
*Executive Session: Subjects that may be considered in executive session are: 1)  Matters, immediate knowledge of which would clearly have 

an adverse effect upon the finances of the public entity; 2)  Subjects that tend to prejudice the reputation and character of any person, 

provided that the person may request a public discussion; 3)  Matters which by law, municipal charter, or ordinance are required to be 

confidential; 4)  Matters involving consideration of governmental records that by law are not subject to public disclosure; 5)  Direction to an 

attorney or labor negotiator regarding the handling of specific legal matters or labor negotiations. 

                                        AGENDA 

       COMMUNITY HEALTH SERVICES BOARD  

     Cordova Center – Library Education Room  

           APRIL 14, 2016 at 7:00PM  

               REGULAR MEETING 

AT CCMC, WE BELIEVE THAT HEALTHY PEOPLE CREATE A HEALTHY COMMUNITY. 

Board Members 
 

President:   

David Allison 

          Term expires 03/19 
 

Vice-President: Tim Joyce 

          Term expires 03/17 
 

Secretary: 

Tom Bailer 

          term expires 03/17 

 

James Burton 

          term expires 03/19  

Joshua Hallquist 

          term expires 03/18 

Robert Beedle 

          term expires 03/18 

James Wiese 

          Term expires 03/19 

 

Interim CEO  

Noel Rea

OPENING  

1. Call to Order 

2. Roll Call – David Allison, Tim Joyce, James Burton, Tom Bailer, Josh 

Hallquist, Robert Beedle and James Wiese.  

3. Establishment of a Quorum 
 

A. APPROVAL OF AGENDA  

B. CONFLICT OF INTEREST  

C. COMMUNICATIONS BY AND PETITIONS FROM VISITORS 

1. Guest Speaker 

2. Audience Comments (limited to 3 minutes per speaker).  
Speaker must give name and agenda item to which they are addressing.  
 

D. APPROVAL OF CONSENT CALENDAR             Pgs. 1-27  

1. RAD P018 – Intravenous Contrast Administration 

2. RS P102 – Exercise Guidelines 

 

3. RS P103 – Safe Lifting 

4. RS P105 – Electrical Stimulation 

5. RS P106 – Gait Belt for Transfers 

6. RS P201 – Transcutaneous Electrical Nerve Stimulation (TENS) Unit 

7. RS P202 – Operation of Rehabilitation Services Equipment 

8. RS P203 – Hydrocollator Cleaning 

9. RS P204 – Temperature Checks of the Hydrocollator 

10. RS P206 - Ultrasound 

E. APPROVAL OF MINUTES                                                                                 Pgs. 28- 30                                    

1. Minutes from the March 10, 2016 Regular Meeting 

F. REPORTS OF OFFICER and ADVISORS                                                

1. President’s Report - 
2. Administrator’s Report -                  Pgs. 31-32 

3. Finance Report – February Financials               Pgs. 33-35 

4. Medical Director’s Report  -  

5. Sound Alternatives Report  -  

6. QHR Report – Quorum Monthly Updates                    Pgs. 36-52   

G. CORRESPONDENCE  

H. ACTION ITEMS  

 
1.  

2.                                                        

 



 

*Executive Session: Subjects that may be considered in executive session are: 1)  Matters, immediate knowledge of which would clearly have an 

adverse effect upon the finances of the public entity; 2)  Subjects that tend to prejudice the reputation and character of any person, provided that the 

person may request a public discussion; 3)  Matters which by law, municipal charter, or ordinance are required to be confidential; 4)  Matters involving 

consideration of governmental records that by law are not subject to public disclosure; 5)  Direction to an attorney or labor negotiator regarding the 

handling of specific legal matters or labor negotiations. 

 

 

I. DISCUSSION ITEMS 

J. AUDIENCE PARTICIPATION (limited to 3 minutes per speaker)   
Members of the public are given the opportunity to comment on matters which are within the subject matter jurisdiction of the Board and 

are appropriate for discussion in an open session. 

K. BOARD MEMBERS COMMENTS  

L. EXECUTIVE SESSION   

1. Discuss External Contracts 

2. Meaningful Use Reimbursements 

3. CEO Candidates 

M. ADJOURNMENT  
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Minutes 

Community Health Services Board 

Cordova Center – Community Rooms A & B 

March 10, 2016 at 12:15pm 

Regular Meeting  
 

I. CALL TO ORDER AND ROLL CALL – 
 

Kristin Carpenter called the HSB special meeting to order at 12:16pm.  Board members 

present:  Kristin Carpenter, Tim Joyce (telephonically), Tom Bailer (telephonically), James 

Burton. 

A quorum was established. 

CCMC staff present:  Noel Rea, Interim CEO; Kim Wilson, HR Coordinator; Olinda White, Interim 

CFO and Stephen Sundby, Sound Alternatives Executive Director. 
 

II. APPROVAL OF AGENDA 

 M/Burton S/Joyce “move to approve the agenda.” 
  

M/Burton S/ Joyce “modify agenda to read Reports of Officers and Advisors to include QHR as 

#6 as a standing item.” 
Vote on motion: 4 yeas, 0 nays, 3 absent. Carpenter-yes; Joyce-yes; Bailer-yes; and Burton-yes. 

