a result of the inherent lag between the date of service for a given procedure and the date the 
claim for that service is reflected in the statewide hospital dataset. Nonetheless, it appears that a full 
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An alternate takeaway from these ongoing volume reductions in inpatient elective procedures – and more 
globally in overall admissions, outpatient visits and emergency department activity – is that hospital patient 
visits may not return to pre-COVID levels for the remainder of year. The possibility that the low volume 
levels currently presenting at New Jersey hospitals become the new “volume baseline” for 2021 must be 
considered. In fact, such a conclusion was reached by TransUnion Healthcare in a new study published 
last month. Based on data from more than 500 hospitals nationwide, the analysis found that inpatient 
admissions from June through December 2020 were down 7 percent compared to the same period in 
2019, and emergency department visits were down 22 percent. These reductions are not dissimilar to the 
experience of New Jersey hospitals as discussed in this report. 
 
The national study predicts that hospitals will likely see continued volatility in patient visit volumes over the 
next 12 months. Hospitals in New Jersey have already begun the process of adapting to treating fewer 
patients during the COVID-19 pandemic. Based on the recent statewide and national data, continued 
contingency planning throughout 2021 in anticipation of extended volume reductions should be considered. 
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Research & Transformation (CHART) at the New Jersey Hospital Association. CHART was launched in 
August 2018 to provide healthcare stakeholders, policy experts and the community at large insightful 
data analytics and predictive modeling to address some of the state’s greatest healthcare 
challenges. Mr. Sarao also serves as an ex-officio member on the Board of Directors of the New Jersey 
Chapter of the Healthcare Financial Management Association. He can be reached at rsarao@njha.com. 
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the low volume levels currently presenting at New Jersey hospi-
tals become the new “volume baseline” for 2021 must be con-
sidered. In fact, such a conclusion was reached by TransUnion 
Healthcare in a new study published last month. Based on data 
from more than 500 hospitals nationwide, the analysis found 
that inpatient admissions from June through December 2020 
were down 7 percent compared to the same period in 2019, 
and emergency department visits were down 22 percent. These 
reductions are not dissimilar to the experience of New Jersey 
hospitals as discussed in this report.

The national study predicts that hospitals will likely see 
continued volatility in patient visit volumes over the next 12 
months. Hospitals in New Jersey have already begun the process 
of adapting to treating fewer patients during the COVID-19 
pandemic. Based on the recent statewide and national data, con-
tinued contingency planning throughout 2021 in anticipation 
of extended volume reductions should be considered.

About the author
Roger Sarao is the Vice President of Health Economics & Policy 
for the Center for Health Analytics, Research & Transformation 

(CHART) at the New Jersey Hospital Association. CHART was 
launched in August 2018 to provide healthcare stakeholders, policy 
experts and the community at large insightful data analytics and 
predictive modeling to address some of the state’s greatest healthcare 
challenges. Mr. Sarao also serves as an ex-officio member on the Board 
of Directors of the New Jersey Chapter of the Healthcare Financial 
Management Association. He can be reached at rsarao@njha.com. 

Footnote
1Gov. Murphy’s Executive Order 109, which called for a sus-
pension of medical and dental “elective” procedures during the 
COVID-19 response, was in effect from March 27 through 
May 26, 2020. In order to simplify the discussion about vol-
ume trends, CHART considered the months of April and May 
2020 in their entirety to represent the two-month period the 
ban was in effect, even though it began in late March and 
ended in late May. The order defined an elective procedure as 
“any surgery or invasive procedure that can be delayed without 
undue risk to the current or future health of the patient as de-
termined by the patient’s treating physician or dentist.

cure for the common business
How do you elevate your healthcare business beyond ordinary performance? By achieving 
an uncommon, optimal balance of quality patient care and efficient business operations. Let 
Withum help. Offering a goal-oriented approach backed by expertise, efficiency and innovation, 
our Withum Wellness program can help you achieve peak fitness and a healthier bottom line.

Visit withum.com/heathcare to learn more about our Healthcare Services. 
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"As New Jersey enters the second year of pandemic, a new report from the New Jersey Hospital Association shows the life-
saving outcomes of New Jersey hospitals: More than 66,000 lives saved among patients with severe COVID disease who were 
discharged successfully, including 7,000 projected deaths averted as hospitals improved treatment and outcomes to reduce 
COVID mortality. The following graphs show the improved outcomes as N.J. hospitals bent the mortality curve. For more 
findings and data, go to http://www.njha.com/chart/special/pandemic/."

Loss, Lessons, Lives Saved

http://www.njha.com/chart/special/pandemic/
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An Overview of the 
Corporate Transparency Act

by Megan R. George, Esq.

Megan R. George
The Corporate Transparency Act (CTA), a segment of the 

larger National Defense Authorization Act for Fiscal Year 2021, 
was enacted into law on January 1, 2021. The legislative intent 
of the CTA is to combat money laundering through enhanced 
reporting requirements to the U.S. Department of Treasury’s 
Financial Crimes Enforcement Network (FinCEN).

The CTA applies to corporations, limited liability companies 
and “other similar entities” formed within any state or territory 
of the U.S., or in foreign entities that are registered to do busi-
ness in the U.S. (Reporting Companies). Certain entities are 
not considered Reporting Companies for purposes of the CTA, 
including (i) entities that are closely regulated (i.e., banks); (ii) 
publicly traded companies; (iii) dormant entities; (iv) tax exempt 
entities; (v) entities owned or controlled by an entity that is ex-
empt; and (vi) taxable entities that (a) have more than 20 full 
time U.S-based employees (b) have a physical office in the U.S., 
and (c) have more than $5 million in gross receipts or sales.

Reporting Companies are required to disclose their benefi-
cial owners to FinCEN via a beneficial ownership statement. 
A beneficial owner is defined in the CTA as an individual who 
directly or indirectly “exercises substantial control over the en-
tity” or “owns or controls not less than twenty-five percent of 
the ownership interests of the entity.”

The U.S. Department of Treasury will adopt regulations to 
correspond with the CTA. These regulations will likely contain 
information regarding how to measure ownership and deter-
mine who is in control of the Reporting Company. Regulations 
are also expected to address multi-tiered companies, related par-
ties, and whether those acting as agents on behalf of the Report-
ing Company will be required to disclose. It is anticipated that 
the regulations will also contain rules regarding supplemental 
reporting for a change in ownership or changes in control.

The information that must be disclosed to FinCEN through 
the beneficial ownership statement is as follows:

•	 Full legal name of each beneficial owner
•	 Current residential or business street address of each  
	 beneficial owner
•	 The beneficial owner or owners’ date of birth
•	 The beneficial owner or owners’ identification number  
	 in the form of either a driver’s license number or pass- 
	 port number

The beneficial ownership 
statements submitted to Fin-
CEN are not publicly available 
and are to be accessible only to the government for national 
security, law enforcement, and intelligence purposes. Upon 
receiving consent from the Reporting Company, financial in-
stitutions may be permitted to access the beneficial ownership 
statements of a customer to facilitate compliance with the fi-
nancial institution’s customer due diligence requirements.

Under the CTA, Reporting Companies that are formed on 
or after the date that the regulations are adopted will be re-
quired to submit a beneficial ownership statement upon for-
mation. Reporting Companies that were in existence prior to 
the issuance of final regulations will have two years from the 
issuance of final regulations to submit a beneficial ownership 
statement to FinCEN.

