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Special Section: 
Healthcare 
Innovation 
It’s a Game 
Changer
When Apple Inc. CEO Steve Jobs 
emerged from medical leave 
last month in San Francisco to 
unveil the upgraded iPad 2, he 
made it clear that uses—some 
quite unexpected—of the tablet computer “change 
people’s lives.” And in multiple interviews over the 
last year, Jobs has marveled at the uses specifically 
adapted to help children with autism.

Read more on page 23

Tech takeover
Our personal lives are inundated with technology. 
From email and IM to video chat and text 
messaging—there’s no shortage of ways to 
communicate interactively with friends and 
family. What happens when “social media” moves 
into “professional” workspaces? More and more 
physicians are finding out as patients request more 
communication through digital means. 

Read more on page 15

The clock is ticking; will 
you be ready?
As we approach revolutionary changes for healthcare 
policy in the U.S., the industry itself is undergoing 
complex and confusing changes, many of which 
involve information systems. The use of IT in 
medicine has grown in the same way it is growing 
within the larger cultural landscape: technology is 
everywhere. Though we are not sure what tools may 
come next, we do know that it is a mainstay.  

Read more on page 19

How health IT 
serves underserved 
communities
The advances in information technology (IT) 
that have been transforming our society have 
tremendous potential to improve healthcare 
in areas such as consumer health, clinical care, 
administrative and financial transactions, public 
health, professional education, and biomedical, 
health services research and healthcare 
disparities.

Read more on page 21

The MediStar Awards celebrates five years. 
On March 29, 2011 more than 550 healthcare professionals and executives 
convened to celebrate the 5th anniversary of the MediStar Awards at The 
Marriott Hotel in Louisville. Medical News established the MediStar Awards in 
2007 as the region’s premier venue for recognizing excellence in the business 
of healthcare.  The event  featured networking, a cocktail reception, and the 
presentation of eight awards to the “best of the best” in our region. Medical 
News received more than 130 nominations. This year’s winners are below.

S e r v i n g  K e n t u c k y  a n d  S o u t h e r n  I n d i a n a

Continued on page 8

The ARGI Financial 
Physician of the Year Award

Kupper Wintergerst, M.D.
Pediatric Endocrinology & Diabetes,
University of Louisville
This year, the award was presented to a physician who has dem-

onstrated outstanding leadership on a local, state or national level to 
improve accessibility, affordability and quality of healthcare in our 
region. 

Dr. Kupper Wintergerst’s primary research focus is on type 1 
and type 2 diabetes in children. Dr. Wintergerst has worked dili-
gently to advance hospital diabetes programs by developing sophis-
ticated protocols to more safely manage diabetes. He has developed 
and participated in a wide variety of projects that focus on improv-
ing access and quality of care 
and is the lead investigator on 
a seven state newborn screen-
ing program initiative for thy-
roid disease. 

The Hall Render Leadership in 
Healthcare Award

Signature HealthCARE
This year, the award was presented to 

an individual or organization demonstrat-
ing outstanding leadership in the business 
of healthcare.

Signature HealthCARE, which relo-
cated from Florida to Louisville last year, 
operates 72 skilled-nursing communities 
and has launched several spinoff compa-
nies to serve the aging population. Sig-
nature HealthCARE’s philosophy rests 
on three organizational pillars: learning, 
spirituality and intra-preneurship. Signa-
ture HealthCARE’s mission is to change the landscape of long term 
care forever. To meet the unique needs of their clientele, Signature 
HealthCARE has developed new products and services, providing 
unique quality of life and spirituality programs, and providing in-
ternal and external education opportunities for its employees. Signa-
ture HealthCARE is bold in its pursuit of new approaches to aging 
care in collaboration with the Louisville healthcare community.

The 2011
MediStar Awards

Angela Tichenor (ARGI Financial), 
Physician of the Year Winner 

Kupper Wintergerst, M.D., Dave 
Zimmerman (ARGI FINANCIAL).

 Ed Schoenbaechler (Hall 
Render), Leadership in 
Healthcare Award Winner 
Signature Healthcare, 
Linda Howe, Vice Presi-
dent Recruitment/Staff 
Development).
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And the winners are…
This issue of Medical News celebrates the success of the healthcare communi-

ty all across Kentucky and Southern Indiana.  The 5th installation of the MediS-
tar Awards highlighted the innovation and accomplishments of our industry and 
demonstrated the growth opportunities and the prospect for creating an economy 
that not only creates jobs, but will provide for a healthier community.

This year featured a record number of nominations and the judging pro-
cess was exceptionally challenging.  Over 130 organizations and individuals were 
nominated for their excellent work and ability to make a difference in our indus-
try.  These nominees ranged from companies that are using tobacco leaves to cure 
cancer to individuals that are focused on f inding a cure to Juvenile Diabetes.  The 
stories that are told give me inspiration to share the challenges and opportunities 
that face our industry.

For those that were able to join us in person on March 29, we enjoyed cel-
ebrating with you.  If you were not able to join us, please take a few minutes to 
read over the MediStar section of this issue.  I think you will f ind the stories 
intriguing and inspiring.

I enjoyed seeing all of the winners, f inalists and nominees at the 5th annual 
MediStar Awards.  I only wish we could have handed out more awards!

Ben
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Arrasmith, Judd, Rapp, Chovan 
Graham Rapp, President 

Baptist Hospital east 
Rebecca Towles Brown,  
Director of Marketing and Public Relations

Barnett, Benvenuti & Butler, PLLC 
Jeff Barnett, Attorney-at-Law

BKD, LLP 
David Kottak, Partner

Blue & Company, LLC 
C. Michael Stigler, CPA

Bluegrass Family Health 
Garry Ramsey, Chief Marketing Officer

Cardinal Hill Healthcare System 
Jenny Wurzback, MSW, CCM, Director of 
Community Relations & Foundation

ChiMed Healthcare Consulting 
Cristine M. Miller, CMPE, CCP, CHC, Member

Clark Memorial Hospital 
Mary Jennings, Director of Marketing andn Public Relations 

eli Lilly and Company 
Todd A. Bledsoe, Manager of Public Affairs,  
State Gov’t Affairs

Floyd Memorial Hospital 
Julie Garrison, Director of Marketing and Public Relations

Wyatt, Tarrant & Combs 
Kristen Holt, Senior Associate 

Hall, Render Killian Heath & Lyman, PSC 
Brian Veeneman, Attorney-at-Law

Jewish Hospital & St. Mary’s HealthCare 
Barbara Mackovic, Senior Manager, Marketing and 
Communications

Luckett & Farley Architects and engineers 
Thomas J. Hammer, Associate & Sr. Project Manager

McBrayer, McGinnis, Leslie & Kirkland 
Lisa English Hinkle, Attorney-at-Law
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Misty McCubbins, VP of Healthcare Sales
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Karen Keith, Partner

Norton Healthcare 
Emily Lekites, Public Relations Coordinator
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Barry Badinger, VP, Manager Healthcare Sector

Passport Health Plan,  
Jill Joseph Bell, Vice President of Public Affairs
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Dean L. Johnson, VP of Community Services

Spalding University 
Rick Barney 
Executive Director — Marketing and Public Relations 

Spencerian College 
Jan Gordon, M.Ed., Executive Director

St. Joseph Healthcare 
Jeff Murphy, Director of Public Relations
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Mike Cronan, Member
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Vascular health issues can present in many different ways.  Patients report leg pain or 
discomfort, toe and foot pain during the night, bluish extremities, or wounds that won’t 
heal after proper treatment.  The symptoms vary from patient to patient.

For your patients with these symptoms and other vascular issues, Clark Memorial 
Hospital’s Thoracic and Vascular Surgery Center offers effective treatments to help 
your patients regain strength and stamina and avoid some of the more dire consequences 
associated with these conditions.

Dr. James Van Daalen can consult with your patients at three Kentuckiana locations.  
He performs vascular procedures including VNUS closure and laser surgery at Clark 
Memorial’s nationally-recognized Surgery Center in Jeffersonville, whose team consis-
tently earns some of the highest patient and physician satisfaction scores in the region.

Find out more about all of the treatments available through the Thoracic and Vascular 
Surgery Center by calling (502) 894-0064.

Medical Pavilion, 4003 Kresge Way, Suite 224  |  Louisville, KY
207 Sparks Avenue, Suite 201  |  Jeffersonville, IN
601 N. Broadway, Suite 27  |  Madison, IN
Phone (502) 894-0064  |  Fax (502) 896-0946 
www.clarkmemorial.org

NO ONE KEEPS     YOUR PATIENTS IN STEP LIKE CLARK.
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489 East Main Street, Suite 300

J e f f e r y  T .  B a r n e t t
Robert J. Benvenuti III
W e s l e y  R .  B u t l e r
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To learn more about our experience and commitment to health care matters, visit: 

www.KyHealthLaw.com
or call us at: 859.226.0312

The complexities of health care delivery demand attorneys with a focus 
on health care.  Our focus on health care, combined with our health care 
experience in both the public and private sectors, allow us to o�er practical 
advice targeted to your practice needs. 

FIRM FOCUS
 Internists practice internal medicine
  Neurosurgeons perform neurosurgery

The attorneys of  Barnett Benvenuti & Butler  
practice health care law.

THIS IS AN ADVERTISEMENT

p E o p L Ein brief

AHR STICKLE

Baptist Hospital East
Nancy Kern, APRN, has joined Baptist Medical 
Associates’ office. 

Community Health Charities of Kentucky
Lynda Weeks has joined Community Health 
Charities as president and CEO. 

Galen College of Nursing
Shirley S. Chater, Ph.D., RN, FAAN, has joined 
the Galen College of Nursing board of directors.

Masonic Homes of Kentucky
Melanie Ahr has joined Masonic Homes of Ken-
tucky as community liaison. 

Masonic Homes of Kentucky has named Kim 
Boden as executive director of Sproutlings, a pe-
diatric day care and preschool.  

ResCare, Inc.
ResCare, Inc. elected James H. Bloem as chair-
man of the company’s board of directors. 

ResCare, Inc. appointed Steven B. Epstein of Epstein 
Becker & Green, P.C., to the board of directors.

Seven Counties Services
Maria Joule, principal therapist, has joined Seven 
Counties Services.  

Lete Ansera, principal therapist, has joined Seven 
Counties Services. 

Tyler Stickle, principal therapist, has joined Seven 
Counties Services.

Dr. Anthony M. (Tony) Zipple, Sc.D., M.B.A., 
has been named president and chief executive of-
ficer, effective May 9, 2011. 

