
By Melanie Wolkoff Wachsman

Primary-care doctors may have a 
reason to celebrate. The new Englewood, 
Colo.-based Medical Group Manage-
ment Association (MGMA) publication 
“Physician Compensation and Produc-
tion Survey: 2012 Report Based on 
2011 Data” reported that primary-care 
physicians saw compensation increases 
around 5 percent or higher. 

According to the report, median 
earnings for primary-care doctors in-

creased 5.16 percent ($212,840), with 
internists seeing a 5.02 percent com-
pensation boost to $215,689. The me-
dian compensation for pediatric/ado-
lescent medicine physicians increased 
6.14 percent to $203,948; and family 
medicine physicians (without OB) re-
ported median earnings of $200,114, 
a 5.66 percent increase.

Compensation for primary-care 
physicians was highest in Health and 
Human Services (HHS) Region 4, 
which includes Kentucky, as well as 
Alabama, Florida, Georgia, Missis-
sippi, North Carolina, South Caro-
lina and Tennessee, with a median 
earning of $231, 083. Specialty care 
compensation for the same region 
was $379, 370. 

Primary-care doctors in single 
practices reported median compensa-
tion of $217,345, while those in mul-
tispecialty practices earned $211,803 
in median compensation. The slight 
2.6 percent salary gap between single 
and multi-specialty settings ref lects 
intense competition for primary-care 
physicians’ services, MGMA said.

Why the Increase? 
“There appears to be a growing 

focus on primary-care providers in 
anticipation of new methodologies 

in payment, a focus on coordination 
of care, and the imperative to con-
trol utilization and costs in the sys-
tem,” said Dr. Michael Nochomov-
itz, president, University Hospitals 
Physician Services, Cleveland, in an 
MGMA news release. “There is in-
creasing employment of physicians 
by integrated delivery systems and 
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The cost of defensive medicine 
Vanderbilt study is latest to reinforce need for 
malpractice protections.
Read more on page 3

Special Healthcare Series
Kentucky’s “healthcare” auditor
Members of the Medical News staff and editorial 
board recently sat down with state auditor 
Adam Edelen for a conversation. Edelen, who 
took office in January, spoke candidly about job 
creation, manage care organizations, Medicaid, 
reimbursements, and more. 

In a special two-part series we highlight bits of 
that conversation. 
Read more on page 10

Twitter How-To Supplement
From chatting to tweeting to just following—
twitter exposes participants to conversations and 
potential customers. Medical News shows you how 
in our first-ever Twitter how-to supplement.   
Read more on page 13

Healthcare Innovation  
4D TEE keeps doctors on the 
cutting edge 
Clinicians can now view precise images of the heart 
during assessment/diagnosis performed in the echo 
lab, and support invasive surgical procedures in 
the operating room thanks to GE Healthcare’s new 
cardiovascular ultrasound technology.
Read more on page 25
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AbouT THIS ISSuE 
Marketing/brand 
building
Building your brand—and keeping it successful—  
is as important as your business itself. This month 
Medical News immerses readers on the topics of 
marketing and brand building. 
Our in-depth coverage explores what exactly 
public relations means and the different ways 
healthcare business owners can market their 
brands successfully. 
We also discuss the legal ramifications of  
utilizing social media and how the Sunshine Act 
will affect practicing physicians who consult, do 
research or speak, for a fee on behalf of a drug or 
device manufacturer. 
Whether or not you “Tweet,” readers will benefit 
from our first-ever Twitter How-To supplement. 

Articles begin on page 13

Primary-care 
docs get a raise

Recent MGMA survey says primary-care 
doctors can expect a 5 percent pay increase.

Continued on page 27

Compensation for primary-

care physicians was highest in 

Health and Human Services 

(HHS) Region 4, which includes 

Kentucky, as well as Alabama, 

Florida, Georgia, Mississippi, 

North Carolina, South Carolina 

and Tennessee, with a median 

earning of $231, 083.

Who Earns What? 
Primary-care 
doctors: $212,840

Internists: $215,689

Pediatric/adolescent: 
$203,948

Family medicine physicians 
(without OB): $200,114

– Source: MGMA’s 
“Physician Compensation 

and Production Survey: 2012 
Report Based on 2011 Data”
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It’s hard to believe that we are quickly approaching the 
end of 2012. With kids heading back to school, we begin to 
plan for the end-of-year issues (always among my favorites) 
as well as our coverage of the coming year.

As a valued reader of our publication, I would like to 
invite you to help us determine what we cover. In Decem-
ber, we will publish our annual Leadership Issue. This is 
our opportunity to sit down with leaders across our region’s 
healthcare sector and discuss issues that are of importance to them and their businesses 
or practices. This year, our team would like input from you as to who we interview. Please 
drop us a note by email (ben@igemedia.com) on our Facebook page (www.facebook.com/
KYMedicalNews) of our web site (www.MedicalNews.md). Let us know who you would 
like us to interview or a particular company or sector you are interested in hearing from.

In addition, I would like to welcome your input on topics that we will cover in 2013. 
Again, drop us a line or give me a call if you have a topic that you would like us to look 
into as we explore the business of healthcare in Kentucky and Southern Indiana.

As we wrap up our 20th anniversary, I want to thank you for trusting us to deliver 
important and relevant information that will help enable you to grow and prosper. I look 
forward to serving the community for another 20 years.

Sincerely yours,

Ben Keeton
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Thoughts from the healthcare community

Reader input requested for 
upcoming Leadership Issue

Insider Louisville @insiderlou
Monday Biz Briefing: More Medicaid madness, more Jewish staff 
cuts and millions more in real estate foreclosures - 

Chris Rich @ChrisRich01
How neat is this to have a Conf call on a treadmill in the office? #humana #innovation

Health E. Network @HealthENetwork
Congrats to Wyatt, Tarrant & Combs’ Bill Hollander who will 
serve as Leadership Louisville Center’s Board Chair 

Joe Steier @JoeSteier
Celebrating cultural change @ Revolution, first locations already winning, 
w/15 centers going for full Eden Alternative in next 12 months!

InnovateLTC @InnovateLTC
Kindred CEO Paul Diaz shifting to full continuum of care service model. 
Louisville Aging Care sector collaborative & positioned to innovate!

UofL Medicine @UofLMedicine
Bolli, cardiac stem cell research featured by #WebMD — University 
of#Louisville http://louisville.edu/medschool/medicine/news/bolli-
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By Sharon H. Fitzgerald

Manish Sethi, M.D., remembers his 
father as a “salt-of-the-earth” primary-
care physician practicing in the small 
middle Tennessee town of Manchester. 
He even recalls once going with his father 
to pick a patient up at home and take that 
patient to the emergency room. Then his 
dad was diagnosed with liver cancer and 
given the heartbreaking prognosis of just 
three months to live.

It was during those final months that 
a former patient sued Sethi’s father for 
malpractice, a case that Sethi described 
as “absolutely ridiculous.” While the 
suit was eventually dropped, the experi-
ence gave Sethi valuable insight into the 
stresses of malpractice litigation. “Liter-

ally the day that my father died, I was at 
a deposition,” he said.

The suit against his father first 
prompted his anger – and then his intel-
lectual curiosity. “The more I looked at 

it, the more I realized that medical-liabil-
ity issues are destroying the economics of 
healthcare because they’re incentivizing 
doctors to protect ourselves to order tests 
that we really don’t need,” he said.

How Defensive Medicine Drives Up Cost
Today, Sethi and his colleague Alex 

Jahangir, M.D., are both assistant pro-
fessors of orthopaedic surgery and re-
habilitation at Vanderbilt University 
and co-directors of the Vanderbilt Or-
thopaedic Institute (VOI) Center for 
Health Policy. Their research interest? 
The cost to America’s healthcare system 
of defensive medicine.

Sethi f irst published on the subject 
four years ago, when he was co-author of 
a study in Massachusetts examining de-

fensive medicine among all subspecial-
ties in the state. 

“What we showed there was that 
about 30 percent of most tests across all 
specialties, whether it was orthopaedics, 
general surgery or primary care, were 
defensive in nature – tests that were 
only ordered because of the fear of li-
ability,” he said. 

Those f indings confirmed similar 
2005 findings by Harvard researchers, 
who surveyed Pennsylvania physicians 
in six specialties at high risk of litiga-
tion (emergency medicine, general sur-
gery, orthopaedic surgery, neurosurgery, 
obstetrics/gynecology and radiology). 

Of those physician respondents, 93 
percent acknowledged practicing defen-

The cost of defensive medicine
Vanderbilt study is latest to reinforce need for malpractice protections.

Continued on page 4

 In fact, 70 percent of study 

respon dents reported reducing 

the number of high-risk patients 

they treat, while 84 percent 

reduced or eliminated high-

risk services and procedures.
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Continued from page 3

sive medicine, with 43 percent report-
ing the use of imaging technology in 
clinically unnecessary circumstances.

Recent Research 
Now Sethi and Jahangir are authors 

of medicine’s most recent research on 
the subject. In February, the duo re-
leased the results of a study that found 
that U.S. orthopaedic surgeons create 
approximately $2 billion per year in un-
necessary healthcare costs by practicing 

defensive medicine. 
The findings are from a national 

survey of 2,000 orthopaedic surgeons in 
all 50 states selected randomly through 
a list provided by the American Acad-
emy of Orthopaedic Surgeons. Of the 
respondents, 96 percent reported prac-
ticing defensive medicine.

Sethi said this overwhelming figure 
accounts for 24 percent of all imaging 
studies, laboratory tests, consultations 
and hospital admissions among the sur-
vey’s cohort. That’s $101,820 per respon-

dent annually for defensive medicine.
“It shows that doctors in general 

across the United States really practice a 
lot out of fear, and that costs the system 
a lot of money,” Sethi said.

Positive and Negative Defensive Medicine
Jahangir said the study breaks de-

fensive medicine down into two cat-
egories: positive and negative. Positive 
defensive medicine is, as previously de-
scribed, the increased use of unneces-
sary medical tests and procedures. 

Yet negative defensive medicine 
comes at a cost, too. That’s when doc-
tors avoid treating certain patients – 
those who are obese or have diabetes, 
for example – or avoid procedures or 
interventions that are perceived as high 
risk. “That becomes an issue of access,” 
he said. 

In fact, 70 percent of study respon-
dents reported reducing the number of 
high-risk patients they treat, while 84 
percent reduced or eliminated high-risk 
services and procedures.

Jahangir and Sethi are the f irst to 
examine the issue of defensive medicine 
related just to their specialty, and Jah-
angir said the study and its implications 
“resonated well” with their orthopaedic 
colleagues nationwide.

“Physicians and a lot of people in 
healthcare are aware that part of their 
practice is defensive in nature. The bigger 
issue here is not that defensive medicine is 
taking place, but the fact that we are now 
entering a phase in our national discourse 
about healthcare costs and saving money,” 
he said. “This is an area of expense that 
could possibly be prevented.”

Offering a Solution
Indeed, Jahangir and Sethi are sell-

ing their message with something akin 
to missionary zeal. They contend that 

defensive medicine’s run-amok costs 
could be reined in if state and federal 
governments would provide malpractice 
protections for physicians who follow 
evidence-based clinical guidelines. 

“We could save potentially bil-
lions of dollars across healthcare by 
setting up clinical-practice guidelines 
that are evidence-based and that allow 
physicians to provide care in a proven 
method without the fear of lawsuits,” 
Jahangir said. “Therefore, they are not 
ordering as many tests and are bringing 
healthcare costs down. It’s a discussion 
that people respond to very well.”

Jahangir stressed that such guide-
lines wouldn’t result in “cookbook” med-
icine, but would instead offer protection 
from that “one-in-a-million chance that 
he or she missed a diagnosis.”

Both Maine and Oregon have test-
ed these waters with some success, said 
Sethi, who acknowledged that compet-
ing lobbying interests are preventing 
what would obviously be a paradigm 
shift in medicine. 

“Doctors want to get involved. 
They want to make change. They want 
to make a difference. They want to 
make an impact,” he said. “They realize 
there’s something wrong in our country 
right now, and our budget is out of con-
trol and healthcare costs are part of that 
budget, so we have to do something.” 

Who is practicing 
defensive medicine? 
A survey of 2,000 
orthopaedic surgeons 
in all 50 states selected 
randomly through a list 
provided by the American 
Academy of Orthopaedic 
Surgeons stated that 96 
percent reported practicing 
defensive medicine.

U.S. orthopaedic surgeons 
create approximately 
$2 billion per year in 
unnecessary healthcare 
costs by practicing 
defensive medicine. 
That’s $101,820 per 
respondent annually for 
defensive medicine.

The duo released the results 

of a study that found that 

U.S. orthopaedic surgeons 

create approximately $2 bil-

lion per year in unnecessary 

healthcare costs by practic-

ing defensive medicine.

5 0 2 . 5 8 9 . 5 7 8 5    g r o u p n i n e . c o m

Exceptional SERVICE.   Creative IDEAS.   Effective RESULTS.  

