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“Continuity gives us roots; change gives us 
branches, so we can stretch and grow and 
reach new heights.” — Pauline Kezer

As I write this, 2012 is just getting started, 
which gives me occasion to pause, reflect on 
the past year, and think about the challenges 

and changes that lie ahead. 
And I will admit, I don’t 
really love change.

As an example, I have 
only owned three cars in 
my lifetime. Once I find a 
car that fits my budget and 
my needs, I drive it until it 

dies, or until my needs change. Thankfully, my 
needs have changed before my cars have died! 
I like continuity, and I don’t see great value in 
changing cars just for the sake of change, but 
am happy to trade when my needs change.

While most people have owned more than 
three cars by the time they reach their forties, I 
think a lot of us can agree that change is much 
easier to handle when we understand that our 
needs or circumstances have changed. It is also 
easier to handle change when we have a clear 
vision for where we are headed.

Increasing costs, declining reimbursement 
rates, and a greater focus on quality outcomes 
are requiring hospitals to undergo major sys-
tem change. There is an article in the January 

2012 issue of HFM magazine titled “Leading 
Change in a New Era” that addresses the topic 
of change. The article urges health care finance 
leaders to drive organizational change by fol-
lowing a process that includes:

n Establishing a vision and gaining acceptance 
from staff about the shared goals

n Creating partnerships and promoting a team 
approach

n Defining clear measures of success

n Communicating, communicating, commu-
nicating

The process outlined can give a framework 
for guiding our organizations through the 
many transformational changes heading our 
way. Once we understand that our needs have 
changed, and we have a vision for where we are 
headed, we can embrace change.

Many of our organizations are firmly rooted 
in our mission to improving the health of the 
communities we serve. That firm foundation 
gives us the strong base we need to not only 
face, but embrace the challenges that lie ahead. 
And while change isn’t always easy, it can allow 
us to stretch and grow and reach new heights. 
Here’s to reaching new heights in 2012!

Megan Underwood, FHFMA
2011–12 Oregon Chapter president

President’s Message
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Congratulations to Diana Gernhart! She 
has been selected as the 2013–14 regional 
executive for Region 11. The regional 
executive (RE) serves as the primary link 
between chapters and National HFMA. 
The RE assists chapter leaders, encour-
ages chapter collaboration, and fosters 

dialog and communication at all levels of HFMA. 
Region 11 chapters are Oregon, Washington/Alaska, 

Northern California, Southern California, San Diego-
Imperial, Hawaii and Nevada.

Diana is the CFO for Oregon Health and Science 

The Healthcare Financial Management Association 
(HFMA), through its Principles and Practices Board, 
recently published an issue analysis to provide clarity 
on accounting for the Health Information Technology 
for Economic and Clinical Health 
(HITECH) Act’s incentive pay-
ments. Guidance on the accounting 
and reporting issues raised by the 
Medicare incentive payments for the 
meaningful use of electronic health 
record (EHR) technology has been 
much anticipated by the health care 
industry.

The Principles and Practices Board 
states that short-term acute care 
hospitals receiving the Medicare 
incentives for meaningful use of 
EHRs are using either a contingency 
model or IAS 20 grant accounting 
model. Securities and Exchange 
Commission-registrant hospitals have been 
applying the contingency model, while others — nonprofit, 
private and government hospitals — are choosing between 
the two accounting models. 

Health care providers using the contingency model 
should consider and document all contingencies and 

Gernhart selected as regional executive for 2013–14, begins duties this June

HFMA publishes analysis of accounting models for HITECH incentive payments

University, where she has been since 2001. 
Diana joined HFMA in 1998, and has been an active 

member in the chapter. She served on the Finance 
Programs committee, on the board, and eventually moved 
through the officer roles of treasurer, secretary, president-
elect and president. She is currently on the board as second 
past-president, and also serves on the Region 11 Symposium 
core committee.

Diana will begin her duties as the RE-elect in June 2012. 
Diana follows in the footsteps of current RE Greg Moga, 
from the Washington/Alaska chapter, and current RE-elect 
Keith Ridley, from the Hawaii chapter. •

support and monitor additional accounting and reporting 
developments, the Principles and Practices Board 
recommended.

The IAS 20 model, widely used by companies who receive 
government resources in return for 
compliance with specified conditions, is 
being used by hospitals with respect to 
EHR incentive payments. In addition to 
IAS 20’s general requirements, hospitals 
that receive incentive payments need 
to consider additional financial report-
ing requirements based on whether the 
hospital is a privately-held investor-
owned entity, a not-for-profit entity, or a 
governmental entity, the Principles and 
Practices Board said. The issue analysis 
prepared by the Principles and Practices 
Board also includes a detailed example of 
the grant accounting model.

Hospitals and physicians are eligible for 
$19 billion in incentive payments by meet-

ing EHR “meaningful use” criteria outlined by the Centers 
for Medicare and Medicaid Services.

For a complete record of HFMA’s Principles and Practices 
Board analysis, visit www.hfma.org/EHRpayments. •

™

ISSUE ANALYSIS

MEDICARE INCENTIVE PAYMENTS FOR MEANINGFUL USEOF ELECTRONIC HEALTH RECORDS:
Accounting and Reporting Developments 

December 2011

www.hfma.org/EHRpayments
http://www.hfma.org/EHRpayments
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Tim Salisbury, MBA, FHFMA, will be 
retiring as the CFO from Bay Area Hos-
pital as of the end of January. Tim has 
been the CFO at BAH for 20 years and 
in healthcare finance for 38 years. He is 
a past-president of the Oregon HFMA 
Chapter (2000–01) and a past-president 

of the Bay Area Rotary Club (2002–03). In 2003 he received 
the Founders Medal of Honor Award from the Oregon 
HFMA, and in 2009 he received the Heroes Award from 
the Bay Area Rotary Club.

Tim has many plans for the future, including traveling 
and starting a health care consultancy and a financial plan-
ning business. 

“I will miss the daily interaction with the fantastic people 
at Bay Area Hospital and the great team we have built,” says 
Tim. “The hospital has been successful due to all the efforts 
of this super team.” •

Retirement, semi-retirement or semi-working?
It is with great pleasure that I announce my retirement from Bay 
Area Hospital on Jan. 31. After almost 20 years, it is time to move 
on to the next phase of my life. As one retiree put it, “There is 
never a good time to retire, and there is never a bad time to retire!”

It has been a marvelous experience working with the great 
managers at BAH. You are a dedicated and professional group. I 
appreciate all the support you have given me and I will miss you.

As most of you have figured out, I do like to joke around and 
lighten the load, because things can get too serious at times. 
These are for you:

Question: What is the biggest advantage of going back to school 
as a retiree? Answer: If you cut classes, no one calls your parents!