American Association for Hand Surgery
Steven J. McCabe, M.D., Louisville Arm & Hand, 
was elected to a one-year term as president of the 
American Association for Hand Surgery. 

Baptist Hospital Foundation 
Scott Childers has been named executive vice 
president and chief development officer for the 
Baptist Hospital Foundation. 

Kentucky Board of Pharmacy
Cathy Hanna, RPh, PharmaD, was appointed 
to the Board of Pharmacy by Governor Steven 
Beshear. 

 Middleton Reutlinger
G. David McClure, Jr., Ph.D., RAC has joined 
the firm Middleton Reutlinger. 

WEEKS ANSERA

MCCABE CHILDERS

KERN jOuLE

BODEN ZIPPLE
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N E W Sin brief

The Foundation for a Healthy Ken-
tucky, Louisville, Ky., released results from 
the most recent Kentucky Health Issues 
Poll, revealing that the majority of Kentuck-
ians favor treatment over incarceration for 
nonviolent offenders. Support for treatment 
was consistent regardless of age, sex, race, 
income or political party.

Almost seven in 10 Kentucky adults fa-

vor replacing prison sentences with manda-
tory drug treatment and probation for people 
convicted of nonviolent illegal drug use. Re-
sponses were similar for people convicted of 
nonviolent crimes while under the influence 
of alcohol. 

The annual Kentucky Health Issues Poll 
was conducted by the Institute for Policy Re-
search at the University of Cincinnati. 

According to the CDC, approxi-
mately 33 percent of Americans are 
obese, meaning they have a BMI of 30-
40 and at least one comorbid condition. 
Kentucky is one of nine states, which 
has a prevalence of obesity equal to or 
greater than 30 percent. 

However, with the approval by the 
Food and Drug Administration’s (FDA) 
of expanded use of the LAP-BAND® 

System, patients with a Body Mass In-
dex of at least 30 with one or more obe-
sity related disease condition can now 
qualify for the weight-loss surgery. 

In 2003, Sts. Mary & Elizabeth 
Hospital and Louisville Surgical Bar-
iatric Associates developed the only 
program in the region designed exclu-
sively for the care and management of 
the LAP-BAND® System patient.

Priority Radiology in New Albany, 
Ind., recently announced the addition 
of a lung cancer screening and cardio-
vascular screening at their facility for 

imaging.  No other freestanding facility 
in Southern Indiana currently offers this 
type of consumer driven care. 

More than two decades have elapsed 
since Masonic Homes of Kentucky 
(MHKY) has cared for children in Louis-
ville. That will change in the fall of 2011, as 
the city’s newest child care center opens on 
MHKY’s Frankfort Avenue campus. 

The custom-built center was designed 

on child-centric principles and will offer 
multiple options not generally available in 
typical child care centers. Sproutlings also 
will offer specialized services for up to 110 
children, up to 55 medically fragile chil-
dren under Kentucky’s Prescribed Pediat-
ric Care program.

The Foundation for a Healthy Ken-
tucky released results from the most recent 
Kentucky Health Issues Poll, revealing 
that most Kentuckians volunteer in their 
communities. 

More than half of Kentucky adults (51 
percent) reported that they had volunteered 
at their place of worship or a local nonprofit 
in the past year. According to the Bureau 
of Labor Statistics, one in four Americans 
ages 16 and older (26 percent) did some 
sort of volunteer work between September 
2009 and September 2010. On average, 
these Americans spent 52 hours a year—or 
1 hour a week—volunteering.

Additionally, nearly one in three Ken-
tucky adults had worked on a community 

project and one in eight adults had donated 
blood in the previous year. Results show 
that more Kentucky adults give back to 
their communities than participate in po-
litical activities. About one in four adults 
had contacted an elected official or a can-
didate for office by phone or e-mail, and 
one in five adults had visited an elected of-
ficial or candidate in the past year. Other 
advocacy activities were less commonly re-
ported. Registered voters were much more 
likely than adults not registered to vote to 
report participating in the political activi-
ties listed on KHIP.

A random sample of more than 1,600 
Kentuckians completed the survey.

Majority of Kentuckians favor 
treatment over incarceration 

More obese people qualify for 
weight-loss care

Priority Radiology launches 
new lung cancer screening and 
cardiovascular screening

Masonic Homes welcomes kids back 

Percentage of Kentuckians who volunteer 
nearly doubles national average

Event: 2011 Champion for the Ag-
ing Award Luncheon

Benefiting: ElderServe  
Date: Friday, May 20
Time: Noon
Location: Galt House East Ball-

room, Louisville

Details: Honoree is Dr. David A. 
Casey, head of clinical services of the 
Department of Psychiatry and Behav-
ioral Sciences at the University of Lou-
isville and Director of the Geriatric 
Psychiatric Program.

Event calendar

Kosair Children’s Medical Center – 
Brownsboro in Louisville, Ky., received 
a 2010 Build Kentucky Award presented 
by the Associated General Contractors 
of Kentucky. The award recognizes proj-
ects that stand out due to their excellence 
in construction, project management, in-
novative design, conceptual development 
and positive impact on the community.

The $50.3 million, 71,300-square-
foot medical center’s layout, processes 
and amenities were designed to ease 

children’s and families’ anxiety about 
medical experiences and to make the 
facility a friendly and inviting place for 
children, teens, young adults and their 
families. Special features include a “rib-
bon of life” theme throughout the facil-
ity, a 4-foot-high “Just for Kids” door at 
the entrance and two interactive “Mine-
Control” walls that allow children to 
manipulate a video image to provide en-
tertainment and distractions for patients 
and family members. 

Kosair Children’s Medical Center – 
Brownsboro receives award

Home of the Innocents and the Uni-
versity of Louisville recently announced a 
partnership in providing pediatric primary 
care services in the Home’s new Hocken-
smith Pediatric Assessment Center.  

In addition to medical and dental ser-
vices, the Hockensmith Pediatric Assess-
ment Center will house psycho-social, psy-
chiatric, radiology, audiology, and family 
assessment and treatment services.  These 

services will guide and provide the best, 
most cost-effective treatment for children 
with disabilities, low-income children, 
and children of abuse, abandonment, and/
or neglect.  The Assessment Center will 
feature the “Village Pharmacy,” a non-
profit pediatric pharmacy which will al-
low for specialized pharmacy compound-
ing for the best treatment for children 
with extraordinary medical needs.

Home of the Innocents 
expands services
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N E W Sin brief

Applications are being accepted for the 
Summer Research Internship Program at 
the University of Louisville James Graham 
Brown Cancer Center. Deadline to apply 
is April 11.

The Summer Research Internship Pro-
gram is a day program that provides high 
school sophomores, juniors and seniors and 
a limited number of college undergraduates 
with hands-on scientific research experience.

Participants commit a minimum of 20 
hours per week for eight weeks from mid-
June to mid-August. Each is assigned to a 
faculty researcher mentor, in whose labo-
ratory they work. Weekly seminars also 
expose the interns to cutting edge research 
and current hot topics in a variety of bio-
medical research subjects.

At the end of the program, the interns 
gain experience presenting their research 
through preparation of research posters 
that are displayed at a special poster ses-
sion. They also are invited back in the fall 

to present their posters at the Brown Can-
cer Center’s Annual Research Retreat and 
at Research! Louisville, an annual meeting 
highlighting research at the University of 
Louisville. These sessions are organized in 
the same way as major scientific meeting 
poster sessions, allowing interns to experi-
ence how advances in research are shared 
in the scientific community.

On an individual basis, a limited num-
ber of interns continue to work with their 
research mentors during the school year, 
and some are invited back for a second 
summer to complete more complex re-
search projects. 

Applications are screened by a com-
mittee of research faculty that selects in-
terns and matches them to their research 
mentors. Participants will be announced in 
early to mid-May.

There is no cost to participants to at-
tend the program. Application materials are 
available at www.browncancercenter.org.

Brown Cancer Center accepting 
applications for summer research 
internship program Local health charities came together to recognize their Volunteers of the Year at the 

14th Annual Champions in Health Awards Celebration in Louisville hosted by Commu-
nity Health Charities of Kentucky.

The night’s top honor went to Bill Wagner, executive director of Family Health Centers 
Inc. and interim chairman of the board for Passport Health Plan. Wagner was recognized as 
this year’s Champions in Health Leadership Award recipient for his contribution to improve 
services for the uninsured throughout Kentucky.

The following individuals were honored as Volunteers of the Year.
Sheri Ash, Alzheimer’s Association of Greater K Y & Southern IN 
Mozziz DeWalt, American Diabetes Association, Kentucky Affiliate
Kathy Boyer, American Lung Association of Kentucky
Mary Bradley, Arthritis Foundation
Tim & Lori Laird, Brain Injury Alliance of Kentucky
Bryan Hildreth, Cystic Fibrosis Foundation
Chris Shafer, M.D., Epilepsy Foundation of Kentuckiana
Donna Kremer, Harbor House of Louisville
Joseph M. Ferrara, M.D., Huntington’s Disease Society of America, K Y Chapter
David Ising, Juvenile Diabetes Research Foundation
Martin Katz, Kentucky & Southern Indiana Stroke Association
Lisa Blair, Kentucky Hemophilia Foundation
The Sisson Family, The Leukemia & Lymphoma Society
Thomas D. Schell, Mental Health America of Kentucky
Jerry Cole, Muscular Dystrophy Association
Jeff Hamilton, National Multiple Sclerosis Society, K Y-SE IN Chapter
Joy Hannah, Ovarian Awareness of Kentucky
Barbara M. Nichols, Parkinson Support Center of Kentuckiana
Denise R. Matthews, Sickle Cell Association of Kentuckiana
Russell K. Miller, Special Olympics Kentucky
Michele Renbarger, Spina Bifida Association of Kentucky
Sherry Kirchner-Kremer, Susan G. Komen for the Cure, Louisville Affiliate

Somnath Datta, Ph.D., a professor in the Department of Bioinformatics and Biostatistics 
at the University of Louisville School of Public Health and Information Sciences, and his 
team will incorporate medical and genomic data into a statistical model to find better answers 
to scientific questions.

A statistical model describes how one or more random variables relates to other variables. 
A multi-state model, which is the type Datta and his team are developing, looks at process – 
for example, how a person, moves from one state to another over a period of time. 

For someone with cancer, the model could analyze how the disease progresses from one 
stage to another. Or, for a patient in remission, the model might help determine what prolongs 
cancer free survival. Datta could incorporate all of these factors into his statistical model.

The new statistical model will allow for broad inspection of patient patterns and data col-
lection that are more practical. 