5 0 2 . 5 8 9 . 5 7 8 5    g r o u p n i n e . c o m

Exceptional SERVICE.   Creative IDEAS.   Effective RESULTS.  

5 0 2 . 5 8 9 . 5 7 8 5    g r o u p n i n e . c o m

Exceptional SERVICE.   Creative IDEAS.   Effective RESULTS.  

5 0 2 . 5 8 9 . 5 7 8 5    g r o u p n i n e . c o m

Exceptional SERVICE.   Creative IDEAS.   Effective RESULTS.  



M e d i c a l  N e w s  •   s e p t e M b e r  2 0 1 2     P a g e  5

N E W Sin brief

Louisville, Ky.-based Kentuck-
yOne Health has sent notice of termi-
nation of all contracts with Coventry-
Cares of Kentucky which operates as a 
Medicaid managed care organization 
(MCO) under contract with the Com-
monwealth of Kentucky’s Cabinet for 
Health and Family Services. These ter-
minations will be effective for the for-
mer Saint Joseph Health System facili-
ties on December 1, 2012, and for the 
former Jewish Hospital & St. Mary’s 
HealthCare on November 1, 2012.

CoventryCares is one of four MCOs 
providing managed Medicaid services 
for Kentucky Medicaid recipients. Ken-
tuckyOne Health is and will continue to 
be contracted to participate with Ken-
tucky Spirit, Wellcare and Passport. 

MCO Terminates Our Lady of Peace 
On April 27, 2012, Our Lady of 

Peace, part of KentuckyOne Health, 
received a letter of termination ef-
fective July 18, 2012 from Coventry-
Cares, through their contractor, MH-
Net Behavioral Health for Our Lady 
of Peace services. 

Our Lady of Peace works with all 
four MCOs to provide access to the 

unique services they offer for a very high 
risk patient population with intellectual 
disabilities. Many of the children served 
by Our Lady of Peace have no other fa-
cility to meet their highly specialized 
mental and behavioral health needs. In 
addition, 75 percent of patients at Our 
Lady of Peace are children and adoles-
cents, many of which have developmen-
tal delays with dual diagnosis.

MCO Terminates Taylor Regional Hospital 
In addition, CoventryCares ter-

minated the contract with Taylor Re-
gional Hospital, one of KentuckyOne’s 
managed facilities, also without cause. 
KentuckyOne leadership said that they 
strongly believe that Medicaid recipients 
in the Commonwealth should have ac-
cess to quality healthcare via a compre-
hensive network of provider and com-
munity organizations in order to achieve 
improved health outcomes. Coventry-
Care’s actions will ultimately hinder 
and prevent the care our communities 
need and deserve. That is especially true 
when a plan would put our most vulner-
able patient populations at Our Lady of 
Peace (children and adults with complex 
mental health needs) at risk. 

KentuckyOne Health terminates 
contracts with CoventryCares

In a step to save $2.5 million a 
year Louisville, Ky.-based Univer-
sity Hospital is closing its sleep cen-
ter, halting open-heart surgeries and 
limiting nonemergency outpatient 
services for uninsured patients. Al-
most a quarter of the hospital ’s pa-

tients are uninsured. 
This is the second time Universi-

ty Hospital off icials have announced 
cuts. In June, they cut half the money 
they give to the UofL Health Scienc-
es Center.

University Hospital makes cuts in 
hopes to save millions

University of Louisville Pediat-
rics patients with health-related legal 
issues can now have a lawyer on their 
healthcare team, thanks to Doctors 
& Lawyers for Kids. This medical-
legal partnership, which was piloted 
at University of Louisville Children & 
Youth Project, has expanded and will 
be available to patients at Kosair Chil-
dren’s Hospital and UofL Pediatrics’ 
other general pediatrics offices. 

As a part of their ongoing care, 

doctors seek underlying reasons for 
children’s illnesses and refer them as 
needed to an in-house legal team that 
includes a full-time lawyer and part-
time paralegal. Cases that can’t be re-
solved at the clinic-level are referred 
to the to the Legal Aid Society, the 
Louisville Bar Association’s Pro Bono 
Consortium, or to supervised law stu-
dents in the Legal Clinic of the UofL 
Brandeis School of Law.

Doctors, lawyers join forces   
 

Norton Healthcare has been cer-
tif ied by The Joint Commission as 
a Center of Excellence for knee and 
hip replacements. This makes Nor-
ton Healthcare a leader in orthopae-
dic care as the f irst and only certif ied 
Orthopaedic Center of Excellence 
in the region and the f irst multi-
site hospital system in Kentucky to 
achieve this designation. 

The credentialing process in-

cluded a series of on-site reviews by 
members of The Joint Commission. 
Several categories were reviewed for 
compliance with The Joint Commis-
sion standards that ensure excep-
tional patient care. The Joint Com-
mission also conducted individual 
tracer activity, where patients were 
followed throughout the entire pro-
gram associated with a hip or knee 
replacement.

Norton Healthcare certified as 
orthopaedic center of excellence 

Northern Kentucky University 
is introducing electronic medical re-
cord (EMRs) software into its health 
informatics and nursing curricula. 
NKU has successfully implemented 
ClinNext, a fully certif ied hospi-
tal information system and EMR 
through a joint educational part-
nership between Grupo Hima San 
Pablo, Southern Strategic Assets and 
Resources, ClinNext and NKU.  

The NKU colleges of informat-

ics and health professions have de-
veloped and are offering hands-on 
EMR exercises and experience to 
their students on ClinNext. The goal 
is to provide students with a basic 
EMR skill set in the context of their 
informatics and nursing education 
that will prepare the student for to-
day’s healthcare careers, on a system 
that is operating in a fully function-
ing healthcare environment.

EMR education reaches NKU Dr. Tyler Browning has become 
the first fellow in a new primary care 
sports medicine fellowship program 
in northern Kentucky. The program 
is a joint partnership between Com-
monwealth Orthopaedic Centers, St. 
Elizabeth Sports Medicine and the St. 
Elizabeth Family Practice Center. The 
Fellowship is an ACGME (Accred-
iting Council for Graduate Medical 
Education) accredited one-year fel-
lowship training program. 

Beginning with Browning in 
2012, St. Elizabeth and Common-

wealth Orthopaedic Centers will train 
one physician per year. In addition to 
the evaluation and management of in-
juries, the sports medicine specialist 
will be equipped to help local commu-
nities focus on wellness and the pre-
vention of injuries and illnesses. 

The program will expand and en-
hance sports medicine care and medi-
cal illnesses beyond musculoskeletal 
issues. It will also focus on the coor-
dinated care of athletes dealing with 
other health issues such as diabetes, 
arthritis and exercise-induced asthma. 

Browning first fellow in    
sports medicine 

Christian Care Communities an-
nounced the acquisition of Hartford, 
Ky.-based Pro-Care Home Health, a 
leading, full-service home healthcare 
provider. With this acquisition, Chris-

tian Care Communities adds in-home 
care to its wide array of senior living 
services and programs, including inde-
pendent living, assisted living, skilled 
nursing care and adult day care.

Christian Care Communities 
acquires Pro-Care 
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Health Enterprises Network presents:    
Evolution of Payment Models with SG2
When: September 10, 2012
Time: 7:30-8 a.m. registration/networking, 8-9:15 a.m. program
Where: Norton Hospital, Wade Mountz Auditorium (second 
floor), 200 E. Chestnut St., Louisville, Ky., 40202
Info: SG2, which has equipped healthcare leadership teams 
around the globe with expertise to navigate the changing landscape 
of healthcare, will present a high-level overview of recent pilot 
programs and proposed payment models. These include bundled 
payments, the medical home, accountable care organizations and 
health information exchanges.
To register: Members, $45; non-members $60; full-time  
students $10; row sponsor $500 (includes tickets for eight). Call 
(502) 625-0719 or email: Register@HealthEnterprisesNetwork.com.

Casino Night hosted by Frazier Rehab Institute   
Spinal Cord Medicine Program 
When: September 14, 2012
Time: 8 p.m.- midnight
Where: Mellwood Art & Entertainment Center,   
1860 Mellwood Avenue, Louisville, Ky., 40206
Info: Frazier Rehab Institute, part of KentuckyOne Health, will 
host a casino night fundraiser to help raise funds for expenses such 
as housing and transportation for patients who do not live nearby—
making world-class therapies available to everyone, regardless 
of their location or ability to pay. The event will feature food, 
entertainment, casino games, raffles and more. 
To register: Tickets for the event are $30 in advance/$40 at the 
door. Tickets can be purchased online or by calling Cindy Norton 
at (502) 582-7676 or email: cynthia.norton@jhsmh.org. 

Howard L. Bost Memorial Health Policy Forum
When: September 17, 2012
Time: 8:30 a.m.-3 p.m.
Where: Embassy Suites, 1801 Newtown Pike,  
Lexington, Ky., 40511
Info: The Foundation for a Healthy Kentucky’s Bost Forum will 
focus on integrating behavioral and medical care to achieve better 
health incomes, improve quality of care and lower healthcare. 

Health Enterprises Network presents:   
Behavioral & Physical Health Integration
When: October 3, 2012
Time: 7:30-8 a.m. registration/networking, 8-9:15 a.m. program
Where: UofL Clinical and Translational Research Building, 
505 S. Hancock St., Louisville, Ky., 40202
Info: Kathleen Reynolds, MSW, ACDW, director Substance 
Abuse and Mental Health Administration/Health Resources 
and Services Administration Center for Integrated Health 
Solutions, will review the national landscape of integration 
between physical health and behavioral health services and 
provide details on how these initiatives will impact Kentucky.
To register: Members, $45; non-members $60; full-time  
students $10; table sponsor $500 (includes tickets for eight). Call 
(502) 625-0179 or email: Register@HealthEnterprisesNetwork.com.

Event calendar

DIA and the Healthcare Busi-
nesswomen’s Association (HBA) an-
nounced a new collaboration to ad-
vance the careers of women involved 
in the regulatory, medical, legal and 
compliance functions of healthcare. 
The associations will embark on a 
multi-year initiative called the DIA/
HBA Leadership Project, which was 
launched in June at the 2012 DIA 
Annual Meeting in Philadelphia.

A steering committee of senior-
level women representing pharma-
ceutical biotech and medical device 
companies will lead this unique ini-
tiative. The steering committee will 
develop a plan for: 

Building a community of like-
minded professionals who will share 
insights into how to nurture and in-
spire leadership; creating and imple-
menting a skill-building roadmap 
for success; shaping the direction of 
women’s initiatives currently under-
way and in development to support 
the regulatory, medical, legal and 
compliance functions.

More than 125 women attended 
the inaugural event to hear a panel of 
female leaders share their thoughts 
on the state of women’s leadership 
today and to learn more about the 
project’s vision. 

DIA and HBA collaborate on 
women’s leadership project

The University of Louisville re-
cently staged a mass immunization 
drill to test an emergency prepared-
ness plan developed by Ruth Carrico, 
associate professor, UofL School of 
Medicine, division of infectious dis-
eases, and her team. 

Nearly 50 UofL School of Nurs-
ing students were notif ied elec-
tronically every 15 minutes to staff 
a staged immunization distribution 
site. The students received brief 
training, and then begin giving out 
popsicles, which served as surrogate 
f lu vaccines. 

Those who attended the drill 
f illed out a form indicating whether 
they are diabetic and needed a sug-
ar-free popsicle – this mimicked the 
f lu vaccine form, which asks ques-
tions about egg allergies and pre-
ferred vaccine delivery method – ei-

ther injection or intranasal. Students 
administered a napkin instead of a 
Band-Aid, and practiced infection 
prevention by using hand sanitizer. 

This event is one of the last steps 
in completing work on a $250,000 
Centers for Disease Control (CDC) 
grant that includes development of a 
curriculum and a drill to be used by 
nursing schools to train and mobilize 
students. Mobilization could occur at 
the request of a public health entity 
or one of the School of Nursing’s na-
tional partners such as the American 
Association of Colleges of Nursing. 
Reasons include community out-
breaks of vaccine-preventable diseas-
es (e.g., pertussis, measles, and hepa-
titis A) or a mass response involving 
shelters where individuals can go to 
receive healthcare assistance follow-
ing a major natural disaster. 

Mass immunization drill at UofL 

For the second time, Baptist Hos-
pital East earned the American Heart 
Association’s Mission: Lifeline Bronze 
Quality Achievement Award. The 
award recognizes Baptist East’s com-
mitment and success in implementing a 
higher standard of care for heart attack 
patients that effectively improves the 
survival and care of ST Elevation Myo-
cardial Infarction (STEMI) patients.

Baptist East and sister hospital 
Central Baptist in Lexington, Ky., are 

the only two hospitals in Kentucky to 
hold this distinction.

Hospitals that receive the award 
have demonstrated for 90 consecutive 
days that at least 85 percent of eligible 
STEMI patients (without contrain-
dications) are treated within specific 
time frames upon entering the hospital 
and discharged following the Ameri-
can Heart Association’s recommended 
treatment guidelines.

