
What is the value of 

HFMA membership to 

your  career?  

In attempting to define and 

enhance the value proposi-

tion of your HFMA mem-

bership, chapter leaders 

try to include a variety of 

benefits.  For example, 

when the planning commit-

tee is developing the edu-

cational programs for the 

year ahead they are 

acutely aware of the need to provide educa-

tional programs that you can use immediately 

at work.  Chapter leaders are also aware of 

the desire of members to socialize, catch up 

with friends and colleagues, and meet new 

people.  For the newsletter, we focus on arti-

cles that provide relevant, timely, and action-

able information.  I recently sent an email to 

the chapter describing how we use meeting 

evaluations and HFMAõs national i-annual 

survey to plan topics and invite speakers tht 

you requested.   

Let me answer the initial question I posed.  

HFMA involvement helps enhance your 

career by providing:  

1) Current Knowledge. HFMA is the best 

resource for getting essential, current 

knowledge about our industry from local 

and national experts in a cost effective set-

ting. As travel budgets are tightened, many 

national events costing thousands of dollars 

are out of reach, so we bring these speak-

ers to you. In October in San Antonio, we 

will have Suzanne Lestina from HFMA na-

tional give us a preview of HFMA nationalõs 
(Continued on page 4) 

Education Roadshow: Coming to a Venue Near You 

As part of an initiative to both boost member-

ship and provide education to the more re-

mote parts of our chapter service area, 

Tammie Jackson, Director and Membership 

Chair, organized an Education Roadshow for 

the month of September.  This roadshow con-

sisted of a short half -day meeting targeting 

front -line staff and others who may not be 

able to travel to larger gatherings.  

The initial events were held at McAllen Heart 

Hospital and CHRISTUS Spohn Hospital Cor-

pus Christi and focused on reimbursement 

methodologies for Medicare and managed 

care.  Bill Richburg from MedAssets was the 

speaker and he was well -received by the 

attendees.  The events were both highly suc-

cessful generating strong attendance and 

getting good reviews.  

This is an opportunity for individuals to re-

ceive quality education in a very cost effec-

tive manner.  Rosie Peralez, the Business Of-

fice Director for Doctors Hospital at Renais-

sance ð Rio Grande Valley, said that the 

meeting was very educational.  She said that 

the presenter kept the group focused on the 

different reimbursement methods, upcoming 

Medicare changes, and expected financial 

impacts.  Rosie stated that òBringing this in-

service to McAllen, allowed us to have some 

representatives attend.  I hope that HFMA will 

continue to sponsor these in -services locally.ó 

Given the success of this first round, Tammie 

is hard at work planning the next offerings.  

Please check the website for future events.  
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Mark your calendars NOW  so you won't forget to attend STX HFMA's meetings 
during the upcoming year. Our scheduled meetings are:  

Date  Meeting  Location  

November 15 -17, 2009 HFMA Region 9 Conference  New Orleans, LA  

January 29, 2010  HFMA/ACHE/GSAHC  San Antonio, TX 

March 28 -30, 2010 Statewide HFMA Conference  Driskill Hotel -Austin, TX 

May 27 -28, 2010 STX HFMA Annual Meeting  South Padre Island, TX 

June 20-23, 2010 HFMA National ANI  Nashville, TN  

Registration Forms and Agendas for each meeting will be distributed by e -mail to all members about one month prior to each 

meeting date. Registration Fees for members vary based upon the number of CPE hours credit provided by each session, 

and other factors. If you do not receive a Registration Form via E -mail, please contact Sue Thompson, Chapter Administrator, 

at admin@stxhfma.org . 

1. Which of the following statements 

regarding employer -based health 

insurance in the United States is NOT 

correct:  

A) The real advent of employer -based 

insurance came through Blue Cross, which 

was started by hospital associations during 

the Depression  

B) Premium collection costs were initially 

controlled through door -to-door premium 

collection  

C) Many employers saw it fit in the 1950s to 

pay for the entire cost of the group insurance 

plan for employees  

D) During collective bargaining, labor 

unions negotiated to include both an HMO 

option and an indemnity option  

2. Which type of provider authorization is 

applied in emergency cases, such as a car 

accident or heart attack, in which prior 

authorization is impossible?  

A) Prospective  

B) Concurrent  

C) Retrospective  

D) Subordinate  

 

 

3. Which of the following business 

strategies is represented by a 

management service organization (MSO)?  

