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Tackling prostate cancer 

Last April, the FDA approved 
the use of Provenge, which 
is designed to induce an 
immune response against 
prostatic acid phosphatase 
(PAP), an antigen expressed 
in most prostate cancers, and is 
the first in a new therapeutic class of 
drugs known as autologous active 
cellular immunotherapies. 

Read more on page 20

Kentucky’s Pride
Kentucky has no shortage of medical innovations—
both born and implemented—here that provide 
significant health advances to benefit the members of 
the communities on local, national and global scales. 
Below are a few examples of new innovative practices 
Kentucky hospitals are using.  

Read more on page 6

Advances made in 
understanding spinal 
cord injuries
Among the most exciting frontiers in medicine is 
the repair of traumatic injuries to the spinal cord. 
Improvements in treatment are helping people 
survive spinal cord injury.     

Read more on page 8

It’s a patient, not a package
Most know UPS as the behemoth small package 
delivery company famous for our friendly, reliable 
drivers and our brown trucks for more than 100 
years. A lesser-known, but extremely important 
side of UPS is its healthcare logistics business, 
which has seen tremendous growth on a global 
scale for the past several years. 

Read more on page 12

Vendor improves heart health
Heart failure is a major cause of illness and expense 
in the United States. In 2009, the American Heart 
Association (AHA) estimated six million Americans 
experienced heart failure with approximately 
670,000 new cases expected to be diagnosed in 2011.

Read more on page 17

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 3

By Lynne Jeter 

Physicians practicing medicine in the 
South earn more money than their coun-
terparts in other regions of the country, 
according to Medical Group Management 
Association (MGMA) 2011 Physician Com-
pensation and Production Survey. Last year, 
the median annual compensation for pri-
mary care doctors in the South was nearly 
$220,000, and specialists topped $400,000. 
Perhaps surprisingly, the lowest median 
compensation for primary and specialty 
care physicians—$194,409 and $305,575, 
respectively—was reported in the eastern 
region of the country. 

Why such a disparity between doctors’ 
earning power in the South versus the rest 
of the nation? Harold Ingram, immediate 
past president of MGMA of Mississippi, 
said it may simply be because “many physi-
cians prefer other parts of the country and 
need extra incentive to move south.” 

Location desirability is definitely a 
factor influencing competition and com-
pensation, noted Jeffrey B. Milburn of the 

MGMA Health Care Consulting Group. 
“Some areas have a much higher ratio of 
physicians to population, and one might 
think this would lead to increased competi-
tion and lower compensation,” he said. “But 
the usual laws of supply and demand aren’t 
always at work in healthcare.”

The 25th consecutive annual report 
reflects data from nearly 60,000 providers 
representing more than 150 specialties, the 
largest provider population of any physician 
compensation survey in the United States. 
Referring to a “mixed movement in com-
pensation in 2010,” MGMA pointed out 

national earning highlights for specialties in 
the 2011 report:
•	 Internists	 reported	 the	 highest	 gains	

in compensation; radiologists reported 
the least. 

•	 Physicians	in	internal	medicine	earned	
$205,379 in median compensation, an 
increase of nearly 5 percent since 2009. 

•	 Radiologists	earned	a	median	compen-
sation of $471,253, signaling a decrease 
of nearly 2 percent.

•	 Orthopedic	 surgeons	 had	 the	 high-
est median compensation in 2010 at 
$514,650, representing a 3.7 percent 
increase from the previous year. 

•	 Neurologists	 reported	 the	 larg-
est overall increase in compensa-
tion—5 percent—from the previ-
ous year to $249,867. 

•	 Family	 practitioners	 (without	 obstet-
rics) reported median compensation 
of $189,402. 

•	 Pediatric/adolescent	 medicine	 physi-
cians earned $192,148 in median com-
pensation, an increase of less than 1 
percent since 2009. 

MGMA Annual Survey, supplemental reports, 
highlight regional, specialty trends.
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A look at 
physician 
compensation

A disturbing employment 
trend that has hindered 

recruitment and 
compensation movement: 
the Merritt Hawkins survey 
showed that physicians are 

compensated for patient 
volume and not quality.
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Innovation in Healthcare

This month’s issue of Medical News focuses on innovation in our healthcare 
system. The topic could not be more relevant given the recent announcements about 
the managed care contracts for the state’s Medicaid program.

The Cabinet for Health and Family Services Secretary, Janie Miller, has ag-
gressively negotiated rates with four managed care organizations to help balance 
Kentucky’s Medicaid budget. Although these savings are a positive for the bottom 
line of Kentucky’s struggling budget woes, it remains to be seen how the ripple ef-
fect will change the course and reimbursement for the Kentucky’s healthcare sector.

It’s no secret that the managed care organizations will try to bring costs in line 
by reducing healthcare expenses. Healthcare expenses can only be reduced by either 
reducing the reimbursement rates for physicians or helping to keep patients healthy.

Our physician community cannot sustain additional cuts to their reimburse-
ment rates and the overall health of our population cannot improve if we cut benefits 
or access to healthcare. As a healthcare community, we will need to find new ways 
of providing quality care and innovative practices to ensure that patients get healthy 
quicker and stay healthy.

In this issue, we take a look at a few of the trends in healthcare. As a commu-
nity, we need to continue to support those that are doing innovative work.
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•	 Psychiatrists,	 dermatologists,	 neurolo-
gists and general surgeons were among 
specialists who reported an increase in 
median compensation since 2009.

•	 Anesthesiologists	 reported	 decreased	
compensation, as did gastroenterologists. 
“A number of factors may attribute to 

regional differences in physician compen-
sation,” said Milburn. “The supply and 
demand for primary care or specialty physi-
cians may influence compensation. A high 
level of competition between groups or 
specific specialties may provide an opportu-
nity for payers to reduce reimbursement. In 
states where payers have little competition, 
reimbursement and subsequent physician 
compensation may be lower.”

Factoring in Academia
According to the MGMA 2011 Aca-

demic Practice Compensation and Production 
Survey for Faculty and Management, some 
physicians in academic practices have looked 
seriously at generational trends, in which cut-
ting the availability of primary care doctors 
in the healthcare marketplace may be bump-
ing up their pay levels. Young, rising physi-
cians are demanding more life balance and 
therefore fewer work hours and limited on-
call availability. At the same time, physicians 
in the baby boomer era are slowing down and 
seeking part-time employment. Add to the 
shortage of academic primary care providers 
(PCPs)	that	leads	to	a	higher	price:	PCPs	typ-
ically earn less than their peers in other spe-
cialties, and academic practice usually pays 
less than private practice. As a result, median 

compensation increased in academic settings 
for primary care faculty by 3.47 percent, pe-
diatric faculty by 2.21 percent, and internal 
medicine primary care faculty by 6.84 per-
cent.	Other	academic-based	providers	to	ex-
perience compensation increases: pulmonary 
medicine	physicians	(7.38	percent)	and	non-
invasive	cardiologists’	salaries	(6.7	percent).

Specifically, median compensation for 
PCPs in academic practice was $163,704, 
compared with $241,959 for specialists. 
Compensation packages for doctors in aca-
demic practices remains lower than those of 
their peers in private practice because faculty 
physicians divide their time among clinical 
activities, research and teaching responsibil-
ities. The latter two duties aren’t compen-
sated as highly as clinical work, pointed 
out Jonathan Tamir, associate chairman 
of finance and administration for the Yale 
University School of Medicine Department 
of Internal Medicine.

“Recently, higher salaries have been 
required to hire internal medicine faculty,” 
said Tamir, a member of the MGMA Sur-
vey	Operations	Committee.	MGMA’s	aca-
demic practice compensation survey report 
reflects data on 18,776 faculty physicians 
and non-physician providers and 1,993 
practice managers. 

“It’s the law of supply and demand. 
More applicants are interested in part-time 
appointments or reduced on-call roles. The 
demand for more highly paid hospitalists is 
increasing, further reducing the applicant 
pool, and senior physicians are retiring ear-
lier than in the past. The bottom line is that 
there aren’t enough internal medicine appli-
cants available,” Tamir continued.

Recruitment Trends
Supplementing the MGMA annual re-

port, a recent Merritt Hawkins & Associates 
survey revealed that 56 percent of physician 
job openings are hospital-related. Accenture 
Health reported that physicians will shift 
employment from private practice to large 
health systems, estimating that only one in 
three physicians will be in private practice 
by 2013. 

