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Susan Reichert, FACMPE
President, MGMAMO
Wow! That is my response to this year’s
spring conference! The education
offered at the conference was second to
none and the networking available was
an outstanding opportunity to meet new
friends, see old ones and share in this
everchanging career path we all have
chosen! For those of you able to attend
this year’s conference I hope you, too,
found it very beneficial and for those of
you that were not able to make it this
year please consider adding this to your
schedule for next year!
For me the spring conference signifies
that my year as MGMAMO president
has come to an end and what a wonder
ful year it has been! I have had such
great opportunities to attend several
local chapter conferences and meetings
and found all of the chapters really
meeting their missions of providing
quality education! It has been especial
ly gratifying to watch our newest local
chapter, MGMA Central Missouri, con
tinue to grow in its membership and I
know they have a bright future ahead in

Please join me in thanking all of the
people that it takes to keep our local
chapters and state chapter going
strong! The people involved do this as
volunteers on top of the many hours
that are already poured into their jobs
and they do it with the love of our pro
fession in their hearts and the desire to
share education with others.
Please join me in welcoming your 2016
2017 MGMAMO Board of Directors:
President – Jeff Ruch; PresidentElect –
Sharon Sagarra, FACMPE; Treasurer –
Brad Carney, CMPE; and Secretary 
Ashley Petty. They will continue to lead
and provide exceptional leadership for
our organization.
It truly has been an honor for me to
serve as this year’s president and it has
been an experience I will cherish forev
er. I know that those following me will
continue developing and offering edu
cational programs and events to help
each of you personally and profession
ally. Thank you for the opportunity to be
a part of such a wonderful and evolving
state organization.

 Susan Reichert, FACMPE
President, MGMAMissouri
Susan.reichert@coxhealth.com
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Are you “ALL IN” for SUCCESS?

MGMA-MO Spring Conference
May 1-3, 2016 – Tan-Tar-A Resort, Osage Beach, MO
“ALL IN” for SUCCESS
I want to thank those that attended the 41st annual
MGMAMO Conference “All IN” for SUCCESS! The
conference was filled with great general session
speakers and topics, outstanding breakout sessions
to enhance our knowledge, and a time of fun and net
working with our colleagues and peers. The Planning
Committee worked very hard to bring this conference
to you and is hopeful that you enjoyed the time away
and learned a lot from the event.
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The Conference began with preconference sessions
devoted to ACMPE, a new manager workshop, round
table discussion by specialty, and a State Leadership
Symposium for members of our state’s local board
members. We also had a bowling event to support the
scholarship fund and a first time attendee reception
and networking event. We had 44 individuals attend
the conference this year for the first time.
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The conference opened on Sunday evening with din
ner and general session speaker Ron Feingold, who
taught us the power of the smile with his comedy and
song. After the general session, a large group attend
ed the cocktail party at Mr. D’s lounge.
Monday morning started with general session speak
er Mary Kelly, who helped us to “Manage the Culture”.
Monday then consisted of breakout sessions that
encompassed all of the MGMA Body of Knowledge
components. Monday evening was an opportunity to
rest, relax, or join the board in the MGMAMO suite to
enjoy a quiet place to sit and talk.
Tuesday morning began with more breakout sessions
to provoke thought and encourage challenging the
status quo. The annual membership meeting was held
and the conference ended with Bruce Hamilton teach
ing us to have “No Bad Days”.
I want to thank everyone for walking the exhibit hall
and speaking with the exhibitors. They are all very
important to our success and the basis for the commit
tee to be able to put on a conference of this caliber
each year.
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Member Report . . . . . . . . . . . . . . . . 17
I would like to sincerely thank each and every one on
the Conference Planning Committee. I will forever
remember your commitment and dedication to making
this conference the success it was. I would also be
remiss if I didn’t mention the hard work and sacrificial
giving of her time during the year. Rebekah Francis is
truly a great asset to MGMAMO and we are a better
organization because of her.
Lastly, it has been an honor and privilege to have
served this organization this past year as your
Conference Chair. Sharon Sagarra is already in the
planning stages of the 2017 annual conference. I
strongly encourage every member to make the invest
ment in yourself and attend next year’s conference.
You won’t regret it.

