
 

12/07/17   Page 1 of 7 

 

 

 

 

 

 

 

 

The Shift: A New Role for Todays Hospital CFO 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 



 

12/07/17   Page 2 of 7 

Care Logistics: Hello, and welcome to Who Cares, the podcast sponsored by Care Logistics that 

showcases the many different people who care passionately about improving the health, happiness, 

and experience of patients in hospitals. Today, we are pleased to have as our guest, longtime 

hospital financial and operational leader, Samantha Platzke. Welcome, Samantha and thanks for 

joining us today. 

 

Samantha Platzke: Oh, it's my pleasure to be here. 

 

CL: Well, terrific and our topic today is, The Shift: A New Role for Today's Hospital CFO. 

Samantha will help us understand how the role of a hospital CFO has evolved. And what the 

modern CFO can do to contribute to exceptional patient care and experience, as well as financial 

performance. Samantha, let's start by learning a little bit more about your background in health care. 

What was your first job in health care and what made you choose that job?  

 

SP: Certainly. So I actually, when I graduated from college, I worked for a large public accounting 

firm that was primarily all with health care and fell in love with that industry, with the hospital 

industry, and decided that that was really probably the place that it fit for me because it was about 

doing work for a higher calling to support the mission of the hospital and serve my community. So 

at the ripe age of 25, I decided that the best place for me to go would be to the hospital that had the 

most challenges not many people pick that as their career option, [chuckle] but I chose a hospital 

that our firm actually called the "client from hell" because they had 80 audit adjustments every year, 

and I didn't think I could do worst. So that's where I started. And when we think about change, I 

also started doing financial statements for that hospital on pencil and paper what I would give to a 

secretary who typed them into a typewriter. So when we think we have challenges today, you have 

to remember how far we've come [laughter] from typing the financial statements on a typewriter to 

having many, many, many complex systems and data that are in our hospitals today. 

 

CL: And that leads to my next question. I know you worked at that hospital, or in that hospital 

system for 25 years, and worked your way up to several different roles in executive leadership at the 

hospital and in the system. What other ways have things changed from the time you started that job 

until the time that you left?  

 

SP: Yeah. What was interesting, I think, in health care 25 years ago, hospitals, different types of 

testing areas, physicians, they were all very independent of each other. Sometimes we used the word 

silos. So they all pretty much saw a patient in their own setting, and they saw the patient and that 

was it. There was not a lot of communication between all of the different providers in health care 

and there was not a lot of data. So remember those were the days of having paper medical records. 

So if you needed to know about the clinical condition, then somebody needed to chase down that 

paper chart to be able to get information. 

 

CL: Wow. And I believe your last title when you left that position was Chief Transformation 

Officer. Is that correct?  

 

SP: That is true, yeah. 

 

CL: Yeah. And I know this was probably about 10 years ago and that probably makes you a bit of a 

pioneer in that role. I know you see the Chief Transformation Officer in a lot of hospitals and 

systems now, but what, at that time, at that hospital was the driving motivation to have executive 
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leadership dedicated to transformation?  

 

SP: When you think about it, I just made the comment that maybe 25 years ago everybody worked 

pretty independently and the business model back then, right, was volume. What you tried to do as 

either a physician, or a hospital, or... Was to generate as much volume as you could to be able to 

then charge for that volume and gain revenue. Now, we're in a different era and a lot of people talk 

about that volume to value transition. When we talk about transforming, we're talking about going 

from churning as much volume to creating as much positive outcome for a patient. It's not about can 

we do 20 x-rays on a patient, it's about how do we make sure that patient has the best results and 

that we diagnose and treat that patient in the most efficient way. Changing all of your practices from 

that of a volume-based practice to a value-based requires a lot of different types of thinking, and 

tools, and processes to support that change. 

 

CL: And I guess, too, the role of the patient now as a consumer with a lot more choices also 

probably changed over time the perspective on, the focus on the patients experience. 

 

SP: Right. 15 years ago, I would have never had a patient even calling the hospital asking how 

much something costs. 'Cause most of them, I would call it "had no skin in the game." They had 

insurance and whatever it is the insurance was gonna pay. There was no implication for that patient. 

Now, we move into a day of most of us have pretty high deductibles with our plans, right. And so 

we all have our vested interest in understanding how much things cost and what the price is. I'm 

having those tools in place that we can support patients, not only with their clinical decisions, but 

also the ramifications of the clinical decisions in terms of what it's gonna cost is really important. 

 

CL: Now I've heard you say that the most important measures of financial performance of a 

hospital are actually the key measures of quality patient care and experience, why is that?  

