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I
f you are like me, you read AHLA’s Health 
Law Daily emails and sometimes take note 
of new member benefits, or sometimes you 
tell yourself you will look them up later… and 
then forget to go back and do it! The AHLA 
staff is constantly seeking new opportunities 

for members in order to enhance the value of AHLA 
membership. These benefits vary from discounts on 
educational programs offered by other institutions to the 
establishment of new Practice Groups. 

For this month’s First Reflections, I have compiled 
descriptions of all the new member benefits provided 
to us over the past several months as a quick reference 
guide. I hope you will take advantage of them.

Mediation Training Discount; Arbitration Training. 
AHLA has partnered with Pepperdine Caruso School 
of Law, Straus Institute for Dispute Resolution, an 
educational leader in mediation training, to offer AHLA 
members $400 off the program Mediating the Litigated 
Case™. Members who complete this program (offered 
both in person and online) and the AHLA health 
care arbitration training will have the opportunity 
to leverage their health law expertise and serve as 
arbitrators and mediators through the AHLA Dispute 
Resolution Service. AHLA’s next arbitration training 
program will be announced soon. Visit https://www.
americanhealthlaw.org/dispute-resolution-services/
contact-dispute-resolution-service if you are interested 
in the mediation training program. Complete the form 
found at this link if you are interested in the arbitra-
tion training: https://www.americanhealthlaw.org/
DRSTrainingInterestForm.

Dignity Health Global Education Discounts. AHLA 
has partnered with Dignity Health Global Education 
(DHGE), a leading global health care workforce devel-
opment company, to offer AHLA members and their 
families 15% discounts on DHGE’s numerous online 
programs, which include short courses, certificates, 
and degrees. These programs offer all health law 
professionals multiple professional development and 
higher education opportunities to advance their skills 
and improve patient outcomes. Visit www.dhge.org for 

more information about the available programs.

Planned Giving Resources. Through AHLA’s partner-
ship with Crescendo Interactive Inc., an industry leader 
and the largest provider of gift planning resources, 
AHLA members and their families now have access to 
a variety of tools and resources to help them achieve 
their financial and charitable goals. Resources include 
free estate planning guides, will planners, tax benefit 
calculators, and more. Putting in a plug for AHLA, 
you might want to consider making a gift to AHLA as 
part of your charitable giving plans! Visit https://give.
americanhealthlaw.org/ for access to these planned 
giving resources.

New Groups. As of July 1, the Behavioral Health Task 
Force became its own Practice Group (PG), and the 
Enterprise Risk Management Task Force became 
the fourth Affinity Group (AG) under the Hospitals 
and Health Systems PG. This decision by the Board 
of Directors to create a new PG and AG reflects the 
impactful contributions these two groups of volunteers 
have made to AHLA over the years and our mission 
of being an engaged learning community providing 
exceptional content. Every Premium member auto-
matically was enrolled in the new Behavioral Health 
PG and the Hospitals and Health Systems PG. Please 
take advantage of the educational materials they have 
developed by accessing both PGs’ landing pages, as well 
as the pages of all the PGs, at https://www.american-
healthlaw.org/practice-groups. 

In addition to these new member benefits, be sure to 
stay abreast of the latest trends and developments in 
health law through AHLA’s dynamic and informative 
podcasts and webinars:

Podcasts. If you are stuck in traffic, sitting in an airport 
waiting for a flight, or walking in your neighborhood, 
you have the perfect opportunity to listen to one of 
AHLA’s podcasts. AHLA has steadily increased its of-
fering of podcasts over the past few years. Visit https://
www.americanhealthlaw.org/education-events/
speaking-of-health-law-podcasts for more information 
on AHLA’s Speaking of Health Law podcast channel. 
Additionally, AHLA hosted a one-day virtual Convener 
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“P
arity” has generally been 
recognized as fairness in the way 
benefits for behavioral health care 
are administered as compared 
to medical and surgical benefits. 
As one court explained, parity 

requires health plans to “treat sicknesses of the mind in 
the same way that they would a broken bone.”1 The U.S. 
Congress passed the first federal parity law in 1996 titled 
the Mental Health Parity Act (MHPA). MHPA prohib-
ited health plans from imposing less favorable annual 

or lifetime dollar 
limits on 

mental health benefits than any such limits imposed on 
medical and surgical benefits.2 Since MHPA passed in 
1996, there has been a near constant stream of legisla-
tion, litigation, and enforcement at both the state and 
federal level. Because MHPA was limited to federally 
regulated plans, many states passed their own laws that 
applied to state-regulated plans and that imposed more 
stringent parity standards. Health care attorneys can 
expect this pace of activity to continue as the demand 
for behavioral health care increases and as the standards 
of parity are clarified and refined. This article examines 
recent legal developments and parity trends and 
provides an outlook on the future of parity. 

Federal and State Parity Legislation

The Paul Wellstone and Pete Domenici Mental 
Health Parity and Addiction Equity Act (Parity 

Act) was enacted in 2008 and superseded the 
MHPA to require parity in the way health 

plans administer medical and surgical 
benefits as compared with mental 

health and substance use disorder 
(MH/SUD) benefits.3 The Parity 

Act amended several different laws, 
including the Employee Retire-
ment Income Security Act of 1974 
(ERISA), the Internal Revenue 
Code (Code), and the Public 
Health Service Act (PHSA). 
Given the range of laws affected, 
guidance relating to the Parity 
Act is developed and published 
by the Department of Health 

and Human Services (HHS), the 
Internal Revenue Service (IRS), 

and the Department of Labor 
(DOL), known collectively as the 

“Tri-Agencies.” Although the Parity 
Act is now over a decade old, Congress 

continues amending the Parity Act, and the 
Tri-Agencies continue publishing guidance 

for health plans. 

In general, the Parity Act requires that MH/SUD 
benefits are administered in a way no more restrictive 

Kelly J. Epperson and 
Kylynn Mowell,  

Rosecrance

Feature A Flurry of Parity Activity:  
An Update on Recent Legislation, 
Litigation, and Enforcement
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than benefits for medical and surgical treatment.4 The 
analysis comparing how benefits are administered is 
separated into “quantitative” treatment limitations 
(QTLs) and “nonquantitative” treatment limitations 
(NQTLs). Examples of QTLs include: (1) financial 
restrictions, such as separate deductibles or different 
copays for MH/SUD treatment; and (2) quantifiable 
treatment limitations, such as annual or aggregate 
visit limits. The Parity Act requires that health plans 
eliminate QTLs if the plan does not impose similar 
limits on medical and surgical benefits.5

Plans must also ensure parity among NQTLs, which 
include managed care practices such as medical 
necessity determination, formulary design for prescrip-
tion drugs, provider network adequacy, and utilization 
review procedures.6 In the case of NQTLs, the plan 
must ensure that the NQTLs applicable to MH/SUD 
benefits “are no more restrictive than the predominant 
treatment limitations applied to substantially all medical 
and surgical benefits covered by the plan (or coverage) 
and there are no separate treatment limitations that 
are applicable only with respect to mental health or 
substance use disorder benefits.”7 Recently, most parity 
activity has focused on NQTLs applicable to MH/SUD 
benefits. 

The Parity Act has undergone several changes since it 
passed in 2008. First, the Affordable Care Act (ACA) 
expanded parity coverage and required all plans offered 
in the individual health insurance market and the ACA’s 
health insurance exchanges to comply with federal 
parity requirements.8 The 21st Century Cures Act then 
amended the Parity Act to require the Tri-Agencies to 
convene a public meeting of stakeholders, to develop 
compliance program documents, and to issue guidance 
on disclosure requirements so consumers can access 
information about their MH/SUD benefits.9 The Parity 
Act was also amended in December 2020, through 
the Consolidated Appropriations Act of 2021, which 
required health plans to make information available 
to regulators regarding any NQTLs used in their plan 
design.10 

Each one of these legislative updates triggered the 
Tri-Agencies to issue new guidance documents, again 
with most of the focus on NQTLs.11 These guidance 
documents are housed on the DOL’s website and in-

clude numerous FAQ documents, a disclosure template, 
self-compliance tools, a warning-sign document about 
NQTLs that require additional review to determine 
parity compliance, and congressional reports on parity 
progress.12 

In addition to the Parity Act, states have passed their 
own parity laws mandating certain coverage for MH/
SUD treatment, extending parity requirements to 
state-regulated plans, imposing reporting requirements, 
and addressing medical necessity determinations.13 
State efforts to regulate MH/SUD benefits date back to 
the 1970s and 1980s when 38 different state legislatures 
passed laws establishing minimum benefit levels for 
certain MH/SUD treatment.14 The legislative activity 
has not slowed, with several states enacting new parity 
laws or amending existing ones in 2020 and 2021. These 
state parity laws impose requirements to use medical 
necessity criteria published by clinical associations and 
to ensure those criteria are consistent with generally 
accepted standards of care. Many states have also 
introduced or enhanced reporting requirements 
regarding NQTL design, usage, and impact in an effort 
to increase transparency and self-compliance. 

For example, in 2020, California addressed medical 
necessity determinations, among other things, by 
requiring health plans to use guidelines developed by 
nonprofit professional associations for the relevant 
clinical specialty.15 The California parity law further 
defined “medically necessary treatment” as those treat-
ment services that are in accordance with the “generally 
accepted standards of mental health and substance 
use disorder care.”16 Illinois passed similar legislation 
in 2021, creating a definition for “medically necessary 
treatment” and requiring health plans to use criteria 
developed by an “unaffiliated nonprofit professional 
association for the relevant clinical specialty” or criteria 
developed by the state Medicaid authority.17 Under the 
Illinois law, the utilization review criteria, including 
all training materials, must also be made available to 
providers and patients.18 

States have also implemented reporting require-
ments surrounding parity requirements. Indiana and 
Maryland now require insurers to annually report 
on their compliance with federal and state parity 
mandates.19 Reports must include: (1) a description of 

Since MHPA passed in 1996, there has been a near  
constant stream of legislation, litigation, and enforcement 
at both the state and federal level.
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the process used to develop or select medical necessity 
criteria for MH/SUD treatment; (2) identification 
of all NQTLs applied to MH/SUD treatment; and 
(3) a demonstration of the insurer’s compliance with 
applicable parity requirements.20 Similarly, Oklahoma 
and Arizona passed legislation requiring reporting of 
parity compliance measures such as medical necessity 
criteria used for MH/SUD treatment; all NQTLs in use; 
evidence relied upon when designing each NQTL; and 
comparative analyses showing that MH/SUD NQTLs 
are not applied more stringently than medical/surgical 
NQTLs.21 

Recent Parity Litigation

Both state and federal parity laws have been the 
subject of a spate of court cases challenging health 
plan decisions with respect to coverage for MH/SUD 
treatment. Parity jurisprudence has established the 
following elements for a parity cause of action: (1) the 
plan is subject to the Parity Act; (2) the plan provides 
both medical benefits and MH/SUD benefits; (3) the 
plan has a treatment limitation—either quantitative or 
nonquantitative—that is more restrictive for MH/SUD 
treatment than it is for medical/surgical treatment; and 
(4) the MH/SUD treatment is in the same classification 
as the medical treatment to which it is being com-
pared.22 There has been a decrease in cases relating to 
financial and quantitative treatment limitations such as 
annual limits and separate deductibles. Instead, recent 
litigation has addressed more complex issues, such as 
interaction with state parity laws, class certifications, 
criteria for medical necessity reviews, and exclusions 
for certain categories of treatment. Examples of these 
heavily contested issues are discussed below.