 Jeff Ruch, MBA
President Elect and Conference Chair
Jeffery.ruch@mercy.net

Scholarship Committee Report
On Tuesday, May 3, 2016, MGMA Missouri announced and awarded the following scholarships:
Presidential Scholarship
Michelle French, CoxHealth, Springfield
Professional Enrichment Scholarship
Amy Trankler, SSM Health Medical Group, Arnold
Dependent Scholarship
Kristina Taylor, Springfield
Also during the conference with the help of many, the scholarship committee raised over $1500 through a 50/50
raffle, 5k, and the annual bowling event. The committee and the board want to express their appreciation for all
the support this program received this year.
ProAssurance Practice Manager of the Year Award
The ProAssurance Practice Manager of the Year Award was established to recognize a practice manager mem
ber of MGMA Missouri who has demonstrated a noteworthy achievement of exceptional leadership and man
agement proficiency to enhance strategic and operational effectiveness of health care delivery in his or her prac
tice and community. The $2,000 award will support the personal advancement and development of the prac
tice manager by covering the expenses to attend the national MGMA Annual Conference. Congratulations to
this year’s award recipient Tracy Simmons, Lake Regional Health System.
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Keeping the game fair...

...so you’re not fair game.
Your Missouri medicine
is getting hit from all angles.
You need to stay focused and on point—
confident in your coverage.
Get help protecting your practice,
with resources that make important
decisions easier.

Healthcare Liability Insurance & Risk Resource Services
ProAssurance Group is rated A+ (Superior) by A.M. Best.

Want to reduce risk? >> ProAssurance.com/Seminars

800.282.6242 • ProAssurance.com
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Chronic Care Management (CPT 99490)

Overview
With its January 1, 2015 implementation of Chronic Care Management (CPT 99490), the Centers for Medicare &
Medicaid Services recognized the value of care coordination and management as a vitally important role of primary
care that can to lead to healthier, happier lives for patients while significantly reducing Medicare’s spending over time.
Chronic Care Management is nonfacetoface care coordination of at least 20 minutes monthly and carried out by
clinical staff supervised by a physician or other qualified health care professional. Required elements include:
•
2 or more diagnosed chronic diseases expected to last 12 months or until a patient expires;
•
Chronic diseases that place the patient at significant risk of death, acute exacerbation/decomposition
or functional decline;
•
A comprehensive patient care plan must be established, implemented, revised and monitored.
Statistics
Significantly, two thirds of Medicare Beneficiaries are diagnosed with two or more chronic conditions; with fourteen
percent actually diagnosed with more than six chronic conditions. These statistics are what make Medicare
Beneficiaries such a costly group for whom to care; and as the prevalence of their chronic illness increases so too do
their ER visits, hospitalizations, rehospitalizations and therefore costs.
Consider the following; the 33% of Medicare Beneficiaries with fewer than two chronic conditions account for approx
imately 7% of total Medicare spending while the 14% with six or more chronic conditions account for approximately
46% of total Medicare spending.
For example, the average cost per Medicare Beneficiary with fewer than two chronic conditions is slightly more than
$2000 annually; the average of all Beneficiaries is slightly less than $10,000 annually; but the cost of individuals with
six or more chronic illness is approximately $32,000 annually. With this in mind, you quickly understand the tremen
dous economic benefit to Medicare should CCM serve to mitigate some of the symptom severity and exacerbations
associated with a Patient’s chronic illnesses.
A Patient Centered Approach
With the implementation of Chronic Care Management, Medicare is gaining the opportunity to extend physician influ
ence into the homes of its chronically ill Beneficiaries. Through CCM, patients gain connectivity to care coordinators
who can assist in determining and eliminating the real life obstacles to their following their physician’s direction and
attaining their personal health goals.
Through their personal care coordinator, Medicare Beneficiaries receiving CCM services have an active care coordi
nator who facilitates the ongoing assessment of medical, functional, and psychosocial needs, ensuring their timely
receipt of all recommended preventive care services, providing medication reconciliation and review of adherence
and potential interactions/barriers with oversight of patient selfmanagement of medications.
CCM provides for management of care transitions between and among health care providers and settings, including
referrals to other providers and for followup after an emergency department visit or discharge from a hospital or
skilled nursing facility. Referral to and coordination of care from home health agencies and homes and community
based providers is also included. Transitional care management is key to the reduction of readmissions post dis
charge.
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Chronic Care Management (CPT 99490)
Comprehensive Patient Centered Care plans, a requirement of CCM services, must be based on a physical, men
tal, cognitive, psychosocial, functional, and environmental assessments/reassessments. The comprehensive plan
of care must include:
•
•
•
•
•
•