Beedle-absent; Reggiani-absent and Hallquist-absent.  Motion was approved. 
 

III. CONFLICT OF INTEREST ~ None  
 
IV.  COMMUNICATIONS BY AND PETITIONS FROM VISITORS 

• Guest Speakers ~ None 

• Audience Comments ~ None  
 

 

V. APPROVAL OF CONSENT CALENDAR  

 FS 908 – Capitalization 

 No objection to approve the Consent Calendar 

Vote on motion: 4 yeas, 0 nays, 3 absent. Carpenter-yes; Joyce-yes; Bailer-yes; and Burton-yes. 

Beedle-absent; Reggiani-absent and Hallquist-absent.  Motion was approved. 

 

VI. APPROVAL OF MINUTES 

M/Bailer S/Joyce “move to approve the minutes from the February 11, 2016, HSB Regular 

Meeting.” 
Vote on motion: 4 yeas, 0 nays, 3 absent. Carpenter-yes; Joyce-yes; Bailer-yes; and Burton-yes. 

Beedle-absent; Reggiani-absent and Hallquist-absent.  Motion was approved. 

 

VII. REPORTS OF OFFICERS 

President’s Report ~ Carpenter reported that she had met with Noel last week about the 

Agenda and Executive Session. Carpenter had also been in touch with Ron Vigus with QHR 

regarding the CEO candidates. The dates have been set for March 21-22 for CEO interviews, Ron 

has offered to come to Cordova and sit in on the interviews if the board so chooses. 

 

The Board came to an agreement that it was not necessary for Ron Vigus to fly to Cordova for 

the interviews, that all of the upcoming CEO interviews will be done either telephonically or via 

Skype and that Ron Vigus is invited to be present via the same method.  

 

Administrator’s Report ~ Noel Rea reported that Kim Wilson had been doing a great job 

putting together the facility wide Sexual Harassment Training. We are looking at a savings of 

approximately $80k over the next year using Amerinet Group Purchasing, and that is not 
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including savings from all departments in the facility. Revenue is up in February. In 

approximately 4 – 6 weeks we should be receiving Meaningful Use money. We will be hosting a 

community gathering welcoming Dr. Sanders. And I am hoping to have Joe Tye, author of The 

Florence Prescription come to Cordova the end of April. 

  

Finance Report ~  

 

Medical Director’s Report ~ None 

 

VIII. CORRESPONDENCE  

1. QView February 2016 

2. February 2016 – QHR Board Minutes 

3. IVantage 2016 Methodology  

4. IVantage 2016 Rural Relevance Study                                              
 

IX. ACTION ITEMS  

1. Resolution to update CCMC Authorized Check Signers 

M/Burton S/Joyce “I move to approve the Resolution of the Cordova Health Services 
Board designating the representatives authorized for signing checks, non-check payroll tax 

payment, and cash transfers for Cordova Community Medical Center.” 
 

M/Burton S/Joyce “Amend the resolution to add HSB Vice-President Tim Joyce as an 

authorized check signer for CCMC.” 
Vote on amendment: 4 yeas, 0 nays, 3 absent. Carpenter-yes; Joyce-yes; Bailer-yes; and 

Burton-yes. Beedle-absent; Reggiani-absent and Hallquist-absent.  Motion was approved. 

 

M/Carpenter S/Burton “Amend the resolution to strike Randy Apodaca from the names to 

remove as an authorized check signer for CCMC.” 
Vote on second amendment: 4 yeas, 0 nays, 3 absent. Carpenter-yes; Joyce-yes; Bailer-yes; 

and Burton-yes. Beedle-absent; Reggiani-absent and Hallquist-absent.  Motion was approved. 

 

Vote on main motion: 4 yeas, 0 nays, 3 absent. Carpenter-yes; Joyce-yes; Bailer-yes; and 

Burton-yes. Beedle-absent; Reggiani-absent and Hallquist-absent.  Motion was approved. 

 

2. Resolution of Lease-Purchase Equipment Agreement 

M/Burton S/Bailer “move to approve the Resolution of the Cordova Health Services Board 
approving the Equipment Lease-Purchase Agreement for the CT scanner.” 
 

M/Burton S/Joyce “I move to refer back to staff” 

Vote on motion: 4 yeas, 0 nays, 3 absent. Carpenter-yes; Joyce-yes; Bailer-yes; and Burton-

yes. Beedle-absent; Reggiani-absent and Hallquist-absent.  Motion was approved. 

 
  

X. DISCUSSION ITEMS ~ None 
  

XI. AUDIENCE PARTICIPATION ~ None 

 

 

 

 
 

XII. BOARD MEMBERS COMMENTS  
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Joyce – I agree with James, it would be nice to have the folks that are there helping to decide 

how they wanted to do it too. 

Hallquist – Absent  

Burton - My thought on the interviews for CEO, If this board is going to change between now 

and the CEO Interviews, would we like to hear from the new City Council members as they will 

also be the ones that will have to work with this individual for the next 3 years?  