The CTA imposes financial penalties for Reporting Com-
panies that intentionally fail to comply with the requirements 
of the CTA, including the filing of false information. Parties 
who violate the requirements of the CTA are also subject to 
imprisonment. The CTA provides a safe harbor for those who 
submit incorrect information so long as such person can prove 
that (i) they had no knowledge of the inaccuracy; (ii) they were 
not knowingly trying to evade the requirements for the CTA; 
and (iii) the information is corrected within 90 days of the 
initial filing.

The CTA is likely to take effect in early 2022, following 
the adoption of the Treasury Department’s corresponding 
regulations. Companies should familiarize themselves with the 
reporting requirements in order to appropriately prepare for 
compliance in a timely fashion.  

About the Author
Megan R. George is Counsel in the Healthcare and Corporate De-
partments at Greenbaum, Rowe, Smith & Davis LLP.  She con-
centrates her practice in the field of healthcare law and represents 
clients on healthcare transactional matters and advises on health-
care regulatory matters and on general healthcare matters. She can 
be reached by email at mgeorge@greenbaumlaw.com. 
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Danielle Stewart
CarePoint Health
Director HIM
danny9652@gmail.com

Bill Hemmer
WithumSmith+Brown, PC
Tax Staff Accountant	
(973) 602-7650
bhemmer@withum.com

Abisola Ibikunle
ibikunla@kean.edu

Annmarie Russo
annmarie.russo@student.ashford.edu

Kevin Willis	
kevin.willis3@student.ashford.edu

Lawrence Schojer-Butler
Ensemble Health Partners
Patient Access Representative
lawrence.butler@ensemblehp.com

Todd Van Meter
Accuity Delivery Systems, LLC
CEO
todd.vanmeter@accds.com

Stephanie Maresca
WithumSmith+Brown
Senior Manager
smaresca@withum.com

Rita Crotty
rita.crotty@student.ashford.edu

Chrissy Weniger
Newark Beth Israel Medical Center
Quality Assurance Lead Analyst
(732) 610-2381
christine.weniger@rwjbh.org

Gavin Minore
CT Supervisor
gavin.minore@student.ashford.edu

Andre Coard
Children's Hospital of Philadelphia
340B Coordinator
andrecoard@gmail.com

Arthur Kostanian
Kostanian
Manager
akostan@me.com

Daisy Velasquez
daisy.velasquez@student.ashford.edu

Edgardo Figueroa, CRCR
PF Concepts
Project Manager
v_pfc_ef@sjhmc.org

Michael Brako Bismarck
New York City Department of Education
Deputy Executive Director
mkbismarck@gmail.com

Lynn Dolly
Wakefield & Associates
Director, Analytics
lynn.dolly@wakeassoc.com

John Palusci
BAYADA Home Health Care
Division Director of Corporate Development and 
Strategic Finance
jpalusci@bayada.com

Melody Jankowski
melodyjankowski@knights.ucf.edu

Cris Hartigan
Atlas Health
SVP, Sales
cris.hartigan@atlas.health

Yvonne Montone
Summit medical group
City MD
Patient Access Supervisor		
ymon0301@gmail.com

Keisha Gray-Brown
keisha.graybrown@student.ashford.edu

Karina Checo
New Bridge Medical Center
Director of Patient Financial Services
karina.checo@gmail.com

Christina Karamchand, CRCR
Hackensack University Medical Center
Manager- Third Party Follow up		
christina.roop@hmhn.org

Branden Halter
Inspira Health Network
Senior Financial Analyst
halterb@ihn.org

Kelly Pierce
kellypierce@kings.edu

Catherine Lebron
Capital Health
auditor
(609) 672-6779
catherinelebron@studentpurdueglobal.edu

Erica Vigilante
erica.vigilante@student.ashford.edu

Suzanne Cinquemani
Nurse Manager
suzanne.cinquemani@student.ashford.edu

Amanda Vera
Trinity Health
Billing and Follow-up Representative II
amanda.vera@trinity-health.org
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Virtual Care - 
Telehealth Before and 
After Covid-19

by Michael McLafferty CPA, MBA, FACHE, FHFMA, FACMPE Michael McLafferty

Virtual care is a broad term that encompasses all the ways 
healthcare providers remotely interact with their patients. In 
addition to treating patients via telemedicine, providers may 
use live video, audio, and instant messaging to communicate 
with their patients remotely.5

The Health Resources Services Administration (HRSA) de-
fines telehealth as the use of electronic information and tele-
communications technologies to support long-distance clinical 
health care, patient and professional health-related education, 
public health and health administration. Telehealth is different 
from telemedicine in that it refers to a broader scope of remote 
health care services than telemedicine. Telemedicine refers spe-
cifically to remote clinical services, while telehealth can refer to 
remote non-clinical services.5

Telehealth before COVID-19 was limited in its originating 
sites, services offered and low reimbursement. The combina-
tion of reduced access, few service offerings and low payment 
severely limited the use of telehealth as a medical option for 
most patients.

Telehealth initiatives provided a platform to combat the 
shortcomings of cost, quality, and access ingrained in American 
health care. The breadth of telehealth services includes remote 
clinical health care, patient and professional health-related ed-
ucation, public health, and health administration via electron-
ic information and telecommunication technologies. Health-care 
delivery services are also integrating artificial intelligence (AI) sys-
tems into the suite of telehealth services, as both doctors and 
patients move from solely remote patient monitoring for con-
tinuous recording of vital signs to real-time alerts from a pa-
tient sensor when there is a deteriorating change in condition.1 

During January–March 2020, most telehealth patients 
(93%) sought care for conditions other than COVID-19. 
However, the proportion of COVID-19–related encounters 
grew (from 5.5% to 16.2%) during the last 3 weeks of March, 
when an increasing number of visits included mention of 
COVID-19 in the “reason for visit” field. In addition, 69% 

of patients who had a telehealth encounter during the early 
pandemic period in 2020 were managed at home, with 26% 
advised to seek follow-up from their primary care provider as 
needed or, if their condition worsened or did not improve, 
1.5% were advised to seek care in an ED, and 3% were referred 
to an urgent care setting.4

A better understanding of the details for current telehealth 
coverage during the Public Health Emergency (PHE) can be 
seen in the following Before vs. After COVID-19 CMS Origi-
nal Medicare Fee for Service analysis: 
(1) Who has access?

a)	 Before COVD-19 – Patients had to be in a remote or ru-
ral coverage area. In 2018, only about 21.5% of original 
Medicare beneficiaries resided in rural areas (7.8 Million).

b)	 After COVID-19 – There are no restriction on coverage 
area. Now all 36 million* Original Medicare beneficia-
ries have access to the service.

(2) Can providers see patients from their homes?
a)	 Before COVD-19 – Providers must be located in a Medi-

care eligible place of service, such as a clinic or hospital.
b)	 After COVD-19 – There are no restrictions on practi-

tioners furnishing telehealth services from their home.
(3) What services can you furnish via telehealth?

a)	 Before COVD-19 – A limited number of services was 
approved to be delivered via telehealth with real-time 
audio and video.

b)	 After COVID-19 – CMS has rapidly expanded the list 
of services that are temporarily allowable during the 
PHE. CMS is also allowing some services to be delivered 
via audio-only. A complete list of allowable telehealth 
and audio-only services is available on the CMS website.

