
By Judy Boesen
President, CMGMA
Judy-boesen@comcast.net

The first quarter of 2015 is in the books already. It is nice to see 
spring flowers begin to grow; and with it, spring fever seems to attack 
us. We can’t get too dreamy eyed as we approach the upcoming 
challenges.
I delayed ICD-10 preparation because it was postponed last year 
and want to see if it is going to go forward this year. If it does, 

we should know  by the timed we publish this newsletter whether we will have to get 
our running shoes on to make sure we are ready to implement October 1st. Never 
fear, CMGMA has resources to help you meet the implementation deadline. April 23rd 
and 24th CMGMA is offering an ICD-10 boot camp at Regis University on Fiddler’s 
Green Circle in Englewood. Register at http://www.cmgma.com/events/event_details.
asp?id=608515. Space is limited to 25 attendees, so register now to reserve a spot.  
An AAPC representative will provide instruction for the 2-day event which is designed 
to get all your staff ready for implementation from front desk personnel to physicians. 
This is going to be a difficult transition and every practice may be at a different phase of 
implementation and readiness. In addition to instruction by a certified AAPC instructor,the 
following resources are provided to each attendee:
•	Online general code set training for a year
•	 ICD-10-CM code set book 
•	 ICD -10 Practice Proficiency Assessment 
If there is a need to provide more classes because of the demand, CMGMA can provide 
additional boot camp programs on another date.
We need to get ICD-10 implemented or forget it forever. This stopping and starting is 
not helpful for any of us.
Hopefully by the time this newsletter reaches you, Congress will fix SGR for good. It is 
still a mystery what the “fix” will mean to all of us but I am sure it will not be simple or 
straight forward; and as usual it will probably be painful.
What are your biggest challenges this year as it relates to our payers? This year CMGMA 
and Pikes Peak PAHCOM (Professional Association of Health Care Office Management) 
is co-sponsoring the first annual Payer Day. It will be held at Cielo at Castle Pines 
in Castle Rock. The day will start with a keynote presentation by Marguerite Salazar. 
Invitations have gone out to the payers and so far we have no declinations. The following 
payers were invited: Cigna, Aetna/Cofinity, Medicare, Medicaid, Rocky Mountain Health 
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From the Immediate Past President
By Jennifer Souders, FACMPE, CPC
Do you find yourself looking for the full moon when patients 
(and staff for that matter) are acting irrationally?  As I write this, 
there isn’t a full moon but I sure feel like there should be.  We 
have had a rash of angry patients and I find myself educat-
ing my staff on anger management.  While this isn’t new infor-
mation, I thought maybe we could all use a reminder on how 
to handle angry humans – be it patients or staff or even our 
spouses or children….

I use the RAPSAND acronym:

Re-establish rapport
Emotional conflict, by definition, is adversarial, meaning rapport has broken down.  Use 
a combination of empathetic statements and body language to re-establish rapport.  “I 
understand”, “I can see why you are concerned”.  Mirror the angry person’s body lan-
guage and tone of voice – this sets the stage for a solution, not a shouting match.

Agreement
This is an old Sales tactic.  Start a “yes momentum” by getting the angry person to agree 
to something, whether or not it’s material to the central problem.  If a patient is angry 
about a bill the staff member can start by saying, “the problem is with the bill that you 
received for your March visit.  Is that correct?”  When the patient says “yes” it starts the 
momentum of agreeing on something and now we can find something else we agree on.  

Problem
Verify the actual problem, which actually builds on the “yes momentum”.  “Do I under-
stand this correctly?”  This also involves the patient in the problem solving.  Taking notes 
conveys the impression that the problem is being taken seriously.  Provide confirmation 
by repeating what the patient has said.  “I want to be sure I understand correctly.”

Solution
Ideally, solutions should be found in your practice policies and procedures so anyone 
can solve a problem.  Another approach is to have a go-to person in the office with the 
authority to solve problems.  This eliminates guess work and can take the staff member 
out of a hostile environment.

Ask permission to solve the problem
Ask the angry patient’s permission to solve the problem.  “The problem is a billing is-
sue.  We are going to refile the claim and wait until we hear back from the insurance 
company.  Is that OK?”  This ensures that the patient is in full agreement.  