Courts have not resolved whether state parity laws are 
preempted by federal parity requirements, especially 
those found in ERISA. In a recent case addressing 
jurisdiction, Hansen v. Group Health Cooperative, the 
Ninth Circuit remanded a case involving parity claims 
back to state court.23 In Hansen, a group of mental 
health providers challenged a health plan’s use of the 
Milliman Care Guidelines to make coverage decisions 
for mental health treatment under both parity and 
state consumer protection laws that prohibit unfair and 
deceptive business practices.24 The court held that the 
case was improperly removed to federal court based 
on parity arguments because the providers’ claims did 
not fall within the scope of ERISA. Instead, the court 
remanded the case back to Washington state court.25 

Class certification challenging the administration of 
behavioral health care benefits is another frequently 
seen parity issue. In C.C. v. Baylor Scott & White Health, 
plaintiffs survived a motion to dismiss their proposed 
class action alleging the improper denial of benefits 
for autism spectrum disorder (ASD) therapy due to 
lifetime and annual visit limitations, when similar limits 
were not placed on medical and surgical benefits.26 
The court held that plaintiffs adequately identified an 
ascertainable class that also met Rule 23 standards, 
at least at the pleading stage.27 The proposed class 
definition included “participants or beneficiaries of self-
funded, ERISA-governed benefit plans administered 
by [defendant] who were diagnosed with ASD, entitled 
to coverage for ABA and related therapies, and subject 
to lifetime and/or annual visit limitations on such 
treatments . . .”28 Although the class definition may need 
to be more precise at a later stage in the litigation, the 
court held that, as proposed, it was sufficient to survive 
a motion to dismiss.29 

In addition to an uptick of class actions alleging parity 
violations, there has been an increase in cases challeng-
ing utilization review criteria to determine whether 
treatment is medically necessary. Two such cases are 
Michael W. v. UBH and Julie L. v. Excellus Health Plan, 
Inc. where courts reached differing conclusions.30 In 
Michael W. v. UBH, plaintiffs alleged that the health plan 
used “acute care medical necessity criteria” for mental 
health residential treatment that were stricter than the 
criteria for medical analogues such as skilled nursing 
facilities (SNFs).31 The court denied defendants’ motion 
to dismiss, finding that plaintiffs plausibly identified a 
disparity between the acute-level criteria used to evalu-
ate continued care for MH/SUD residential treatment 
and the potentially less stringent criteria applied to 
analogous medical/surgical treatment.32 

In Julie F., plaintiffs raised similar arguments about 
whether medical necessity criteria using “acute” versus 
“sub-acute” symptoms when determining coverage for 
SNFs and MH/SUD residential treatment.33 In Julie F., 
however, the court reached an opposite conclusion, 
finding that admission to a SNF or a residential treat-
ment facility was based not on whether an individual’s 
symptoms were “acute” or “subacute,” but instead 
considered a variety of factors such as whether the 
symptoms are capable of treatment in a less intensive 
setting.34 The court granted defendants’ motion for 
summary judgment, finding that plaintiffs’ conclusory 
allegations, without evidence of more rigorous medical 

Kelly J. Epperson is Vice 

President and General Counsel 
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behavioral health treatment with 
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cluding directing corporate activi-

ties to protect Rosecrance’s legal 

interests; assisting with mergers 

and acquisitions; analyzing novel 

legal issues that uniquely impact 

behavioral healthcare provid-

ers; researching and influencing 

legislative changes at the state 

and federal levels; and positioning 
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to fulfill its mission.

Both state and federal parity laws have been the subject 
of a spate of court cases challenging health plan decisions 
with respect to coverage for MH/SUD treatment.
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necessity criteria for mental health treatment, were not 
sufficient.35 

In addition to challenges to medical necessity criteria, 
there have been several challenges to blanket exclu-
sions for specific types of treatment. Two of the more 
frequently challenged treatment exclusions include 
applied behavior analysis (ABA) treatment for ASD and 
wilderness treatment programs. For example, in Doe v. 
UBH, the plaintiff challenged her health plan’s explicit 
exclusion of coverage for ABA and Intensive Behavioral 
Therapies (IBT) to treat children with ASD (the ABA/
IBT exclusion).36 The court noted that the treatment 
exclusion carved out a core treatment for ASD when 
there was no comparable medical/surgical exclusions 
in the plan.37 Therefore, the court held: “On its face, 
the ABA/IBT exclusion creates a separate treatment 
limitation applicable only to services for a mental health 
condition (Autism). By doing so, the exclusion violates 
the plain terms of the Parity Act.”38 

Blanket treatment exclusions for wilderness therapy 
have been found, in some cases, to violate parity re-
quirements; however, the analysis depends on the plan’s 
specific language and what medical treatment the court 
chooses as a comparison for the wilderness program.39 
The difficulty with analyzing claims for parity violations 
due to wilderness program exclusions is that most 
health plan language is neutral on its face. Therefore, it 
is possible that the exclusion applies equally to medical 
treatment. In practice, however, wilderness program 
exclusions only apply to behavioral health treatment 
since there is usually no clear equivalent to wilderness 
programs for medical and surgical treatment. Therefore, 
courts have not ruled uniformly on whether wilder-
ness program exclusions violate the Parity Act, often 
depending on the exact language of the plan documents 
and the comparison used for medical and surgical 
treatment.

Those cases finding that wilderness program exclusions 
violate parity requirements include the Vorpahl and 
A.Z. cases where the courts found that categorical ex-
clusions of a treatment type without a similar exclusion 
of corresponding medical treatment was sufficient to 
state a Parity Act claim.40 Similarly, the Gallagher court 
found a potential parity violation after determining that 
the correct comparison for a parity analysis was not 
between wilderness programs for medical treatment 
and behavioral health care but instead a comparison 
between intermediate levels of care such as SNFs 
and residential treatment centers offering wilderness 
programs.41

In contrast, the court in A.H. dismissed a Parity Act 
claim because the plaintiff was not able to show that the 
wilderness program exclusion only applied to mental 
health treatment.42 In the Alice F. case, the court also 
concluded that the denial of coverage for a wilder-
ness program was not a parity violation because the 

wilderness program did not meet health plan standards 
as a residential treatment program.43 In another case, 
the court again found no parity violation because the 
plan explicitly covered services at residential treatment 
centers for both medical and mental health services, 
even though it did not cover treatment at wilderness 
camps.44 The court in A.G. also compared residential 
treatment centers to SNFs and found that the blanket 
exclusion of “wilderness camps” was not a parity viola-
tion because the plan equally covered mental health 
services and medical/surgical services at residential 
treatment centers.45 

State and Federal Agency  
Enforcement

While plaintiffs have been challenging health plans 
in court, state and federal agencies also have been 
engaged in their own enforcement activities. One of 
the tools used by these agencies is the market conduct 
examination where an agency investigates whether an 
insurer is in compliance with all laws, including parity 
laws. The year 2020 saw many enforcement actions and 
significant fines following market conduct examinations 
completed by state agencies. For example, in Delaware, 
the Insurance Commissioner announced the results of 
parity examinations that showed thousands of violations 
of the state parity law, resulting in $597,000 in fines.46 
The findings of noncompliance in Delaware related 
to NQTLs, including preauthorization procedures, 
pharmacy requirements, medication restrictions, and 
utilization review criteria. 

The Connecticut Insurance Department also published 
the results of market conduct exams against two health 
plans that resulted in $575,000 in fines and $500,000 
to fund education programs for failing to comply 
with the Parity Act.47 Findings of non-compliance 
included NQTL disclosure requirements and a lack of 
documentation regarding internal parity analyses. The 
Illinois Department of Insurance also found five health 
plans in violation of parity laws and imposed over $2 
million in fines related to violations of state parity laws.48 
Many of the health plans failed to use American Society 
of Addiction Medicine criteria for medical necessity 
determinations as required by Illinois law and failed to 
ensure that the NQTLs for behavioral health care were 
not more restrictive than medical/surgical treatment 
limitations. Massachusetts and New Hampshire 
also imposed fines on health plans after finding that 
reimbursement rates for behavioral health practitioners 
were lower than comparable medical providers and 

Kylynn Mowell is Associate Gen-

eral Counsel at Rosecrance and 

operates a private practice. With 

locations throughout Illinois, Iowa, 

and Wisconsin, Rosecrance is a 

nationwide leader in behavioral 

health, mental health, and ad-

diction treatment. As Associate 

General Counsel, Kylynn supports 

the Rosecrance legal team 

through research and analysis 

of novel legal issues; drafting 

and review of contract, court 

documents, and regulatory filings; 

and assisting in the preparation 

and updating of the Semi-An-

nual Legal Update. In her private 

practice, Kylynn focuses on real 

estate, contract, and probate law.

The year 2020 saw many enforcement actions and 
significant fines following market conduct examinations 
completed by state agencies.

http://www.americanhealthlaw.org


8  Health Law Connections  | September 2021 

that utilization management procedures were stricter 
for MH/SUD treatment than for analogous medical/
surgical treatment.49

In 2020, the U.S. Department of Labor’s Employee 
Benefits Security Administration (EBSA) investigated 
and closed 180 health plan investigations in fiscal year 
2020.50 Of the 180 closed investigations, 127 of the 
involved plans were subject to the Parity Act, so the 
EBSA reviewed these plans for parity compliance.51 
EBSA cited eight parity violations relating to both quan-
titative and non-quantitative treatment limitations.52 
Examples of the parity violations found by EBSA 
included: separate financial requirements for MH/
SUD outpatient benefits; a multi-year waiting period 
for SUD benefits; greater cost-sharing requirements for 
MH/SUD benefits; and an automatic medical necessity 
review after 30 visits for all MH/SUD outpatient visits 
when a similar standard was not imposed on medical/
surgical treatment. In fiscal year 2021, EBSA has chosen 
three focus areas for parity compliance: (1) processes 
for determining whether provider reimbursement rates 
might indicate a violation of the Parity Act, (2) accuracy 
of provider network directories, and (3) treatment 
limitations regarding ASD.53

The Future of Parity

Parity legislation, litigation, and enforcement will 
continue to test how health plans can administer 
benefits for MH/SUD treatment while still being 

in compliance with all parity requirements. The 
expectation is that this activity will continue to focus 
on NQTLs, such as medical necessity criteria, prior 
authorization requirements, formulary design, and 
reimbursement rates for providers. Blanket exclusions 
for certain types of treatment, such as wilderness 
programs and ASD therapies, will likely continue to be 
challenged as potential parity violations. Finally, health 
plans can expect to see more enforcement activity 
as reporting obligations and mandatory disclosures 
increase the amount of available information regarding 
plan design and benefit administration. The pace of legal 
activity in this area of law is expected to remain constant 
or even increase given the public focus on the need for 
behavioral health care. 

Due to the rapid expansion of parity coverage at both 
the federal and state level, almost all behavioral health 
care benefits are now governed by some type of parity 
analysis. Navigating the myriad laws and the numerous 
state-specific requirements is becoming increasingly 
challenging. Attorneys representing providers and plans 
need to be aware of the continuing flurry of activity 
as legislation, litigation, and enforcement continue to 
shape and refine this area of law. 

*The authors thank Jena M. Grady, Nixon Peabody LLP, 
and Matt Wolfe, Parker Poe Adams & Bernstein LLP for 
editing this article. 
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T
his feature includes an interview that 
the Fraud and Abuse Practice Group 
leadership conducted of Kimberly 
Brandt to discuss her career path as 
a well-known health care profes-
sional, including her extensive time in 

government service. In the interview, Kim provides key 
highlights and lessons learned on developing a career 
as a health care attorney. She also offers insights on 
recent fraud and abuse developments and the potential 
direction of government enforcement efforts. 

Can you share with us a few highlights 
from your career journey and how you were 
initially involved with health care?

Initially, I was thinking about a career in health care 
as a doctor or nurse. In high school, I became 
a candy striper but it turns out I faint at the 
sight of blood. So, I went to college and 
decided to become a lawyer and was 
really fascinated by health care issues. 
Right out of college, I went to work 
on Capitol Hill for my local Repre-
sentative and within a year ended up 
working on health care issues. The 
idea of improving health care and 
being able to help people really 
appealed to me. I come from a rural 
community where there are some 
health care delivery challenges. I 
really liked the idea of being able to 
do things that might help people—
that did not involve me actually 
dealing with their blood. In graduate 
school at George Washington Univer-
sity, I focused on a Master’s Degree in 
Legislative Affairs with an emphasis on 
health care policy. When I decided to go to 
law school, I started at George Washington 
and eventually transferred to DePaul College 
of Law because, at the time, they had the number 
one health law program in the country. 