A disturbing employment trend that 
has hindered recruitment and compensa-
tion movement: the Merritt Hawkins survey 
showed that physicians are compensated for 
patient volume and not quality. In general, 
74 percent of recruited jobs offer performance 
bonuses. Despite national initiatives to reward 
for quality of care, 90 percent of those recruit-
ed jobs are linked to “fee-for-service style vol-
ume,” according to the Merritt Hawkins 2011 
Review of Physician Recruiting Incentives.	Only	
7 percent of jobs include bonuses for quality or 
cost reduction objectives.

Performance aside, American Medical 
News reports that three of four recruited jobs 
offer an average signing bonus of $23,790, up 
from the previous year’s $22,915. Loan for-
giveness	(12	percent)	and	housing	allowance	
(6	 percent)	 reflected	 other	 effective	 recruit-
ment incentives.  

“Signing bonuses have gone from a car-
rot at the end of the stick to an expected part 
of the package,” said Travis Singleton, senior 
vice president for Merritt Hawkins. “It’s an 
extreme negative these days if you don’t have 
a signing bonus.”

Directing Traffic
Compensation for medical directors 

varied widely across specialties and among 
hospital-owned versus non-hospital owned 
practices, according to MGMA’s 2011 Medi-
cal Directorship and On-Call Compensation 
Survey. The survey of 1,529 directorships 
representing 255 medical organizations re-
vealed that the majority of participants re-
ported median annual compensation levels 
of roughly $50,000 or less. Levels dipped as 
low as $7,500 for internists and pediatricians.

Directorship compensation varied by 

practice specialty and ownership, with radiol-
ogists and neurologists reporting greater an-
nual compensation in non hospital-owned-
practices, while family practitioners with and 
without obstetrics reported greater compen-
sation in hospital-owned practices. 

General surgeons in hospital-owned 
practices earned a median annual compensa-
tion of $26,972 for directorship duties, while 
general surgeons in non hospital-owned set-
tings earned $29,904 annually. These figures 
represent a much smaller compensation dif-
ference between ownership type compared 
with the previous year’s data, which report-
ed annual directorship compensations of 
$25,000 and $40,000, respectively.

Continued from Cover

Report Results
The Medical Group Management Association (MGMA) 2011 

Physician Compensation and Production Survey reflects data 
from nearly 60,000 providers representing more than 150 special-
ties. MGMA pointed out national earning highlights for specialties 
in the 2011 report:

• Internists reported the highest gains in compensation; radi-
ologists reported the least. 

• Physicians in internal medicine earned $205,379 in median 
compensation, an increase of nearly 5 percent since 2009. 

• Radiologists earned a median compensation of $471,253, 
signaling a decrease of nearly 2 percent.

• O r th o p ed i c  s u rg eo n s  had the highest median com-
pensation in 2010 at $514,650, representing a 3.7 percent 
increase from the previous year. 

• Neurologists reported the largest overall increase in com-
pensation—5 percent—from the previous year to $249,867. 

• Family practitioners (without obstetrics) reported median com-
pensation of $189,402. 

• Pediatric/adolescent medicine physicians earned $192,148 
in median compensation, an increase of less than 1 
percent since 2009. 

• Psychiatrists, dermatologists, neurologists and general sur-
geons were among specialists who reported an increase in 
median compensation since 2009.

• Anesthesiologists reported decreased compensation, as 
did gastroenterologists.
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p E o p L Ein brief

MCLeAN

Clark Memorial Hospital 
Dr. Carrie Crigger joined Jeffersonville Pediatrics, 
a Clark Physician Group. 

Galen College of Nursing
Debra Rayman, RN, has been appointed   
Career Services Coordinator. 

Stephanie A. French has been appointed Director 
of Communications and Marketing. 

Jewish Hospital & St. Mary’s Healthcare
Louis I. Waterman has been elected chairperson 
of the Jewish Hospital & St. Mary’s HealthCare 
Board of Trustees. 

Darryl L. Kaelin, M.D., has been named Medi-
cal Director of the Frazier Rehab Institute.

Seven Counties Services, Inc. 
Brian McLean, joined as a Licensed Psychology 
Practitioner.

Cather ine Por ter,  joined as a Pr inc ipa l 
Soc ia l  Worker. 

Patricia “Tish” Geftos was recently selected by the 
Department of Behavioral Health & Intellectual 
Disabilities (DBHDID) to be one of the represen-
tatives for the state of Kentucky at the First Bien-

nial Global Implementation Conference (GIC) in 
Washington, D.C.

University of Louisville 
Kerry Caperell, M.D. joins The University of 
Louisville Pediatric faculty as a Pediatric Emer-
gency Medicine Physician. 

John Elliott joins University of Louisville Physi-
cians as Vice President Human Resources.

Chuck Fitch has been named chief information 
officer (CIO) for University of Louisville Physi-
cians (ULP). 

Sara Flora, M.D. joins The University of Louis-
ville Pediatric faculty as a Pediatric Emergency 
Medicine Physician. 

L. Kristy Haggett, D.O. joins The University 
of Louisville Pediatric faculty as a Pediatrics 
Chief Resident. 

Megan Laniewicz, M.D. joins The University of 
Louisville Pediatric faculty as a Pediatric Emer-
gency Medicine Physician. 
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Your Special Needs?
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Make plans to join the Cabinet for Health 
and Family Services and the Kentucky Health 
Information Exchange (KHIE) in Erlanger on 
Sept. 7 for the 2011 Kentucky eHealth Summit.
 

•   Hear a report on the future of Health IT from the National 
Coordinator for Health Information Technology, Farzad 
Mostashari, MD, ScM.

• Find out how others are implementing electronic health 
record systems, the benefi ts to providers and consumers, 
and Stage II Meaningful Use.

• Get info on how the Kentucky Health Information 
Exchange (KHIE) is leading the nation in Health IT and 
how you can join the effort.

 
For more information on the 2011 Kentucky eHealth Summit, 
visit khie.ky.gov.

Register Today

MedicalNews_10x6.125_4c_RegisterToday.indd   1 7/11/11   3:51:13 PM

N E W S in brief

Officials broke ground this past July 
on the first building to go up at Nucleus 
Innovation Park Downtown, a nine-acre 
research park on and around the former 
Haymarket property in Louisville, Ky.

The $18 million, eight-story build-
ing initially will house a center devoted to 
developing new products and services for 
the aging. Seven other tenants have signed 
letters of intent and three more have ex-
pressed interest in moving into the build-
ing, said Vickie Yates Brown, Nucleus’ 
president and chief executive officer.

The International Center for Long 
Term Care Innovation, a project initially 
funded by Signature HealthCARE and 
Nucleus, will occupy about 20,000 square 
feet of the 180,000-square-foot building. 
University of Louisville researchers and 
others will use the space to develop and 
commercialize new products and services 
for the aging.

The new building is scheduled to 
open by the end of 2012, Brown said.

Nucleus innovation park 
breaks ground

Central Baptist Hospital, Lexington, 
Ky., was honored with four awards at the 
2011 Public Relations Society of America 
Thoroughbred Chapter’s Thoroughbred 
Awards June 7. 

The hospital’s Care Central TV 
program, produced in partnership with 
WKYT-TV, took a “win” (first place) 
award in the Television - Media Rela-
tions category. 

Central Baptist Hospital publica-
tions took “place” (second place) awards. 
The hospital’s monthly employee news-
letter, News Central, was recognized in 
the Internal Publication category, CBH’s 
Care Central magazine was honored in 
the Marketing Communications cat-
egory, and the hospital’s 2009 Oncology 
Annual Report was recognized in the 
Annual Report category. 

Central Baptist Hospital wins 
four PRSA awards

Details: This conference presents an opportunity for career college 
professionals across the Commonwealth to gather and benefit from 
nationally recognized speakers. Presentation topics for the conference 
include: Making General Education Courses Relevant to Today’s Students, 
The Value of Career Colleges, Becoming the Red Sock in the Laundry 
Basket: Leadership Development, Working with your Local Legislators, and 
Working with Students to Overcome Obstacles and Improve Retention.  

Registration: Visit www.kycareercolleges.org or call (502) 727-3456.

EVEnT CaLEnDaR

Event: The Kentucky association of Career Colleges and 

Schools Educational Conference and annual Meeting

Date: Friday, august 12

Time: 8:30 a.m. to 4:15 p.m. 