“The model will be derived from empirical evidence—based on observation or expe-
rience—rather than unverifiable mathematical laws,” Datta said. “As a result, the predic-
tion from the methodology will be more robust and less likely to include model misspeci-
fication errors.” 

In addition to having applications to cancer research, the new statistical method will 
be applicable to many other disciplines ranging from engineering to political science that 
deal with staged systems – or any system that can transition from one phase or stage to 
another. In politics, for instance, this would involve all the elements from planning a 
campaign to taking office.

Local health charities 
recognize volunteers 

UofL biostatistician to develop statistical 
model to answer medical questions 

Pathology Associates Medical Labo-
ratories (PAML), Lexington, Ky., an-
nounced its intention to enter into a joint 
venture agreement with Saint Joseph 
Health System to enhance laboratory out-
reach services for physicians in Kentucky 
and the patients they serve. 

The joint venture will operate under 
the name of Kentucky Laboratory Services 

(KLS). This new LLC combines the high-
quality laboratory testing capabilities of 
three of the seven community-based Saint 
Joseph Health System hospitals (Saint Jo-
seph Hospital, Saint Joseph Hospital-East 
and Saint Joseph-Jessimine) in Kentucky 
with the esoteric testing capabilities and 
nationally renowned laboratory outreach 
services offered by PAML.

PAML and Saint Joseph Health 
System form new partnership

Two of the nation’s leading experts 
in medical ethics visited Louisville last 
March for the Gheens Foundation Visit-
ing Scholars Week at the University of 
Louisville School of Medicine. Laurence 
McCullough, Ph.D., from Baylor Col-
lege of Medicine in Houston, and Stephen 
Wear, Ph.D., from State University of New 
York-Buffalo, engaged in a philosophical 
debate on “Ethical Challenges of Health 
Care Reform for Physicians and Health 
Care Organizations.” Each also presented 
individual lectures, and conducted semi-
nars and taught inpatient ethics rounds for 

faculty, residents and students in the de-
partments of surgery, family and geriatric 
medicine, and obstetrics, gynecology and 
women’s health.

McCullough is the associate director 
for education and the Dalton Tomlin Chair 
in Medical Ethics and Health Policy in 
the Center for Medical Ethics and Health 
Policy at the Baylor College of Medicine in 
Houston. Wear is co-director of the Cen-
ter for Clinical Ethics and Humanities in 
Health Care at SUNY-Buffalo and head of 
the Ethics Consultation Team at the VA 
Medical Center in Buffalo. 

Scholars visit U of L
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Kindred Healthcare understands that when 
people are discharged from a traditional hospital, 
they often need continued care in order to recover 
completely. That’s where we come in.

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

Doctors, case managers, social workers and family 
members don’t stop caring simply because their 
loved one or patient has changed location. Neither 
do we.
 
Come see how we care at  
www.continuethecare.com.

Recovery Isn’t Simply a Goal, 
It’s Our Mission. 

Dedicated to Hope, Healing and Recovery

CONTINUE THE CARE
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M E D I S t A r  A W A r D S

The Crowe Horwath Innovation Award 
ApoVax, Inc.
This year, the award was presented to an indi-

vidual or organization that has positively impacted 
healthcare delivery costs through the development, 
design or implementation of new technology.

ApoVax, Inc. is a local biotechnology company 
developing novel therapies and vaccines for cancer, 
infectious diseases, and type 1 diabetes. ApoVax, 
Inc. has developed a vaccine-based therapy used to 
treat cancer and infectious diseases and also a ther-
apy to prevent organ or tissue rejection in trans-
plant settings. Each of these technologies could sig-
nificantly improve patient outcomes and improve 
healthcare costs. 

The Seven Counties Services Healthcare
Advocacy Award

Kentucky Voices for Health
This, year the award was presented to an indi-

vidual or organization that is the effective advocate 
at the local, state or national level concerning issues 
such as, but not limited to, access to care initiatives 
that support healthy lifestyles.

Kentucky Voices for Health (KVH) is a broad 
coalition of more than 100 organizations working to 
improve Kentuckians’ health and healthcare cover-
age. KVH works to ensure that all Kentuckians 
have access to high quality, affordable healthcare. 
KVH advocated for a tobacco tax increase and 
advocated to remove barriers to the enrollment of 
children eligible for KCHIP or Medicaid, but not yet enrolled. KVH also successfully 

urged Governor Steve Beshear to fund the Medicaid smok-
ing cessation program as part of the biennial budget.

The Facility Design Award
Baptist Crestwood
This year, the award was presented to an individual or organization that has 

designed, built or implemented the most innovative facility with the region.
The Baptist Crestwood facility, designed by Luckett & Farley, is Baptist Hospital 

Northeast’s first outpatient facility, offering diagnostic imaging and physical therapy 
services, as well as physician office space. The facility utilizes multiple “green” con-
struction features and has been designed to not only meet the current needs of the 
residents but to meet their future needs during expansion and renovations. 

The Governor’s Dignity of Humanity Award
Hosparus
This year, the award was presented to an in-

dividual or organization that through its mission 
and its actions has improved availability and/or 
access to healthcare services for our region’s un-
derserved or vulnerable populations.

Hosparus provides care, comfort and coun-
seling for people facing life-limiting illnesses 
in Kentucky and Southern Indiana. Hosparus 
healthcare professionals and volunteers provide 
pain control, control of symptoms, medication 
management, personal care and counseling and 
spiritual care. All services are delivered wherever 
a patient calls home. Hospice care relieves suffering when a cure for an illness is not 
expected. It involves treatments that enhance a patient’s comfort and quality of life. 

The Consumer First Award
Brain Injury University
Cardinal Hill Rehabilitation Hospital
This year, the award was presented to an individual or organization that has dem-

onstrated the most “consumer friendly” program or facility.
The Brain Injury University, an educational series specifically designed by health-

care professionals, assists brain injury survi-
vors and their families return to school and 
increase their network of peer friends. The 
Brain Injury University helps the survivor 
to understand deficits, increase knowledge 
of a brain injury, learn compensatory strat-
egies to increase independence, keep up-to-
date with current research and technology 
and ask questions about their injury.

The A.O. Sullivan Award for excellence in education
Norton Healthcare – Diversity 
and Inclusion Department
This year, the award was presented to an individual or organization that has de-

veloped and implemented programs, which increase the level of knowledge, education 
and career opportunity in healthcare.

Norton Healthcare’s Diversity and Inclusion Department works to improve the 
health of the community by maintaining 
an inclusive environment in which em-
ployees understand, respect and reflect 
the diversity of the people served. The 
strategy was integrated into the compa-
ny’s existing strategic plan with goals and 
measurements. A four-hour instructor-led 
beginning diversity-training course was 
developed and it was mandated that all 
employees of Norton Healthcare be re-
quired to attend the class. 

continued from page 1

ill Probus (Crowe-Horwath), with a 
representative from Innovation
Award Winner Apovax, Inc.

Award winner joe Rotella, M.D., Chief 
Medical Director and Senior Vice 
President (Hosparus), Howard Bracco 
(Seven Counties Services), and award 
winner john McCall, Vice Chair of the 
Board of Directors, Hosparus).

Dean L. johnson, Seven Counties 
Services), Advocacy Award Winner, 
jodi Mitchell, Executive Director, 
Kentucky Voices for Health.

Michael Willis (Luckett & Farley), 
Marsha Biven (Baptist Crestwood), jill 
joseph Bell (Passport Health), Marc 
Carter (Passport Health).

Sally McMahon (Medical News for You), Con-
sumer First Award Winner Dan Hudson, Brain 
Injury Program Manager, Brain Injury university, 
Cardinal Hill Rehabilitation Hospital.

jan Spencer (Sullivan university),  Excellence 
in Education Award Winner Tim Findley, Norton 
Healthcare’ Diversity and Inclusion Department.
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Linda McGinity jackson (Stites & Harbison), jere Fritts (PNC), 

jill joseph Bell (Medical News Board Member). Alan MacDonald (Frost Brown Todd), Craig Turner (Med Pro), Greg Schupp 

(Med Pro), Walter Weller (Med Pro), Gary Denning (Med Pro), Gretchen Tromp 

(Frost, Brown, Todd).
Dean L. johnson, (Vice President Communications 

Relations—Seven Counties Services), jodi Mitchell (Executive 

Director, Kentucky Voices for Health).
Kendall & Dj Berry (Wehr 

Constructors), Michael 
Willis (Luckett & Farley), 
Dennis johnson (Baptist 

Healthcare), Marsha Biven 
(Baptist Hospital Northeast), 

Tim Biven, Glen Buckner 
(Luckett & Farley).

jennifer & Kupper Wintergerst, M.D., Sherry Thomas (Professional Healthcare Institute of America).

Linda Aaron, Kathy Bacon (Seven Counties—jefferson Alcohol 

Drug Abuse Center), Diane Hague (Director, jefferson Alcohol 

Drug Abuse Center), Denise Allen (Nurse Manager at jefferson 

Alcohol Drug Abuse Center).

Mike Cronan (Stites & Harbison). 

Samuel Matheny (uK Health-

care), charles Griffith (UK 

Healthcare), Ann Smith (uK 

Healthcare).

Rommi Wadlingten (Baptist Hospital Northeast), Tommy Smith (CEO Baptist Healthcare), Marsha Biven (Baptist Hospital Northeast).
Vincent Bland (Northwestern 

Mutual Financial Network), Tim 

Findley (Norton Healthcare).
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Tim Findley (Norton Healthcare), Ty Gettis 

(Tri-State Minority Supplier Development 

Council).

Kristen Dillon (Cardinal Hill), Monica Davis (Cardinal Hill), 
Dan Hudson (Cardinal Hill), Ronnetta Williams (Cardinal 
Hill), Kelly Erskine (Cardinal Hill).

Karen Paulin (Stites & Harbison), Kelly Bryant (Stites & Har-

bison), Brian Cromer (Stites & Harbison), Mike Cronan (Stites 

& Harbison), Betsy johnson (Stites & Haribson).

Lelan Woodmansee (Executive Director of 
Greater Louisville Medical School), Gordon 
Tobin, M.D., (President of Kentucky Medical 
Association), Elisabeth Tobin, Ph.D.

Chris Enander, Sally McMahon, Managing Editor, Medical 

News For You, Ben Keeton, Publisher, Medical News, Tom 

McMahon, Chairman, Medical News

Amy Barkley (Campaign for Tobacco Free Kids), jodi Mitchell (Executive Director—Kentucky Voices for Health), Merrill Friedman (Amerigroup).

Melanie Wolkoff Wachsman (Editor-in-Chief, 

Medical News), Sally McMahon, (Managing 

Editor, Medical News For You).  