I have always felt really passionate about health care 
issues, and I was lucky because it was the late 90s and 
it coincided with the passage of the Health Insurance 

Kimberly Brandt,  
Tarplin Downs &  
Young LLC

FeatureLessons Learned from a Career 
in Health Law: Following the 
Path of Health Law Veteran  
Kim Brandt

Portability and Accountability Act (HIPAA), new 
government funding, and a focus on compliance mat-
ters and related fraud and abuse issues. So, it just ended 
up being somewhat fortuitous. I went to law school in 
Chicago and worked at Rush Presbyterian Medical Cen-
ter as a legal extern. I was exposed to a lot of new areas, 
including risk management and looking at assorted 
regulatory issues from the hospital perspective. That 
led me in my last year of law school to work at Sidley 
Austin where I actually helped develop a compliance 

http://www.americanhealthlaw.org
http://www.cokergroup.com
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program for Northwestern (a large hospital system). It 
really made me passionate about that work, so I learned 
about the American Health Law Association, and I was 

receiving their magazine. I saw an ad that the Depart-
ment of Health and Human Services Office 

of Inspector General (HHS-OIG) 
was hiring new lawyers. While 

I enjoyed working at the law 
firm, I knew that law firm life 

was not going to be a perfect 
fit for me. So, I sent in my 
resume to the HHS-OIG 
since it sounded interest-
ing.

A few months later I was 
contacted by the HHS-

OIG, interviewed, and was 
fortunate to get the job offer 

the day before my graduation. 
At that point, much to my parents’ 

chagrin, I turned down opportunities 
to work at a big law firm. I just really loved 

my government experience having worked on 
Capitol Hill and felt called to public service. As a result, 
I was one of the HIPAA lawyers hired by HHS-OIG 
in the late 90s as they really ramped up. I immediately 
started doing PATH cases, and I helped develop differ-
ent compliance metrics and learned how to assess audit 
functionality. It was a really great experience because 
literally a year out of law school, I was engaging with 
partners in law firms across the country and negotiating 
Corporate Integrity Agreements. About a year and 
a half in, there was a big focus on doing compliance 
guidance for all the different industries. HHS-OIG had 
already released guidance for hospitals and labs but it 
was very clear that there was a need for one that was 
more scalable and that also could be used for physi-
cians. So, I had an opportunity to be the primary author 
of the physician compliance guidance, which then set 
me on this path that I really cared about—how the 
government can develop really good tools for providers 
to help them stay in compliance with government 
regulations. 

Eventually a new Inspector General came on board, and 
I had the opportunity to become the head of External 
Affairs and head all of the legislative and Hill interac-
tions for HHS-OIG. In that role, I got to work a lot 
more with the Centers for Medicare & Medicaid Ser-

vices (CMS). It was a great experience but about four 
years in, I was getting to the point where I was starting 
to think about going into private practice and actually 
making some money again. I had the chance to apply 
for a Senior Executive Service (SES) Development Pro-
gram, which is something that HHS does sporadically 
to grow their leadership ranks. I applied and ended up 
being one of 26 people selected from the 800 applicants 
from all over HHS. As part of the program, I went on a 
detail to CMS to assess the effectiveness of compliance 
programs as my SES developmental project. We were 
looking at whether or not having a robust compliance 
program actually reduced claims denials. So, if you had 
a compliance program in a hospital, what impact did 
that have on your denial rate. It was a fairly simplistic 
model, but we did a mix of 14 rural and urban, small 
and large hospitals from the Northeast area of the 
country. The results of the project showed the more 
robust the audit and compliance functions the lower the 
claims denials ended up being.

My detail was supposed to be four months and I ended 
up getting hired by CMS at the end of the detail. So, I 
went straight from OIG on a developmental detail to 
CMS, getting hired by CMS, and in February 2004, I be-
came the acting head of the Medicare Program Integrity 
Group and officially became the head in October of that 
year, and I got my SES at that same time. I stayed there 
until July 2010 directing all Medicare Program integrity 
work and developed the Medicaid Program integrity 
piece as one did not exist at that time. There were no 
data analytics and no integrated data depository. There 
was no real provider outreach. To highlight a few areas, 
I worked on provider enrollment, medical review, Local 
Coverage Determinations, National Coverage Determi-
nations, contractor management (to help rebrand the 
Program Safeguard Contractors into the interim Zone 
Program Integrity Contractors before they became the 
Unified Program Integrity Contractors), and oversaw 
the Comprehensive Error Rate Testing and Payment 
Error Rate Measurement programs, which are the error 
rates for Medicare and Medicaid. I also brought up 
the new Part D program integrity efforts because the 
Medicare Modernization Act had just passed. 

I left CMS in 2010 feeling as if I had done everything I 
wanted to do. And to be honest, at that point, I was 11 
years out of law school, and it was time to make some 
money. I was lucky enough to become Senior Counsel 
at Alston & Bird and had every intention of staying a 

I have been in a variety of roles, I have been at OIG, 
CMS, the Senate Finance Committee, and briefly in 
private practice. Every place that you work changes your 
perspective on how you view things.
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long time. But, quite literally, within a couple of weeks 
of joining Alston & Bird, I was approached by some 
folks who said that Senator Hatch was going to take 
over as ranking member of the Finance Committee 
in January 2011 (this was in the fall of 2010) and 
they wanted to hire a really strong staff, particularly 
someone who was savvy about health care oversight. 
I was really happy in private practice but the call to 
government service was strong, so I went to the Hill 
and spent six and a half years with the Senate Finance 
Committee where I basically ended up doing a little bit 
of everything. I not only did health care oversight but 
also investigations into the Internal Revenue Service, 
including a 501(c)(3) political targeting investigation; 
Social Security oversight, including disqualifying one 
of the nominees who was put forth for Social Security 
because of misconduct; and also handled the Medicaid 
policy portfolio for the majority of that time. In 2017, 
there was a new administration and I had worked 
with Seema Verma when she was in Indiana doing 
consulting with states on various Medicaid issues so 
our paths had crossed. She asked me to meet with her 
to help her understand CMS as the CMS nominee. I 
met with her and after that she offered me the chance 
(assuming I would be cleared by the White House) to 
be her Principal Deputy, which eight months later I 
actually ended up becoming. I had to stay on Capitol 
Hill because of all the health care reform activity. I 
went back to CMS in August 2017 and that’s where I 
was until I left in December 2020. I was the Principal 
Deputy, which meant that I oversaw all the operations 
of the day-to-day running and working with the Chief 
Operating Officers. But I also worked on a lot of big 
cross-cutting policy issues like Stark, interoperability, 
pandemic response, response to other emergencies, 
program integrity issues, and issues related to quality 
and safety coverage.

All of this collective experience has served me well for 
my current roles as a health care legislative/regulatory 
consultant at Tarplin Downs & Young and as an advisor 
to a health care private equity firm where I also sit on 
the boards of two of their portfolio companies. The 
issues that the entities I work with now face are often 
ones that I dealt with in my prior roles and allow me 
to provide insights as to how the government will 
approach various issues.

As you look back over your time in govern-
ment service, is there a key moment or a 
career lesson that is front of mind for you as 
a fraud and abuse pioneer?

I have learned that where you sit is what you see. I have 
been in a variety of roles, I have been at OIG, CMS, 
the Senate Finance Committee, and briefly in private 
practice. Every place that you work changes your 
perspective on how you view things. 

When I was at OIG, I looked for how there was 
potential fraud occurring or non-compliance. When 
I went to CMS, I looked through the lens of payment 
impact and beneficiary impact.

And then you have Congress actually giving CMS 
statutory mandates to do things that do not always 
make sense because the laws are written by people 
who do not actually understand all the time how the 
payments work. So, the result is that CMS is in a fairly 
difficult position. CMS has to balance provider needs, 
beneficiary needs, congressional mandates, oversight 
demands and public perception, all while trying to be 
good stewards of a $1.4 trillion budget. 

When I went into private practice, I also realized that 
CMS, despite best intentions, is not always clear about 
what they are trying to do. They are not always the 
most open or transparent nor do they always give you 
the best explanation for why things are as they are. 

I also realized that OIG, and to a certain extent the 
Government Accountability Office, does not always 
fully understand the CMS programs. They are doing 
what they think are the right things without fully 
understanding all of the nuances. 

So, I think my takeaway from all this is that everybody 
plays a very important role but it is equally important to 
recognize that it takes many, many people to make the 
fraud and abuse laws work well. It takes many people 
to help ensure that the health care system operates 
effectively, and you really do need to think about 
how all those pieces work together. And I feel very 
lucky because I am one of the people who has actually 
gotten to sit in many roles—I have been an enforcer, a 
regulator, and a legislator. To be able to look at it from 
all three perspectives is kind of unusual and unique.

Recognizing that you have spent time in 
all those different seats (enforcement role, 
regulator role, and legislator role) over a 
number of years, as you look back now, what 
advice would you give yourself starting all 
over again? What would you say to someone 
who is a new professional or a new attorney 
in the health care industry and does not 
know all the things you know now?

I think the biggest thing is do not always assume that 
what you see is the reality. Ask questions. I say this 
every time I switch jobs—I wish I had known that 
when I had my last job. It’s literally each new role/
position that gives me a different vantage point and a 
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As a leader, one of the best things you can do is let the 
people on your team present their work.
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different perspective. I think the one thing that I have 
gotten better at—and that I really underscore for all the 
individuals who I have been fortunate enough to men-
tor or engage with—is to really try to understand other 
perspectives and really try to understand the process 
and the potentially impacted policies. Try to dig in and 
understand for yourself and draw your own conclusions. 
Don’t let inherent biases influence your thinking. 

How do you motivate teams? What have 
you found to be the key to success both in 
the private sector and the public sector to 
motivate people to come together and get 
the work done?

That’s a great question. And, at CMS, that was one of 
the things that I was always working on. I think the 
biggest two things that I have done that I think really 
helped were always being willing to work just as hard, 
and put in just as much effort, as your team and to be in 
the trenches with them. Let them know you are willing 
to be there to support them and to give them resources. 
Let them know that you have their backs, and you will 
support them no matter what. So, I think the key is to 
support those on your team and just know that you are 
all in it together. And the other thing is do not be afraid 
to let your team shine. As a leader, one of the best things 
you can do is let the people on your team present their 
work. I have been in many environments in government 
where that has not been the case. To the extent possible, 
let those who have done the work have an opportunity 
to present it. If you really want to motivate your team, 
give them the chance to shine. But if that is not possible, 
at least say thank you; make them realize how much 
their work is valued. I think that valuing your team and 
being a partner with your team are probably the two 
most valuable motivational things that I can say.

What might we expect in the future 
regarding the government’s focus on Price 
Transparency?

Price transparency is a big push at CMS. This is a con-
gressional priority. We see that evidenced by Surprise 
Billing legislation and price transparency regulations. 
I will harken back to Hill investigations on physician-
owned distributors’ costs that were unknown to many 
about the screws and spine implants. Unfortunately, this 
allows for some to game the system. It will be interest-

ing to see how price transparency will be implemented. 
I think the intent is really good. The new administration 
is committed to price transparency and both Democrats 
and Republicans agree. It is good for patients to better 
understand what the associated costs will be and know 
if they will have out-of-pocket costs. 

On the open payments front, CMS is getting much 
more active and aggressive. CMS has been sending out 
letters to those not reporting. CMS is culling that non-
compliant list. I foresee CMS continuing to become 
increasingly active here. CMS has a team of individuals 
dedicated to this work and has seen significant recover-
ies here too. This administration is going to be much 
more aggressive on enforcement than the prior one.

Can you offer any recommendations or 
suggestions on how health care entities and 
systems can more effectively engage with 
regulators and policymakers?

You really should view CMS, in particular, as a partner. 
The reality is that they don’t know that they don’t 
know. They have a lot of really smart people, notably 
payment and reimbursement experts. They know the 
statutes inside and out, but many have not been on the 
provider side and have not dealt with the application 
of the proposed change. I would recommend trying to 
partner with them and trying to educate them. CMS is 
open to meeting with providers and health care entities. 
Take advantage of those opportunities. CMS is looking 
to understand the impact that any changes will have 
on a particular industry, one that you know well, so 
your voice is important. CMS takes the time to closely 
review comments so continue to submit comments. 

I would say do not wait to alert them until you have a 
serious problem. Go in early and tell them what you 
are doing to correct the issue you have identified. Do 
not try to hide information. Be proactive and show the 
government that you are serious about addressing the 
issue.

Do not come in with a problem without coming with a 
proposed solution. Offer ways to fix the problem and how 
it will best serve the impacted beneficiaries. That should 
be the lens you look through when engaging with CMS. 
For CMS, in particular, they want to understand the 
impact on the patient and the impact on the overall 
solvency of the Medicare Trust Fund. 