Location: Daymar College, 4112 Fern Valley Road Louisville, Ky., 40219
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By Melanie Wolkoff Wachsman

Kentucky has no shortage of medi-
cal innovations—both born and imple-
mented—here that provide significant 
health advances to benefit the members 
of the communities on local, national and 
global scales. Below are a few examples of 
new innovative practices Kentucky hospi-
tals are using. 

Stryker Technology provides global posi-
tioning System for Sinus Anatomies

Ear, nose and throat surgeon Matt 
Taylor,	 M.D.,	 Owens-
boro Medical Hospital 
System,	 Owensboro,	
Ky., began using CT 
image-guided navigation 
systems for sinus surger-
ies during his residency 
training.	Now	he	can	de-

pend	on	the	Stryker	Navigation	system,	
which greatly increases safety and accu-
racy in sinus surgeries. 

Taylor has since performed more 
than 500 procedures utilizing the tech-
nology, including about 40 with the 
Stryker	 system	 that	Owensboro	Medical	
Health System installed.

“We are very excited to have this new 
technology,” said Taylor. “The Stryker tools 
enhance our abilities to work with greater 
precision and resolve problems more com-

pletely, reducing the risk of complications.”
The Stryker technology combines a 

virtual 3-D model of the patient’s sinus 
structure with an interactive display of 
the surgeon’s instruments, enabling doc-
tors to operate in complex sinus passages 
with greater confidence without disturb-
ing surrounding vital structures.

Image-guided technology is par-
ticularly helpful when correcting dam-
age after a trauma or when patients have 
undergone a previous sinus surgeries and 
the typical “surgical landmarks” are no 
longer in place, or in situations where 
this is loss of visibility–such as obstruc-
tion from nasal polyps or bleeding from 
severe, acute infection. It also helps in 

decreasing the need for an external surgi-
cal approach to correct conditions such as 
frontal sinus disease.       

“I can see exactly where my instru-
ments are located,” Taylor said. “The 
system guides me to the next sinus that 
needs to be opened. It minimizes compli-
cations and allows us to thoroughly ad-
dress sinus disease.”     

New App Meets patients’ Healthcare Needs
Central Baptist Hospital, Lexington, 

Ky., believes healthcare should be conve-
nient and “near you,” and you can’t get 
too much “nearer” than a person’s cell 
phone. In fact, a 2010 PricewaterhouseC-

oopers survey revealed that 56 percent of 
patients said they like the idea of remote 
healthcare service, and 41 percent indi-
cated they would like it delivered via mo-
bile device. In March 2011, Central Bap-
tist Hospital became the first hospital in 
Lexington to develop an iPhone app, and 
in May 2011 launched an Android app. 

The apps include:
•	 A	medical	library	containing	articles	

covering diseases, procedures and 
health tips.

•	 First	 aid	 information,	 providing	
guidance for everything from animal 
bites to heatstroke.

•	 PhysicianLink,	 which	 allows	 a	 user	
to look up a physician, locate the 
office and call to ask a question or 
make an appointment.

•	 Floor	plans	of	Central	Baptist	Hospi-
tal’s on-campus buildings.

•	 Health	 trackers	 for	 monitoring	
weight, blood pressure and blood 
glucose. More health trackers, in-
cluding pill reminders and a preg-
nancy journal, will be added soon.
An app for the iPad will be com-

ing soon.

New Weight-loss procedure Reshapes 
Stomach with Sutures

Central Baptist Hospital along with 
Baptist Hospital East, Louisville, Ky., 
started performing an investigational 
weight-loss procedure that reshapes 
the stomach with sutures – making it 
smaller so patients trim their food in-
take this past year. Called Laparoscopic 
Greater Curvature Plication, the proce-
dure involves folding the stomach in-
ward on itself, suturing, then turning it 
a second time and suturing. The result 
is a banana-shaped stomach that’s much 
smaller and holds less food.

 “The great thing about the newest 
procedure	(the	placation)	is	that	we	aren’t	
cutting,”	said	bariatric	surgeon	John	Old-
ham Jr., M.D., Bluegrass Bariatric Surgi-
cal Associates. “The risk of a leak is dras-
tically reduced because there’s no cutting. 
And, it is completely reversible.”

Dr.	Oldham	and	his	partner,	Dr.	G.	
Derek Weiss, are the only two surgeons 

Take a look at the many new medical innovations Kentucky’s hospitals are utilizing. 

Kentucky’s Pride
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“i can see exactly where my 
instruments are located. The 
[Stryker technology] system 
guides me to the next sinus 
that needs to be opened. it 

minimizes complications and 
allows us to thoroughly address 

sinus disease.” 
–Matt Taylor, ear nose and 
throat surgeon, Owensboro 

Medical Health System

eNT Stryker Navigation screenshot.

A physician utilizing the Stryker 
Navigation system. 

Matt Taylor 

Screenshot of a phone with the 
Central Baptist Hospital iphone app. 

Central Baptist Hospital’s iphone app icon.

Continued on page 7
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H E A Lt H C A r E  I N N o v A t I o N

who provide this procedure in the state.  
Dr.	Oldham	does	the	surgery	at	Baptist	
East and Dr. Weiss provides the surgery 
out of Central Baptist Hospital.

 “At one month we are seeing results of 
weight loss very close to the Laparoscopic 
Sleeve Gastrectomy [where the stomach is 
cut into a sleeve shape to reduce its vol-
ume],” said Karen Barnett Sparks, bariat-
ric coordinator for the Bariatric Center at 
Baptist Hospital East.

The estimated weight-loss results are 
23.8 percent after one month, 39.3 percent 
after three months and 53.4 percent after 
one year.

Jewish Hospital Accommodates Needs  
of Larger patients

According to a study by Kaiser Per-
manente Center for Health Research, 

obese women were nearly twice as likely 
as non-obese women to report pain as a 
deterrent for getting regular mammo-
grams. Jewish Hospital & St. Mary’s 
HealthCare	 (JHSMH),	 Louisville,	 Ky.,	
wanted	to	change	that.	In	February	2011	
Jewish Medical Center East began us-
ing a new mammography machine that 
improves patient comfort with f lexible, 
off-centered, ergonomic paddles that f lex 
with the body shape of the woman, while 
still providing the compression and posi-
tion necessary to get accurate results. The 
new technology has the market’s largest 
field of vision and provides images that 
are clearer and easier to read, regardless 
of the patient’s body size.

“The larger field of view provides 
fewer images needed no matter what size 
the patient,” said Tammy McDill, direc-
tor, Ambulatory Diagnostic Services, 
JHSMH.	“Fewer	images	mean	less	expo-
sure to radiation.  We can get more of the 
breast tissue in the larger field of view.  
Furthermore,	 the	 f lex	 paddles	 provide	
additional comfort; and when combined 
with the soft touch pad, it makes the ex-
perience much better.” 

New prosthetics Debut in Lexington
This past July Ability Prosthetics 

and	 Orthotic	 Associates	 based	 in	 Lex-
ington, Ky., debuted “bionic fingers” 
for Kentucky residents. College student 
Michael Waldron, who has had most of 
a hand missing from birth, couldn’t be 
happier. The “bionic fingers” also known 
as ProDigits™ are self-contained prosthet-
ic fingers that are individually powered, 
performance programmable and myo-
electric-controlled to provide the most 
advanced partial hand prosthesis.

Custom ProDigits™ are available for 
partial hand amputees missing between 
one to five fingers. This Bluetooth en-
abled prosthetic provides multi-point 
finger articulation, is individually pow-
ered and programmable and anatomi-
cally accurate and aesthetically appeal-
ing. It is indicated for amputation at the 
Transmetacarpal level or higher. 

In addition to ProDigits™ Abil-
ity	 Prosthetics	 and	 Orthotic	 Associates	
also introduced to Kentucky residents 
“i-LIMBS,” the first prosthetic hand 

with five individually powered digits.  It 
looks and functions like a real human 
hand and represents a generational ad-
vance in bionics.   

Dr. John Oldham Jr. and 
dr. g. derek weiss.

An illustration of Laparoscopic 
greater curvature Plication. 

Jewish Medical Center’s east new 
mammography machine improves patient 

comfort with flexible, off-centered, 
ergonomic paddles that flex with the 
body shape of the woman, while still 

providing the compression and position 
necessary to get accurate results.

