
By Sharon H. Fitzgerald

The Obama administration recent-
ly finalized a plan for new state-based 
markets that will offer consumers a one-
stop shop for health insurance. Starting 
January 1, 2014 new health insurance 
exchanges must be up and running in 
every state. Is Kentucky ready? 

The Kentucky Cabinet for Health 
and Family Services Office of Health 
Policy thinks so. The Kentucky Cabinet 
for Health and Family Services Office of 
Health Policy recently received a $57.8 
million grant from the U.S. Department 
of Health and Human Services (HHS) 
that will allow Kentucky to continue its 
planning for and implementation of pro-
grams and systems required by the Af-
fordable Care Act (ACA). 

The HHS grant received by Ken-
tucky is one of a total of $229 million 
in establishment grants awarded to 10 
states to help build health insurance 
marketplaces. The work that will be sup-
ported by the grant funds is necessary to 
comply with the federal ACA regardless 
of whether the exchange is operated by 
the state or the federal government. 

What the Grant Funds
Kentucky will use its grant to con-

tinue the state’s health insurance ex-
change planning efforts. These efforts 
include creating a business and sustain-
ability plan, program integrity plan, a 
Medicaid Implementation Advanced 
Planning Document, and will help 
build an end-to-end eligibility and en-

rollment system to serve both Medicaid 
and exchange participants.

The grant funds, along with a 
$50 million project in the Governor’s 
Recommended budget (HB 265), will 
provide funding toward meeting the 
Medicaid eligibility requirements under 
the ACA. The most significant func-
tionality requirements for health insur-
ance affordability programs involve the 
Medicaid Program and relate to the ex-
pansion of eligibles and the associated 
simplified eligibility rules. Other re-
quirements include easy, online access, 
real-time eligibility determinations, 
and enrollment for most Medicaid or 
KCHIP applicants, and the necessary 
interfaces with the Health Benefit Ex-
change, either federal or state operated. 
This grant will fund a significant por-
tion of the state’s requirements with 
100 percent federal funds, with the re-
mainder of the requirements funded at a 
90/10, federal-state matching rate.

 “Health insurance exchanges will 
make purchasing insurance easier for 
the public by providing eligible con-
sumers and businesses with ‘one-stop-
shopping’ where they can compare and 
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Putting patient-centered 
care in place 
In theory, all providers would say they offer 
patient-centered care. In practice, however, there 
is often a disconnect when it comes to how care 
is actually delivered in the United States. Outside 
forces ranging from a culture of practicing medicine 
in silos to incompatible technology across provider 
platforms to a reimbursement system based on 
volume rather than outcomes all impact the reality 
of day-to-day operations.

Read more on page 5

There’s an app for that?
What do owners of the iPhone, Android, BlackBerry 
or some other smartphone have in common: A love 
for apps. Let’s face it, the variety and availability 
of smartphone applications has exploded in recent 
years, and it seems that everyone has a favorite.  
Medical News checked in with a few of our readers 
who shared with us their must-have app.   

Read more on page 18

Keeping up with 
technology demands
Amidst an ongoing national debate on 
healthcare reform, and with threats of shrinking 
reimbursement and rising healthcare costs looming 
large, healthcare providers continue to face many 
challenges that can have a significant impact on 
their bottom lines.   

Read more on page 22

Healthcare Innovation
da Vinci does it!
Murali Ankem, M.D., of University Physicians 
Associates – Urology, a practice of University of 
Louisville Physicians (ULP), performed the first 
robotic-assisted radical cystectomy for bladder 
cancer in Kentucky at University Hospital.   

Read more on page 26
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Continued on page 4

Kentucky received $57.8 million grant for planning efforts.

“Health insurance 
exchanges will make 
purchasing insurance easier 
for the public by providing 
eligible consumers and 
businesses with ‘one-stop-
shopping’ where they can 
compare and purchase 
health insurance coverage.” 

— Carrie Banahan, 
executive director 

of the CHFS Office 
of Health Policy

Health insurance 
exchange on its way

ABOUT THIS ISSUE 
Health IT
From e-prescribing and telemedicine to electronic 
health records and even iPads, technical 
innovations in medicine have delivered stunning 
new capabilities in the professional and personal 
lives of healthcare workers.  
This month Medical News feature focus is on 
various elements of Health IT from the good, the 
bad, and even the confusing. (Read Tom Leary’s 
break-down on proposed rules for Meaningful Use 
Stage 2 and Standards & Certification Criteria for 
electronic health records.)
Articles begin on page 13
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Next month marks the sixth year of the MediStar 
Awards. The nomination period has ended and nomi-
nees are submitting their applications. More than 40 
organizations and 80 individual nominees are repre-
sented in this year’s MediStar Awards nominees. Lead-
ing the way is University of Louisville/University of 
Louisville Health Care with a solid 14 nominations. First time nominees In-
ternational Center for Long Term Care Innovation and Kentucky Health In-
formation Exchange join the list of well-recognized organizations.

Don’t forget to come out to the MediStar Awards on May 22 to meet the 
f inalists and hear who wins each of the eight MediStar Awards. Not only will 
you get to mingle with Kentucky’s healthcare leaders, you will get a chance to 
meet and great with more than 500 healthcare professionals. It is truly an event 
that shouldn’t be missed. For more information, visit www.MediStarAwards.com.

Aside from the MediStar Awards, we delve into health IT this issue. Mat-
thew Hawkins explains the advantages and disadvantages of e-prescribing 
while Sarah Conan Spurlock looks into the ramif ications of delayed deadlines 
for Meaningful Use. Of course you can’t have a conversation about technology 
innovation without mentioning the iPad. Specif ically, Bryan Ehret writes how 
it’s changing the world of healthcare.  

The one constant in technology is change, and healthcare IT is no differ-
ent. From the physician’s off ice to major healthcare systems, we will all need 
to work more eff iciently to ensure that our practice of medicine stays cutting 
edge. Whether you use an iPad app or an innovation developed by one of the 
MediStar Award nominees, information technology is an important part of 
your daily work life.

I look forward to seeing you on May 22 at the MediStar Awards!

Sincerely yours,

Ben Keeton

Publisher

UMich Update @UMichUpdate
Top Doc: New health chief LaQuandra Nesbitt shares her 
Rx for Louisville - Louisville Courier-Journal 

Family Health Cntrs @FamilyHealthLou
Powerful stories about healthcare that remind us why access to 
affordable primary care is so important #CHC #health

Passport Health Plan @PassportHealthP
Primary care physician shortage looms in Louisville. |http://bit.
ly/GYLVKY | #KY #Kentucky #physicians #FHC

Medical News for You @MedNews4U
 “To Find Out About Food Allergies, First Use The Right 
Test http://n.pr/GCx4WJ” (via@NPRHealth)
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Senate will agree with University Hospital funding, Senator Williams says. #kyga12

Thoughts from the healthcare community
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KentucKy’s first choice for second chances.Ky’s first choice for second chances.K

Andreas P.
Kidney Transplant 2008

Jewish Transplant Care leads Kentucky in both total procedures performed and survival rates for heart, kidney, 

liver, lung and pancreas transplants. For referral information, call 800-866-7539 or visit jhsmh.org/transplant.

Scientific Registry of Transplant Recipient 1/1/08 - 6/30/11Scientific Registry of Transplant Recipient 1/1/08 - 6/30/11
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purchase health insurance coverage,” 
said Carrie Banahan, executive director 
of the CHFS Office of Health Policy, 
who has been designated as the lead on 
this project. “Individuals and families 
purchasing health insurance through ex-
changes may also qualify for tax credits 
and reduced cost-sharing depending on 
their income.”

In a statement HHS Secretary Kath-
leen Sibelius said “More competition will 
drive down costs, and exchanges will 
give individuals and small businesses the 
same purchasing power big businesses 
have today.”

It’s any one’s guess as to if all states 
will be ready by January 1, 2014 dead-
line. If a state is not ready, the law re-
quires the federal government to step in 
to run the exchange. For now, Kentucky 
remains optimistic.

Health insurance exchange on its way
Continued from page 1

Previous Grants 
Kentucky previously received two federal health insurance exchange 
establishment grants totally $8.6 million. These grants provide states 
the necessary resources to conduct the research and planning 
needed to build a better health insurance marketplace and determine 
how exchanges will be operated and governed, including:

•	Assessing	current	information	technology	(IT)	systems	and	
infrastructure and determining new requirements;

•	Planning	for	consumer	call	centers	to	answer	questions	from	their	residents;

•	Determining	the	statutory	rules	needed	to	build	the	exchanges;

•	Planning	the	coordination	of	eligibility	and	enrollment	
systems across Medicaid, the Children’s Health 
Insurance	Program	(CHIP),	and	the	exchanges;

•	Developing	performance	metrics,	milestones	and	ongoing	evaluation;

•	Continue	analysis	of	insurance	markets	and	future	market	trends;

•	 Identify	system	requirements;	and

•	Add	support	staff.
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N E W S in brief

By Cindy Sanders

In theory, all providers would say 
they offer patient-centered care. In prac-
tice, however, there is often a disconnect 
when it comes to how care is actually de-
livered in the United States. 

Outside forces ranging from a culture 
of practicing medicine in silos to incom-
patible technology across provider plat-
forms to a reimbursement system based 
on volume rather than outcomes all im-
pact the reality of day-to-day operations. 
Increasingly, practitioners are expressing a 
desire to change the status quo and engage 
patients, caregivers and colleagues in a 
different model of care.

PCMH
The Patient-Centered Medical Home 

(PCMH) is a team-based care model led by a 
personal physician who provides continuous 
and coordinated care throughout a patient’s 
lifetime to maximize health outcomes. 

The American Academy of Pediatrics 
(AAP) first introduced the term “medical 
home” in the 1960s. In 1992, the AAP 
formally defined it as a model of com-
prehensive, coordinated care for children 
with special needs. Ed Wagner, M.D., 
MPH, FACP, director of the MacColl In-
stitute for Healthcare Innovation is gener-
ally credited with adapting the model for 
those with chronic illness. By the early 
2000s, family medicine picked up on the 
concept, and in January 2006, the Ameri-

can College of Physicians (ACP) released 
a policy paper, “The Advanced Medical 
Home: A Patient-Centered, Physician-
Guided Model of Health Care,” building 
upon the earlier chronic care model.

Michael S. Barr, M.D., MBA, FACP, 
senior vice president of medical practice, 
professionalism and quality for the ACP, 
explained the thought behind expanding 
the patient population included in the 
care model was that everyone has spe-
cial needs at one time or another and all 
could benefit from coordinated care. At 
the same time, Barr continued, the ACP 
recognized the model could not exist in 
the current fee-for-service environment 
since providers wouldn’t be reimbursed 
for many of the activities and attributes 
of PCMH.

“In some regards, it is taking old-
fashioned medicine and putting it into 
the future,” Barr said. “It’s reinvigorat-
ing that physician-patient relationship 
and putting the patient at the center of 
the team. Patients get lost in the morass 
of healthcare silos. What PCMH does is 
break down those silos.” 

Taking Notice
Barr, who works out of the ACP’s 

Washington, D.C. office, noted what re-
ally accelerated the interest in PCMH 
was when large employers began to take 
notice of the concept in the spring of 
2006, led initially by IBM Corporation’s 
global director Paul Grundy M.D., MPH, 
FACOEM. In a meeting with Barr, Grun-
dy said the kind of care being described 
by the ACP was what his company could 
purchase for employees everywhere in the 
world except in the United States.

IBM helped pull together some of the 
country’s largest employers to learn more 
about the care model and to call for dem-
onstration projects. Barr noted the PCMH 
concept got a boost with the 2006 Tax Re-
lief & Health Care Act. “In that was the 
first mention, which we know of, testing the 
medical home in the Medicare population. 
There was now legislation within one year 
of releasing the paper.” 

Barr noted the project was never im-

The Patient-Centered Medical 

Home (PCMH) is a team-based 

care model led by a personal 

physician who provides con-

tinuous and coordinated care 

throughout a patient’s lifetime 

to maximize health outcomes. 

Putting patient-centered 
care in place
Moving to a PCMH Model.