 

SP: I think that's why, to me, why it's such a fun time to be, especially a financial leader because we 

talked about that transition from volume to value. Value means that people are willing to pay for 

things that actually bring value, and to a patient, what is value to them? I think most patients expect 

that they're gonna have a qualified surgeon or a qualified technician do the work, but they also have 

expectations about the experience that they're gonna have, and the communication that's gonna be 

provided to them, and the ability to know what's going on with their information. Doing those 

things that are right for the patient in terms of their outcome, and their experience, and making it 

efficient is also the things that are actually gonna drive a higher monetary value for the hospital or 

reimbursement. Doing those right things for the patient, and the experience, versus a volume-base, 

where you're doing as many as you can, is a different transition in care that drives that value. 

 

CL: Sure. Given that shift to value-based care and how it changes the perspectives of how we think 

about hospital operations, and things we focus on, how has the role of the hospital CFO changed 

over the past 10, 12 years?  

 

SP: Sure. So, I think about one of the big things that a CFO has to think about now, today, when 

they're curating their budget for the next year is where are they on their value-based payments. 

Now, it matters how many readmissions you have because that is directly affecting the 

reimbursement you're gonna get from Medicare. It matters what your experience scores are. People 

are now starting to budget and plan for operational measures because they have a direct correlation 

to the financial impact of that organization. 
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CL: Do you see different types of leaders taking on the role of CFO as you might have seen 15, 20 

years ago?  

 

SP: Absolutely. Certainly. People have their perceptions of accountants that I always love, they call 

'em, "bean counters" or they talk about those people with the green visors on and the pencil 

protectors in their pocket, right? [laughter] 

 

CL: Yep. 

 

SP: So, that may be a thought of what the CFO was before. And they were probably pretty good in 

their job just staying in their office, and calculating the numbers, and making sure the debits and 

credits equaled on the balance sheet. But now, it requires the financial operator to really understand 

the operations of the organization, to understand what drivers are gonna have what financial impact. 

Again, living in this era of, where I call it, "having a foot in both worlds." You're still being paid 

fees for service some of your payers and other payers are paying you based on a capitated rate, you 

really need to understand your operations and how you are able to meet the demands in either 

world. 

 

CL: Right. You've authored a guide book with a blue print for hospitals looking to achieve 

Medicare Breakeven, why is this such a critical focus for hospitals?  

 

SP: When we talk about Medicare Breakeven, the assumption is that we've lived a long time where 

you had payments coming from commercial payers that were actually subsidizing the low payments 

coming from Medicare and Medicaid. We just accepted that, that that was the way economically, 

that health care was paid for, that really commercial was paying what the government wasn't 

paying. Now we've moved into the era of affordable care, where there are health care exchanges and 

that level of reimbursement coming from those non-governmental plans is now starting to be at par 

with what you get from Medicare. The thought is, if you can't be profitable at Medicare levels of 

reimbursement, we all agree that that's where all reimbursement is coming to, then you're not gonna 

be profitable at the rest... For the entire company 'cause you're not gonna have the good old days 10 

years ago where your commercial payers are subsidizing. 

 

CL: Subsidizing and making up the difference. Sure. Yeah. 

 

SP: Exactly. 

 

CL: Given again, with all the change and the shifts that we've been talking about, what advice 

would you give to a hospital CFO today?  

 

SP: One of the real important things that I talk with CFOs today about, is really being able, as soon 

as possible, when a patient presents themselves, whether it could be at physician office, or a 

hospital, or whatever, is really understanding the clinical status of that patient. When that patient 

hits your door, are you able to ascertain whether that's an inpatient, is it as observation patient, is it 

an ED patient, is it a patient that should be seen in a clinic or an outpatient setting? Having the tools 

upfront to figure that out and then appropriately care for that patient are so important. What we find 

today, how there's the old processes that may be in some hospitals where somebody looked at that 

48 hours after the patient was there have resulted in so much waste because we find a patient 
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lingering for 48 hours and we find out they're an observation patient or they shouldn't even be in a 

hospital care setting. It's really, really important right now, today, to have those processes in place to 

what we call "status" those patients appropriately to be able to progress care based on that patient's 

needs. 

 

CL: And that certainly sounds like a pretty dramatic shift in the typical focus for financial leaders in 

hospitals in the past. Do you see with the hospitals that you work with more and more of the CFOs 

and the financial leaders embracing that new kind of perspective?  

 

SP: Yeah. I would tell you, it's been fun to watch because if I would have asked somebody, let's say, 

four years ago, "What percentage of your patients who are currently getting care in a hospital bed 

have an observation status?" I would have people respond to me and say, "What is observation 

status? I've not heard of that before." Til today, when I ask that question and people know the 

answer. They'll tell me, "Oh, it's 20%." They know that number because it is a huge factor for an 

observation patient who gets the exact same care as one in an inpatient. An observation is you're 

getting usually between $1,000 and $1,500 of reimbursement, whereas, if that patient was statused 

appropriately as an in-patient receiving that same care, you're getting $5,000 of reimbursement. A 

CFO starts to understand that ratio pretty rapidly because they understand that huge impact in that 

revenue. 