Baptist Hospital East earns award

September
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Lexington,-Ky.-based Kentucky 
Albert B. Chandler Hospital and 
Kentucky Children’s Hospital have 
been awarded the Excellence in Life 
Support designation from the Ex-
tracorporeal Life Support Organi-
zation (ELSO). The award recog-
nizes UK’s commitment to using ex-
tracorporeal membrane oxygenation 
(ECMO) support for inpatients ex-
periencing acute failure of the car-
diorespiratory system.

UK becomes only the fifth medi-
cal center in the U.S. to receive a triple 
designation, recognizing UK’s compre-
hensive ECMO treatment of neonatal, 
pediatric and adult patient populations. 

ECMO uses an artif icial lung de-
vice that provides cardiac and respira-
tory support to patients whose heart 
and lungs are so severely damaged 
that they can no longer function. It 
can also serve as a bridge to trans-
plantation, allowing patients to not 

only survive, but to become stronger 
and healthy enough to undergo the 
transplant surgery. 

The Excellence in Life Support 
Award recognizes programs world-
wide that distinguish themselves by 
having processes, procedures and sys-
tems in place that promote excellence 
and exceptional care in extracorporeal 
membrane oxygenation. 

UK began using ECMO in 1994, 
starting with neonatal patients be-
fore branching out. In the past year, 
Kentucky Children’s Hospital has 
used ECMO to support 12 neona-
tal respiratory patients, six pediatric 
cardiac patients and two pediatric 
respiratory patients. 

The UK adult ECMO program 
has supported 26 adult patients in the 
past year and represents a regional 
referral option for patients with end-
stage heart and lung disease. 

UK becomes fifth medical center in U.S. 
to receive triple designation for ECMO

The new Congestive Heart Fail-
ure Clinic, Baptist East, in Louisville, 
Ky., brings together a highly-skilled 
team to examine congestive heart 
failure patients’ medical condition, 
assess individual needs and formulate 
a plan of action.

“This clinic provides a complete 
review of the patient’s history in-
cluding reviewing all previous test-
ing, current medication and device 
regime. The clinic provides a multi-
disciplinary approach to the care of 
persons with heart failure,” said car-
diologist Michael Imburgia, M.D., 
who spearheaded the clinic’s creation.         

The clinic team of a cardiologist, 
psychologist, nurse practitioner and 
dietitian meet with the patient and a 
caregiver at the initial appointment 
to talk about concerns and needs. A 
customized treatment plan of lifestyle 
and dietary changes is then created. 
The goal is to have the patient and 

his/her caregivers actively participate 
in putting the plan into action.

“Those with heart failure need 
in-depth education and access to ex-
pert resources to enable them to care 
for themselves physically and psycho-
logically,” said cardiology director 
Mary Beth Polston “We can provide 
that with this clinic.”

An estimated 4.8 million Ameri-
cans have congestive heart failure 
(CHF), with some 400,000 new cas-
es diagnosed each year. CHF is the 
most common diagnosis for hospital 
patients over age 65. Medicare and 
Medicaid have placed an increased 
emphasis on preventing CHF patients 
from being readmitted to the hospi-
tal. Beginning this fall, the federal 
government will f inancially penalize 
hospitals when patients with conges-
tive heart failure return to the hospi-
tal within a certain time frame.

Clinic helps congestive heart   
failure patients 
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Baptist Medical associates
Andrew Hart, M.D., has joined CBC Group: 
Consulting in Blood Disorders and Cancer, part 
of Baptist Medical Associates. 

Mark Puckett, M.D., has joined Bapt i s t 
Med ica l  A s soc iate s  Fa m i ly  & Sports 
Medicine. 

Baptist Surgical associates
Steven J. Reiss, M.D., FACS, joined Baptist 
Neurological Surgery, part of Baptist Surgical 
Associates. 

Sara Seifert, PA-C, joined Baptist Neurological 
Surgery, part of Baptist Surgical Associates. 

Laura Tudor, APRN, joined Baptist Neurologi-
cal Surgery, part of Baptist Surgical Associates. 

Wayne G. Villanueva, M.D., FACS, joined Bap-
tist Neurological Surgery, part of Baptist Surgi-
cal Associates. 

King’s Daughters Medical Specialties 
James Rice, M.D. has joined the orthopedic 
and sports medicine team. 

REISS

P E o P L Ein brief
Life Care Center 
Kara Meredith is the new executive director 
at Life Care Center of Bardstown, a skilled 
nursing and rehabilitation facility. 

Lourdes and Mercy Medical associates 
Lourdes’ and Mercy Medical Associates’ em-
ployed physician practice welcomes Kimberly 
Collins, M.D. to the medical staff. 

Lourdes’ and Mercy Medical Associates’ em-
ployed physician practice welcomes Christopher 
Sperry, M.D. to the medical staff. 

Stites and Harbison
Stites & Harbison, PLLC, named Jennifer Lan-
drum Elliott as chair of the firm’s Health Care 
Service Group.  

University of Louisville School of Nursing
Barbara Polivka, Ph.D., RN, program director 
of nursing and health systems management and 
associate professor at The Ohio State University 
College of Nursing, has been named the Shirley 
B. Powers Endowed Chair and professor at the 
University of Louisville School of Nursing.

Western Baptist 
Griffin K. Bicking, D.O., has recently joined 
the medical staff at Western Baptist Hospital.
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WANTED 

BIOMEDICAL ENGINEERING VOLUNTEER 

SOS receives a wide variety of donated biomedical equipment from across the 
region for redistribution to developing countries around the world. 

To process this equipment for redistribution, SOS needs a volunteer with 
biomedical technical expertise who can: 

• Serve as the biomedical technical lead for SOS 

• Oversee the intake of biomedical equipment 

• Manage the inventory system for biomedical equipment 

• Test and repair equipment and ensure that parts and accessories  are 
available as well as manuals 

• Arrange for and coordinate volunteers from other organizations (KAMI, 
hospitals, other companies) 

• Oversee biomedical interns  

• Coordinate  activities with the Operations Lead 

 

Estimated Hours/Week:  15 – 20  

Contact: 
Karen Womack 
SOS Volunteer Lead 
office 502-736-6360 cell 649-9026 
karen.womack@suppliesoverseas.org 

SOS receives a wide variety of donated biomedical equipment from 
across the region for redistribution to developing countries around 
the world.

To process this equipment for redistribution, SOS needs a volunteer 
with biomedical technical expertise who can:

· Serve as the biomedical technical lead for SOS

· Oversee the intake of biomedical equipment

· Manage the inventory system for biomedical equipment

· Test and repair equipment and ensure that parts and accessories 
are available as well as manuals

· Arrange for and coordinate volunteers from other organizations 
(KAMI, hospitals, other companies)

· Oversee biomedical interns

· Coordinate activities with the Operations Lead

Estimated Hours/Week: 15 – 20
Contact:

Karen Womack • SOS Volunteer Lead
office 502-736-6360 cell 649-9026 • karen.womack@suppliesoverseas.org

Experience the Original

39th Annual Taste of Louisville
Wednesday, October 17, 2012 

Mellwood Arts Center  

Tickets on sale now!   
call 502.581.0203 or visit tasteoflouisvilletickets.org

Proceeds benefit Community Health Charities of Kentucky and its member 
charities.
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Place of employment: St. Elizabeth Phy-
sicians- Nephrology, Ft. Mitchell, Ky.

Why did you decide to become a doctor?
First and foremost, I wanted a career that 
could impact people in a positive way ev-
ery day. What better way to do that than 
treating illness and helping people learn 
to maintain their health. For me, this is 
the most fulfilling career.

Is it different than what you thought? 
Yes, it is different than I imagined. Pa-
tients do appreciate us for our care and 
treatment of their problems, but what 
strikes me more than anything is how 
much patients thank me for just explain-
ing things and taking the time to talk to 
them on a human level. I think they are 
more appreciative of that than anything 

else I do. That still surprises me.

What is the biggest misconception 
about your field?
I think the biggest misconception that 
folks have about nephrology is that di-
alysis can replace your kidneys. Often 
patients figure that once they’re on dialy-
sis, their renal issues are fixed and they 
are on cruise control. In actuality, renal 
failure/dialysis brings with it a multitude 
of other serious consequences: such as 
vascular disease, dysfunction of the im-
mune system and even bone disease. 

What is the one thing you wish 
patients knew and/or understood 
about doctors?
If there is one thing I wish patients knew 
about doctors is that we have made a life-
long commitment to our career and to 
our patients. Although we may be well 
compensated, it is not the prime motive 
in choosing this as a career. We do really 

care about our patients, and many of us 
don’t have regular golf days or take vaca-
tions. Our concern and dedication to our 
patients does not stop at the end of the 
“business” day or Friday evening. It truly 
is a full time, 365 day-a-year job.

What is your opinion of Managed 
Care and how will this affect you and 
your practice?
I believe Managed Care, like all things, 
has its positives and its negatives. In-
creased efficiency and cost containment 
in healthcare spending was needed and 
incentives for quality improvement and 
the emergence of evidenced based medi-
cine can be good things. However, too 
much focus on cost containment pres-
sures and time constraints with adminis-
trative issues can hinder physicians from 
providing the very best care. 

Overall though, given that Managed 
Care is the only means by which millions 
of Americans have affordable access to the 
healthcare system, I choose to focus on the 
positive aspects. As far as its effects on my 

own practice, I deal with private managed 
care somewhat less frequently than some 
other specialties might as the majority of 
dialysis patients are in the Medicare system. 

What’s one thing your colleagues 
would be surprised to learn about you?
I like to work on cars. I grew up in my 
older brother’s garage and tinkering 
with engines is a stress reliever for me.

What’s the best advice you ever re-
ceived? Who gave it to you?
“Go for what makes you happy. If it 
doesn’t work out, we’ll figure something 
else out.” My better half.

What’s the last good book you read?
Phil Hill: A Driving Life By Phil Hill 
(2010, David Bull Publishing).

Favorite daytime beverage? 
I’m not too picky. I do love good Viet-
namese drip coffee, but will settle for an 
ice-cold Cherry Coke Zero.

P h y S I C I A N  S P o t L I g h t
Meet Ai Tran, M.D.
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S P E C I A L  h E A Lt h C A r E  S E r I E S

Members of the Medical News staff and 
editorial board recently sat down with Ken-
tucky Auditor of Public Accounts Adam Edel-
en for a conversation at Louisville, Ky.-based 
Signature Healthcare. Edelen, who took office 
in January, spoke candidly about job creation, 
Manage Care Organizations, Medicaid, re-
imbursements and more. 

In a special two-part series we highlight 
bits of that conversation. 

On Medicaid
“Our Medicaid system, and the 

way we manage it is at a tipping point 
in Kentucky. I never expected to be the 
‘healthcare auditor’ but as the tax pay-
er watch dog, especially one who cam-
paigned on focusing on the largest in-
vestment that taxpayers make in Ken-
tucky, certainly Medicare and Medic-
aid represent those larger investments. 
I didn’t expect to be here this quickly, 
but the crisis demanded it. 

We happen to live in an era in 
which we are appropriately engaging 
the private sector in the business of ac-
complishing public missions in a diff i-
cult time. It makes sense, but requires 
that watchdogs double-down on public 
accountability for private f irms who 
have a public mission. 

All three Medicaid contractors fall 
into that category. It is an effort that is 

important because while it may be appro-
priate to outsource the operation, it is not 
appropriate to outsource the responsibility. 

Our Medicaid program in Kentucky 
serves 800,000 people. We have more 
people on Medicaid than we have in our 
public school system. It is not sustain-
able to turn out more poor people than 
you do educated people. There is prob-
ably a connection.”

On Managed Care Organizations
“In the short term, we are a state 

that has a desperate need for that so-
cial safety net to be in place. The 
question is: Does the Managed Care 
system that we recently introduced to 

Kentucky represent a square deal for 
patients, providers and tax payers as of 

today? It does not. We are working to 
get in that direction, but we have dif-
f iculties built into the system. 

[After introducing the new Man-
aged Care system] We were deluged 
with calls from providers who hadn’t 
been paid for 90 days and from pa-
tients who were forced out-of-network 
and didn’t understand where to get 
treatment. We didn’t have a choice but 
to call an audit.” 

The Need for audits
“There was not a precise instru-

ment that existed in the auditor’s off ice 
to help me make an evaluation of how 

Kentucky’s “healthcare” auditor 
Adam Edelen never expected to be a “healthcare auditor,” 
but that’s what he has become as he investigates private 
businesses that are doing public work.

Continued on page 12

Adam Edelen, Kentucky Auditor of Public Accounts with Ben Keeton, publisher of IGE Media during a discussion with the Medical News editorial board.

“I fear that Managed Care is 

becoming a scapegoat for the 

fact that we have underfunded 

our commitment to the most 

vulnerable in the state. We 

can’t hold together infrastruc-

ture that has been neglected 

with band aids and duct tape.” 