(4) Are there technology restrictions?
a)	 Before COVD-19 – Technology was required to be 

HIPAA compliant interactive audio and video telecom-
munications system that permits real-time communication 
between provider at the distant site, and the beneficiary at 
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the originating site. These technologies often required high 
up-front investment in platforms and hardware.

b)	 After COVID-19 – HIPAA regulations are not being en-
forced, which opens up a variety of apps and technologies 
that could be utilized while getting started in telehealth. 
The platform must support real-time audio and video, 
such as FaceTime, WhatsApp, and Facebook Messenger.

(5) Do patients have to pay for telehealth services?
a)	 Before COVD-19 – Cost sharing (deductible and co-

insurance) applies for originating site fee and distant site 
services.

b)	 Healthcare providers now have the option to reduce or 
waive all cost sharing for telehealth visits provided under 
Medicare.

(6) Can patients receive telehealth services in their home?
a)	 Before COVID-19 – The offices of physicians and/or 

practitioners; a Hospital or a Critical Access Hospital 
(CAH); Rural Health Clinic (RHC) or Federally Quali-
fied Health Clinic (FQHC); Hospital-based or CAH-
based Renal Dialysis Centers (including satellites); 
Skilled Nursing Facility (SNF); and Community Mental 
Health Centers (CMHC).

b)	 After COVID-19 – CMS has waived restrictions on 
originating sites. Now, the patient can receive services in 
their own home.

(7) Do patients have to be established with a provider?
a)	 Before COVID-19 – Only patients who had already es-

tablished a relationship with the provider could receive 
a telehealth visit.

b)	 After COVID-19 – New and established patients can be 
seen via telehealth.

(8) Do physicians and NPPs have to be licensed in every state?
a)	 Before COVID-19 – Providers had to be licensed in the 

state where they are located at the time of service as well 
as the state where the patient is physically located.

b)	 After COVID-19 – Medicare and Medicaid are tem-
porarily waiving the requirement for providers to be li-
censed in the state where the patient is located, as long 
as they are appropriately licensed in another state. How-
ever, state restrictions may apply.

(9) Can RHCs/FQHCs Be the distant site?
a)	 Before COVID-19 – RHCs and FQHCs can only serve 

as Originating Site.
b)	 After COVID-19 – RHCs and FQHCs may be the dis-

tant site for telehealth visits. Practitioners may also fur-
nish telehealth services from their homes.2

The COVID-19 pandemic propelled patients and physi-
cians to quickly adopt telehealth and going forward the vir-
tual visits could potentially account for $250 billion, or about 
20%, of what Medicare, Medicaid and commercial insurers 
spend on outpatient, office and home health visits, according 

to a new Mckinsey and Company report. Before COVID-19 
shut down the United States, telehealth accounted for an esti-
mated $3 billion.3

Physicians and other health professionals are now seeing 50 
to 175 times the number of patients via telehealth than they 
did before the pandemic. The report notes that 46% of pa-
tients are now using telehealth to replace canceled in-person 
visits, up from the just 11% of patients who used telehealth 
in 2019.3

The study identified five models for virtual or virtually en-
abled nonacute care: on-demand virtual urgent care, virtual of-
fice visits, near-virtual office visits, virtual home health services 
and tech-enabled home medication administration.
By shifting this care to telehealth, the authors estimated that:

•	 20% of all emergency room visits could be avoided.
•	 24% of health care office visits and outpatient volume  
	 could be delivered virtually and an additional 9% deliv- 
	 ered “near-virtually.”
•	 35% of regular home health attendant services could be  
	 virtualized.
•	 2% of all outpatient volume could be shifted to the  
	 home setting, with tech-enabled medical administration.3

Physicians need to be concerned about security, workflow inte-
gration, the future for telehealth reimbursement and effectiveness 
of telehealth visits compared to in-person visits. Patients will need 
to be educated as to the availability and the value of telehealth 
treatment. Without the constant reminder of a virtual service of-
fering, telehealth visits may not continue to grow and provide 
patients with another option to be serviced by the physician.

References
1Removing Regulatory Barriers to Telehealth before and after CO-
VID-19, Nicole Turner Lee, Jack Karsten, Jorden Roberts, John Lock 
Foundation, May 2020
2Telehealth Before and After COVID-19, Telehealth in Original 
Medicare Fee for Service, Showalter, G., Leonard, A., Findley, J. 
(Eds), May 7, 2020
3After COVID-19, $250 Billion in Care Could Shift to Telehealth, 
Tanya Albert Henry, American Medical Association, June 18, 2020
4Trends in the Use of Telehealth During the Emergence of the CO-
VID-19 Pandemic, Koonin LM, Hoots B, Tsang CA, et al, MMWR 
MORB Mortal Weekly, January – March 2020
5Telemedicine vs. Virtual Care: Defining the Difference, Teledoc 
Health, Forum 2020
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Resilience is a 
Daily Habit

by Wendell White

Wendell WhiteThe phrase “resilience is a habit” came to me a couple weeks 
ago while cold temperatures blanketed the southern United 
States, millions were without power and clean water on top of 
the already devastating impacts of the pandemic. The grim dai-
ly toll of new hospitalizations and deaths with accompanying 
suffering and grief, the physical separation, the economic toll of 
shuttered businesses and jobs, leaving millions in housing and 
food insecurity, felt especially overwhelming at that moment. 

While our individual experiences have been different, we 
have all experienced some disruption, separation, and setbacks, 
during this past year. Many are grieving losses. Worldwide pan-
demics are thankfully rare, but each of us, each of the people 
you lead or work with, can have “pandemic level” challenges in 
their lives in “normal” times. Other more “normal” life chal-
lenges meet us daily, requiring emotional resilience to maintain 
our equilibrium. Emotional resilience-challenging episodes 

can originate in our personal 
or public spheres, but often 
spill over.     

Though the literal definition of resilience emphasizes ac-
quired strength through flexibility, give, and elasticity, we fre-
quently misapply the concept of resilience. Equating resilience 
with stoicism in the face of extraordinary challenges or a short 
downtime with a hyper focus on the snapback is embedded in 
our culture. Check the Google images for resilience. Even in 
our workplace policies, for example, the three-days allocated 
for grief and only for immediate family, are emblematic of this 
concept. I understand the need for timekeeping policies, but 
time blocking grief helps to create an expectation that it’s not 
OK to require more time.  It also can be an awkward conversa-
tion for leaders to have with team members who are struggling.    

The true essence of resilience is to repeatedly rebound from 
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setbacks. Consider more of the synonyms for resilience: flex-
ibility, pliability, suppleness, plasticity, and elasticity. Resil-
ience’s definition parallels physical flexibility and like physical 
flexibility, requires repeated practices or habit. We achieve that 
emotional flexibility by repeating the good practices you have 
likely heard of for achieving balance.  

•	 Make regular time for yourself
•	 Choose or form an intimate community of friends and  

	 stay connected
•	 Embrace physical and mental health
•	 Find or reignite a passion 

While these good practices are well known, we fail in 
achieving them due to unreasonable expectations to make 
wholesale changes. Making time for yourself does not have to 
be an elaborate spa day, it could be as simple as a 10-minute 
meditation before bed or 10 minutes driveway decompres-
sion before entering your home. Physical health can start with 
committing to a 15-minute walk at lunch three days per week. 
We cannot successfully execute these habits at once. We must 
layer them over time. Build resilience habits into systems (e.g., 
with calendar appointments and checklists) until they become 
a part of who we are. And, when we drift from doing them, we 
should be gentle with ourselves and start again.

