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INNOVATIVE SOLUTIONS FOR THE FRONT END

Not-for-profit group
exploring technological
tool to fix

Fact: Many people who do not have a primary care
physician (PCP) use hospital EDs for nonemergent care.

Fact: Many people linked to a PCP use EDs for non-
emergent care because they believe that their physicians
are inaccessible or that their local hospital’s quality of
care and technology are superior.

Fact: The widespread use of EDs for any reason other
than emergency care—and its direct effect on wait times
and quality of care—is a significant clinical, financial, and
customer service issue for providers.

Approximately 18 months ago, the St. Louis Integrated
Health Network (IHN), a partnership of local providers
and government agencies, identified this problem as one
for which the solution would require more than just an
individual hospital process reevaluation and restructuring.

Uniting competitive providers in St. Louis for the com-
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mon goal of improving the healthcare system as a whole is
the ultimate goal of the Primary Care Home Initiative.

In addition, the THN hopes that new referral processes
and an interconnected health information exchange or
Network Master Patient Index (NMPI) will be the for-
mula that links patients to quality PCPs for appropriate
preventive care.
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St. Louis Regional Health Commission. “We felt this was a
problem in ensuring our patients good continuity of care.
It’s well known that a better doctor-patient relationship
produces better outcomes.”

Not to mention that the widespread overuse of EDs
directly affects the cost of healthcare. In its initial research,
IHN found that the average price of an ED visit in St.
Louis was $560, as opposed to $121 for a PCP visit. ITHN
also found that 37% of ED visits in St. Louis were for
nonemergencies.

“Those costs are borne by everyone, not just the people
who visit the ED,” Sehy says. “So if we can find a more
efficient and effective way to provide care, it can result in
improved care and savings that will be passed along to
businesses, insurance payers, hospitals, and patients.”

The potential cost savings and improvements in care
are what drive providers to team together. “All of the
providers are feeling the pressure in their EDs,” says
Sehy. “We were able to come together and make great

progress.”

> continued on p. 2
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The first step
In early 2005, THN gathered 40 representatives with
various clinical, information technology (IT), and opera-
tions backgrounds from 16 area providers with the goal
of developing a better PCP referral process for patients.
The 16 organizations included primary care, specialty
care, and hospital ED providers.
In the first phase, the group set out to
» define project goals
» evaluate organizational readiness to participate in
health information exchange, primary care home

management, and referral process redesign
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» gain an understanding of the participating organiza-
tions’ IT application architecture, data architecture,
and the degree to which these architectures could sup-
port a standard data-set definition of an NMPI

» evaluate the capabilities of the organizations’ IT func-
tion in terms of their ability to support the future
solution

» develop a high-level implementation plan

Take two

IHN completed the first phase late in 2005. In phase
two, it set out to design the NMPI technology solution,
select vendors, and develop new referral processes in
partnership with IBM Consulting Services.

Sehy estimates

that implementa-

tion of the health “We're committed to build-

. . ing a sustainable funding
information ex-

model and a system that
change and new

. works effectively for our
processes will . . .
4 ori patients and providers.
come with a price _ Brooke Sehy

tag of $4 mil-
lion—$5 million, which doesn’t include operating costs. So
far, local providers have contributed $625,000 toward the
project.

In addition to the design, IBM is working with THN
to develop a financial benefits and cost analysis tool for
providers.

“We’'re committed to building a sustainable funding
model and a system that works effectively for our pa-
tients and providers,” says Sehy.

The other goals of the second phase are
» process analysis and design
» technical design and system selection
» economic modeling and value proposition development
» governance set up
» project charter development

» clinical adoption

> continued on p. 12
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FQHCs: Providing hospitals lessons of patient convenience

More than 3,000 national, federally qualified health
centers’ (FQHC) sole purpose is to cater to their commu-
nities’ needy and medically underserved population—the
same people who feel rebuffed by the traditional health-
care system.

There are patient management lessons hospitals can
learn from many of the new FQHCs, including Squirrel
Hill Health Center (SHHC) in Pittsburgh, such as how to
consistently put the customer’s needs first and, ultimate-
ly, realize the positives that can result from a partner-
ship—officially or unofficially—with an area FQHC.