M E D I S t A r  2 0 1 1 
A W A r D S  r E C E p t I o N
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CoNgrAtuLAtIoNS to thE 2011 
MEDIStAr AWArD FINALIStS

The ARGI Physician of 
the Year Award
Joe Rotella, M.D., Hosparus

Kupper Wintergerst, M.D., 
Pediatric Endocrinology 
& Diabetes, University of Louisville

Patrick Murphy, M.D., Department 
of Family & Geriatric Medicine, 
University of Louisville

Michael Imburgia, MD, FACC, 
Louisville Cardiology Group

The Hall Render Leadership 
in Healthcare Award
Sue Stout Tamme, Louisville Market 
President, Baptist Healthcare, Inc.

Beth Monarch, Executive 
Vice President and Chief 
Operating Officier, Cardinal 
Hill Healthcare System

Diane Hague, Addiction 

Services, Seven Counties 
Services, Inc.

Signature HealthCare

The Crowe Horwath 
Innovation Award
Jane Hermes, President, Turbo 
Wheelchair Company, Inc.

ApoVax, Inc.

University of Louisville Office 
of Technology Transfer

MedPro Safety Products, Inc. 

The Seven Counties Services 
Healthcare Advocacy Award
Appriss & Baptist Health 
Network for Appriss Clinic

Kentucky Voices for Health

Elizabeth Doyle, M.D., 
Norton Physician Services, 

Norton Healthcare

The Facility Design Award
The New UK Albert B. 
Chandler Hospital

Baptist Crestwood

The Cardiovascular 
Innovation Institute 

The Governor’s Dignity 
of Humanity Award
Virginia Bradford, Coordinator, 
Kentucky African Americans 
Against Cancer & Kentucky 
Cancer Program

Gordon Tobin, M.D., Division of 
Plastic & Reconstructive Surgery, 
University Surgical Associates

Hosparus

The Consumer First Award
Patient and Family 

Advisory Councils (PFACs) 
at Norton Healthcare

Cancer and Restorative 
Exercise (CARE) Program, 
Baptist East/Milestone 
Wellness Center

Brain Injury University, 
Cardinal Hill Rehabilitation 
Hospital

James Graham Brown Cancer 
Center Mobile Mammography Unit

The A.O. Sullivan Award for 
Excellence in Education
Charles “Chipper” Griffith, MD, 
MSPH, Professor of Medicine 
and Pediatrics, University of 
Kentucky College of Medicine

University of Louisville Geriatrics

Norton Healthcare’s Diversity 
& Inclusion Department
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2007 Award Winners
Health Communicator Award
Dr. Adewale Troutman, Mayor’s 
Healthy Hometown Movement

Facility Design Award 
Edward C. Jerdonek, Jr., A.I.A., president 
& CEO, Luckett & Farley, Inc.

Health Innovation Award
Ray Zavada, president, Innovative 
Productivity, Inc.

Consumer First Award
Sheila Goold, nurse mgr., Norton 
Healthcare, Focus on the Patient Initiative

Healthcare Advocacy Award
Carla Reagan, executive director, 
Commonwealth 
Health Free Clinic

Physician of the Year
Adewale Troutman, M.D., M.P.H., M.A., 
director, Louisville Metro Department of 
Public Health & Wellness

Leadership in Healthcare Award
Gene Woods, president & CEO, 
Saint Joseph Healthcare

Health Educator Award
Nancy Gordon Moore, Ph.D., 
executive director, KY Psychological 
Association Foundation

2008 Award Winners
Leadership in Healthcare Award
JoAnne DeLorenzo Maamry, president 
& CEO, Our Lady of Peace

A.O. Sullivan Excellence 
in Education Award
Diabetic Education Team, Central Baptist 
Hospital, Larry Gray, vice president 
of administration and Kathleen 
Stanley, CDE, RD, LD, MSEd.

Consumer First Award
Kerry Gillihan, CEO, Cardinal Hill 
Rehab Hospital Side x Side Art Project

Facility Design Award
Stephen Ahr, assistant vice president-care 
management, Frazier Rehab Institute

Governor’s Dignity of Humanity Award
Sandra Brooks, M.D., MBA, 
Norton Cancer Institute 
Prevention and Early Detection Program

Healthcare Advocacy Award
Therese Moseley, RN, MSN, nurse educator, 
Central Baptist Hospital

Innovation Award
Rishabh Mehrotra, president 
and CEO, SHPS, Inc.

Physician of the Year Award
William Brooks, M.D., Central 
Baptist Hospital and UK

2009 Award Winners
A.O. Sullivan Excellence 
in Education Award
The Cardinal Hill Therapeutic 
Garden Program

Innovation Award
Center for Healthcare Reimbursement

Physician of the Year
Dr. Elizabeth Garcia-Gray

Governor’s Dignity of Humanity Award
Dr. Howard Bracco, president & CEO, 
Seven Counties Services

Facility Design Award
Luckett & Farley, Inc.

Leadership Award 
Dr. Hieu Tran, Dean, Sullivan 
University College of Pharmacy

Healthcare Advocacy Award
Dr. O’Tayo Lalude, member Jewish Hospital 
& St. Mary’s HealthCare Physician Group

Consumer First Award
Baptist East Cancer Care Center

2010 Award Winners
The ARGI Physician of the Year Award
Mark Slaughter, M.D., Jewish 
Hospital/University of Louisville

The Hall Render Leadership 
in Healthcare Award
Jeff Barber, Dr. PH, president & CEO, 
Owensboro Medical Health System

The Moutjoy Chilton Medley 
Innovation Award
Metacyte Business Labs

The Seven Counties Services 
Healthcare Advocacy Award
Anthony Dragun, M.D., assistant professor of 
radiation oncology, University of Louisville

The MedScapes by ORI 
Facility Design Award
Clinical and Translational Research 
Building at the University of Louisville

The Passport Health Plan Governor’s 
Dignity of  Humanity Award
MedAssist, Incorporated & 
Firstsource Solutions 
USA, Inc.

The Consumer First Award
Passport Health Plan’s Cultural 
and Linguistics Program

The A.O. Sullivan Award for 
Excellence in Education
Alfonso N. Cornish, system vice president, 
learning and organizational development/
chief learning officer, Norton Healthcare

Here’s a look at previous 
MediStar Award winners.
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By Melanie Wolkoff Wachsman

Our personal lives are inundated with technology. 
From email and IM to video chat and text messaging—
there’s no shortage of ways to communicate interactive-
ly with friends and family. What happens when “social 
media” moves into “professional” workspaces? More 
and more physicians are finding out as patients request 
more communication through digital means. 

It makes sense. After all, technology is getting fast-
er, more accessible and easier to use. The availability of 
technologies such as the iPhone or Smartphone’s makes 
high-quality telecommunication between physician 
and patient seems easy. EMR and telemedicine seeks 
to connect patients in new and better ways to their 
care providers for faster and more convenient care. The 
question begs: While the technology is available should 
doctors use it to communicate with patients? Medical 
News sought to find out.

Dr. Carol Steltenkamp, chief medical information 
officer, UK Healthcare, and associate professor for pe-
diatrics, based in Lexington, Ky., is currently develop-
ing a strategy on managing digital communication for 
UK Healthcare. “At UK we are just moving down that 
path. There’s a more prevalent desire for this from the 
patient end. From the clinician end we’re still trying to 
figure out the best way to handle it,” she said. “To date 
most of our activity is around putting up guardrails to 
ensure clinicians stay on the right path. For example, 
if you interact with a patient who is a UK employee 
and they have a UK email address that’s okay. Sending 
information to an AOL account could potentially be a 
problem.”

Diana Han, M.D., internist, Baptist Medical As-
soicates, Prospect, Ky., has personally considered a va-
riety of technologies to enhance patient care. At pres-
ent her and her staff focus on using the telephone and 
standard “snail” mail for communicating clinical issues 
with patients and patient families outside of the office. 
“I have experimented with email, using it sparingly in 
specific patient cases and largely as a test for managing 
non-urgent administrative issues,” she said. “However, 
as a rule, our practice [and the broader Baptist Health-
care System of which it is a part] has elected to wait for 
an EMR and fully secured communication platform to 
be installed before formally exploring the use of new 
communication technologies with patients.”

To email or Not to email?
Stephen Roszell, M.D., doctor of family medicine, 

Highlands Family Medicine, Jewish Physicians Group, 
Louisville, Ky., has used email with patients although 
he found it limited due to lack of privacy and slowness 
of response. “I ask patients to only use email and office 
phone messages for questions, which can be answered 
‘yes’ or ‘no,’” he said.

His practice’s web site even includes a “FAQ” page 

on email usage. Appropriate uses of email communica-
tion might include: lab and test results within normal 
ranges, appointment, referral confirmation and dates; 
routine follow-up inquiries, and patient reports of 
home health measurements, such as blood pressure and 
glucose determinations. The web site further reminds 
patients not to email for urgent matters, that email is 
not confidential and that emails will be checked at least 
once a day, with a 48-hour turn-around. 

Tech takeover
How doctors use—or don’t use—technologies to boost 

communication with patients. 

“There’s arguable no 

communication as 

personal as healthcare 

information and the security 

of these messages and interactions 

would have to be unquestioned.” 

—Diana Han, M.D., internist, Baptist 

Medical Associates, Prospect, Ky.

“The patient wants more 

personal interaction 

but with technology you 

may lose the personal 

interaction. It’s a Catch-22.” —Dr. Carol 

Steltenkamp, chief medical information 

officer, UK Healthcare, lexington, Ky.

Diana Han

 
Dr. Carol Steltenkamp
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Important Considerations
While patients may demand more 

electronic means of communication doc-
tors need to evaluate what’s in their best 
interest. Steltenkamp posed the following 
questions: “If you’re expecting me to re-
spond to your email am I going to get paid 
for it? Can my office staff do it? Is there any 
move to reimburse?” 

Legal issues, time commitments as 
well as privacy and security issues are also 
concerns. “When you interact directly you 
want an immediate response and that’s a 
great challenge for a clinician on the receiv-
ing end,” Steltenkamp continued.

E-communication may be easier for the 
patient, but it can make a doctors day even 

longer. Responding to an email—depend-
ing on what is asked— could take the same 
length of time for a physician that it would 
to see the patient in the office. “When a 
doctor already sees 25 or more patients a day 
it makes it very difficult to fit this in,” said 
Roszell. “So when my patient writes me last 
week to share my ‘thoughts on supplements’ 
I find that unworkable.”