“We happen to live in an era 

in which we are appropriately 

engaging the private sector in 

the business of accomplish-

ing public missions in a diffi-

cult time.”
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well this program was running. I’ve 
got a bunch of outstanding people that 
work for me. They are linear thinkers, 
and we developed a policy review. We 
made a request for information from 
the head of the three new MCOs. 

 It became clear that there were many 
difficult issues that revolved around com-
munication and the strength of the infra-
structure that led up to the managed care 
program roll-out. 

The communication structure was 
not in place. We didn’t have appropri-
ate levels of conversation and feedback 
between patients, providers and the new 
MCOs. The Cabinet [Cabinet for Health 
and Family Services – CHFS] didn’t ap-
pear to be doing their job in trying to 
manage the process. Their attitude was, 
‘We have a contract signed, now we are 
going to let it develop organically,’ which 
is something that I disagree with. 

There were a number of doctors tell-
ing me that they were opening and ex-
hausting lines of credit to keep [their] 
doors open and laying off staff. 

Running a doctor’s office is not dif-
ferent from running a hardware store. If 
your accounts receivable is 60 days past 
due, it creates a real cash crunch and cre-
ates difficulty in being able to manage 
your organization. The same applies for 
nonprofits providing Medicaid services. 

We accumulated data and wrote 
strongly worded letters to all three MCOs 
requesting information on what percent-
age of the claims were denied, how much 
was drawn from tax payers, how much 
was paid to providers and why areas such 
as pre-existing conditions weren’t flowing 
like they should. We reminded them that 
we had the statutory authority to get that 
information. I am blessed with power of a 
subpoena. We were going to get informa-
tion the easy way or hard way.” 

Initial audit Findings
“The information that we got back 

in short order from these Managed Care 
companies was compelling. It painted a 

picture of a system that was rolled out, by 
all accounts, in a premature fashion. 

A six-month roll out didn’t give any-
one the opportunity to form relation-
ships. For example, one of the complaints 
from providers is not having an online 
portal to track client’s status. They do 
have an online portal. The problem is no 
one knew about it. 

A number of provider groups used 
third-party billing entities. You had a 
layer of bureaucracy between provider 
and the Managed Care Organization. 
The problem is if the provider knew very 
little, their billing agents knew even less, 
which slowed payment. 

Most troubling, is that we found that 
the three entities had drawn, as of Febru-
ary, from the tax payer over $700 million 
and had only paid out only $400 million. 

One of their lobbyists complained 
they weren’t significantly capitalized. It 
is hard to make a complaint when you 
are sitting on $300 million of the tax 
payer’s money. 

Another lobbyist said, ‘Adam, be 
careful about using that number. It doesn’t 
reflect reality. It is not a real number.’ 

I responded, ‘You need to be careful 
about telling a state auditor that a number 
that you provided is not a real number.’ 
He made a hasty retreat. 

The point is, we had a slow pay issue 
from the Managed Care companies and 
providers, and we didn’t have a slow pay 
issue from the cabinet to the MCOs. 

I’m a believer in Managed Care. Peo-
ple who are contracting to do work need 
to understand, the deal has to be square 
for patient providers and the tax payer as 
well as for them.” 

Future Recommendations 
“As a result of collecting the data 

was ten sound recommendations. The 
recommendations make sure the com-
munication infrastructure is in place. 
Three recommendations applied to the 
[CHFS] Cabinet. Seven applied to the 
Managed Care Organizations. [All ten 
recommendations are available online 
at auditor.ky.gov.] 

When we began review of this ef-
fort, I expected to f ind a miserably ne-
gotiated contract. That is not what I 
found. It is an excellent contract f illed 
with all of the tools that a good admin-
istrator would need to ensure proper 
level of service. One of the problems 
at that time—the [CHFS] Cabinet had 
used none of the carrots or sticks to 
compel better compliance.” 

Final Thoughts
“We can’t chronically underfund 

the system for a period of years and in-
troduce a new set of controls and expect 
them to work. I fear that Managed Care 
is becoming a scapegoat for the fact that 
we have underfunded our commitment to 
the most vulnerable in the state. We can’t 
hold together infrastructure that has been 
neglected with band aids and duct tape. 

You can have the most effective 
Managed Care system in country that 
still won’t work if you don’t have that 
core level of resources that you need to 
make sure the greatest generation ages 
with dignity and that young kids in dif-
ficult situations and everyone in-between 
receives world-class healthcare.” 

Read part II of our two-part series 
“Kentucky’s ‘Healthcare’ Auditor” in our 
October issue. 

“I’m not a grenade thrower, 

b u t  m o r e  o f  a  c o n s t a n t 

v ig i lant  presence.”

Continued from page 10

“We have more people on 

Medicaid than we have in our 

public school system. It is not 

sustainable to turn out more 

poor people than you do edu-

cated people.”



By Chelsea Nichols

People use Twitter for a variety of reasons. 
Some to keep abreast on breaking news, others 
use it to promote themselves, while some just like 
being “in the know.” A popular feature is Twitter 
chats. It ’s not only a great way to learn how to use 
Twitter, but to have your voice heard.

Twitter chats are a form of l ive tweeting, or 
an extended engagement with fol lowers. Like a 
roundtable, there’s a moderator who asks ques-
tions and participants offer their two cents. 
Below are six, easy steps you can fol low to join 
a conversation.

1) Create a Profile
First, pick a username that people can identi-

fy you by. If you want to have a fun or clever user-
name, make sure that you use your real name in 
the “name” box in your prof ile. Also, pick a clear 
photo of yourself to use as an avatar. No one likes 
to follow eggs, the preset avatar. Finally, explain 
yourself in 160 characters or less in the “bio” box. 
There are other boxes you can f ill out, but these 
are the bare bones that every prof ile should have.

2) Learn to Tweet
Twitter is not for the longwinded. By limit-

ing tweets and messages to 140 characters, the 
micro-blogging site encourages clear, concise 

(and sometimes clever) tweets. 
To tweet, click on the text box, type your 

message and click on “tweet.” You’ ll notice a 
character count at the bottom right hand corner 
of the box. It’s hard to condense a message into 
the limited characters, but you’ ll get better at it 
as you practice.

To reply to a tweet, geared toward you or not, 
place your cursor over the tweet. Four options 
will appear: expand, reply, retweet and favorite. 
Click reply. A new text box will appear with the 
username already in the box. Add your message 
and click “tweet.” To retweet someone, click 
“retweet.” This is a good option if your response 
is short or your response doesn’t make sense un-
less you include it. If you need to take your dis-
cussion off the timeline, send a DM. Short for 
direct message, this option allows only the per-
son you reply to will see your tweet. Remember 
to place “d” before the username so the function 
will work. When you click “tweet,” the message 
will go to their inbox, visible only to them.

3) Follow People
Twitter provides several ways to f ind accounts 

to follow. A simple search is one way. The “f ind 
friends” option on the web site is another. Brows-
ing categories is a great way to f ind people with 
similar interests. Following them is as simple as 
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Continued on page 14

Twitter How-To Supplement

What are (#) Hashtags? 

From chatting to 
tweeting to just 
following—Twitter 
exposes participants 
to conversations and 
potential customers. 
In six easy steps 
Medical News shows 
you how and more in 
our first-ever Twitter 
How-To supplement. 

Join the

 #chat Definition: The # symbol, called a 
hashtag, is used to mark keywords 
or topics in a Tweet. It was created 
organically by Twitter users as a 
way to categorize messages.

Using hashtags to categorize 
Tweets by keyword:

•	 People use the hashtag symbol 
# before a relevant keyword 
or phrase (no spaces) in their 
Tweet to categorize those 
Tweets and help them show 
more easily in Twitter search. 

•	Clicking on a hashtagged 
word in any message shows 
you all other Tweets marked 
with that keyword.

•	 Hashtags can occur 
anywhere in the Tweet – at the 
beginning, middle or end.

•	 Hashtagged words that 
become very popular are 
often Trending Topics.

Example: In the Tweet below, @
eddie included the hashtag #FF. 
Users created this as shorthand for 
“Follow Friday,” a weekly tradition 
where users recommend people 
that others should follow on 
Twitter. You’ll see this on Fridays.

@eddie Watching the latest 
election results tonight on 
@UNewsNetwork  #FF 

Using hashtags correctly:

•	 If you Tweet with a hashtag 
on a public account, anyone 
who does a search for that 
hashtag may find your Tweet.

•	Don’t #spam #with #hashtags. 
Don’t over-tag a single Tweet. 
(Best practices recommend 
using no more than two 
hashtags per Tweet.)

•	 Use hashtags only on Tweets 
relevant to the topic. 

– Source: www.twitter.com
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Continued from page 13

clicking the “follow” button next to their name. 

4) Set Your Profile
Set your profile to public. This allows others to see 

your tweets and in turn, your responses. This is done 
under “settings.” The default option is having your 
tweets unprotected so unless you’ve set your account 
to only be visible to followers, you won’t have to worry 
about this. 

Next, you’ll want to find a chat (search an area 
of interest and add Twitter chat at the end to bring 
up some options), the appropriate hashtag (#), the 
moderator(s) and what time the chat begins. There are 
plenty of regular scheduled chats for healthcare pro-
fessionals. Some of interest include: 

For marketers: Healthcare Communications  
and Social Media
#hcsm
Moderated by @HealthSocMed
Sundays at 9 p.m. EST

For pharma: Biopharmaceutical Marketing and  
Social Media
#SocPharm
Moderated by Eileen O’Brien (@eileenobrien)
1st Wednesday of every month at 8 p.m. EST

For IT professionals: Health Information  
Technology Social Media
#HITsm
Moderated by Chad Johnson (@HealthStandards)
Fridays at noon EST

For professionals in the business of aging:  
ElderCareChat
#eldercarechat
Moderated by @caregiving and @Seniors4Living
1st and 3rd Wednesday of every month from  
1-2 p.m. EST

Though these conversations are geared toward 
people in the profession, don’t feel as if you can’t par-
ticipate. Others’ viewpoints are often welcomed. Just as 
if the conversation was in person, mind your manners. 
Be respectful of others and their opinions. 

It’s a smart idea to follow the moderators. For 
one, they’ll ask the questions. If you continue to fol-
low them after the conversation, they’ll keep you in the 
loop about upcoming chats. It also helps to follow the 
hashtag. You can do this in a few ways. If you’re on the 
Twitter site on a computer, tablet or notebook, search 
the hashtag. A list of all the time the hashtag will be 
mentioned and you can see the action right there.

Twitter How-To Supplement

•	 #:	The # symbol, called a hashtag, is used to 
mark keywords or topics in a Tweet. It was cre-
ated organically by Twitter users as a way to 
categorize messages.

•	 Avatar: The personal image uploaded to 
your Twitter prof ile in the Settings tab of 
your account.

• 	 Bio: 	A shor t persona l descr ipt ion of 160 
characters or fewer used to define who you 
are on Twitter.

•	 Direct	Message:	Also called a DM and most 
recently called simply a “message.” These Tweets 
are private between the sender and recipient. 
Tweets sent over SMS become DMs when they 
begin with “d username” to specify who the 
message is for.

•	 Follow:	 To follow someone on Twitter 
means subscribing to their Tweets or up-
dates on the site.

•	 Follower:	 A follower is another Twitter user 
who has followed you. 

•	 Following:	Your following number reflects the 
quantity of other Twitter users you have chosen 
to follow on the site.

•	 Handle:	A user’s “Twitter handle” is the user-
name they have selected and the accompanying 
URL, like so: http://twitter.com/username.

•	 Mention:	 Mentioning another user in your 
Tweet by including the @ sign followed di-
rectly by their username is called a “mention.” 
It also refers to Tweets in which your user-
name was included.

•	 Profile:	A Twitter page displaying information 
about a user, as well as all the Tweets they have 
posted from their account. 

•	 Reply:	A Tweet posted in reply to another user’s 
message, usually posted by clicking the “reply” 
button next to their Tweet in your timeline. Al-
ways begins with @username. 

•	 Retweet	 (n): A Tweet by another user, for-
warded to you by someone you follow. Often 
used to spread news or share valuable f ind-
ings on Twitter.

•	 Retweet (v): To retweet, retweeting, retweeted. 
The act of forwarding another user’s Tweet to all 
of your followers.

•	 Spam: Unwanted messaging or following 
 on Twitter.

•	 Timeline	(TL): A real-time list of Tweets  
on Twitter. 

•	 Tweet	(v): Tweet, tweeting, tweeted. The act  
of posting a message, often called a “Tweet,”  
on Twitter. 

•	 Tweet	 (n): A message posted via Twitter con-
taining 140 characters or fewer.

•	 Tweet	Button: A button anyone can add to their 
web site. Clicking this button allows Twitter us-
ers to post a Tweet with a link to that site.

•	 Twitter: An information network made up of 
140-character messages from all over the world.

Source: www.twitter.com 

Twitter Glossary

Continued on page 15
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THE RESOURCES TO FULFILL ALL 
YOUR HEALTHCARE LEGAL NEEDS.