Speaking as to Stark, we went as far as we could within the 
existing authority given to us by Congress. But if we are going 
to be successful with respect to the benefits of value-based care, 
Congress would need to amend the statute.
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What are the big hurdles today for tele-
medicine (e.g., payment, fraud, and abuse)? 
Do you envision permanent, long-lasting 
change?

Telemedicine is the pandora’s box that will never be 
closed again. The biggest unknown is how many of the 
flexibilities will remain permanent. The use of telehealth 
and payment for telehealth has increased 11,000%! 
I believe primary care doctor visits have increased 
around 38% because of over-the-phone capabilities. 
Access has increased but on the other side questions 
remain whether all of the visits are necessary; are those 
visits with legitimate providers; and are they for the 
right types of services? I think the fraud and abuse piece 
is the biggest question mark.

I think the focus will be on the established patient 
relationship. I do not expect that the government 
will continue to waive the requirement for an initial 
in-person patient visit. The need for an initial face to 
face is important. I expect there will be a review of what 
is appropriate longer term and what is not to balance 
access issues with payment issues.

How much did the U.S. Supreme Court’s 
Allina decision impact CMS?

It impacted us a lot. I will just be honest. It changed the 
way we did business. So much of what CMS had done 
before by way of sub-regulatory guidance now needed 
to go through rulemaking. It fundamentally changed 
how CMS approached the way CMS could provide 
guidance to the provider community. Now, they have to 
decide if this is something that is going to be required 
to go through rulemaking and unfortunately that takes 
a lot more time. So, it really impacts their ability to 
provide guidance to providers quickly. 

After Allina, was CMS focused on ensuring 
prospective compliance with future rule-
makings or was there an interest in doing a 
retrospective review?

Most of the efforts were prospective in nature. Given 
the amount of sub-regulatory guidance, it just would 
not be possible for CMS to review all of the guidance 
the agency has historically pushed out. To review 
everything would be more work than the agency could 
handle. There was an ongoing effort in doing limited 

retrospective review with respect to guidance that was 
viewed as being particularly important to CMS. That in 
and of itself takes time and effort to work through the 
program components. The focus of the retrospective 
review is really based on what is the most significant 
litigative risk.

Are Stark/AKS regulations 
enough or does Congress 
need to amend statutes 
in order to allow market 
participants to execute 
on the goals of improv-
ing quality and lowering 
costs?

Speaking as to Stark, we went 
as far as we could within the 
existing authority given to us by 
Congress. But if we are going to be 
successful with respect to the benefits 
of value-based care, Congress would 
need to amend the statute. We were active 
throughout this year’s long effort about communicating 
that to Congress. But even outside of value-based care, 
there are other changes Congress would need to make 
in order to bring about wholesale changes to Stark.

How would you describe the level of 
cooperation and coordination among the 
various agencies and departments within 
the executive branch with respect to these 
changes?

There was a lot of active collaboration among many 
stakeholders, and everyone brought forward their 
viewpoints and issues that were duly considered. The 
Department of Justice (DOJ), for instance, certainly 
wanted us to appreciate the potential impact of the 
changes on current enforcement efforts, which was 
very helpful throughout the rulemaking process and 
played an important role in the final result. 

What will be key fraud and abuse topics over 
the next year or so?

Everything will likely be related to COVID. There will 
be a focus on misuse and patient protection, which 
will be aided by the CARES Act IG. There will be your 

Ultimately, I foresee a much more aggressive enforcement 
stance across the board for the next four years, in particu-
lar by HHS-OIG.
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bread-and-butter fraud on fake personal protective 
equipment. My mother gets one to two calls per week 
from Medicare scammers. OIG will be pretty active on 
that, but also on potential abuse of the COVID waivers. 
The questions will likely be whether people are acting 
within the appropriate scope and authority and whether 
billings are legitimate. I think we are going to see the 
Center for Program Integrity doing a lot of data mining 
and using analytics to assess utilization rates to detect 
anomalous behavior. You can expect they will follow-up 
with DOJ on many of these cases. Telehealth obviously 
will be part of that. Another area that will come into 
focus is home health and hospice as they also benefited 
from a number of waivers and have historically been an 
area ripe for fraud and abuse. 

Do you think the government is reprioritizing 
the enforcement agenda or adding funding 
for enforcement?

There is zero interest thus far from Congress in investing 
more money into the enforcement community to go 
after COVID fraud and abuse. It might result in some 
reprioritization of existing topics of interest, but likely 
will not mean more support from Congress to hire 
additional staff. This reprioritization can be seen by the 
volume of items added to the OIG Work Plan that relate 
to COVID. One thing of importance is the influence of 
Xavier Becerra who has in prior roles taken aggressive 
enforcement actions against entities in the health care 
space. Another consideration is the role of Merrick 
Garland as the AG and the impact he will have on the 
enforcement agenda. Still vacant is the HHS Inspector 

General position which, when filled, will play a key 
role in setting the enforcement priorities of HHS-OIG. 
Ultimately, I foresee a much more aggressive enforce-
ment stance across the board for the next four years, in 
particular by HHS-OIG.

What do you think will be your biggest legacy 
(recognizing you still have a lot of runway 
ahead)?

There are a couple of things. Number one is the 
generations of folks who I have had the chance to 
mentor throughout all of my different roles. I have had 
an opportunity to develop, hire, train, and mentor such 
incredibly bright and brilliant people. To watch all these 
folks go on and thrive is something I am really proud of. 
From a policy standpoint, Stark is up there. The work 
that went into revising the Stark regulations with a host 
of other folks was a great accomplishment. I have been 
involved in revising the Stark regulations for more than 
ten years, both on the Hill and at CMS. The changes 
were critically necessary in order to bring the industry 
forward as a whole, in the move to more value-based 
care and care coordination too. A big part of that was 
helping people see the government less as an adversary 
and more as a partner. For me personally, I hope people 
would look at me as a problem-solver as opposed to 
someone who makes problems. 
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I
n the last decade, states have legalized 
marijuana for medical and recreational use. As 
states legalize medical marijuana, employers 
 must ask whether their workplace policies, 
especially their drug-free workplace policies, 
comply with these new laws. A drug-free 

workplace prohibits “the unlawful manufacture, distri-
bution, dispensation, possession, or use of a controlled 
substance.”1 Although some states allow employers to 
terminate employees who legally use medical marijuana, 
other states prohibit employers, with certain exceptions, 
from firing employees solely because they use medical 
marijuana.2

This article is intended for private practices that have 
drug-free workplace policies and follow state law.3

Summary of State Medical  
Marijuana and Drug Testing Laws 

State Medical Marijuana Laws

State laws are inconsistent about employee protections 
if employees have registered in the state’s medical 
marijuana program. Some states prohibit employers 
from firing employees solely for being a holder of a 
medical marijuana card.4 Other states allow employers 
to terminate employees for being medical marijuana 
users.5 State laws are also inconsistent on marijuana 
use outside of work. Some states allow employers to 
discipline employees for off-duty use, while other states 
prohibit such discipline.6

Even where employees have these protections, state 
laws do not require employers to accommodate medical 
marijuana use in the workplace.7 In addition, state 
marijuana laws allow employers to discipline their 
employees for being under the influence of marijuana 
at work or if marijuana use would lead to professional 
malpractice, including medical malpractice.8

State Drug Testing Laws

Testing for marijuana can be a sensitive area for 
employers. Even though an employee may not be under 
the influence of marijuana, the employee can still have 
a positive drug test because marijuana can stay in the 

employee’s system for weeks.9 As a result, more states 
are prohibiting employers from terminating employees 
solely for a positive drug test and are requiring a second 
positive drug test before termination.10 

State laws are inconsistent on drug testing. Although 
some states allow random drug testing, most states 
allow drug testing when an employer has a reasonable 
suspicion that an employee is under the influence at 
the workplace.11 Some states are now prohibiting drug 
testing as a condition of employment and provide 
protections for prospective applicants for a positive 
drug test.12 Even though states impose certain require-
ments on employers related to drug testing, employers 
can still have and enforce drug-free workplace policies 
under these laws.13 

State drug-testing laws, however, do not provide 
these protections for employees in “safety-sensitive” 
positions.14 “Safety-sensitive” positions are ones where 
people perform decisions and tasks that can directly 
affect the health and safety of others such as health care 
professionals.15 For “safety-sensitive” positions, most 
states allow employers to conduct routine drug tests 
and to discipline employees for a positive drug test.16 

Compliance Tips

With states legalizing marijuana, medical practices 
should review their workplace policies to ensure com-
pliance with these new laws. Even though state medical 
marijuana and drug testing laws may seem inconsistent, 
they do generally allow practices to create actionable 
policies for safety-sensitive positions, including health 
care professionals. Below are a few recommendations 
to help ensure employers are not taking adverse action 
against their employees:

1. Be clear in policies that on-the-job use of marijuana will 
not be tolerated. States are consistent that employers 
can discipline employees, regardless of the position, for 
being under the influence of marijuana at work. Having 
clear language in the workplace policy about no use of 
marijuana on premises or during working hours will 
help notify employees of what is, and is not, tolerated 
during work hours.
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2. Before considering termination, work with employees 
on possible accommodations. Even though state laws 
consistently do not require employers to accommodate 
medical marijuana use in the workplace, employers 
may have to accommodate off-duty use of medical 
marijuana or the underlying disability.17 Providing other 
reasonable accommodations for employees who use 
medical marijuana will help prevent possible disability 
discrimination against employees and ensure compli-
ance with state law and the federal Americans with 
Disabilities Act.18

3. Review and update job descriptions for “safety-
sensitive” positions. Although states are beginning to 
protect employees from adverse actions for being a 
medical marijuana user, states do not provide these 
protections for people in “safety-sensitive” positions.19 
Routinely updating job descriptions for these positions 
will help employers identify what tasks in a particular 
position are “safety-sensitive” and justify possible 
disciplinary actions that they take against employees in 
these positions.

4. State procedures for a failed drug test. Drug testing 
policies should explicitly state the policies and proce-
dures for what happens when an employee fails a drug 
test. Implementing protocols for when an employee 
fails a drug test will help maintain consistency in 
employer decisions and prevent possible adverse action 
against employees, especially if the positive drug test is 
from marijuana use that is for a valid medical reason.

5. Require supervisor and employee training on detecting 
drug use. States consistently allow employers to conduct 
drug tests on employees when a reasonable suspicion 
exists that an employee was under the influence of 
drugs at work, and that impairment affected the 
employee’s job performance.20 Training supervisors and 
employees on how to detect and respond to drug use 
will help employers establish a reasonable suspicion 
for performing a drug test and ensure compliance with 
drug-testing laws. 
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12 E.g., Nev. Rev. Stat. § 613.132(1) (2021) (prohibiting employers 
from denying employment to prospective employees solely for a 
positive drug test for marijuana).

13 E.g., 410 Ill. Comp. Stat. 130/50(b) (2021) (allowing employers 
to have drug-free workplace policies).

14 E.g., N.M. Stat. Ann. § 262B9 (2021) (prohibiting employers 
from taking adverse action against employees, except if the em-
ployee is in a “safety-sensitive position”).

15 Jim Randisi, Safety Sensitive Position and Drug Testing, Randisi 
& Assocs., Inc. ( June 10, 2018), https://www.preemploy-
mentscreen.com/safety-sensitive-position-and-drug-testing/. 

16 Safety-Sensitive Carve-Outs by State, DISA Glob. Sols., https://
disa.com/news/safety-sensitive-carve-outs-by-state (last updated 
May 7, 2019).

17 See Timothy A. Hilton & Jenna Brofsky, Guidelines for Employ-
ers as More States Legalize Marijuana, Husch Blackwell LLP 
(Nov. 10, 2020), https://www.huschblackwell.com/newsandin-
sights/guidelines-for-employers-as-more-states-legalize-marijuana. 

18  See id.

19  DISA, supra note 16.

20 Lisa Nagele-Piazza, Workplace Drug Testing: Weighing the Pros and 
Cons, SHRM, ( Jan. 21, 2020), https://www.shrm.org/resourc-
esandtools/legal-and-compliance/state-and-local-updates/pages/
the-pros-and-cons-of-workplace-drug-testing.aspx. 

http://www.americanhealthlaw.org
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https://disa.com/news/safety-sensitive-carve-outs-by-state
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F
or those that work in revenue cycle, 
regulatory compliance is part of the daily 
routine. Every aspect of the revenue 
cycle is impacted by government entities 
such as CMS, OIG, HHS, etc.