A) Healthcare practitioner organization 

creates an MSO to facilitate the practice to 

be acquired  

B) Healthcare provider organization creates 

an MSO to obtain and manage risk contracts  

C) Healthcare provider or practitioner 

organization creates a specialized MSO to 

create and oversee disease management 

networks  

D) All of the above  

4. The break -even point is the level of 

sales volume of a product or service 

producing the exact amount of 

________________.  

A) Contribution margin needed to cover 

fixed costs  

B) Incremental cost needed to cover fixed 

costs 

C) Contribution margin needed to cover 

incremental costs  

D) Contribution margin needed to cover all 

costs 

 

5. Which of the following does NOT 

require consolidation?  

A) The entity owns a majority of a for -profit 

entityõs voting stock 

B) The entity is a sole corporate member of a 

not-for -profit entity  

C) The reporting entity owns 50% or less of 

the common voting stock of an investee and 

can exercise significant influence over 

operating and financial policies  

D) The entity controls another through a 

majority voting interest in the board and an 

economic interest exists  

6. Which of the following is a basic benefit 

provided by Medicare Part A?  

A) Hospice Care  

B) Outpatient Physical Therapy  

C) Ambulance Services  

D) Medical Equipment  

 

Answers: 

1-B, 2ðC, 3-D, 4-A, 5ðC, 6-A 

Meeting Calendar 
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Healthcare collections is a prisonerõs dilemma, wherein 

hospitals must compete ñblindly ñagainst every other 

creditor that a patient has.  In the context of rising unem-

ployment, rising bankruptcies, rising out -of-pocket health-

care costs, and rising consumer debt, most hospitals find 

themselves at a severe disadvantage.  

The result: uncompensated care costs are in-

creasing across the board, and CFOõs and patient 

accounting departments are òfeeling the pain.ó 

One of the most challenging features of this new 

environment is that patients who previously were 

ògood payersó are becoming more delinquent.  

Past experience tells us that these people are not 

deadbeats, nor are they indigent.  They genuinely 

want to pay their bills.  Furthermore, they have 

some ability to pay their bills.  

So why arenõt they doing so?  Credit card compa-

nies know the answer.  

The average American now carries nearly 

$10,000 in credit card debt.  Fully one quarter of 

Americans are paying in excess of 25% in interest 

on those cards, and that is before  the impact of late and 

over the limit fees.   Whatõs more, the fastest growing cate-

gory of credit card debtors is the 50 -64 age bracket.  This is 

a key constituency for most hospitals: baby boomers who 

are nearing the end of their careers and are starting to ex-

perience more incidental medical expenses.  

Add it up, and most families are spending upwards of $350 

per month in debt service alone.  There simply 

isnõt anything left over at the end of the month to 

pay hospital bills.  

If the credit card companies know why many 

Americans are not paying their medical bills, 

perhaps they also have the clues to the solution.  

Back in the 1950õs, the fledgling credit card in-

dustry realized that it needed a òkinder, gentleró 

way to collect on bad debts from some of its cus-

tomers.  The result was the creation of the credit 

counseling industry.  Credit counseling agencies 

sprang up on Main Streets across the country, 

offering sound advice and ñmore importantly ñ

access to Debt Management Plans, the credit 

card industryõs escape valve for at-risk debtors.  

Debt Management Plans  (DMPs) work by reduc-

ing or eliminating interest rates, waiving late and 

over -the-limit fees, re -aging accounts, and allow-

ing debtors to make a single monthly payment (rather than 

the 6 or 7 monthly payments they currently average).   The 
(Continued on page 5) 

A unique healthcare solution for an age old problem:  
 Supporting the hospitalõs mission by helping patients improve their financial health 

By Andrew Gill Smith, Founder and CEO, Achieve CCA, Inc. 
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If you can deliver 

a compassionate 

solution to the 

patient AND 

create additional 

cash flow, then 

some of that 

additional cash 

flow can be used 

to pay the 

hospitalõs bills. 

Before you continue reading this article, you should answer 

this question. How much is 5% of your gross revenue? Do 

you know the number? On average, hospitals lose any-

where from 3% to 10% of gross revenue per year due to 

billing inconsistencies, underpayments and denied claims, 

so 5% of gross revenue is a reasonable estimate of the cost 

of your facilityõs denials. According to a study by Americaõs 

Health Insurance Plans, 14% of claims submitted to payers 

are denied and one out of every seven claims has to be re-

submitted, appealed, or written off. There is an abundance 

of evidence that suggests that a better approach to handling 

denials and underpayments could add substantially to a 

hospitalõs bottom line. This article will discuss four process 

improvement steps your hospital could adopt immediately 

to improve the efficiency of your denial management proc-

ess.  