Dean Dorton Allen Ford understands the healthcare industry 
from all angles. We have worked with hospitals, hospital systems, 

physicians, home health agencies, managed care companies, 
and durable medical equipment providers. We understand the 

challenges each face, but, more importantly, we understand the 
dynamics that exist among all of these providers.

Dean Dorton Allen Ford is more than just a CPA firm we also offer a 
variety of healthcare consulting services. Please contact David Richard 

or David Bundy for more information.

DEAN DORTON ALLEN FORD

www.ddafcpa.com

Lexington
859.255.2341

Louisville
502.589.6050

Continued on page 6

Twenty years ago Humana 
spun off its 77-hospital 

business as Galen Health Care 
Inc. and focused on insurance.

Humana has embraced change 
while remaining focused on its 

key business philosophies.

What happened 20 years 
ago in healthcare?

www.medicalnews.md
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The University of Louisville 
moved to rename the Department of 
Surgery after its former long-time 
chairman Hiram Polk, M.D. The new 
name is the Hiram C. Polk Jr., M.D., 
Department of Surgery.

Polk served as the Ben A. Reid Sr. 
professor and chairman of surgery at 
the University of Louisville from 1971 
to 2005 when he was named the Ben 
A. Reid Sr., M.D., Emeritus Profes-
sor of Surgery. Polk became not only 
the longest serving chair of a surgery 

department in the country but also 
one of the world ’s best-known and re-
spected surgeons. During his 34-year 
tenure, the department saw the devel-
opment of a prominent trauma center 
as well as advances in control of surgi-
cal infection and was the site of the 
f irst self-contained mechanical heart 
and hand transplants. 

Polk ’s most significant contribution 
to medicine is his landmark research 
into the use of perioperative antibiotics. 

UofL renames Department    
of Surgery

University of Kentucky Chair of 
Orthopaedic Surgery Dr. Darren John-
son was a featured expert in the Ameri-
can Academy of Orthopaedic Surgeons’ 
expert roundtable session during their 
annual meeting in San Francisco.

Johnson, the current head ortho-
paedic surgeon for UK Athletics, served 
as moderator for the AAOS roundtable 
titled, “Athletic Injuries: From Ama-

teur Sports to the Olympics–Getting 
Back in the Game.” The event featured 
a panel discussion of hot topics in the 
f ield of orthopaedics and sports medi-
cine, including concussion recovery in 
young athletes, helmet characteristics 
and their relationship to mild traumat-
ic brain injury, and injury prevention 
for amateur to Olympic-level athletes.

UK’s Johnson featured expert

Governor Steve Beshear an-
nounced March 16, 2012 that Audrey 
Tayse Haynes will serve as the new 
Secretary for the Cabinet for Health 
and Family Services (CHFS) begin-
ning on April 16.

Haynes brings more than 25 years 
of experience in leadership and man-
agement of organizations to CHFS. 
Her prior positions include ten years 
as the senior vice president and chief 
government affairs off icer of YMCA 
of the USA, as well as chief of staff 
to Tipper Gore during Vice President 
Al Gore’s second term. Haynes also 
served on President Bill Clinton’s se-
nior staff as the director of the White 

House Off ice for Women’s Initiatives 
and Outreach. 

Sec. Haynes has held numerous 
positions in Kentucky government, in-
cluding an appointment by Gov. Paul 
Patton to reopen the state’s policy office 
in Washington, D.C. and as a director 
of human resource development in the 
Department of Mental Health in the 
former Cabinet for Human Resources.

Sec. Haynes replaces former Sec. 
Janie Miller, who resigned last month. 
Acting Secretary Eric Friedlander, 
who has served in a variety of roles at 
the Cabinet, will remain at CHFS as 
Deputy Secretary. 

New CHFS Secretary announced

N E W S in brief

plemented because the healthcare reform 
movement began shortly thereafter. How-
ever, he continued, the Affordable Care 
Act contains the medical home concept as 
part of the Comprehensive Primary Care 
Initiative launched last year. 

Interestingly, Barr said early on most 
people looked at PCMH and Accountable 
Care Organizations (ACOs), the other 
model gaining traction right now, as an 
‘either/or’ proposition. “Now we talk 
about ‘both.’ An ACO must have a foun-
dation of primary care.”

Focus on Quality, Safety and Cost
Barr said the PCMH model not only 

focuses on quality and safety but also 
looks at cost. ACP launched the High 
Value, Cost-Conscious Care Initiative in 
April 2010 to address unnecessary costs 
to the healthcare system.

“We’re not talking about rationing, 
but we’re talking about the appropriate 
use of our tests, imaging, prescriptions, 
and so on, to provide the best care.” 

Barr added that it’s more than just 
addressing the practice of defensive 
medicine but also eliminating unneces-
sary duplication and putting the brakes 
on ordering tests or medications as the 

path of least resistance. “In the fast-paced 
world that many physicians work in, the 
time it takes to sit down and counsel why 
you don’t need something is counterpro-
ductive when you have to see so many 
patients, and patients are stacking up 
in the waiting room. The fee-for-service 
environment fosters that.” Barr added he 
wasn’t condoning such practices but said 
it was often the reality.

Cost Could Increase
Barr noted that when assessing costs 

in the PCMH model, it’s important to 
take the long view. In the short run, he 
said, some costs could actually increase 
for employers and payers. For example, 
he pointed out, prescription costs could 
increase if a patient is more aggressively 
treated for diabetes; but down the line, 
costs associated with missed work, lowered 
productivity, amputations and increased 
mortality are decreased or avoided.

Besides, he pointed out, “People have a 
hard time arguing with you that we shouldn’t 
offer patient-centered medical care.” 

Continued from page 5

 Mark your calendars 

For those interested in learning more about the PCMH concepts, the Patient-Cen-
tered Primary Care Collaborative is holding its Spring Stakeholder’s Conference 
April 23 to 24 in Washington, D.C. For details, go online to www.pcpcc.net.

Also, the American College of Physicians has created an online learning tool, Medi-
cal Home Builder®, with modules covering all aspects of creating a sustainable 
patient-centered practice. There are two live demonstration webinars coming up on 
April 11 and April 24. While the demonstration webinar is free, participants must 
register. Go online to www.acponline.org/running_practice/pcmh/help.htm.

Dr. Robert T. Means Jr., profes-
sor of internal medicine and executive 
vice dean at the University of Kentucky 
College of Medicine, was installed as 
the 66th president of the Southern So-
ciety for Clinical Investigation (SSCI) 
at its annual meeting in New Orleans.

Founded in 1946, the SSCI seeks 
to recognize and advance academic 
excellence and to support the develop-
ment of young investigators. Member-
ship is by election, based on evidence of 
academic attainment and commitment 
to research and teaching. 

UK professor installed as president 
of regional society

Who’s On Board?

The core team pushing for the broad adoption of a PCMH model 
has been the four major primary care organizations: American 
Academy of Pediatrics, American Academy of Family Physicians, 
American College of Physicians, and the American Osteopathic 
Association. They are joined by 19 other national organizations 
that support the principles of the medical home model.

In addition, the Patient-Centered Primary Care Collaborative (PCPCC) 
is a coalition of more than 260 patient advocate groups, major 
employers, health plans, and physician membership organizations 
that have joined to advance the patient-centered medical home. 
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Kindred Healthcare understands that when people are discharged 
from a traditional hospital, they often need continued care in order 
to recover completely. That’s where we come in.

Kindred offers services including aggressive, medically complex care, 
intensive care and short-term rehabilitation.

Doctors, case managers, social workers and family members don’t 
stop caring simply because their loved one or patient has changed 
location.  

Neither do we.

Come see how we care 
at continuethecare.com

Recovery doesn’t always happen overnight.
Dedicated to Hope, Healing and Recovery

NATIONALLY, KINDRED CARES FOR PATIENTS IN:  LONG-TERM ACUTE CARE HOSPITALS  •  NURSING AND REHABILITATION CENTERS  •  INPATIENT REHABILITATION HOSPITALS
TRANSITIONAL AND SUBACUTE CARE  •  ASSISTED LIVING  •   CONTRACT THERAPY SERVICES  •  HOME CARE  •  HOSPICE

CONTINUE THE CARE

Christian Care Communities 
Christian Care Communities has named Chris 
Greeley, PHR as human resources manager.

D. Scott Neal, Inc. 
Derek Hernquist is portfolio manager for wealth pres-
ervation at D. Scott Neal. Inc.

Luckett & Farley 
Luckett & Farley promoted Thomas Hammer, AIA, to 
director, healthcare. 

Owensboro Medical Health System
Dr. David Danhauer has joined Owensboro Medical 
Health System as chief medical information off icer.    

Passport Health Plan 
Passport Health Plan has appointed Dr. James 
Mumford to the position of medical director. 

University of Kentucky
Anne Policastri, a University of Kentucky College 
of Pharmacy alumnus and clinical assistant profes-
sor in the college, has been named executive vice 
president for the Kentucky Health System Phar-
macists (KSHP).  

GREELEY HERNQUIST

POLICASTRI

P E O P L Ein brief
University of Louisville School of Medicine 
Monica Ann Shaw, M.D., F.A.C.P., professor of 
medicine, has been named associate dean for medi-
cal education at the University of Louisville School 
of Medicine. 

Jill Suttles, Ph.D., has been named associate dean 
for faculty affairs at the UofL School of Medicine. 

W. Daniel Cogan, Ed.D., is the new assistant dean 
for continuing health sciences education at UofL.

Monica Ann Shaw, M.D., F.A.C.P., professor of 

Jill Suttles, Ph.D., has been named associate dean 
for faculty affairs at the UofL School of Medicine. 

SUTTLESSHAW

COGAN

MUMFORD

HAMMER DANHAUER

To Submit to People In Brief
Each month, Medical News recognizes newly hired or promoted 

professionals who work in the business of healthcare in Kentucky or 
Southern Indiana. To be considered, the employee must work in or 
directly support a healthcare business. Listings will be published in 
order of receipt as space allows and not all photos will be published.

Please submit a brief description and high resolution color 
photo saved as jpeg, tif or eps (pdfs will not be accepted) via email to 
Melanie@IGEMedia.com.
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N E W S in brief

The University of Louisville is 
admitting students to a new master’s 
degree program that combines public 
health and urban planning. 

Designed to educate future profes-
sionals about how infrastructure and 
design affects the health and well-be-
ing of the community, graduates of the 
program receive two degrees: Master 
of Urban Planning (MUP) and Master 
of Public Health (MPH). 

The MUP-MPH program prepares 
students for careers in urban design and 
health, urban public health planning 
and development, urban sustainability 
and health planning and policy.

The program is a collaboration of 
the MUP program in the College of 
Arts and Sciences Department of Ur-
ban and Public Affairs and the MPH 
program in the School of Public Health 
and Information Sciences (SPHIS). It 
was developed as a project of Louis-
ville’s Putting Prevention to Work 
grant awarded to the Mayor’s Healthy 
Hometown Movement. The grant was 
awarded by the U.S. Department of 
Health and Human Services in 2010 
through the federal stimulus program. 
UofL received $135,301 to create the 
joint degree.

UofL dual degree supports 
community health effort

D e b r a  M o s e r , 
professor at the Uni-
versity of Kentucky 
College of Nursing 
and director of the 
Center for Behavioral 
Research on Self-

Management of Cardio-
pulmonary Diseases, recently received 
the 2012 Distinguished Researcher 
award from the Southern Nursing 
Research Society. The Distinguished 
Researcher Award recognizes the 

contribution of an individual whose 
established program of research has 
enhanced the science and practice of 
nursing in the Southern region.

Moser’s program of research at 
UK has been continually funded since 
1989 and is focused on improving 
outcomes of people with, or at risk 
for, cardiovascular disease through 
improvement of psychological well-
being and quality of life, and enhanc-
ing self-management. 

UK professor named Distinguished 
Nurse Researcher 

Central Baptist Hospital is the f irst 
healthcare facility in the United States 
to receive the American Heart Associa-
tion’s Mission: Lifeline® Heart Attack 
Receiving Center Accreditation. 