From the front end to the back end, and 
all of the pieces in between, compliance is embedded 
within the revenue cycle.

But what does this truly look like from an operational 
perspective? The changing landscape of healthcare 
keeps compliance officers and their legal counterparts 
in constant vigilance while also balancing the opera-
tional needs of the organization. Rather than initiatives 
competing against one another, there are ways to align 
regulatory requirements with operational improve-
ments. For those having worked within both revenue 
cycle and compliance, the greatest successes come from 
finding a collaborative relationship.

For example, registration staff may find it burdensome 
or even uncomfortable going through the Medicare 
Secondary Payor (MSP) questionnaire with patients. 
They may even think they are following the policy that 
has been outlined. A small, focused MSP audit that 
involves shadowing staff as well as policy review can 
highlight gaps in both processes as well as regulatory 
compliance.

We find that the mid-cycle tends to be a primary focus 
in compliance efforts simply because of the various 

regulatory agencies requesting medical records for 
review. Regular coding audits provide a proactive 
approach to discovering educational and documenta-
tion improvement opportunities. Taking it a step 
further, adding a charge capture review into the review 
can assist clinical departments and revenue integrity 
in ensuring that charges and codes are accurate and 
complete. Oftentimes, broken processes and/or system 
enhancements are found when these types of reviews 
are performed.

While we strive for a high clean claim rate and a low 
volume of denials, ever-changing payer policies create 
added challenges. Having a robust denials analysis 
process identifies the root cause. While not every denial 
stems from a compliance issue, addressing and improv-
ing processes upstream will decrease risks alongside 
those improvements.

No matter the size or type of healthcare organization, 
regulatory compliance and revenue cycle will overlap 
and intersect. It benefits all when both areas align in 
cooperative efforts.

This collaboration may look different at every organiza-
tion depending on the structure of the compliance 
department and revenue cycle areas. It may also be 
impacted by the various needs of the organization. 
Regardless of these factors, finding those win-win’s will 
be beneficial across the organization.

Compliance and Revenue Cycle – 
Finding that True Partnership

Amy Tepp, CPA, Partner 
Rachel Pugliano,  
Senior Manager

Eide Bailly
www.eidebailly.com/

revenuecycle

This article is paid content by Eide Bailly

http://www.eidebailly.com/revenuecycle
http://www.eidebailly.com/revenuecycle
http://www.eidebailly.com/revenuecycle
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H
istorically, provider compensation and 
productivity surveys have been key 
components in determining fair market 
value (FMV) for provider compensa-
tion and per work relative value unit 
(wRVU) compensation rates. Surveys 

from the Medical Group Management Association 
(MGMA), the American Medical Group Association 
(AMGA), and other organizations provide market 
benchmarks useful for constructing provider offers, 
designing compensation plans, and determining FMV.

A confluence of issues will create problems as orga-
nizations use and interpret these survey data in the 
immediate future.

Issue #1: Reduced volume during the COVID-19 
pandemic will lead to artificially high per wRVU 
compensation rates in surveys based on 2020 data.

It is no surprise that, for most physician specialties, 
patient volume decreased during 2020. When compar-
ing MGMA data for 2019 and 2020, we see median 
wRVUs decrease by more than 10% for 42 out of 71 
specialties analyzed. Anecdotally, we observed many 
organizations take measures to protect provider 
compensation during the pandemic despite decreased 
volume. These observations are confirmed within the 
same data, as 56 out of the 71 specialties reported 2020 
median compensation to be within 5% of 2019 median 
compensation. As a result of fewer wRVUs and stable 
compensation, the median compensation per wRVU 
increased by more than 10% for 38 out of the 71 special-
ties. See accompanying figure for more details. 

In Family Medicine, for example, median compensa-
tion per wRVU increased from $52.00 to $59.69. This 
change is not reflecting a fundamental increase to 
primary care rates, but rather an artifact of temporarily 
depressed wRVUs during 2020. Using this rate could 
lead to unsustainably high compensation or create FMV 
issues…likely both.

Issue #2: For many specialties, changes to the 2021 
Medicare Physician Fee Schedule (MPFS) will result in 
wRVU production that is significantly higher than levels 
reported in surveys using data from prior years.

One key change to the 2021 MPFS is an increase to 
the wRVUs associated with office visit (Evaluation and 
Management) CPTs. Therefore, providers delivering 
a high volume of office visits will achieve substantially 
more wRVUs for the same volume. Another key change 
is a 3.4% decrease to the conversion factor, resulting 
in a decrease in professional revenue per wRVU. Thus, 
maintaining compensation rates per wRVU could increase 
total compensation by 5% to 25% depending on service 
mix. Without a corresponding increase to professional 
revenue, this is unsustainable for most organizations. 

Follow the link at the right to read a specific example of 
these issues and learn how HSG is helping organizations 
navigate them.

Eric Andreoli  
Director, HSG
https://hsgadvisors.
com/articles/misusing-
provider-compensa-
tion-survey-data-in-

2021-and-beyond/
 

Challenges in Using National
Survey Compensation Data

This article is paid content by HSG Advisors  
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Reflections on Early Career  
and Pandemic Burnout 

Monica Kim
Children’s Hospital of 

Orange County

Young Professionals

I am sure I heard the term burnout before my 
legal career, but I had never heard the term 
so widely used until I started working as an 
attorney at a law firm. Burnout seemed like 
something experienced by veteran professionals 
after years of legal practice. I did not think I 

would experience burnout so early in my career. Like 
most young adults in their twenties, I thought that I was 
invincible.

Supervisors would caution against working too hard. 
No one wanted their employees to suffer from burnout 
and quit. Burnout seemed to be the end of a legal 
career, not an inevitable part of one’s career. Despite the 
many warnings, I found little information about how 
to prevent or address it. In my early years of practice, 
burnout still seemed to be a taboo subject. Shame and 
burnout seemed to go hand in hand. No one would 
openly admit, especially to a supervisor, to being 
burned out and needing time off. 

As a millennial who graduated from college during 
the Great Recession, I was thankful to be employed. 
Mentors and older colleagues told me cautionary tales 
of massive lay-offs during difficult financial times. I saw 
many of their well-qualified peers struggle to find work 
years after the recession. I was taught to always accept 
(never reject) work. I needed to “power through” 
the massive workloads no matter the cost to my own 
personal and mental health. I was reminded that there 
were thousands of qualified applicants willing to take 
my place and make those sacrifices. 

Workplace culture in law (and other careers) makes 
long hours and little time off a standard practice. In my 
early years of practice, I was constantly exhausted. I 
ate dinner in the office more often than my own home, 
cancelled flights and vacations, missed weddings, and 
worked on holidays and weekends. It never occurred 
to me that this lifestyle was unsustainable. I saw all 
my other peers and senior colleagues live the same 
lifestyle. Not until recently did I realize that my constant 
exhaustion was actually burnout. 

The COVID-19 pandemic re-defined our entire working 
experience and further blurred the boundaries between 
our personal and professional lives. We worked longer 
hours under even more stressful conditions. Employees 
in almost every industry experienced burnout during 
the COVID-19 pandemic. 

A Robert Half poll in 2021 surveyed 2,800 workers and 
found that 44% of respondents felt more burned out 
on the job today compared to a year ago.1 But burnout 
seemed to be a widespread phenomenon even before 
the COVID-19 pandemic. A 2018 Deloitte poll surveyed 
over 1,000 employees and found that 77% of respon-
dents experienced burnout from their current job in the 
past six months.2 

One potential silver lining to our collective burnout 
during this period is that the term appears to have lost 
some of its stigma. In addition, more resources are 
dedicated to understanding burnout and how to prevent 
and manage it. Some employers have even voluntarily 
closed their offices for a week to help their staff manage 
burnout.3

Burnout will continue even after we all “return to work” 
after the COVID-19 pandemic. Hopefully, workplaces 
can make changes to ensure that these burnout manage-
ment strategies are not just temporary but permanent. 

1 “5 Ways to Improve Employee Mental Health — and Why It’s So 
Critical,” Robert Half Talent Solutions, Robert Half Blog, May 21, 
2021, https://www.roberthalf.com/blog/management-tips/why-
employee-mental-health-is-so-critical-today-and-how-managers-
can-help. 

2 “Workplace Burnout Survey - Burnout without borders,” Deloitte, 
2018, https://www2.deloitte.com/us/en/pages/about-deloitte/
articles/burnout-survey.html. 

3 Soo Youn, “America’s workers are exhausted and burned out 
— and some employers are taking notice,” The Washington 
Post, June 29, 2021, https://www.washingtonpost.com/busi-
ness/2021/06/28/employee-burnout-corporate-america. 
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Health Law Watch
A New Edition for A Changed Industry

Understand Problems. Anticipate  
Solutions. Inform your Strategy.

ORDER NOW! http://lexisnexis.com/HLW

In this new edition of Health Law Watch, health lawyers share their deep insight on numerous legal 
and operational challenges facing the health care industry. You’ll turn to it again and again as a quick 
reference on these critical topics, and as your strategic thinking—and the law—evolves. 

Chapter 1 Disparities in Health Care: The Pandemic’s Lessons for Health Lawyers 

Chapter 2  Corporate and Transactional Considerations for 
Health Care Entities in Financial Distress

Chapter 3  Human Subjects Research in Clinical Trials During the 
Pandemic

Chapter 4  Proliferation of Health Care Data: Navigating Interoper-
ability and Data Sharing Opportunities and Challenges 

Chapter 5  Fraud Enforcement in the Digital Arena—Electronic 
Health Records

Chapter 6 Federal Preemption of State Health Care Regulation

Chapter 7  Post-Pandemic Telehealth Arrangements: Established 
Authority, Changing Requirements, and Industry Volatility 

Chapter 8  State Drug Transparency Laws: Considerations for  
Pharmaceutical Manufacturers

Chapter 9  Mental Health Parity and Trends in Post-Pandemic  
Behavioral Health Care

Chapter 10  Legal and Regulatory Waivers and Immunities in the  
Context of COVID-19

New from AHLA

http://lexisnexis.com/HLW
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AHLA’s Commitment to  
Inclusion, Diversity, Equity,  
and Accessibility 

T
he AHLA Board of Directors approved 
a new Statement of Commitment 
to Inclusion, Diversity, Equity, and 
Accessibility to replace its previous 
Diversity+Inclusion Statement:

In principle and in practice, the American 
Health Law Association (AHLA) values 
and seeks to advance and promote di-
verse, equitable, inclusive, and accessible 
participation within the Association for 
all staff and members. Guided by these 
values, the Association strongly encourages 
and embraces meaning ful participation of 
diverse individuals as it leads health law to 
excellence through education, information, 
and dialogue.  

 ◗ Inclusion fosters an environment where individuals 
feel safe to engage and participate fully because they 
feel respected, free to express their ideas, and valued 
for their unique voice, perspective, and abilities. 

 ◗ Diversity reflects the ways people are different 
from one another. This goes beyond the boundaries 
of race and gender to include culture, age, sexual 
orientation, ethnicity, socio-economic background, 
religion, neurodiversity, gender identity, experiences, 
disability, and invisible illness. 

 ◗ Equity creates fair treatment, access, opportunity, 
and advancement for individuals by establishing 
systems and processes that counteract social 
inequities and prevent the formation of barriers. 

 ◗ Accessibility creates equitable access for individuals 
of all ability and experience. 

This new, more comprehensive statement comes out 
of AHLA’s inclusion, diversity, equity, and accessibility 
(IDEA) action plan as part of AHLA’s 2019-2022 
Strategic Plan. 

The IDEA action plan and associated goals establish 
a foundation for AHLA to truly become a “resilient 
organization” that is able to accomplish its strategic 
priorities, including “developing and maintaining a 
diverse and inclusive membership.”

AHLA will be hosting a town hall meeting this fall to 
engage the membership with the IDEA action plan, 
solicit feedback, and review its annual report. 

Member Updates
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A Health Care Compliance 
Professional’s Manual for 
ALL the professionals on 
your compliance team

Master the compliance strategies to safeguard health  
care organizations. Wolters Kluwer has partnered with 
AHLA on the new edition of the Health Care Compliance 
Professional’s Manual:
•  Get the breadth and depth of practical knowledge  

that has made the Manual an indispensable guide for 
decades

•  The fresh perspective of AHLA experts guided the  
development of new risk-assessment and facility- 
focused tools

•  Save time with sample forms, policies, procedures, and 
checklists designed for practical use by your entire 
Compliance team.