What are the perks of being of retirement age?
• In a hostage situation, you are likely to be released first!
• Your investment in health insurance is finally paying off!
• Your supply of brain cells is finally down to a manageable size!

Many blessings to all of you for a happy and healthy new year.

Tim Salisbury

Salisbury retires as CFO of Bay Area Hospital; plans to travel, start businesses

New Members   •   New Members   •   New Members   •   New Members   •   New Members

Andrew Archer
Accounting Manager
Vancouver Eye Care PS

Donald P. Beebe
Senior Financial Analyst
Standard Insurance

Monina Catabay
Supervisor, Patient Financial Services
Kaiser Permanente

Brian G. Eichman
Mercy Medical Center

Lucinda Fisette
Columbia Collection Service, Inc.

Keith M. Gabensky
Tax and Compliance Accountant
Samaritan Health Services

Varilie L. Garner
Supervisor
Kaiser Permanente

Wendy R. Gilmore
Chief Finance Officer
Coastal Family Health Center

LaCreatia Howard
Supervisor, Patient Financial Services
Kaiser Permanente

Laura Jeffcoat
Immunology Account Executive
Abbott

David K. Lovison
Consultant

Jeff Luck, Ph.D.
Associate Professor
Oregon State University, College of 
Public Health and Human Sciences

Francine Nay
Managing Consultant
OptumInsight

Kevin Northrup
Business Systems Analyst
Kaiser Permanente Center for Health  
Research 

Glenn R. Odell
President
Spectrum Information Services NW

Susan E. Otto-Clark
Supervisor
Kaiser Permanente

Cody Purcell
Controller
Hawes Financial Group

Karan Ridenour
Administrative Manager, Patient 
Financial Services

Kaiser Permanente

Pablo Rodriguez
Supervisor, Patient Financial Services
Kaiser Permanente

Lisa Schillinger
Supervisor, Patient Financial Services
Kaiser Permanente

Kelly Smith
Operations Manager
University Medical Group/OHSU

Theresa Tucker
Senior Consultant Specialist
PeaceHealth Southwest Medical 
Center 

Sean Ward

Irene Yoshimori
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How do you calculate the cost of uncompensated care? Are 
there any sample job descriptions for a Revenue Integrity 
position? Who would have an overpayment policy and let-
ter sample to work from?

As a revenue cycle professional, you are always being 
asked to do more and know more. The Revenue Cycle 
Forum has been enhanced to provide 
the resources to meet the questions and 
tasks you face every day. The forum has 
always been an excellent place to net-
work with your peers. With the focus 
on more fresh content, you can now 
find information and community all in 
one spot: the HFMA Revenue Cycle Forum.

The monthly e-newsletter is an excellent source of timely 
information. Highlighted articles and tools are delivered 
to your inbox to keep you updated on the hottest topics. 
Recent articles about self-pay patients provided tactics for 
enhancing collections from this special group. The e-news-
letter’s engaging articles help you remain at the forefront of 
industry thinking.

News, resources, tools, and tips are easily accessed on the 
Revenue Cycle Forum members-only website. A sample 
telecommuting policy for coders is just one of the many 
checklists, samples, templates and job descriptions available 
for your use. These tested tools and resources are gathered 
by HFMA or submitted by your peers. You save time by 

Revenue Cycle Forum: More information, more experts, more community
accessing the collective knowledge of the community. 

Experts are a key resource available to the Revenue Cycle 
Forum. Use the Ask the Experts section to help solve your 
problems. Learn from HFMA presenters and experts on 
the free members-only podcasts (and get education cred-
its too!). More insight and interaction with subject matter 

experts is available through exclusive 
interviews, question-and-answer ses-
sions and the message board.

Members of the Revenue Cycle 
Forum include vice presidents and 
directors in patient financial services 
and finance. These knowledgeable 

members provide insight and experience into today’s most 
important issues. Networking and learning from your peers 
happens on the Revenue Cycle Forum online message 
board and through members-only roundtable discussions at 
major HFMA conferences including ANI and the Revenue 
Cycle Strategies conference. 

At the Revenue Cycle Forum members-only event, to be 
held at the Revenue Cycle Strategies conference this fall, 
facilitated discussions will cover topics such as: 
n Work-from-home policies, 
n Communicating financial obligations to patients, and 
n Capturing complete charges.

Join the enhanced Revenue Cycle Forum to benefit from 
the valuable targeted information you need. •

Follow us on Twitter and Facebook!  
Click on the logos to learn more.

http://www.hfma.org/WorkArea/linkit.aspx?LinkIdentifier=ID&ItemID=19262 http://tinyurl.com/hfma-rcf
https://www.hfma.org/site/forums/joinforum2.asp http://tinyurl.com/join-hfma-rcf
https://www.hfma.org/site/forums/joinforum2.asp http://tinyurl.com/join-hfma-rcf
http://twitter.com/#!/oregonhfma
http://www.facebook.com/pages/Oregon-Chapter-Healthcare-Financial-Management-Association/167534873257273?sk=wall&filter=2
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use analysts or mathematical models or a combination of 
the two. 

Moody’s uses a rating system for long-term and short-
term debt that differs from the system used by S&P and 
Fitch. The systems are similar in that both range from high-
est credit quality on one end to default on the other, with 
different degrees for each rating. (See table below.)

Choosing a CRA
There are several overall and sector-specific factors to 
consider when selecting which one of “The Big Three” to 
rate a bond issue. Generally, a borrower’s prior experi-
ence with the rating process, internal readiness to be rated 
and whether there are other borrowers in the local market 
that have similarly rated bond issuances play a role in the 
decision-making process.

When evaluating the credit agencies, you and your invest-
ment banker should consider: 

Fees — Fitch, Moody’s and S&P use the issuer-pay model 
where fees are determined in part by the service completed 
and the par amount of the debt issuance. Each of the agen-
cies charge for the initial full rating and an annual fee for 
surveillance of the rating for the duration of the debt. 

Timeline — Typically, the rating process from initial meet-
ing with a credit agency to public release of the rating takes 
about 90 days. However, as with any vendor, get a firm 
estimate of the time involved from the rating agency you’re 
considering.

›››

You’ve decided to fund your next capital project with a 
rated bond issue. Your next step is to decide which credit 
rating agency (CRA) to use. Now the dilemma: How do you 
pick the one that will get you the lowest cost of capital?

The role of credit ratings 
Credit ratings — essentially opinions about credit risk 
issued by CRAs — play a role in enabling businesses, gov-
ernments, nonprofits and other entities to raise money in 
the capital markets through bond issuances.

“A rating acts like a compass,” said Tom Woolsey, senior 
vice president at Lancaster Pollard and manager of its 
trading desk. “As an investor, a rating gives you a direction 
for your purchase and a focus point in the credit evalu-
ation process. It allows you to consider ranges of rates 
within each rating category, which are used to differenti-
ate between multiple types of issuances, such as hospitals, 
senior living and affordable housing.”