The accreditation program — 
sponsored by the American Heart As-
sociation and the Society of Chest Pain 

Centers—recognizes centers that meet 
or exceed quality of care measures for 
people experiencing the most severe 
type of heart attack, ST-elevation myo-
cardial infarction (STEMI), in which 
blood f low is completely blocked to a 
portion of the heart.

Lexington hospital first to receive 
new AHA accreditation 

The Louisville Medical Center 
Federal Credit Union announced a 
name change and new branding iden-
tity for the 59-year old credit union 
serving members in the Kentuckiana 
healthcare community.

“We dropped the word ‘Center’ 
from our name to better ref lect our 
f ield of membership which reaches be-
yond the Louisville downtown medical 
center,” said Ray Kirkland, president, 
Louisville Medical Federal Credit 
Union (LMFCU). “It has always been 
our mission to serve those who work 
in hospitals, medical facilities and 

other healthcare-related organizations 
throughout the 7-county metro area, 
not just the downtown area. We feel 
this name change better supports our 
growing membership base.”

The LMFCU is the only local cred-
it union chartered to exclusively serve 
healthcare employees, retirees and im-
mediate family members, who reside or 
work in Bullitt, Jefferson and Oldham 
(Ky.) counties and Clark, Floyd, Har-
rison and Scott (Ind.) counties. 

Now serving more than 40 health-
care organizations, LMFCU is looking 
to serve new groups at hospitals, phar-
macies, physician and dental practices, 
retirement and nursing home commu-
nities, as well as medical non-profit or-
ganizations and associations through-
out Kentuckiana.

“We’re here -- for those in healthcare,” 
is the new tag line created by Group 
Nine Marketing, a full-service adver-
tising and marketing agency in Lou-
isville. The tag line, along with a new 
logo and brand identity is scheduled to 
launch during the f irst quarter of 2012.

New name/tag line for healthcare 
credit union 

The Daymar College Associate 
Degree in Nursing (ADN) program, 
based in Owensboro, Ky., has been 
notif ied by the National League for 
Nursing Accrediting Commission 
(NLNAC) of qualif ication for candi-
dacy for accreditation. 

The achievement marks contin-
ued progress toward accreditation for 
Daymar’s ADN program, which is 
currently offered at the college’s Ow-
ensboro campus.

Individuals who earn an ADN can 
qualify to work as professional nurs-
es in hospitals, healthcare providers’ 
off ices, nursing facilities and home 
healthcare centers. The NLNAC’s ac-
creditation process requires schools 
to meet a variety of strict require-
ments and graduate their f irst class of 
ADN students before accreditation is 
granted. High levels of opportunity 
for student learning and achievement 
are emphasized.

Daymar nursing program moves 
toward accreditation

Society for Vascular Surgery mem-
ber, Stephen Self, M.D., of Louisville, 
Ky., volunteered to spend two weeks 
treating wounded American soldiers 
transported from Afghanistan to 
the U.S. Army’s Landstuhl Regional 
Medical Center (LRMC) in Germany.

For two weeks, Dr. Self applied 
his vascular surgery skills to help 
wounded warriors. Dr. Self ’s volunteer 

service at LRMC extended from Janu-
ary 22 through February 4, 2012. 

As the largest American hospi-
tal outside the United States, LRMC 
is an American College of Surgeons 
Level 1 Trauma Center. Since 2001, 
the medical staff at LRMC has treat-
ed more than 64,000 patients from 
Operation Enduring Freedom and 
Iraqi Freedom. 

Local surgeon returns from treating 
wounded soldiers

Debra Moser

Roy Kirkland

www.MedicalNews.md
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By Cindy Sanders

“The biggest threat that we have to-
day is the stability of the public health 
system itself,” declared Georges C. 
Benjamin, M.D., FACP, FACEP(E), ex-
ecutive director of the American Public 
Health Association.

He doesn’t make the statement 
lightly. Benjamin, who has held his 
APHA position since 2002, has watched 
funding shrink in the face of increas-
ing demand during the country’s recent 
economic woes. “Since about 2008 or 
so, if you look at the numbers from 
state and local associations, we have 
lost at least 49,000 people across the 
country – that’s in the governmental 
public health workspace.”

The decrease in manpower has been 
coupled with a decrease in funds, and 
more proposed cuts are slated for the 
coming year despite the call for the pub-
lic health system to take an increasingly 
prominent role as part of the Affordable 
Care Act (ACA). 

In response to President Obama’s 
proposed budget for f iscal year 2013, 
which was released in mid-February, 

Benjamin said, “APHA recognizes to-
day’s tough economic environment, but 
in the midst of fundamentally transform-
ing our nation’s health system to empha-
size disease prevention and wellness, now 
is not the time to underinvest in our al-
ready underfunded, overburdened public 
health system.”

Enumerating the obesity epidemic, 
inf luenza outbreaks, food-borne ill-
nesses, continued tobacco usage and a 
host of other ongoing issues, Benjamin 
pointed out, “The health threats have 
not gone away.” 

He added, “The public health com-
munity is still in its infancy in many 
ways trying to address our new focus on 
chronic diseases.” Benjamin said this pre-
vention and management focus is expect-
ed to intensify now that the baby boom 
population has begun entering the senior 
years when healthcare needs typically in-
crease. He added the demographic group, 
of which he is a part, carries with it past 
behaviors that haven’t proven to be con-
ducive to achieving optimal health.

Second Wave of Need
While most healthcare experts an-

ticipate the shock to the system caused 
by the baby boomers, Benjamin said it 
doesn’t end there. He expects a second 
wave of need as today’s youth, who are 
growing up sicker thanks in large part to 
the obesity epidemic, hit the system like 
an aftershock.

ACA, he noted, has helped focus ef-
forts toward prevention. However, the 
will to fund that focus remains in doubt. 
“The healthcare industry spends $2.7 
trillion, approximately, on health (annu-
ally) … only about 3 percent of that is on 
prevention. We’ve always been under the 
belief that we’ve underinvested in public 
health,” he said. 

Adding to the frustration has been 
the intent in Congress to pay for the 
temporary ‘doc fix’ by using designated 
prevention funds. “It’s like neglecting 
something and then paying to fix it. That 
doesn’t make sense to cut prevention to 

fund acute care,” Benjamin said.

Blueprint for Moving Forward
Although stable funding is a key 

concern, Benjamin was quick to say 

money alone isn’t the sole answer to the 
nation’s public health issues. “The chal-
lenge we’ve had is how do we invest in 
public health and prevention in a way 
that is strategic and begins to address 
the needs of the public.” 

To that end, he said ACA offers a 
blueprint moving forward with a heavy 
emphasis on more robust office visits 
through the Medicare provision to cover 
annual exams. Now physicians are be-
ing given the opportunity not only to 
engage patients in discussions about to-
bacco cessation, nutrition, physical ac-
tivity and alcohol and drug use but also 
to have a means to receive compensation 
for that time. The intent, he said, is to 
view patients more holistically. 

Benjamin noted the National Pre-
vention, Health Promotion & Public 
Health Council, led by the U.S. Surgeon 
General, is an example of strategically 
aligning government agencies to coordi-
nate the message and reduce the waste of 
duplicative activities. The workgroup, 
which released the National Prevention 
Strategy last June, included members 
from beyond the traditional health-ori-

ented government departments, includ-
ing Transportation, Labor, Education, 
Agriculture, the Federal Trade Commis-
sion and the Environmental Protection 
Agency. The broad spectrum of repre-
sentation, noted Benjamin, was in rec-
ognition that “health begins long before 
you get to the doctor’s office.”

Benjamin said there has, at times, 
been a schism between hospitals, phy-
sicians, and the public health system. 
Instead, he noted, working together has 
the potential for both cost savings and 
improved outcomes. A critical compo-
nent, he continued, is changing social 
determinants, which is an area where 
public health officials could really assist 
their counterparts in hospitals and pri-
vate practices.

“ACOs will simply become HMOs 
with another name if we don’t effective-
ly engage the public health system,” he 
said. “And that means transforming the 
payment system so that we’re paying for 
outcomes and not just piecemeal care.” 

Preparing for the onslaught
Public health braces for increasing need, decreasing funds.

Save the Date 
There are a number of key 
dates coming up on the 
public health calendar. 
For a complete schedule 
of activities, go online 
to www.apha.org. 

•	 April	2-8:	National	
Public Health Week 
2012 (www.nphw.org)

•	 June	26-28:	APHA	Midyear	
Meeting	in	Charlotte,	N.C.

•	 Oct.	27-31:	140th	Annual	
Meeting & Exposition 
in San Francisco 

Now physicians are being 

given the op portunity not 

only to engage patients in 

discussions about tobacco 

cessation, nu trition, physi-

cal activity and alcohol and 

drug use but also to have 

a means to receive com-

pensation for that time. 

Continued on page 10

“The challenge 

we’ve had is how 

do we invest in 

public health 

and prevention 

in a way that is strategic 

and begins to address the 

needs of the public.” 

–Georges C. Benjamin, M.D., 

FACP, FACEP(E), executive 

director of the American 

Public Health Association
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The Society for Thoracic Surgeons 
(STS) developed a comprehensive rat-
ing system for the quality of cardiac 
surgery among hospitals throughout 
the country. Approximately 12 to 15 
percent of hospitals received the “3 
star” rating, which denotes the highest 
category of quality. 

In the current analysis of nation-
al data covering the period from July 
2010 to June 2011, the cardiac surgery 
performance at St. Elizabeth Health-

care was found to lie in this highest 
quality tier, thereby receiving an STS 
3-star rating. This represents the third 
year in a row St. Elizabeth has received 
this distinguished honor. 

St. Elizabeth Healthcare oper-
ates six facilities throughout Northern 
Kentucky—St. Elizabeth Covington, 
St. Elizabeth Edgewood, St. Eliza-
beth Falmouth, St. Elizabeth Flor-
ence, St. Elizabeth Fort Thomas, and 
St. Elizabeth Grant.

St. Elizabeth Healthcare rated 
among nation’s best Event: Dr. Regina Herzlinger

Info: One of HealthEnterpriseNetwork ’s most requested speakers is coming 
back to Louisville after two years since her last local appearance. Dr. Regina 
Herzlinger, dubbed by Money magazine as the “godmother” of consumer-driven 
healthcare and listed by Modern Healthcare as one of the nation’s 100 most pow-
erful people since 2003, will be back in Louisville for an exclusive event. 
Date: Wednesday, April 4, 2012
Time: 7:30 a.m. - 8 a.m. registration, breakfast and networking,   
8 a.m. - 9:15 a.m. program
Location: The Olmsted, 3701 Frankfort Ave., Louisville, Ky., 40206
Cost: $60 members; $75 non-members; $25 full-time students; table sponsor 
$500 (includes tickets for eight) 
To register: email: Register@HealthEnterprisesNetwork.com or call: 502-625-0179

Event: Mergers & Acquisitions: Navigating Multiple Technologies
Info: The road after a merger or acquisition is a diff icult one to navigate with 
obstacles at every juncture. This is especially true in the arena of information 
technology where management teams possessing a deep technical understand-
ing of the project must work closely together to ensure the sound integration of 
multiple systems into a strong operating unit. 
Conf irmed speakers include Tom Wittman, regional chief information off icer, 
Catholic Health Initiatives and Jackie Lucas, vice president and CIO, Baptist 
Healthcare System. Jim Seiffert, member, Stites & Harbison PLLC, will serve 
as moderator.
Date: Wednesday, April 18, 2012
Time: 7:30 a.m. - 9:15 a.m.
Location: The Olmsted, 3701 Frankfort Avenue Louisville, Ky., 40206
To register: email: Register@HealthEnterprisesNetwork.com or call: 502-625-0179

Event: The 2012 MediStar Awards
Info: The MediStar Awards is the region’s premier venue for recognizing excel-
lence in the business of healthcare. MediStar Awards features substantial net-
working with more than 500 healthcare professionals and executives along with 
the presentation of eight awards to the “best of the best” in our region.
Date: Tuesday, May 22, 2012
Time: 4:30 p.m. networking; 5 p.m. awards; 6 p.m. cocktail reception
Location: Hyatt Regency Hotel, Regency Ballroom, Louisville, Ky.
Cost: $50 individual; $500 sponsored table of 10
To register: www.medistarawards.com/tickets
Learn more: www.medistarawards.com

Thirty one local health charities 
came together recently to recognize 
their most dedicated volunteers at the 
15th Annual Champions in Health 
Awards Celebration. The highest hon-
or of the evening went to E. Joseph 
Steier III, president and CEO of Sig-
nature Health CARE, LLC. Steier was 
presented with the 2012 Champion in 
Health Leadership Award for his com-
mitment to push the healthcare indus-

try to pursue higher standards of care. 
Cheri Hauber, a dedicated advo-

cate for Ovarian Awareness of Ken-
tucky and an ovarian cancer survi-
vor, was named OAK’s Volunteer of 
the Year. Hauber works with future 
healthcare professionals through the 
Survivors Teaching Students program 
at the University of Louisville and 
University of Kentucky. 