Call 866-529-6600 or visit WoltersKluwerLR.com/HCCPM 
AHLA members: Use the code AHLA10 for an exclusive 10% 
discount.

Developed with AHLA expertise to support your entire compliance team

http://www.americanhealthlaw.org
http://WoltersKluwerLR.com/HCCPM
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Member NewsMember Updates

Clark Hill announced that the 
firm has expanded its Health 
Care Practice with the addition of 
Jose Vela Jr., who joins the firm 
from the U.S. Department of 
Justice, where he served for over 

20 years as Assistant United States Attorney and 
Lead Trial Attorney handling health care fraud 
matters. Vela has joined as Senior Counsel in the 
firm’s Houston and Chicago offices, and his 
practice will focus on representing clients in the 
health care industry with regard to compliance, 
insurance payment, and reimbursement and 
information technology issues.

Robinson+Cole is pleased to 
announce the addition of 
Danielle H. Tangorre as a partner 
in the firm’s Health Law Group. 
Tangorre represents and advises 
a broad range of health care 

providers and trade associations on transac-
tional matters, litigation, operational and 
compliance issues, fraud and abuse, HIPAA, and 
regulatory matters. Her addition expands 
Robinson+Cole’s legal practice in Albany, NY, 
where the firm also has a significant government 
relations practice.

Sliver Level

Bronze Level

Gold Level

Thank You 
to our fraud and compliance 

program sponsors

Platinum Level

https://healthcareappraisers.com/our-team/
https://www.pyapc.com/
https://askphc.com/
https://carnahangroup.com/
https://cokergroup.com/
https://www.ntracts.com/
https://www.hmsvalue.com/
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Would you like to 
be featured in our 
Member Spotlight 
section? Please 
contact agreene@
americanhealthlaw.
org. We’d love to 
hear from you!

Member Updates

Member Spotlight 

Shalyn S. McKitt  
Balch & Bingham LLP 
Birmingham, AL 
ssmckitt@balch.com

Are you a collector of anything?

I collect house plants! I probably own about 40 
plants and I give them all names from my favorite 
tv show Gossip Girl (the original show not the 
reboot). My plants are just a great reminder to 
me of nature’s beauty and dedication to helping 
things around me grow.

What was your most interesting job?

My most interesting job was as a sandwich 
maker at Jimmy John’s in college. Then, you had 
to fight to aspire to be a “Mayo master,” mean-
ing you could make any sandwich in under 30 
seconds all by yourself. I eventually did achieve 
this goal, and now I’m always so happy to walk 
in a Jimmy Johns just to smell baking bread and 
remember my Mayo master days.

What was your best vacation?

My best vacation was my law school graduation 
trip with my big brother and my dad. We went 
to London, Paris, and Rome. I absolutely loved 
seeing each of the cities’ history, and my brother 
and I would try new clubs each night to meet 
locals and enjoy a night of dancing. I feel like I 
smiled the whole trip. I can’t imagine any trip 
being better.

What board game do you remember 
playing most as a child?

As a kid, my family fiercely competed in Con-
nect Four games. To date, my mom tries to pull 
out the 90’s box whenever we are in town. My 
brother and I would even wager our chores over 
games of Connect Four. I’d say “when I win, you’re 
doing the dishes.” He always fell for it, and lost.

http://www.americanhealthlaw.org
mailto:agreene%40americanhealthlaw.org?subject=
mailto:agreene%40americanhealthlaw.org?subject=
mailto:agreene%40americanhealthlaw.org?subject=
mailto:ssmckitt%40balch.com?subject=
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Volunteer Recognition June 2021 Member Updates

In-House Counsel Program

John C.J Barnes, King & Spalding LLP

Priya J. Bathija, American Hospital Association

Emily C. Bowne, Federal Trade Commission

Patrick S. Coffey, Husch Blackwell LLP

Dawn R. Crumel, Vanderbilt University Medical Center

James M. Daniel Jr., Hancock Daniel & Johnson PC

David A. DeSimone, CentraState Healthcare System

Carrie Dunn-Lucco, Western Reserve Hospital

Ahmed A. Elganzouri, Edward Elmhurst Health

Heather L. Fields, Reinhart Boerner Van Deuren SC

Lona Fowdur, Economists Inc

Jeffrey Frost, Sutter Health

Alexis J. Gilman, Crowell & Moring LLP

Precious Murchison Gittens

Aimee Greeter, Coker Group

Abigail Wong Grigsby, City of Hope National Medical Center

Carol A. Hendry, Providence St. Joseph Health

Harold W. Jordan II, Piedmont Healthcare

F. Ryan Keith, CVS Health

Matthew D. Krueger, Foley & Lardner LLP

Greg J. Matis, Intermountain Healthcare

Melissa A. Mora, AdventHealth

Meaghan A. Moriarty, Allina Health System

Robin Locke Nagele, Post & Schell PC

Delphine P. O’Rourke, Goodwin

Antonia A. Peck, Womble Bond Dickinson

Iliana L. Peters, Polsinelli PC

Anne Post, Xakia Technologies

Wilson P. Rotenberry, Tenet Healthcare Corporation

Sarah E. Swank, Nixon Peabody

Sheea Sybblis, Genentech Inc

William Tippie, Mandiant Services

Lisa Diehl Vandecaveye, The Joint Commission

Christine L. White, Northwell Health

Annual Meeting

Nicholas Francis Alarif, McDermott Will & Emery LLP

Alexis L. Angell, Polsinelli PC

Richardae Araojo , U.S. Food and Drug Administration (FDA)

Heidi Arthur, Health Management Associates Inc

Troy A. Barsky, Crowell & Moring LLP

Priya J. Bathija, American Hospital Association

Urmila Paranjpe Baumann, Express Scripts

Suzanne Bell, Covington & Burling LLP

Scott Bennett, Coppersmith Brockelman PLC

Jesse A. Berg, Lathrop GPM

Timothy P. Blanchard, Blanchard Manning LLP

Mark Bonanno, Oregon Medical Association 

Kimberly Brandt, Tarplin, Downs & Young

Christi J. Braun, Vanderbilt University Medical Center

Gerald C. Canaan II

Eric D. Chan, Athene Law LLP

Komal Chokshi, University of California Office of the 
President

Elizabeth Arado Connolly, Sinai Health System

Almeta E. Cooper, The AECooper Group

Karen Corbett, Federal Bureau of Investigation

Melissa F. Crothers, Vitas Healthcare Corp

Dawn R. Crumel, Vanderbilt University Medical Center

James M. Daniel Jr., Hancock Daniel & Johnson PC

Benjamin Martin Daniels, PillPack by Amazon Pharmacy

Sherri Davidoff, LMG Security

Paul A. Dean, U.S. Department of Justice

Kristyn B. DeFilipp, Foley Hoag LLP

Gregory E. Demske, U.S. Department of Health and Human 
Services 

Vic Domen, Norton Rose Fulbright

Mike Dreyfuss, Eli Lilly and Company

Susan Alexis Edwards, DHHS Office of the Inspector General

Peter J. Enko, Husch Blackwell LLP

Stephen Evans, Genentech Inc

Amanda C. Ferguson, Huron Consulting Group Inc

Andrea M. Ferrari, HealthCare Appraisers Inc

Clive Fields, VillageMD

Michael N. Fine, Wyatt Tarrant & Combs LLP

Clinton Flume, VMG Health

Ann K. Ford, Hall Prangle + Schoonveld

Michelle Bergholz Frazier, Advocate Aurora Health

Rachel Jean Freyman, Carilion Clinic

Arthur J. Fried, Epstein Becker & Green PC

David M. Glaser, Fredrikson & Byron PA

Elizabeth Grace, University of Colorado Health

Michael D. Granston, U.S. Department of Justice

Eric C. Greig, Latham & Watkins LLP

Gerald M. Griffith, Jones Day

Margaret E. Guerin-Calvert, FTI Consulting Inc

Beth Connor Guest, Cigna

Jeanna Palmer Gunville, Polsinelli PC

Mitchell Hasenkampf, Herman Law Firm

Lindsay P. Holmes, Amazon.com Inc

Robert G. Homchick, Davis Wright Tremaine LLP

Miranda Hooker, Pepper Hamilton LLP

Ellen M. Hunt, Blue Cross Blue Shield Illinois

Albert D. Hutzler, Horne LLP

Clevonne M. Jacobs, Hall Render Killian Heath & Lyman PC

Ryan S. Johnson, Fredrikson & Byron PA

Michelle Johnson Tidjani, Henry Ford Health System

Joanne E. Joiner, Tenet Healthcare Corporation

Stewart W. Kameen, Bass Berry & Sims PLC

Alexa B. Kimball, Harvard Medical Faculty Physicians

Jeffrey A. Kraut, Northwell Health

Sharon Lamberton, PhRMA

Programs and Distance Learning

Volunteer Pool and Complete 

Your Volunteer Profile

AHLA has revised the volunteer  

process. To opt-in to the Volunteer  

Pool and complete your Volunteer 

Profile, visit www.american-

healthlaw.org/volunteer. This 

will help us know what kind of 

volunteer opportunities you are 

interested in. Going forward, you 

will receive email alerts when we 

think you’ll be a good fit for a new 

volunteer opportunity.

http://www.americanhealthlaw.org/volunteer
http://www.americanhealthlaw.org/volunteer
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Volunteer Recognition June 2021 AHLA has a wonderful tradition of members sharing their expertise and insight with 
one another. Members generously donate their time and energy through speaking, writ-
ing, and other service to the organization. Volunteers are the heart of the Association—
thank you for all you do!