From an investment perspective, there are generally more 
buyers interested in rated debt than nonrated debt; there-
fore, having a rated issue increases the universe of prospec-
tive investors. On the whole, a rated product finds an easier 
path to portfolios than a nonrated one does, according to 
Woolsey.

The players: Fitch, Moody’s and S&P
Finding a CRA that will give you the best rating for your 
issue involves research and serious consideration by you 
and your investment banker.

The three largest credit agencies in the United States are 
Standard and Poor’s Rating Services (commonly 
called S&P, standardandpoors.com), Moody’s 
Investors Service (moodys.com) and Fitch Ratings 
(fitchratings.com). The Big Three, as they are called, 
have about 95 percent of the worldwide market 
share for ratings. 

Each has its own criteria and methodology in 
measuring credit worthiness. In forming their opin-
ions of credit risk, these credit agencies primarily 

Making the grade:  
Choosing the right credit rating agency

Long-term bond ratings Moody’s S&P/Fitch Grade

Risk Aaa AAA Investment

High Quality Aa AA Investment

High Quality A A Investment

Strong Baa BBB Investment

Medium Grade Ba, B BB, B Noninvestment

Speculative Caa/Ca/C CCC/CC/C Noninvestment

Highly Speculative

http://standardandpoors.com
http://moodys.com
http://fitchratings.com
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Recourse — Although credit ratings are final when made 
public, each CRA has its own philosophy or approach to 
customer satisfaction if an issuer isn’t satisfied with a rating. 
Moody’s states, “Ratings are never ‘final’ when they are 
issued, as various internal and external circumstances can 
cause us to re-evaluate at any time.” Fitch explains it has 
a “very clear rating and review process, which includes an 
opportunity for a borrower to request additional review 
of any rating decision…” S&P considers the rating process 
voluntary. It holds that “the client decides whether or not to 
make the rating public.” 

“Sell-ability” — When considering a CRA to rate a bond 
issue, borrowers should take into account the size of each 
CRA’s bond-rating portfolio for their industry as bond 
investors tend to favor the rating agency with the most 
investment-grade bonds for that sector.

Approach — Borrowers should review and understand the 
criteria that each CRA uses when rating a bond issuance. 
Generally, each CRA has sector-specific criteria which iden-
tify key qualitative and quantitative credit factors that guide 
the rating decision. 

CRAs by sector
Let’s take a look at each CRA by sector — hospitals and 
health systems, senior living and affordable housing — and 
focus on the number of rated bond issues in their portfolios 
at the time of publication and the criteria each one uses in 
rating bonds. 

Hospitals and health systems
Fitch has ratings on 230 revenue-supported hospitals and 
health systems, including 129 stand-alone hospitals and 
101 health systems. The criteria for nonprofit health care 
include three categories of analytical focus: governance 
and management, operating profile and financial profile. 
Hospitals are rated on revenue-supported master criteria, 
unless a general obligation bond has been passed then tax-
supported criteria apply.

Moody’s rates about 1,200 hospitals and health systems 
(no breakdown available). Its analysis focuses on market 
position, governance and management, operating perfor-
mance, balance sheet and capital plan and covenants and 
legal framework.

S&P provides credit ratings to 410 stand-alone hospi-
tals and 140 health systems. Criteria are divided into the 
Enterprise Profile, which looks at demographics, business 
position, management, payor profits, demand, medical staff 
and governance, and the Financial Profile, which exams an 
organization’s financial policies and performance, liquid-
ity, financial flexibility, debt and liability. After evaluating 
the credit quality of hospital operations, S&P will assess the 
strength of the supporting tax base.

Senior living
Fitch provides ratings for 74 continuing care retirement 
communities (CCRCs) and four nursing homes, which are 
evaluated using their respective sector-specific criteria. The 
analytical focus is the same as hospitals.

Moody’s has only one rated senior-living provider at this 
time.

S&P rates 70 CRCCs. The criteria are the same as hospi-
tals.

Affordable housing
Fitch rates four general obligation housing agencies, each 
with several rated indentures within them. Rating criteria 
for state housing finance agencies (HFAs) and single-family 
mortgage sector include: asset quality and loss mitigation, 
financial resources and management capabilities. The cri-
teria for pooled multifamily housing bonds focus on pool 
composition and performance, issuer management of the 
pool, program financial strength and bond/legal structure.

Moody’s covers HFAs and nearly 1,000 single-family 
pooled and multifamily projects. HFAs are evaluated by: 
financial position, portfolio performance and composition, 
management and general underwriting criteria. Related 
categories like variable-rate demand bonds and multifam-
ily housing bonds secured by Fannie Mae and Freddie Mac 
also are relevant. 

S&P maintains ratings on 66 affordable real-estate 
transactions and 29 bond issues that benefit from Section 
8 project-based subsidy. S&P evaluates a number of factors 
when determining the credit strength of a Section 8 prop-
erty. While debt service coverage is a key component, S&P 
also take into account past financial performance of the 
property, the surrounding real estate market, the strength 
of the owner and the management team and the asset qual-
ity of the property.

Choosing a credit rating agency
continued from page 5

›››
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Credit ratings in action
Lancaster Pollard was engaged by a hospital district in the 
southwest U.S. to provide financing for a replacement criti-
cal access hospital (CAH). The district, which provides the 
CAH with operating and maintenance support, passed a 
general obligation bond with an 82 percent approval rating. 
It would have been a stretch to attain an investment-grade 
rating with the CAH’s revenues alone, so we reviewed past 
hospital ratings by two of the rating agencies to determine 
which CRA’s methodology would best fit our client’s situ-
ation and provide the most advantageous rating. Through 
the analysis, it became clear that one CRA would base its 
rating on the district’s taxing power and put less emphasis 
on the hospital’s operations, whereas the other CRA would 
base its rating on the hospital’s revenue and then make 
adjustments based on tax support. Using the latter CRA 
would have resulted in a lower rating. We recommended 
the former and the hospital attained a BBB+ rating.