Local health charities   
recognize volunteers 

Continued from page 9

Community-based Solutions
Benjamin said population-based 

strategies and community-based solutions 
are a critical component of improved out-
comes. Using the example of increasing 
physical activity, Benjamin said solutions 
might include fixing the jungle gym at 
the local elementary school, opening the 
high school gym outside of school hours 
to host an exercise class and having a 
church bus pick up neighbors to transport 
them to the class, or paying for a security 
person to patrol the local mall before the 
workday starts so people could walk no 

matter what the weather. 
“That’s where public health can help 

the healthcare community do their jobs bet-
ter for the patient’s benefit,” he said. “Many 
medical care people would not see those as 
health problems, but they are because they 
are barriers to getting your patients to fol-
low your clinical advice,” he added.

 “This is a nation that pays for what it 
wants,” Benjamin concluded of finding a 
way to fund programming and infrastruc-
ture despite economic pressures. Whether 
the will exists to invest in public health 
and prevention remains to be seen.

Event calendar
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By Melanie Wolkoff Wachsman

The results are in. Based on a recent sur-
vey of wellness program participants, health 
technology company incentaHEALTH 
found that individuals are increasingly 
turning to mobile phones and social media 
sites to help make wellness easier for them.

Looking to gauge the role that social 
media plays in wellness programs, Denver-
based incentaHEALTH surveyed more 
than 2,000 employee participants in its 
wellness programs.

The Facebook/Wellness Connection 
For example, 80 percent of survey re-

spondents are looking at text messages on a 
daily basis. More than 91 percent of respon-
dents indicated they use Facebook. This 

provides a great opportunity to utilize the 
social media site as a tool to help make well-
ness more fun and engaging. Facebook gives 
a window into people’s everyday lives, and 
the connected nature of the site can help 
spread a culture that focuses on healthy be-
havior and wellness within the workplace—
thus increasing the likelihood of employee 
participant success. 

“Based on the patterns we’re seeing 
from the survey results over these past two 
years, we have added features like “Brag to 
Facebook” that let our customers share the 
details of their wellness progress to their 
closest friends,” commented Todd Mc-
Guire, co-founder and chief technology of-
ficer of incentaHEALTH. “We weren’t sure 
if people would really want to reveal things 
like their amount of weight loss and before 

and after photos, but they do. Anything that 
creates some social accountability is going to 
help people stay on track.

“Since one of the key principles of well-
ness is behavior change, it’s apparent that 
the social nature of products like Facebook 
can be harnessed to help people become 
more engaged in their wellness programs, 
and more successful as they try to improve 
their health,” McGuire continued. 

According to the New England Journal 
of Medicine, social media networks strongly 
influence individual behavior. With social 
media becoming more and more a part of 
the average person’s everyday life, wellness 
programs that utilize these mediums can 
improve employee engagement and help 
participants get support, stay connected—
and reach their weight loss goals.

Social media’s role in success of wellness programs 
More than 70 percent of survey respondents want wellness 
information and tips delivered on-the-go.

Facebook gives a window into 

people’s everyday lives, and 

the connected nature of the 

site can help spread a cul-

ture that focuses on healthy 

behavior and wellness within 

the workplace—thus increas-

ing the likelihood of employee 

participant success.

BUY TICKETS NOW

Visit www.medistarawards.com for more info.

Buy Your Tickets Now!
The 2012 MediStar Awards

Tuesday, May 22, 2012
Hyatt Regency Hotel, Regency Ballroom, Louisville, Ky.
4:30 p.m. networking; 5 p.m. awards; 6 p.m. cocktail reception
$50 Individual; $500 Sponsored table of 10
To register: www.medistarawards.com/tickets.html
Learn more: www.medistarawards.com

Established by Medical News in 2007 as the region’s premier
venue for recognizing excellence in the business of healthcare, the

MediStar Awards feature substantial networking with more than 500
healthcare professionals and executives along with the presentation
of eight awards to the “best of the best” in our region. The MediStar

Awards is an exclusive event in our region.
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L E A D E R S H I PHEALTH IT

By Melanie Wolkoff Wachsman

Data is quickly becoming one of the 
health industry’s most treasured com-
modities, but is it safe? 

According to a new report released 
by the Health Research Institute at PwC 
US, a majority of health organizations 
are under-prepared to protect patient 
privacy and secure data as new uses for 
digital health information emerge and 
access to confidential patient informa-
tion expands. 

Security Controls Need Updating 
Old privacy and security controls no 

longer suffice to comply with existing 
privacy laws and patient consent agree-
ments, says PwC. Health organizations 
need to update practices and adopt a 
more integrated approach to ensure that 

patient information doesn’t fall into the 
wrong hands.

In its report entitled Old data learns 
new tricks: Managing patient privacy 
and security on a new data-sharing play-
ground, PwC says that existing privacy 
and security controls have not kept pace 
with new realities in healthcare such as: 
increased access to information in elec-
tronic health records; greater data col-
laboration with external partners and 
business associations; the emergence of 
new uses for digital health information 
to improve the quality and cost of care; 
and the rise of social media and mobile 
technology to better and more eff icient-
ly manage patient health. 

Survey Results 
A recent nationwide PwC Health 

Research Institute survey of 600 ex-

ecutives from U.S. hospitals and physi-
cian organizations, health insurers, and 
pharmaceutical and life sciences compa-
nies found:
•	Theft accounted for 66 percent of

total reported health data breaches 
over the past two years. Also, medi-
cal identity theft appears to be on the 
rise. More than one third (36 percent) 
of provider organizations (hospitals 
and physician groups) confirmed that 
they have experienced patients seek-
ing services using somebody else’s 
name and identification.

•	More than half (55 percent) of health
organizations surveyed have not ad-
dressed privacy and security issues 
associated with the use of mobile 
devices, and less than one-quarter 

have addressed privacy and security 
implications of social media.

•	More than half (54 percent) of
health organizations surveyed re-
ported at least one issue with in-
formation privacy and security over 
the past two years.

•	The most frequently reported issue
among providers was the improper 
use of protected health information by 
an internal party. Over the past two 
years, 40 percent of providers reported 
an incident of improper internal use of 
protected health information.

•	The most frequently reported issue
among health insurers and pharma-
ceutical and life science companies 
was the improper transfer of f iles 
containing personal health infor-

Managing patient privacy and security        
on a new data-sharing playground 
Health industry under-prepared; risk of data breaches rise.

Continued on page 14

Over the past two years, 40 

percent of providers report-

ed an incident of improper 

internal use of protected 

health information.

Because of lack of aware-

ness or training, breaches 

can result easily and with 

greater probability from 

mishandling of paper docu-

ments, people talking in the 

elevator, or comments made 

via social media channels.

Over half of healthcare organizations have 
experienced a privacy/security issue

In the last two years, has your 
organization experienced a privacy/

security-related issue?

Respondents 
reporting 
at least one 
issue

Respondents 
reporting 
they do not 
know

Average number of privacy/security issues 
experienced in the last two years

Source: PwC Health Research Institute privacy and security survey, 2011

Source: U.S. Department of Health 
and Human Rights Services Office for 
Civil Rights, accessed June 27, 2011, 
http://www.hhs.gov/ocr/privacy/hipaa/
administrative/breachnotificationrule/

breachtool.html.

Providers  Health 
Insurers 

Pharma/LS Total

1.5  

1.1

0.7

1.2
46%

54%
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mation to unauthorized parties. 
      Over the past two years, one in 

five (21 percent) pharmaceutical and 
life sciences companies and one in 
four (25 percent) of health insurers 
improperly transferred files contain-
ing protected health information.
“Although paper-based health infor-

mation breaches must now be disclosed 
under the breach notif ication provision 
under the HITECH Act, electronic data 
breaches occur three times more fre-
quently and affect 25 times more people 
when they occur,” said James Koenig, 
director and co-leader, Health Infor-
mation Privacy and Security Practice, 
PwC. “Most breaches are not the result 
of IT hackers, but rather ref lect the in-
crease in the risks of the knowledgeable 
insider related to identity theft and sim-

ple human error–loss of a computer or 
device, lack of knowledge or unintended 

unauthorized disclosure.” 

Creating a Culture of Confidentiality
PwC’s research found that there is 

considerable concern for the “knowl-
edgeable insider.” On average, improper 
use of personal health information by an 
internal party was the leading privacy/
security issue experienced by healthcare 
organizations over the last two years. 
Because of lack of awareness or train-
ing, breaches can result easily and with 
greater probability from mishandling of 
paper documents, people talking in the 
elevator, or comments made via social 
media channels. 

In addition, risks of data breaches 
and the complexity of consent agree-
ments rises when information is shared 
with business associates, the source of 

more than half of reported health data 
breaches affecting more than 11 million 
people since 2009. PwC’s survey found: 
•	More than half of healthcare or-

ganizations allow access to social 
networking while at work; less than 
half have a policy covering the use 
of social media outside of work. 

•	 Less than half (37 percent) of health
organizations surveyed incorporate 
approved uses of mobile devices and 
social media as part of company pri-
vacy training.  

•	Only 58 percent of providers and 41
percent of health insurers say they 
include the appropriate use of elec-
tronic health records (EHR) as part 
of employee privacy training.

•	Only 36 percent of health organi-
zations perform a pre-contract as-
sessment of their business associates 
such as business partners and vendors, 
and just 26 percent conduct post-con-
tract compliance assessments. 

Opportunity and Risks of Sharing Info
Digitized health data is becoming 

one of the most highly valued assets in 
the health industry, and, according to 
PwC, all kinds of organizations are now 
converging around the shared use of the 
information to enable new care delivery 
models such as Accountable Care Orga-
nizations, outcomes-based reimburse-
ment and the advance of wellness, pre-
ventive and personalized care.

Organizations also are discovering 
the potential in secondary uses of the 
information beyond treating patients, 
such as in clinical studies, post-market 
surveillance of drugs and the develop-
ment of new products and services to 
better understand patient health and 
behaviors. Yet PwC found that while 
many organizations are sharing infor-
mation, the complexity of consent fur-
ther increases and few organizations 
have established proper restrictions and 
consent agreements to control proper 

Continued on page 15

Continued from page 13

More than half (55 percent) 

of health organizations sur-

veyed have not addressed 

privacy and security issues 

associated with the use of 

mobile devices, and less 

than one-quarter have ad-

dressed privacy and security 

implications of social media.

What uses do you have for the HITRUST alliance 
privacy/security framework? Please select all that apply.

Health Insurers

Providers

Use as reference 
information only

Plan to use it to 
set standards and 
internal controls

Using as a way to 
qualify business 

associates

Not familiar with 
framework

Do not know

14%

9%

20%

25%

20%
22%

11% 10%

14%

35%

27%

24%

33%

46%

40%

Source: PwC Health Research Institute privacy and security survey, 2011

Pharma/LS
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access. PwC’s research found that:
•	Only 17 percent of providers, 19

percent of payers and 22 percent of 
pharmaceutical/life sciences com-
panies have a process in place to 
manage patients’ consent for how 
their information can be used.

•	Nearly three quarters (74 percent)
of healthcare organizations sur-
veyed said they already do or intend 
to seek secondary uses for health 
data; however, less than half have 
addressed or are in the process of 
addressing related privacy and secu-
rity issues.  