Define Denials  
How do you define a denial? It seems like a simple ques-

tion, but unfortunately many hospitals do not have a stan-

dard definition of a denial. The key to fixing denials is un-

derstanding the magnitude of the problem. You cannot un-

derstand the magnitude of the problem without having a 

clear definition of what a denial is. Since nonpayment from 

a payer can stem from numerous factors, the definition of a 

denial is not as clear as you might think. Some healthcare 

providers have a very narrow definition of denials, such as 

counting only clinical denials. Others define denials more 

broadly as not receiving revenue for any service for which 

you expected to receive revenue. Without clearly defining 

what a denial means for your organization, it will be very 

difficult for you to truly assess the current scope of your 

denial issues. But, more importantly, it could inhibit your 

ability to craft a successful game plan to improve your de-

nial management process in the future.  

Establish Metrics and a Plan  
If you do not know where you are going, you will never get 

there. This is a famous saying that is very applicable to im-

(Continued on page 7) 

Kick Off to Better Denial Management 
Four steps you can take this fall to improve your denial management program  

By Alex Penn, PNC Healthcare  



The South Texas Chapter is committed to helping our mem-

bers achieve the Certified Healthcare Financial Professional 

(CHFP) status. Achieving this designation helps prepare you 

ð the healthcare finance professional - for increasingly re-

sponsible positions in the healthcare industry. Additionally, 

the designation of CHFP demonstrates your dedication to 

professional development.  

You can study and prepare for the exams through a variety 

of methods. One way is using the HFMA study guides as part 

of independent or group study.  The South Texas Chapter 

has a complete study guide set available for Chapter mem-

bers to borrow which includes the Core as well as Specialty 

exam study guides of your choice, applicable for exam 

dates through 12/31/2010. The Chapter will loan you any of 

the study guides for a two (2) week period, depending upon 

availability. Please contact LeNora Johnson, Certification 

Chair, at durango500@sbcglobal.net   for details.  

Exam Information  
Every candidate must pass the Core Exam which is general 

in nature and covers a broad array of financial topics perti-

nent to healthcare. These topics include accounting, finance, 

patient financial services, physician practice management 

and managed care. Every candidate must also pass one of 

the following specialty exams.  

Accounting and Finance :  Content consists of accounting and 

finance theory and application as it applies to the healthcare 

industry.  Having a CPA designation is not directly related to 

passing this specialty exam.  A candidate can expect to 

spend about 15 hours of study in preparation.  

Patient Financial Services :  Content consists of claims ad-

ministration, patient access issues, collections processes, 

and other issues pertinent to the entire revenue cycle.   The 

content focuses primarily on issues applicable to hospitals 

and health systems and requires about 12 hours of study in 

preparation for the exam.  

Physician Practice Management :  Content consists of issues 

pertinent to the physician practice, including ICD -9 and CPT

-4 Coding, physician compensation methods, Relative Value 

Units, and credentialing.  This exam requires about 12 hours 

of study for preparation.  

Managed Care :  Content consists of issues pertinent to man-

aged care companies as well as to providers of care partici-

pating in managed care contracts.  A candidate can expect 

to spend approximately 14 hours of study in preparation for 

this exam.  

Preparing for the Certification Exams: Study Guides 
By  Lenora Johnson 
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2009 Exam Dates & Proctor Information 
 

Friday, October 30, 2009 at Noon  

LeNora Johnson - 210.394.1521 

durango500@sbclgobal.net  

 
Friday, December 04, 2009 at Noon  

Brenda Cox - 512.496.9989 

bcox@onr.com  

Baptist Health SystemñSchool of Health Professions 

8400 Data Point, San Antonio, TX 78229 

Sample exam questions:  www.hfma.org/certification/

chfp/examcontent/SampleExamQuestions.htm  

Purchase printed Study Guides at:  http://www.hfma.org/

certification/chfp/selfstudy/   

Additional information is available at http://

www.stxhfma.org/pages/certification   

and http://www.hfma.org/certification/chfp/  

Patient Friendly Billing update that will be presented in 

November at their Chicago event.   

2) Leadership Development without Risk. If you seek to 

advance your career, involvement in your local chapter is a 

risk free way to try new roles and grow different skills. 