Bailer – I would agree with that. And I appreciate James Burton bringing that up in such a 

manner so that they (new Council Members) that opportunity. 

Reggiani – Absent 

 Beedle – Absent 

Carpenter – I had thought that Susan was going to swear people in after this meeting. Which 

would mean that you would be participating because at that point you would be the Council.  

 

M/Burton S/Bailer “I move to suspend Roberts Rules for the remainder of the meeting to 
include the new City Council members in the discussion” 
Vote on motion: 4 yeas, 0 nays, 3 absent. Carpenter-yes; Joyce-yes; Bailer-yes; and Burton-yes. 

Beedle-absent; Reggiani-absent and Hallquist-absent.  Motion was approved. 

 

Wiese – With Skype being out there I think that its’ something that we should get used to, 
honing our skills as a board that will need to learn how to read people like this. It’s obviously 
going to save us a lot of money on airfare, flying people back and forth is expensive. It’s out 
there and I think we should be putting our best foot forward in using it. I did have a comment on 

something that Kristin had said about someone needing to get a feel for Cordova, there is a lot of 

merit to that. What good does it do to hire someone who can’t live here?  
Allison - I ditto that, I think the phone is good for the first round of interviews. Other than Noel, 

if there is someone that we’re interested in taking a closer look at, we can fly them up later. It 
does no good bringing them up on a day like today (blue skies and sunny) and they’ll love it, 
until we have two weeks straight of rain then they might have a different attitude.  

 
  

XIII. Executive Session  

At 1:15pm M/Burton S/Joyce “move to go into executive session for matters, immediate 
knowledge of which would clearly have an adverse effect upon the finances of CCMC.” 

             

Interim CEO Noel Rea, Interim CFO Olinda White, James Wiese and David Allison were invited to 

join the Executive Session. 

 

 HSB Members came out of Executive Session at 2:11pm                                             
 

XIX. ADJOURNMENT – 

M/Burton S/Joyce “I Move to adjourn the meeting.”   
Carpenter declared the meeting adjourned at 2:13pm. 

 

    

 

Prepared by:   Faith Wheeler-Jeppson 
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~ Healthy People Create a Healthy Community ~ 

 

 

Date:  April 11th, 2016 
To:   Health Services Board 
From:  Noel D. Rea, MBA, NHA, CCMC Interim CEO 
RE:   CEO Report 
 

 
 

1. Budget/Finance 

 

 February Financial Statement is attached.  The Statement compares this year to 
budget.  Gross revenue was slightly over budget for the month, but cumulative is down by 
6.13%.  There was an increase in revenue on the budget of 5% that has not been implemented 
because we were waiting for the QRate study.  Expenses are over budget by 5.92% due 
primarily to how we are recording USAC (Universal Services Funding) funding we get for 
our internet lines.   
 

 We need to raise charges as of May 1st.  Raising charges 5% would add approximately 
$129,267, 7% would add approximately $180,992 and 10% would add $258,555.  The staff 
recommendation is 7% so that it will come out to approximately 5% for the year and we have 
been told CCMC has been increasing over the last couple of years.   
 

 The month of March gross revenue is estimated to be down approximately 3.66% from 
March or down $28,158.02.   

 

 We will have statistical spreadsheets at the Board meeting comparing current and prior 
years.   
  

2. Recruitment 

 

 Recruitment – We have had limited success getting potential applicants from the current 
recruiting agency.  Staff is putting together a recruiting plan which will accommodate all 
critical open positions at CCMC.  We will then develop a budget to share with the HSB to 
implement that plan. 

 
3. Staffing 

 

 New Hires 
1. Physician (Start date of March 31, 2016) 
2. Interim Director of Nursing (start date March 9, 2016) 
3.  
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~ Healthy People Create a Healthy Community ~ 

 

 Current Open Position 
1. CEO 
2. CFO 
3. Director of Nursing 
4. Long Term Care Coordinator 
5. 4 Registered Nurses  
6. 1 Physical Therapist 
7. 1 Medical Technologist 
8. 1 Quality Assurance/Performance Improvement RN (new) 
9. 1 Business Office Assistant (new) – on hold 

 

 Current Travelers 
1. Interim Director of Nursing 
2. Interim Long Term Care Coordinator (RN)  
3. Interim CFO 
4. Interim CEO 
5. 4 Registered Nurses 
6. 3 LPN’s 
7. 1 Physical Therapist 
8. 1 Medical Technologist 

   
 

5.   CFO Recruitment 

 

 We have not received any applicants via Quorum in the last month.  I have asked staff to 
explore opportunities where we can recruit directly from CCMC.  We are more than 
adequately covered having Olinda White in place but would like to resolve this position in 
the near future. 

 

6.  CT Scanner 

 

 Through 4.11.16 we have completed 24 CT exams resulting in total charges of $28,924.  This 
should project out at roughly $175K for the year.  Having a second physician now and the 
busy season coming I would anticipate we will see a larger total but will monitor this and 
report out regularly. 