The promise of using internet tech-
nologies to boost patient communications 
comes with important cautions. “There’s 
arguable no communication as personal as 
healthcare information and the security of 
these messages and interactions would have 
to be unquestioned,” said Han. “Beyond se-
curity, there’s the question of as yet defined 

institutional policies in this space, as well 
as a likely new learning cure for the doctor-
patient relationship. 

“Expectations, for instance, for an im-
mediate response from a text message may 
be appropriate with our friends and family, 
but it’s by no means certain that as physi-
cians we can expect that kind of respon-
siveness from patients, or vice versa,” Han 
continued.

“I am resistant to the physician becom-
ing the 24-hour ‘let’s chat’ personal trainer 
for 3,000 patients,” added Roszell. “Even on 
call, there are very few patients whose needs 
fall between ‘why don’t you call the office in 
the a.m.,  and why aren’t you already at the 
E.R.?’” he said. 

Patient Concerns
Patients may feel email technology 

will provide them with better service and 
care, but the outcome may not be what 
they had in mind. For example, emails 
may be more immediate, but they lack 
tone. “As a pediatrician if a parent calls 
me I can tell by the tone of their voice 
the severity of the situation. You lose that 
with emails. I receive hundreds of emails 
a day. Sometimes you just glance at them,” 
said Steltenkamp. 

Physicians may have to remind pa-
tients that providing good care means get-
ting to know your patients face-to-face.  
“Selfishly, I want patient care to be an 
interaction in my office with a patient so 
that we can be comprehensive and person-
al,” said Roszell. “I want to  meet patient’s 
needs, and it is very difficult caring about 
your patients, and knowing they live in a 
world where an employer won’t give them 
time to come to the doctor, or even call 
the office to leave a message.” 

The demand for more accessible 
communication through technology is 
based on the desire for more personal in-
teraction between patients and doctors. 
In the end, patients may be careful for 
what they wish for. “The patient wants 
more personal interaction but with tech-
nology you may lose the personal interac-
tion. It’s a Catch-22,” says Steltenkamp. 

“I do introduce the concept, but I cau-
tion clinicians to be aware of it and how 
they’re going to deal with it.” 

Regardless of whether you are  a fan or 
foe—technology is here to stay. “There’s 
clearly a lot to look forward to,” said Han. 
“The internet, and the burgeoning port-
folio of technologies and tools it supports, 
offers an array of potential advantages 
to doctors and patients alike.” Han cited 
benefits such as increased communica-
tion efficiencies between physicians and 
patients, enhanced collaboration among 
physicians and care teams and in the case 
of telemedicine broadened access to care 
for many. 

“As a profession, we have the chance 
to move toward an enhanced future that 
includes a wider, richer array of technolo-
gies and means for clinicians and patients 
to interact,” Han continued. “To fully 
realize this promise requires that we pro-
ceed judiciously, in a planned, considered 
fashion, and with the guidance of both 
professionals and patients. It also requires 
that we view these on-line communica-
tion technologies in their proper place: 
as a valuable enhancement and exten-
sion to—and not a replacement for—the 
fundamental, face-to-face doctor visit. 
There’s ultimately no substitute for sitting 
physically down with your patient and 
performing a thorough exam.”

EMR Solution
System-wide EMR, which offer a patient portal where patients 
can go to read records, review labs and make appointments are 
coming soon. Will this meet patient needs and expectations for 
more efficient communication? Only time will tell. 

“I am resistant 

to the physician 

becoming the 24-

hour ‘let’s chat’ 

personal trainer for 3,000 

patients.” —Stephen Roszell, 

M.D., doctor of family medicine, 

Highlands Family Medicine, jewish 

Physicians Group, Louisville, Ky.

 
Stephen Roswell
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By Joseph DeVenuto

As I am writing this, we are only a 
few hours away from the kickoff of March 
Madness, the 2011 NCAA basketball 
tournament selection. Once the teams are 
announced, the “bracketology” will begin 
in earnest. What teams got in the tourna-
ment that shouldn’t have and which teams 
had the bubble burst, will be discussed 
over coffee for several days. Hopefully 
your team got in the tournament, and has 
a chance of winning it all. Whether you 
are cheering on your team, or rooting for 
this year’s Cinderella story, it’s an exciting 
time to be a college basketball fan. 

What if we were able to generate that 
kind of excitement around the technol-
ogy and process changes that are needed 
to transform healthcare delivery in our 
community? Imagine if we were cheer-
ing for computerized provider order en-
try (CPOE) and bar-coded medication 
management in the East Regional or for 
ambulatory documentation and interoper-
ability in the West? Maybe we are there 
now: Are healthcare reform, meaningful 
use, and stimulus dollars the Healthcare 
IT tournament?  Although this tourna-
ment is a little different, the teams aren’t 
being eliminated, they are being added 
upon. This tournament isn’t about one 
healthcare technology; it is about com-
bining multiple technologies to transform 
healthcare delivery.

Impact on Healthcare eco-system
While the focus of healthcare reform 

and meaningful use has been hospitals and 
physician practices, the entire healthcare 
eco-system will be impacted. Accurately 
connecting information about a patient, 
across the continuum of care, is the direc-
tion of healthcare. This is not a new idea; 
it has been around for decades. However, 
historically it was an intra-organization-
ally strategy. The difference now, is that 
this is inter-organizational and that the 
government has put a significant amount 
of funding on the table for those organiza-
tions that make it to the “dance.”  

As with any tournament, there will be 
winners and losers. Those teams (organiza-
tions) that can adapt quickly and change 
processes to take full advantage of the tech-
nology will come out ahead. The teams that 
can quickly switch from playing man-to-
man to zone, or when to push it inside or 
take the long shot will be able to succeed. 
Success will be driven by the adoption of 
technology. This will require not just the in-
stallation of software/hardware, but imple-
mentation. The impact of healthcare IT will 
be the greatest for those teams that address 
the process changes that aren’t required by 
the healthcare technology. But the process 
changes are needed to fully leverage the tech-
nology and actually improve the delivery of 
care. Through this change, we will improve 
patient care, improve the safety and quality 
of the care delivered, improve efficiencies 
and completely turn the patient experience 
into something extraordinary.

But, this isn’t about technology, just for 
technology’s sake. This is about technology 
to support the clinician; whether they are 
at the bedside, in the clinic, at the patient’s 
home, as a researcher, or hundreds of other 
patient touch points. This is about technol-
ogy to improve the patient experience. 

Change is already beginning across 
the country. Health Information Exchang-
es are getting more court time with orga-
nizations, looking to share information. 
Providers are going through upgrades, 
certification processes, replacing systems, 
and purchasing new systems to fill gaps 
in functionality. Through this hard work 
and “practice” of informatics profession-
als, technologist, business partners, and 
of course the clinicians, there is a unique 
opportunity to create a new paradigm in 
healthcare.  It is an incredible responsi-
bility, but what an awesome opportunity. 
Each day, through what healthcare tech-
nology can do in concert with the clini-
cians; the game goes to the next level and 
plays for the championship. 

Joseph DeVenuto is CIO for Passport 
Health Plan.

Transforming healthcare delivery
Are healthcare reform, meaningful use, and stimulus dollars 
the Healthcare IT tournament? 

While the focus of healthcare 

reform and meaningful use has 

been hospitals and physician 

practices, the entire healthcare 

eco-system will be impacted.
 

Joseph DeVenuto
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By Richard Saulsgiver

In 2003, the Health Insurance Por-
tability and Accountability Act (HIPAA) 
of 1996 named ICD-9 as the code set 
for reporting diagnoses and procedures 
in the electronic administrative trans-
actions (HIPAA 4010A1 transactions—
270/271, 276/277, 278, 820, 824, 834, 
835, 837 D/I/P). “ICD-9” is the abbrevi-
ated term for International Classification 
of Diseases, Ninth Revision, Clinical 
Modification (ICD-9-CM). ICD-9-CM 
is the U.S. version developed by the Cen-
ter for Medicare and Medicaid Services 
(CMS) of the World Health Organiza-
tion’s (WHO) ninth revision of the In-
ternational Classification of Diseases. 
The code set is designed for the classifi-
cation of morbidity (sickness) and mor-
tality (death) information for statistical 
purposes.

ICD-9-CM consists of three vol-
umes. Volumes one and two contain the 
codes for reporting diagnoses and symp-
toms. Volume three contains the codes 
for reporting surgical and nonsurgical 
procedures in hospital settings. The Cur-
rent Procedural Terminology (CPT-4) 
and Healthcare Common Procedure 
Coding System (HCPCS) are the code 
sets for reporting services and procedures 
in outpatient and office settings.

ICD-10
ICD-10 is the abbreviated term used 

to refer to the International Classifica-
tion of Diseases, Tenth Revision, Clini-
cal Modification (ICD-10-CM) and the 
International Classification of Diseases, 
Tenth Revision, Procedure Coding Sys-
tem (ICD-10-PCS).

• ICD-10-CM is the diagnosis code 
set that replaces ICD-9-CM Volumes one 
and two.

• ICD-10-PCS is the code set of hos-
pital procedures that replaces ICD-9-CM 
Volume three.

Since January 1, 1999, ICD-10 has 
been the standard for hospital reporting 
of the cause of death by U.S. hospitals. 
Otherwise, ICD-10 has not yet been im-
plemented in the U.S., nor is it required to 
be used for other data reporting require-
ments until October 1, 2013.

The U.S., through CMS, has created 
ICD-10-PCS, since a procedure code set 
was not developed by WHO. CMS is also 
responsible for the on-going maintenance 
of ICD-10-PCS.

Regulation Requiring the Implementation 
of ICD-10

On January 16, 2009, the Depart-
ment of Health and Human Services 
(HHS) published a regulation requiring 

• The replacement of ICD-9 with 
ICD-10 as of October 1, 2013.

• All encounters and discharges on or 
after October 1, 2013 must use the ICD-
10 codes.

• Transactions submitted with ICD-9 
codes will be rejected after October 1, 
2013.

• The regulation names ICD-10-CM 
for reporting diagnoses in all clinical situ-
ations and ICD-10-PCS for hospital pro-
cedures only.

• CPT and HCPCS will continue to 
be the code sets for reporting procedures 
in outpatient and office settings.

The general concession of opinion 
is that ICD-9 has become too outdated 
and is no longer workable for treatment, 
reporting and payment processes today. 
ICD-9 has been used widely in the U.S. 
since 1978. The WHO endorsed ICD-10 
in 1990 and many countries have adopt-
ed versions of it, except for the U.S.