Do Your Patients Know About RADON?
  There is sufficient evidence that radon is a cause of lung cancer.

 –World Health Organization Handbook on Indoor Radon, 2009
 
INFORM: 
Share information about radon. 
Ask about our brochures.

PRESCRIBE:
Write a prescription for radon 
home testing. Ask about our 
prescription pads.

ENCOURAGE:
Encourage your patients to test
for radon and mitigate if above 
EPA action level of 4 pCi/L.

Contact us for free 
radon awareness 
materials! 

For More Information:
UK College of Nursing

Radon Policy Research Program
751 Rose Street, Lexington, KY 40536-0232

859.323.1396
www.radon.uky.edu

wyzhir Johnson with his “i-LiMBS” hand.

Continued from page 6



By Sally McMahon

Among the most exciting frontiers in 
medicine is the repair of traumatic inju-
ries to the spinal cord. Improvements in 
treatment are helping people survive spi-
nal cord injury.   

Significant advances have been made 
in our understanding of spinal cord inju-
ries and new therapies to treat those in-
juries.	New	 rehabilitation	 strategies	 have	
emerged, among them Locomotor Train-
ing	 (LT),	 which	 is	 used	 for	 people	 with	
brain and spinal cord injury, stroke and 
other neurological disorders. Many peo-
ple with spinal cord injuries, regardless of 
time elapsed since their injuries have im-
proved their walking after receiving Loco-

motor Training.  
During Locomotor Training, the 

person is suspended in a harness above a 
treadmill while therapists move the legs in 
a normal walking pattern. Repeated ses-
sions reactivate the nerve cells in the spi-
nal cord and stimulate them to relearn the 
patterns for walking. 

Local Locomotor Training
Although widely available in Europe, 

few places in the United States offer Lo-
comotor Training. However, Kentucky 
is fortunate to have Locomotor Training 
in Louisville. It is offered through the 
NeuroRecovery	 Network	 (NRN),	 a	 net-
work of seven centers that includes Kessler 
Foundation	 in	 West	 Orange,	 N.J.,	 and	
the	Frazier	Rehab	Institute	 in	Louisville.		
Funded	by	the	Christopher	&	Dana	Reeve	
Foundation,	the	NRN	translates	the	latest	
scientific advances into effective, activity-
based rehabilitation treatments.  

Dr. Susan Harkema of the University 
of	Louisville	 and	Frazier	Rehab	 Institute	
is	 the	 director	 of	 the	NRN	 and	 oversees	
the program. She is exploring the applica-
tion of this therapy in patients with brain 
injury and stroke, in addition to people 
with spinal cord injury.  

N.J. Teen Overcomes paralysis
One	such	patient	was	Glenn	Perry,	a	

recent high school graduate from Blair-
stown,	N.J.	Perry	was	injured	while	snow-
mobiling in 2010 at his family’s vacation 
home. Perry hit a bump and was thrown 
from the snow mobile, leaving him un-
conscious. The impact was so severe that 

it fractured his vertebrae. Perry woke up 
with excruciating pain in his back and 
legs and was unable to stand or walk. 

After a seven hour spinal surgery, the 
doctors told Perry’s parents there was only 
a 25 percent chance he would ever walk 
again. This low statistic actually inspired 
Perry, who saw the glimmer of hope that 
he would walk again.

Perry was transferred to the Kessler 
Institute for rehabilitation. Walking, let 
alone running, seemed like a distant dream 
when he started the program. However, 
due to his injury being incomplete, he still 

had feeling and movement in his big toe. 
That was all that was needed to motivate 
him in the rehabilitation process.  After six 
weeks of daily therapy, he was able to walk 
with a leg brace and walker. 

The Locomotor Training restored 
his ability to run, which was important 
to this athlete. He also completed agility 
training to build muscle and get him back 
on his feet without a walker or braces. 

“This experience taught me not to 
take anything for granted, such as the 
ability to walk or even go to the bath-
room,” he said.  
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M.D. Anderson    Cleveland Clinic    Mayo Clinic    Har vard

We went there... 
             so you won’t have to.
When it comes to surgery, you may be willing to travel anywhere to receive 

the latest treatments and world-class care.  But you don’t have to.

At University Surgical Associates, our internationally renowned surgeons 

have already trained at the top institutions in the country, and we have 

brought what we learned back home to you.  

We feel uniquely qualified to provide you with top-notch treatment and care.

University Surgical Associates offers a broad range of services from simple 

procedures, such as gallbladder surgery and hernia repair, to cosmetic 

surgery and treatment of adult and pediatric ENT disorders, to the most 

complex, including cancer treatment, vascular surgery and much more.  

Many of our procedures are minimally invasive, which means faster recovery, 

less scarring, and a quicker return to what matters most.

For more information, 
call 502.583.8303 or visit us at www.usapsc.com

glenn Perry before his snowmobile accident. 

Advances made in understanding   
spinal cord injuries
Locomotor Training helps patients learn to walk again.

Before glenn Perry’s snowmobile accident 
he often participating in adventurous 

activities such as skydiving, shown here. 

“This experience taught me not 
to take anything for granted, 
such as the ability to walk or 

even go to the bathroom.”
 –glenn Perry  
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Just as the past 96 years have brought 

unimaginable changes to healthcare, the 

next 96 promise not to disappoint.

Innovation is crucial 
for the future of 

healthcare providers

By David W. Bufford, esq.

My great-grand-
mother, Edna, is 96 
years old. Growing 
up, she lived in a rural 
part of Kentucky and 
had relatively limited 
exposure to health-
care. In contrast, my 

oldest son is two years old, and seem-
ingly goes to the doctor once a month. 
Ref lecting on the changes over the 
past 96 years reveals remarkable inno-
vations in both approaches and imple-
mentations of healthcare. Just as the 
past 96 years have brought unimagi-
nable changes to healthcare, the next 
96 promise not to disappoint.

One	 of	 the	 great	 necessities	 for	
healthcare providers will be accommo-
dating the needs and desires of a chang-
ing population. Edna represents the 
trailing edge of Tom Brokaw’s “Great-
est Generation;” individuals hardened 
by the Great Depression, ruggedly 
pragmatic and grateful for any assis-
tance. More recent generations have 
proven to have higher expectations. 
These higher expectations have expe-
dited the increase in the overall quality 
of patient care. As the demands and ex-
pectations of medical patients further 
increase, medical providers will have to 
look to improvements in the quality of 
care for differentiation. 

Focus on Accessibility and prevention
Innovations in quality of care will 

have to focus on accessibility and pre-
vention. The accessibility of healthcare 
is both a cost and burden concern. If 
the appropriate healthcare solution is 
either too costly or too burdensome, 
the patient is likely to avoid any treat-
ment, possibly exacerbating the condi-
tion.	On	the	other	 side	of	 the	 scale	 is	

the requirement for innovative health-
care solutions to focus on prevention. 

Approached systematically, pre-
ventative healthcare will result in 
lower total costs and lower burdens on 
the patient. The issue facing healthcare 
providers is how to educate patients to 
view the relatively low cost and bur-
den associated with preventative care 
in comparison to the much higher ex-
penses of treating a condition left un-
checked. True innovation in healthcare 
will be a paradigm shift from treating 
existing conditions, to treating indi-
viduals with the goal of preventing or 
mitigating conditions before they grow 
out of hand. 

Obviously,	 changing	 populations	
will face changing medical condi-
tions. Healthcare providers will have 
to be innovative not only to address 
the changes in patient expectations, 
but also changes in the medical needs 
of the patient. Populations who have 
grown up receiving cutting-edge pre-
ventative care will undoubtedly live 
longer. The increasing age of the popu-
lation will present new challenges and 
opportunities to medical professionals. 

At 96, Edna may be an outlier 
for her generation; however, I have to 
assume that those in my son’s genera-
tion may well expect to live to 96 and 
beyond. Such an enormous increase in 
the consumption of medical services 

David W. Buford, esq. 

True innovation in healthcare 
will be a paradigm shift from 
treating existing conditions, 
to treating individuals with 
the goal of preventing or 

mitigating conditions before 
they grow out of hand.

continued on page 10
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by informed and educated patients will 
even further push the boundaries of the 
quality of care expected. 