 
7. Board   

 

 Thanks to the board member who have been able to meet.  Your guidance is critical to 
keeping alignment between administration and the board.  As a reminder we will have an 
evening conversation/session with Joe Tye on April 27th (location to be determined).  Please 
take the time to read the book I shared as it will help make the time with Joe more 
meaningful.  (FYI- we are also planning a session with the department heads of the city 
during Joe’s time as well).   
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Cordova Community Medical Center

Cash Flow Statement

FYE 2016

Jan-16 Feb-16

Cash in Bank - Operating

   Beginnng Balance (3,031.90) 164,586.60

   Deposits 717,308.30 715,658.75

   Disbursements 549,689.80 818,278.87

      Ending Balance 164,586.60 61,966.48

Cash In Bank - Payroll

   Beginning Balance 1,820.22 7,380.69

   Deposits 172,000.00 335,000.00

   Disbursements 166,439.53 340,906.16

      Ending Balance 7,380.69 1,474.53

Cash in Bank - Sound Alternatives

   Beginning Balance 2,092.54 4,012.96

   Deposits 1,920.42 99,698.80

   Disbursements 100,000.00

      Ending Balance 4,012.96 3,711.76

Cash in Bank - Money Market

   Beginning Balance 8.15 8.15

   Deposits 2.77

   Disbursements

      Ending Balance 8.15 10.92

Total Cash 175,988.40 67,163.69

Accounts Payable 936,747.58 949,880.32

Accounts Receivable

   Regular 1,273,736.08 1,139,663.54

   Long Term Care 550,945.98 483,428.34

Total Receivables 1,824,682.06 1,623,091.88
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04/05/16 Page:1

10:57 

Application Code : GL

User Login Name:lwhite

TOTAL FUND BALANCE                1,663,478.77    2,578,868.77

                              --------------------------------

TOTAL LIABILITIES AND EQUITY      5,735,604.65    5,338,727.72

                              ================================

Payroll Liabilities                 589,943.07      493,855.01

Other Liabilities                   161,029.92       75,439.41

                              --------------------------------

TOTAL LIABILITIES                 4,072,125.88    2,759,858.95

EQUITY/FUND BALANCE

                              --------------------------------

Inventory                           148,482.43      152,281.27

                              --------------------------------

TOTAL ASSETS                      5,735,604.65    5,338,727.72

                              ================================

LIABILITIES

Payables                          3,321,152.89    2,190,564.53

ASSETS

Cash & Cash Equivalents             188,010.61      274,526.26

Net Patient Receivables             917,796.29      742,076.65

Other Receivables                   212,866.02      206,491.34

Fixed Assets                      4,245,807.54    3,936,341.91

Prepaid Expenses                     22,641.76       27,010.29

               Cordova Community Medical Center               

                         Balance Sheet                        

                         February 2016                        

                                  Year-To-Date    Prior YTD   

Description                         Amount         Amount     
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04/05/16 Page:1

10:56 

Application Code : GL

User Login Name:lwhite

NET INCOME                        -149,695.34      -1,836.11   -147,859.23     -419,652.38       -3,672.22   -415,980.16

                              ==========================================================================================

Other Expenses                      14,701.71       9,151.09      5,550.62       22,695.02       18,302.18      4,392.84

                              ------------------------------------------------------------------------------------------

TOTAL EXPENSES                     908,681.63     841,950.42     66,731.21    1,783,536.10    1,683,900.84     99,635.26

                              ------------------------------------------------------------------------------------------

OPERATING INCOME                  -149,695.34      -1,836.11   -147,859.23     -419,652.38       -3,672.22   -415,980.16

                              ------------------------------------------------------------------------------------------

Rents & Leases                      10,709.93      10,196.99        512.94       11,575.48       20,393.98     -8,818.50

Utilities                          100,969.60      47,299.67     53,669.93      201,292.77       94,599.34    106,693.43

Travel & Training                    2,906.99       4,340.93     -1,433.94        6,223.00        8,681.86     -2,458.86

Insurances                          30,413.51      17,220.74     13,192.77       44,281.24       34,441.48      9,839.76

Recruit & Relocate                   2,796.81       7,838.34     -5,041.53        3,568.06       15,676.68    -12,108.62

Depreciation                        42,143.47      22,360.92     19,782.55       83,306.11       44,721.84     38,584.27

Wages                              281,777.14     294,438.56    -12,661.42      560,004.70      588,877.12    -28,872.42

Taxes & Benefits                   171,032.29     201,962.50    -30,930.21      374,152.70      403,925.00    -29,772.30

Professional Services              195,527.58     180,625.27     14,902.31      395,889.84      361,250.54     34,639.30

Minor Equipment                     14,932.27       1,447.83     13,484.44       17,043.57        2,895.66     14,147.91

Supplies                            40,213.60      36,269.75      3,943.85       60,380.54       72,539.50    -12,158.96

Repairs & Maintenance                  556.73       8,797.83     -8,241.10        3,123.07       17,595.66    -14,472.59

Other Revenue                        6,813.48      63,287.58    -56,474.10       12,736.79      126,575.16   -113,838.37

                              ------------------------------------------------------------------------------------------

Cost Recoveries Total              212,147.40     205,549.16      6,598.24      300,545.25      411,098.32   -110,553.07