All health issues
A problem list
Expected outcome and prognosis
Measurable treatment goals
Symptom management
Planned interventions and identification of the
individuals responsible for each intervention

•
•
•

•
•

Medication management
Community/social services ordered
A description of how services of agencies and
specialists outside the practice will be
directed/coordinated
A schedule for periodic review
When applicable, revision of the care plan

This care plan must be provided to the patient in a written or electronic format and be available electronically at all
times to all care team members.
Supervision
In its effort to promote the utilization of CCM by Primary Care, for nonRHC and nonFQHC practices, CMS provided
an exception under Medicare’s “incident to” rules to permit clinical staff to provide CCM services incident to the serv
ices of the billing physician (or other appropriate practitioner) under the general supervision (rather than direct super
vision) of a physician (or other appropriate practitioner). Interestingly, for RHC and FQHC, at current the direct super
vision standard is still applicable for CCM services.
CCM Provision Requirements
A Patient’s consent for CCM service must be secured before furnishing the service. Patient consent requires docu
mentation in the medical record of specific acknowledgements and authorizations. Requirements are as follows:
•
Inform patient they have the right to accept or decline services
•
Inform patient of services included in CCM
•
Inform patient that Medicare insurance benefit will be billed monthly for their CCM services and co
insurance and deductibles do apply to this service
•
Inform patient that their health information will be shared with other members of their care team for
care coordination purposes
•
Inform patient that only one provider may furnish them CCM services at a time
•
Inform patient that they have the right to revoke their authorization and terminate the service at any
time.
CCM Service Requirements
•
Documentation Requirements:
o
A structured clinical summary that includes patient’s demographics, problems, medications, and
medication allergies
o
Structured data must be recorded in a CMS certified EHR
o
A comprehensive patientcentered care plan addressing all health issues
•

Access to Care:
o
24 hours a day, 7 days a week and 365 days a year patient access to care coordination services
o
24 hours a day, 7 days a week and 365 days a year access to the patient’s care plan for the entire
care team
o
Management of care transitions post discharge from hospital, emergency room and skilled nursing
facilities
o
Routine appointment availability with a member of the patient care team
o
Enhanced communication opportunities with patient and care team by means of telephone, secure
messaging or secure email
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Chronic Care Management (CPT 99490)
As you can see from the requirements for provision of CCM, Medicare places a maximum emphasis on the availabil
ity of patient information to all care team members at all times. Access to correct uptodate patient information when
necessary and in a contextualized format can make a tremendous difference allowing a CCM participant to be
engaged in any and all interventions. Without this context and access, a missed opportunity for advancement of a
patient’s personal health goals, or, worse, an avoidable ER visit or hospitalization may result.
Immediate access to the care team and the uptodate patient care plan truly empowers the Medicare Beneficiary uti
lizing CCM services to be accountable and engaged in their ongoing personal and healthcare goals leading to better
outcomes and increased communications across the healthcare spectrum.
CCM in the Practice or Outsourced
CMS requirements for CCM are realistic expectations but do not take into consideration the financial constraints or
risks associated with implementing a new program in the Practice.
Reimbursement to providers is approximately $42 per patient per month for provision of CCM services.
The additional revenue associated with CCM reimbursement may offset the cost of hiring an employee in the Practice
who manages the entire CCM program and can focus on meeting the requirements for CPT code 99490. This par
ticular financial investment leaves the practice at risk should the in house program not meet CCM requirements, in
part, due to the evolving needs of the practice as staff workloads increase/change and uncontrolled staffing short
ages. There is a definite risk to relying on inoffice clinical staff to provide consistent CCM services that will meet
CMS billing requirements.
The financial investment goes beyond the hiring and managing of staff to include IT and documentation investments.
Many practices are investing in a portal specifically built for CCM to meet all billing and documentation requirements
as most EHRs do not have CCM templates available.
On the other hand, an outsourced CCM company providing this service holds the financial risk of investment into a
CCM portal and CCM staffing. A CCM company also manages the responsibility of staying abreast of any regulation
updates related to CMS reimbursement for CCM.
This is an important decision requiring research and time before implementing the best fit program for a practice.
Future Health Endeavors
Chronic Care Management and Care Coordination is an effort to close the gap of future health endeavors to improve
overall population health in America.
Early adopters of CCM and Care Coordination will have a competitive advantage as health care evolves, quality met
rics become more stringent and more importantly, as feeforservice reimbursement transitions to valuebased reim
bursement.
 Charlene Rioux, President
PCCM
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ACMPE News
It is hard to believe that summer is here and we are almost half way through another busy year.
The 2016 state conference is now complete and next year’s board and conference committee is
already busy planning for 2017. As we all get back into the swing of our daily routine in our
offices, I want to remind you of the goals you set for yourself at the conference. Many members
showed a great deal of interest in becoming board certified through the College of American
Medical Practice Executives. I also had several managers inquiring about the steps necessary
to obtain Fellowship status. Those of you who expressed interest have committed to the first Merry E Mullins,
step of setting your goal. The next step is to create an action plan with a definitive time line that MBA, FACMPE
will help you achieve your goal. We are fortunate in our field we have the opportunity to contin
uously grow and learn. Fortunately, MGMA has provided a time line for you. The next opportunity to take your board
certification test is September 1024, 2016. In order to meet this goal, you need to register July 27 August 8, 2016.
Am I eligible to become Board Certified in the American College of Medical Practice Executives?
To apply for board certification you need to be a current member of MGMA, pay a onetime $250 application fee and
submit your completed application form along with documentation of two years of healthcare management, with at
least 6 months in a supervisory role. Once you have completed this step, you will become a Nominee in the American
College of Medical Practice Executives. Once you receive Nominee status, you are 3 steps away from obtaining your
certification.
1.
Pass 175 question objective exam
2.
Pass the 3 questions essay exam. (Exams are held in various testing sites.)
3.
Accumulate 50 hours of CEU’s (Continuing Educations Units) CEU’s are obtained by taking the practice
exam for the test, attending local, state and national conferences and meetings, educational webinars,
online study groups, and by reading articles in the MGMA Connection.
The 2016 certification exams will be held:
Location
Exam Dates
September 10 – 24
Nationwide computerized testing
December 3 – 17
Nationwide computerized testing