THIS IS AN ADVERTISEMENT Practicing in All Areas 
of Health Care Law

Lisa Hinkle

Long Term Care, Senior Housing  
and Home Health
Physician Contracting
Professional Licensure Defense
Health Information and Technology
Hospitals and Health Systems
Fraud and Abuse
Reimbursement, Accreditation  
and Regulation
Health Care Reform

201 East Main St., Suite 1000  |  Lexington, KY 40507  |  (859) 231-8780 

•	It’s	a	news	feed.

Following news accounts keeps you abreast on breaking news and any follow 
ups. Several accounts tweet their latest content in the morning as we get ready 
for work. Make sure to look at the beginning of your timeline every morning.

•	It’s	a	multipurpose	business	tool.

Find clients, create relationships, listen to customers (the good and bad) and 
promote yourself or company in one place. If you have a hard time reaching 
someone, try tweeting them. People may not respond to text, emails and calls, 
but they may get back to you via Twitter. More and more people are realizing 
that Twitter is useful for both professional and personal brand awareness.

•	It’s	a	soapbox.

Whether you’re ranting about nothing or trying to get someone’s attention, 
someone somewhere is going to see your tweet. Your opinion will be heard. 

•	It’s	a	conference	room.

Twitter chats put you in contact with people that you’ve never met and 
possibly never will. That doesn’t mean that you can’t learn something from 
them or work together. Every day we send email to faceless names that help 
us with projects and deals. Twitter’s the same, but thanks to the avatar you 
may get a picture of who’s been helping you with the latest campaign. 

Benefits of Twitter Twitter How-To Supplement

5) Join the Chat
When the chat starts, the moderator will welcome 

participants and thank everyone for joining. A question 
will then be asked and answers will start pouring in. Feel 
free to pipe in whenever. Remember to include the hashtag 
in your tweet so others can see your response. Ask ques-
tions, answer others and keep an open mind. The only way 
to fully appreciate a Twitter chat is to engage.

6)	Keep	the	Conversation	Alive
The moderator will formally conclude the chat, but 

that doesn’t meant it has to stop. Keep the conversation 
going. If others are willing to continue the dialogue, feel 
free to keep tweeting.

If you enjoyed it, tweet the moderator and let him 
know. Pass along suggestions for the next chat. Finally, set 
a reminder in your phone or mark your calendar for the next 
Twitter chat.

Continued from page 14
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By Kate Jennings

I think of bad things 
so you don’t have to.

In the end, this is 
the most basic explana-
tion of what public rela-
tions can and should be. 

Every person and 
business needs to live and interact in 
the world to be successful, but as we’ve 
seen in the news time and time again, 
this can be a messy business. While we 
can control what we say, we can’t con-
trol how it is perceived, and what word 
spreads among the public.

But what if you could?

Find the Negative
The f irst thing is to start Googling. 

It is important to f ind every scrap of 
news, both positive and negative, to 
see what people are saying. This gives 
a sense of what f ights will crop up and 
where allies are, because when dealing 
with the public and their perception of 
you, even if you’re rebranding, you are 
constantly working with and against 
the image the public already has of you.

After looking at the problems that 
have cropped up in the past, look at the 
company and f igure out the very worst 
thing that could happen and how to 
handle it. From there, develop media 
plans that a company can implement 
quickly and easily.

For example, right after comments 
by the Chick-Fil-A president, Dan 
Cathy, on the def inition of marriage, 
a media statement could have been is-
sued saying “The personal opinions 
of the president do not ref lect com-

pany stance and, in keeping with the 
Christian traditions that Chick-Fil-A 
is founded on, we continue to welcome 
all customers, from every walk of life, 
into our restaurant.”

A statement such as this would 
have been in line with the company 
message while limiting the media 
storm they are currently embroiled in.

While many would suggest that 
this is something the company couldn’t 
have anticipated, that is the job of the 
PR professional, to anticipate and re-
spond in a timely manner.

Take a Positive Offense
However, when it comes to de-

fense, nothing works better than a 
good, positive offense.

Where a client is weak, the weak-
nesses can be f ixed indirectly. While 
f illing in the gaps is important, it is 
equally important to minimize them 
by pulling focus to another aspect of 
the company.

For example, if news items had 
been consistently published about a 
nursing shortage at a local hospital, one 
of the best courses of action would be 
to announce a nursing scholarship or 
loan forgiveness program. The hospital 
could then be seen as making a positive 
impact on the community and solving 
a problem while at the same time never 
admitting there was a problem.

The idea behind this is to boost the 
perception of the client to the public. 
By doing this, even when things get a 
little rocky for the client, the public 
sentiment is already behind them, so 
an unfavorable story has less impact.

In the spirit of that, each client 
should pick a few events that they can 
do where they are interacting directly 
with the public.

For an example, a hospital in a 
rural area where diabetes and obesity 
are rampant could offer farmers mar-
kets, working with struggling farmers 
to promote their products and at the 

event, offer their own dietitians to help 
visitors make healthy food choices and 
local chefs to demonstrate how to turn 
fresh ingredients into healthy and deli-
cious family meals.

An event such as this allows the 
members of the community to meet 
the people behind your organization 
and for your organization to interact 
with the community without the f ilter 
of the media. It also gives the commu-
nity an idea of what your company has 
to offer them in an environment that is 
low pressure and positive.

Be aggressive and Proactive
Most of this, however, will be a 

moot point if you wait for the media to 
come to you.

One of the most important aspects 
of public relations is to be aggressive 
and be proactive. While a reporter 
might come to you for a comment, you 

have, by that point, lost control of the 
story and there is nothing more impor-
tant than being in control of the story 
and messaging.

The Social Media effect 
The thing that has brought the most 

change to this aspect is social media.
As the world has grown with social 

media, it feels like the obvious step, 
but its main capability is often over-
looked, from a PR standpoint.

Your social media capabilities al-
low you to gauge public sentiment 
from a quick sampling of users, but you 
don’t have to poll, they come to you. If 
your consumers are upset, your Face-
book and Twitter will show it, and it 
can allow you to address the situation 
before it becomes a news item.

Within that, every social media 
account in the client’s name can and 
should act as their own personal news 
channel where they can broadcast and 
shape their stories and their sides of 
the stories. It can also shape the view 
people have of the company.

A recent example is ABC Life Lit-
eracy, who saw their Facebook interac-
tion go up by 5,000 percent when they 
started reshaping their social media 
presence to a more lighthearted tone 
that they felt better represented them, 
and the public agreed.

Because of this, they now have 
public sentiment on their side and 
are ahead of any negative stories. Ad-
ditionally, the interaction provided a 
more personable face to the company 
allowing the public to better under-
stand them.

In the end, when the phrase public 
relations is used each client should be 
cognizant that they are talking to the 
public, not the media, and design their 
plans accordingly.

Kate Jennings is director of public 
relations at Vest Advertising, Marketing 
and Public Relations in Louisville, Ky.

Things I think about: rogue employees,        
naive interns and marauding media 
Public relations can’t control what we say, but can control how it is perceived.

If news items had been con-

sistently published about a 

nursing shortage at a local 

hospital, one of the best 

courses of action would 

be to announce a nursing 

scholarship or loan forgive-

ness program. The hospital 

could then be seen as mak-

ing a positive impact on the 

community and solving a 

problem while at the same 

time never admitting there 

was a problem.

One of the most important 

aspects of public relations 

is to be aggressive and be 

proactive.
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By David W. Bufford, esq.

Whether it is Face-
book, Twitter, LinkedIn, 
or even YouTube, social 
networking in one form 
or another attracts more 
than 60 percent of adult 
internet users on a regular 

basis. Such high participation rates make 
these sites a hotbed of issues for employers 
wanting to expand their reach for market-
ing purposes or to monitor employees. All 
employers adapting to social networking 
must be aware of the constantly shifting 
legal implications of social media partici-
pation, but healthcare providers must also 
be aware of special concerns. 

Patient Privacy
Healthcare providers must comply 

with HIPAA requirements and vari-
ous state laws concerning patient privacy, 
even when using social networking sites. 
Health providers are prohibited from 
disclosing patient information without 
patient authorization and face fines and 
other penalties if employees act inappro-
priately. While providers can seek proper 
authorization from patients to use their 
information, it is a best practice to avoid 
involving patients in social networking. 

This issue frequently concerns em-
ployees taking inappropriate pictures of 
patients and posting them to a social net-
work. Not only will employers face con-
sequences for privacy violations, but em-
ployees may also be subject to severe re-
percussions. Recently, a nursing assistant 
was jailed for eight days for taking and 
posting photographs of elderly patients on 
her Facebook page. 
Litigation and enforcement Issues

Employers with a social network-
ing presence must be concerned with not 
only their official postings and activi-
ties but also the community-generated 
postings and comments available on the 
employers’ sites. If a hospital maintains 
a Facebook page, for example, that page 
should be monitored for inappropriate 
postings from the community, such as 
defamatory remarks to individuals or 
other businesses or even potential copy-
right or trademark infringements. 

Healthcare providers must consider 
the Anti-Kickback Statute (AKS) prior 
to engaging in any service-review type 
agreements. Any payments to a third 
party to recommend a provider’s services 
could be misconstrued as an inducement 
for referrals. An AKS violation may re-
sult in up to $25,000 in fines and/or up to 
five years in jail. 

Additionally, for tax-exempt organi-
zations, any political postings or endorse-
ments could jeopardize the tax-exempt 
status of the organization. 

Social Networking in the Hiring Process
More than 45 percent of hiring man-

agers report using social networking sites 
to research potential employees. This is a 
permissible practice, with a caveat: If the 
hiring manager uses social networking to 
research one candidate, they must do the 
same for all other candidates. The use of 
social networking to research candidates 
has many positives, such as finding the 

candidate posting inappropriate photos, 
making derogatory or discriminatory 
comments, or making negative comments 
about current or former employers or co-
workers. These practices are likely to con-
tinue, and it is best for the new employer 
to discover a person’s propensity for inap-
propriateness prior to extending them an 
offer of employment. 

However, with the positives, employ-
ers must also calculate the negative impact 
of such pre-employment research. Even 
a cursory review of someone’s Facebook 
page would potentially reveal that person’s 
race, color, religion, sex, national origin, 
age, disability, pregnancy status, personal 
associations, or any other factor that, if 

used to make an employment decision, 
would potentially be discriminatory based 
on a protected characteristic. 

Monitoring Current employees
Without any current statistics, it 

should be safe to say that at least the 45 
percent of employers that use social net-
working to screen potential employees also 
monitor their current employees’ use of so-
cial networking activities. 

You may recall the recent news of the 
CFO of an Arizona medical device com-
pany who posted a video to YouTube of 
his beratement of a Chik-Fil-A drive-
through employee. He was very publicly 
fired the next day for violating the com-

Will you add me as a friend? 
An overview of issues health providers face in social networking.

Employers with a social 

networking presence must 

be concerned with not only 

their official postings and 

activities but also the com-

munity-generated postings 

and comments available on 

the employers’ sites.

Continued on page 18

Five Social Networking Policies
1)	 A	hospital	or	healthcare	business	may	benefit	from	

appointing a director of social networking activity to 
coordinate and approve social networking activities. 

2) Employers with a social networking presence must 
be	concerned	with	not	only	their	official	postings	and	
activities but also the community-generated postings 
and comments available on the employers’ sites. 

3) Healthcare providers must consider the Anti-Kickback 
Statute (AKS) prior to engaging in any service-
review type agreements. Any payments to a third 
party to recommend a provider’s services could 
be misconstrued as an inducement for referrals. 

4) Tax-exempt organizations must remember that any 
political postings or endorsements could jeopardize 
the tax-exempt status of the organization. 

5) Employer must develop consistent policies on the 
use of social networking investigations for potential 
and current employees to avoid inconsistent or 
discriminatory uses of social networking. 
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Westminster Terrace
Assisted Living

Rose Anna Hughes Home
Assisted Living and Personal Care

Westminster Health Care Centre

Presbyterian Homes of Louisville
2116 Buechel Bank Road

Louisville, KY 40218

(502) 499-9383
www.phsk.org

Assisted Living
Independence of home, 
assistance as needed.
Apartment-style living.

Personal Care
Independence, assistance, 
medication management, 
apartment-style living.

Transitional Care
Chronic disease management, 
hospitalization readmission 
prevention.

Rehabilitation
Physical, occupational and 
speech therapy

Outpatient Care
Orthopedic, neurological, 
back pain and spinal rehab

Respite Care

Our patient-centered approach delivers the 
specific care each resident needs with the 
compassion and respect they deserve.

We provide compassionate care and superior service 
regardless of race, religion, national origin or disability.

e 

pany’s policies for employee behavior. 
In fact, the company posted a statement 
about his termination in the comments 
section of his video. This is permissible, 
but employers must be cautious to make 
sure their disciplinary activities are for le-
gitimate purposes and on a non-discrim-
inatory basis. 

Recent court cases have involved an 
employee who was terminated after the 
employer found an online resumé posting 
and an employee who was terminated af-
ter the employer found questionable on-
line content that violated the employer’s 
policies. In both instances, terminations 
were upheld, and the court sided with the 
employer. However, there are instances 
where employee comments are protected.