Next step
After getting permission to solve the problem, explain what happens next.  “We are 
going to re-file this claim.  It will take about two weeks to hear back from the insurance 
company.  If you don’t hear back from us in two weeks, please call Susan.  Susan is the 
person who will take care of this.” This solidifies the idea that someone is here to help.
Document
Provide the patient something in writing that describes the problem, solution and who’s 
in charge of solving the problem.  This assures the patient that a staff member intends 
to see it through. 

I know that you know that not every patient (or staff member or family member) can be 
calmed down. Some folks are just chronically angry. Others have health concerns that 
make them angry or might be on medication that causes irritability. Ultimately the only 
person you can control is you but by using the RAPSAND method, you are can control 
the situation which in turn can go a long way to defusing negativity and allow everyone 
to focus on a good outcome.
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From the President
Continued from page 1

Plans, Colorado HealthOP, Anthem, Colorado 
Access, Humana, Kaiser, Colorado Choice Health 
Plans and United. Provider representatives have 
been asked to bring, business cards; contact/
escalation List (including telephone numbers and 
e-mail addresses); list of Insurance plans/products 
on and off the Exchange that are offered and, any 
other provider education material appropriate for 
this venue. There will be ample time to network 
with the provider representatives. Please register 
at http://www.cmgma.com/events/event_details.
asp?id=608843# .
Please let me know how your organization can serve 
you. Please email me at judy-boese@comcast.net 
We are all anxiously awaiting news on whether ICD-
10 will be implemented in 2015. Once we know, 
CMGMA is prepared to offer an ICD-10 boot camp 
to get your practice up and running in time for the 
implementation date. At this time CMS is telling us 
they will implement on October 1, 2015. However, 
congress may have something to say about that.

ProAssurance.comMedical professional liability insurance specialists
providing a single-source solution

When you need it.

Interested in getting more involved with CMGMA?  
We are always looking for an extra hand to help make 

this association thrive.  Please contact Kristina at 
cmgma@cmgma.com to see how you can help!

Colorado
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Paula Aston
CMGMA President-Elect
In healthcare, we predominately receive 
our revenue from various insurance 
companies.  These are the people that 
“pay us” yet most of us don’t know by 
name our contacts within the various 
insurance organizations.  From negoti-
ating contracts to dealing with denials, 
we are financially dependent on these 

people/organizations, yet when was the last time you visited 
with the representatives from the various payers?
Negotiating payer contracts can be extremely overwhelming, 
especially if you’re not familiar with all the little nuances re-
quired to “get what you want.”  Negotiating requires careful 
planning, research, collaboration and compromise.  You must 
decide if you’re going to have a brief negotiation period or 
build a long term partnership with these people and their or-
ganizations. 

Establishing good contract rates is important but we also must 
consider other issues when building relationships with our 
payers.  How responsive is the payer when you have prob-
lems with claims? Does the payer allow delegated credential-
ing? How difficult is it to get authorizations completed? Do you 
know who to call when you need an answer right away?
If you haven’t established a relationship with the various pay-
er representatives for your region, or if you would like to meet 
your representative, please join CMGMA and the Pikes Peak 
PAHCOM chapter at our upcoming payer conference on May 
14.  A representative from all of the top payers will be in at-
tendance, along with a word from the state Insurance com-
missioner, Marguerite Salazar.  Each payer will offer a brief 
introduction, along with some Q&A time.  Don’t let another 
year pass with you being “uninformed.”  Begin to build those 
relationships with the payers as well as mingle with your fel-
low administrators.  To register or gather information on the 
upcoming conference, please log in to the CMGMA website at 
www.cmgma.com.  I look forward to seeing you there.

What type of relationship do you have with your payers?Colorado MGMA Connection March 2013

Power of Touch
Paula Aston, CMGMA Member at Large

I recently became aware that many Physicians ask their patients if they are 
allowed to touch them during an exam.  I was quite surprised by this.  Unlike 
accountants or attorneys, physicians regularly touch people as part of their daily
jobs.  However, with today’s changing views more patients state that a doctor

never even touches them during exams or visits.  That sparked me to do a little research on the power
of the human touch.  Considering we all work in medicine and the ultimate goal is to make patients well,
hopefully using meds or invasive procedures as “last options,” I thought I’d share some findings.