•	 Sixty-one percent of pharmaceuti-
cal and life sciences companies, 40 
percent of health insurers and 38 
percent or providers currently share 
information externally. Of those 
organizations that share data exter-
nally, only two in five pharmaceuti-
cal and life sciences companies (43 
percent) and one in four insurers 
(25 percent) and providers (26 per-
cent) have identif ied contractual, 
policy or legal restrictions on how 
the data can be used.

A New Integrated Approach 
PwC’s research found that the re-

cent increase in breach enforcement 
actions have prompted health organi-
zations to focus more on privacy and 
security, and that there is growing 
recognition of privacy and security 
compliance as central to maintaining 
a trusted brand.

“To protect patient trust and their 
own brand reputation, organizations 
need to go beyond minimum regula-
tory requirements and adopt an inte-
grated approach that combines pri-
vacy, security and compliance within 

a culture where all employees see them-
selves as champions of confidentiality 
and where privacy is part of the patient 
experience,” said Peter Harries, princi-
pal and co-leader, Health Information 
Privacy and Security Practice, PwC. 

Organizations with integrated ap-
proaches to privacy and security say that 
they have realized the benefits, including 
a significant increase in data security and 
a slight decrease in the number of privacy/
security issues, depending on the extent of 
their integration. 

The PwC Health Research Institute 
(HRI) surveyed more than 600 provider, 
health insurer, and pharmaceutical/life sci-
ences professionals on the privacy and se-
curity implications of the explosion of new 
data sources and uses in the healthcare in-
dustry. HRI also interviewed 25 chief pri-
vacy officers, chief information security of-
ficers, chief information officers, and other 
executives of healthcare organizations.
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tion beyond treating patients, 
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health and behaviors.

Continued from page 14

A full copy of PwC’s report on healthcare privacy and security and additional survey 
findings are available for download at www.pwc.com/us/HITprivacysecurity.

Of the 11 million people affected by data breaches, 
55% were affected by breaches involving business 
associates

Source: U.S. Department of Health and Human Services Office for Civil Rights, accessed June 27, 2011, 
http://www.hhs.gov/ocr/privacy/hipaa/administrative/breachnotificationrule/breachtool.html.

Individuals affected

6,043,372 (55%)

10,986,838
288

57

Breaches 
involving business 
associates (20%)

Total breaches 



P A G E  1 6     M E D I C A L  N E W S  •   A P R I L  2 0 1 2

H E A LT H  I T

By Sean Belanger

Fans of the Fox TV 
drama “House,” now in its fi-
nal season, may wonder why 
New Jersey isn’t known as 
The Mysterious Medical Mal-
adies State—it seems everyone 
who lives there has one.

Fortunately, they also have the fictional 
Dr. Gregory House, who makes up in diag-
nostic acumen what he lacks in charm and 
bedside manner.

Hugh Laurie’s acting talent isn’t the 
only reason the 2012 Guinness Book of 
Records ranks “House” the world’s most 
popular TV show. It’s as much because the 
premise is all too real.

Exciting Advances 
Many illnesses defy diagnosis and in-

genious specialists are few and far be-
tween. Which is why recent technologi-
cal advances in video conferencing are 
so exciting. Telemedicine is not just 
about more convenient meetings—it’s 
about saving lives. 

My corporation launched Stra-
tus Video last year to focus on honing 
that technology. We understand the 
life-changing potential of high-quality, 
on-demand video conferencing–our 
company provides video-relayed deaf in-
terpreting services to government agen-
cies and businesses across the country, 
including the Social Security Adminis-
tration, Boeing Corp. and Wal-Mart. 

On-demand, high-definition mo-
bile video conferencing solves life-or-
death problems, like the hospital patient 
in Georgia who needs to be seen by the 
specialist at the Mayo Clinic—fast.

How Telemedicine Helps
Telemedicine is also used to bring doc-

tors to far-flung rural communities; save 

travel time and money on consultations and 
team problem-solving; and even to have more 
experienced medical professionals offering 
guidance and instruction during procedures. 

Observation and reliable connections 
are critical when video conferencing is used 
in these ways. So continuing to refine and 
improve the tools will have far-reaching—
and very personal—effects.

Think about what happens when you 
see a patient. You look down their throat, 
and into their eyes and ears. What you see 
there gives you information about what’s 
wrong with them. The better the video 
relay system, the more reliable and trusted 
telemedicine becomes and, who knows, 
that could even lead to lower health insur-
ance premiums.

Sean Belanger is the chief executive offi-
cer of CSDVRS, a national video relay services 
provider for the deaf and hard-of-hearing.

In need of a house call?
Telemedicine is growing with advances in video conferencing.

Telemedicine is also used to 

bring doctors to far-flung rural 

communities; save travel time 

and money on consultations 

and team problem-solving; 

and even to have more expe-

rienced medical profession-

als offering guidance and 

instruction during procedures. 
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By Bryan Ehret

In a day and age 
where most peoples lives 
revolve around technol-
ogy, whether it’s iPhones, 
iPads, Facebook or Grou-
pon, would you ever think 
that something that you 

check your email on could one day save 
your life? Well, Louisville-based Mo-
bileMedTek is working on making this 
concept a reality.

The mobile health movement is 
growing at an exponential rate and will 
continue to do so as advancements in 
technology progress. The introduction 
of mobile medical applications—apps—
on the iPad has really caused a tremen-
dous push in the healthcare sector to 
streamline their existing practices. By 
utilizing these medical apps, test data 
can be viewed from remote locations, 
and a diagnosis can be made from a 
physician’s living room instead of at 
the hospital. This is not only improving 
patient care, but it’s also improving the 
eff iciency of the physician’s practice, as 
well as the physician’s lifestyle.  

These apps are great at streamlin-
ing the treatment process and allowing 
for much more f lexibility in a medical 
setting. One common theme among 
most of these apps is that they are what 
are classif ied as “viewer” apps. This es-
sentially means that they are viewing 
data from another source, be it a central 

server, or an existing piece of medical 
hardware. This is a great and simple way 
of gaining access to data and expanding 
the diagnosis hub outside the walls of 
the hospital.

Personal Note
Being married to a pediatric neu-

rologist at Kosair Children’s Hospital 
gives me an intimate view of how these 
medical apps impact a physician, as well 
as patient care. It also gives me a much 
closer look than most people at how ar-
chaic some of the medical equipment 
still is, even given these major techno-
logical advancements. This fact, along 
with the countless number of devastat-
ing stories I’ve heard at the dinner table, 
got my entrepreneurial juices f lowing. 

Approximately two and a half years 
ago I sat down with my business part-
ner, Trent Bashore, and we began to de-
sign a cutting-edge medical device that 
would incorporate the amazing features 
of these mobile medical apps, as well as 
eliminate this bulky archaic equipment 
and replace it with a sleek, self-con-
tained, highly portable device. At this 
point MobileMedTek was born. Our 
mission is as simple as the name sounds, 
mobilizing medical technologies. 

In an era where technology has be-
come so important, and not to mention 
portable, we wanted to eliminate this 
cumbersome equipment that is typically 
confined to the sterile walls of the hospi-
tal, and open it up to a broader audience 
to maximize its potential. Obviously the 
number one driving factor behind this 
business is drastically improving patient 
care. With the portability of our device, 
as well as features such as real time tech-
nology, results will be available instantly 
from anywhere in the world and a diag-
nosis can be made, and treatment can be 
initiated in minutes, not hours.

iPad Platform
We aren’t doing this alone, we have 

secured a highly sought after contract 
with Apple that allows us to develop 

custom medical hardware to work in 
tandem with their mobile devices. This 
contract took approximately six months 
to obtain, and there are only a hand-
ful of companies in the world allowed 
to develop medical hardware to partner 
with Apple devices. When we f irst got 
wind of the original iPad launch date 
and its feature list, we immediately saw 
the tremendous potential in the medi-
cal sector for a device like this. At this 
point, we knew we wanted the iPad to 
be our platform. 

Innovative Design 
We began designing a custom hard-

ware device that will incorporate f ive 
electrophysiological tests into a single 
unit, which will work in tandem with 
a custom software application on the 
iPad, iPhone or iPod Touch. This unit 
will be completely self-contained in-
cluding the hardware device, iPad and 
custom wiring harnesses, all inside a 
sleek, stealth-like case. The best part is, 
this entire device will have the footprint 
of a sheet of paper and be approximately 
4-inches thick. The unit will also not 
require a power cord during use, so the 
potential uses cases are significantly in-
creased. Outside of the typical hospital/
clinic uses, alternative uses will consist 
of home health, long-term care, disaster 
relief organizations, ambulances, rehab 
facilities and the U.S. Military. 

The initial phase of this device will 
target neurologists, however, this device 
can also be utilized in the ER and ICU, 
as well as in other specialties such as 
pain management and rehab. The driv-
ing force behind the development of this 
device is to dramatically improve patient 
care by streamlining the treatment pro-
cess through the integration of mobile 
medical apps and miniaturized equip-
ment. We feel that we have only scratched 
the surface as to what areas of medicine 
can be impacted by mobile medical apps 
and accompanying custom hardware.

There are two areas that typically 
go overlooked when developing medical 
devices, or mobile medical apps; prac-
tice eff iciency, as well as the physician’s 
lifestyle. Through integrating mobile 
medical apps with custom hardware, test 
times will be drastically reduced, there-
fore increasing the number of tests that 
can be performed on a daily basis, which 
ref lects directly on the bottom line of 
the practice. Also, through features like 
real time technology, physicians can 
avoid unnecessary trips to the hospital 
during dinner, or lengthy phone calls in 
the middle of the night. 

Improved patient care, a more eff i-
cient practice, and a better lifestyle? Yes, 
there’s an app for that!   

Bryan Ehret is president and CFO, 
MobileMedTek, LLC, in Louisville, Ky.

The iPad – a gateway to saving lives?
Mobilizing medical technology 
company thinks so.

The introduction of mo-

bile medical apps on the 

iPad has really caused 

a tremendous push 

in the healthcare sec-

tor to streamline their 

existing practices.
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A 3D rendering of MobileMedTek’s device showing the hardware, case and iPad app. 
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By Melanie Wolkoff Wachsman

What do owners of the iPhone, An-
droid, BlackBerry or some other smart-
phone have in common? A love for apps. 

Let’s face it, the variety and availability 
of smartphone applications has exploded in 
recent years, and it seems that everyone has 
a favorite. Medical News checked in with a 
few of our readers who shared with us their 
must-have apps.

Name: John Mandrola, 
M.D., cardiac electro-
physiologist

Employer: Louisville 
Card iolog y Group, 
which is part of Bap-
tist Medical Associates, 
Baptist Hospital East, 
Louisville Ky.

Favorite App: Evernote

Cost: Free

Where I use it: On all devices, mo-
bile or computer. I use an iPad, 
iPhone and MacBookPro. 

Why I like it: Evernote allows me to 
remember, catalog and synch impor-
tant information. Though not spe-
cifically medical, I use Evernote to 
mark important web pages or links. 
      Most doctors receive daily email 
notices of important medical news. These 
stories often come with links to studies or 
press reports. Evernote allows me to take a 
snapshot of a visited web site and log it into 
a specific notebook, say blood thinners, or 
ablation, or statins, or well, the list is end-
less. And once remembered and cataloged 
on Evernote, I can bring it up on any 
device, be it an iPad, iPhone or MacBook. 

It synchs stuff with a tap of a button. 
Never again will you sit back down to the 
computer and think, where was that page or 
link? Doing research on a problem or case—
just add links to notebook on Evernote. You 

can read it later on another device. 
Another cool feature of this virtual 

notebook is as a note taker. As a medical 
blogger, the ability to tap out an idea, save 
a picture or even dictate a message on Ever-
note is priceless. (It even comes with a ca-
pable word processor.) 

Bloggers see life as an endless field of 
possible blog posts. Thoughts pop in my 
head. I think, “Man that was cool; I have to 
write about that.” Now, I tap Evernote and 
make a note (or add a pic). And there it is 
later on another device. 

I highly recommend Evernote to medi-
cal professionals. In this age where profes-
sionals are besieged by constant and disorga-
nized information, Evernote offers a way to 
focus and catalogue the important stuff—a 
powerful tool indeed.

Name: Dr. Glenn Loo-
mis, president and CEO 

Employer: St. Eliza-
beth Physicians, 
Crestview Hills, Ky.