                              ------------------------------------------------------------------------------------------

TOTAL REVENUES                     758,986.29     840,114.31    -81,128.02    1,363,883.72    1,680,228.62   -316,344.90

EXPENSES

Bad Debt                            73,707.13      18,575.58     55,131.55       64,985.87       37,151.16     27,834.71

                              ------------------------------------------------------------------------------------------

Deductions Total                   222,774.10     134,764.19     88,009.91      381,129.98      269,528.38    111,601.60

COST RECOVERIES

Grants                              99,473.80      40,807.91     58,665.89       99,473.80       81,615.82     17,857.98

In-Kind Contributions              105,860.12     101,453.67      4,406.45      188,334.66      202,907.34    -14,572.68

Behavioral Health                   45,050.60      48,254.34     -3,203.74       86,160.38       96,508.68    -10,348.30

                              ------------------------------------------------------------------------------------------

Patient Services Total             769,612.99     769,329.34        283.65    1,444,468.45    1,538,658.68    -94,190.23

DEDUCTIONS

Charity                               -616.42      21,803.59    -22,420.01         -616.42       43,607.18    -44,223.60

Contractual Adjustments            149,683.39      94,385.02     55,298.37      316,760.53      188,770.04    127,990.49

REVENUE

Acute                               53,413.10      30,838.75     22,574.35      110,876.10       61,677.50     49,198.60

Swing Bed                           92,825.37      92,045.17        780.20      110,452.37      184,090.34    -73,637.97

Long Term Care                     339,516.87     346,378.16     -6,861.29      702,742.15      692,756.32      9,985.83

Clinic                              86,707.87      63,293.00     23,414.87      139,543.13      126,586.00     12,957.13

Outpatients-Other                  152,099.18     188,519.92    -36,420.74      294,694.32      377,039.84    -82,345.52

                                            Cordova Community Medical Center                                            

                                                 Profit & Loss Statement                                                

                                                  Through February 2016                                                 

                                       Period   Budget        Period          Year-To-Date    Year-to-date  Year-To-Date

Description                            Amount   Amount        Variance        Amount          Budget        Variance    
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Medicare providers must report and repay any Medicare Parts A and B overpayments within 60 days of 

identifying them, according to a fi nal rule released Feb. 11, 2016.  The fi nal rule is eff ective March 14, 2016 and 

includes a 6-year lookback period.

It is important for hospitals to promptly investigate and disclose any repayments to The Centers for Medicare 

and Medicaid (CMS) or the Medicare Administrative Contractor (MAC).

Highlights/Overview

Quorum Board Minutes

CMS Finalizes the 60-Day Parts A and B Overpayment Return Rule
March 2016

www.QHR.com

 800.233.1470

(Continued)

Lookback Period

   CMS reduced the lookback period to  six years as opposed to 10 years, which was originally stated in the 

proposed rule:

  Overpayments must be reported only if a person identifi es the overpayment within six years of the date 

the overpayment was received.

 Healthcare providers must repay an overpayment and notify the federal government, the state and any 

“intermediary carrier or contractor to whom the overpayment was returned in writing of the reason for 

the overpayment,” all within 60 days of fi rst identifying the overpayment.1

 Identifying an overpayment should occur when a provider verifi es an overpayment has been received, 

after exercising due diligence.

   CMS defi nes reasonable due diligence as “proactive compliance activities to monitor claims and 

reactive investigative activities undertaken in response to receiving credible information about a 

potential overpayment.”

 The 60-day period begins after a provider has determined an overpayment has occurred once reasonable 

diligence has been completed or on the day the provider received credible information of a potential 

overpayment, if the provider does not engage in reasonable diligence.    The period for reasonable 

diligence is not to exceed six months from receipt of credible information, excepting extraordinary 

circumstances.

CMS clarifi ed there is no overpayment if the identifi ed error did not result in an increase in 

reimbursement, and also clarifi ed that where there is a reimbursement increase, the overpayment 

is only the diff erence between what was paid and what should have been paid if the claim had been 

submitted correctly.
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  Reducing the lookback period allows providers to use all approved mechanisms for refunding 

overpayments, such as the adjustment claim process.

  Scot Hasselman, an attorney with Reed Smith in Washington, told Bloomberg BNA:  “Many providers 

and suppliers will be unable to conduct their own lookback and will have to hire third parties to do 

it for them.  And, because limitation periods will have ended, or because record retention policies 

permitted earlier destruction, necessary documentation may not be available.”

  Potential costs and resources necessary for a six-year lookback should not be minimized.

Potential Liabilities

   Providers and suppliers are subject to potential False Claims Act (FCA) liability, civil monetary penalties 

and exclusion from federal healthcare programs for failure to report and return an overpayment.

   Providers and suppliers will continue to be required to comply with current procedures when CMS, or its 

contractors, determine an overpayment and issue a demand letter.

Methods for Reporting and Returning Overpayments

  Providers and suppliers must use applicable claims adjustment, credit balance, self-reported refund, or 

another appropriate process to report and return overpayments.