Registration
July 27 – August 8, 2016
October 19 – November 2, 2016

When you are ready to sit for the exams go to www.mgma.com and complete the application to take the exams.
Exam sites can be found at: http://www.castleworldwide.com/cww/oursolutions/testdelivery/testsitecities/#usloca
tions
Once you become board certified, you then become eligible to obtain your Fellowship in the American College of
Medical Practice Executives.
Future Fellows
For future Fellows, I encourage you to continue working on your outline as the recommended deadline is July 1, 2016
with August 26, 2016 as the Final Manuscript Deadline. The new Fellow recognition will be at the National
Conference October 30November 2, 2016 in San Francisco. Find fellowship information and resources at
www.mgma.com/fellowship.
Help is Available: if you are unsure about the exam process and whether or not you are ready to test; there are a
number of study groups around the country that are free to MGMA members. Some are live, some are webinar
based, and some are online. You are free to join any study group that fits your schedule. The list of study groups is
available on the forum representative member community at www.mgma.com.
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 Merry E Mullins, MBA, FACMPE
MGMAMO ACMPE Forum Representative
merry.mullins@hmekc.com

MGMAMO Legislative Update  April 2016
State government affairs
Sampling of the healthcare related legislation that
passed in the 2016 session
Note: The Governor of Missouri has 45 days to sign,
veto, take no action on or veto line items on bills that are
passed by both the House and Senate. As of this writ
ing, the Governor has not taken any action on the follow
ing bills. If the governor takes no action, the bill
becomes law.
Health care Cost Reduction & Transparency Act:
Upon a patient’s written request, health care providers
must provide an estimate on the cost of a particular
health care service within three business days. This esti
mate shall encompass only those services within the
direct control of the health care provider and shall
include the amount that will be charged to a patient for
the health care services if all charges are paid in full
without a public or private third party paying for any por
tion of the charge.
Medicaid Missed Appointment Fee: This provision
permits feeforservice MO HealthNet health care
providers, to the extent permitted by laws pertaining to
the termination of patient care, to charge a missed
appointment fee to MO HealthNet participants that such
participants must pay before scheduling another
appointment with that provider.
Behavioral Health Codes Reimbursement: This act
provides that, subject to appropriations, MO HealthNet
providers of behavioral, social, and psychophysiological
services, including psychologists, shall be reimbursed
for the prevention, treatment, or management of physi
cal health problems.
Nurse Licensure Compact: This act establishes a new
nursing licensure compact in which states who are
members of the compact, known as party states, may
issue multistate nursing licenses for the practice of reg
istered and licensed practical or vocational nursing. A
multistate nursing license shall authorize a nurse to
practice under a multistate licensure privilege in each
party state.
Emergency Supply of Medication: This act provides
that only a licensed pharmacist can make the determi
nation to dispense an emergency supply of medication
without the authorization from the prescriber.
Maintenance Medication: This act provides that a