“If hospitals haven’t forged a relationship with area
community health centers, they should,” says Susan
Friedberg Kalson, SHHC’s CEO.

SHHC held its grand opening October 29, 2006, but its
physicians began seeing patients in June 2006. Billed as a
center that offers comprehensive and preventive health-
care for everyone—not just the uninsured—SHHC helps
unclog area EDs by taking those patients who use hospi-
tals for nonemergent care.

Although this practice translates into fewer patients
through your doors, it also means happier patients at
the time of service because of the more efficient care you
can offer to those who truly need it. From an administra-
tive standpoint, it also means less volume, fewer clerical

mistakes, fewer denials, and, ultimately, more revenue.

An idea comes to fruition

Three years ago, the Jewish Healthcare Foundation
(JHF) determined that there was an unmet need for an
FQHC in a particular area of Pittsburgh where the unin-
sured population didn’t have enough affordable health-
care options. “[The foundation] did all the background
work and put the time and effort and staff hours into
researching and writing a proposal [for the federal
grant],” Kalson says.

The federal government looks at census data and
poverty statistics and determines whether there is a real

need in a specific community. In February 2006, the gov-

ernment approved the JHF’s third attempt at a proposal.

Upon hearing the decision, the JHF had 120 days to
help the center get off the ground. It had already organ-
ized a board of directors. By law, 51% of the board must
be consumers. The JHF also had to locate space and re-
cruit staff (e.g., a medical director, practice manager,
physician, and CEO).

The next phase of the operation was consolidating the
entire staff and purchasing equipment (e.g., computers.)
To remain in line with the government’s movement
toward electronic health records, SHHC has state-of-the-
art technology. “It allows us to track patients quickly and
submit necessary information to the government quick-

ly,” Kalson says.

Customer conveniences
The government grant comes with a theoretical blue-
print, which includes the placement of
» social workers
» financial counselors
» behavioral specialists

» case managers

The government also urges the creation of pharmacy
and dental services. SHHC will open its pharmacy in
2007 and has future plans for a dental practice.

“[The government’s] priority is that the patients get all
of these services under the same roof,” Kalson says. “We
can then track the patients’ care more easily. We know if
you’'ve had a refill, and we can follow up.”

Hospitals can also take a page out of SHHC's customer
considerations. For example, signs are printed in several
languages to accommodate the different cultural back-
grounds in the community. Additionally, SHHC employs
physicians who speak Russian, Spanish, Hebrew, and
American Sign Language.

SHHC also trains its employees to welcome people
from different backgrounds. The center pays close atten-

> continued on p. 4
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tion to who it hires and uses guidance from the Welcome
Center for Immigrants & Internationals in Pittsburgh, an
organization that helps immigrants adjust to their new
surroundings.

Another patient convenience is the use of smaller
adjustable-height exam room tables, which are particu-
larly helpful for patients transferring from wheelchairs,
and for smaller patients who might otherwise have diffi-
culty propping themselves up.

SHHC is also working hard to improve throughput and
decrease wait times. To that end, most exam rooms are
fully equipped so patients aren’t shuffled back and forth
between rooms.

Another patient convenience is the return of house
calls. “Our medical director really sees that as a need,”
Kalson says. If her patients are sick and unable to come

in, she will go to them.

It’s time to open up

SHHC knows that to attract patients it has to rethink its
hours of operation. It’s difficult for many patients to make
appointments for care during traditional business hours.

SHHC is open one night per week and plans to offer
evening and Sunday hours, as well. “Staffing is a challenge,
because we want to be up and running, but we need to be
fully statffed,” Kalson says. “Several of our physicians are
part-time and want to be working that way.”

The physicians on staff are committed to this model of
community care, she adds. Many come from the hospital
setting and are tuned in to how frustrating it is when care
is hindered by factors such as insurance.

“So they are very excited to work in a hands-on mod-

el,” Kalson says.

Tearing down the insurance walls

An exciting part of working at SHHC, says Kalson, is
that it doesn’t really distinguish between the uninsured
and insured populations, although she guesses that as

many as 30% of SHHC's patients are uninsured.