Leadership in the workplace is critical in this area as well. 
One of the ways leaders make a difference is by normalizing 
team members not feeling 10 out of 10 every day. Taking 
physical and emotional pulse checks at the beginning of your 

one-on-one meetings or small group meetings can be helpful. 
Leaders can gauge well-being through conversation or using a 
symbol or a score, like the pain scales or mental health scales 
we are familiar with from clinical encounters.

Some leaders shy away from this because they fear learning 
about something they cannot fix, or perhaps they don’t believe its 
pertinent to the workplace. Pulse checks do not mean you have 
to solve the challenges or learn the details, but by asking, you 
begin to make it normal for them to communicate their chal-
lenges and by doing so, make it normal to address them. Leaders 
and colleagues can express empathy or compassion and/or direct 
them to resources and/or encourage them to take a break.  

Finally, while small bursts of regular breaks for yourself are 
an essential habit, we all ultimately need a clean break. Many of 
us haven’t taken any meaningful time to recharge since March 
2020. Your time away may not be the milestone birthday trip 
you envisioned before the pandemic or the large family gather-
ing at the beach but take some time anyway. The waiting for 
things to be normal could be making you emotionally tight. 
Your team and your colleagues need your full emotional resil-
ience in this time, perhaps now more than ever.  

About the author:
Wendell White and HealthRev Advisors create high performing lead-
ers and teams that allow their clients to maximize revenue cycle value. 
Wendell is an innovator, speaker and principal for HealthRev Advi-
sors, LLC. He lives in Richmond, VA.

•Certification Corner•
		  News from the National: 

	 HFMA’s Digital Creden-
tial Provider Launches 

New Branding: 
Credly
HFMA works hard to 

provide you with all the tools 
for career success that we possi-

bly can. That’s one reason we issue 
digital credentials to recognize your 

certification and course completions. On 
	 March 31, 2021, HFMA’s digital creden-

tial provider, Credly, launched a new visual experience on the 
platform currently known as Acclaim. This is the final step in 
merging the two brands.  As part of that experience, the Ac-
claim name, logo, and URL has been replaced by Credly.  

No action is required on your part, and the way you use the 
platform won’t change. The one change you will see is that badge 
notification emails that used to come from @youracclaim.com 

will now come from @credly.com. The Credly team is looking 
forward to sharing their new brand with members, and we look 
forward to continuing to provide you with digital credentials 
that support your professional goals. 

Email careerservices@hfma.org with any questions.

HFMA has a new online learning platform
Have you been to HFMA’s learning platform recently? If 

not, go to hfma.org and check it out! Press My eLearning at the 
top of the page to browse the web - the user interface has been 
improved, with better course organization and navigation. 
Browse the latest course catalog, which is organized by subject 
type; the revised framework tailors learning paths and courses 
to your preferences. With your HFMA all-access membership, 
you’ll have access to all of the online courses!

Answers to many of your questions, and tips on how to nav-
igate can be found in the Online Learning Platform FAQs. You 
can also email inquiry@hfma.org. For all questions regarding 
certification, contact Amina Razanica, arazanica@njha.com.

HAVE
YOU

HEARD?

mailto:careerservices@hfma.org
mailto:inquiry@hfma.org
mailto:arazanica@njha.com
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•Who’s Who in NJ Chapter Committees•
2020-2021 Chapter Committees and Scheduled Meeting Dates

*NOTE: Committees have use of the NJ HFMA conference Call line.
If the committee uses the conference call line, their respective attendee codes are listed with the meeting date.

PLEASE NOTE THAT THIS IS A PRELIMINARY LIST - CONFIRM MEETINGS WTH COMMITTEE CHAIRS BEFORE ATTENDING.

COMMITTEE	 PHONE	 DATES/TIME/ ACCESS CODE	 MEETING LOCATION 

CARE (Compliance, Audit, Risk, & Ethics)
Chair: Danette Slevinski – slevindl@uhnj.org	 (516) 617-1421	  First Thursday of the month	 Conference Call
Co-Chair: Leslie Boles – lboles21@gmail.com	 (732) 877-9864	 9:00 AM	 (712) 770-5393
Board Liaison: Lisa Maltese-Schaaf – LMaltese-Schaaf@childrens-specialized.org	 (732) 507-6533 	 Access Code: 473803

Communications / FOCUS
Chair: Scott Besler (Editor) – scott.besler@toyonassociates.com	 (888) 514-9312	 First Thursday of each month	  Conference Call (712) 775-7460
Board Liaison: Brian Herdman – bherdman@cbiz.com	 (609) 918-0990 x131        	 10:00 AM        Access Code: 868310	  In-person Meetings by Notification

Education
Chair: Hayley Shulman – hshulman@withum.com	 (973) 898-9494	 Second Friday of the Month 	 Zoom Meeting
Co-Chair: Sandra Gubbine – Sandra.Gubbine@atlanticare.org	 (609) 484-6407	 9:00 AM	
Co-Chair: Lisa Weinstein – lisa.weinstein@bancroft.org	 (856) 348-1190	                                                     https://us02web.zoom.us/j/89425417190?pwd=aERLK0g3eUFIdlZXbXVJRTFJSVBOQT09
Board Liaison: Hayley Shulman – hshulman@withum.com	 (973) 898-9494

Certification (Sub-committee of Education)		  Second Friday of the Month
Chair: Amina Razanica – arazanica@njha.com	 (609) 275-4029	 10:00 AM	 Conference Call
Board Liaison: Hayley Shulman – hshulman@withum.com	 (973) 898-9494	 See education Zoom Link    	

FACT (Finance, Accounting, Capital & Taxes)
Chair: Alex Filipiak – Alexander.Filipiak@rwjbh.org	 (732) 789-0072	 Third Wednesday of each month      	 Conference Call   
Co-Chair: Spiro Leunes – sleunes@bdo.com	 (917) 816-0601 	 8:00 AM 	 (712) 770-4952
Board Liaison: Dave Murray – dmurray@rumcsi.org		   Access Code:   294782	

Institute 2020
Chair: Maria Facciponti – facciponti.maria@gmail.com 	 (973) 583-5881	 Third Monday of each month                  	 Conference Call
Co-Chair: Sandra Gubbine – Sandra.Gubbine@atlanticare.org	 (609) 484-6407	 2:00 PM	 (712) 770-4957
Co-Chair: Brian Herdman – bherdman@cbiz.com	 (609) 918-0990 x131	 Access Code:   865290	
Board Liaison: Jill Squiers – Jill.Squiers@AmeriHealth.com	 (609) 662-2533	  

Membership Services/Networking
Chair: Nicole Rosen – nrosen@acadia.pro	 (862) 325-5906	 Third Friday of each month	 Conference Call  (712) 770-5335 
Co-Chair: John Byrne – JByrne56@gmail.com	 (610) 737-6683	  9:00 AM	 In-person Meetings 
Board Liaison: Heather Stanisci – hstanisci@ArcadiaRecovery.com	 (862) 812-7923	 Access Code:   267693	  by Notification

Patient Access Services
Chair: Daniel Demetrops – ddemetrops@medixteam.com	 (845) 608-4866	 February 11, March 11 & May 13, 2020	 Conference Call
Co-Chair: Jacqueline Lilly – jacqueline.lilly@atlanticare.org	 (609) 385-3105	 at 4:00PM	   (712) 770-5377
Board Liaison: Amina Razanica – arazanica@njha.com	 (609) 275-4029	  Access Code: 196273	 In person Meetings by Notification