Solely from the age of ICD-9 means 
that it does not accurately ref lect all ad-
vances in medical technology, knowl-
edge and usage. The original structure of 
the ICD-9 diagnosis codes was divided 
into chapters based on body, as we knew 
it in the early 1970s. During the years 
of maintaining and expanding the codes 

within chapters, the more complex body 
systems have run out of codes. Conse-
quently, new codes are being assigned 
in chapters of other body systems. The 
rearranging of codes makes finding the 
correct code more complicated.

Another factor for replacing ICD-9 
is the increased specificity of ICD-10. 
The more specific data will provide bet-
ter information for identifying diagno-
sis, trends, public health needs, epidemic 
outbreaks and bio-terrorism events. The 
more precise codes also have the poten-
tial benefit for fewer rejected claims, 
enhanced benchmarking of data, better 
quality, improved care management and 
advanced public health reporting.

Migration Plan
Successful migration plans for ICD-

10 implementation will address the re-
quirements in an integrated, enterprise 
wide fashion. The overall plan will:

• Balance industry deadlines, inter-
nal business requirements, trading part-
ner readiness and vendor schedules.

• Recognize that many applications, 
systems and processes will be effected by 
the implementation, the successful mi-
gration plan will phase in over time in 
a structured set of manageable releases 
that can be effectively implemented by 
the organization.

• Include the use of appropriate au-
tomation for testing and configuration 
management to ensure the synchroniza-
tion of changes and adjustments over the 
entire scope of the implementation.

The ICD-10 implementation is man-
ageable if work is planned and executed 
thoughtfully, while keeping an eye on 
the looming deadline. The implemen-
tation of ICD-10 will pose a significant 
burden on physicians and the health-
care industry as a whole. There will be 
benefits gained as a result of the more 
detailed information contained within 
the ICD-10 codes, but the implementa-
tion will require significant changes to 

clinical and administrative systems that 
capture and report these codes, as well as 
extensive training for all staff.

Richard Saulsgiver is a member of the 
COMSYS Healthcare Practice (CHP) Team.
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By Dr. Steve Nitenson

As we approach revolutionary chang-
es for healthcare policy in the U.S., the 
industry itself is undergoing complex and 
confusing changes, many of which in-
volve information systems. The use of IT 
in medicine has grown in the same way it 
is growing within the larger cultural land-
scape: technology is everywhere. Though 
we are not sure what tools may come next, 
we do know that it is a mainstay. 

Although the ultimate look and feel 
of the new system is unclear, there are 
three major emerging trends that will im-
pact the relationships among the federal 
government, healthcare providers and the 
consuming public at large: 

electronic Medical and Health Records 
(eMR/eHR)

One such trend represents “the tip-
ping point” as a fast moving disruptive 
technology that represents an emerging 
groundswell toward the use of Electronic 
Medical/Health Records, or EMR/HER 
technology.  What may be overlooked by 
those considering the move toward this 
technology is the lynch pin effect it holds 
as the healthcare industry “pivots” to 
support the new and far reaching health-
care reforms recently put into law. 

The government is clearly support-
ing technology-based improvements in 
healthcare. Both the American Recov-
ery and Rehabilitation Act (ARRA) and 
The Health Information Technology 
for Economic and Clinical Health Act 
(HITECH) provide significant financial 
incentives for healthcare practitioners to 
implement technology-driven systems.  

Presently, approximately 22 percent of 
U.S. hospitals have deployed EMR sys-
tems, with a doubling of that number 
predicted over the course of the next 
three to four years. There are no laws in 
place requiring the use of EMR, but it 
is clear that the impetus for improved 
patient care and cost efficiencies are sub-
stantial drivers. 

Regulatory and Legislative Trends
Two related and complex regulatory 

and legal requirements are ICD-10 and 
HIPPA 5010. These both require a sea 
change in how healthcare organizations 
use technology to manage data, and 
more importantly, associated costs asso-
ciated with healthcare delivery. 

International Coding for Disease 
(ICD-10):  This is the international dis-
ease code set developed by the World 
Health Organization and the United 
Nations. The migration from ICD 9 
to ICD-10 is a government-mandated 
requirement that must be fully imple-
mented across the healthcare continuum 
for practitioners and providers to receive 
Medicare and Medicaid reimbursement. 
CMS made it very clear to the healthcare 
industry that there will be no exceptions 
to this mandate. Those who have not mi-
grated to the new platform by October 1, 
2013 will still be allowed to deliver ser-
vices; they just will not be paid for them 
if they are delivered to Medicare/Medic-
aid patients.

Although the mandated change does 
not have to be in place until October 
2013, the ICD-10 deadline is already be-
ing considered a “Y2K-like” event for the 
healthcare communities. Much advanced 

planning and action will be required for 
payers and providers to successfully meet 
this deadline, and the current consensus 
by both payers and providers is that the 
medical community is largely unpre-
pared to meet the demands of ICD-10 
deployments. 

The Health Insurance Portability 
and Accountability Act (HIPAA) 5010:  
HIPAA 5010 requires that providers 
submit electronic claims in order to be 
reimbursed by Medicaid and Medicare. 
Although there are similar regulatory re-
quirements in place now, 5010 requires 
an increasingly rigid set of reporting re-
quirements that will make standardized 
technology systems even more impor-
tant. Deadlines further complicate the 
issue. The deadline for HIPPA 5010 is 
scheduled for January 1, 2012, eighteen 
months before the federally mandated 
change to ICD-10. 

What Do These Trends Mean For The Medi-
cal Profession?

These matters represent both sig-
nificant problems and significant oppor-
tunities. For example, a recent Gartner 
healthcare report estimates that there will 
be a shortage of up to 50,000 healthcare 
professionals by the end of 2011. This dis-
parity may combine with the lack of clar-
ity around implementation of the legal 
and regulatory requirements to provide a 
potential recipe for disaster. 

But the situation represents op-
portunities for the healthcare commu-
nity as well. The unique demands of the 
American healthcare system mean that, at 
present, there are few healthcare profes-
sionals with a comprehensive understand-
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ing of the public and private sides of the 
American healthcare system. Therefore, 
the healthcare community should strongly 
consider partnering with professional ser-
vice providers who are experts in staffing 
and project management while also having 
the necessary healthcare savvy to quickly 
address upcoming demands. 

In addition, professional service pro-
viders should have significant information 
systems skills, be effective communicators, 
and be able to interpret complex materi-
als and systems for diverse groups within 
medical communities. They should be 
conversant with practical issues in health-
care environments, from the local doctor’s 
office to the large hospital. They should be 
able to understand and direct the imple-
mentation of changes mandated by various 
legal and regulatory requirements. Finally, 
they will have the skills to communicate 
these matters in multiple public forums. 

The current environment can be lik-
ened to the Titanic and the iceberg: Much 
of what is inevitable is not in plain view, 
but is known to exist. Failure to plan a 
comprehensive execution strategy to ad-
dress the above noted trends would come 
at a very high cost both in resources and 
revenue. Therefore, 2011 is the year where 
healthcare management must be positioned 
to exploit the ensuing chaos and resultant 
opportunities for smooth sailing through 
rough waters.

Dr. Steve Nitenson (RN, BSN, MBA, 
MS(IS), Ph.D.) is a member of the COMSYS 
Healthcare Practice (CHP) Team.
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By Dr. Michael Christopher Gibbons

The advances in information tech-
nology (IT) that have been transforming 
our society have tremendous potential 
to improve healthcare in areas such as 
consumer health, clinical care, adminis-
trative and financial transactions, pub-
lic health, professional education, and 
biomedical, health services research and 
healthcare disparities. In the U.S. the 
EHR adoption rate is 36.1 percent. EHR 
adoption is lower among providers serv-
ing Hispanic or Latino patients who are 
uninsured or rely on Medicaid. Lower 
EHR adoption also exists among pro-
viders of uninsured non-Hispanic black 
patients than for providers of privately 
insured non-Hispanic white patients. 
Primary care providers in private solo 
or small group practices have the lowest 
adoption rates (5.7 percent). 

On the other hand only 7 percent of 
consumers were using a Personal Health 
Record (PHR). While most PHR users 
tend to be younger, highly educated, and 
of higher income, those with less educa-
tion and lower incomes and those with 
chronic illnesses derive the most value 
and achieve deeper engagement in the 
process of managing their health and 
healthcare. Additionally, a recent study 
of Kaiser Permanente enrollees found 
that among African American members, 
30.1 percent registered compared with 
41.7 percent of whites (p < .01). Differ-
ences in education, income, and internet 
access did not account for the disparities 
in PHR registration by race.

Rates of PHR adoption by consum-
ers and caregivers may not adequately 
characterize the extent to which patients 
and consumers are utilizing health IT 
tools to support their health and health-
care needs. Rapidly growing numbers 
of patients, caregivers, and consum-
ers are turning to online and electronic 
resources largely developed outside of 

the healthcare establishment for health 
information and support. To date, ap-
proximately 160 million Americans have 
used online health tools. In fact, the av-
erage person in the United States now 
relies on a variety of electronic media 
and Internet-based resources to research 
diseases and treatments and to access 
general health information and support, 
resulting in the internet’s surpassing 
physicians as the most popular health 
resource. 

Finally, social media use is emerg-
ing as a potent resource among health-
care consumers. Minority Americans are 
higher utilizers of mobile internet access, 
especially via handheld devices than 
nonminorities. Online patient commu-
nities are rapidly growing through both 
mainstream social communities and 
more recently established condition-spe-
cific communities (i.e. PatientsLikeMe, 
QuitNet, CureTogether). Meanwhile, 
hospitals and academic medical centers 
are using social media, with more than 
300 YouTube channels and 500 Twitter 
accounts now available online. Hospitals 

are moving from experimentation (Twit-
ter updates from the OR, Flip videos) to 
strategic use of social media to recruit 
new patients. Finally, some online phy-
sician-only communities have more than 
115,000 members.

Health IT Improves Disparities
Health IT tools can improve dis-

parities by reducing clinical uncertainty 
related to unclear or incorrect patient in-
formation that may be found in a hand-
written medical record or provide physi-
cians with information about appropriate 
treatment options for their minority pa-
tients. Health IT tools may also generate 
feedback for providers regarding their 
clinical performance and expose unrec-
ognized clinical practices that may lead 
to disparities. Health IT tools designed 
primarily for patients (consumer health 
informatics tools) could, in the future, 
become important options to support 
patient health education and support-
ing patient health behaviors. By en-
hancing social support and interaction, 
these tools may also improve patient en-
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gagement, particularly among minority 
populations whose utilization of social 
media and mobile applications is signifi-
cantly higher than that of white popula-

tions. Crowdsourcing is the practice of 
enabling a population (crowd) to solve 
a problem or offer an answer to a par-
ticular question. Crowdsourcing applica-

tions may provide unique opportunities 
for providers and healthcare systems to 
actually learn from patients in addition 
to helping to educate patients about im-
portant health issues and concerns. 