“Everyone’s welcome here,” she says. “We are atten-
tive to the needs of everyone.”

Providing an affordable, convenient option for people
who once didn’t have one is rewarding. SHHC can take
on patients whom another hospital would prefer not to.

“I think it’s what gets us up in the morning,” says
Kalson. “We all know [being uninsured is] a huge issue

in this country, and the latest statistics show it’s an

increasing issue.
But it’s also very

“1 think it's what gets us

gratifying to know up in the morning. We

that you can all know [being uninsured

touch people’s
lives, that they

is] a huge issue in this
country.”

can come in, and —Susan Friedberg Kalson

you can connect
them to the care that they need.”

Kalson believes hospitals should attempt to team up
with FQHCs, not only to relieve the stress on their EDs,
but also to strive to create a healthier population.

“We're a piece in the link that provides complete cov-
erage of care,” she says. “We all have the goal of keeping

patients healthier.” B

January 31—Operationalizing the UB-04: Tested

strategies to reduce risk and maintain compliance

March 20—Integrating the Use of the NPI in Your
Facility
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Revised DRGs: Prepare for impact on service lines

by Preston Gee

We are on the eve of a seismic change in revenue re-
imbursement for hospitals with the reconfiguration of
DRGs as recalibrated by CMS in 2006.

The new configuration is a modification to the inpa-
tient prospective payment system (IPPS). Surprisingly,
other than running the numbers and issuing a cursory
first-pass analysis, many hospitals and health systems are
not undergoing or undertaking the kind of in-depth re-
view and on-deck evaluation that the IPPS should merit.

However, healthcare leaders need to recognize that
much of their world is about to change dramatically—
prompting a veritable paradigm shift in long-range plan-

ning considerations.

The decline of the core four?

One example of this significant change will be the
effect on the four high-focus service lines that typically
constitute the bulk of operating revenues and contribu-
tion margins.

It has been widely held by hospitals for the past few
years that the “Pareto Group” that commands manage-
ment’s attention and prompts intense competition in-
cludes the cardiovascular, orthopedic, neurosciences,

and general surgery service lines.
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For most mid- to large-scale hospitals, these four areas
typically account for 60%-75% of the critical financial
and market share metrics that hospital executives track.
That managerial maxim may be about to change.

For example, one large system in Texas—which just
calculated the effect of the IPPS changes on its reimburse-
ment—estimated that the cardiovascular service line will
realize a 30% reduction in its total revenue.

Other across-the-board reimbursement calculations for
cardiology range from The Advisory Board'’s estimate of a
9% overall reduction to a leading systems projection of
40%-50% for certain specialty hospitals.

Although the other key lines—orthopedics, neuro-
surgery, and general surgery—will not be hit as hard,
they will no doubt feel the pain of the surgical strikes.

All of this change carries with it major implications
because hospitals for the past five to 10 years have ex-
pended disproportionate capital and management time
on these service lines.

With their cachet and contribution now expected to
diminish some—although, admittedly, they will still be
major players—hospitals” emphasis may need to turn to
other areas of the portfolio that healthcare executives
have long considered second-tier services or third-rate
margin contributors.
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Margin makeover
One of these areas is the entire milieu of medical
diagnoses. Partly as a result of portfolio grids and strate-

gic planning matrices, the medical service lines have

been considered important but not necessarily essential.

Executives considered many service lines as overall
drains on the system and, depending on the market,
they were either relegated to second-tier consideration
or evaluated for eventual reduction and jettisoning.

With the revised payments, all bets—or at least some
of them—are off regarding the financial and operational
value of the medical segment of the service-line portfo-
lio. One example of this is the entire service line of oncol-
ogy, which looks to gain significantly from the revised
IPPS calculations.

Obviously, the broader categories of general medicine
and other previously lower-margin areas will also under-

go marked amelioration in reimbursement. This new

reimbursement translates into interesting planning dy-
namics, as executives may need to rethink their previous-
ly crafted strategies on market segmentation and service
expansion.