It’s really this simple: being familiar with how CRAs rate 
bond issues will help you be successful in obtaining the 
highest possible rating and lowest cost of capital for your 
project. •

Pipeline is the official newsletter of the Oregon 
Chapter of the Healthcare Financial Management 
Association. Our objectives are to provide 
members with information about chapter and 
national HFMA activities and to provide a forum 
for reporting state and national issues relating 
to the healthcare industry. Opinions expressed 
in articles are those of the authors and do not 
necessarily reflect the view of the Oregon HFMA 
Chapter or its members. The editor reserves 
the right to edit material and accept or reject 
contributions, whether solicited or not. All 
correspondence is assumed to be a release of 
information for publication unless otherwise 
indicated. ©2011 Editor 2010–11: Chris Brazil

Chris Brazil 
Outreach Services
cbrazil@outreachservices.com
888-610-5792
fax 208-445-3251
cell 509-385-8001

Please send 
information 
and articles for 
upcoming issues to:

Choosing a rating agency
continued from page 6

Oregon HFMA Sponsors

DIAMOND

Asset Systems, Inc. — assetcollect.com  

Delap LLP — delapcpa.com 

Healthcare Outsourcing Network LLC — healthout.com 

Healthfirst Financial — healthfirstfinancial.com

MDS — meddatsys.com 

Moss Adams LLP —mossadams.com 

PNC Healthcare Group — pnc.com 

Professional Credit Service — professionalcredit.com 

Relay Health — relayhealth.com  

Triage Consulting — triageconsulting.com 

GOLD

AKT LLP, CPAs & Business Consultants — aktcpa.com

HeRO Outsourcing — herooutsourcing.com

KPMG — kpmg.com 

Merchants Credit Association — merchantscredit.com 

Orrick, Herrington & Sutcliffe LLP — orrick.com 

West Asset Managment, Inc. — westassetmanagement.com 

Wipfli LLP — wipfli.com 

SILVER

First Choice Health Network — fchn.com 

Ricoh Healthcare (Ikon) — ikon.com 

Outreach Services — outreachservices.com 

Trilogi — trilogihealth.com 

XTend Health Care — xtendhealthcare.net 

BRONZE

CIGNA — cigna.com 

Columbia Bank — columbiabank.com 

Hawes Financial Group — hawesfinancial.com 

Healthcare Resource Group — hrgpros.com 

Healthnet — healthnet.com 

LifeWise Health Plan of Oregon — lifewiseor.com 

Resource Corporation of America — resource-corp.com 

Southern Oregon Credit Services — socredit.com 

Valley Credit Service, Inc. — valley-creditservice.com

Click on these links to visit our sponsors’ websites!

mailto:cbrazil%40outreachservices.com?subject=Pipeline%20info%20for%20you
http://www.assetcollect.com/
http://www.delapcpa.com
http://www.healthout.com
/>http://www.healthfirstfinancial.com
http://www.meddatsys.com
http://mossadams.com/default.aspx
http://www.pnc.com/
http://www.professionalcredit.com
http://www.relayhealth.com/
http://www.triageconsulting.com/ 
http://www.aktcpa.com
http://www.herooutsourcing.com
http://www.us.kpmg.com/index.asp
http://www.merchantscredit.com
http://www.orrick.com
http://www.westassetmanagement.com/whoweserve/healthcare
http://www.wipfli.com
http://www.fchn.com
http://www.ricoh.com
http://www.outreachservices.com
http://www.trilogihealth.com
http://www.xtendhealthcare.net
http://www.cigna.com
https://www.columbiabank.com
http://www.hawesfinancial.com
http://www.hrgpros.com
https://www.healthnet.com
http://www.lifewiseor.com
https://resource-corp.com
http://www.socredit.com
http://www.valley-creditservice.com
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Community hospital project poker: 

How to play a winning hand
Let’s face it, community hospitals. When playing the 
financing game, the cards aren’t exactly 
stacked in your favor.

Credit risks are to you like egos 
are to Washington politicians: 
they’re pervasive. Losing 
a physician or your town’s 
major employer can choke off 
your revenue base. And if you 
have any notable debt on your 
balance sheet, your leverage ratios 
already resemble a losing hand. And 
now you have the gumption to attempt 
to access capital to fund a major expan-
sion, renovation or replacement facility? 

Then be prepared for today’s lending world 
to give you the cold shoulder, making your 
project feel more risky than financing ice sculptures 
in Arizona. To parody Sen. Stuart Smalley, “You’re small, 
you’re risky, and doggone it, people don’t like you!” 

The investment-grade health system an hour down the 
road has a full house, while the high card you’re left holding 
is a six of clubs.

You’re playing tougher odds
Despite the countless risks with which the capital markets’ 
brush will paint you, it’s no secret that many community 
hospitals have been able to reinvest and reposition them-
selves over the last decade. From leveraging the easy credit 
of 2005–07, taking advantage of record low interest rates or, 
for critical access hospitals (CAHs), benefiting from a sav-
ing grace called Medicare cost-based reimbursement, many 
of your peers have found ways to refresh their physical 
plants in the 21st century.

However, today is different for a couple reasons. First, 
some projects that were financed were simply bad deals. 
Take a $40 million debt offering for a replacement CAH 
in the Midwest that had less than $15 million of net patient 
service revenue. Are any of us surprised that offering 

By Steve Kennedy

defaulted within three years of being funded? No, and 
the architects, bankers and attorneys on 

that deal are probably not surprised 
by the result either. But the cur-

rent market will try to guard 
against making that same 
mistake again. 
Second, nonprofit health-

care providers have recently 
been lumped in with other 

municipal, tax-dependent credits. 
At a time when historic state 

and federal budget deficits 
have coupled with an overall 
miserable economy, these 
municipal credits, including 
hospitals, have all taken a 
hit. 

So given this challenged hand that lacks any face cards, 
how can your community hospital deal still get done? 

Adopting a proper poker face
First, a community hospital can introduce a teammate into 
the game by seeking a financial partner. This usually means 
it will be purchased, either gradually by affiliation or imme-
diately. That decision changes the community’s control of 
the hospital’s operations and strategic future. It also impacts 
the hospital’s credit profile—more than likely for the better. 

But if a hospital decides to take on the capital markets 
solo, leadership needs to remember to put on a proper 
poker face by adopting the right attitudes:

Humility — A high-school buddy had the phrase “Humble 
thyself ” penned on his book bag. That proverbial directive 
should be a mantra for any community hospital seeking 
capital today. Of course, the hospital leadership team needs 
to be confident about its ability to execute its project and 
service the proposed debt. However, the leadership team 
must recognize that financial institutions and investors, for 

›››
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continued from page 8

right or for wrong (and whether they tell it to your face or 
not), will probably not view your town as special. There-
fore, you may not be able to build as large of a facility as the 
neighboring community hospital that is part of a system. 
And you may not be able to finance as much of the project 
as you would like through debt. Hospital leadership needs 
to keep that perspective in mind before trying to build a 
monument to its architect, CEO or board chair.

Flexibility — Your deal will not be a straightforward, 
uneventful experience, no matter what the investment 
banker, commercial banker or financial advisor tells you to 
win your business. The financing of your project will likely 
be more difficult than the architectural-design or market-
feasibility processes. Therefore, it is absolutely critical that 
hospital leadership and its project team remain flexible. 
Multi-tracking financing options (pursuing multiple fund-
ing options simultaneously) are important and hospital 
leadership needs to be open to amending the project scope 
as it receives project criticism and feedback from different 
sources of capital. Listen to what potential capital market 
participants are telling you; their perspectives could be 
extremely valuable.