pharmacist may dispense vary
ing quantities of maintenance
medication per fill up to the total
number of dosage units as
authorized by the prescriber,
unless the prescriber has spec
ified that dispensing a prescrip
tion for maintenance medica
tion in an initial amount is med
ically necessary. When the dis
pensing of the maintenance
John Marshall
medication is based on refills
Legislative Liaison,
then the pharmacist shall dis
MGMAMO
pense no more than a 90 day
supply and the patient must have already been pre
scribed the medication for 3 months.
MedSync: This act requires a health carrier or man
aged care plan that provides prescription drug coverage
in the state to offer medication synchronization services.
A health carrier or managed care plan that provides pre
scription drug coverage shall not charge any amount in
excess of the otherwise applicable copayment for dis
pensing a prescription drug in a quantity that is less than
the prescribed amount and shall provide a full dispens
ing fee to the pharmacy that dispenses the prescription
drug so long as the terms of the medication synchro
nization services are met.
Disclosure of the Contractual Payment for Health
Care Services: Under this provision, no contract provi
sion between a health carrier and a health care provider
shall be enforceable if such provision prohibits, condi
tions, or in any way restricts any party to such contract
from disclosing to an enrollee the contractual payment
amount for a health care service if such payment
amount is less than the health care provider's usual
charge for the health care service, and if such contrac
tual provision prevents the determination of the potential
outofpocket cost for the health care service by the
enrollee.
Expert Witness (Tort Reform): Adjusts the standards
for expert witnesses in civil cases, which would make it
more difficult for unqualified individuals to present them
selves as an expert in medical malpractice cases.
Collateral Source (Tort Reform): Modifies a rule
regarding evidence in medical malpractice cases to
ensure it includes the actual cost, rather than the value,
of the medical care rendered. The purpose of this legis
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MGMAMO Legislative Update June 2016, continued
lation is to ensure a plaintiff does not sue a physician
for an amount that exceeds the amount the patient
actually paid outofpocket.
Health Care Workforce Data Analysis: This act pro
vides that the State Board of Nursing, Board of
Pharmacy, Missouri Dental Board, State Committee of
Psychologists, State Board of Chiropractic Examiners,
State Board of Optometry, State Board of Occupational
Therapy, and State Board of Registration for the
Healing Arts may enter into contractual agreements
with the Department of Health and Senior Services,
public institutions of higher education, and nonprofit
entities in order to collect and analyze workforce data
from its licensees for the purpose of future workforce
planning and to assess the accessibility and availabili
ty of qualified health care services and practitioners in
Missouri.
Infection Reporting for Health Care Facilities:
Under current law, the Department is required to dis
seminate reports to the public based on data compiled
showing infection incidence rates for certain infections
for hospitals and ambulatory surgical centers. This act
adds other infections to be reported, including: hospi
tal and ambulatory surgical center procedure infec
tions that meet certain requirements, central linerelat
ed bloodstream infections, health careassociated
infections specified by the Centers for Medicare and
Medicaid Services (CMS), and other categories of
infections established by the Department through rule.
The Department shall make such reports available to
the public for at least 2 years.
Telemedicine: Expands the definitions and use of
telehealth in Missouri to ensure health care providers
are practicing within their existing scope of practice
and standards of care. Additionally, physicians practic
ing telemedicine shall ensure that a properly estab
lished physicianpatient relationship, as described in
this act, exists with the person receiving telemedicine
services. No health care provider shall prescribe any
drug, controlled substance, or other treatment to a
patient based solely on a telephone evaluation.
However, physicians, or their delegates, oncall physi
cians, advanced practice registered nurses, physician
assistants, or assistant physicians in a supervision
agreement may prescribe any drug, controlled sub
stance, or other treatment within his or her scope of
practice to a patient based solely on an evaluation
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over the telephone if a previouslyestablished and ongo
ing valid physicianpatient relationship exists. No health
care provider shall prescribe any drug, controlled sub
stance, or other treatment based solely on an Internet
request or an Internet questionnaire.