The National Labor Relations Board 
The National Labor Relations Board 

(NLRB), a governmental agency charged 
with investigating unfair labor practices, 
has determined some employee social 

networking actions are “protected con-
certed activity.” Even prior to social net-
working, employees have been protected 
from employer retaliation when engaging 
in a “concerted activity” to improve their 
working conditions. A recent string of 
cases before the NLRB has highlighted 
the labor issues involved with monitoring 
employees’ social networking. An em-
ployee’s negative postings about the em-
ployer could be protected by the NLRB; 
under the National Labor Relations Act, 
employees are allowed to discuss (and 
complain about) the terms and conditions 
of their employment on social networks. 

Developing Social Networking Policies
Effective social networking policies 

will distinguish between an employee’s 
personal activities and any potential 
activities where the employee would be 
representing the employer. For example, 
a hospital may benefit from appointing a 
director of social networking activity to 

coordinate and approve social network-
ing activities. 

Further, the NLRB has taken issue 
with policies that are overly broad and 
discriminatory. Policies that prohibit 
“disrespectful conduct” or “inappropri-
ate conversations” have been held to be 
overly broad.

Finally, the employer must develop 

consistent policies on the use of social 
networking investigations for poten-
tial and current employees to avoid 
inconsistent or discriminatory uses of 
social networking. 

David W. Bufford is a healthcare at-
torney at Hall, Render, Killian, Heath & 
Lyman in Louisville, Ky. 

Employees’ Rights
The National Labor Relations Board (NLRB), a governmental agency 
charged with investigating unfair labor practices, has determined 
some employee social networking actions are “protected 
concerted activity.” Even prior to social networking, employees 
have been protected from employer retaliation when engaging 
in a “concerted activity” to improve their working conditions. 

A recent string of cases before the NLRB has highlighted the labor 
issues involved with monitoring employees’ social networking. 
An employee’s negative postings about the employer could be 
protected by the NLRB; under the National Labor Relations Act, 
employees are allowed to discuss (and complain about) the 
terms and conditions of their employment on social networks. 
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By Melanie Wolkoff Wachsman

Developing a great brand for your-
self and your practice is only half the 
battle. After all, how can your business 
grow if no one knows who you—and 
your brand—are? That’s where mar-
keting comes into play. 

You don’t have to be a marketing 
expert to get the word out to potential 
clients. Many businesses enlist the ser-
vices of an advertising or public rela-
tions agency to help develop a market-
ing strategy and action plan.

If your operation does not have the 
budget to hire an outside agency never 
fear. With the advent of social media 
more and more healthcare business 
owners are marketing themselves from 
their own laptop computers. 

Know Your Demographic
When reaching out to the public, 

ask yourself f irst, who exactly do you 

want to target? Once you identify your 
demographic you can develop a mar-
keting strategy devoted to reaching 
that specif ic client base.

Restorative Medical, Inc. provides 
a great example of this. The Bran-
denburg, Ky.-based company designs 
and manufactures medical splints and 
braces that are created specif ically 
to treat patients who suffer from lost 
range of motion resulting from immo-
bility and diagnoses like cerebral pal-
sy, traumatic brain injury, spinal cord 
injury, stroke, Parkinson’s disease and 
end stage Alzheimer’s disease.

Karen L. Bonn, RN, COF, presi-
dent, Restorative Medical, Inc., pre-
fers to market her practice through 

teaching events and speaking engage-
ments. “I choose these avenues be-
cause knowledge of the central nervous 
system and the applied anatomy and 
how our products work with the hu-
man body is how clinicians—primarily 
therapists—determine what to choose 
to treat their patients,” Bonn said. 
These clinicians and therapist are ideal 
purchasers of the company’s products.

Outside Help
Julene B. Samuels, M.D., FACS, 

Louisville, Ky., looks to the help and 

Getting the word out 
From traditional advertising to modern-day technology, 
sharing your brand has never been easier.

With the advent of so-

cial media more and more 

healthcare business own-

ers are marketing them-

selves from their own lap-

top computers. 

Continued on page 20
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“Today, we find 

that deliver-

ing a health-

care client’s 

brand and message through 

a combination of traditional 

and modern-day technology 

greatly increases the chances 

of being seen by a vast infor-

mation-seeking audience.” 

– Shirley Rivoli, president, 

Group Nine Marketing
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guidance of her marketing agency, 
ADFX, to consistent ly communicate 
the uniqueness of her practice. Samuels’ 
Louisville, Ky.-based practice is very 
involved in the introduction of new 
technology, specif ically, new breast 
implant options, new facial rejuvena-
tion options, and new surgical and 
non-surgical body contouring options.

To spread the word about the prac-
tice’s feminine “brand” Samuels’ uti-
lizes her web site, print off ice materi-
als, radio, TV, print and social media 
such as Facebook updates, email blasts 
and blog entries. In addition, Samuels’ 
has found direct mail advertising spe-
cial pricing for specif ic treatments to 
certain demographic areas helped cast 
a wider net of awareness as well.

One of Samuels’ favorite meth-
ods for branding the practice has been 
hosting patient education events in 
the off ice. “These events give us a 

chance to showcase my services, my 
staff and our boutique style of prac-
tice with an intimate, personal ap-
proach to prospective new patients,” 
she said. ”Utilizing our topic-specif ic 
presentation format in an elegant so-
cial atmosphere within the off ice it-

self, allows me to discuss my unique 
surgical and non-surgical approaches 
to cosmetic surgery, which informs 
the new patient at the same time that 
it allows them a peek inside the actual 
practice they are considering.”
Putting Yourself in the Brand

Samuel ’s doesn’t just market her 
practice, but herself. She’s provided 
guest comments in Her Scene magazine 
and also pen’s the monthly “Ask Ju-
lene” column in Nfocus magazine. 

“I love the opportunity this has 
provided for a more interactive tool for 
communicating with my prospective 
new patient to the practice,” she said. 
“Being able to select the topic to be ad-
dressed in the column gives me limit-
less opportunity to touch on subjects 
of interest to today’s cosmetic surgery 
patient, and coupling the column’s dis-
cussion with a print ad in the same is-
sue, serves to further spotlight the of-
ferings in my practice.” 

Tried-and-True Traditional advertising
Don’t discount tried-and-true tra-

ditional advertising strategies. Many 
are still successful methods today – es-
pecially when marketing clients in the 
healthcare industry, said Shirley Rivo-
li, president of Group Nine Marketing, 
Louisville, Ky. Rivoli began her adver-
tising career more than two decades 
ago with ZML/McCann-Erickson.

What do we mean by traditional 
advertising? 

Typically, it represents one-way 
communication where a message is 
sent from sender to receiver usually 
via print, TV, radio, outdoor, or direct 
mail. A highly targeted audience eas-
ily can be selected by the readership of 
a magazine or newspaper, the viewers 
of a particular TV show or listeners to 
a certain radio station, as well as tar-
geted demographics for billboards and 
direct mail.

While traditional advertising is 
effectively used for brand awareness, 
it is also effectively used to direct a 
target audience to a client’s web site 
and other social networking mediums, 

such as a Facebook page. 
Trendy advertising does not have 

to involve the latest marketing buzz—
sometimes just putting a new spin on a 
proven technique is the most successful 
and trendiest marketing strategy of all.

In addition to tried-and-true ad-
vertising, there are many targeted In-
ternet marketing tactics, such as geo-
targeted banner ads on web sites or paid 
search campaigns through Google. 

Healthcare clients need to explore 
these because according to a Pew In-
ternet study, eight out of 10 Ameri-
can Internet users go online to gather 
healthcare information, with 8 million 
Americans searching the Internet for 
healthcare information on any given day. 

“Today, we f ind that delivering a 
healthcare client’s brand and message 
through a combination of traditional 
and modern-day technology greatly 
increases the chances of being seen by 
a vast information-seeking audience,” 
said Rivoli.

Bottom-line: Combining old and 
new marketing tactics is the best strat-
egy to win the branding battle. 

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. 
ProAssurance.com  •  800.433.6264

“I choose these 

avenues because 

knowledge of the 

central nervous 

system and the applied 

anatomy and how our products 

work with the human body 

is how clinicians—primarily 

therapists—determine what to 

choose to treat their patients.” 

–Karen l. Bonn, RN, COF, 

president, Restorative 

Medical, Inc.

“I love the op-
portunity this 
has provided 
for a more in-
teractive tool 

for communicating with 
my prospective new pa-
tient to the practice.” 

– Julene B. Samuels, 
M.d., FACS 

Continued from page 19

According to a Pew Internet study, eight out of 10 
American Internet users go online to gather healthcare 
information, with 8 million Americans searching the 
Internet for healthcare information on any given day. 
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By K. Kelly White Bryant

As a practicing phy-
sician, you may have op-
portunities to work as 
a consultant for a drug 
or device manufacturer 
in exchange for a con-
sulting fee. You may be 

asked to conduct industry-sponsored 
research in exchange for compensa-
tion. Or, you may be invited to serve 
as a speaker at a medical education 
program or elsewhere, receiving free 
travel expenses and meals. In the near 
future, any payments or “transfers of 
value” to physicians for these types of 
activities and others will be posted on 
a public web site and available for all 
to view. 

The Physician Payments Sunshine 
Act (Sunshine Act) is a step towards 
transparency in healthcare and will re-
quire drug and device manufacturers to 
report annually each payment over $10 
made to physicians and teaching hos-
pitals, subject to few exceptions. The 
law will also require drug and device 
manufacturers and group purchasing 

organizations to report any ownership 
or investment interest held by a physi-
cian. The Sunshine Act was designed 
to shed light on the f inancial arrange-
ments between doctors, drug makers 
and medical device companies through 
annual reporting and publication. 

Legislative History 
The Sunshine Act was passed as 

part of the Affordable Care Act of 
2010, the healthcare reform legisla-
tion. On December 19, 2011, the Cen-
ters for Medicare & Medicaid Services 
(CMS) published a proposed rule im-
plementing the Sunshine Act. Com-
ments on the proposed rule were due 
by February 17, 2012. During the 60 
day comment period, CMS received 
more than 300 comments from a wide 
range of stakeholders. 

CMS intends to release the f inal 
rule implementing the Sunshine Act 
later this year. Assuming the f inal rule 
is published in 2012; drug and device 
manufacturers will be required to start 
collecting data on payments made to 
physicians and physician ownership or 
investment interests in 2013.

Intent 
In the proposed rule, the govern-

ment recognizes that “collaboration 
among physicians, teaching hospitals, 
and industry manufacturers may con-
tribute to the design and delivery of 
life-saving drugs and devices.” The 
government also recognizes that such 
collaborations “can be benef icial to the 
continued innovation and improve-
ment of the healthcare system.” 

The concern is that payments from 
drug and device manufacturers to phy-
sicians and teaching hospitals can also 
induce physicians to prescribe or use 
products on the basis of loyalty to the 
company, rather than because it is in 
the best interest of the patient. Specif-

ically, the government writes that such 
payments to physicians “may inf luence 
research, education, and clinical deci-
sion-making in ways that compromise 
clinical integrity and patient care, and 
may lead to increased healthcare costs.” 

The transparency created from 
the reporting and publication of such 
payments and ownership/investment 
interests is supposed to deter inap-
propriate conf licts of interest. It is 
also thought that increased transpar-
ency will permit patients to make bet-

ter informed decisions when choosing 
healthcare professionals and making 
treatment decisions. 

Reporting Payments or Transfers of Value 
As stated above, the Sunshine Act 

includes two main reporting require-
ments: One, report payments or other 
transfers of value to physicians and 
two, report ownership or investment 
interests held by physicians. 

According to the proposed rule, 

Sunshine Act sheds light on transparency 
Physicians’ financial relationships with drug and device 
companies made public. 

Continued on page 22

The following payments or 

transfers to physicians or 

teaching hospitals do not 

have to be reported: trans-

fers of value less than $10; 

educational materials; dis-

counts or rebates; and indi-

rect payments through a third 

party when the manufacturer 

is unaware of the payment.

What’s exactly in the report?
According to the Sunshine Act 
manufacturers must report annually:
•	 the	physician	or	teaching	hospital’s	name	and	address;
•	 their	specialty	(if	a	physician);
•	 the	amount	of	each	payment;
•	 the	date	of	each	payment;
•	 the	form	of	each	payment	(cash,	in-kind	

items or services, stock, etc.); and 
•	 the	nature	or	category	of	each	payment.

The payment categories included in the proposed rule are: 
•	 consulting	fee;	
•	 compensation	for	services	other	than	consulting;	
•	 honoraria;	
•	 gift;	
•	 entertainment;	
•	 food	and	beverage;	
•	 travel	and	lodging;	
•	 education;	
•	 research;	
•	 charitable	contribution;	
•	 royalty	or	license;	
•	 current	or	prospective	ownership	or	investment	interests;	
•	 direct	compensation	for	serving	as	a	

faculty or as a speaker for a medical 
education program; grant; or other. 
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the manufacturers who must report in-
clude those engaged in the production, 

preparation, propagation, compound-
ing, or conversion of a drug, device, 
biological, or medical supply for sale 
or distribution in the United States 
for which payment is available under 
Medicare or Medicaid. 