Patient Financial Services
Chairman: Steven Stadtmauer – sstadtmauer@csandw-llp.com	 (973) 778-1771 x146	 Second Friday of each month	 Conference Call (712) 770-4908
Co-Chair: Michael Berger – mberger10@comcast.net	 (908) 794-8994	 10:00 AM	  In person Meetings
Co-Chair: Ruby Ramos – ruramos77@yahoo.com	 (908) 884-7259	 Access Code:   120676	 by Notification
Board Liaison: Maria Facciponti – facciponti.maria@gmail.com	 (973) 583-5881

Payer/Provider Collaboration
Chair: Michelle Merchant – Michelle_Merchant@horizonblue.com	 (973) 466-4048	 Third Wednesday of each month	 Contact Committee
Co-Chair: Holly Fritz – holly.fritz04@aetna.com	 (973) 244-3539	 2:00 PM
Board Liaison: Jill Squiers – Jill.Squiers@AmeriHealth.com	 (609) 662-2533	 WebEx

Physician Practice Issues Forum
Chair: Michael McLafferty – michael@mjmaes.com	 (732) 598-8858	 Third Wednesday of the Month	 Webex
Board Liaison: Erica Waller – erica.waller@pennmedicine.upenn.edu	 (609) 620-8335	 8:00AM   In person with call in available	 In person Meetings
		                                    WebEx: https://mjmadvisoryandeducationalservicesllc.my.webex.com/meet/michael	 by Notification

Regulatory & Reimbursement
Chair: Jason Friedman – Jason.friedman@atlantichealth.org	 (973) 656-6951	 Third Tuesday of each month	 Conference Call (712) 770-5354
Co-Chair: Chris Czvornyek – chris@hospitalalliance.org	 (609) 989-8200	 9:00 AM	 In Person Meetings
Co-Chair: Christine Gordon – cgordon@virtua.org	 (856) 355-0655 	 Access Code:  382856	 by Notification
Board Liaison: Scott Besler – scott.besler@toyonassociates.com	 (888) 514-9312

 Revenue Integrity
Chair: Tiffani Bouchard – tbouchard@panaceainc.com	 (651) 272-0587               	 Second Wednesday of each month	 Conference Call (712) 770-5021
Co-Chair: Jennifer Daniels – jdaniels@panaceainc.com	 (651) 424-4233	  9:00 AM	 In Person Meetings
Board Liaison: Jonathan Besler – jbesler@besler.com	 (732) 392-8238	 Access Code:   419677	 by Notification

CPE Designation
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Federal “No Surprises 
Act” Brings National 
Oversight of 
Unexpected Billing for 
Healthcare Services

by Neil M. Sullivan, Esq. and Christopher D. Adams, Esq.

Neil M. Sullivan

Christopher D. Adams

In the waning days of Donald Trump’s administration, the 
federal government passed the “No Surprises Act,” which be-
comes effective January 1, 2022. Like many recent state laws, 
the legislation is aimed at protecting patients from unexpected 
balances owed to healthcare providers outside of their network 
plans, particularly when there was no advance notice of the 
potential bills, as would often occur with respect to emergency 
services, or services from hospital-based providers when those 
providers are not in the patient’s insurance plan network. The 
legislation seeks to remove patients from the middle of out-of-
network reimbursement disputes. 

Overview of Federal and NJ/NY State Laws
The reach of state laws addressing these issues has been lim-

ited, largely due to three reasons: 
1.	 State laws relating to employee benefit plans that are not 

insured are preempted by the Federal Employee Retire-
ment Income Security Act (ERISA); 

2.	 Federal laws governing some government programs, 
such as Medicare Advantage and the Federal Employees 
Health Benefits Plan covering federal employees, also 
preempt many state insurance laws; and 

3.	 State insurance laws are generally limited to insurance 
policies issued in that state, so a New York resident in-
sured under an employer’s Pennsylvania group policy 
may not fall under the protection of New York law. 

Federal law can theoretically reach all of these circum-
stances however the No Surprises Act defers to state laws to 

the extent they apply to payment 
amounts.  As such, the foresee-
able future will be defined by a 
crazy quilt of state and federal 
requirements.

The No Surprises Act was 
included as part of the Con-
solidated Appropriations Act, 2021 that became effective on 
December 27, 2020 however most sections of the law do not 
go into effect until January 1, 2022. The Centers for Medi-
care & Medicaid Services (CMS) is charged with promulgating 
regulations, which are expected shortly. 

New Jersey’s Out-of-Network Consumer Protection, Trans-
parency, Cost Containment, and Accountability Act became 
effective on August 30, 2018. Similar to New York State Public 
Health Law (PHL) §24, effective March 31, 2015, it requires 
healthcare payers and providers to make certain disclosures to 
patients and prospective patients regarding out-of-network 
providers and imposes limits on the ability of payers and pro-
viders to balance bill patients. 

The federal law and many state laws, including those of 
New York and New Jersey, have the following basic tenets in 
common:

•	 Patients must be held harmless from unanticipated 
costs of medical treatment beyond the in-network 
cost-sharing responsibilities (deductibles, coinsurance 
and co-payments) under their health plans;

•	 Health plans and providers must make pricing and 
network status available; and

continued on page 34
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•	 A dispute resolution process is established for pay-
ment disputes between plans and providers. 

A threshold issue under all is whether the bill is a ‘surprise’ – 
unknowable in advance of receipt of services like emergency 
care or some other hospital-based services. Different rules ap-
ply to bills that should not be a surprise – those known and 
consented to in advance of the receipt of services including 
elective procedures. 

The federal, New Jersey and New York laws track closely 
with what is considered to be a surprise, and in keeping pa-
tients out of the middle of balance billing disputes. The No 
Surprises Act anticipates regulations that will be much more 
prescriptive than either New Jersey or New York in terms of 
consents that would be required. It defers to existing state laws 
with respect to state-established payment amounts. For states 
like New Jersey and New York with rules for surprise medical 
billing disputes, the state’s dispute resolution mechanism con-
tinues to govern disputes between insurers and out-of-network 
providers in that state for the fully insured plans they are able 
to regulate. The federal dispute resolution mechanism would 
reach those bills not subject to state law.

Major Provisions of the Federal Law & Summary Compar-
ison to NJ/NY State Laws (Focus on Healthcare Providers 
Application) 

Balance Billing
Under all three laws, balance billing as we know it will 

be prohibited for surprise bills. Patients unexpectedly receiv-
ing medical services from a provider out-of-network with the 
patient’s health benefit plan will be required to pay no more 
than if the provider had been in-network with the patient’s 
plan. Additional amounts sought must be worked out between 
the provider and payer, up to and including independent dis-
pute resolution mechanisms as described below.

Transparency Regarding Non-Network Services
A. Federal Transparency Requirements 

Cost transparency is an area where the No Surprises Law is 
significantly more prescriptive than the New Jersey and New 
York laws. The Health & Human Services (HHS) Secretary must 
issue further guidance on these requirements by July 1, 2021, 
including specifying the form to document patient consent.

Health plans are required to provide their members with 
an “advanced explanation of benefits” before an elective proce-
dure, disclosing the provider’s network status and a good faith 
estimate of the member’s cost-sharing obligations. A good faith 
estimate of costs and cost-sharing by the health plan must iden-
tify whether the provider(s) furnishing the items or services is 
in-network and, if not, how to locate in-network providers. 

Insurers will also have to offer price comparison information 
by phone, develop a web-based price comparison tool, and 
maintain up-to-date provider directories.