Challenges Ahead
Although the use of health IT among 

racial and ethnic minority populations 
carries significant promise and potential, 
realizing the potential will not come with-
out surmounting several significant tech-
nical, practical, and human challenges. 
The development of the meaningful use 
criteria and the linking of meaningful 
use to provider reimbursement will help 
but will not be sufficient. The day may 
also come when a voluntary process will 
need to be put into place to certify health 
IT devices and applications for cultural, 
linguistic/literacy, and human factors ap-
propriateness for use among one or more 
vulnerable populations. Assuming these 

challenges can be overcome, the need 
for new provider- and patient-oriented 
health IT tools, devices, interventions, 
treatments, and educational content will 
be ongoing. Currently, most of this de-
velopmental work is done outside the 
formal healthcare system. Perhaps, then, 
the most important question regarding 
the potential of health IT to help address 
healthcare disparities is whether or not 
the healthcare system will embrace the 
full spectrum of emerging health IT 

Dr. Gibbons is an Associate Director of 
the Johns Hopkins Urban Health Institute 
and is an Assistant Professor at the Johns 
Hopkins’ Schools of Medicine and Public 
Health. 

This article is from a series of research 
studies published by the AHIMA Founda-
tion’s “Perspectives in Health Information 
Management.”
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By Sharon H. Fitzgerald

When Apple Inc. CEO Steve 
Jobs emerged from medical leave 
last month in San Francisco to un-
veil the upgraded iPad 2, he made 
it clear that uses—some quite un-
expected—of the tablet computer 
“change people’s lives.” And in 
multiple interviews over the last 
year, Jobs has marveled at the uses 
specifically adapted to help chil-
dren with autism.

In a video Jobs unveiled at 
the iPad 2 launch, Howard Shane, 
Ph.D., director of communication 
enhancement at Children’s Hospi-
tal Boston, said the iPad is a criti-
cal component of his program’s 
clinical practice. “The screen size 
gives us enough real estate to cre-
ate materials and applications that 
are meaningful to them (patients 
with autism),” Shane said. While 
using iPad applications don’t cure 
autism, he said, they give patients an 
enhanced ability to communicate, and 
sometimes the difference is extraordi-
nary. “The iPad is clearly the next thing,” 
Shane said. “It’s a game changer.”

Autism’s Communication Challenges
Most parents of autistic children 

recognize that there’s something amiss 
by the time their child is 18 months old, 
and they seek medical help by the time 
the child is 2, according to information 
from the U.S. National Library of Medi-
cine. Researchers have linked autism to 
abnormal brain biology and chemistry; 
thus, much of the symptoms manifest be-
haviorally. “When we have a behavioral 
issue, whether it’s our society or the way 
we’re medically trained, we think of it as 
psychiatric. When it comes to children, 
we also think of parenting,” said Phillip 
C. DeMio, an Ohio physician who spe-
cializes in treatment of autism as a medi-
cal disease rather than a mental disorder. 
DeMio is executive director of the Ameri-
can Medical Autism Board.

“People get the impression errone-
ously that a lot of our kids are mentally 
retarded,” DeMio added. In reality, many 
of these children boast high IQs.

The communication problems of au-
tistic children can be mild to severe, in-
cluding:

• An inability to start or maintain a 
social conversation,

• Communication only with gestures 
rather than words,

• Slow language development or no 
language development,

• Repetition of words or memorized 
phrases and

• Avoidance of eye contact.
Behavioral problems may include 

intense tantrums, a short attention span, 
either an overactive or very passive de-
meanor, a need for sameness and aggres-
sion. DeMio is of a mind that the autis-
tic child’s communication hurdles may 
prompt frustration, and rightly so, and 
that improving communication channels 
therefore improves behavior. That’s where 
technology steps in.

In use for many years have 
been so-called voice augmenta-
tion devices that supplement 
or replace speech. DeMio said 
prices range from $3,000 to 
more than $10,000, with robust 
software featuring more than 
60,000 phrases and pictures.

Yet the iPad, with pricing 
that begins at just $499, offers 
an easily held, kid-friendly unit 
featuring a host of touch-screen 
applications at every level. That 
means affordable and improved 
in-office communication be-
tween clinicians and their au-
tistic patients as well as between 
the patients and their loved 
ones at home. “For the parents 
who cannot get the school dis-
trict, the insurance company or 
the county to pick up the tab 
for the more expensive devices 
and they can’t afford it them-
selves, some of them have got-

ten the counties and schools to pay for 
something under $1,000,” DeMio said. 
And, in many cases, the families are able 
to buy an iPad for themselves, too.

He adds that he frequently writes 
prescriptions for iPads, thus giving fami-
lies insurance, or at least a tax benefit.

Opening Communication Channels
DeMio recalled a recent little patient 

“who had just had it with me for the day.” 
She picked up her coat, a nonverbal sig-
nal that she was ready to go home. When 
that didn’t work, she picked up the iPad. 
“With three taps of the screen, she was 
pointing to a home,” DeMio said.

Then there was the 5-year-old autis-
tic patient in obvious distress, and DeMio 
and the parents suspected she was prob-
ably in pain. Unable to relay the cause of 
her suffering any other way, she picked up 
an iPad. It was abdominal pain. “It is a lot 
easier for them to pull up things on the 
iPad that are pictorial and that allow them 
to communicate back and forth, perhaps 
even in a game,” DeMio explained. 

Not only do applications 

for the iPad allow 

autistic children to better 

communicate, they also 

allow these children 

means for personal 

expression.

The iPad launches a revolution in autistic communication strategies 

It’s a Game Changer

Phillip C. DeMio, M.D., remembers when his wife took this 
picture of him and their autistic son, Daniel. He recalls that he 

was almost in the habit of not talking to Daniel because his son 
wouldn’t respond. “Yet I said spontaneously, ‘Oh Daniel, look! 

It’s a seashell.’ He turned around and wanted the seashell, and 
I thought, ‘Oh my God. He understood what I just said.’ ”

h E A Lt h C A r E  I N N o v A t I o N
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Not only do applications for the iPad 
allow autistic children to better communi-
cate, they also allow these children means 
for personal expression. What makes the 
computer so inviting to kids in the autis-
tic spectrum? “I think the kids get to pick 
the way that the f low goes. Another thing 
is that a lot of the kids don’t make good 
eye contact, and they get overwhelmed 
if they’re looking somebody right in the 
eye,” DeMio said.

James Ball, Ph.D., agreed. A board-
certified behavior analyst, Ball is presi-
dent and CEO of New York-based JB Au-
tism Consulting, and he’s on the board 
of the Autism Society, headquartered in 
Bethesda, Md. “I have my own iPad, and 
I use it a lot for the kids that I work with. 
I’m a big fan of technology with our kids,” 
Ball said. “You know what? When they 
press that button, unless that machine is 
broken, it will always take them to the 

same place. Our kids love consistency 
and predictability, and there’s no bet-
ter consistency and predictability than a 
computer.”

Ball said there was an “oh hallelu-
jah” moment when he first got his hands 
on an iPad, realizing its potential to en-
hance autistic communication. He is in 
the midst of a consulting agreement with 
two Louisiana parishes that have both in-
vested heavily in iPad technology. “They 
happened to get them the first day I was 
out there, and a little guy on the spec-
trum was sitting there. He’d never ut-
tered a word before,” Ball recalled. “We 
pulled up the Tom Cat and started play-
ing with it, and all of a sudden, the kid 
started talking to it. I’ve seen that a few 
times – the kids won’t do it for me, but 
they will do it for the characters on the 
screen.” 

Talking Tom Cat is a free iPad ap-
plication. The Apple iTunes store de-
scribes the application this way: “Tom 
Cat is your pet cat, which responds to 
your touch and repeats everything you 
say in a funny voice. You can pet him, 
poke him or grab his tail.”

Ball said iPad software that forms 
the phonemes for words has been “phe-
nomenal” for autism patients, yet the 
applications were developed for stroke 
victims or people with aphasia. There 
are “tons” of iPad applications, Ball said, 
that have either been adapted for use 
with patients on the spectrum or devel-
oped specifically for them. “They love 
to look at that screen,” he said. “The 
sensory inference there is so much more 
enjoyable for them.” He said some of the 
applications useful for autism include a 
simple “doodle board” or “graffiti wand” 
that helps writing skills. Then there are 
highly specialized applications such as 
Proloquo2Go, which costs a little under 
$200 and can replace the sophisticated 
voice augmentation machines.

“When you hear people say, 
‘There’s an app for that!’ there prob-
ably is,” Ball said.
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Federal and state govern-
ments have upped the ante to 
incentivize the incorporation 
of electronic medical records 
(EMR) in physician practices. 
Yet financial and operational 
hurdles remain for many 
physicians to forego their de-
pendence on paper. Through 
the years many hospitals have 
played a role in assisting physi-
cians with their EMR conver-
sion, and the recent financial 
incentives have re-energized 
those efforts.

Hospital and physician 
EMR arrangements, how-
ever, can run afoul of federal 
and state fraud and abuse 
laws if not carefully crafted. 
The stakes can be high for 
improper arrangements, in-
cluding civil and adminis-
trative fines, exclusion from 

government healthcare pro-
grams, and even criminal al-
legations in the worst of sce-
narios. Thoughtful planning 
can mitigate these risks.

A good place to start is 
by analyzing the hospital and 
physician EMR arrangement 
against the physician self-refer-
ral laws located at 42 U.S.C. § 
1395nn, otherwise known as the 
“Stark” law, and corresponding 
federal regulations. In general 
terms the Stark law prohibits a 
physician from making patient 
referrals for certain “designated 
health services” (DHS) to enti-
ties with which the physician 
has a financial relationship, 
unless an exception applies. 
A typical EMR arrangement 
between a hospital and a phy-
sician is likely to implicate a 
financial relationship to invoke 

Stark liability. The key is making sure the 
EMR arrangement fits within an exception 
to the Stark prohibition.

To incentivize the use of EMR the 
government carved out certain EMR ar-
rangements as an exception to Stark. The 
EMR exception, however, contains sev-
eral conditions as outlined at 42 C.F.R. § 
411.357 (w).  Understanding the basics of 
these conditions is critical to establishing 
a compliant EMR arrangement between 
hospital and physician.

eMR exceptions
First, the EMR technology must be 

necessary and used predominantly for elec-
tronic medical records. Technology that 
is unnecessary or has no meaningful con-
nection with EMR will not likely meet the 
EMR exception.