These manufacturers must report 
electronically to CMS on an annual 
basis any payments or other transfers of 
value provided to a physician or teach-
ing hospital. The manufacturers’ an-
nual reports must include, among other 
things, the following information: the 
physician or teaching hospital ’s name 
and address; their specialty (if a phy-
sician); the amount of each payment; 
the date of each payment; the form of 
each payment (cash, in-kind items or 
services, stock, etc.); and the nature or 

category of each payment. 

Payment Categories 
The payment categories included 

in the proposed rule are: consulting 
fee; compensation for services other 
than consulting; honoraria; gift; en-
tertainment; food and beverage; trav-
el and lodging; education; research; 
charitable contribution; royalty or li-
cense; current or prospective owner-
ship or investment interests; direct 
compensation for serving as a faculty 
or as a speaker for a medical education 
program; grant; or other. 

There are a few exceptions to the 
annual reporting obligations for pay-
ments or transfers of value to phy-
sicians. The following payments or 
transfers to physicians or teaching 
hospitals do not have to be reported: 
transfers of value less than $10; educa-
tional materials; discounts or rebates; 
and indirect payments through a third 
party when the manufacturer is un-
aware of the payment.

Repor t ing Ownership or   
Investment Interests 

In addition to reporting payments 
to physicians and teaching hospitals, 
drug and device manufacturers and 
applicable group purchasing organi-
zations must also report certain in-
formation regarding physicians who 
hold ownership or investment interests 
in them. The proposed rule def ines 
“group purchasing organizations” as 

entities that purchase, arrange for, or 
negotiate the purchase of a covered 
drug, device, biological, or medical 
supply for which payment is available 
under Medicare or Medicaid. 

Reports on physician ownership 
and investment interests must include: 
the name and address of the physician; 
whether an ownership or investment 
interest is held; the physician’s spe-
cialty and NPI; the dollar amount in-
vested by the physician; and the value 
and terms of each ownership or invest-
ment interest. 

Penalties
There will be strict penalties im-

posed upon drug and device manufac-
turers and group purchasing organiza-
tions that fail to make annual reports. 
Failure to accurately and completely 
report the required information is sub-
ject to civil monetary penalties of not 
less than $1,000 but not more than 
$10,000 for each payment, transfer of 
value, ownership interest or invest-
ment interest not reported. 

Knowing failures to accurately re-
port in a timely manner may be sub-
ject to not less than $10,000 but not 
more than $100,000 for each payment, 
transfer of value, ownership interest or 
investment interest not reported. 

A recent survey of compliance of-
f icers and physicians reported that 47 
percent had not heard of the Sunshine 
Act. Physicians should be on the look-
out for the f inal rule implementing 
the Sunshine Act and be prepared for 
manufacturers and group purchasing 
organizations to publicly report the 
details of their f inancial relationships 
with physicians. 

K. Kelly White Bryant is a healthcare 
attorney at Stites & Harbison, PLLC in 
Louisville, Ky.

The Sunshine Act
The Sunshine Act includes two main reporting requirements: 

1)   Report payments or other transfers of value to physicians.

2)   Report ownership or investment interests held by physicians.

Continued from page 21

The concern is that pay-

ments from drug and device 

manufacturers to physicians 

and teaching hospitals can 

also induce physicians to 

prescribe or use products 

on the basis of loyalty to the 

company, rather than be-

cause it is in the best inter-

est of the patient.

A recent survey of compli-

ance officers and physicians 

reported that 47 percent had 

not heard of the Sunshine Act. 
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By Cindy Sanders

Everybody’s doing it. 
As parents, we tell our children not to 

blindly follow the popular crowd. But when 
it comes to using social media, could it neg-
atively impact your bottom line if you don’t 
jump on the bandwagon?

The quick answer is quite possibly. The 
caveat, however, is that social media must 
be done right or it can easily become more 
hindrance than help.

Medical News recently had the opportu-
nity to chat with Tim Strickland and Kriste 
Goad, communications specialists with two 
of the nation’s top 15 healthcare public rela-
tions firms as ranked by O’Dwyer’s, a PR 
trade publication.

Strickland is a senior executive advi-
sor with Jarrard Phillips Cate & Hancock, 
which ranked 14th in the nation on the 
O’Dwyer’s 2011 list. The firm managed 
communications for 20 percent of the 90 
mergers and acquisitions that occurred in 
the hospital industry last year. Goad is se-
nior vice president and chief marketing of-
ficer for ReviveHealth, which ranked 11th 
last year. The award-winning agency focuses 
solely on healthcare communications for cli-
ents that include hospitals, health systems, 
physicians, health technology and services 
companies, and a variety of other health and 
wellness organizations. 

How It Works & Why
“Social media creates many-to-many 

relationships that can open new doors of 
opportunity in almost any healthcare orga-
nization, all the way down to a doctor’s or 
dentist’s office,” said Goad. “It works re-
ally well when it’s incorporated as part of 
a larger, multi-channel strategy to connect 
with consumers.”

She noted a recent PricewaterhouseC-
oopers survey found that 32 percent of con-
sumers have used social media for healthcare 
purposes. Intuitively, those numbers are ex-
pected to only increase as the current gen-
eration of adolescents and children, who are 
so connected to the digital world, grow into 
healthcare-purchasing adults.

“Healthcare is moving into the con-
sumer age,” pointed out Goad, “and con-
sumers will increasingly look online and 
to social media channels for information 
that they can trust to make decisions about 
where they spend their healthcare dollars 
and which doctor or hospital they choose. 
Organizations, especially providers, that 
embrace social media and use it with pur-
pose to drive better outcomes and provide 
transparency will win consumer trust and, 
as a result, encourage loyalty to your prac-
tice or to your organization.”

engaging the audience
One of the biggest perks of social me-

dia is the ability to truly engage an audi-
ence through two-way communications. 
“People used to say ‘content is king,’” noted 
Strickland. “Now people are beginning to 
understand content is not king—audience 
is king. Content is a tool to help produce 
audience, and audience doesn’t settle for 
just any content.”

The good news for providers is that 
they typically have a message audiences 
want to hear—namely how to live healthier 
lives. Goad said social media channels from 
Twitter to Facebook to YouTube are ideal for 
health education and awareness.

“There have been any number of sur-
veys that show people most trust their 
doctors or their hospitals for healthcare in-
formation so there’s a real opportunity to 
translate that trust across social media chan-
nels,” she noted.

Strickland, who previously worked 
in corporate communications for Onslow 
Memorial Hospital in Jacksonville, N.C., 
agreed, saying, “They (members of the com-
munity) look to the hospital to be a source of 
healthcare information that is reliable. So-
cial media will be effective if used to provide 
information that is of, by, and for the com-
munities those hospitals serve.” Strickland 
noted the same is true for other community 
providers and healthcare facilities.

“More people than ever in healthcare 
are realizing the power that meaningful, 
digital engagement can have, especially 
when integrated with traditional advertis-

ing,” he said. 
Strickland added that at Onslow, the 

hospital made the decision to create social 
media channels that were all about health-
care news, wellness tips, a mom’s blog and 
weight loss without ever mentioning the 
hospital. The information was—and still 
is—all about the audience and their needs. 

“It was amazing what that gesture did 
to dramatically improve the community’s 
perception of the hospital’s quality,” Strick-
land said of findings in a subsequent con-
sumer survey.

Creating Conversations 
Strickland said an easy way to enter 

the social media world is to create conver-
sations around timely topics such as featur-
ing healthy lunchbox ideas or linking to an 
article on immunization requirements for 
back-to-school news this month—as long as 
you keep the channel open for consumers to 
engage with their own ideas and comments.

Goad said social media also offers the 
ability to reach target audiences. “You can 
dive pretty deeply via Google and Facebook 
into population segments,” she noted. “You 
can pretty inexpensively target patient pop-
ulations to increase awareness or drive pa-
tients to the door for a service.”

Strickland agreed, saying it was a great 
use of social media to create interactive plat-
forms for segmented disease management 
populations, survivor groups or consumers 

linked by age or lifestyle issues such as se-
niors or young moms. 

audience Disconnect
“What makes social media effective 

is that engagement piece. It’s a two-way 
street,” said Goad. “If you don’t have some-
one dedicated to paying attention, you’re 
not going to get the results you want.” She 
added that before launching social media 
channels, provider organizations need to 
consider who internally or externally will 
be charged with managing the dialogue 
and responding to consumers.

“Social media works best when you 
clearly articulate how employees can par-
ticipate and who’s primarily responsible for 
monitoring and responding to whatever 
social media vehicles you put in place,” ex-
plained Goad. “That helps avoid confusion, 
as well as ensure consistent and persistent at-
tention to your social media followers.”

Strickland said the number of hospitals 
and providers using social media as one-way 
communication is declining but still exists. 
“That is a quick turn-off for the target audi-
ence,” he said. 

accepting the Negative 
Of course, allowing comments includes 

negative comments. “You’ve got to be will-
ing to admit you’re not perfect,” he said. The 
upside to that, Strickland continued, is that 
it allows providers to know what the com-
munity is thinking and be able to respond 
in real time.

“I try to help CEOs realize the dialogue 
about their organization is already happen-
ing in the community. Social media brings 
that dialogue out in the open so concerns 
can be addressed and negatives can be 
turned into positives,” he explained. 

An example might be responding 
to someone who complains online about 
waiting in the emergency room with a 
sick child. First, Strickland said, it gives 
the hospital an opportunity to apologize 
if there was poor service. Then, the facil-
ity could use the response post to educate 
consumers about the triage process and to 
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Continued on page 24

Going through the appropriate channels
Social media do’s and don’ts for providers.

“Now people are beginning 
to understand content is 
not king—audience is king. 
Content is a tool to help 
produce audience, and 
audience doesn’t settle 
for just any content.”

— Tim Strickland, senior 
executive advisor with Jarrard 

Phillips Cate & Hancock
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encourage additional thoughts and ideas on 
ways to improve the experience. 

Strickland added, “I’ve never seen any-
thing stop a negative comment thread faster 
than a sincere post from a real hospital of-
ficial who invites further dialogue.”

Returning to Goad’s point of hav-
ing staff designated to answer quickly, 
Strick land sa id a slow response could 
send the wrong message. “Whether you 
mean to or not, you convey the message 
that you don’t care,” he said of letting 
too much time elapse before addressing 
negative comments.

Finding Balance 
While it’s important to have desig-

nated staff to post content and respond 
quickly, Strick land said organizations 
have to find a balance in how much is 
posted. “Another common mistake is pro-
viding so much volume on your channel 
that people tune you out or worse, unsub-
scribe. Just a few posts a week,” he said 
was optimal. “Less than one a day for 
sure. You definitely don’t want to wear 

out your welcome.” 
While social media can be an excel-

lent tool to share content centered on 
health education and information, it can 

really backfire if the audience perceives 
the message as nothing more than an ad 
for the provider.

 “Using a social media channel to de-
liver an unpaid ad doesn’t work. The au-
dience sees right through it,” said Strick-
land. He stressed, “It doesn’t even have a 
neutral effect. It has a negative effect.”

Goad concurred, noting that consum-
er audiences, whether in rural or metropol-
itan areas, are quite sophisticated when it 
comes to social media and its content. She 
said two rules are to always be relevant and 
authentic. The idea is to encourage conver-
sation around a topic, not to pontificate on 
a subject.

“A great example would be the (recent) 
Supreme Court decision. Almost everyone 
involved in social media was posting. You 
could quickly see the ones that were self-
serving as opposed to engaged in a conver-
sation,” noted Goad. 

Another pitfall, she said, is forgetting 
what you put out is published material. 
“Sometimes, because social media can seem 
so personal and informal, we forget to treat 

it like we would traditional media,” Goad 
noted. “Here’s a good rule of thumb, if what 
you post via social media is something you 
wouldn’t want to see in the newspaper or on 
TV, then don’t post it.”

Do the Pros Outweigh the Cons?
The public relations experts were vocal 

in their support of social media done right. 
“Social media is the future, and I think 

any organization who isn’t at least thinking 
about how to engage in social media is do-
ing themselves a disservice,” said Goad. “If 
those providers aren’t out there proactively 
sharing information via social media, they 
are missing an opportunity, and someone 
will step in and fill that gap.”

Strickland agreed, “I don’t think pro-
viders can afford not to be in social media 
anymore.” The good news, he continued, 
is that if you haven’t begun to channel the 
power of social media, you aren’t alone. “It’s 
not too late to start. Wherever you are is OK 
as long as you’re moving in the direction of 
greater integration and greater interaction.” 
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“Social media is the future, 
and I think any organization 
who isn’t at least thinking 
about how to engage in social 
media is doing themselves a 
disservice. If those providers 
aren’t out there proactively 
sharing information via social 
media, they are missing an 
opportunity, and someone 
will step in and fill that gap.”