Favorite App(s): 
Writepad, Dropbox 
and BoardEffect

Where you use it: I use Writepad on my 
iPad, and Dropbox and BoardEffect on 
my iPad, iPhone and home computer. 

Cost: Writepad: $9.99; Dropbox is free 
for 2 GB usage; BoardEffect is free 
with a subscription to the company.

Why you like it: Writepad allows me to 
take handwritten notes, and it translates 
them into typed text. It has macros and 
other helpful tools that make it great for 
taking notes and keeping my many meet-
ings in clear and running tabulations.

Dropbox allows file sharing between all 
my devices and between groups 
of people. It’s great for keeping 
me and my assistant in synch.

Boa rd Ef fec t  a l lows  
board and committee pack-
ets to be uploaded and then 

the users can download it on their iPad and 
take notes. It’s very easy to use and efficient.

Name: Daniel 
Eichenberger, M.D., 
primary care physi-
cian and CPOE 
consulting physician

Employer: Physi-
cian Associates of 
Floyds Knobs LLC, 
Floyds Knobs, Ind. 

Favorite App: Drugs.com Pill Identifier

Where you use it: iPhone, iPad

Cost: Free

Why you like it: It is a very quick 
and easy way to identify pills patients 
bring in to the hospital or office in 
their pill containers. It allows me to 
verify it is what they are prescribed. 

With generics coming in many sizes, 
shapes and using different names from what 
patients are accustomed to seeing or hear-
ing, this app has identified and prevented 
several problems.

Name: Stephen Hens-
ley, M.D., gynecologist

Employer: St. 
Elizabeth Physicians, 
Women’s Health 
Cold Spring, Ky.

Favorite App(s): I know I am a geek 
but my two favorite apps (for now) are 
Words with Friends and the app for 
my electronic medical record (Epic). 

Where you use it: I use Words with 
Friends half and half on iPhone and iPad. 
The emir app I use only on the iPad.

Cost: Free

Why you like it: I use Words with Friends 
because I like playing my friends and rela-
tives, and I hope using a game like this 
will help ward off Alzheimer’s. I like using 
the emir because it makes my life easier.

Name: Christina Breit, 
M.D., physician

Employer: Dupont 
Internal Medicine, Jew-
ish Physician Group, 
Louisville, Ky.

Favorite App: Lose It

Where you use it: iPhone

Cost: Free

Why you like it: You’re able to track your 
food intake, your calories and exercise.

There’s an app for that?
Healthcare professionals share their must-have apps.

H E A LT H  I T
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By Matthew J. Hawkins

The healthcare industry has experi-
enced never-before-seen advancements in 
recent years because of ever-evolving and 
improved technology. We are witnessing an 
unprecedented evolution in the way care is 
managed and delivered, including e-pre-
scriptions, which create significant potential 
for a practice because of its ability to pre-
scribe medication electronically. Physicians 
are rewarded with immediate accuracy, ef-
ficiency and improved quality of care. 

Below are five reasons e-prescribing is 
the right move for your practice: 

1) E-prescribing adoption is not only re-
warded, but failing to do so is begin-
ning to be penalized. According to the 
American Medical Association (AMA), 
physicians who don’t adopt e-prescribing 
when eligible will face penalties starting 
in 2012. Eligible physicians are subject 

to a 1.5 percent Medicare payment re-
duction based on their 2013 Medicare 
Part B fee schedule amounts during the 
year. The penalty is 2 percent in 2014.

2) E-prescribing allows you to monitor 
patient adherence to medication more 
effectively, increasing quality of care. 
Many physicians say that one big advan-
tage of e-prescribing is that it increases 
their patients’ compliance to medication 
usage by simplifying the prescription-
filling process. 

Paper prescriptions may result in 
a breach in the patient care continuum 
because doctors have no accurate means 
of monitoring if patients have filled the 
prescription after the medication has 
been prescribed by paper. With e-pre-
scribing, however, a refill request goes 
directly from the doctor’s office to the 
pharmacy electronically and the practice 
gets an electronic confirmation that the 

pharmacy received the request and filled 
the prescription.

3) E-prescribing saves time and money. E-
prescribing streamlines the prescription 
process in many ways. First, the prescrip-
tion request is sent to the pharmacy with 
the click of a button. Second, pharmacists 
can see the e-prescription information on 
their computer, drastically reducing their 
chances of misreading the prescription. 
The need to call the doctor’s office for 
clarifications is also greatly reduced, if 
not eliminated. 
    Currently, 30 percent of all prescrip-
tions require pharmacy call backs, ac-
cording to the National Committee on 
Vital Health and Statistics (NCVHS). 
Considering that 3 billion prescriptions 
are filled in the U.S. every year, 900 mil-
lion calls result from pharmacies clarify-
ing information, which makes the time 
an average practice spends on the phone 
clarifying prescriptions staggering. 
    Unlike a paper prescription, an e-pre-
scription is clearly presented and comes 
with detailed information about the med-
ication, including dosage, side effects and 
medications with which the prescription 
may counteract. This ultimately helps 
doctors, pharmacists and patients prevent 
mistakes and lead to better patient care. 

4) Lost paper prescriptions become a 
thing of the past. Paper prescriptions 
can be misplaced or lost which, in a 
best-case scenario, is inconvenient for 
both the patient and the doctor. An even 
worse outcome of a lost prescription 
might include patients not refilling the 
prescription at all, possibly resulting in 
adverse health consequences. E-prescrip-
tions also reduce the possibility of fraud-
ulent behavior or illegally filled prescrip-
tions, because prescription requests can 
be sent directly to and be viewed exclu-
sively by the pharmacist. 

5) Patients want the convenience that 
e-prescriptions bring. As a society, we 
are entering a phase of patient empow-

erment – fueled by access to informa-
tion, improved care and convenience. 
A physician’s decision to e-prescribe 
demonstrates that the doctor is up to 
date on their medical methodologies for 
treating patients and is willing to make 
changes to benefit them. Physicians who 
e-prescribe enable patients to take full 
advantage of doctor-pharmacy technolo-
gy, gain important insight into prescrip-
tion information and select the location 
where patients want their prescription 
filled, so they can conveniently pick it 
up. These important capabilities benefit 
the patient and strengthen patients’ view 
of their physician’s technology practices. 

Technology is an ally that helps fa-
cilitate and improve practice efficiency and 
outcomes. E-prescribing is one of the many 
technological tools available to further those 
goals and allows practice leaders to spend 
more time doing what they need to do – car-
ing for patients. 

Matthew J. Hawkins is the CEO of 
Vitera Healthcare Solutions , based in 
Tampa, Fla. 

Five reasons e-prescribing benefits your practice
E-prescribing allows practice leaders to spend more time doing 
what they should do – caring for patients. 

Unlike a paper prescription, 
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dosage, side effects and 
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By Matt Haddad

Credentials manage-
ment has long been char-
acterized by the paper file. 
This is true whether we 
peer into the cramped back 
office of a small medical 
group or the endless file 

cabinets of a national health insurer. But, 
you may ask, is this really a serious threat 
to healthcare efficiency? The answer is de-
finitively affirmative. 

Patient care begins and ends with cli-
nicians. Who these providers are and what 
skills they possess directly determine the 
quality of patient care. Yet the healthcare 
industry hardly knows them. While the 
conventional credentialing process gath-
ers a fair amount of background informa-
tion, this information is typically only 
used to determine affiliation status. Once 
the affiliation decision is made, years may 
pass before the provider is re-examined. 
The gathered information sits dormant in 
a basement fireproof file cabinet, inacces-
sible and unusable. Even where software 
is utilized to record provider information, 

under these processes it is infrequently 
updated and immediately obsolete.

The Web-Based Credentialing Solution
With the advent of web services and 

other software innovations, the area of cre-
dentialing is poised for dramatic change. 
With real-time credentials information—
rather than updates which can arrive 
months or even years following changes 
to a provider’s credentials—healthcare 
organizations can ensure patient safety, 
decrease liability, and protect their insti-
tutions from financial harm. Continuous 
monitoring of provider credentials allows 
immediate, automated notification of any 
discrepancy in provider information as 
compared against trusted primary sources 
(e.g., DEA, State License Boards, etc.)—
and finally prepares healthcare organi-
zations to efficiently and inexpensively 
eliminate provider fraud in moments. 

So what exactly is web-based creden-
tialing? Web-based credentialing gener-
ally involves one or more of the following 
attributes: a provider portal allowing elec-
tronic submission of provider informa-
tion, a centralized provider data reposi-
tory, automated electronic verification 
of provider information against primary 
sources, virtual committee functionality 
and integration of provider information 
to upstream and downstream systems. 
Through these tools and improved pro-
cesses, efficiency and patient safety are 
simultaneously improved. 

Effecting Change
Changing established credential-

ing processes, like so many other areas 
in healthcare, is difficult to accomplish 
one facility at a time. If providers won’t 
complete online applications, accept a 
standardized electronic process, or allow 
collection and verification information 
to be centralized and shared, real change 
will not occur. It also won’t occur if pri-
mary sources don’t make their informa-
tion electronically available in real-time, 
or if data is not being automatically and 
continuously updated. To resolve these 

challenges, organizations interested in 
web-based credentialing need to formu-
late an effective implementation plan 
that involves comprehensive education 
and guidance afforded to both providers 
and organization employees. The advan-
tages of a web-based model must be dem-
onstrated, and adherence to electronic 
and online procedures and sources must 
be enforced.

Additionally, to accomplish a more 
comprehensive change to the industry 
conception of credentialing, there is not 
only a need for discrete organizations 
to reorganize but for regional collabora-
tion and/or government mandate to set 
new credentialing rules where necessary. 
While it seems easy to assume that a feder-
al mandate is the most compelling change 
methodology, it is often more practical to 
accomplish regional change through one 
or more state governments working to-
gether. It has, in fact, stated that health-
care is a regional activity marked by local 
custom and practice. 

This regional characteristic can be 
an advantage in improving credentialing 
processes by leveraging the inf luential 
plans, health systems and medical groups 
for specific market change. Through stan-
dardized processes of integration, regional 
credentialing methods will encourage par-
ticipation by both regional and national 
players without further inefficiency.

The Pillars of Credentialing Change
With expanding populations and ris-

ing consumer activism, healthcare safety 
legislation will continue demanding in-
creased provider qualification transparen-
cy. With real-time credentials transparen-
cy, just imagine the difference in patient 
safety that we will see in the next decade 
as web-based credentialing becomes the 
industry standard. It is already obvious 
that primary sources are increasingly in-
terested in putting verification data on-
line, and with the coming wave of new 
providers and healthcare employees, we 
have an Internet-driven and technology 
savvy user base available. The efficiencies 

of web-based credentialing will only be-
come more valuable and necessary as time 
passes, a fact that many healthcare orga-
nizations have already realized. 

To begin the transition toward web-
based credentialing as an industry stan-
dard, there needs to be a holistic view of 
the credentialing continuum. This view 
will feature web-based provider commu-
nication platforms to ensure accuracy and 
completeness, automated and continu-
ous primary source verification of all ele-
ments, web services integration between 
all stakeholders and a change of course in 
looking at credentialing as the foundation 
for quality care instead of relegating it to 
the basement. Only through this larger 
paradigm shift will organizations ensure 
the industry improvement that is so ar-
dently required.

Matt Haddad is CEO, Medversant 
Technologies, LLC.

Healthcare credentials management—      
the reality and the promise
Why and how the area of credentialing is poised for dramatic change.
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With real-time credentials 

information—rather than 

updates which can arrive 

months or even years follow-

ing changes to a provider’s 

credentials—healthcare orga-

nizations can ensure patient 

safety, decrease liability, 

and protect their institu-

tions from financial harm.

Five Attributes 
of Web-Based 
Credentialing

1. A provider portal allowing 
electronic submission of 
provider information.

2. A centralized provider 
data repository. 

3.	 Automated	electronic	
verification	of	provider	
information against 
primary sources.

4.	 Virtual	committee	
functionality. 

5. Integration of provider 
information to upstream 
and downstream systems. 
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His patients may not remember all the medicines 
they take. Fortunately, their electronic records do.