Currently, we see the implementation 
of the realization that increased quality 
of care is the way to move forward. Ac-
countable	 Care	 Organizations	 (ACOs)	
have been developed as a vehicle to moni-
tor the quality of care for a group of pro-
fessionals and providers, in the hopes that 
a large enough sample size of patients will 
accurately ref lect the aggregate quality of 
care provided. However, whether or not 
ACOs	will	get	off	the	ground	in	their	cur-
rent form is unknown. Right now, many 
providers are unsure the proposed ben-
efits come close to matching the looming 
expenses	associated	with	ACOs.	

Concierge Medicine
While	ACOs	look	to	the	statistics	of	

large groups to measure quality of care, 
another concept has already launched 
and is growing in popularity. That is the 
practice type known as “concierge medi-
cine.” Concierge medicine is a form of 
direct care whereby a practitioner limits 

the number of patients seen by the prac-
tice to a select few, who therefore receive 
excellent quality of care, as well as pre-
ventative care. Additionally, this allows 
the practitioner to have a more intimate 

knowledge of the patient’s medical needs 
and requirements. While this may be a 
through-back to Edna’s youth, where the 
town doctor only saw a limited number 
of people and knew each of them, it is not 
without significant drawbacks. The ob-
vious drawback is cost. The cost of such 
an arraignment places it far outside the 
reach of the vast majority of people. Ad-
ditionally, the limitation of patients seen 
decreases the accessibility of care for all. 

Ideally, healthcare that provides the 
quality of care of a “concierge” practice, 
but with low cost and vast accessibility 
would be generally available. This will 
require the blending of fiscal, technologi-
cal, and societal innovations and advance-
ments. This may seem impossible in to-
day’s environment; however, contemplate 
things now routine, which would have 
been declared utterly impossible when 
Edna was born. All it takes is innovation.

David W. Bufford, Esq. is an attorney 
with Hall Render Killian Heath Lyman, P.S.C.

Continued from page 9
innovations in quality of care will

have to focus on accessibility 
and prevention. The accessibility 

of healthcare is both a cost 
and burden concern. if the 

appropriate healthcare solution 
is either too costly or too 

burdensome, the patient is likely 
to avoid any treatment, possibly 

exacerbating the condition. 
On the other side of the scale 

is the requirement for innovative 
healthcare solutions to 

focus on prevention.



M e d i c a l  N e w s  •  a u g u s t  2 0 1 1     p A g e  1 1

SEptEMBEr: 
Healthcare Finance & 

Healthcare Specialities

oCtoBEr: 
Business of Aging & 

Practice Management

NovEMBEr:  
Leadership Issue

DECEMBEr: 
Legislative Update

Each year, hundreds of patients walk out on us.

Spinal Cord injury     i      Brain injury     i      Stroke rehaB     i      MoveMent diSorderS    i      CarF aCCredited

As the lead center of the Christopher and Dana Reeve Neurorecovery Network, we work 

side by side with University of Louisville researchers to bring innovative new therapies 

straight to the patient. Where other centers focus on compensation, our focus on recovery 

makes all the difference. Learn more at 866-540-7719 or frazierrehab.org.

Clinicians and researchers: working side by side, and working miracles. 

Scan QR code  
to see for yourself.

52362_JH_FRAZ_10x12.25c.indd   1 7/20/11   2:27 PM



p A g e  1 2     M e d i c a l  N e w s  •  a u g u s t  2 0 1 1

By Rich Shaver                                    
Division Manager, UpS Healthcare

Most know my com-
pany, UPS, as the behe-
moth small package deliv-
ery company famous for 
our friendly, reliable driv-
ers and our brown trucks 
for more than 100 years. 
Many others also know 

that we have been in the supply chain and 
logistics business for decades, providing 
a broad range of distribution, transpor-
tation	 (including	air,	 ground,	ocean	and	
rail/intermodal	 freight),	 customs	broker-
age and specialized logistics services for 
companies in nearly every industry. A 
lesser-known, but extremely important 
side of UPS is its healthcare logistics busi-
ness, which has seen tremendous growth 
on a global scale for the past several years. 

Why healthcare for UpS?
UPS determined many years ago that 

healthcare is a great industry for our com-
pany because of the very precise standards 
required and the low tolerance for failure. 
As an engineering-based company with 
extremely high quality standards and 
precise delivery and measurement, UPS’s 
culture, expertise and capabilities are a 
great match for the healthcare industry. 

We understand that the healthcare 
products we touch every day have a sig-
nificant impact on people’s lives, which 
led to the development of a philosophy 
that UPS has in the healthcare industry: 
“It’s	a	Patient,	Not	a	Package.”	What	this	

means is that we treat every healthcare 
product as one that could potentially save 
a life, and we train the employees in our 
healthcare facilities on the very specific 
needs and requirements of these products 
to ensure that they are protected at every 
stage of their supply chain journey to the 
end customer or patient.

One	 of	 our	 key	 differentiators	 and	
a top reason that healthcare companies 
come to us is for our high standard of 
compliance and regulatory expertise. 
Regulations in healthcare are complex 
and continuously evolving around the 
world. We have a dedicated team of qual-
ity affairs and regulatory compliance 

experts who stay ahead of the changing 
regulations in key world markets and help 
our customers manage the often-compli-
cated logistics of compliance. 

Another reason that the healthcare 
industry makes so much sense for UPS 
is the growing need for more complex 
logistics solutions in healthcare, which is 
our specialty area. Industry trends such 
as more global customer bases, chang-
ing distribution channels such as direct-
to-retailer and direct-to-patient models, 
more complex regulatory requirements, 
more temperature-sensitive drugs and 
products coming into the pipeline, and 

It’s a patient, not a package
Inside healthcare logistics at UPS.

Rich Shaver

Continued on page 13
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one of uPs’s healthcare facilities in louisville.

A lesser-known, but extremely 

important side of uPs is its 

healthcare logistics business,

which has seen tremendous 

growth on a global scale for the 

past several years.
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industry cost pressures have all been fac-
tors in making healthcare logistics more 
critical than ever before.

What We Do
Our	 healthcare	 customers	 include	

companies in the pharmaceutical, bio-
pharma, medical device, equipment 
and medical supplies sectors, including 
most of the top 50 pharmaceutical com-
panies.	 Overall,	 what	 we	 do	 for	 these	
companies is design and execute supply 
chain strategies to help them capital-
ize on new market opportunities while 
driving as many supply chain efficien-
cies as possible to keep costs down while 
also improving customer service.  

We have built a network of global 
healthcare distribution facilities that en-
ables us to move products quickly and 
compliantly around the world. Health-
care companies can tap into our global 
supply chain network that gives them 
access to every mode of transportation 
so that they can get products to market 
in the most effective and efficient man-
ner possible depending on the specific 
product’s	needs.	One	of	 the	biggest	ad-
vantages we give healthcare companies 
is greater f lexibility and agility around 
the globe. What this means is that com-
panies are able to leverage our existing 
network and assets to move products 
quickly and scale up and down as need-
ed while minimizing investments in 
their own assets.

Our	 business	 model	 for	 healthcare	
is designed so that we can manage either 
portions of healthcare companies’ supply 

chains or their entire supply chain func-
tion, depending on their needs and busi-
ness goals. We handle everything from 
transportation to distribution, compli-
ance expertise, to customer service, and 
even back-end accounts receivables func-
tions. The types of companies that ben-
efit most from working with us are: those 
with growing supply chains and expand-
ing customer bases; those entering new 
markets; companies with temperature-
sensitive product storage and distribution 
needs; companies that need to get prod-
ucts to market quickly; and any company 
looking to improve customer service and 
drive more efficiency and flexibility in 
their supply chain.

One	of	the	best	ways	to	understand	
what we do is to look at our healthcare 
customers.	For	example,	we	have	helped	
Endo Pharmaceuticals, a leader in pain 
management; get ahead in the market-
place by speeding its distribution pro-
cess to get new drugs to market faster. 
We also developed a solution for pro-
tecting its high-value temperature-sen-
sitive drugs to help the company safely 
deliver medicines around the world. We 
also helped leading biotech company 
Genzyme develop and implement a drug 
serialization system to track its products 
all the way down to the bottle level to 
ensure patient safety. Then there is med-
ical device company ConvaTec, who we 
helped improve order turn-around times 
for its ostomy products from four days 
down to just one and a half days. This 
significantly improved customer service, 
while also improved the company’s col-
lections process and decreased its Days 
Sales	Outstanding	by	30	percent.	These	
are just a few of many examples.