Manageability — You must be able to afford your project. 
Historical cash flow should be greater than one times 

projected debt service. Cash to debt should quickly trend 
towards 100 percent after stabilization, and outstanding 
debt should not be greater than four times EBIDA (earnings 
before interest, depreciation and amortization) if avoidable. 
After all, this isn’t Field of Dreams; it’s Field of Reality. So 
when you “build it”, they “may not come.” Also, having a 
for-profit developer fund and build your campus’ medical 
office building will have a cost, which often will be more 
expensive than if the hospital funded the project on its own. 
Keep in mind that the only difference will be that the cost 
of capital is taxable (hospital lease payment is greater than 
for-profit developer’s taxable borrowing cost) rather than 
tax-exempt.

A Team — I’m not talking about telling investors and banks 
that you will “pity the fool” that doesn’t buy your bonds. I’m 
talking about making sure that you have an A-rated project 
team. Your investment banker, bond counsel, accountant, 
architect and general contractor need to be proven, patient 
and creative. The team members need to be proven by hav-
ing done similar financings for other low- or non-invest-
ment-grade hospitals. If a potential project participant 
rolls out a resumé highlighting a “$250 million project for 
AA-rated system,” tell them to take a hike. Your project will 
be way too difficult for them. 

The project team, including the management team, must 
be patient. Again, this isn’t a rubber stamped, A-rated hos-
pital deal where the investment banker’s biggest question 
is how big their firm’s logo should be on the Official State-
ment. No, your project team will have to answer complex 
questions and make difficult decisions. 

Finally, your team must be creative. You may leverage a 
Federal Home Loan Bank letter of credit to wrap around 
a community bank syndicate’s letter of credit. Or you may 
issue FHA 242 mortgage-insured debt in the form of tax-
able GNMA securities in order to access AAA rates and 
minimize negative carry. No matter how your deal gets 
done, it will certainly take some creativity and your project 
team needs to embrace it. 

So here’s the house’s advice: As a community hospital, 
you’ll never have a royal flush. But if you plan correctly and 
have the appropriate attitude towards your project and the 
funding process, you can throw down a respectable hand 
and get your deal done. •

How to play a winning hand



❧ 10 

Pipeline	 Oregon Chapter of HFMA	 Winter 2012

The Center for Medicare and Medicaid Innovation, 
a branch of the Centers for Medicare and Medicaid 

Services (CMS) created as part of the Affordable Care Act, 
has kicked off a new national program that enables provid-
ers to choose one or more bundled payment models. Called 
Bundled Payments for Care Improvement, the initiative 
offers three models that focus on acute care settings and a 
fourth that includes care in a post-acute setting such as a 
long-term care hospital or a skilled nursing facility. 

Even if you missed the deadline for applying for the 
initiative, there’s still time to investigate the impact bundled 
payments could have on your facility and to gather the data 
necessary to make informed decisions in the future.

The initiative is separate from the National Pilot Program 
on Payment Bundling required by the Affordable Care Act, 
but it’s designed to deliver similar outcomes. The bundled 
payment initiative has received a warm response from pro-
viders. This may be due to a decrease in participation risk, 
since the program will initially focus on medical conditions 
related to an acute care episode, including the three days 
prior to admission and 30 days post-discharge.

Based on the success of this initiative, CMS may aggres-
sively implement this reimbursement methodology in the 
coming years, and all providers along the continuum of care 
need to be ready. 

The origins of the bundled payment initiative lie in the 
increasing scrutiny of fee-for-service payment method-
ologies, which focus on patient volumes and encourage 
providers to use any and all available services in the patient 
care setting without regard to cost. The bundled payment 
approach attempts to address the issue of cost and qual-
ity while mitigating the fragmentation of care between the 
hospital and other caregivers.

Providers involved in the initiative were required to out-
line, in their letter of intent, their ability to be accountable 
for cost and overall quality during the episode of patient 
care. The provider must coordinate care of the patient 
during the episode, including medication reconciliation, 
discharge planning, and other patient follow-up post- 
discharge. The provider must also be able to offer the patient 
alternatives for services and suppliers and may not restrict 
him or her from seeking care at an alternative location.

Care package: How providers can leverage bundled payments
By Paul Holden, Moss Adams LLP Health Care Group

One initiative, four models
The models used in the Bundled Payments for Care Improvement initia-
tive offer a look at the direction in which the Centers for Medicare and 
Medicaid Services (CMS), and perhaps health care as a whole, is moving. 

Model 1 — Defined as an inpatient stay in a general acute care hospital. 
Currently, and under the proposed model, it’s paid using the MS-DRG 
system. Medicare pays a discounted amount on the MS-DRG and pays 
physicians separately for their services under the Medicare Physician Fee 
Schedule.

CMS requires a minimum discount beginning at 0 percent during the 
first six months of the program, increasing to 2 percent by year three. In 
exchange for the discounted reimbursement, you’re allowed to gain-
share with physicians. 

Model 2 — Includes the inpatient stay and post-acute care and ends 
no earlier than 30 days post-discharge. You set a “target price” during 
the application process, and Medicare reimburses at traditional fee-for-
service amounts but will reconcile these payments with the target price 
at the conclusion of the episode.

If the total payments are in excess of the target price, you must remit 
the overpayment to Medicare. If you reduce expenditures, Medicare will 
pay the difference and you can distribute it among the participating 
providers. CMS requires a minimum discount of 3 percent for days 31–89 
post-discharge and 2 percent after 90 days.

Prior to commencement you’ll be required to demonstrate your ability 
to repay any excess reimbursement received. You can do so by securing 
an irrevocable letter of credit or similar instrument prior to applying for 
the program.

Model 3 — Begins at discharge from the inpatient stay and ends no 
sooner than 30 days after discharge. The reimbursement of services is 
the same as model 2, and the discount for model 3 is proposed by the 
applicant.

Model 4 — Similar to model 1 and includes the physician component of 
the inpatient stay. Unlike model 1, however, you can choose which MS-
DRGs to include in the pilot project. Physicians and other practitioners 
will submit “no-pay” claims to Medicare and receive an allocation out of 
the bundled payment. CMS requires a minimum discount of 3 percent. 
This model appears to allow the most flexibility under the pilot project.

Following the episode, the provider must report the 
patient outcome and related quality measures — both those 
required and those considered to be voluntary or informa-
tional—to CMS, which will accept this data solely via an 
electronic health record system.

How bundled payments will change the revenue cycle
To benefit from the use of a bundled payment model, hos-
pitals and physicians involved in the care of a patient during 
a specific episode must work in a coordinated manner to 

›››
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achieve the highest-quality outcome at the lowest possible 
cost. Under the four models proposed by the Innovation 
Center (see sidebar, page 9), CMS will contract with a 
specific organization (typically established by a hospital) 
and will hold that organization accountable for the cost and 
quality of care provided to Medicare beneficiaries during an 
episode of care. 