Working on a committee does not require a large commit-

ment of time but can offer the opportunity to enhance your 

organizational, writing, or teamwork skills. If you are not 

successful, it doesnõt go on your resume. Most folks are suc-

cessful and find that these skills enhance relationships at 

work, and the knowledge gained can lead to enhanced ca-

reer opportunities.  

3) Staff Development. If you are a senior manager looking 

for a risk free way to determine if an employee is ready for 

promotion, inviting them to get involved on a committee will 

demonstrate their ability to work on a team, interact with 

different skill sets, and evaluate their initiative. You have 

another predictor of their success with greater responsibil-

ity.  

Your return on investment depends on you. Like most things 

in life, the value you receive from HFMA is proportionate to 

your investment and involvement. Our chapter leadership is 

constantly looking for future leaders to assume the responsi-

bility of growing our chapter and serving our members.  

Please take the opportunity to connect with any of our offi-

cers or directors about ways to accelerate your career 

growth.  

(Continued from page 1) 
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The South Texas Chapter HFMA welcomes the following new members since 7/31/09:  

Susan Bleich , Kinetic Concepts Inc.  

Donovan French , Scott and White Healthcare  

Joseph Geraci , Brown McCarroll LLP  

Ashley Guin , BKD, LLP 

Gunnar Gustafson , Mark HR International LLC  

Lissie Hagerman , State University Student  

Jennifer Hay Plumlee  

Nataly Hayes , Baptist Health System 

Shelley Honigschmidt  

Cortney Houser , Kinetic Concepts Inc.  

Mark Jones , Hill Country Memorial Health System  

Mike Lawson , Texas Health Institute  

Lifeng Li, Student  

Ben Lopez , BKD LLP 

Valda Miller , Kinetic Concepts Inc.  

Ed Myslik , Capitol Anesthesiology Association  

Rachel Ramon, CPA , Ernst & Young,LLP 

Dana Scofield , CHAN LLC  

October 31, 2009  Page 5 

result is that debtors in DMPs are able to pay off their princi-

pal much fasterñusually in 3 -5 years, rather than the 15 -20 

years it might take under standard interest rates.  Whatõs 

more, the debtors see their credit profile gradually repaired, 

setting them up to be future customers.  Debt Management 

does not result in a negative mark on credit reports.  At the 

core, Debt Management works because it delivers a solution 

to the debtor by increasing his or her monthly cash flow 

through interest rate reductions.  Customers who were 

deemed at risk for charge -off are rehabilitated instead.  

A òkinder, gentleró approach to collections that also happens 

to solve the biggest financial problem facing most patients 

may be just what the doctor ordered for the healthcare indus-

try.  If you can deliver a compassionate solution to the patient 

AND create additional cash flow, then some of that additional 

cash flow can be used to pay the hospitalõs bills.  This effec-

tively ends the òblind competition for limited dollars,ó trans-

forming the prisonerõs dilemma into a cooperative, multiparty 

approach.  

Debt Management was never intended to replace normal 

collections activity for the credit card industry, nor should it 

be used in this way by hospitals.  But as an incremental tool in 

the hospital revenue cycle, it can be invaluable.   The key, as 

with any revenue cycle tool, is how you use it.  

For Debt Management to be successful in a healthcare con-

text, it must be actively managed.  It is not enough to simply 

refer patients to the local credit counseling agency and hope 

that they follow through.  For one thing, most credit counsel-

ing agencies still have a cozy relationship with the credit card 

industry.  Credit card companies send them most of their re-

ferrals and pay them the lionõs share of their revenues.  As a 

result, hospital debt is an afterthought.  Hospitals may have 

experienced this bias in the form of unsolicited proposals for 

$10 monthly payments against a $10,000 bill.  You can be sure 

that the credit card companies are being paid a much health-

ier rate than that!  

Instead, hospitals should look to agencies that will build Debt 

Management Plans around the medical debt first.  This makes 

sense, given that medical debt is responsible for over 50% of 

all personal bankruptcies in the United States.  

Active management also means identifying the right point in 

the revenue cycle to offer debt management.  Which patients 

should be referred to Debt Management?  Who does the re-

ferring?  What about Medicare eligibility screening?  Should 

we be offering this program at patient access, or at the tail 

end of the cycle?  

Hospitals need to seek out partners who understand the reve-

nue cycle and can maintain high standards when it comes to 

patient privacy and HIPAA compliance.  If a credit counseling 

agency doesnõt have a HIPAA policy, then itõs a safe bet that 

they arenõt set up to service the healthcare industry. 