Providers must make efforts to obtain the patient’s enroll-
ment status and provide “good faith estimates” of the total ex-
pected charges for scheduled items or services. This includes 
any expected ancillary services. The notice must also include 
the expected billing and diagnostic codes for all items and ser-
vices to be provided. This requirement will apply whenever 
items or services are scheduled at least three days in advance or 
when requested by a patient. The provider will need to deter-
mine the patient’s health coverage status and develop the “good 
faith estimate” at least three business days before the service is 
furnished and no later than one business day after scheduling, 
unless the service is scheduled for more than 10 business days 
later. In those instances, the provider will need to furnish the 
information within three business days of a patient requesting 
an estimate or scheduling a service. 

For providers who are eligible to ask a patient for a consent 
waiver, the provider must generally notify the patient in writing 
72 hours before services are scheduled to be delivered. This no-
tification must include a good faith cost estimate and identify 
available in-network options for obtaining the service. The no-
tice must contain at least the following information: notifica-
tion that the provider is out-of-network; a good faith estimate 
of the charges; a list of in-network providers at the facility (if 
the facility is in-network) to which the patient can be referred; 
information on any prior authorization or other care manage-
ment requirements; and a clear statement that consent is op-
tional and that the patient can instead opt for an in-network 
provider. The HHS Secretary must issue further guidance on 
these requirements by July 1, 2021, including specifying the 
form to document patient consent. 

An out-of-network provider can balance bill a patient for 
elective items or services if they satisfy the notice and consent 
requirements of the law. The notice and consent process can-
not be used for certain services, including certain ancillary ser-
vices, and items or services that are delivered as a result of an 
unforeseen urgent medical need that arises during a procedure 
for which notice and consent was received.

Ancillary Services for Which Notice and Consent Option Does Not 
Apply. 

Patients receiving the following nonemergency ancillary ser-
vices may not be billed beyond their in-network cost-sharing 
amount without regard to the existence of a signed consent:

•	 Items and services related to emergency medicine, includ-
ing anesthesiology, pathology, radiology, neonatology, 
diagnostic services (including radiology and laboratory 
services);

continued from page 33
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•	 If there is no in-network provider available to furnish the 
item or service at the facility.

Provider Disclosure of Balance Billing Protections. 
All healthcare providers must make information on pa-

tients’ rights with respect to balance billing publicly available. 
This notice should also be available on the providers’ public 
websites. The notice must contain information on the require-
ments established under the law, information on any state-level 
protections if applicable, and contact information for state and 
federal agencies to report any potential violations. 

The legislation also allows certain providers to request that a 
patient sign a consent waiver. But this exception is relatively nar-
row and generally more protective of consumers than state laws 
that allow for consent waivers. This exception is only allowed in 
nonemergency situations. 

B. New York Transparency Requirements 
The New York state law includes separate disclosure re-

quirements for hospitals and other healthcare providers. While 
the requirements are different and detailed, they are generally 
intended to impart network status, identification of affiliated 
providers, and either pricing information or a method to ob-
tain pricing information.

The New York law also requires consents for elective servic-
es. The law refers to “explicit written consent of the insured ac-
knowledging that the participating physician is referring the in-
sured to a non-participating provider and that the referral may 
result in costs not covered by the health care plan...” Presum-
ably, similar language would apply to services in a participating 
facility. To preserve its right to pursue a balance from the payer, 
non-participating providers billing a patient for emergency ser-
vices should include an assignment of benefits (AOB) form and 
a claim form for a third-party payor with the patient’s bill. 

If there is advance consent as described above prior to the 
provision of non-emergency services, the limits on balance bill-
ing the patients would not apply. Aside from the consent re-
quirement, disclosure requirements apply. Absent the required 
consent and disclosure, the bill would be considered a ‘Surprise 
Bill’ and subject to the limits on the ability to balance bill. 
           
C. New Jersey Transparency Requirements 

The transparency provisions of the New Jersey state law apply 
to all carriers operating in New Jersey with regards to health ben-
efits plans that are issued in New Jersey. Carriers are required to:
•	 Maintain up-to-date website postings of network providers;

•	 Provide clear and detailed information regarding how 
voluntary out-of-network services are covered for plans 
that feature out-of-network coverage;

•	 Provide examples of out-of-network costs;

•	 Provide treatment-specific information as to estimated 
costs when requested by a covered person; and

•	 Maintain a telephone hotline to address questions.

Dispute Resolution
 
A. Federal Arbitration Process 

Under the No Surprises Act, insurers and providers have 30 
days to negotiate payment disputes. If negotiations fail, either 
party may, within four days, request independent dispute reso-
lution. 

The arbitration process will be administered by indepen-
dent dispute resolution entities subject to conflict-of-interest 
standards. The federal government will establish the inde-
pendent dispute resolution process, including a list of entities 
available to take cases.

Like the New Jersey law, the No Surprises Act adopts 
“baseball-style” arbitration rules: each party offers a payment 
amount, and the arbitrator selects one amount or the other 
with no ability to split the difference. The decision is then 
binding on the parties, although the parties can continue to 
negotiate or settle. Multiple cases involving the same provider, 
payer, treatment of the same or similar medical condition, that 
have occurred within a single 30-day period can be combined 
in a single arbitration proceeding.

The losing party will be responsible for paying the adminis-
trative costs of arbitration. 

Arbitration Factors.
Arbitrators can consider a range of factors, including any 

relevant factors raised by the parties, but not the provider’s usu-
al and customary charge or the billed charge. Optional factors 
that an arbitrator can consider include the level of training or 
experience of the provider or facility; the quality and outcomes 
measurements of the provider or facility; market share held by 
the out-of-network healthcare provider or facility, or by the 
plan or issuer in the geographic region in which the item or 
service was provided; patient acuity and complexity of services 
provided; teaching status, case mix, and scope of services of 
the facility; any good faith effort—or lack thereof—to join the 
insurer’s network; and any prior contracted rates over the pre-
vious four years. Arbitrators would also be able to consider the 
median in-network rate paid by the insurer. 

B. New Jersey Arbitration Process 
New Jersey has contracted with MAXIMUS, Inc. to ad-

minister its Out-of-Network Arbitration System.  Like the 
New York law, New Jersey’s law is limited to fully insured payer 
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contracts. However, self-funded plans may be subject to the 
claims processing and arbitration provisions and be subject to 
the same arbitration process as carriers in the insured markets. 

An out-of-network provider has 30 days to contact the car-
rier to negotiate a final reimbursement amount if the provider 
does not accept the carrier’s determination as payment in full. 
If a settlement is reached, the carrier must remit the additional 
payment to the out-of-network provider within 30 days. If no 
settlement is reached in that 30-day negotiation period, the 
carrier must pay its final offered reimbursement amount to the 
out-of-network provider within 7 days, assuming the carrier 
offered an amount higher than its initial allowed charge.

After that, either party may submit a request for a bind-
ing “baseball-style” arbitration to MAXIMUS, the New Jersey 
Department of Bank and Insurance’s (DOBI) out-of-network 
arbitration vendor, provided that (i) the difference between the 
carrier’s final offer and the provider’s final offer is equal to or 
greater than $1,000, and (ii) the matter does not involve a dis-
pute regarding the characterization of services. Arbitration does 
not apply in situations where a patient knowingly, voluntarily, 
and specifically selected an out-of-network provider.

A self-funded plan may opt to be subject to the claims pro-
cessing and arbitration provisions and to be subject to the same 
arbitration process as carriers in the insured markets.