Under models 1, 2 and 3, Medicare will reimburse the 
providers separately and in the case of models 2 and 3 will 
reconcile those payments to a pre-established “target price.” 
Under model 4 the organization will receive a single pay-
ment from Medicare and must have a comprehensive plan 
in place to distribute that payment among the providers.

Note that the bundled payment for a specific episode can-
not exceed the amount the providers would have received 
separately, outside the model. Since your organization will 
receive only one payment, it’s directly responsible for the 
cost attributed to that episode of care, which in some cases 
could include up to 30 days of care following discharge.

Note also that forming a care team under the bundled 
payment umbrella could mean significant up-front admin-
istrative costs to align the necessary providers for an 
episode of coordinated care. In addition to incurring this 
cost, you must be able to demonstrate significant savings 
at the outset. Therefore, the meaningful risk and limited 
financial reward — along with the responsibility of payment 
distribution and gain sharing — will likely create anxiety 
for providers.

To achieve meaningful cost savings at the outset of the 
program, you must perform detailed margin analyses for 
the episodes of care you’ll provide. These analyses must 
take into consideration the cost reduction to be achieved 
through better communication between the hospital and 
the related physicians, which may lead to more commonal-
ity in the types of drugs and supplies charged to patients, 
which in turn reduces the need to order a wide array and 
allows hospitals to take advantage of supplier discounts.

Your organization will be expected to decrease the aver-
age length of stay for certain types of cases and reduce 
the rate of readmissions through careful management of 
the patient while in the acute care setting and through 
a detailed review of the discharge plans with the patient 

during the post-acute time frame.
In the process of performing the relevant margin analy-

ses, you’ll need to consider two key elements outside of cost 
containment: the target price for each specific episode and 
any related gain sharing you wish to use to incentivize phy-
sicians. The pricing of the episode must take into consider-
ation the historical cost and volumes for the related cases, 
since this will dictate whether the margin can be managed 
going forward. If you anticipate the episode will be profit-
able, even while absorbing the discount to CMS, you can 
consider it for bundled payment.

Providers who applied for models 2, 3 or 4 of the initia-
tive could request from CMS, free of charge, historical 
Medicare claims data to assist in the margin analyses out-
lined above. If your organization is interested in performing 
these analyses in the interim, you can still request historical 
MedPAR data from CMS for a fee.

Are bundled payments right for your organization? 
Providers creating bundled payment arrangements have 
an opportunity to enhance hospital-physician alignment 
and create an environment of coordinated patient care. The 
advantage? Coordinated care enables all providers involved 
in the episode to improve quality, create commonality in 
treatment methods, and hold one another accountable for 
the overall care of the patient during his or her inpatient 
stay as well as post-discharge.

If your organization is experiencing high readmission 
rates, creating bundled payments for services can help 
lower those rates through greater coordinated care and roll 
the cost of readmissions for certain types of medical condi-
tions into the price of the bundled payment.

Plus, in an effort to incentivize the physicians to work in a 
collaborative manner, CMS permits hospitals to gain-share 
with them any cost savings achieved for a specific episode 
of care. This type of arrangement is generally prohibited by 
Stark laws and other regulations. 

Based on these factors, bundled payment arrangements 
may be an attractive alternative for hospitals to align with 
physicians and other health care providers in their commu-
nity. While the initial administrative burden may take some 
effort on the part of all involved, it could pale in compari-
son to the effort required to establish an Accountable Care 
Organization, joint venture, or other partnership. •

Paul Holden provides reimbursement consulting and assurance services to 
hospitals and other health care organizations nationwide.

Leveraging bundled payments
continued from page 10
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Laughter
A safe haven in a stormy year

By Kent Rader

Last year I was performing in Nebraska 
and I read a story about Nebraska’s new 
Safe Haven Law. The law says parents 
can drop their child off at any Nebraska 
hospital to be put into foster care, no 
questions asked. Every state in the 
country has one of these for children 
up to a year old, but Nebraska’s law is 
unique because it is for children up to 
18 years old. Now Nebraska hospitals 
are inundated with parents drop-
ping off their rebellious teenagers. 

And you don’t even have to be 
from Nebraska to do it. 
One woman from Con-
necticut dropped off her 
15-year-old son. Can you 
imagine how that went down? 

“Mom, where we going on vacation?”
“Omaha!”
Children are exasperating, but a reward awaits every par-

ent — grandchildren. Our friend Jan McInnis was staying 
at our house when our grandson, Kai, called on Skype. She 
says Twyla and I transform from normal human beings 
into grandparents faster than Peter Parker transforms into 
Spiderman.

Kai loves Spiderman, and when he visits we have to play 
Spiderman with him, always being one of the bad guys, like 
Sandman, Venom or Rhino. The last time he was at our 
house, Twyla taped him to the refrigerator with packing 
tape so he could bust out like Spiderman. He and I were 
eating lunch at the Chick-fil-A the next day when he asked, 
“Papa Kent, when we get home are you going to tape me to 
the refrigerator?”

Explain that to the lady from DHS.
That was when Twyla volunteered us to watch him for 

a week. I told her, “Twyla, we’re not capable of watching a 
three-year-old for a week.”

She said, “What are you talking about, 
we raised two kids.”

“I know, but we were half our age.”
Actually, during that visit I came up 

with a calculation to help determine if 
you can watch a child. Your age divided 
by the child’s age equals how much 
sleep you’ll need at night. That’s why 
24-year-olds can have three-year-old 
children and still function in society. 

Twenty-four divided by three is 
eight, thus, they only need eight 
hours sleep. Twyla and I are in 

our fifties. Fifty divided 
by three is 16, so we 
need 16 hours sleep at 
night. My mom watched 

him one day because I dropped myself off at 
a Nebraska hospital. Mom is 77; she watched 
him on Wednesday and she didn’t wake up 

until Friday. 
When he’s at our house we keep water in the bathtub 

because he likes to play with his boats in the tub. The day 
Mom watched him, I came home and she said, “When he 
played with his boats, I drained the water and ran fresh, 
warm water because I didn’t want his little fingers to get 
cold.”

It’s hard to believe this is the same woman who made me 
bathe in my brother’s dirty bath water. And when I’d pro-
test, she’d say, “Oh, it’s not that dirty.”

“It looks like the Gulf of Mexico. There’s an oil slick, dead 
fish, and what’s that pelican doing here?”

Kai has flannel, onesie jammies he wears at our house 
because he likes running and sliding on our hardwood 
floors. When I’m chasing him, he slides under our bed, and 
comes out the other side covered in dust bunnies and cat 
hair. I’m thinking, “That works better than a Swiffer.”