— Kriste Goad, senior vice 
president and chief marketing 

officer, ReviveHealth
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By Barbara Mackovic

Clinicians can now view precise images 
of the heart during assessment/diagnosis 
performed in the echo lab, and support in-
vasive surgical procedures in the operating 
room, as well as image-guided procedures in 
the cath lab thanks to GE Healthcare’s new 
cardiovascular ultrasound technology.

Louisville, Ky.-based Jewish Hospital, 
part of KentuckyOne Health, is among the 
first centers in the country to make available 
the latest version of GE’s Vivid E9™ Break-
through 2012 (BT12) system, introduced 
earlier this year. 

This new system includes a 4D trans-
ducer for transesophageal echocardiogra-
phy (TEE). Jewish Hospital can leverage 
this new technology for procedures includ-
ing mitral valve repair, transcatheter aortic 
valve repair (TAVR/TAVI), atrial septal 
defect (ASD) closures and patent foraman 
ovale (PFO) closures. The Vivid E9 BT12 
also includes several features that are new 
to cardiovascular ultrasound, and which are 
designed to enhance 4D imaging and work-
flow for physicians.

“At Jewish Hospital we are always striv-
ing to offer our physicians and ultimately, 
patients access to the latest in cutting-edge 

medical technology,” said Valinda Rutledge, 
president, Jewish Hospital and KentuckyO-
ne Health Louisville market leader. “With 
this new Vivid E9 system, we are among the 
first in the country to offer the latest in 4D 
cardiovascular imaging, while providing 
our physicians workflow enhancements that 
could help speed up assessment and treat-
ment times.”

Improving accuracy and Measurements
Jiapeng Huang M.D., Ph.D., a car-

diothoracic anesthesiologist and director of 
anesthesia at Jewish Hospital used this new 
technology for the first time during a trans-
cutaneous aortic valve replacement per-
formed on an 82-year old male with severe 
aortic stenosis. 

“The 4D TEE allowed us to accurately 
identify the pathology of the aortic valve, 
measure the aortic annulus and choose the 
correct size aortic valve for this patient,” 
said Huang. 

Huang continued that 4D TEE allows 
cardiac anesthesiologists, cardiac surgeons 
and cardiologists to inspect various cardiac 
structures in live 3D views. This new capac-
ity helps physicians define the mechanisms 
of mitral valve diseases, aortic valve diseases, 
cardiac masses, aortic diseases and congeni-
tal heart diseases. Surgical planning and re-

pair techniques are greatly enhanced by the 
ability to examine the heart from unlimited 
angles in 3D. 

4D Imaging easier/More efficient
With a recent increase in new therapeu-

tic procedures in hospitals across the coun-
try, GE Healthcare was looking for ways to 
extend access to its ultrasound technology 

and help accommodate this growing need. 
“Our Vivid E9 system was designed to 

help make 4D imaging easier and more ef-
ficient during therapeutic procedures,” said 
Al Lojewski, general manager of cardiovas-
cular ultrasound at GE Healthcare. “With 
the new 4D TEE transducer as well as sev-
eral important workflow enhancements, 
this latest version of Vivid E9 underscores 
our commitment to making 4D ultrasound 
imaging accessible and efficient across the 
continuum of care in cardiology.” 

Matt Williams, M.D., with Uni-
versity Cardiothoracic Surgical Associ-
ates and assistant professor thoracic and 
cardiovascular surgery at University of 
Louisville summarized it this way, “As 
treatment for aortic valve disease be-
comes less invasive we rely more and 
more on imaging technology. The 4D 
TEE keeps us on the cutting edge.”

Barbara Mackovic is senior manager, 
media relations at Jewish Hospital & St. 
Mary’s HealthCare, part of KentuckyOne 
Health in Louisville, Ky.

4D TEE keeps doctors on the cutting edge
Jewish Hospital among the first in the U.S. to implement new   
GE Healthcare cardiovascular ultrasound.

The Vivid E9 BT12 includes several features that are new to cardiovascular ultrasound, 
and which are designed to enhance 4d imaging and workflow for physicians.

“With this new 
Vivid E9 system, 
we are among 
the first in the 
country to offer 

the latest in 4d cardiovascular 
imaging, while providing 
our physicians workflow 
enhancements that could 
help speed up assessment 
and treatment times.”

– Valinda Rutledge, 
president Jewish Hospital 
and KentuckyOne Health 
louisville market leader

“The 4d TEE 
allowed us 
to accurately 
identify the 
pathology of 

the aortic valve, measure 
the aortic annulus and 
choose the correct size aortic 
valve for this patient .”

– Jiapeng Huang M.d., 
Ph.d., cardiothoracic 
anesthesiologist and 

director of anesthesia 
at Jewish Hospital

Jewish Hospital, part of KentuckyOne Health, is 
among the first centers in the country to use the 

latest version of GE’s Vivid E9™ Breakthrough 
2012 system, introduced earlier this year. 
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By Lynne Jeter

Diana Reed, M.D., found herself 
with time on her hands after becom-
ing disabled from doing clinical work in 
2004. Even though she returned to the 
medical field, Reed ultimately retired 
from medicine when additional rehabili-
tation surgeries were unsuccessful. 

With her three children grown, Reed 
whipped out a laptop and started writing 
candidly– about the experiences that shaped 
her career and early retirement. 

“At the peak of my clinical career, I 
became disabled,” said Reed, 55, noting, 

“With a wide range of experience in medi-
cine and in life’s challenges, I felt that I had 
something to contribute to healthcare litera-
ture, especially in light of the changes com-
ing as a result of the Patient Protection and 
Affordable Care Act in 2010.” 

After a beat, she adds: “In a way, I’m 
thankful these terrible physical problems 
happened to me because it gave me the op-
portunity to take the time to write for my 
fellow colleagues because they can’t be ac-
tivists while working 80 hours a week. 

“They’re just keeping their heads above 
water. Most people have no idea how tough 
it is to be a doctor in this day and age. They 

think doctors live this life of luxury and ev-
erything’s great, with no idea of the sacri-
fices doctors make, how they can’t be with 
their family when the ER calls at 2 a.m.”

Personal Reflections on Paper 
The Other End of the Stethoscope: The 

Physicians’ Perspective on the Health Care 
Crisis (Author House, 2012) is in the same 
vein in a small but significant way of famed 
author Scott Turow’s One L: The Turbulent 
True Story of a First Year at Harvard Law 
School (Penguin, 1975). 

“The greatest challenge writing the 
book was seeing it through and believing 
that it would matter, that somebody would 
want to read it and do something with it,” 
she said. “I thought it was better to keep it 
short and sweet for readers, including fel-
low doctors, and I wanted to include a lot 
of up-to-date information. It’s important to 
pay attention to why we’re losing doctors to 
early retirement, or quitting mid-career.”

Nontraditional Roots Turn into   
Noble Profession

Reed’s youth doesn’t read as a blue-
print for advocacy in leadership. As a teen, 
she admittedly was “such a bad student and 
always in trouble” that she dropped out of 
public high school, attending instead a 
“free school.” “No one would’ve pegged 
me as a future neurologist, yet from these 
nontraditional roots, I stumbled into this 
noble profession.”

After college, Reed was accepted into 
medical school on the second try.

“The first rejection was a big blow, and 
I realized how poorly prepared I was,” she 
said. “I knew so very little about what being 
a doctor was really like.”

During her gynecology rotation at the 
University of California-Irvine School of 
Medicine, Reed saw a patient die for the first 
time. “(The patient) was very old and had 
suffered with ovarian cancer,” she recalled. 
“I observed as my senior resident came into 
the room and spoke with the family. The 
family members shed many tears, and I was 
crying too, even though I didn’t know this 
patient. My resident wasn’t crying, how-
ever, and I wondered at the time how she 
maintained her composure. After we left the 
room, she kindly took me aside and assured 
me that these situations would get easier in 
the future. I prayed that she was right.”

Reed experienced pregnancies with 
some complications during medical school 
and admits she made “a poor patient.”

“I questioned everything my doctor 
told me and wondered if he knew what he 
was talking about. I must’ve been a real pain 
in the neck,” she recalled.

Career Track
After completing a neurology residency 

at the University of California-San Diego, 
Reed’s career spanned from a solo private 
practitioner to assistant professor of neu-
rology. After the failed back surgeries, she 
found work doing radiology managed care, 
as a medical director.

“I’d really gotten burned out with 
the difficulties of private practice,” she ex-
plained. “It was getting impossible to pay 
staff with rising overhead and declining 
reimbursements. I joined a large multi-spe-
cialty group, but the politics and personali-
ties were problematic.”

Reed also faced astronomical medi-
cal malpractice insurance premiums while 
practicing in Florida. She returned to Ten-
nessee before Florida lawmakers passed sig-
nificant tort reform. “I’d been practicing 
in Jacksonville Beach and Pensacola, and 
left when med mal went from $5,000 to 
$35,000 for one-quarter of the coverage I 
needed,” she said. 

Before she was permanently disabled, 
Reed worked as a board-certified neurolo-
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The other end of the stethoscope
Disabled M.D. pens book about medical career from     
doctor and patient perspectives.

Reed admitted the goal 
and message of her book 
is to stimulate dialogue 
on national healthcare.
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gist in five states. She was initially injured 
on the job while working at Vanderbilt Uni-
versity, testing the strength of the leg of a 
patient who had experienced a traumatic 
brain injury. 

“He kicked back with his leg so hard 
and fast that he caught me off guard and off 
balance,” she recalled. “I felt the character-
istic pop of a ruptured disc and developed 
severe pain in my back.”

Physician Turned Patient
Reed then had an unsettling dose of 

reality as a patient. 
“I felt awkward sitting in the waiting 

room, MRI films in hand, filling out the 
reams of paperwork required,” she said. “As 
the doctor examined me, I worried that my 
feet smelled or that he thought I was fat. 
When complications arose, she thought, 
“They’ve given up on me. If they treat me 
this way, and I’m a colleague, how do they 
treat their other patients?”

These days, Reed continues to flex her 
creative muscles, including penning poetry. 
Earlier this year, she spoke for the Global 
Humanitarian Summit at Emory Univer-

sity. During the 2011 Occupy Nashville 
movement, she helped tend the ill.

Reed also stays busy with her children 
and their families. Reed’s daughter is a lin-
guist in the Air Force, serving in Afghani-
stan. Her son lives in Cookeville, Tenn., 
where he’s working on an engineering de-
gree from Tennessee Tech. Her stepson and 
his wife live in Lewisburg, Tenn.; he works 
in construction management. 

“Now, 60 percent of doctors don’t rec-
ommend a career in medicine to their kids,” 
noted Reed. “I didn’t either, though medi-
cine is still a very rewarding field, a noble 
profession. It’s hard to take away the joy you 
feel when you help patients get better, even 
with all the frustration, paperwork and dif-
ficulties. You have to go into it with open 
eyes and open hearts.”

Reed admitted the goal and message 
of her book is to stimulate dialogue on na-
tional healthcare.

“National healthcare can save Amer-
ica $400 billion,” she said, “which could 
go a long way toward solving the national 
debt. It is also the only truly compassion-
ate choice.” 
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hospitals, which may also explain 
these shifts in compensation for pri-
mary-care physicians.” 

However, MGMA noted that in-
f lation took a chunk out of primary-
care physicians’ raises. When adjust-
ed for inf lation, family practitioners 
gained 2.42 percent, while pediatric/
adolescent physic ians ga ined 2 .89 
percent and internists ga ined just 
1.81 percent.

How Other Specialists Fared
Radiologists, anesthesiologists and 

psychiatrists were among specialists 
who reported increases in compensa-
tion, but their gains lagged behind in-
creases experienced by other specialists. 

For example, psychiatrists’ com-
pensation increased has 3.86 percent 
since 2010 compared to the median 
growth of other specialists in the past 
year. Urologists reported the largest 
inf lation-adjusted compensation in-
crease at 8.56 percent, MGMA noted. 

Specialists who reported slight 
decreases in compensation include 
nephrologists, gynecologists and ra-

diation oncologists. Overall, special-
ists reported compensation increases 
of about 2 percent or less when ad-
justed for inf lation.

Non-physician Providers
Physicians were not the only health-

care professionals questioned; the sur-
vey also reported on compensation for 
non-physician providers. For example, 
physician assistants (PA) in primary care 
earned $92,635 in median compensa-
tion in 2011, and surgical PAs reported 
$111,246 in median compensation. 

“Non-physician providers con-
tinue to play a pivotal role in the pro-
vision of healthcare services through-
out the United States ,”  sa id Todd 
Evenson, director of data solutions at 
MGMA-ACMPE. “As demand for 
primary-care practitioners continues 
to increase, the market will respond 
by complementing the activities of 
physicians with the skill set of these 
and other professionals.”

The report includes information 
from 62,245 physicians and other 
providers in 2,913 medical groups.

Primary-care docs get a raise
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