Touch is the first language we learn. According to Dacher Keltner, Professor of Psychology at University
of California, Berkeley, it “remains our richest means of emotional expression” throughout life. One of
the first studies that showed the healing power of human touch was done during WWII. Dr. Rene Spitz
was perplexed when orphaned infants that were being given the basic needs – shelter, food, and a
sterile environment – were dying. The infant mortality rates sky rocketed as more infants came to the
orphanage and despite being given excellent care, passed away. After extensive study years later, the
American psychologist Harry Harlow concluded that the infants died from lack of touch. Studies show
that if a child is deprived of the loving (and appropriate) touch of others, its emotional growth will be 
impeded.  In addition, without regular hugs or loving touches children can exhibit abnormally high levels
of stress hormones.  Considering what daily stresses our children have to endure these days a simple
daily hug or two can make a world of difference.  

A 2008 Brigham Young University study showed physical contact is so much more than a way to “feel
better.” The biological responses of supportive nonsexual touch can actually help the healing process.
Many hospitals offer “professional touch” like massage therapy in order to ease the pain of patients with
cancer, Parkinson’s disease, and several other painful diseases.  Multiple medical studies have proven
that a gentle touch can slow the racing heart, lower blood pressure, blood glucose levels and significantly
calm the most terminally ill. A sympathetic touch from a doctor leaves people with the impression that
the visit lasted twice a long as it really did compared with estimates of those who were untouched.
Given the high degree of personal stress that can be associated with a trip to the doctor, a lab test or
hospital visit, having a clinician put a gentle touch on a patient’s arm or back, with a friendly word along
to the patient, would make a world of difference.  

Speaking from personal experience, I strive to make our office a welcoming place for patients.  We 
regularly give hugs and now many patients look forward to it and ask for one.  I will never forget a 
wonderful patient of mine who came in to clinic one day feeling down and blue a few weeks after surgery.
He is an elderly gentleman quite tall and totally “manly.”  When I asked him if he needed a hug to help,
I was astonished when he burst into tears and accepted the hug gratefully.  I think that hug made him
and I feel wonderful!  He left in a significantly better mood and the next visit commented on that 
interaction and how he mentioned it to his family and friends. 

In our fast paced world where everyone is rushing, I challenge everyone to take a few minutes to slow
down, actively interact with your patients and take a few minutes to “touch” someone either physically,
or with a tender word.  You’ll both feel better because of it!
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“RADV” – Yet another four letter word
By Wendy Spirek, MSHA
Chief Strategy Officer for Children’s Eye 
Physicians & CMGMA Third Party Payor 
Committee Chair

What is a Center for Medicare and 
Medicaid Services (CMS) Risk 
Adjustment Data Validation 
(“RADV”) audit?

Medicare pays Medicare Advantage (MA) health plans a set 
amount monthly for each person based on estimates — known 
as “risk scores”— which essentially assign a funding amount 
intended to be a reflection of how “sick” a covered beneficiary 
is.  Government audits target MA billing errors that federal 
officials blame for billions of dollars in “improper” payments 
every year, mainly due to inflated estimates of the health risks 
of the seniors the plans insure.  The findings carry added 
importance because insurers selling policies on the health 
insurance exchange will be paid under a similar risk-based 
formula. This has heightened the provider community’s 
experience with this issue beyond its Medicare patients, 
touching on federally subsidized commercial membership 
insured through the health exchanges.
The RADV audits, which CMS conducts to determine 
whether the health plans have been paid correctly, will probe 
whether health plans trigger overpayments by reporting 
diseases that don’t have any impact on health or medical 
care, or by exaggerating the severity of conditions—in effect 
making patients look sicker on paper than they actually are, 
translating into higher funding for the MA plan.  Medical record 
documentation plays a critical role in risk adjustment because 
accurate risk adjusted payment relies on complete medical 
record documentation and diagnosis coding.

What is an “HCC”?
The current risk adjustment model is known as the CMS 
Hierarchical Condition Category (CMS-HCC) model.  HCCs 
are used to determine a member’s specific risk adjustment 
factor and calculate a prospective payment plan.  HCCs are 
similar to diagnosis related groups used for inpatient hospital 
payment in that they use diagnosis codes in the formula to set 
patient risk scores, which are then used to set reimbursement 
rates.  HCC scores are calculated annually for patients based 
on care provided the previous year. A healthy patient generally 
will have a risk score at or below 1.  A sicker patient with three 
or four chronic conditions might have a risk score of 1.4 to 1.6.  
Medicare applies a payment factor to the HCC risk score to 
derive a payment to the MA plan.
 

Do you have to participate in a Medicare Advantage plan’s 
audit?
Most likely yes, pursuant to the terms of your contract with 
the applicable plan.  Will you be paid for your effort?  Most 
likely not…  The four letter word, RADV makes sense now 
doesn’t it?