Member Updates

Adam Haynes Laughton, Seyfarth Shaw LLP

Bradley Ethan Lerner, Anthem

Nicole A. Liffrig Molife, Latham & Watkins LLP

David Lloyd, The Kennedy Forum

Dionne C. Lomax, Affiliated Monitors Inc

Kim Harvey Looney, K & L Gates LLP

Trestney Manning, Northwell Health

Jennifer E. Michael, Bass Berry & Sims PLC

Roger N. Morris, Quarles & Brady LLP

Peter J. Mucchetti, Clifford Chance US LLP

Anne M. Murphy, Arent Fox

Evan S. Neadel, Horizon Blue Cross Blue Shield  
of New Jersey

Jennifer M. Nelson Carney, Bricker & Eckler LLP

Bevin M.B. Newman, Sheppard Mullin

Gerard M. Nussbaum, Zarach Associates LLC

Meghan O’Connor, Quarles & Brady LLP

Emily M. Park, Husch Blackwell LLP

Michael E. Paulhus, King & Spalding LLP

Kathryn C. Peisert, The Governance Institute

Michael W. Peregrine, McDermott Will & Emery LLP

Todd Presnell, Bradley Arant Boult Cummings LLP

Glenn Prives, Greenbaum, Rowe, Smith & Davis, LLP

Cynthia Y. Reisz, Bass Berry & Sims PLC 

Sarina D. Rivera, Genentech Inc

Giovanna Rogow, MiSN

Kristen B. Rosati, Coppersmith Brockelman PLC

Jack A. Rovner, Health Law Consultancy

Robert S. Salcido, Akin Gump Strauss Hauer & Feld LLP

Rebecca M. Schaefer, K & L Gates LLP

Michael F. Schaff, Wilentz Goldman & Spitzer PA

David Steven Schumacher, Hooper Lundy & Bookman PC

Mildred Segura, Reed Smith LLP

Daniel F. Shay, Alice G Gosfield & Associates PC

Albert W. Shay, Morgan Lewis & Bockius LLP

Tom Shorter, Husch Blackwell LLP 

Amy Shulman, Outten & Golden LLP

Wendy M. Soe-McKeeman, DSR Health Law 

Trent Stechschulte, Equitas Health

Gelvina Stevenson, The Children’s Hospital of Philadelphia 

Amanda P.M. Strachan, U.S. Department of Justice

Sheea Sybblis, Genentech Inc

Hoyt Y. Sze, University of California

Mark E. Tabakman, Fox Rothschild LLP

Lisa Diehl Vandecaveye, The Joint Commission

Max Christian Weber, University of Texas MD Anderson 
Cancer Center

Tracy W. Wertz, Pennsylvania Office of Attorney General

Heather Westphal, DHHS Office of the Inspector General

Teresa A. Williams, University of Oklahoma College of Law

Lisa Ohrin Wilson, Centers for Medicare & Medicaid Services

Cynthia F. Wisner, Trinity Health

Year In Review Topic Teams

Antitrust Topic Team

Michael Fischer, Bradley Arant Boult Cummings LLP

Alexis Gilman, Crowell & Moring LLP 

Najla Long, Bradley Arant Boult Cummings LLP

David Maas, Davis Wright Tremaine LLP

Katharine O’Connor, McDermott Will & Emery LLP

Leigh Oliver, Hogan Lovells

Business Law, Transactions,  
and Governance Topic Team

Peter Greenbaum, Wilentz, Goldman & Spitzer PA 

Rachel Ludwig, DLA Piper

Torrey McClary, King & Spalding LLP 

Anne M. Murphy, Arent Fox LLP 

Glenn P. Prives, Greenbaum Rowe Smith & Davis LLP 

Kimberly Ruark, Baker & Hostetler LLP

Clinical Research Topic Team

Allison Beattie, Bass, Berry & Sims PLC

Cara Dermody, Ropes & Gray LLP

Kate Gallin Heffernan, Epstein Becker Green PC

Marylana Saadeh Helou, Epstein Becker Green PC

Clint Hermes, Bass, Berry & Sims PLC

Whitney Mosey, Bass, Berry & Sims PLC

David Peloquin, Ropes & Gray LLP

Angelique Salib, Bass, Berry & Sims, PLC

Rachel Weisblatt, Epstein Becker Green PC

Credentialing and Peer Review  
Topic Team

Alexis Angell, Polsinelli PC 

Elise Dunitz Brennan, Conner & Winters LLP 

Michael R. Callahan, Katten Muchin Rosenman 

Lisa Gora, Wilentz Goldman & Spitzer PA 

Robin Nagele, Post & Schell PC

EMTALA Topic Team

Louise Joy, Joy & Young LLP 

Emily Mizell, Conner & Winters LLP

False Claims Act and Government  
Enforcement Topic Team

Scott Cameron, King & Spalding LLP 

Bre Hitchen, Jones Day 

Kerrie Howze, King & Spalding LLP 

Gavin Keene, Davis Wright Tremaine LLP

Laura Laemmle-Weidenfeld, Jones Day 

Lyndsay Medlin, Bradley Arant Boult Cummings LLP 

Michael Paulhus, King & Spalding LLP

http://www.americanhealthlaw.org
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Member Updates Brian Roark, Bass, Berry & Sims PLC

Brad Robertson, Bradley Arant Boult Cummings LLP

Fraud and Abuse Topic Team

Charise R. Frazier, Hall Render Killian Heath & Lyman PC

Gavin Keene, Davis Wright Tremaine LLP 

Travis Lloyd, Bradley Arant Boult Cummings LLP 

Kim H. Looney, K&L Gates LLP 

Hannah Maroney, K&L Gates LLP 

Neal Shah, Polsinelli PC 

Paul W. Shaw, Verrill Dana LLP

Alicia Siani, Verrill Dana LLP

Stephanie Willis, Kaiser Permanente 

Health Care Liability and Litigation Topic Team

Jason Krisza-Wilentz, Goldman & Spitzer PA

Health Care Reform Topic Team 

Katherine Hyde, Coppersmith Brockelman PLC 

Eric Zimmerman, McDermott Will & Emery LLP 

Health Information and Technology Topic Team

Scott Bennett, Coppersmith Brockelman PLC 

Alisa Chestler, Baker Donelson PC 

Erin Dunlap, Coppersmith Brockelman PLC 

Gerard Nussbaum, Zarach Associates 

Melissa (Mel) Soliz, Coppersmith Brockelman PLC

Labor and Employment Topic Team

Jennifer L. Curry, Baker Donelson PC

Ajente Kamalanathan, Ogletree Deakins 

Gillian Murphy, Davis Wright Tremaine LLP

Life Sciences Topic Team

Theresa Carnegie, Mintz Levin Cohn Ferris  
Glovsky and Popeo PC

Elizabeth Conti, Mintz Levin Cohn Ferris  
Glovsky and Popeo PC

Christopher Dang, Quarles & Brady LLP

Benjamin M. Daniels, Pillpack

Hunter DeKoninck, Quarles & Brady LLP

Xavier Hardy, Mintz Levin Cohn Ferris Glovsky and Popeo PC

Lindsay Holmes, Amazon

Stephanie John, Mintz Levin Cohn Ferris  
Glovsky and Popeo PC

Roger Morris, Quarles & Brady LLP

Lee Rosebush, Baker Hostetler LLP 

Ted Sullivan, Quarles & Brady LLP

Susan Trujillo, Quarles & Brady LLP

Marc Wagner, Baker Hostetler LLP

Payer, Plans and Managed Care Topic Team

Robin Fisk, MetroPlus Health Plan 

Green Gordon Golum, Wilentz Goldman & Spitzer PA 

Alyson Leone, Wilentz Goldman & Spitzer PA 

Gregory Mitchell, Epstein Becker Green PC

Jackie Selby, Epstein Becker Green PC

Natalie Sohn, HHS Office of the General Counsel

Sarah E. Swank, Nixon Peabody LLP

Jill Wright, HHS Office of the General Counsel 

Public Health Topic Team

Leila Barraza, Western Region Office,  
Network for Public Health Law

Colleen Healy Boufides, Mid-States Region Office,  
Network for Public Health Law

Emily Carey, Western Region Office,  
Network for Public Health Law

Corey Davis, Southeastern Region Office,  
Network for Public Health Law

James G. Hodge, Jr., Western Region Office,  
Network for Public Health Law

Kathleen Hoke, Eastern Region Office,  
Network for Public Health Law

Dawn Hunter, Southeastern Region Office,  
Network for Public Health Law

Jill Krueger, Northern Region Office,  
Network for Public Health Law

Betsy Lawton, Northern Region Office,  
Network for Public Health Law

Kerri McGowan Lowrey, Eastern Region Office,  
Network for Public Health Law

Jane Perkins, Southeastern Region Office,  
Network for Public Health Law

Jennifer L. Piatt, Western Region Office,  
Network for Public Health Law

Claudia Reeves, Western Region Office,  
Network for Public Health Law

Sarah Somers, Southeastern Region Office,  
Network for Public Health Law

Mathew Swinburne, Eastern Region Office,  
Network for Public Health Law

Brooke Torton, Eastern Region Office,  
Network for Public Health Law

Carrie Waggoner, Mid-States Region Office,  
Network for Public Health Law

Regulation, Accreditation and Payment Topic Team

Darby Allen, Davis Wright Tremaine LLP 

Caitlin Forsyth, Davis Wright Tremaine LLP

Jordan Keville, Davis Wright Tremaine LLP

Jeffrey Moore, Phelps Dunbar LLP

Daniel J. Hettich, King & Spalding LLP

Leslie Demaree Goldsmith Baker Donelson PC

Timothy P. Blanchard, Blanchard Manning LLP

Colin McCarthy, McGuire Woods LLP

Tax Topic Team

Linda S. Moroney, Manatt Phelps & Phillips, LLP 

Michael N. Fine, Wyatt Tarrant & Combs LLP

Webinars
         

General Counsel Webinar Series Part III: Getting a 
Seat at the Table While Working from Home

 Robyn Whipple Diaz, St Jude Children’s Research Hospital

Daniel W. Peters, The University of Kansas Health System

Mark Young, Vox Actio

     

Your Data, My Data: Key Legal Issues Involving 
Health Care Data for  

Research & Academic Collaborations

Leah A. Voigt, Spectrum Health System

Emily K. Weber, Foley and Lardner
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Member UpdatesEducational Calls

Regulatory Sprint’s Impact on Health Care M&A—
Hypotheticals

Heather Alleva, Buchanan Ingersoll & Rooney PC

Business Law and Governance PG—Negotiation 
Educational Call

James Reiman, Reiman ADR

FMV AG and Fraud & Abuse PG Discussion and 
Reactions on the Reimbursement and WRVU 

Changes in the Market

Bartt B. Warner, VMG Health

Joseph Wolfe, Hall Render Killian Heath & Lyman PC

What Comes Next: Post-COVID Regulatory Chal-
lenges and Opportunities for Providers (Federal and 

State)

Katherine Gigliotti, DaVita Kidney Care

Chris Richard, Gilpin Givhan PC

Health Law Week 2021—Future of Managed Care

Melissa Wong, Holland & Knight LLP

Jeff Wurzburg, Locke Lord LLP

Publications, Resources, and Periodicals

Health Law Connections

Fiduciary Engagement in Artificial Intelligence 
Innovation: A Governance Imperative

Bernadette M. Broccolo, McDermott Will & Emery LLP

Michael W. Peregrine, McDermott Will & Emery LLP

Price Transparency 2.0

Herd Midkiff, JTaylor

COVID Relief Recap—One Year Later  
and Still Going Strong

Corben A. Lee, Krieg DeVault LLP

Robert A. Greising, Krieg DeVault LLP

Women’s Network—Crushing Burnout

Angela Han

Young Professionals—Yes, You Have to Wear Pants: 
Tips for Transitioning Back to the Office

Alexandra G. Sumner, Thriveworks

Health Law Weekly 

Compensated Gestational Surrogacy Is Now Legal in 
New York: A Practical Toolkit to Ensure Compliance 

with the New York Child Parent Security Act

Delphine P. O’Rourke, Goodwin Procter LLP

Heath Ingram, Goodwin Procter LLP

Lessons from Texas—Vaccine Mandates  
in Hospital Systems

Shalyn Smith McKitt, Balch & Bingham LLP

What Health Care Employers Need to Know About 
OSHA’s COVID-19 Emergency Temporary Standard

Megan U’Sellis, Fisher Phillips

Podcasts
     

A Conversation with AHLA’s Health Care Disparities 
Convener Work Group Members

Dawn Hunter, Foundation for a Healthy St. Petersburg

Clevonne M. Jacobs, Hall Render Killian Heath & Lyman PC

Ruqaiijah A. Yearby, Loyola University

     

Conversations with AHLA Leaders: Cindy Reisz, 
President Elect

Albert D. Hutzler, Horne LLP

Cynthia Y. Reisz, Bass Berry & Sims PLC

     

Conversations with AHLA Leaders:  
Craig Holden, President

S. Craig Holden, Baker Donelson Bearman Caldwell & 
Berkowitz PC

Albert D. Hutzler, Horne LLP

     

Conversations with AHLA Leaders: Patricia Markus, 
Incoming President Elect Designate

Albert D. Hutzler, Horne LLP

Patricia A. Markus, Nelson Mullins Riley & Scarborough LLP

     

Conversations with AHLA Leaders: Tom Shorter, 
President Elect Designate

Albert D. Hutzler, Horne LLP

Thomas N. Shorter, Husch Blackwell LLP

     

C-Suite Roundtable: Health System Strategies 
During Disruptive Times

Mike Englehart, Trinity Health

Robert Andrew Gerberry, Summa Health System

Andre Maksimow, Kaufman Hall

Ben Sutton, Summa Health System

     

Fraud and Abuse: Agency Interactions—Self 
Disclosures

Leia Chicoine Olsen, Ascension

Scott W. Taebel, Hall Render Killian Heath & Lyman PC

Matthew E. Wetzel, Goodwin

     

http://www.americanhealthlaw.org
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Member Updates The Lighter Side of Health Law—June 2021

Norman G. Tabler Jr. (Ret.), Faegre Drinker Biddle & Reath LLP

     

Tools for Ensuring Appropriate Access to PHI: OCR’s 
Access Initiative, Enforcement Actions, and Other 

Considerations

Joy Easterwood, Johnson Pope Bokor Ruppel & Burns LLP

Wes Morris, Clearwater Sponsor

Practice Group Briefings 
     

Federal Funding for Mental Health Treatment and 
the IMD Exclusion: Where Do We Stand?