Provider/Supplier Costs

   CMS projects that the time and eff ort necessary for providers and suppliers to identify, report and return 

overpayments as set forth in this Final rule will result in an annual cost of between $120.87 million and 

$201.45 million.  

  CMS’ mid-range projection is an estimate of $161.16 million.

Summary

   This fi nal rule gives providers more time to thoroughly investigate for prior overpayments and make one 

repayment, rather than requiring them to conduct a rushed review or submit piecemeal repayments.

  According to CMS, the Final Rule:

  Ensures compliance with applicable statutes;

  Promotes high quality care; and

  Protects the Medicare Trust Fund against fraud and improper payments.

Two documents providing more information on this issue are attached for your review: “Medicare and 

Medicaid Guide,” and Bloomberg BNA’s “Medicare Report.” 1 Section 6402(a) of the Patient Protection and 

Aff ordable Care Act (ACA) (P.L. 111-148), which created a new section 1128J (d) of the Social Security Act, 

requires a provider or supplier who received an overpayment to report and return the overpayment to the 

HHS Secretary, the state, an intermediary, a carrier, or a contractor at the correct address and to notify the 

respective recipient of the overpayment in writing of the reason for the overpayment.

CMS Finalizes the 60-Day Parts A and B Overpayment Return Rule (Continued)

www.QHR.com

 800.233.1470
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Quotations in the text are 
drawn from the following 
sources:

http://www.npr.org/sections/
health-shots/2016/03/07/ 
469196691/cant-get-in-to-see-
your-doctor-many-patients-turn-
to-urgent-care

http://www.beckershospitalreview.
com/lists/20-things-to-know-
about-urgent-care.html

http://www.usatoday.com/story/
news/politics/elections/2016/02/07/
heres-how-millennials-could-
change-health-care/79818756/ 

http://www.hfmmagazine.com/
display/HFM-news-article.
dhtml?dcrPath=/templatedata/
HF_Common/NewsArticle/data/
HFM/Magazine/2015/Aug/upfront-
community%20health 

https://www.bostonglobe.com/
metro/2016/03/07/retail-medical-
clinics-boost-medical-spending/ 
0vY7XnE9TS2YqsqbQD4xbO/story.
html 

Urgent care centers are popping up everywhere.  
And while “urgent care” is not meant to address 
life-threatening conditions, these facilities 
are “becoming the bridge between the primary 
care doctor’s offi  ce and the hospital emergency 
room (ER),” reported NPR.  Currently, urgent 
care centers boast “nearly 7,100 locations in 
the U.S., according to the most updated number 
from the Urgent Care Association of America,” 
(Becker’s Hospital Review).  Further, this 
already broad national footprint is expected to 
continue to grow.  According to Health Facilities 
Management (HFM), the “$14.5 billion urgent 
care industry is expected to increase 5.8 percent 
annually through 2018 to about $18.8 billion, 
according to a report by investment banking 
service fi rm Harris Williams & Co.” 

Urgent care centers meet gaps in care often 
due to scheduling confl icts with primary 
care doctors.  In a recent poll conducted by 
NPR, the Robert Wood Johnson Foundation 
and the Harvard T.H. Chan School of Public 
Health, “one in fi ve people reported going to 
urgent care at least once in the past two years, 
[because] they were unable to see their regular 
doctor when they needed medical care.”

In addition to scheduling confl icts, consumers 
are demanding more convenient access to 
care.  Becker’s Hospital Review explains that 
“as healthcare shifts toward the outpatient 
arena, urgent care centers remain popular with 
patients and consumers looking to receive 
convenient and aff ordable treatment for minor 
conditions, imaging and blood tests.”  Cost is 
also driving the growth of urgent care facilities, 
which off er a cheaper alternative to the ER.  
NPR reports that “according to a recent review 
from the National Center for Health Statistics, 
visits to the ER can easily run more than $1,000 
for adults.  The average visit to an urgent care 
center, in contrast, hovers around $150.”  

Another factor contributing to the proliferation 
of urgent care centers is that many Americans 
do not have a primary care physician.  According 
to a 2015 report by Salesforce, “nearly half of 
people ages 18-34 (millennials) do not have a 

personal relationship 
with a physician,” 
(USA Today).

The physician shortage 
is challenging patients of all ages too.  Many 
primary care practices are full and people cannot 
fi nd a physician who is taking new patients.  Dr. 
Andrew J. Sussman, president of MinuteClinic, 
the CVS-owned company, said about half of 
MinuteClinic patients have no other source of care.  
Dr. Sussman told the Boston Globe, “We want to 
be able to provide patients with timely care so it 
doesn’t get worse,” and more expensive to treat, 
he said.  “There’s a profound shortage of primary 
care physicians. Retail clinics can help keep 
patients healthy.”

Urgent care centers should be part of a hospital’s 
system of care.  “The beauty of [an] integrated 
system is that primary care, urgent care and 
hospital care are all connected, so medical records 
are shared. Not only is that sort of system more 
effi  cient, “he says, “but patient care is improved, 
too,” (NPR).