What does a practice need to be aware of?
Essentially – you’ll be asked to provide all medical records 
for the selected member over a defined period of time, not to 
exceed a continuous 12 month period.
Medical record request differ between MA plans and 
commercial payer plans, even though both MAOs and 
commercial plans may contract with a third-party vendor to 
conduct the review for the identified medical records. Under 
the Health Insurance Privacy and Accountability Act - CFR 
164.502 - (HIPAA), providers are allowed to disclose the 
requested medical record information for the purpose of 
health care operations as long as a “general consent” has 
been obtained and saved in the patient chart. 
During the review, the reviewer is looking to ascertain that the 
medical record documentation supports the ICD-9-CM code 
assigned for an encounter and that any, and all coding rules 
and sequencing guidelines are adhered to.   MA plans have 
recently initiated risk adjustment review requests and are 
contacting select providers to review patient medical records. 
If you receive a request from a MA plan or third-party vendor 
acting on the MA plan’s behalf requesting a medical record 
review under the risk adjustment process, keep in mind that 
this is not an audit and you are not at risk of a fine or other 
punitive action.
Reviewing medical record documentation and data validation 
ensures the integrity and accuracy of risk scores e.g. ICD-9-
CM code choice, coding guidelines and sequencing rules etc.  
Medical record reviews often identify additional conditions 
not captured through claims or encounter data and verify the 
completeness of coding. 

Here is how the process works:
•	A request for medical records is sent to the provider (usually 

anywhere from 10 – 30 charts depending on provider 
contract or number of patients seen by the provider); 

•	The MA plan reviews records to ensure the billed services 
are supported by the medical record documentation; 

•	The MA plan provides a report to Medicare Advantage or 
Medicare carrier (depending on who conducted the review) 
on findings; 

•	 If further chart review is required, the review result can 
amount to no further action against the provider.
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By Peter Howell,  
Member At Large CMGMA

We are all familiar with individu-
als (consumers) filing bankruptcy 
due to overwhelming medical ex-
penses or the lack of adequate 
coverage or no coverage at all. 
However, we hear very little about 
the “apparent” increasing trend 
of medical practice failures and 
the increase in practice bankrupt-

cies. An article published by CNN Money (April 8, 2013) 
titled “Doctors Driven to Bankruptcy” brought the issue of 
medical practice failures to the surface. In the article they 
reference The American Bankruptcy Institute’s health care 
committee, who tracks bankruptcy trends, and noted a 
spike in Chapter 11 bankruptcy filings by doctors.

Physicians such as Orthopedic Surgeons, OB/GYN, and 
Primary Care who run their own practices are seeking 
bankruptcy protection and tied the reasons for failure due 
to a poor economy, shrinking reimbursement, increased 
cost of office and medical supplies, the increased costs 
of collection, the impact of bad debt, and the burden of 
increased compliance and regulations. 

A recent study of physicians in private practice with 10 
or fewer providers, indicated a grim view of the future 
for many physician practices (as reported by “Physi-
cians Practice Newsletter, July 9, 2012). According to the 
report, 26% indicated that they “may not be in business 
in a year”.  In addition, 75% indicated that they have se-
verely cut costs, borrowing money, and selling assets to 
stay in business. The study also reported that if the ACA 
survives many small medical practices will fail due to the 
transfer of up to 20 million lives from employee-provided 
insurance coverage, mostly to Medicaid, and the addition 
of 20 million more Medicaid insured that were previously 
uninsured, and this creates a “perfect storm” for private 
practices failure. 

What is the take home message to those of us in the field 
of practice management and the responsibilities we as-
sume each day on maintaining a successful “business”? 
There are four assumptions that can lead you to practice 
failure, as outlined in an article by Ester Horowitz, CEO 
Marketpower (“mommd” Sept. 2014), and it would be ad-
visable to review these assumptions on a periodic basic 
for practice health.  

Assumption One: Medical Practice Management

Physicians and owners often delegate or abdicate fi-
nancial and administrative responsibilities to office 
managers and staff. While the Practice Manager is 
valuable to the day-to-day operations, staff manage-
ment and so on,  the vision and strategy for “long-
term” growth and development of the practice  is the 
responsibility of the Physician/CEO/owner who often 
“assume” it’s the role of practice management. 