›››
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So all day, I am playing with him. “Hey, Kai,” I say, “I saw 
the Sandman go under Aunt Maggie’s bed. Get under there 
and catch him. No, he’s up there in the corner.”

Twyla comes home from school observing, “My, my, my. 
The floors look nice.”

I go, “Yeah, and I washed Kai’s jammies too.”
If there were a drinking game where you take a shot 

every time you hear the word “why,” then when this boy is 
around, you’d be passed out on the sofa by the end of “Dora 
the Explorer.”

“Where’s Mama Twyla?’
“She’s at school.”
“Why?”
“Because we need the money.”
“Why?”
“Because Aunt Maggie’s in grad school.”
“Why?”
“Because she can’t find a job in this economy.”
“Why?”
“Because some greedy bankers decided it was a great idea 

to loan money to people who can’t afford the house they 
were buying.”

“Why?”
All of a sudden a question about Twyla’s location turns 

into a 10-minute dissertation on Keynesian economics. 
We were in England last summer, riding the Tube, and I 

spotted a grandfather accompanied by his granddaughter. 
Twyla and I laughed listening to this child incessantly ask-
ing “why” until we saw the greatest display of grandparent-
ing ever. 

After the third “why?” the grandfather asked, “Sweetie, 
would you like some M&Ms?”

Although that’s probably why their teeth are so bad, I 
think it’s brilliant.

Regardless of our nationality, the common language we 
share is laughter. We all seem to be born with the capacity 
to laugh and it is a natural defense against the destructive-
ness of stress, heartache and depression. When we laugh, 
our immune system is strengthened, making us less suscep-
tible to illness and physically healthier.

With the dreary days of winter upon us, remember to 
look for those situations that make you laugh. It is the 
perfect prescription against children driving you crazy. The 
hospitals of Nebraska will thank you. •

Known as the world’s cleanest comedian and speaker, Kent Rader helps 
people learn and experience how laughter matters in reducing stress. A 
reformed accountant, Kent has written the stress reduction book titled Let 
It Go, Just Let It Go available at amazon.com and featured in the Country 
Inns and Suites Read It And Return Program in 200 hotels. Kent and Jan 
McInnis perform The Baby Boomer Comedy Show throughout the country 
(www.babyboomercomedyshow.com). One conference participant said, 
“You are a wonderful reminder that our human nature provides unlimited 
opportunities to laugh, share, and defuse the stresses of our lives in a way 
that is neither offensive nor exclusionary” For information or a free DVD, 
contact Kent at 405-209-3273 or email kent@kentraderspeaks.com. 

Laughter
continued from page 12

Spring Conference 2012 (11 hours CPE) 
May 16–18
Salishan Spa and Golf Resort
7760 Highway 101 North 
Gleneden Beach, OR 97388

Summer Conference 2012 (11 hours CPE)
July 25–27 
Valley River Inn 
Eugene, OR

Fall Conference 2012 (11 hours CPE)
September 26–28 
The Heathman Lodge
7801 N.E. Greenwood Drive
Vancouver, WA 98662

UPCOMING EVENTS

http://www.babyboomercomedyshow.com
mailto:kent%40kentraderspeaks.com?subject=From%20the%20Oregon%20HFMA%20newsletter
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Noon–2 p.m.

Luncheon Board Meeting

Megan Underwood, president, meganu@samhealth.org 
Please RSVP to Megan.

2:30–3:30 p.m.

Certification Q & A

Are you studying for the HFMA certification test, but have 
questions about some of the material? Or do you have 
questions about the test itself? Or questions about the cer-
tification process in general? Oregon HFMA member Bill 
Bigcraft, who became certified in 2011, will host a certifica-
tion Q&A session. Come join in!

Council Meetings (everyone welcome)

2:30–3:30 p.m.

Finance Problem Solving

Open to all; attendance encouraged
Karen Shah, chair, klshah@lhs.org 

2:30–3:30 p.m.

Patient Accounts Problem Solving

Open to all; attendance encouraged
Kristi Hartrich, chair, khartrich@stcharleshealthcare.org

3:30–4:30 p.m.

Certification Committee

Open to all; attendance encouraged
Mark Sayler, chair, msayler@curryhealth.org

3:30–4:30 p.m.

Communications Council

Open to all; attendance encouraged
Hongbao Ren, chair, hren@lhs.org

2012 Winter Meeting Agenda
Wednesday, Feb. 15 to Friday, Feb. 17

Salem Hospital, 890 Oak St. E, Salem, OR 97301  •  800-876-1718
Lodging — Grand Hotel, 201 Liberty St. SE, Salem, OR 97301  •  503-540-7800, 877-540-7800

Register online by clicking this link from Pipeline to the web. 

Wednesday, Feb. 15

3:30–4:30 p.m.

Finance Program Council

Open to all; attendance encouraged
Paul Holden, chair, paul.holden@mossadams.com

3:30–4:30 p.m.

Member Activities Committee

Open to all; attendance encouraged
Alice Ray-Graham, chair, alice@valley-creditservice.com

3:30–4:30 p.m.

Membership Council

Open to all; attendance encouraged
Tiffany Bolliger, chair, tiffany.bolliger@mossadams.com

3:30–4:30 p.m.

Patient Accounts Programs Council

Open to all; attendance encouraged
Matt Navigato, chair, navigato@ohsu.edu

3:30–4:30 p.m.

Sponsorship Committee

Open to all; attendance encouraged
Suzy Eddleston, chair, seddleston@cascadehealth care.org

4:30–5 p.m.

Committee and Council Wrap-up

Open to all; attendance encouraged

5–6 p.m.

Social Hour — sponsored by Triage Consulting
Orupa Restaurant
500 Liberty Street SE, Salem, Ore. 
503-588-3639, orupasalem.com

continues

http://www.cvent.com/events/oregon-hfma-winter-meeting-2012/custom-17-0127fb95d96741c8b9579e1e6c3ed58d.aspx
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7:30–8:30 a.m.

Registration and Breakfast

8:30–10 a.m.

General Session: State of Oregon Regulatory Update

By Andy Davidson, OAHHS
On behalf of the Oregon Association of Hospitals and 
Health Systems, Andy Davidson, CEO, will discuss the 
issues facing providers in the current legislative session. In 
addition, he will review the status of the current provider 
tax, the Oregon Health Authority, the role ACO/CCOs will 
play in the future of care delivery in the State and other 
emerging issues.

10–10:30 a.m. — Break

10:30 a.m.–noon

General Session — Bringing Health Home: Oregon’s 
Triple Aim “Better Health, Better Care and Lower Cost”

By Mike Bonetto, Ph.D., MPH, health policy advisor to 
Governor Kitzhaber, and Chuck Kilo, M.D., MPH, OHSU
Drs. Mike Bonetto and Chuck Kilo will present and share 
their experiences and obstacles encountered working 
toward Oregon’s Triple Aim. As Oregon begins to meet the 
mandates of federal health care reform, the needs to reduce 
cost and improve patient safety and outcomes are front and 
center with providers and legislators alike. 