Federal issues
House Victorious in Affordable Care Act Suit
In May a federal judge ruled that the Obama administra
tion has been improperly funding the subsidy program of
the Affordable Care Act, a big victory for congressional
Republicans who filed a lawsuit challenging the Act.
Pending appeal, the program will continue to run but if
the ruling stands it could harm physicians who provide
care to lowincome beneficiaries. The subsidy program
helps lowincome Americans pay for outofpocket costs
such as copays. In her ruling, US District Court Judge
for the DC Court of Appeals, Rosemary Collyer, found
that Congress authorized the program in the Affordable
Care Act but never appropriated the money to fund it.
“Congress is the only source for such an appropriation,
and no public money can be spent without one,” she
wrote according to Politico. The lawsuit has been wide
ly derided by Democrats as a partisan attack on
President Obama’s signature legislative achievement
but Republicans contend that the lawsuit is to enforce
the constitutional checks and balances that exist
between Congress and the Executive Branch.
CMS says MIPS Will Not Hurt Small Practices
The House Ways and Means Committee held a hearing
today to investigate how the Centers for Medicare and
Medicaid Services (CMS) was implementing the
Medicare Access and CHIP Reauthorization Act
(MACRA), three days after the agency’s proposed rule
implementing the Meritbased Incentive Payment
System (MIPS) was published in the Federal Register.

When asked about how smaller practices would fare
under the new program, CMS Acting Administrator
Andy Slavitt told the Committee that there was no
cause for concern. “Our data shows that physicians
that are in small and solo practices can do just as well
and actually do just as well as physicians in practices
that are larger,” Slavitt told the Committee.
 John Marshall
Legislative Liaison, MGMAMissouri
jmarshall@signaturehealth.net