Dr. Stephen Besson knows just how valuable the 

Kentucky Health Information Exchange can be. Every 

day, with just one click of a button, he’s able to learn 

about his patients’ prescriptions, allergies and past 

medical procedures. “This helps me protect them 

against drug interactions. It helps me avoid ordering 

unnecessary tests. And it helps me quickly zero in 

on the right treatment option,” says Besson. You can 

enjoy the same benefi ts. Join our secure statewide 

exchange and see for yourself how your practice 

and patients can benefi t.

For a limited time, there are fi nancial incentives for your 
hospital or practice to join KHIE. Visit www.khie.ky.gov 
or call 502-564-7992 to learn more.

Dr. Stephen Besson
Harrison Memorial Hospital & 
Licking Valley Internal Medicine and Pediatrics

Dr. Besson_MedNews.indd   1 3/20/12   4:19:24 PM
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By Sarah Cronan Spurlock

A m i d s t  a n  o n g o -
ing national debate on 
healthcare reform, and 
with threats of shrinking 
reimbursement and rising 
healthcare costs looming 
large, healthcare provid-

ers continue to face many challenges 
that can have a significant impact on 
their bottom lines. The administrative 
burden and expense of keeping up with 
increasing demands for healthcare tech-
nology is one of these challenges. In the 
past few months, however, there has been 
an apparent recognition by government 
agencies that some of these technology 
demands–at least as initially conceived–
have proven to be overly ambitious. 

Included in the technology initia-
tives requiring significant attention 
from hospitals, physicians and other 
healthcare providers are efforts to 
achieve a “meaningful use” of certif ied 
electronic health records (EHR) and 
preparation for the switch to diagnosis 
and procedure codes under the Interna-
tional Classif ication of Diseases, 10th 
Edition, commonly known as ICD-10. 

But, the demands don’t stop there. 
Healthcare providers have been grap-
pling with upgrading systems to ac-
commodate HIPAA 5010 transaction 
standards as well, a move which is ne-
cessitated by the upcoming transition 
to ICD-10 codes. Implementing EHRs 
and preparing for changes in billing and 
coding are costly and time-consuming 
endeavors. Even for those who have pri-
oritized their technology efforts, many 
have found that the time and expense 
is too great to accomplish the objectives 
within the previously required time-
frames. For those providers, recent an-
nouncements from the U.S. Department 
of Health and Human Services (HHS) 
may provide some welcome relief. 

Three Stages of Meaningful Use
Meaningful Use refers to healthcare 

providers’ ability to demonstrate use of 
a certified EHR for certain functions 
aimed at improving patient care while re-
ducing medical errors and costs. Achiev-
ing compliance with Meaningful Use 
requirements makes qualifying profes-
sionals and hospitals eligible for finan-
cial incentive payments in connection 
with government EHR incentive pro-
grams. Medicare uses a carrot and stick 
approach. It offers incentive payments 
for demonstrating Meaningful Use of a 
certified EHR within a specified time-
frame, while those providers who fail 
to achieve Meaningful Use by 2015 risk 
cuts to Medicare reimbursement. 

Medicare’s Meaningful Use require-
ments are being implemented in three 
stages, with incentive payments possible 
for up to four or f ive years, depending 
on the type of provider and the year in 
which the provider f irst demonstrates 
Meaningful Use. Under the initial time-
line, providers who attested to Stage 1 
Meaningful Use in 2011 would be re-
quired to attest to Stage 2 standards by 
2013, while those who attested to Stage 
1 Meaningful Use in 2012 had until 
2014 to attest to Stage 2. On March 7, 
2012, the Centers for Medicare & Med-

icaid Services published its proposed 
rule on Stage 2 Meaningful Use in the 
Federal Register. In addition to setting 
measures for Stage 2, the proposed rule 
revises Stage 1 objectives and gives pro-
viders who attested to Stage 1 Meaning-

ful Use in 2011 additional time, until 
2014, to reach Stage 2. 

Welcomed Relief
The delayed implementation date 

for Stage 2 Meaningful Use is not 
the only delay we have seen in recent 
months. On February 16, 2012, HHS 
announced that it will be delaying the 
date for compliance with ICD-10 codes. 
That announcement came on the heels 
of the January 1, 2012 compliance dead-
line for implementing HIPAA 5010, 
which impacts the exchange of elec-
tronic information between healthcare 
providers and health plans for electron-
ic transactions such as claims payment, 
claims status inquiries, and treatment 
authorizations, and is a prerequisite for 
the transition to ICD-10. According to 
the press release announcing the de-
layed compliance date, originally set for 

Keeping up with technology demands
Delayed deadlines for Meaningful Use and ICD-10 reflect 
overburdened healthcare providers.

H E A LT H  I T

Continued on page 23

 In addition to setting mea-

sures for Stage 2, the pro-

posed rule revises Stage 1 

objectives and gives provid-

ers who attested to Stage 1 

Meaningful Use in 2011 ad-

ditional time, until 2014, to 

reach Stage 2.

Implementing EHRs and pre -

paring for changes in billing 

and coding are costly and 

time-consuming endeavors. 

Even for those who have prior-

itized their technology efforts, 

many have found that the 

time and expense is too great 

to accomplish the objectives 

within the previously required 

timeframes.
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October 1, 2013, the decision appears to 
have been prompted by concerns about 
administrative burdens providers will 
face in the coming years. 

HHS Secretary Kathleen Sebelius is 
quoted as saying that HHS will “work 
with the provider community to reex-
amine the pace at which HHS and the 
nation implement these important im-
provements to our healthcare system.” 
The press release does not specify a new 
ICD-10 compliance date, but simply 
states that HHS will “announce a new 
compliance date moving forward.” 

In the wake of these announce-
ments, providers who have not yet start-
ed preparation for these changes would 
be wise to learn from the experiences 
of those who have. Eventually the com-
pliance dates will arrive, and it is clear 
that providers need to act now to allow 
sufficient time to meet these significant 
technology demands and avoid the risk 
of Medicare reimbursement cuts and 
costly payment disruptions.

Sarah Cronan Spurlock is an asso-
ciate with Stites & Harbison, PLLC, in 
Louisville, Ky.

Continued from page 22
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By referring to Hosparus early, your patients immediately 

benefit from our expert counseling, exceptional pain 

management, and compassionate care. This allows 

them to live each of their remaining days to the fullest. 

To learn more about Hosparus visit us on the Web.

1-800-264-0521  •  www.hosparus.org  •  A non-profit hospice organization

“Meaningful services for 
your meaningful use”

IT Services
•Hosted EMR, email, web sites, productivity tools
•Servers, phones, and desktops
•EMR Vendor neutral
•Onsite, hosted, or both
•Disaster Recovery Services

Benefits
•Fast track implementation
•No upfront costs
•No long term commitment
•Local references and support
•Fixed monthly fee

Tom Haselden
tom@ezoutlook.com
www.ezoutlook.com
800-219-1721  ext. 103
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Helen Overfield, American 
Diabetes Association 

Amanda Newton, JADAC 
David Laird, Jewish Hospital 

& St. Mary’s Healthcare
Sheila Virgin, Indiana 

Wesleyan University 
Jody Prather, M.D., Baptist 

Healthcare System
Mark Carter, Passport 

Health Plan
Stephen Payne, M.D.,  

Norton Healthcare  
Crime Victim Services, 
Elderserve

Michael W. Bukosky, University 
of Louisville Physicians

E. Joe Steier III,  
Signature Healthcare

Lisa Hinkle, McBrayer, 
McGinnis, Leslie & Kirkland

Fred Horlander,  
Clark Memorial Hospital

Charlotte Ipsan,  
Norton Healthcare

John A. Johnson, Jewish Hospital 
& St. Mary’s Healthcare

McBrayer, McGinnis, 
Leslie & Kirkland 

Home of the Innocents 
Nephrology Associates 

of Kentuckiana 
American Diabetes Association 
Kentuckiana Medical Reciprocal 

Risk Retention Group 
Parkinson Support Center 

of Kentuckiana
Gould’s Discount Medical
Norton Healthcare
Roberto Bolli, M.D., 

Jewish Hospital & St. 
Mary’s Healthcare

Susan Harkema, Ph.D., 
Frazier Rehab Institute  

John Carroll, Creative Strategies          
Supply Chain, UofL 

Hospital/James Graham 
Brown Cancer Center 

International Center for Long 
Term Care Innovation 

Governor’s Office of  
Electronic Health Information

Therese Sirles, Kosair 
Children’s Hospital

Jenny Branson,   
Norton Healthcare

Thomas Tabb, M.D., 
Norton Healthcare 

Vasti Broadstone, M.D., 
Floyd Memorial Joslin 
Diabetes Center Affiliate

Kelly Gunning,   
NAMI Lexington 

Lelan Woodmansee, Greater 
Louisville Medical Society

UofL Healthcare 
Trauma Institute

Parkinson Support Center 
of Kentuckiana

Baptist Hospital East
Foundation for a 

Healthy Kentucky
Scott Hedges, M.D.,  

Seven Counties Services 
Russell Travis, M.D., Cardinal 

Hill Rehabilitation Hospital 
Joe Rotella, M.D., Hosparus
Shiao Woo, M.D., James Graham 

Brown Cancer Center
Goetz Kloecker, M.D.,  
 James Graham Brown 

Cancer Center
Thomas Baeker, M.D., 

Commonwealth Cancer Center
Madonna Ringswald, DO, 

Baptist Hospital Northeast
Don Stevens, M.D.,  

Norton Cancer Institute

David Houghton, M.D., 
University of Louisville

Steven Glassman, M.D., 
Norton Healthcare 

Kerri Remmel, M.D., 
 University Hospital 

Stroke Center
Marsha Wilson, 
 Seven Counties Services, 

Center One 
Mary Haynes, Nazareth Home
The Recovery Mall at 

Eastern State Hospital 
Jewish Hospital & St. 

Mary Healthcare ER 
Wait Times Program 

Our Lady of Peace 
 “Peace for Parents” 

seminar series 
Frazier Rehab Institute 

Community Fitness and 
Wellness Program 

Participation Station – 
 A Peer Operated Center, 

NAMI Lexington 
Appriss, Inc.
Louisville Area Pediatrics 
Wellspring 
UofL Healthcare and 
 James Graham Brown 

Cancer Center Mobile 
Mammography Unit  

Floyd Memorial Spine Center
Louisville Water Company
Mark Slaughter, M.D., 

Jewish Hospital & St. 
Mary’s Healthcare 

Carol Fout-Zignani, 
Norton Healthcare

Patrick Lowe, D.C., 
 Lowe Chiropractic & Wellness
Training Institute Department, 

Seven Counties Services 
UofL Health Care and University 

of Louisville School of 
Nursing Residency Program 

UofL Pediatrics – 
Forensic Medicine

Norton Cancer Institute, 
Downtown Radiation Center

Donn Chatham, M.D., 
 Chatham Facial Plastic Surgery
Jay Davidson, The Healing Place
American Diabetes Association’ 

Live Empowered. African 
American Program

No One Dies Alone Program 
at Jewish Hospital & St. 
Mary’s Healthcare

Kentucky Appalachian 
Rural Rehabilitation 
Network, Cardinal Hill 
Rehabilitation Hospital

Wellspring, Phoenix Healthcare 
Center, Bridgehaven, JADAC 

UofL Health Care Patient and 
Family-Centered Care Program 

Christian Care Communities
In Every Language
Supplies Overseas
Color of Health web site 
Clark Memorial Hospital
UofL School of Dentistry 
Hand in Hand Ministries
Kosair Children’s Medical Center, 

designed by LMH Architecture 
Home of the Innocents, designed 

by Michael Koch & Associates
Cardinal Hill Rehabilitation 

Hospital Patient Care 
Addition, designed by 
Johnson Early Architects

University of Louisville 
School of Dentistry designed 
by Luckett & Farley 

Norton Cancer Institute, 
designed by Bittners

Congratulations 2012 MediStar Nominees

It’s not too late!
Visit	www.medistarawards.com	to	purchase	tickets
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By Colin Barry

Technical innovations 
in medicine have delivered 
stunning new capabilities 
for those providing direct 
patient care over the past 
few decades. But even to-
day, many aspects of ef-

ficient practice management, treatment 
plan documentation and healthcare 
team coordination remain adversely af-
fected by the lack of access to timely 
and complete clinical information upon 
which informed clinical decision-mak-
ing is dependent. 