Noon–1 p.m.

Lunch  — Sponsored by HealthFirst Financial

1–2:30 p.m.

Finance Track: The Joint Commission Update 2012

By Mark Crafton, executive director, The Joint Commission
This session will provide an overview of all important, 
emerging accreditation-related topics including top stan-
dards compliance problems; new and revised policies; 
accountability measure information; and value-added ser-
vices such as the Joint Commission’s Center for Transform-
ing Healthcare.

1–2:30 p.m.

Patient Accounting: “I’m having pepper steak for 
dinner.” Is this what social media is all about?

By Doug Meier, CEO, 530 Inc.
Explore social media and its impact on today’s workforce. 
Investigate how different generations view social media use 
at work. Learn about trends and new developments and if 
your organization is using social media correctly

1–2:30 p.m.

Reimbursement Track: 340b Overview and Recent 
Changes

By Andy Maurer, Macro Helix, Inc. 
The session will provide an overview of the 340B Drug Dis-
count Program and recent updates with recent health care 
reform. The program offers average savings of 35–50 per-
cent on outpatient drugs. This session will focus on eligibil-
ity requirements, program requirements, common compli-
ance considerations, and recent changes to the program as a 
result of health care reform legislation.

2:30–3 p.m. — Break

3–5 p.m.

Finance Track: Coordinated Care Organization (CCO) 
Panel

By hospital, medical group and payor representatives
The panel will consist of representatives from many partici-
pants in the continuum of care and those responsible for 
future patient care within the Coordinated Care model.

3–5 p.m.

Patient Accounting Track: Customer Service Key 
Performance Indicator (KPI) Series

By Terrie Handy, Legacy Health, and Matt Navigato, OHSU
Patient account participants — this is part two of our three-
part journey to define patient complaint customer service 
key performance metrics. These metrics will be used as 
benchmarks to measure our success in providing excellent 
customer service. This part 2 session will be a roundtable 
discussion to review survey results, define acceptable level 
of patient complaints in the business office and establish a 
recommended escalation process. 

2012 Winter Meeting agenda, continued

Thursday, Feb. 16

continues
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3–5 p.m.

Reimbursement Track: Medicare Advantage 
Reimbursement Issues

By Adam Reese, Healthcare Payment Specialists 
This session will provide a brief background on the Medi-
care Advantage Program and explore reimbursement issues 
that are impacted, such as IME/GME/NAH, SSI/DSH, 
HITECH, year-end settlements for DSH and bad debt. 
Takeaways include a list of action items for providers to 
help in the tracking and reporting of Medicare Advantage 
data.

2012 Winter Meeting agenda, continued

Thursday, Feb. 16, continued

5:15–10 p.m.

Social and dinner at Zenith Vineyards

The Thursday night social will be held at Zenith Vineyards. 
Please take the shuttle to and from the event. Please do not 
drink and drive!

5–5:15 p.m. — Attendees gather in the lobby of the Grand 
Hotel, 201 Liberty St. SE, Salem

5:30 p.m. — First departure to the winery, Krystal Coach 

5:45 p.m. — Second departure to the winery, school bus 

Social hour and dinner will be one flowing event and the 
shuttle drivers will wait on the premises until the group is 
ready to depart, no later than 10 p.m. 

9:30–10:15 p.m. — Both buses will begin transporting 
guests back to the Grand Hotel, making two trips each. 

Zenith Vineyards, 5657 Zena Road NW, Salem, OR 97304

Do not drink and drive!

Friday, Feb. 17

7:30–8:30 a.m.

Registration and Breakfast

8:30–10 a.m.

Joint Patient Accounting and Finance Track:  
Lean Presentation

By Aaron Crane, CFO, Salem Health 

8:30–10 a.m.

Reimbursement Track: Cost Report Form 2552-10

By Becky Dolin, Health Financial Systems, and Audrey Scott, 
OHSU 
This session will focus on the changes to the Medicare Cost 
Reporting Form 2552-10. Come learn about specific sched-
ule changes and items to be mindful of when completing 
your first cost report under the new forms. In addition, real 
life experiences with the new form will be presented by a 
local hospital.

10–10:30 a.m. — Break

10:30 a.m.–noon

Joint Patient Accounting and Finance Track: Lean 
Culture (on-site tour)

By Salem Health Department representatives

10:30 a.m.–noon

Reimbursement Track: W/S S-10 & Medical Supplies

By Tim Loechl, Steve Clark & Associates, Inc. 
The new cost report has significant changes on W/S S-10 
that impact not just your Medicare Cost Report Settle-
ment. Learn about the new reporting requirements for 
uncompensated care and substantial financial importance 
for future payments of DSH and Electronic Health records. 
Will also cover reporting and accounting for high-cost 
medical supplies that are part of the 2552-10 refinement of 
the cost report.

Zenith Vineyards
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Snapshots

by Megan Underwood, Oregon Chapter president 

A great big thank you to everyone who participated in the 
first-ever Oregon HFMA Wii Bowling Tournament and 
Charity Fundraiser held in October at the Hood River Inn. 
It was a huge success! 

The event started with a social hour, followed by an old-
fashioned barbecue. Then we fired up the TVs and Wii 
machines, and nearly 40 bowlers on five teams competed 
for the coveted championship. 

The winner was Matt’s Team. Along with bragging rights, 
each team member received a Wii trophy — or rather, a 
“wee” trophy! 

Additional thanks go to: 
•  Matt Navigato, Ed Cheney, Paul Holden and Jeff John-

son for serving as team captains

•  Ed Cheney, Jeff Johnson, Dustin Taylor, and Alice Ray-
Graham for supplying the Wii systems

•  Alice Ray-Graham and Angela Brown for making 
arrangements with the hotel for the barbecue and TVs

•  Jeff Johnson, Nick Ihnen, and James Parr for assisting, 
tracking, guarding and counting the donations

Most of all, thank you to everyone who donated food 
and/or money. The suggested donation for the event was 
$1 or a can of food. I should have known that the fabu-
lous members of this chapter would blow right past that! 
Approximately 20 food items were donated to the Hood 
River food bank, and $283.25 was raised for the American 
Red Cross. This just proves, once again, that the Oregon 
chapter rocks! Thank you all for your support.

Bowling for dollars — dollars for charity, that is

more photos 
on page 18
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Snapshots

Job Listings
To support the professional development of our members, HFMA Oregon Chapter encourages 
you to post job opportunities on our website at www.oregonhfma.org/jobs. This is a free 
service for employers and recruiters. 

http://www.oregonhfma.org/jobs.html