For example, in some markets, the Medicare segment
is experiencing an increasingly difficult time accessing pri-
mary care, as more physicians close their practices to the
over-65 population. Although this situation is somewhat
understandable given the untenable payment levels the
government has enacted, it creates a significant problem
for many hospitals.

Medicare enrollees in smaller and mid-size markets are
migrating to metropolitan areas where the oversupply of
physicians usually fosters increased access to care. These
migrating seniors, who are then referred to medical special-
ists in the metropolitan areas, often elect hospitalization in
the metropolitan setting, thus leaving the hospitals in their

locale in the lurch when it comes to Medicare patients.
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The salience of service lines

The implementation of IPPS underscores one important
strategic consideration and managerial approach, which is
the inherent value of a service-line orientation.

Those or-ganizations that have incorporated the struc-
ture of service-line management with defined data para-
meters, specific performance metrics, and well-defined
managerial accountability will be better positioned to
navigate the IPPS transition and adjust to the revised
reimbursement guidelines.

By this time in the preparation cycle, organizations
have been both warned and provided with ample lead
time to make the necessary adjustments. When DRGs
were first introduced in the mid-1980s, few organizations
in the healthcare realm—or at least few hospitals—had a
service-line structure. However, more than two decades
have passed, and many organizations have astutely rec-
ognized that a service-line structure enables an organiza-
tion—whether large or small—to more adroitly and

nimbly make the transition to a new set of operational

and financial parameters.

This is a critical lesson that other sectors of American
industry—and international firms—have learned well.
The same can be said for progressive and strategy-driven
health systems. The service-line structure offers organiza-
tions in transition—especially in payment transition—the
optimal operational structure to assess the financial ef-
fect, as well as map out future strategy.

Some hospital executives have commented that the
IPPS changes should be budget neutral for most hospitals.
Although that may be true, there is a vast shift in the
financial relevance between the service lines. A hospital’s
strategy should take into account that shifting relative
value and reflect the revised importance of each service
line under the new configuration. Those hospitals that
have good data and service-line directors or managers who
are ultimately accountable for their areas will be best posi-
tioned to adjust and map out a new strategic course under
the new reimbursement guidelines.

> continued on p. 12
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Staff training should be an integral part of any provider’s
pricing transparency initiative in 2007

Good training doesn’t happen by accident. It requires
planning as well as development of a needs analysis. A
thorough, specific description of your goal in conducting
this training program is important.

Avoid vague statements such as, “We will teach our
staff a new process.” A better goal would be, “We want to
improve productivity by teaching staff a new process for
best practices.”

Even better is a specific goal statement: “We intend to
improve patient cost access through staff use of the new
retail project processes. Eighty-five percent of staff will be
compliant with this new process by December 31.”

Identifying business goals should be a team effort. In-
clude finance executives, senior managers, subject mat-ter
experts, and champions and representatives of your target
audience, and work together to achieve this task. Make
goals as specific and measurable as possible. Ask yourself
the following questions:

1. What is the business goal you need to achieve?
What business needs are driving the project?

Create a process for increasing reimbursement by 9.5%
(measurable) from alternative payment methods by pro-
viding cost-data access to the public. Successful imple-
mentation of the transparency project process is expected
to be completed by 100% of front-end staff.

2. How will you measure business results con-
nected to the training project?

Set a goal—9.5% increased reimbursement. An ac-
ceptable expectation might be a 7% increased reimburse-
ment from self-pay and retail customers. The staff goal
could be that 100% of front-end staff will use the new
process by the year’s end (measurable). An acceptable
expectation could be 80% compliance. This will be deter-
mined by a manager audit or via test-patient telephone
inquiries (specific).

The Microsoft Excel spreadsheet, which is this month’s

training tool, is an example of a simple yet effective way
to record audit measurement results to aid in the training
process. Create meaningful column headings to record
the data you are gathering. Using a spreadsheet program
such as Excel also provides easy e-mail communication to
team members who need to know training measurement
statistics.

3. What is the retraining plan?

Every staff member and manager who does not comply
with the rules outlined in the initial training session will
undergo a second training session. Three months after the
follow-up training, compliance (specific) with the training
will be determined by test-patient telephone inquiries. The
training team should reconvene (actionable) to examine
the process to determine whether it is flawed.