Fears of arbitration should not worry providers too much. A 
study published in the January 2021 edition of Health Affairs 
analyzed 1,695 surprise billing arbitration cases that were filed 
and completed in New Jersey in 2019. The study found that 
the median decision resulted in awards 5.7 times the prevailing 
in-network rates for the same services. The four most common 
specialties that participated in arbitrations in New Jersey were 
orthopedics, general surgery, plastic surgery, and trauma and 
emergency medicine. 

C. New York Alternate Dispute Resolution 
If a patient signs an AOB form for an emergency service, or 

for a “Surprise Bill’ as defined above, the physician cannot bal-
ance bill the patient beyond their in-network cost-sharing. The 
payer, however, is required to pay the non-participating pro-
vider the billed amount or attempt to negotiate reimburse-
ment. If the patient was sent, but did not sign, the AOB, the 
non-participating physician can bill the patient, who will be 
responsible for disputing any amount unpaid by the insurer.

If the physician and payer cannot resolve the appropriate 
payment amount pursuant to the AOB, the payer is required 
to pay an amount that is ‘reasonable.’

 An independent dispute resolution program has been es-
tablished by New York to dispute the payer’s determination 
of what is reasonable, with some exceptions. Providers would 
make application for dispute resolution through the New York 

Division of Financial Services, which will assign the matter to 
an Independent Dispute Resolution Entity.
Penalty Provisions

With respect to providers, the No Surprises Act allows 
states to require a provider to comply with the new standards 
and contains enforcement provisions similar to those under the 
Affordable Care Act and HIPAA. That is, states will continue 
to regulate fully insured group medical plans and the Depart-
ment of Labor will regulate self-insured plans. The federal en-
forcement provisions provide for civil monetary penalties up to 
$10,000 per violation and the creation of a federal process to 
receive consumer complaints related to surprise medical bills.
 
Conclusion

Providers caring for patients outside of the patient’s health 
plan network should educate themselves in the requirements that 
presently and in the future will impact the amount and ability 
to get paid for their services. Requirements impacting balance 
billing, transparency, and alternate dispute resolution continue 
to evolve, and an added level of federal requirements promises 
to continue to change the landscape into the foreseeable future. 
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concentrates his practice in healthcare and insurance law, with 
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May 6, 2021
Annual Golf Outing
Mercer Oaks 
West Windsor

Watch for updates on all of these events, or visit the 
Chapter website at hfmanj.org

October 6-8, 2021
45th Annual Institute
The Borgata 
Atlantic City
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The New Jersey Economic 
Recovery Act of 2020:
An Overview of the 
New Jersey Community-
Anchored Development 
Program

by Steven G. Mlenak, Esq. and James A. Robertson, Esq.

Steven G. Mlenak

James A. Robertson

The New Jersey Economic Recovery Act of 2020, a seven-
year, $14 billion package of incentive programs intended to 
encourage New Jersey job growth, property development and 
redevelopment, community partnerships, and numerous other 
economic development initiatives, was signed into law by 
Governor Phil Murphy on January 7, 2021.

This article focuses on the New Jersey Community-
Anchored Development Program, which was enacted under the 
new legislation to provide tax credits to “anchor institutions” 
to encourage the expansion of targeted industries in certain 
areas of New Jersey.

Incentivizing Anchor Institutions
The New Jersey Community-Anchored Development Pro-

gram aims to incentivize anchor institutions in the areas of 
education, healthcare, culture, community development, and 
economic development to act as investors in large-scale devel-
opment projects within New Jersey. Under the program, an an-
chor institution will utilize proceeds from the sale of state tax 
credits, and the New Jersey Economic Development Authority 
(EDA) will receive a negotiated current or deferred economic 
return on the tax credit investment made by the anchor institu-
tion and, ultimately, the return of the amount initially received.

Anchor institutions will be eligible for tax credits of up to 
$200 million annually to aid and promote targeted develop-
ment, with $130 million allocated to northern NJ counties 
and $70 million to southern NJ counties. The total tax credit 
allowed per project cannot exceed $75 million, and the total 
investment of all state resources in a project (not including rent 
payments) cannot exceed 40% of the total cost of the project.

The goal of the program is 
to overcome cost-of-occupancy 
differences between New Jersey 
and other less expensive jurisdic-
tions, and to encourage anchor 
institutions to expand beyond 
their host communities and invest in areas that lack anchor 
institutions. Additionally, the legislation hopes to further New 
Jersey’s objectives to attract high-value employers and provide 
economic stimulus, as well as permit other beneficial uses such 
as housing, public amenities, parking, mixed-uses, and facili-
ties of an anchor institution itself.

Application Criteria 
To take advantage of the Community-Anchored Develop-

ment Program, anchor institutions must complete and submit 
to the EDA a competitive program application that would re-
sult in the completion of a community-anchored project either 
in a New Jersey opportunity zone or, if the project is primarily 
designed to result in the economic expansion of a targeted in-
dustry, in an area designated as a Planning Area I, or in a mu-
nicipality with a Municipal Revitalization Index distress score 
of at least 50.

When making its application, the anchor institution must 
demonstrate the following:

1.	 The structure and terms of the investments to be uti-
lized to successfully complete and then operate the 
project;

2.	 That the anchor institution has not commenced any 
construction at the site of the project prior to submit-

continued on page 38
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ting the application, unless the EDA determines the 
project would not be completed otherwise or if the re-
quested tax credit converts only phases of construction 
which had not yet commenced;

3.	 The value of the tax credit that is necessary in each year 
of the eligibility period;

4.	 The total aggregate value of the tax credit for the entire 
eligibility period that is necessary;

5.	 The award of tax credits under the program that will 
be converted into an investment by the EDA into the 
project, and the anticipated current and deferred re-
turns on that investment;

6.	 That the project will comply with the standards estab-
lished by the EDA through regulation based on the 
green building manual;

7.	 That the project will comply with the EDA’s affirma-
tive action requirements;

8.	 A description of the significant economic, social, plan-
ning, employment, environmental, fiscal, and other 
benefits that would accrue to the state, county, or mu-
nicipality;

9.	 That the anchor institution will partner with one or 
more local community organizations that provide sup-
port and services to Work First New Jersey program 
recipients;

10.	 The extent to which the development will result in the 
expansion of a targeted industry in New Jersey;

11.	 That the timing of the award and investment of tax 
credits under the program will allow for the successful 
completion and operation of the project; and

12.	 That the project is viable, and that the anchor institu-
tion is a credible partner.

The project must result in a capital investment of at least 
$10 million. The anchor institution receiving tax credits must 
then use the proceeds derived from the sale or financing of the 
tax credits to make an equity investment in, or provide a loan or 
other financial support for, the community-anchored project.

The tax credits will be issued and utilized according to an 
agreement which includes standards relating to the anticipated 
economic results of the anchor institution’s project as well as con-
sequences for failing to meet the requirements of the agreement. 
The tax credit agreement will detail the terms by which the an-
chor institution will convert the tax credits into an investment.

The tax credits may be sold or transferred by the anchor in-
stitution or, alternatively, the credits may be used to finance the 
completion of the project. The sale proceeds must then be used to 
make an equity investment in or to provide a loan or other finan-
cial support for a community-anchored project. This is particu-
larly important given many anchor institutions are nonprofit cor-
porations that would be otherwise unable to utilize such credits.