Several Quorum client hospitals have created 
urgent care centers to meet the needs of their 
community.  One example is Northwestern 
Medical Center (NMC) in St. Albans, VT.  “NMC 
established two urgent care centers as part of our 
strategic eff ort to reduce avoidable visits to the 
ED,” said Jonathan Billings, NMC’s vice president 
of Planning & Community Relations.  “We are 
very pleased that both of our urgent care locations 
have exceeded volume predictions, with each site 
averaging 30-40 patients per day.  Even more 
so, we are thrilled that our patient satisfaction 
is typically very high—ranking above the 90th 
percentile.”  In addition, Billings reported that 
the urgent care sites have also contributed to a 
measurable reduction in avoidable visits to the 
NMC ED.

Talk to your CEO about your hospital’s strategy to 
meet the primary care needs of your community, 
and the role of urgent care centers.  You can also 
discuss what other hospitals are doing in your 
region with your Quorum regional vice president.

Quorum’s Monthly Digest of the Business of Healthcare
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Oversight 

CMS Cuts Lookback Period to Six 
Years in Final Rule on Overpayments 

M edicare providers must report and repay any overpayments within 60 days of identifying them, according to a final rule released Feb. 11 Providers will be responsible for reporting and re­turning all overpayments identified within six years of when the overpayment was received, which differs from the 10-year period that was included in the pro­posed rule. While there are no major surprises in the final rule, there are some important conceptual and operational aspects of it, Laurence Freedman, an attorney with Mintz, Levin, Cohn, Ferris, Glovsky and Popeo PC, Washington, told Bloomberg BNA Feb. 11. "It's very important that CMS added a critical clarifi­cation that 'identification' of an overpayment includes the '[quantification] of the amount of the overpay­ment'," Freedman said. The rule (RIN 0938-AQ58, CMS-6037-F), which implements Section 6402(a) of the Affordable Care Act, will be published in the Feb. 12 Federal Register and is effective March 14. A proposed rule was released in February 2012. The final rule was scheduled to be released in February 2015 but was delayed for a year due to its complexity. 
Overpayment Identification. The Centers for Medicare & Medicaid Services's final rule requires health-care providers to repay an overpayment and to notify the federal government, the state and any "intermediary, carrier or contractor to whom the overpayment was re­turned in writing of the reason for the overpayment," all within 60 days of first identifying the overpayment. According to the final rule, an overpayment identifi-cation occurs when a provider verifies an overpayment has been received, after exercising due diligence. The CMS defined reasonable diligence as "proactive compliance activities to monitor claims and reactive in­vestigative activities undertaken in response to receiv­ing credible information about a potential overpay­ment." The 60-day period begins after a provider has inves­tigated an overpayment identified through a compli­ance program, or on the day credible information of a possible overpayment is received, assuming reasonable diligence wasn't exercised. However, Freedman said the final rule might cause substantial confusion and disagreement over whether an overpayment should be considered identified in the absence of any reasonable diligence. 
Sigh of Relief. Several aspects of the final rule are sure to please the provider community, including clar­ity over when the 60 days begin. "There was a collec-

News 
tive sigh of relief this morning as the health-care indus­try read the CMS press release regarding the new rule," Danielle Sloane, an attorney with Bass, Berry & Sims in Nashville, told Bloomberg BNA Feb. 11. By clarifying that overpayment identification in-1eludes both determining that a provider has received an overpayment and quantifying the amount based on rea­sonable diligence, the CMS is giving providers more \.time to thoroughly review the overpayment and make one repayment, rather than requiring them to do a ./rushed review or submit piecemeal repayments, Sloane / said. Overall, the final rule offers a fairly balanced and rea­sonable approach, Sloane said, while still setting high expectations for providers to exercise diligence and re­turn any overpayments that are due. For example, the CMS clarified there's no overpay­ment if the identified error didn't result in an increase in reimbursement, and clarified that where there is a re­imbursement increase, the overpayment is only the dif­ference between what was paid and what should have been paid if the claim had been submitted correctly, Sloane said. It wouldn't include repayment of the entire claim. "This clarification relieves providers and suppliers concerns about having to repay entire claims for patient care services due to an identified problem without then being able submit corrected claims because of the timely filing limitations," Sloane said. Sloane said providers and suppliers shouldn't breathe too easily, however, because the final rule sets high expectations for what constitutes reasonable dili­gence. Providers and suppliers must investigate potential overpayments within six months, unless there are ex­traordinary circumstances, and then report and return within 60 days, Sloane said. "I suspect that many providers and suppliers will still find that time line pretty tight, but CMS seems to leave what constitutes extraordinary circumstances pretty open ended," Sloane said. 

Six-Year Lookback. While the proposed rule included a 10-year lookback period, many comment letters ar­gued that it would be burdensome and costly for provid­ers. Comment letters also said a six-year lookback is a more commonly used statute of limitations under the False Claims Act, while a 10-year period is only used in certain circumstances. The CMS agreed and said a six-year lookback would address many of the concerns held by commenters. "I'm pleased that there is no more threat of a 10-year lookback period," Freedman said. Though the six-year lookback period was expected, it's overly broad, Freedman said. "CMS should have kept the reasonable four-year pe­riod under the CMS SRDP [Self Referral Disclosure 
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Protocol] , and should have given more weight to the 
administrative re-opening deadlines," Freedman said. 