4. What are the learner’s current abilities? What
does the audience already know?

This can be a challenging portion of the training
process that you can approach in three ways. First, talk
with managers after creating specific measurable ques-
tions, such as, “Is staff member X proficient in gathering
insurance data 100% of the time?” Use the responses to
gather the manager’s knowledge of staff abilities.

Second, ask staff to write their answers to the same
questions; sometimes there are surprises when compar-
ing results.

Third, hold a question-and-answer session with the
department as a group. This is a valuable opportunity to
identify staff members who might need additional support
in the training process. Ask the group to identify areas of
specific concern or confusion.

5. What do trainees need to learn?

The answer to this question hinges on why you are
conducting the training in the first place. Some reasons
include understanding current CMS legislation; becoming

proficient in using new software verification systems,
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using chargemaster access systems, or directing clients to
the organization’s Web site to use price calculators; and
learning how to direct callers to financial support consul-
tants, provide retail prices, calculate a patient’s financial
responsibility for nontraditional insurance benefits, col-
lect fees at the point of service, calculate a discount for
self-pay patients, and conduct a preregistration outreach
program to gather information required for the registra-
tion process.

Additionally, patient access staff sometimes need to
learn investigative and research skills and to renew their
dedication to customer service excellence.

6. Which resources are available to contribute to
the training?

Identify your champions and get them involved. Enlist
the cooperation of the medical staff. Price transparency
offers a significant value to your staff because it directly
contributes to patient satisfaction. If you have medical
directors, include them in the training as well.

If your staff have a favorite surgeon, pediatrician, or
radiologist, try to bring this person onboard with the
initiative.

In addition, creative training can be memorable. For
example, consider an outdoor training session in nice
weather. If your facility has access to a patio with tables
and umbrellas, reserve the space for a few hours and hold
an outdoor class.

Invite a local television or newspaper journalist to
cover the training session and interview attendees. New
activities that serve the community are newsworthy.

At the conclusion of training, provide staff with
framed certificates they can display indicating that they
were successfully trained. Or consider providing a special

T-shirt, lapel pin, or banner for each participant.

Additional training tips

If use of new software (e.g., real-time price-quote esti-
mators and automated chargemasters) will be necessary
in your price transparency initiative, your staff will need
to become proficient with this software. In that regard,

take advantage of your vendor’s professional training ser-

vices. Once staff have had on-site vendor training, do not
hesitate to contact the vendor if you are not satisfied with
the trainer or if you need additional help. Vendors prefer

their clients to be active users.

However, sometimes customers lack the confidence to
use new applications, so be sure that your vendor agrees
to return for retraining visits if needed and that a data or
application expert is available to answer questions.

Request written instructions; staff will have questions
once the trainers leave, and hard copy materials can
reduce anxiety.

Besides offering training on new software, make sure
that your training materials include clear, concise, and
correct patient-friendly billing information. To that end,
the Healthcare Financial Management Association, with
support from the American Hospital Association and the
Medical Group Management Association, created the
Patient Friendly Billing Project.

The project has an excellent Web site (www.hfma.org/
library/revenue/Patient FriendlyBilling) that contains articles
and news updates on the subject.

Also ask your finance department training team mem-
ber to provide a list of your major payers.

Visit their Web sites and search for “what-if” modeling
options and real-time adjudication information. Share the
information with staff so they can direct members to their

insurer’s Web site for additional information. B

Editor’s note: PA A adapted this excerpt from the book
Transparent Pricing for Retail Healthcare: Critical strate-
gies to secure a competitive advantage, published by HCPro,
Inc. Visit www.hcmarketplace.com for more information or

to order.

Questions? Comments? Ildeas? F

Contact Managing Editor Corey Goodman

Telephone 781/639-1872, Ext. 3737

E-mail cgoodman@hcpro.com
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PAA 2006 index

Charity care

Fine-tune your charity care policy. April, p. 1.

IRS offers more insight on charity care survey. Sept., p. 3.

Sample charity care sliding scale based on federal poverty
guidelines. April, p. 4.