Scoring System for Approval
The EDA’s approval process will review and rank applica-

tions on the basis of a scoring system based on criteria which 
includes but is not limited to:

1.	 The amount of tax credit requested compared to the 
overall investments required for completion, along with 
the amount of the potential return on the EDA’s invest-
ment;

2.	 The financial benefit of the project to the community 
where it will be located;

3.	 Apprenticeships or workforce programs to be offered 
because of the project;

4.	 The ability of the project to absorb and adapt to chang-
ing environmental conditions;

5.	 How the project will advance state, regional, and local 
development and planning strategies;

6.	 The relationship of the project to a comprehensive lo-
cal development strategy;

7.	 The degree to which the project enhances and pro-
motes job creation and economic development;

8.	 The extent of economic and related social distress in 
the area surrounding the project;

9.	 The extent to which the project provides for the de-
velopment of workforce housing and housing for indi-
viduals with special needs;

10.	 The extent to which the project constitutes the expan-
sion of the institution to different areas of the state;

11.	 The extent to which the project provides for infrastruc-
ture, parking, retail, green space, or other public ame-
nities creating a mixed-use project;

12.	 The inclusion of a qualified business accelerator or in-
cubator facility as part of the project;

13.	 The length of the commitment period for the project;
14.	 The quality and number of new full-time jobs that will 

be created by the anchor institution;
15.	 The quality and number of existing full-time jobs that 

will be retained by the anchor institution; and
16.	 The extent to which the board of directors of the an-

chor institution is diverse and representative of the 
community in which the project is located.

The EDA will continue to evaluate the program to ensure 
that it will, at least, recapture the value of the tax credits 
awarded to all anchor institutions and will realize additional 
returns on investment under the program.

Comprehensive regulations are expected to be promulgated 
by the EDA in furtherance of the New Jersey Community-
Anchored Development Program. We will keep you updated 
on these rules and other developments related to the New 
Jersey Economic Recovery Act of 2020. 

continued from page 37
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•Focus on...New Jobs in New Jersey•

JOB BANK SUMMARY LISTING

NJ HFMA’s Publications Committee strives to bring New Jersey Chapter members timely and useful information in a convenient, accessible manner. Thus, 
this Job Bank Summary Listing provides just the key components of each recently-posted position in an easy-to-read format, helping employers reach the most 
qualified pool of potential candidates, and helping our readers find the best new job opportunities. For more detailed information on any position and the most 
complete, up-to-date listing, go to NJ HFMA’s Job Bank Online at www.hfmanj.org. 

[Note to employers: please allow five business days for ads to appear on the Website.]

Job Position and Organization

SENIOR ACCOUNTANT
	 Tri Boro Physical Therapy

ACCOUNTANT
	 Capital Health, Lawrenceville, NJ

FINANCE OPERATIONS ANALYST
	 CentraState Healthcare System
	
APPEALS & DENIAL COORDINATOR RN
	 CentraState Healthcare System

FINANCIAL ANALYST
	 Valley Health System

DECISION SUPPORT COORDINATOR
	 Valley Health System

REVENUE INTEGRITY ANALYST
	 Valley Health System

TAX MANAGER/TAX SENIOR
	 Withum
 
AUDIT MANAGER/AUDIT SENIOR
	 Withum
 
MANAGER OF BUDGET & REIMBURSEMENT
	 CentraState Healthcare System
 
MANAGER OF MANAGED CARE
	 CentraState Healthcare System

mailto:jrobertson@greenbaumlaw.com
http://www.hfmanj.org
mailto:smlenak@greenbaumlaw.com
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Cooking Along With 
NJ HFMA

by Michael P. McKeever

Michael P. McKeeverSince the beginning of the pandemic organizations have 
had to adapt to a new reality where we could no longer meet 
face to face and out of necessity went virtual.  The New Jersey 
Chapter continues to feel these constraints, but has also 
developed engaging programs providing both educational and 
networking opportunities for the members.  At the forefront of 
this effort has been the Membership Services and Networking 
Committee, Chaired by Nicole Rosen along with Co-Chair 
John Byrne  and Board Liaison Heather Stanisci.  In the 
beginning the committee hosted  typical Zoom networking 
events, where participants had the opportunity to interact with 
old friends and meet new ones.  As we all became more familiar 
with Zoom, breakout rooms were added that enabled more 
focused discussions.  But thinking way out of the box, they’ve 
hosted some pretty interesting events, including a magic show 
and an educational session on wine, presented by one of the 
few female sommeliers.  Recently they hosted an event that few 
who participated in will soon forget.

On the afternoon of March 24 Joseph “Joey” Gramaglia, 
winner of the Food Network’s Chopped Award and Executive 
Chef/Owner of Sally G’s Restaurant and Tavern in Warren 
NJ welcomed attendees into his home kitchen and walked us 
through the steps for making as an appetizer Shrimp Oreganata  
and for our entrée Chicken Milanese.  Recognizing that this 
session would have broad appeal, it was decided to promote 
the event to all the Chapters in Region 3, which we’ve done in 
the past with our more elaborate networking sessions.  And a 
special thanks to Aergo Solutions, who sponsored the event.   

Attendees were sent a list of ingredients prior to the event 
so that they could follow  along, preparing the dishes in their 
own kitchens.  So rather than seeing attendees staring at their 
computers and phones we saw them hard at work preparing a 
dinner that they could enjoy with their families.  The interactive 
chat function allowed attendees to ask questions in real time, so 
that they could successfully participate in the virtual cooking 
demonstration.  Afterwards a number of participants posted 
pictures of themselves cooking, along with pictures of the 
finished dishes, on social media.  Hard to believe that anyone  
who joined the event or saw pictures of the finished product 

wasn’t left  a little hungry.
Along with the interactive 

discussion in the chat was immediate and positive feedback 
for the session and the NJ HFMA team responsible for the 
event.  More than one attendee judged this the best interactive 
networking event ever.  Others asked that we bring Joey back 
to share more of his recipes and techniques in future webinars.  
Members commented on Joey’s habit of washing his utensils 
as he went along, so that his kitchen remained clean and ready 
for the next dish.  And everyone commented on how delicious 
the dishes looked, and those who cooked along on how great 
everything tasted.  In the future the committee is planning a 
session focused on overcoming the personal anxiety caused 
by the pandemic, as well as an educational session with a 
mixologist.  At some point in the future we’ll be able to gather 
in person again to share refreshments and enjoy each other’s 
company, but in the meantime the Membership Services and 
Networking Committee has continued to bring value to the 
Chapter and our friends and families through these unique 
and creative events.
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https://www.softekinc.com/2021-best-in-klas
https://www.softekinc.com/2021-best-in-klas


Spring  2 0 2 1

44	 Focus

Golf Outing, circa 2010



 

 
 

An event not to be missed…. 
 
 

Annual NJ HFMA  
Golf Outing  

Thursday, May 6, 2021, 1PM shotgun start 
 
 

NEW LOCATION 
Mercer Oaks 

West Windsor Township, NJ 
 

Prizes and raffles! 
 
 

Sponsorship opportunities available.   
Register Today at www.HFMANJ.org! 

 

 
 

http://www.HFMANJ.org


 

 

   

    

 OCT 6-8, 2021 
 

HFMA NEW JERSEY IN
CONJUNCTION WITH

 HFMA METRO PHILADELPHIA 
PRESENT:

REGISTRATION OPENING SOON AT
NJHFMAINSTITUTE.ORG

ATLANTIC CITY, NJ 
Borgata Hotel, Casino & Spa

SAVE THE DATESAVE THE DATESAVE THE DATE

www.njhfmainstitute.org