 

CL: Yes. Gotcha. And are there are any other key measures of clinical care efficiency that you 

would recommend that financial leaders consider if they're not already today?  

 

SP: Sure. One of the other ones I would think about and when I think about 10 years ago, the 

measure of length of stay or how long a patient was cared for in a hospital was thought of truly as 

just a clinical measure. That's just a clinical measure. And now, more and more I see it. Everybody 

sees it as a financial measure because in most cases you were reimbursed a flat rate regardless of 

how long you're caring for a patient. It's really important to be efficient in that care, to progress that 

patient appropriately and safely to their discharge because it's a factor of how many resources you're 

using to support that patient care, length of stay, and throughput measures, turnaround times, they're 

all different types of what I would call, "production measures" that really weren't in a CFO's 

vocabulary 10 years ago, but are certainly top of mind today because they're so important into the 

health and efficiency of the hospital to be able to support the patients they serve. 

 

CL: Sure. And I think, perhaps in the past, sometimes there's been a misperception of why, when 

you talk about accelerating length of stay, building an efficiency to the organization, that it's a 

matter of just pushing patients out the door as fast as you can, which really isn't it at all. It's about 

providing the right care in the right amount of time. 

 

SP: Absolutely. Yeah, if you push them out the door then you're gonna have a readmission and 

you're gonna get penalized on the back end, so that really doesn't pay off in the long run. 

 

CL: Yes. Well, we're winding down toward the end of this episode of Who Cares. We do have a 

closing segment we like to do called "Getting to Know You" when we ask a few... Just some fun 

questions, learn a little bit more about Samantha Platzke. Are you game?  

 

SP: Sure!  
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CL: Alright! What celebrity did you have a crush on when you were in high school?  

 

SP: Oh my goodness. Celebrity that I had a crush on when I was in high school. Honestly, that was 

a long time ago and I'm having a hard time [laughter] remembering that far back. [chuckle] I can 

think of them, but I don't even know their names. 

 

CL: How about this? Do you have a current celebrity crush?  

 

SP: Oh, yeah. It would have to be Matthew McConaughey. That would definitely be it. 

 

CL: Even with the weird car commercials? [laughter] 

 

SP: The car commercials are fine. Where he loses a bunch of weight and looks really anorexic, 

those aren't as good as some of the others. 

 

CL: Yes. He's definitely dropped it for a couple of his roles. I've seen that. So, what is your favorite 

TV show of all time?  

 

SP: Favorite TV show. 

 

CL: We can give you more than one if you have some that... 

 

SP: Yeah, I can tell you recently I really like "The Voice" just as entertainment. I enjoy "The Voice". 

And then, again, kind of keeping that musical kind of venue, I like "Nashville," but I'm hearing that 

that's no longer gonna be on anymore. 

 

CL I think actually another network has picked it up. 

 

SP: Oh, good!  

 

CL: Yeah, some of the other cable networks picked it up. Although, a guilty pleasure of mine as 

well. Yeah. Yeah. It's good stuff. 

 

SP: Anything with music in it, I guess, would be one of the things I enjoy. 

 

CL: Well, "Nashville" had the soap opera setup a little, but some of the music was really, really 

good. T Bone Burnett and some... Yeah, I agree with you on that one. Alright, if you could meet 

anyone in history, past or present, who do you think it would be?  

 

SP: Anyone in history, past or present. I don't know. One of the things that I've always been 

interested in, it's probably that early American-Indian culture, and so Pocahontas actually is 

somebody that I would be interested. A woman that was strong, courageous, willing to take on some 

things that, number one, females didn't take on back in that time. 

 

CL: Sure. 

 

SP: And also was trying to fight that fight in terms of the integration with different types of 

cultures, so I think that would be my pick. 
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CL: I'm not sure in her historical setting where you'd be able to meet up for a cup of coffee. 

[laughter] 

 

CL: But it would be... It would definitely be a fascinating person to meet. 

 

SP: Yes. 

 

CL: Well, Samantha, thanks so much for being with us on the Who Cares podcast today. 

 

SP: Okay. 

 

CL: We really appreciate it. And to everyone else, thanks for listening. Thanks again to our sponsor 

and my wonderful employer, Care Logistics, a hospital transformation and care progression 

company. Please check us out at carelogistics.com. Join us next time and please keep caring. 