It’s not unusual for a patient to re-
ceive an advanced diagnostic test based 
on the use of advanced technology only 
to find that the results of that test are 
stored in hard-copy data silos located 
in physician offices, clinics, or labora-
tories unavailable to other members of 
the patient’s healthcare team. This lack 
of access to a holistic view of a patient’s 
health record makes it difficult for medi-
cal professionals to properly coordinate 

care resulting in higher costs and lower 
quality of care due to duplicative testing 
and medical errors.

Embracing Digital Health   
Information Exchange

Over the past several years, local, 
state and federal government agencies 
have collaborated with public and private 
healthcare providers and software de-
velopers to address this deficiency. The 
Nationwide Health Information Net-
work (NwHIN) has taken shape to give 
medical professionals a secure network 
they can use to exchange vital healthcare 
data, and virtually all states in the U.S. 
have developed strategic and operational 
plans to build and deploy Health Infor-
mation Exchange (HIE) networks.

The federal government has played 
a key role in facilitating this change, 
offering powerful incentives through 
Medicare, Medicaid and Veterans Ad-
ministration program benefits to encour-
age the medical community to embrace 
digital health information exchange via 
Meaningful Use and Clinical Quality 
Measures (CQM) incentives. 

The largest private insurance com-
pany in the U.S., UnitedHealth, recently 
announced a shift in their reimbursement 
strategy to include value-based standards 
in a bid to reduce costs and obtain better 
outcomes through coordinated care. 

Initiative for Veterans and Military 
Warwick, R.I.-based MEDfx con-

tributed engineering and architectural 
expertise to the NwHIN project, and has 
played a key role in connecting federal 
and private sector healthcare teams by 
working with U.S. government and ci-
vilian healthcare organizations to imple-
ment the Virtual Lifetime Electronic Re-
cords (VLER) initiative for veterans and 
U.S. military personnel in Virginia. 

Collaborating with MedVirginia, 
a leading health information organi-
zation, MEDfx provided the gateway 
technology to enable healthcare provid-
ers to connect with other NwHIN par-

ticipants to exchange clinical data. By 
using the MEDfx Lifescape product to 
access VLER data, civilian providers 
participating with MedVirginia get ac-
cess to patients’ medical history housed 
in VA or military health systems. 

The gateway also allows VA and 
military providers to gain instant access 
to medical records from civilian provid-
ers. The result of this bidirectional data 
exchange includes better clinical decision-
making capabilities, fewer medical errors 
and a reduced rate of test duplication 
since providers receive immediate access 
to diagnostic tests, lab results and other 
important patient care information.

By providing electronic medical re-
cords for veterans and military personnel 
and allowing public and private sector 
healthcare professionals to securely ac-
cess complete medical histories via the 
NwHIN, the VLER program has sig-
nificantly lightened the load for veterans 
and wounded warriors, who used to have 
to obtain, copy and personally transport 
physical medical records. 

This relieves a significant burden 
for patients and families dealing with 
complex injuries or illnesses that require 
treatment from multiple specialists in-
side and outside the veteran and mili-

tary health systems. The VLER program 
shows how digital health information 
exchange can improve outcomes and re-
duce costs.

Why Fully Connect
The benefits of a fully connected 

health ecosystem are clear. They include 
better patient outcomes through a coor-
dinated approach, better decision-mak-
ing tools for medical professionals and 
lower healthcare costs for payers and pa-
tients. Nationwide, providers have taken 
positive steps toward realizing a connect-
ed health ecosystem by adopting elec-
tronic medical records and other practice 
management tools. 

The next step will come when physi-
cians begin to realize the benefits of us-
ing data they receive from other medical 
professionals. In the early stages of the 
shift toward connected healthcare, doc-
tors were often in the position of pro-
viding data. Now they’re beginning to 
receive the benefits of becoming infor-
mation consumers, a major step toward 
realizing the full potential of a connect-
ed health strategy.

Colin Barry is chief executive officer of 
MEDfx, Warwick, R.I.

Digital Data Exchange
The benefits of a connected health ecosystem.

By providing electronic medi-

cal records for veterans and 

military personnel and allow-

ing public and private sector 

healthcare professionals to se-

curely access complete medi-

cal histories via the NwHIN, the 

VLER program has significantly 

lightened the load for veterans 

and wounded warriors, who 

used to have to obtain, copy 

and personally transport physi-

cal medical records.
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By Amy Higgs

Murali Ankem, M.D., of Univer-
sity Physicians Associates – Urology, a 
practice of University of Louisville Phy-
sicians (ULP), performed the first robot-
ic-assisted radical cystectomy for blad-
der cancer in Kentucky at University 
Hospital. The patient, Anthony Towns, 
had a cancerous mass in his bladder that 
required removal of the bladder, divert-
ing urine to a urinary stoma. 

The procedure, performed with a 
da Vinci Surgery System, is less invasive 
than a traditional “open” cystectomy. 
The surgery allows for small incisions, 
a shorter hospital stay, less blood loss, a 
lower level of pain, lower risk of infec-
tion and faster recovery. 

About the da Vinci Surgical System
The da Vinci System, made by In-

tuitive Surgical Inc., is a breakthrough 
surgical platform designed to enable 
complex surgery using a minimally in-
vasive approach. The da Vinci System 
consists of an ergonomic surgeon con-
sole, a patient-side cart with four inter-
active robotic arms, a high-performance 
vision system and proprietary EndoW-
rist instruments. Powered by state-of-
the-art robotic and computer technol-
ogy, the da Vinci System is designed to 
scale, f ilter and seamlessly translate the 
surgeon’s hand movements into more 
precise movements of the EndoWrist 
instruments. 

Amy Higgs is public relations manager, 
University of Louisville Physicians Inc.

da Vinci does it!
ULP urologist performs first 
robotic-assisted radical 
cystectomy in Kentucky.

The procedure, performed 

with a da Vinci Surgery Sys-

tem, is less invasive than a 

traditional “open” cystectomy. 

The da Vinci System is a breakthrough 
surgical platform designed to 

enable complex surgery using a 
minimally in vasive approach. 

Medicine is feeling the eff ects 
of regulatory and legislative 
changes, increasing risk, and 
profi tability demands—all 
contributing to uncertainty and 
lack of control.

What we do control as physicians: 
our choice of a liability partner. 

I selected ProAssurance because they 
stand behind my good medicine. In 
spite of the maelstrom, I am protected, 
respected, and heard. 

I believe in fair treatment—and I get it.

One thing I am certain about 
is my malpractice protection.”

“As physicians, we have so many 
unknowns coming our way...

Professional Liability Insurance & Risk Management Services
ProAssurance Group is rated A (Excellent) by A.M. Best. 
www.ProAssurance.com    800.433.6264

HEALTHCARE JOBS

Visit www.medicalnews.md/healthcare-jobs

Healthcare is a growing sector 
in Kentucky.  If you are looking 

for a job and want to stay up-to-
date on the latest healthcare news, 
sign up for the FREE Medical News 

Healthcare Jobs eNewsletter. 
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Groundbreaking minimally 
invasive robotic heart surgery.

Just what you’d expect 
from your heart care leader.

HeartCareBreakthrough.com

859.313.4746

Not all
 heart surgery
  is open-heart
   surgery.

SJH-30206 DaVinci_AD 5x12.4375-C (MedNews).indd   1 2/16/2010   11:48:56 AM

As I sit down to re-
f lect on a ll the changes 
that have occurred in the 
last few months, I have to 
say I was thril led that the 
HI MSS12 C on fe renc e 
and Exhibition in Las 
Vegas exceeded every-
one’s expectations—more 
than 37,000 advocates 
for transforming health-
care using health IT as a 
foundation for change! 
The level of excitement 
was further indication 
that the healthcare com-
munity is beginning to 
embrace the Medicare and 
Medicaid EHR Incentive 
Prog ra m (www.cms .gov /
EHR IncentivePrograms / ). 
With nearly $4 billion 
paid out to more than 
57,000 eligible profession-
als (EPs) and 1,061 hospi-
ta ls, we have a clear indication that 
Stage 1 is gaining traction. 

The real buzz of the last few weeks 
has been the release of the proposed 
rules for Meaningful Use Stage 2 and 
Standards & Certif ication Criteria. 
While we’re continuing to analyze the 
proposed regulations and are working 
with a cross-HIMSS workgroup to for-
mulate our official comments ahead of 
the May 7, 2012 deadline, I can brief ly 
summarize these two proposed rules.

Stage 2
Two years ago, for Stage 1, the 

Centers for Medicare and Medicaid 
Services (CMS) introduced the concept 
of core and menu objectives for mean-
ingful use of electronic health records 
(EHRs). This proposed rule for Stage 2 
of meaningful use maintains that struc-
ture; however, this time nearly every 
objective considered optional for Stage 
1 is required under the proposed rule 
for Stage 2. The proposed rule would 
require that EPs meet 17 core objec-

tives and three of five menu 
objectives. Eligible hospitals 
and critical access hospitals 
(CAHs) must meet 16 core 
objectives and two of four 
menu objectives. CMS has 
learned from the experiences 
of Stage 1 attestors and has 
built in a process to allow 
professionals and facilities 
to qualify for exclusions for 
measures that are not record-
ed in their type of practice. 

In an attempt to reduce 
duplication, CMS has also 
learned to coordinate qual-
ity measure reporting re-
quirements with other fed-
eral programs. Check with 
your CMS program man-
ager to see how the positive 
changes will impact you.

In the rule from the Of-
fice of the National Coordi-
nator for Health IT, released 

in coordination with the Stage 2 rule, 
HHS proposes to adopt certif ication 
criteria to enhance care coordination, 
patient engagement, and the security, 
safety, and efficacy of EHR technology. 

If these Meaningful Use and Stan-
dards & Certif ication rules are going 
to affect you, I encourage you to read 
the rules and submit your comments 
via regulations.gov by May 7, 2012. (For 
insights and analyses, there are many 
resources available at himss.org/mean-
ing fuluse.) Remember, CMS and ONC 
want to hear what is GOOD and BAD 
about the proposed rules. If you like 
something, tell them! They removed 
some positive components of Meaning-
ful Use Stage 1 because silence equals 
dislike in government-review speak. 
Your voice truly matters: let policy-
makers know how the program will 
impact you.

Thomas Leary is HIMSS Senior Direc-
tor of Federal Affairs.

By Thomas Leary 

With nearly $4 billion 

paid out to more 

than 57,000 eligible 

professionals (EPs) 

and 1,061 hospitals, 

we have a clear 

indication that Stage 

1 is gaining traction.

Meaningful Use Stage 2
What does it mean for you?

The View from Capitol Hill 



A lot has changed since 1892, but not Spencerian 
College’s commitment to quality career education. 
We teach our students the skills and self 
confidence they need to succeed. Our highly 
skilled graduates are ready to contribute to your 
healthcare organization’s success!

Spencerian College is accredited by the Accrediting Council for Independent Colleges and Schools 

For additional program information, visit disclosure.spencerian.edu. 

• Personal Trainer
• Phlebotomy
• Clinical Assistant
• Medical Assistant
• Medical Coding Specialist 
• Medical Transcriptionist
• Healthcare Reimbursement Specialist
• Medical Administrative Management

• Medical Clinical Specialties
• Clinical Laboratory Assistant
• Medical Laboratory Technician
• Limited Medical Radiography
• Radiologic Technology
• Massage Therapy
• Medical Massage Therapy

LOUISVILLE ONLY:
• Ophthalmic Assistant  
• Health Unit Coordinator
• Medical Administrative Assistant
• Practical Nursing
• Surgical Technology
• Invasive Cardiovascular Technology
• Respiratory Therapy

Lexington
800-456-3253

LouisviLLe
800-264-1799

sPenCeRiAn.eDu

 Call today!  Qualified personnel are available in the following fields:

120 YEARS
OF PROVIDING
CAREER-FOCUSED 
GRADUATES.