Where we are
UPS has healthcare operations 

around the world with more than 30 
global healthcare facilities and operations 
in	 North	 and	 South	 America,	 Europe,	
Asia and key emerging markets. And that 
number is quickly growing. Just this year, 
we expanded our healthcare presence 
with new facilities in Singapore; Venlo, 
the	 Netherlands;	 Burlington,	 Ontario;	
and Louisville, Ky. Each of our facili-
ties house a combination of distribution 

services, which can include temperature-
sensitive capabilities, regulatory compli-
ance, monitoring and security, kitting 
and labeling, order and cash services and 
pharmacy services.

Currently at more than 1 million 
square feet, Louisville, Ky. is the site of 
two healthcare facilities, with a third 
to open in late 2011 and a fourth in 
2012. This healthcare logistics campus 
is located strategically near Worldport, 
UPS’s largest global air hub. This loca-
tion allows us to move products inter-
nationally	 in	 or	 out	 of	North	 America	
and provide next-day deliveries for cus-
tomer orders received as late as 11 p.m. 
UPS ground deliveries can be delivered 
within two days or less to 60 percent of 
U.S. locations.

What do all of these things mean for 
healthcare companies? They mean global 
reach, speed to market, reliability, access 
to vast networks, resources and expertise – 
and competitive advantage.

H E A Lt H C A r E  v E N D o r S

Types of Healthcare 
Companies 
Benefiting From UPS  

• Companies with growing 
supply chains and expanding 
customer bases. 

• Companies entering 
new markets. 

• Companies with temperature-
sensitive product storage 
and distribution needs. 

• Companies that need to get 
products to market quickly.

• Company looking to improve 
customer service and drive 
more efficiency and flexibility 
in their supply chain.

Continued from page 12

we train the employees 

in our healthcare facilities 

on the very specific needs 

and requirements of these 

products to ensure that they are 

protected at every stage of their 

supply chain journey to the end 

customer or patient.
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Cloud coverage
IT environment for medical community 

provides challenging “whether.”
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By LYNNe JeTeR

Determining whether medical pro-
viders need cloud computing has be-
come somewhat of an art. Government 
mandates have blurred the IT playing 
field, and consumer “cue the cloud” 
commercials have muddied the wa-
ter concerning the best solution, with 
many healthcare providers still try-
ing to comprehend cloud computing. 
Medical News asked Monty Blight, vice 
president of product management for 
Charlotte-based Peak 10 Data Center 
Solutions, to explain the cloud environ-
ment exclusively for our readers. 

MN: What exactly is cloud computing?  

MB: Cloud computing is a general 
term for anything that 
involves delivering hosted 
services over the Internet. 
The goal of cloud com-
puting is to provide easy, 
scalable access to comput-
ing resources and IT ser-
vices. Cloud computing 

isn’t a new technology; it’s a philosophy 
of service delivery. Service models include 
Software	 as	 a	 Service	 (SaaS),	 Infrastruc-
ture	as	a	Service	(IaaS),	and	Platform	as	a	
Service	(PaaS).	

MN: Could you give us an analogy?

MB: Sure, let’s use a SaaS example. 
Ten or 15 years ago, you paid your own 
taxes by starting at the post office and 
getting the 1040 form. You brought it 
home, did your calculations with pen or 
pencil, and filled in the return. You signed 
it, put it in an envelope with a stamp, and 
mailed it to the IRS, along with a check. 
If you were getting money back, you’d 

typically have to wait a long time for the 
refund check to come in the mail.

The next evolution of technology in-
volved getting a CD or f loppy disk with 
a software program to put on the com-
puter. It helped by prompting you with 
questions and making your calculations. 
Then you printed the return. You still 
had to mail it in, but it was a little faster. 
Plus, the data lived on that disk, or if you 
left it on the computer, it lived on the 
computer drive.

Fast	 forward.	 That	 process	 evolved	
to the point of going to a web site like 
TurboTax. You log in and if you used 
the site previously, it remembers you and 
populates your data.  You add the new 
information for this year’s return, verify 
the accuracy and hit send. Your account 
is debited or money is deposited into your 
account. You only pay TurboTax upon 
completion. The information doesn’t live 

on your computer and you don’t know 
where it is. It’s in the cloud.

It should be noted that consumers of 
the cloud are rapidly developing high ex-
pectation. I expect any service that I ac-
cess through the cloud to be ultra secure, 
always available and very fast. 

MN: Do doctors need cloud computing? 

MB:	 Frankly,	 at	 the	 doctor	 level,	
doctors don’t need to concern them-
selves with cloud computing. They need 
to concern themselves with their unique 
medical care or business problems and 
the technology available to solve that 
problem. If it’s SaaS, then great. If it’s an 
on-site system supported by local IT staff, 
that’s fine, too. There’s no one correct an-
swer. We do see a trend that doctors don’t 
need servers in their office or files sitting 
on their personal computer. More and 
more, they’re able to access whatever they 
need, whenever they want, as long as they 
have an Internet connection and a device 

“Larger providers, such as 

hospitals and companies 

supporting the medical industry, 

are becoming greater users of 

cloud computing.”

—Monty Blight,  vice president 

of product management, 

Peak 10 data center solutions

Monty Blight

Continued on page 15

“Cloud” computing graphic.
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that connects them to the Internet. That 
could be a phone or iPad, not necessarily 
a computer. 

Companies that support them are 
competing to make data more available 
and easier to use. It’s part of the cloud 
computing	race	going	on.	Obviously,	pri-
vacy is a huge piece of that equation.

MN: Then who needs cloud computing?

MB: Larger providers, such as hospi-
tals and companies supporting the medi-
cal industry, are becoming greater users of 
cloud computing. 

Most often, we see hospitals with such 
tremendous financial pressure on them, and 
they’re held accountable for two important 
points: one, their profit margins are shrink-
ing so they’re trying to figure out how to 
save money. Two, compliance requirements 
are increasing. We all know about HIPAA 
mandates, but the privacy around data and 
the security steps to secure that privacy are 
more and more onerous. The penalties are 
more and more dramatic. 

Cloud computing is a great solution 
for these companies because it allows them 
to look to a third party to provide com-

puting services, and to pay for it monthly 
rather than wrap up capital buying hard-
ware and software and paying to maintain 
it. More companies are going to providers 
like Peak 10 to provide cloud services for 
them. They’d rather pay us a monthly op-
erating bill to manage this environment 
for them on hardware we own rather than 
go out, buy hardware, refresh it, maintain 
it, and support it. They’re telling us they 
want to concentrate on their core business 
which, in the case of hospitals, is taking 
care of their patients. 

MN: What’s the quantifier? 

MB: We typically don’t see a certain 
size, such as a particular number of doc-
tors or patients supported in a practice or 
hospital. The primary question has to do 
with their uptime requirement: If they 
lost access to their data for a period of 
time	(let’s	say	10	minutes),	would	it	be	an	
inconvenience or a significant problem? If 
it would be a significant problem, those 
are the folks more inclined to use our ser-
vices,	 whether	 24/7	 support	 personnel,	
redundancy	through	data	centers,	and/or	
cloud infrastructure.

MN: What’s the pushback?

MB: We’re seeing the most pushback 
in the audit environment. HIPAA has 
certain guidelines from an infrastructure 
standpoint concerning where the data is 
located, the physical requirements, and the 
defined separation of data. While techni-
cally, data can be separated, segmented 
and secured, you’re looking at patients who 
may have data on the same storage area 

network as other patients. Auditors are 
gravitating to it, but it’s a concern because 
some auditors say cloud computing doesn’t 
have the necessary compliance factors to 
support that environment. 

MN: What are other cloud options?
 
MB: The classic answer is, of course: 

it depends. A hospital could completely 
go to the cloud to off load the “compute” 
layer, use cloud for temporary services, 
or build a private cloud. 

There are two critical concepts in 
any organization’s IT design. It has to do 
with resiliency and recovery: Recovery 
Time	Objective	 (RTO)—if	my	primary	
site went down, how quickly could I get 
up and running with Plan B?—and Re-
covery	Point	Objective	(RPO)—how	far	
back is data saved? 5 minutes? 24 hours? 
How much is spent should match the or-
ganization’s	unique	RTO	and	RPO.