Assumption Two: Physician Time and Money

Physician-owners are not taught basic business and 
management skills during training and seldom take 
CME credits offered in management. The thought of 
taking 30% of their time focusing on “the business” of 
the practice is a difficult pill to swallow because the 
“assumption” is that money is made “only” when see-
ing patients. What they don’t understand is that creat-
ing a dashboard for measuring success, accountabil-
ity, R&D, and practice evaluation and “evolution” also 
contributs to sustainable incomed not just seeing a de-
fined number of patients. 

Assumption Three: Practice management vs. Business 
Management

Practice management focuses on the processes that 
support the delivery of care. Business management 
focuses on the “business” of medicine which includes 
business design, strategy, and implementation pro-
cesses responsible for the support of practice suc-
cess. Business management provides the platform by 
which practice management succeeds. Regularly tune 
up and true up your business management skills. 

Assumption Four: Expert skills create viable businesses

Experts with a certain set of skills choose to open a 
business with the assumption that the skills they pos-
sess “are in demand”. However, that may be true in 
Healthcare, it is not enough to open a practice without 
understanding “how to run a business”. 

Being successful in business is by design and is intention-
al and should not be accidental. Some businesses suc-
ceed despite themselves and by accident. However, 80% 
of new businesses fail because appropriate steps were 
not taken to develop a business design, plan and strat-
egy, and then implemented correctly. The same is true for 
Medical Practices. 

MEDICAL PRACTICE FAILURES



 	  

The	  final	  countdown	  has	  begun.	  On	  March	  26,	  2015,	  the	  U.S.	  House	  of	  RepresentaCves	  passed	  
key	  legislaCon	  sustaining	  ICD-‐10’s	  mandated	  October	  1,	  2015	  implementaCon	  date.	  The	  Cme	  
for	  ICD-‐10	  training	  is	  now.	  Join	  thousands	  of	  organizaCons	  and	  individuals	  who	  have	  
become	  ICD-‐10	  implementaCon	  ready	  through	  AAPC.	   
 
To	  help	  you	  beRer	  prepare	  for	  the	  date,	  we’d	  like	  to	  provide	  you	  with	  a	  two	  day	  ICD-‐10	  Training	  
Boot	  Camp.	  This	  training	  includes	  the	  following:	  	  

16	  CEUs	  
2-‐Day	  comprehensive	  ICD-‐10-‐CM	  code	  set	  training	  led	  by	  a	  cer?fied	  instructor:	  

• ICD-‐1-‐	  format	  and	  structure	  
• Complete	  in-‐depth	  ICD-‐10	  guidelines	  
• Nuances	  found	  in	  the	  new	  coding	  system	  with	  coding	  ?ps	  
• Hands	  on	  ICD-‐10-‐CM	  coding	  exercises	  

ICD-‐10	  Code	  Set	  Manual	  
Bonuses:	  

• Online	  general	  code	  set	  training	  ($395	  value)	  

• ICD-‐10-‐CM	  code	  set	  book	  ($89.95	  value)	  

• ICD	  -‐10	  Prac?ce	  Proficiency	  Assessment	  ($39.95	  value)	  

"AAPC's	  Boot	  Camp	  provided	  s	  useful	  materials	  and	  got	  us	  started	  on	  the	  correct	  route	  to	  begin	  
our	  journey	  towards	  preparing	  our	  staff	  and	  20	  providers	  to	  iniAate	  the	  implementaAon."	  -‐
Suzanne	  Stanley,	  CPC,	  Ashley	  Clinic,	  Kansas	  

Cost:	  CMGMA	  Members	  -‐	  $795	  
	  	  	  	  	  	  	  	  	  	  	  	  Non-‐Members	  -‐	  $995	  	  	  	  	  	  

Sending	  more	  than	  one	  person	  from	  your	  office?	  Take	  advantage	  of	  our	  mulAples	  discount	  by	  
taking	  off	  $50	  of	  the	  second	  aJendee	  (and	  greater)	  registraAon!	  

Join	  us,	  April	  23-‐24	  at	  Regis	  University,	  DTC.	  	  SeaCng	  is	  very	  limited,	  there	  are	  only	  five	  
remaining	  spaces	  available	  so	  act	  fast	  to	  reserve	  yours	  now!	  Register	  today	  at	  
www.cmgma.com.	  We	  look	  forward	  to	  helping	  you	  make	  your	  transiCon	  to	  ICD-‐10	  as	  smooth	  as	  
possible.	  
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