Sample emergency charity care application. April, p. 5.

CcMs

Final IPPS rule: Time to begin training staff. Nov., p. 9.

NPI implementation: Now is the time to prepare for
2007. Oct., p. 6.

Sample UB-04 form. Dec., p. 4.

UB-04: New form will present some challenges before
May '07 deadline. Dec., p. 1.

Coding
Coding errors can lead to serious consequences. May, p. 10.
The financial effect of coding errors on the bottom line.

April, p. 6.

Customer service

Customer satisfaction in the ED: Practical solutions from
one organization. Nov., p. 1.

Customer service: Smiles, improved processes will help

maintain and improve your market share. Oct., p. 4.

Denial management

Best practices in measuring denials. Jan., p. 8.

Denials management and prevention inherently com-
plex. August, p. 6.

Denials: Physician advisor can make a big impact. Oct.,
p- 8.

No denying it: How one MA facility reduced its denial
rates, bad debt. Jan., p. 1.

Sample denial database flow chart. Jan., p. 5.

Sample denial database summary report. Jan., p. 4.

Ten questions to ask when defining the role of a
physician advisor. Oct., p. 10.

Ten traits of a good physician advisor. Oct., p. 10.

Employee management
Regional healthcare salary averages. Feb., p. 3.
You're hired! Techniques to find, hire, and maintain

front-end help. Feb., p. 1.

Front-end processes

Sample data analyst: Central scheduling development
liaison job description. May, p. 8.

Three initiatives that may affect your bottom line in '06.

May, p. 4.

Handling uninsured patients

Underinsured and uninsured patients? March, p. 4.

High-deductible health plans

Consumer-directed health plans: Negotiating with
patients. July, p. 10.

Consumer-directed plans present new patient issues for
access management. June, p. 2.

Health savings account information. Feb., p. 5.

High-deductible health plan problems: Prepare in

advance. Feb., p. 1.

HIPAA
HHS releases final HIPAA enforcement rule. August, p. 8.

Managed care

Deal directly with disputes about bundled charges. Jan., p. 1.

Medicare touts bonus program, pushes public surveys.
March, p. 9.

Study: Providers opting against using managed care

insurers. Sept., p. 8.

Observation status
Inpatient, outpatient, or observation? June, p. 4.

Observation simpler in the OPPS final rule. Feb., p. 10.

Outsourcing
Background check: Make sure that A/R vendors meet the
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critical requirements. May, p. 1.
Practical tips to help you find the right A/R vendor. April,
p- 8.

Patient flow

Good things don’t come to hospitals that make patients
wait. Oct., p. 1.

Improve patient flow, enhance the patient’s experience, and
boost revenue by using facts over feelings. May, p. 11.

Sample discharge checklist. June, p. 9.

Sample patient letter. June, p. 8.

Tackle late discharge times to improve throughput. June,
p. 1.

With diversion no longer an option, hospital united to

improve care and bolster bottom line. Dec., p. 3.

Pay for performance

Ask these 11 questions about a payer’s P4P program.
July, p. 11.

Medicare bonus payment program improving care. Jan.,
p- 12.

Panel experts share perspectives on P4P programs.
March, p. 8.

Transparency can play a vital role in the success of P4P

programs. March, p. 1.

Pricing transparency

Company offers true cost of common procedures on Web
site. May, p. 3.

Four federal agencies now responsible for compiling and
providing procedure data, quality of care info. Oct.,
p- 11.

Pressure to be transparent intensifies. Nov., p. 2.

Pricing structure sample. Sept., p. 6.

Pricing transparency: Payers may release incomplete data,

convince savvy consumers to go elsewhere. Sept., p. 11.

Protect your future revenue with a calculated approach.
Dec., p. 3

The price is right: Come on down, prepare your hospital
for consumerism. April, p. 1.

What the AHA means by ‘transparency.” Sept., p. 4.

Registration process

Sample registrar errors report. July, p. 5.

Sample registrar errors report by primary payer. July,
p- 6.

Staff grooming, career ladder other positive outcomes,
July, p. 3.

Tracking registration errors, boosting accuracy rates: One

facility’s success story. July, p. 1.