What Should You Know About the New Quality Program?
Just when your physician practice successfully participated in the Physician Quality Reporting System (PQRS)
or used your electronic health record correctly, beginning next year your practice will be evaluated for the data
you report in 2017, which will affect payments in 2019. The good news is that you are moving in the right direc
tion by participating in PQRS and meaningful use now. The work you are doing for those programs will help you
transition to participating in either the Meritbased Incentive Payment System (MIPS) or an advanced alterna
tive payment model (APMs). What do you need to know now to start to prepare to make the transition?
Lucky for you, the Centers for Medicare & Medicaid Services has created several documents and resources to
help you become familiar with components of the new Quality Payment Program, which encompasses the
Medicare Access and CHIP Reauthorization Act of 2015, MIPS and APMs. Visit CMS.gov for the following
resources:
Quality Payment Program Overview
Quality Payment Program Fact Sheet (PDF)
CMS Presentation on Medicare Access and CHIP Reauthorization Act of 2015, Meritbased Payment Incentive
System and Advanced Payment Models (PDF)
Visit
the
ValueBased
Improvement
and
Outcomes
Learning
and
Action
Network
(https://www.tmfqin.org/Networks/ValueBasedImprovementandOutcomes), hosted by the TMF Quality
Innovation Network, to stay up to date on the latest quality reporting and incentive program updates. Network
membership is free.
Upcoming Events
The TMF Quality Innovation Network is hosting the following upcoming events for the benefit of physicians and
hospital health care professionals. Mark your calendars and plan to attend. You can learn more by visiting
www.TMFQIN.org and clicking on the Events tab.
Tuesday, July 26, 12:301:30 CT
Secrets Revealed: Improving your Quality Resource Use Reports using CMS Benchmarks
Learn from Adrian Nedelcut, quality improvement manager at the University of Texas Health Science Center at
Tyler, who will provide more information about achieving Value Modifier financial incentives by drilling down into
the components of the health system’s Quality Resource Use Reports, identifying quality and cost improvement
areas and using benchmarks from the Centers for Medicare & Medicaid Services. Physician practices, and
physician and hospital quality improvement staff are encouraged to attend this presentation.
Tuesday, Aug. 16, 2016, 12:30 – 1:30 p.m. CT
The Quality Payment Program: What do MIPS and APMs mean for your organization?
Attend this presentation to hear from a representative with the Centers for Medicare & Medicaid Services who
will provide more information about the Quality Payment Program, the Meritbased Incentive Payment System
and incentives for participation in Advanced Alternative Payment Models. Physicians and physician and hospi
tal quality improvement staff are encouraged to attend this presentation.
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The Exit Interview: A Tool for Litigation Avoidance and
Corporate Healthcare Compliance
It is important for all employers, including those in the
health care industry, to conduct exit interviews with
departing employees. The consistent use of exit inter
views serves numerous purposes, including protection
of sensitive business information, achievement of over
all improvement in workplace environment, and curtail
ment of employee turnover.
Using the Exit Interview
Exit interviews provide additional benefits to entities
that deal with and are regulated by the federal govern
ment, such as those in the health care industry. With
the numerous regulations and certification require
ments applicable to health care facilities, exit inter
views should be part of an institution’s overall compli
ance program. An effective health care compliance
program will permit an entity to identify and address
possible regulatory or statutory violations, as well as
provide information necessary to assess the potential
for litigation.
Health care facilities that participate in government
reimbursement programs must be sensitive to fraud
and abuse litigation under various statutes, including
the antikickback statute, the Stark law (antiselfrefer
ral), and a number of civil and criminal statutes
addressing false claims and fraudulent billing. Attention
to these compliance issues will, in turn, lessen the pos
sibility that an entity will become the target of an inves
tigation by the OIG, HCFA, HHS, the DOJ, or some
other federal or state agency.
Health care employers should also use the exit inter
view to gauge the possibility for “general” employment
litigation, such as a claim by a departing employee for
wage payment, harassment, or discrimination.
In order to address issues of compliance, and to pre
vent or prepare for litigation, exit interviews should be
used to elicit information concerning illegal or unethical
behavior, workplace quality, personnel issues such as
quality of training/supervision, and other issues stem
ming from the employment relationship generally.
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Uncovering Damaging or Illegal Behavior
When probing the possibility of illegal or unethical
behavior or practices in the workplace, a health care
employer should explore whether an employee knows
of circumstances suggesting that: 1) billing or medical
records were altered; 2) false or misleading documents
were submitted to a government agency; 3) expense
reports were padded or falsified; 4) items of value were
offered or accepted for referrals; or 5) legal or regula
tory violations were covered up. To that end, the follow
ing topics should be explored:
 Did the employee witness any conduct that he or she
would characterize as either unethical or illegal?
Was the employee ever asked to engage in conduct
that he or she believed to be either unethical or illegal?
 Has the employee heard rumors or reports of unethi
cal or illegal conduct which he or she considered cred
ible?
 Were any company documents, including documents
created by the employee, removed from the institution
and not returned? Does the employee have any copies
of documents anywhere off premises?
 Has the employee ever given company documents to
persons not employed by the facility? Has anyone else
at the facility done so?
 Has any government investigator, agent, or attorney
interviewed the employee or asked to interview the
employee about possible unethical or illegal conduct
relating to the facility?
 While employed with the company, did the employee
or any family member own, operate, invest in, assist, or
otherwise have an interest in any company or enter
prise which competes with or does business in the
health care industry?
The above list is by no means exhaustive. The list
should be expanded to address areas of concern for
an employer; it should also be tailored to address the
employment circumstances of each departing individ
ual.

The Exit Interview: A Tool for Litigation Avoidance and
Corporate Healthcare Compliance
Employees in coding or billing departments provide but
one example of the importance of the exit interview.
Because those employees are directly involved with
issues of reimbursement, they have a hand in creating
the documents that are submitted to the government
for payment. If these documents contain false informa
tion or statements, they may provide the basis for liti
gation under the False Claims Act. A civil action for a
false claim will include, among other things, inquiry into
an institution’s awareness of government billing poli
cies and requirements, as well as an examination of an
institution’s own billing practices and policies. The
knowledge possessed by an employee involved with
reimbursement is crucial because that knowledge may
be imputed to the employer in litigation. Thus, it is
imperative to learn what employees in reimbursement
related positions know before they leave the facility’s
employ.
Ascertaining the Possibility for Litigation
An employer should not overlook the use of the exit
interview as a tool to explore general facets of the
employment relationship. Discussion with a departing
employee will enable an entity to identify and assess
the possibility for civil litigation stemming from that indi
vidual’s employment. This litigation can take many
forms, but employers should be especially sensitive to
the possibility that a departing employee may be har
boring a claim of employment discrimination or harass
ment. To that end, the exit interview should focus on an
individual’s:

and discussed during an exit interview include an
employee’s opinion of the supervision he or she
received, evaluation of the effectiveness of training,
likes and dislikes about the institution and/or its poli
cies, recommendations for change in the workplace,
and overall assessment of working conditions.
Applying Information Learned
If the exit interview reveals that an employee encoun
tered no illegal or unethical practices, the form used
and notes made during the interview should be placed
in the departing employee’s personnel file. If, on the
other hand, the interview reveals that an employee
may have witnessed illegal or unethical practices, or if
information is uncovered which suggests that a depart
ing employee has a complaint of harassment or dis
crimination, counsel should be notified immediately. An
investigation must follow in order to diffuse the situa
tion, assess whether the employee has viable claims,
plan for the possibility of litigation, and preserve testi
mony and documents, should litigation ensue.
Information uncovered during an exit interview simply
cannot be ignored, and statements made by departing
employees must be taken seriously. Using the exit
interview to monitor the potential for wrongdoing,
unethical behavior, unsafe or unsound business prac
tices, and litigation will help the health care employer
run a more efficient facility.
 Reed Tinsley, CPA
www.rtacpa.com

 Reason(s) for leaving. If the individual was terminat
ed, it is crucial to examine his or her understanding of
the events leading to the termination. A similar inquiry
should be made if the departing employee was subject
to disciplinary action.
 Beliefs concerning whether appropriate opportunities
for advancement were available.
Comments concerning the level of pay and provision of
other benefits.
 Overall assessment of working conditions, including
the workplace “dynamic” and interactions with supervi
sors and peers.
Health care institutions should also use the exit inter
view to learn more about an individual’s assessment of
workplace quality. Thus, topics that should be raised
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MSMA will extend the "member rate" to MGMAMO members, simply
put “MGMAMO member” on your registration form.
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Welcome New Members
Encourage your colleagues to become members of MGMAMissouri. They will reap the benefits of education,
valuable networking, and learn about many issues dealing with practice management, legislation, and profes
sional growth. To obtain a membership application, call the MGMAMO office at (573) 5566111, or sign up for
membership online at www.mgmamo.org.

MGMAMissouri
Membership Figures For June 2016
238
42
5

Active Members
Business Partner Members
Associate Members

3
28

Faculty/Student Members
Life Members

Total Membership  316
Active Member
Kerrie Amos
Cockerell & McIntosh Pediatrics
Blue Springs
Rachel Bailey
Lake Regional Health System
Osage Beach
Greta Basler
Ste. Genevieve County Memorial
Hospital
Ste. Genevieve
Rebecca Bledsoe
Mosaic Life Care at
Saint Joseph
Charlie Burris
Rockhill Orthopaedics
Lee’s Summit
Kim Carey
CJW Enterprises
St. Louis
Sandra Ernest
CJW Enterprises
St. Louis

Sarah Kelley
Ste. Genevieve County Memorial
Hospital
Ste. Genevieve
Quentin Mayer
Atchison Hospital
Atchison, KS
Aaron Spratt
SoutheastHEALTH
Cape Girardeau
Michael Swann, MD
Swann Dermatology and Esthetics
Springfield

Business Partner Member
Eric Christensen
Healthcare Compliance Pros
eric@hcp.md
Bob Schneider
Practice Insight
rschneider@practiceinsight.net
Linda Van Horn
iShare Medical
l.vanhorn@isharemedical.com
Lori Worthington
Right Angle Advisors, Inc.
lori@rightangleadvisors.com

Lindsey Thompson
Ozarks Medical Center
West Plains
Meg Watson
SoutheastHEALTH
Jackson
Cheryl Wenger
Orthopedic & Sports Medicine
Center
Saint Joseph

Aimee Jarrett
Ozarks Medical Center
West Plains
Jeffery Jones
Ozarks Medical Center
West Plains

Dedicated to the Support and Professional Development of our Members