H E A Lt H C A r E  v E N D o r S
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that connects them to the Internet. That 
could be a phone or iPad, not necessarily 
a computer. 

Companies that support them are 
competing to make data more available 
and easier to use. It’s part of the cloud 
computing	race	going	on.	Obviously,	pri-
vacy is a huge piece of that equation.

MN: Then who needs cloud computing?

MB: Larger providers, such as hospi-
tals and companies supporting the medi-
cal industry, are becoming greater users of 
cloud computing. 

Most often, we see hospitals with such 
tremendous financial pressure on them, and 
they’re held accountable for two important 
points: one, their profit margins are shrink-
ing so they’re trying to figure out how to 
save money. Two, compliance requirements 
are increasing. We all know about HIPAA 
mandates, but the privacy around data and 
the security steps to secure that privacy are 
more and more onerous. The penalties are 
more and more dramatic. 

Cloud computing is a great solution 
for these companies because it allows them 
to look to a third party to provide com-

puting services, and to pay for it monthly 
rather than wrap up capital buying hard-
ware and software and paying to maintain 
it. More companies are going to providers 
like Peak 10 to provide cloud services for 
them. They’d rather pay us a monthly op-
erating bill to manage this environment 
for them on hardware we own rather than 
go out, buy hardware, refresh it, maintain 
it, and support it. They’re telling us they 
want to concentrate on their core business 
which, in the case of hospitals, is taking 
care of their patients. 

MN: What’s the quantifier? 

MB: We typically don’t see a certain 
size, such as a particular number of doc-
tors or patients supported in a practice or 
hospital. The primary question has to do 
with their uptime requirement: If they 
lost access to their data for a period of 
time	(let’s	say	10	minutes),	would	it	be	an	
inconvenience or a significant problem? If 
it would be a significant problem, those 
are the folks more inclined to use our ser-
vices,	 whether	 24/7	 support	 personnel,	
redundancy	through	data	centers,	and/or	
cloud infrastructure.

MN: What’s the pushback?

MB: We’re seeing the most pushback 
in the audit environment. HIPAA has 
certain guidelines from an infrastructure 
standpoint concerning where the data is 
located, the physical requirements, and the 
defined separation of data. While techni-
cally, data can be separated, segmented 
and secured, you’re looking at patients who 
may have data on the same storage area 

network as other patients. Auditors are 
gravitating to it, but it’s a concern because 
some auditors say cloud computing doesn’t 
have the necessary compliance factors to 
support that environment. 

MN: What are other cloud options?
 
MB: The classic answer is, of course: 

it depends. A hospital could completely 
go to the cloud to off load the “compute” 
layer, use cloud for temporary services, 
or build a private cloud. 

There are two critical concepts in 
any organization’s IT design. It has to do 
with resiliency and recovery: Recovery 
Time	Objective	 (RTO)—if	my	primary	
site went down, how quickly could I get 
up and running with Plan B?—and Re-
covery	Point	Objective	(RPO)—how	far	
back is data saved? 5 minutes? 24 hours? 
How much is spent should match the or-
ganization’s	unique	RTO	and	RPO.
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Minimally invasive surgery lets doctors do more 
so you hurt less.

Minimally invasive and robotic surgical techniques allow 

surgeons to minimize pain; minimize your recovery time; 

minimize blood loss, scarring and complications, and 

maximize healthy outcomes.

Baptist East physicians provide more than 50 laparoscopic 

and robotic procedures for an array of cardiac, thoracic, 

urological, gynecological, gastric, bariatric, neurological 

and cancerous conditions.

For more information on robotic and minimally invasive 

surgical techniques, visit baptisteast.com/surgery or call 

(502) 897-8131 for a specialist referral.
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By Drew Avril 

Heart failure is a major cause of ill-
ness and expense in the United States. In 
2009, the American Heart Association 
(AHA)	 estimated	 six	million	 Americans	
experienced heart failure with approxi-
mately 670,000 new cases expected to be 
diagnosed in 2011.

Patients with moderate to severe 
heart failure – considered 
to	 be	 Class	 III/ambula-
tory Class IV patients, 
according	 to	 the	 New	
York Heart Association 
functional classification 
system – normally expe-
rience symptoms such as 

shortness of breath, dizziness, low blood 
pressure and f luid retention. These pa-
tients have typically exhausted the ben-
efits of drug and pacemaker therapies, 
yet aren’t ready for a left ventricular assist 
device	(LVAD).

A new investigational device from 
Sunshine	 Heart	 (ASX:	 SHC),	 a	 Dela-
ware-based corporation headquartered 
in Minneapolis, Minn., with a subsid-
iary presence in Australia, is designed to 
address the symptoms of these patients. 
The C-Pulse Heart Assist System is an 
implantable mechanical heart assist de-
vice that uses proven intra-aortic bal-
loon counter-pulsation technology to as-
sist the heart by reducing the workload 
of the left ventricle and increasing coro-
nary artery blood f low.

“The ideal candidates for the C-
Pulse System are patients who are unable 
to engage in normal activities,” said Dave 
Rosa,	 Sunshine	 Heart’s	 CEO.	 “Heart	
failure has compromised their quality of 
life and they want to become active again 

using a procedure that has a low risk of 
adverse events.”

How it works
A cuff placed around the ascending 

aorta above the aortic valve inf lates and 
def lates in time with the heart’s pump-
ing rhythm, synchronized to the patient’s 
ECG using traditional pacemaker leads. 
The cuff inf lates as blood fills the left 

ventricle; then immediately before the 
left ventricle contracts, the cuff def lates. 
This releases the pressure in the as-
cending aorta, helping to draw blood 
out of the left ventricle. When the left 
ventricle completes its contraction, the 
cuff inf lates, gently thumb-printing the 
ascending aorta to increase the blood 
f low to the coronary arteries. This pro-
vides the additional oxygen vital to a 
failing heart. Combined, these benefits 
may alleviate their symptoms allowing 
them to be more active, help maintain 
the patient’s current condition or im-
prove cardiac function, thereby poten-
tially preventing the need for later stage 
heart failure devices, such as LVADs or 
transplants.

The C-Pulse differs from an LVAD 
in several ways. An LVAD connects di-

rectly into the left ventricle where it draws 
blood, passes it through a pump and feeds 
it directly into the aorta. Because an LVAD 
is in direct contact with the bloodstream, 
patients implanted with the device require 
anticoagulation therapy. The C-Pulse Sys-
tem’s pumping component, however – the 
balloon cuff – is placed around the as-
cending aorta outside the bloodstream, 
eliminating the need for anticoagula-
tion therapy.

In addition, people who have LVADs 
depend on the device to pump their heart 
and circulate their blood. As a result, 
the device is unable to be disconnected. 
Because the C-Pulse aids the heart in its 
natural pumping function and does not 
replace it, the internal components of the 
C-Pulse System can be temporarily dis-
connected from the battery and driver, 
allowing patients to shower, and perform 
other activities independent from the sys-
tem. However, these activities should be 
discussed with a patient’s physician.

H E A Lt H C A r E  v E N D o r S

in terms of marketing the 

technology, it is critical to 

understand the difference between 

devices in established market 

segments and those that are in 

established markets.

Vendor improves 
heart health
Mechanical heart assist device 

potentially prevents the need for later 

stage heart failure devices in patients.

Dave Rosa 

sunshine Heart-Power and driver units separate.

continued on page 18
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What’s next?
C-Pulse Heart Assist System has 

completed clinical evaluation, and the 
company is conducting follow up and pre-
paring for a pivotal trial. As of July 15, 
2011 the C-Pulse had been implanted in 
21 patients globally. 

“We are required to follow up the pa-
tients for six months and then we will re-
port	the	final	data	to	the	FDA,”	said	Rosa.	
“After	the	FDA	reviews	the	data,	they	will	
then evaluate our protocol for our pro-
posed	pivotal	trial.	Once	that	is	approved,	
we will initiate the trial.”

An	FDA	 expansion	 protocol	 permits	
Sunshine Heart to implant an additional 
20 patients. The study is available to men 
and women between the ages of 18 to 75 
who	 suffer	 from	 Class	 III/ambulatory	
Class IV heart failure and for whom stan-
dard drug therapy has failed. Currently, 
The Company is completing additional 
cases at Royal Victoria in Montreal Cana-
da as that site is performing an additional 
sub-study to evaluate coronary artery per-
fusion improvements.  