Reimbursement

Commercial payers: A small piece of the revenue pie,
a big headache for most organizations. Oct., p. 3.

Medical ID theft: An expensive, dangerous issue for
providers. Sept., p. 1.

Payment challenges for out-of-network providers. Feb.,
p- 6.

Sample healthcare identity theft and fraud program
policy. Dec., p. 4.

Seven tips to conquer medical identity theft. Dec.,

p. 1.

Technology

Claims clean up: Use technology to verify all insurance
information. June, p. 1.

CORE initiative blazes path for information exchange
among providers. Dec., p. 7.

How prediction of payment affects the revenue cycle.
Jan., p. 2.

Improve your revenue cycle infrastructure, Nov., p. 5.

New technology directly lead to better physician-hospital
relationships. May, p. 1.

SmartCards: Technology reduces duplicate medical records,

speeds up the registration process. August, p. 1.

Up-front collections

‘Persuasive compassion’ is an optimal collections ap-
proach. Sept., p. 7.

Rethink your point-of-service collections strategy.
August, p. 4.

Up-front collections: Take a different approach to

strengthen the bottom line. March, p. 1. il
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ER volume

< continued from p. 2

Take the make up off for the third phase
Although much of the design work has yet to be com-
pleted, the group envisions the scenario eventually play-
ing out as follows: The patient arrives in the registration
area of a hospital ED. Somewhere in between registra-
tion, triage, seeing the provider, and discharge, a referral
coordinator calls up the patient’s information through a
data exchange that links all participating providers. The
information will reveal whether the patient has a PCP. If
he or she does not, the coordinator will help the patient
identify one and will then educate the patient about the
availability of quality preventive care at area PCPs. The
coordinator will also assist the patient in scheduling a

timely follow-up appointment.

The NMPI will likely also contain demographic infor-
mation, as well as the patient’s discharge diagnoses, med-
ications, and medical history.

Each provider will interface with the NMPI, including
the EDs and PCPs throughout the St. Louis region. The
database will include mostly Medicaid and uninsured
patients but may eventually include all ED patients.

The implementation period is scheduled to begin in
March.

However, in the short term, the IHN is conducting
a pilot program to place two referral coordinators in
two EDs.

“We want to make sure this is an effective model,”

Sehy says. i

Revised DRGs

< continued from p. 7

What an opportunity for evaluation

Whether you view the forthcoming effects of IPPS as
significant or nominal, the change has additional value.
As with any sweeping change that pervades the industry,
it is an opportune time to evaluate not only the Medicare
payment structure for its strategic implications, but also
the organization’s entire pricing structure. The reality is
that shifting government reimbursement, transparent
pricing, and strategically targeted revenue-cycle manage-
ment practices (i.e., strategic pricing) are all interrelated.

Market pricing is very much one of the key items that
the senior level needs to address. This narrow window of
opportunity and transition provides leaders in the C-suite
the platform to navigate this sea change with an entirely
different view toward the horizon and a renewed focus
on customer orientation and market-driven strategy.

This rebasing initiative provides an excellent opportuni-
ty for all hospitals and health systems to fully evaluate their
cost structure and document their pricing approach and
algorithms. The rapidly emerging trend toward transparent

pricing—or perhaps more aptly termed “market pricing”—

synchronizes appropriately with the IPPS initiative to step
back and evaluate the entire pricing configuration.

We are entering a time when progressive hospitals will
realize the emergence of the customer and the diminish-
ment of the chargemaster as market changes prompt the
need for a new managerial model and approach.

Healthcare executives who are attuned to the shifting
sands of the market environment will seize this opportu-
nity and reevaluate their entire pricing structure by pull-
ing up from their historical approach and drilling down
into the fine detail of how they determine their prices and
how this should optimally be performed under the emerg-
ing construct of a market-driven environment.

These planning-centric, forward-thinking organizations
will capitalize on these significant changes to ensure fu-

ture long-term viability. W

Editor’s note: Gee is a senior managing director with Phase
2 Consulting in Austin, TX, and the author of Service Line
Success: Eight Essential Rules. Contact him at epgee@

phase2consulting.com.
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