Emily M. Park, Husch Blackwell LLP

Emma Phebe Pelkey, Lewis Brisbois Bisgaard & Smith LLP

     

Health Care Antitrust Enforcement Homes in on 
Non-Hospital Transactions

Lisl Joanne Dunlop, Axinn Veltrop & Harkrider LLP

Angela Farren, Axinn Veltrop & Harkrider LLP

Jeny Marie Maier, Axinn Veltrop & Harkrider LLP

     

New IRS Guidance on the Employee  
Retention Credit

Nicholas Kump, King & Spalding LLP

     

Rutledge and the Future of State Laws Prohibiting 
340B Two-Tier Pricing

Victoria Hamscho, K & L Gates LLP

Leah D’Aurora Richardson, K & L Gates LLP

Don Walker, K & L Gates LLP

     

Top Ten: Notable Medical Staff, Credentialing, and 
Peer Review Cases from the 2021 AHLA Year

Sarah Mead Fotheringham, UNC Health Care

Avery Schumacher, Bricker & Eckler LLP

Jennifer L. Smith, Wright Lindsey & Jennings LLP

Practice Group Bulletins 
     

May 10 Letter to Xavier Becerra Regarding Provider 
Relief Funds

Alaina N. Crislip, Jackson Kelly PLLC

Andrea M. Ferrari, HealthCare Appraisers Inc

David A. Weil II

     

Physician Immigration Reform in 2021

Gregory H. Siskind, Siskind Susser PC

     

Provider Reimbursement Review Board  
Proposed Rules 3.0

Kenneth R. Marcus, Honigman Miller Schwartz and Cohn LLP

Practice Group Toolkits 
     

Medicare Advantage Risk Adjustment Toolkit

Edward Allen Baker, Constantine Cannon LLP

Jeff Joseph Wurzburg, Locke Lord LLP

MATCHED MENTORS AND MENTEES

Mentors
Elizabeth Staple, Multi Med Billing Services Inc

Mentees
Francine Chirico, Pace Law School

on Racial Disparities in Health Care on April 12, where 
participants discussed all aspects of health disparities 
and equity in health care, social determinants of health, 
the impact of law on these issues, and what can be done 
to address these issues now and in the future. We have 
released a five-part podcast series of these recordings, 
which are powerful and insightful discussions among 
industry experts, leading academicians, and current and 
former government officials. One of my focus areas as 
your President is for AHLA to continue to participate 
in the greater solution to foster inclusion, diversity, 
equity, and accessibility in AHLA and the health law 
community. I was amazed at how much I took from the 
convener discussions about health care disparities and 
the role that AHLA and its members can play in striving 
for equity in the health care delivery system. Access 
full video and audio recordings of the proceedings at 
americanhealthlaw.org/racialdisparitiesinhealthcare.  

Webinars. AHLA is known for the quality and content 
of the webinars presented by its volunteers through 
the PGs and AGs. The Distance Learning staff has 
been working with these volunteers to schedule many 
webinars of interest in the coming months. Please visit 
our calendar at https://www.americanhealthlaw.org/
education-events to find the list of upcoming webinars 
and register for those of interest to you. Remember that 
your Premium membership provides you these CLE 
resources at no extra cost, and you also may obtain CLE 
credit through the on-demand webinars available for 
self-study. Full and Enhanced membership levels offer 
discounts on the live webinar fees.

AHLA offers its members many other benefits, includ-
ing educational hubs dedicated to specific topics, the 
Health Law Archive, a Career Center, and more. Our 
revamped website (https://www.americanhealthlaw.
org) provides you easy access to all of these resources. 
I hope you will take advantage of your AHLA member-
ship and enjoy these benefits.

First Reflections continued from page 1

https://communities.americanhealthlaw.org/HigherLogic/go.aspx?c=menteeinfo&UserKey=a676c922-b906-435d-97c7-20f0dd0d1b37
https://www.americanhealthlaw.org/publications/health-law-hub-current-topics/dei-in-health-care/equity-in-health-care-and-health-law-practice
https://www.americanhealthlaw.org/education-events
https://www.americanhealthlaw.org/education-events
https://www.americanhealthlaw.org
https://www.americanhealthlaw.org


Join us for the annual Tax Issues for Health Care Organizations program. 
This program narrows in on IRS regulations, exemption standards, and enforcement  
initiatives, key tax issues and laws on state and federal exchanges, and the ACA and  

tax issues. The program includes several informal networking opportunities where you  

can meet others who face similar day-to-day issues and can come up with solutions 
together. Some of the best networking happens in sessions, at breakfast, and during the 

receptions. Whether you are a generalist who needs to know tax issues or a certified tax 

expert, you will not want to miss the Tax Issues for Health Care Organizations program!

For More Information, visit: www.americanhealthlaw.org/taxissues

2021 Tax Issues For  
Health Care Organizations

October 18-19 | Arlington, VA

Learn.  
Network.  
Connect.

http://www.americanhealthlaw.org/taxissues
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September 1
Quarantines, Masks, Vac-
cines and Emergency Orders: 
What Does the Law Allow 
After 2020?

September 2
Conducting an Effective 
Compliance Program Risk 
Assessment for Physician 
Practices

September 8
Unleashing Innovation: 
Representing Digital Health 
Start-Ups and Innovators

September 14
Surprise Billing: New Federal 
Law, Same State-Specific 
Variation

September 15
HHS in the First 100 Days: A 
Look at How Policy Priorities 
Have (and Haven’t) Shifted 
from Trump to Biden

September 21
Healthy Cultures: A Focus 
on Accelerators That Make 
DEI&B and Pay Equity a 
Health Care Imperative

September 22
Executive and Physician 
Compensation in Non-Profit 
Health Care Organizations: 
Assessing, Managing, and 
Monitoring Compensation 
Arrangement Risks after 
Tuohey, UPMC and Wheeling

September 29
Traffic Court in the OR: Tales 
of Physicians and Social 
Media

October 14
Compliance—Remember 
Me? Things You May Have 
Forgotten During COVID 
Times

October 28
The FCA Whistleblower 
Case: From the Government 
Perspective, the Provider 
Perspective, and the HR 
Perspective

Upcoming Live WebinarsConnections to Learning

On-Demand CLEs
Earn CLEs on your own time by watching past programs and webinars. 
For a full listing, visit americanhealthlaw.org/eprograms. 

2021 In-House Counsel CLE-eProgram. 
Earn up to 11.0 (including 1.0 legal ethics) for a 60-minute state and 13.2 
(including 1.2 legal ethics) for a 50-minute state.

2021 Annual Meeting CLE-eProgram
You can earn up to 49.5 (including 2.0 legal ethics) for a 60-minute state 
and 59.4 (including 2.4 legal ethics) for a 50-minute state.

NEW THIS YEAR: 2021 Annual Meeting Advanced Sessions 
This new on-demand offering consists of a curated collection of 21 sessions geared toward 
advanced practitioners, including sessions on digital health technologies, direct contracting, 
fraud enforcement, integration, and so much more. 

Please note that the actual number of credits may vary from state to state.

Focus On  
Law Schools

The Burroughs Healthcare  

Consulting Network Inc 

P.O. Box 540

Glen, NH 03838 

(603) 733-8156 

www.Burroughshealthcare.

com/ 

http://www.americanhealthlaw.org/eprograms
http://www.Burroughshealthcare.com/
https://burroughshealthcare.com/
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September
Fraud and Compliance 
Forum

21-22 | Virtual Program

30-Oct 1 | In-Person  
Add-On in Baltimore, MD

Platinum Sponsor:  
HealthCare Appraisers

Gold Sponsor: PYA

Silver Sponsors:  
Carnahan Group, Coker 
Group, Ntracts, Pinnacle

Bronze Sponsor: HMS 
Valuation

October 18-19
Tax Issues for Health Care 
Organizations 
Arlington, VA

EY, Ntracts, and Withum 
have provided sponsorship 
in support of this program.

November 7-9
Fundamentals of  
Health Law 
Chicago, IL

Ntracts has provided 
sponsorship in support of 
this program.

2022
February 2-3
Academic Medical Centers 
and Teaching Hospitals Law 
Institute 
New Orleans, LA

February 2-4
Physicians and Hospitals 
Law Institute 
New Orleans, LA

February 23-25
Long Term Care and  
the Law 
Orlando, FL

March 23-25
Institute on Medicare and 
Medicaid Payment Issues 
Baltimore, MD

April 25-27
Health Care Transactions 
Nashville, TN

May 9-10
Health Plan Law and 
Compliance Institute 
Chicago, IL

Upcoming Programs

For more information 
on all AHLA events and 
to register, go to www.
americanhealthlaw.org/
education-events or call 
(202) 833-1100, prompt 
#2.

Connections to Learning

Learn.  
Network.  
Connect.

Two for One 
 Program Special

Register for the 2021 Annual 
Meeting and receive the  
2021 In-House Counsel  

Programfor FREE!

2021 Fraud and 
Compliance Forum

For More Information, visit: www.americanhealthlaw.org/fraudcomplianceforum

Virtual Program 
September 21-22

In-Person Add On 
Sept. 30-Oct. 1

http://www.americanhealthlaw.org
http://www.americanhealthlaw.org/education-events
http://www.americanhealthlaw.org/education-events
http://www.americanhealthlaw.org/education-events
http://www.americanhealthlaw.org/fraudcomplianceforum


36  Health Law Connections  | September 2021 

PRINTED ON RECYCLED PAPER POSTMASTER: Send address changes and circulation inquiries to: AHLA, 1099 14th Street NW, Suite 925, Washington, DC 20005. 

COPYRIGHT/REPRINT PERMISSION: 

Further reprint request should be directed to: 

AHLA Editorial, 1099 14th Street, NW, Suite 
925, Washington, DC 20005

editorial@americanhealthlaw.org. 

VIEWPOINT/WRITERS’ GUIDELINES
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MISSION

The Mission of the American Health Law Association is to provide  
a collegial forum for interaction and information exchange to enable  
its members to serve their clients more effectively; to produce the 
highest quality non-partisan educational programs, products, and 
services concerning health law issues; and to serve as a public  
resource on selected health care legal issues.

AHLA Diversity+Inclusion Statement

In principle and in practice, the American Health Law Association values and seeks to  
advance and promote diverse and inclusive participation within the Association regardless 
of gender, race, ethnicity, religion, age, sexual orientation, gender identity and expression, 
national origin, or disability. Guided by these values, the Association strongly encourages and 
embraces participation of diverse individuals as it leads health law to excellence through 
education, information, and dialogue.
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Career Center

    Online  
Career Center  
Snapshot

3290+
Employers

1175+
Job Seekers

270+
Open Positions

 ◗  Post your job in front of the most qualified group 
of health law professionals in the industry.

 ◗  Promote your jobs directly to candidates via the 
exclusive Job Flash email.

 ◗  Search the anonymous resume database to find 
qualified candidates.

 ◗  Manage your posted jobs and applicant activity 
easily on this user-friendly site.

 ◗  Search and apply to more health law jobs than in any 
other job bank.

 ◗  Upload your anonymous resume and allow employers 
to contact you through the AHLA Career Center’s 
messaging system.

 ◗  Set up Job Alerts specifying your skills, interests, and 
preferred location(s) to receive email notifications  
when a job is posted that matches your criteria.

 ◗  Access career resources and job searching tips and tools.

 ◗  Have your resume critiqued by a resume-writing expert.

AHLA’s Online Career Center will allow you to:
Manage Your Career: Recruit for Open Positions:

For more information and to start the journey to enhance your career or organization, 
please visit the AHLA Career Center at https://careercenter.americanhealthlaw.org.

mailto:editorial%40americanhealthlaw.org?subject=
http://americanhealthlaw.org/connections
mailto:editorial%40americanhealthlaw.org?subject=
mailto:editorial%40americanhealthlaw.org?subject=
https://careercenter.americanhealthlaw.org


Membership has its benefits. 
July issue now available.

Access from any device, at any time. Free.
www.americanhealthlaw.org/journal

AHLA’s Journal of Health and Life Sciences Law

http://www.americanhealthlaw.org/journal


The Fundamentals of Health Law program is a valuable training program for  
new associates and in-house counsel, compliance officers, consultants, and others who advise  

health care clients. It is also an excellent refresher for experienced health lawyers and health  
professionals. The program’s faculty not only dispense their knowledge of legal issues, but they also 
provide insight into the challenges ahead in order to help attendees build an effective legal practice.

For More Information, visit: www.americanhealthlaw.org/fundamentalsofhealthlaw

2021 Fundamentals  
of Health Law

November 7-9 | Chicago, IL

Learn.  
Network.  
Connect.

http://www.americanhealthlaw.org/fundamentalsofhealthlaw