Freedman also said it was disappointing the CMS 
wants overpayments going back six years, but won't 
permit identification and claiming of underpayments 
for the same time period. 

"CMS said it was outside the scope of the rulemak­
ing, but it's not fair for CMS to have one-way rules on 
re-openings," Freedman said. 

Lookback Burdens. While a six-year lookback period 
is better than 10 years, it's still an excessive amount of 
time for providers and suppliers to be forced to conduct 
audits for overpayments, Scot Hasselman, an attorney 
with Reed Smith in Washington, told Bloomberg BNA 
Feb. 11. 

"Many providers and suppliers will be unable to con­
duct their own lookback and will have to hire third par­
ties to do it for them. And, because limitation periods 
will have ended, or because record retention policies 
permitted earlier destruction, necessary documentation 

" may not be available," Hasselman said. 
Potential costs and resources necessary for a six-year 

lookback shouldn't be minimized, Hasselman said. 
Providers and suppliers can take the risk of not con­

ducting a six-year lookback, but the chance of potential 
liability may affect their business, particularly in con­
nection with potential sale of transfer, Hasselman said. 

BY JAMES SWANN 

To contact the reporter on this story: James Swann in 
Washington at jswann l@bna.com 

To contact the editor responsible for this story: Ken­
dra Casey Plank at kcasey@bna.com 

The CMS final rule is at http://src.bna.com/cAP. 

Data 

Sale of Medicare Claims Data Could 
Be Boon for Quality Improvement Groups 

A proposal that would pave the way for the sale of 
analyses of Medicare data for the first time could 
be a windfall for the few organizations allowed ac­

cess to the data. 
The Centers for Medicare & Medicaid Services re­

cently proposed a set of rules for certain organizations 
that want to sell analyses of Medicare claims data. 
These rules, when made final, would also allow organi­
zations given special access to Medicare claims data­
known as qualified entities-to offer health-care provid­
ers and suppliers in-depth evaluations of their perfor-
mance. . 

The agency believes the changes will bring renewed 
interest to the qualified entities program, which so far 
has produced only two public reports on Medicare 
spending and provider performance. Executives from 
several qualified entities told Bloomberg BNA they be­
lieve the changes will better help them serve health­
care organizations looking to bring down the costs of 
delivering care. 
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44We're just starting to see the fruits of some of 

these data analysis projects." 

-BRYAN SrvAK, FORMER HHS CHIEF TECHNOLOGY OFFICER

"This is a pretty big deal," Bryan Sivak, an advisor to 
Amino, a qualified entity, and the former chief technol­
ogy officer for the Department of Health and Human 
Services, told Bloomberg BNA Feb. 11. "CMS histori­
cally, and for very good reasons, has kept this data pri­
vate and now it's going out to third parties that can do 
something really interesting with it." 

However, the head of one qualified entity in Wash­
ington said he's worried that some of his fellow organi­
zations might charge exorbitant fees for their analyses. 

The CMS has approved 13 qualified entities to access 
Medicare claims databases otherwise not released to 
the public and to produce public reports on trends in 
the federal program. 

The changes, outlined in a proposed rule (81 Fed. 
Reg. 5,397) published Feb. 2 in the Federal Register, 
were required under the Medicare Access and CHIP Re­
authorization Act (MACRA), a 2015 law. 

Qualified Entities. All of the qualified entities except 
one are nonprofit organizations dedicated to improving 
the quality of health-care services in certain regions of 
the country. The only for-profit entity, California-based 
Amino, and one nonprofit entity have access to Medi­
care claims data for the entire country. 

Qualified entities must meet stringent IT security re­
quirements and go through an approval process by the 
CMS that can take years to complete. 

The work of qualified entities, however, will become 
increasingly important as Medicare and commercial in­
surers move more providers into value-based payment 
arraignments, where doctors' performance on certain 
quality measures will determine how much they're 
paid, Elizabeth Mitchell, president and chief executive 
officer of the Network for Regional Healthcare Im­
provement, told Bloomberg BNA. 

The changes under MACRA will allow qualified enti­
ties to furnish health-care organizations with informa­
tion about the patients they serve and insights into how 
they fare compared to their peers, Mitchell said. 

Changing Work. Nearly all the qualified entities iden­
tify themselves as quality improvement organizations, 
which for years have looked at claims data from com­
mercial and public insurers for industry trends and is­
sues, but haven't had access until recently to the same 
kind of Medicare claims data. 

The Oregon Health Care Quality Corporation, a Port­
land, Ore., nonprofit and qualified entity, collects data 
from the state's Medicaid agency and 80 percent of the 
state's commercial insurers, Mylia Christensen, execu­
tive director of the group, told Bloomberg BNA. 

Oregon Health looks at the total cost of health-care 
services in the state and recommends way to lower that 
cost, Christensen said. The group also offers doctors 
custom reports on their performance, she said. 

The sale of these custom reports has been Oregon 
Health's main source of income, Christensen said. How­
ever, the organization can't currently include the Medi-
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