Finally, the hospital must demand the same reporting stan-

dards from a credit counseling agency that it expects from 

other vendors in the revenue cycle.   Most credit counseling 

agencies are not set up to deliver that level of reporting ac-

countability.  

Introducing a new tool into the revenue cycle is never easy, 

but with proper execution, the rewards can be significant.  

Progressive organizations like Deaconess Health System (a 

750 bed, multi -facility system based in Evansville, Indiana) 

have been offering targeted patient debt management 

(Continued from page 3) 
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It is widely accepted that all investors seek the highest re-

turn for a given level of risk; however, each investorõs toler-

ance for risk is unique. An institutionõs risk tolerance should 

be defined by its embedded liabilities, such as a target rate 

of return for pension plans, a spending policy for endow-

ments and foundations, or debt covenants for institutions 

with outstanding debt. Given that virtually all institutions 

have embedded liabilities, institutional investors should be 

just as concerned with minimizing the volatility of returns as 

with maximizing the absolute level of returns.  

Asset Allocation  
Two major studies conducted within the past 25 years have 

shown asset allocation to be the primary driver of return 

volatility. A study of the asset allocation of 91 large pension 

funds, published in 1986 by Gary Brinson, Randolph Hood 

and Gilbert Beebower, found that, òInvestment policy domi-

nates investment strategy (market timing and security se-

lection), explaining an average of 93.6% of the variation of 

total plan returns.ó Additionally, Roger Ibbotson and Paul 

Kaplanõs 2000 study of the asset allocation of 94 U.S. bal-

anced mutual funds and 58 pension funds found that òasset 

allocation explains about 90% of the variability of a fundõs 

return over time.ó Institutions should therefore focus on as-

set allocation as a means to reduce the volatility of returns. 

An Efficient, Strategic, and Purposeful (ESP) asset allocation 

model can accomplish this.  

Efficient  
According to Modern Portfolio Theory, an efficient portfolio 

is one that maximizes return for a given level of risk or, con-

versely, minimizes risk for a given level of return. This con-

cept is critical to an ESP framework in that when an asset 

class is added to the portfolio, the result should be a higher 

level of return or a lower level of volatility (risk). This is il-

lustrated in the chart above. Investors are able to increase 

the return and decrease the risk within their portfolio if they 

add an asset class that has a low correlation with other asset 

classes already in the portfolio. Just as important is to view 

the concept of increased efficiency at the aggregate portfo-

lio level rather than at the individual asset class level. For 

example, although commodities have higher volatility than 

stocks or bonds, adding commodities can reduce the vola-

tility of returns within a portfolio due to the low correlation 

of commodities with stocks and bonds. As a result, diversify-

ing the portfolio with uncorrelated asset classes leads to a 

more efficient portfolio (i.e. higher return and/or lower 

volatility).  

Strategic  
A strategic asset allocation is one that is consistent with each 

clientõs unique risk tolerance. Although an institutionõs em-

bedded liabilities define its risk tolerance, risk tolerance is 

further defined by an institutionõs acceptance of equity-like 

volatility in order to generate higher returns and demand 

for fixed income -like volatility in order to reduce the volatil-

ity of the portfolio in aggregate. In addition, virtually every 

asset class can be classified as having equity -like volatility 

(Continued on page 9) 

through Achieve CCA for years.  Deaconess has reported 

a 9% incremental lift in its baseline collection rate as a 

result of the program , and anecdotal evidence suggests 

that patient loyalty and patient satisfaction numbers have 

improved as well.  Whatõs more, introduction of the Debt 

Management Program did not disrupt any existing vendor 

relationships.  

Hospitals are in the business of helping people, but they are 

still in business.  They need to get paid in order to continue 

to offer the world -class service that patients have come to 

expect.  Hospitals would do well to learn from the credit 

card industry and adopt targeted Debt Management as a 

mission-supportive, incremental revenue cycle tool.  

Andrew Gill Smith is the Founder and CEO of Achieve CCA, 

Inc. (www.achievecca.com., the only debt management com-

pany focused exclusively on the healthcare industry.  He can 

be reached at (502) 475-7626 or asmith@achievecca.com. 

(Continued from page 5) 
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ESP for Asset Allocation: Efficient, Strategic, Purposeful 
Reprinted with permission from Lancaster Pollardôs óThe Capital Issueô at www.lancasterpollard.com. 