Second, the EMR must meet certain 
technology expectations outlined within the 
regulation. For example, the EMR exception 
applies only to software or IT and training 

services. Computers and other hardware are 
not covered by the EMR exception. The ex-
changed technology must be interoperable at 
the time it was provided and must contain 
e-prescribing capabilities. Finally, the EMR 
must be useful to the physician’s practice and 
not limited to certain patients or payers.

Third, the EMR exception imposes 
certain requirements on the donor. The 
EMR items and services must be provided 
by the entity to a physician. The donor en-
tity cannot act to limit or restrict the physi-
cian’s use, compatibility or interoperability 
of the EMR with any other EMR system. 
The donor entity cannot provide the EMR 
with any knowledge that the physician has 
an equivalent item.

Fourth, the EMR exception limits the 
financial structure of the EMR donation. 
The physician receiving the EMR must pay 
at least 15 percent of donor’s cost and the do-
nor may not pay more than 85 percent of the 
cost. The cost-sharing proportions also apply 
to training and support for the EMR. The 
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We are well into April 
2011, and the big question is 
“Where will the first eligible 
professional or hospital to re-
ceive an incentive payment 
from the Medicare EHRs In-
centive Program be located?” 
The program, which began 
with registration for eligible 
hospitals and eligible profes-
sionals on January 3, has of-
ficially reached the 90-day 
period required to attest that 
the eligible professional or 
hospital has used a certified 
EHRs product to track and 
adhere to the Meaningful Use 
quality and care coordination 
requirements. 

So what does that mean 
for us, and for health reform? 
Well, according to Depart-
ment of Health and Human 
Services Secretary, Kathleen 
Sebelius, the buzz over the 
incentive payments needs to 
be superseded by a buzz that 
health IT aids healthcare 
transformation. Speaking re-
cently at the HIMSS11 Con-
ference, she threw down the gauntlet dur-
ing her speech by reminding the 31,000 
assembled health IT advocates that they 
need to help the federal and state govern-
ments in three ways.

First, health IT advocates need to be 
more than just advocates for health IT—
we need to advocate for overall healthcare 
transformation. Second, we need to think 
creatively so that we can get encourage 
more of the 70  percent of ambulatory care 
providers who do not currently engage 
health IT in their care delivery model to 
adopt certified EHR products. Third, we 
need to help the federal and state govern-
ments close the digital divide in health IT, 
so that eligible professionals who serve mi-
nority communities have the same oppor-
tunity to achieve meaningful use as their 
colleagues. in majority communities.  

Elsewhere in the meaningful use uni-
verse, the Health IT Policy Committee 
has begun soliciting public comment on 
the Objectives for Meaningful Use Stage 
2. Yes, we are just starting Stage 1, but 

time is moving quickly, and 
the start of Meaningful Use 
Stage 2 is just around the cor-
ner. As part of the HIMSS’ 
comments to the HIT Policy 
Committee’s Meaningful 
Use Workgroup, we raised 
three issues for the commit-
tee members to consider dur-
ing their deliberations. 

First, our members re-
peatedly talked about the 
challenges of meeting an ac-
celerated timeline. HIMSS 
advocates for an 18-month 
period between comple-
tion of the Final Rule and 
start of Stage 2. Second, we 
recommend that Stage 2 
Meaningful Use measures 
establish standardized termi-
nologies and code sets under 
the premise that if you fail to 
collect standardized data, you 
will never know whether you 
are really improving health-
care outcomes. Third, don’t 
just add quality measures to 
Stage 2 for the sake of add-
ing quality measures. The 

government needs to be sure that any new 
quality measures complement improved 
quality of care, efficacy in care practices 
driven by decision support, and improved 
patient outcomes.  

Of course, the process will continue 
throughout spring and summer 2011, with 
more opportunities to provide public com-
ment. The activities, which include a con-
tinued focus on the five objective categories: 
improving quality, safety, efficiency, and re-
ducing health disparities; engaging patients 
and families in their care; improved care 
coordination; improved population and 
public health; and privacy and security—, 
will continue to be the focus of the public 
dialogue. I will try to be extra-vigilant on 
whether objectives truly advance healthcare 
transformation.

HHS Personnel Moves
All the excitement about the Medicare 

and Medicaid EHRs Incentive Programs 
has overshadowed some of the personnel 

Here’s a stark truth: 
everyone in your organiza-
tion is either making your 
brand stronger or eroding 
it. Think about a restaurant 
where you’ve had a great ex-
perience, and one where it’s 
been mediocre.  The differ-
ence is people.

“But wait,” you say. 
“What made the experience 
was the food.”  Even if that 
was true (and studies suggest 
service matters more than 
food), it was the restaurant 
staff who prepared the food.  
So it’s back to people.  For 
your patients, you and your 
people are your brand.

Nowhere is this truer 
than in healthcare.  Studies 
show that consumers already 
perceive most healthcare or-
ganizations as impersonal.  
This perception is no doubt amplified by 
the fact that being a patient often comes 
with some degree of fear, anxiety or un-
certainty. How can you be sure your entire 
team is delivering the experience you want 
every patient to enjoy?  Start by writing 
a “service promise.”  It doesn’t have to be 
long, and it shouldn’t be f lowery.  Keep it 
simple.  This is the bar your organization 
will set for itself every day.

Service Promise
To work, your service promise needs 

to be several other things.  
First, it has to be realistic.  Is it some-

thing you and your people can achieve? It 
should be specific rather than vague. In-
stead of saying, “We provide the best care” 
or “We create an extraordinary experi-
ence,” say how you do that. McDonald’s 
has a specific goal for how long it should 
take from the time you place your order at 
the drive-thru speaker to the time you pull 
away from the window with your meal. It 
should be teachable.  If new and existing 
staff can’t learn what the promise means in 
their minute-by-minute work day, they’ll 
have trouble executing it.  So make it some-
thing you can teach others, and they can 
pass it on easily to new arrivals. It should 
mean something to patients. Understand 

what drives them to choose 
one organization or practice 
over the others, and be sure 
your service promise moves 
you firmly in that direction. 
It should mean something to 
your team.  It can’t just be 
empty, “rah rah” nonsense.  It 
should give them something to 
aspire to and take pride in. It 
has to be trackable.  How will 
you be able to measure your 
progress?  Again, be specific.

Promise Breakers
Once you have the service 

promise to use as a yardstick, 
the next step is to see where 
you are right now.  Which of 
your people are already deliv-
ering on the promise as you 
defined it?  Which aren’t? Can 
team members who aren’t cur-
rently living the promise be 

trained to do so?  Perhaps more important, 
what will you do about the people who 
can’t — the “promise breakers” who will 
undermine your brand every day.  They’ll 
fail to deliver the experience an effective 
brand requires, and discourage others from 
doing it, too.  

Remember, no one is neutral when it 
comes to your brand.  Everyone is either 
enhancing it or eroding it. Look at every 
position in your organization, and list the 
specific actions each position needs to ful-
fill the service promise.  Your staff should 
be involved in this process from the begin-
ning. For example, what are the specific 
things every patient contact person should 
do every single time?  Smile?  Greet pa-
tients in a particular way?  Ask if every-
thing met their expectations, or if they 
have any questions?  The list will be dif-
ferent for every position, and your list will 
be different than your competitors’ would 
be (assuming they had such a list, which 
they won’t).

Be sure to include every position in 
this process.  It’s easy to think that team 
members who don’t deal with patients 
have little effect on the brand, but that’s 
never the case. Often, these “behind-the-
scenes” staff make it possible for your cus-
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recipient must pay the costs before re-
ceiving the EMR and the donor is prohibited 
from financing the EMR purchase.

Fifth, the EMR arrangement must not 
take into account the volume or value of 
referrals or other business generated from 
the relationship. The regulation acknowl-
edges several legitimate considerations for 
the arrangements, such as the size of the 
recipient’s medical practice, the total num-
ber of hours practiced by the recipient, or 
the amount of uncompensated care pro-
vided by recipient.

Finally, several general requirements 
apply to the EMR arrangement. The ar-
rangement must be in writing and signed 

by the parties. The terms of the EMR 
agreement must be specific as to the costs 
and contributions for all items and services. 
The EMR technology or services must not 
be given to benefit the physician’s staff or 
personal business, and the EMR exchange 
cannot be conditioned upon the parties 
doing business with each other.

The EMR exception to the Stark law 
expires on December 31, 2013 and all con-
ditions of an EMR arrangement must be 
satisfied before the expiration. There is a 
lot to consider in an EMR arrangement, 
but thorough planning by the hospital and 
the physician can establish a Stark compli-
ant arrangement.

activities in the Obama Administration. 
CMS Administrator, Dr. Don Berwick 
(the consummate quality expert) is fac-
ing strong opposition from Republican 
senators to his nomination to the CMS 
Administrator beyond his recess appoint-
ment. Forty-two senators signed a letter to 
President Obama calling for his removal as 
the long-term nominee for CMS. Unfortu-
nately, the politics of the Presidential Elec-
tion of 2012—Yes, its impact is creeping 
in to 2011—may make it very difficult for 
this forward-thinking leader to be in his 
position after December 2011. 

Also, I would be remiss if I didn’t ex-
tend a special thank you to Dr. David Blu-
menthal, the outgoing National Coordina-
tor for Health IT. He heads back to Boston 
at the end of April, after two grueling years 
at his post for the Obama Administration. 
Dr. Blumenthal’s legacy is that he thought 
about the patient as a consumer, and de-

veloped a roadmap for health IT that will 
support the healthcare consumer in all of 
us. We are better off because of his deci-
sion to engage in public service and the 
public policies he espoused.

Conclusion
The coming weeks will provide in-

sight into how successful meaningful use is 
and can be. Medicare incentive payments 
should begin to f low to eligible profession-
als and hospitals by early May, and the 
latest round of recommendations will be 
presented to the HIT Policy and Standards 
Committees. The pace of change and op-
portunity will continue to be fast as the 
federal government continues rolling out 
components of the meaningful use initia-
tives. We have a responsibility to aid the 
transformation of healthcare. So, be pre-
pared for more change on the horizon.

tomer contact team to deliver on the ser-
vice promise.  If the backroom stuff isn’t 
done right, the brand suffers.

One more point about this, and it’s a 
big one.  Remember that the back office 
people may never have to face an upset 
patient.  This can make them less than 

empathetic, and can also make it harder 
to get them to buy into the whole pro-
cess.  If you can build a truly service-
driven practice, then get that message out 
through effective marketing; the right 
patients will beat a path to your door.  
That’s a promise.
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