A commentary by Adam J. Smith, CFA, CAIA 

http://www.lancasterpollard.com/


Glen Boles was recently elected to the STC Board of Directors. Glen has served as the Chief Financial Officer at Valley Bap-

tist Medical Center ð Brownsville for seven years.  He has previously served as the Chief Financial Officer at Medical Park 

Hospital in Hope, Arkansas where he was a member of the Arkansas Chapter of HFMA.  

Glen has been an HFMA member for 11 years.  He feels that HFMA benefits him providing continuing education to ensure that 

he stays abreast of changes occurring in the field of healthcare finance.  Glen felt drawn to serve the chapter as a director  

because òour chapter is very active and has grown over the 7 years that I have been in Brownsville.  It assisted me in obtain-

ing my CHFP certification and I want to help others grow in the field of Healthcare Finance.ó 

Glen lives in Brownsville, Texas with his wife, SuAn, and his son, Harris.  Glen enjoys bay and deep -sea fishing as well as 

snow skiing in his spare time.  Welcome aboard Glen!  

proving your denial management process. Once you have 

your standard definition for a denial, then you need to con-

duct a current assessment of your denial process. You need 

to ask questions such as: 

1. What is your denial rate?  

2. How many clinical and technical denials do you handle 

monthly?  

3. Who are your top five payers in terms of denials?  

4. What are your five to ten most frequent adjustment 

codes?  

There are plenty of measurements you can use to under-

stand your current situation. After you evaluate your current 

state, leverage those same measurements to create your 

short term and long -term goals. A critical step in ensuring 

you reach those goals is to implement a process to monitor 

your progress. A quarterly review of your progress and 

goals should provide enough information to judge the suc-

cess of your plan.  

Dedicate Resources  
As hospitals shift more focus to 

improving their denial process, 

a growing trend is to create a 

stand-alone denial management 

team. Too many hospitals treat 

denial management as a òpart-

timeó responsibility where their 

patient accounting staff tries to 

juggle denial management along 

with all of the other numerous 

responsibilities on their plate.   

However, more hospitals are 

realizing that in order to effec-

tively manage their denials and 

capture all of the revenue that is 

due to them, they must commit 

dedicated resources to the proc-

ess.   Denial management teams are typically tasked with 

the responsibility of capturing, monitoring, and conducting 

trend analysis on denials. In addition, they are responsible 

for conducting regular meetings with different stakeholders 

such as Admissions, Case Management, Nursing, and the 

Business Office to ensure that there is alignment on the is-

sues and that the appropriate steps are taken to rectify the 

denials.  

Offer Incentives  
 A fourth tip is to consider providing your denial manage-

ment team, and potentially the stakeholder departments 

that are ultimately responsible for implementing proce-

dures to reduce denials, financial incentives for reaching 

specific goals. Providing incentives is an effective way to 

motivate the team and demonstrate the hospitalõs commit-

ment to reducing denials. Holding employees accountable 

and rewarding them for reducing the overall denial rate or 

reducing the denial rate for your critical payers is a produc-

tive way to keep them engaged and ultimately to provide a 

major financial benefit to your hospital as well.  

Agreeing to a standard definition of a denial, defining a set 

of long term goals, developing a dedicated denial manage-

ment team, and giving employees incentives for reaching 

their goals are four steps you can take immediately to im-

prove your denial process. Hospitals frequently look for 

new denial management tools to jumpstart their denial man-

agement process. While denial management tools are vital 

for helping hospitals aggregate and analyze denial data, 

they are no substitute for having a well thought out long -

term plan and a solid internal denial management process.   

Alex Penn is Assistant Vice President with PNC Healthcare, covering 

national healthcare clients in the Texas, Illinois, Nebraska, Oklahoma, 

Arkansas, South Dakota, North Dakota, Montana, and Wyoming mar-

kets. His previous experience at PNC includes managing PNCõs 

healthcare clearinghouse operation in Tulsa, Oklahoma, and project 

management assignments in PNCõs finance department. Pennõs previ-

ous corporate experience includes seven years at Deloitte Consulting 

where he was a manager in Deloitteõs system implementation prac-

tice. For additional information, or to comment on this article, email 

alex.penn@pnc.com.  

(Continued from page 3) 
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There is an 

abundance of 

evidence that 

suggests that a 

better approach to 

handling denials 

and underpayments 

could add 

substantially to a 

hospitalõs bottom 

line.  

Glen Boles, CHFP elected to STC Board of Directors 
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