The expansion protocol also permits 
Sunshine Heart to add two new study 
sites, which the company expects to add 
in the fourth quarter of 2011.  Existing 
centers are located in Montreal, Canada; 
Louisville, Ky.; Kansas City, Mo.; St. 
Paul, Minn; Birmingham, Ala.; Colum-
bus,	 Ohio;	 Sydney,	 Australia;	 and	 State	
College, Penn.

Sites are targeted based on a number 
of criteria, including heart failure practice 
size and medical staffs whose primary fo-
cus is the treatment and management of 
heart failure patients. “There needs to 
be great cooperation and collaboration 
among the cardiologists and surgeons, and 
they need to be willing to try new thera-
pies,” said Rosa. “We also have a number 

of sites that approach us based on word 
of mouth, and it is encouraging to have 
centers enthusiastic and interested before 
we initially speak to them.”

Jewish Hospital, in Louisville, Ky., is 
Sunshine Heart’s second leading enroller 
and the first to perform a minimally inva-
sive case. The case was performed by Dr. 
Mark Slaughter, “a well-recognized and 
respected cardiothoracic surgeon with 
expertise in mechanical circulatory sup-
port devices for advanced heart failure,” 
according to Rosa.

going to Market
In terms of marketing the technol-

ogy, it is critical to understand the dif-
ference between devices in established 
market segments and those that are in es-
tablished	markets.	New	devices	typically	
target existing technologies by promoting 
their advantages over them for established 
market segments. “In our case, there are 
no established devices for Class III heart 
failure,” said Rosa. “Therefore, we first 
have to present data that confirms the 
device is safe and then demonstrates the 
clinical benefit to the patient and medical 
care system. This is known more as mar-
ket development and requires a distinct 
skill set for sales representatives as they 
need to change the way a physician man-
ages patients.”

Ten years from now, Rosa sees the C-
Pulse Heart Assist System as a widely ad-
opted	Class	III/ambulatory	Class	IV	heart	
failure	device	that	is	fully	implantable	(no	
external wires) and fully integrated with 
cardiac pacemaker technology.

Who qualifies?
As of July 15, 2011 the C-Pulse had 

been implanted in 21 patients globally. 
An	FDA	expansion	protocol	permits	Sun-
shine Heart to implant an additional 20 
patients. The study is available to men and 
women between the ages of 18 to 75 who 
suffer	from	Class	III/ambulatory	Class	IV	
heart failure and for whom standard drug 
therapy has failed. 

H E A Lt H C A r E  C o N S u Lt A N t S

continued from page 17

Ten years from now, rosa 

sees the CPulse Heart Assist 

System as a widely adopted 

Class iii/ambulatory Class iV 

heart failure device that is fully 

implantable (no external wires) 

and fully integrated with cardiac 

pacemaker technology.
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By Lynne Jeter 

Last	April,	the	FDA	approved	the	use	
of Provenge, which is designed to induce 
an immune response against prostatic acid 
phosphatase	 (PAP),	 an	 antigen	 expressed	
in most prostate cancers, and is the first in 
a new therapeutic class of drugs known as 
autologous active cellular immunothera-
pies. Provenge represents the first autolo-
gous active cellular immunotherapy prod-
uct for Dendreon Corporation, a Seattle, 
Wash.-based biotech company.

Provenge’s approval was based on re-
sults of a trio of Phase 3 studies, includ-
ing a pivotal double-blind, placebo-con-
trolled, multicenter Phase 3 study, which 
showed that Provenge demonstrated a 
statistically significant improvement in 
overall survival, compared to control in 
men with asymptomatic or minimally 
symptomatic metastatic castration resis-
tant	prostate	cancer	(CRPC).	

Of	the	512	participants	in	the	Phase	
3 study, 341 received sipuleucel-T; 171 
patients received placebo. Adverse events 
more frequently reported in the sipuleu-
cel-T group than in the placebo group in-
cluded chills, fever, and headache. That 
trial showed Provenge extended median 
survival	by	4.1	months	(25.8	versus	21.7	
months), and reduced the risk of death 
by 22 percent overall, compared to the 
control group. 

Results from the similarly designed 
Phase 3 Study D9901 in asymptomatic 
metastatic CRPC also demonstrated a 
survival advantage of similar clinical 
magnitude as the impact study.

Significant Step
“The significant 4.1 month median 

survival benefit Provenge demonstrated 
represents a major milestone in the treat-
ment of metastatic CRPC,” said Den-
dreon	CEO	Mitchell	H.	Gold,	M.D.	“To	
put Provenge in perspective, over the past 
15 years, there have only been three other 
therapies in any metastatic cancer setting 
to show a survival benefit of four months 
or	more.	With	 FDA	 approval	 of	 the	 ad-
ditional	New	Jersey	workstations,	we	now	
have significant capacity to make this 
important therapy available to the many 
men across the U.S. who may benefit 
from it.”  

Daniel George, M.D., director of 
GU	Medical	Oncology	 and	 the	 Prostate	
Clinic at Duke University Medical Cen-
ter, said Provenge has the largest reported 
survival benefit in patients with asymp-
tomatic or minimally symptomatic meta-
static prostate cancer, calling the most 
common side effects “primarily transient 
and mild to moderate.” 

“As such, Provenge is the standard 
of care for these patients,” he said. “The 
increased availability of Provenge will al-
low more treatment centers and patients 
across the country to access this impor-
tant treatment option.”

Dendreon will conduct a registry of 
1,500 patients to further evaluate a small 
potential safety concern of cerebrovas-
cular events. In four randomized clini-
cal trials of Provenge in prostate cancer 
patients, cerebrovascular events were ob-
served in 3.5 percent of patients in the 
Provenge group, compared with 2.6 per-
cent of patients in the control group. 

Role of Blood Centers
“As we move through the 21st cen-

tury, blood centers with their standard-
ized procedures and experience with 
regulatory authorities and current good 
manufacturing practices are uniquely po-
sitioned to play an increasing role in the 
cellular therapies arena,” said Richard 
R. Gammon, M.D., medical director 

of	 Florida’s	 Blood	 Centers,	 the	 nation’s	
fifth-largest non-profit blood center. 
“Peripheral blood stem cell collections, 
cord blood storage, research collections 
and now autologous PBMC collections 

for therapeutic cancer vaccines all serve 
to complement blood collection.”

Blood	 centers	 like	 FBC	 extract	 im-
mune cells for treatment by having the 
cancer patient’s group of white blood 
cells—mononuclear cells—drawn through 
leukapheresis.	 Once	 these	 immune	 cells	
are collected, they’re immediately shipped 
to Dendreon, where the cells are combined 
with a protein found in most prostate can-
cers linked to an immune-cell activator. 
The combination of this protein and the 
patient’s own immune cells comprise the 
active component of Provenge that will 
recognize and target prostate cancer cells. 
The dosage is administered to the patient 
within about 72 hours after cell extraction, 
and the process is repeated two additional 
times at two-week intervals.

Tackling prostate cancer
Drug first in a new therapeutic class of drugs known

as autologous active cellular immunotherapies.

“the significant 4.1 month 

median survival benefit Provenge 

demonstrated represents a major 

milestone in the treatment of 

metastatic CrPC.”
– Dendreon CeO

 Mitchell H. gold, M.d., 
CeO, Dendreon Corporation
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We’ve reached the Dog 
Days of Summer and there 
is no shortage of activity on 
the	 federal	 level.	 The	 Na-
tional Debt Ceiling debate 
has all of government and 
industry scrambling to pre-
pare for the fallout from this 
unprecedented event. In the 
meantime, health IT aiding 
healthcare transformation 
continues making progress 
toward	 a	 Nationwide	 Health	
Information	 Network.	 We	
can take comfort that health 
IT remains a bipartisan good 
government initiative!

Legislative Update
With the start of the Au-

gust Work District period, 
elected officials are going to 
be home in their districts and 
states	 until	 Labor	 Day.	 For-
mer Speaker of the House of 
Representatives,	 Tip	 O’Neill,	
was famous for his observa-
tion that “All politics is lo-
cal,” which supports the idea 
that politicians understand issues more 
clearly when they have local examples to 
draw	on.	Now	is	the	time	to	take	his	advice	
to heart and invite your local elected of-
ficial to your facility or office to showcase 
your health IT solutions. If you need help 
identifying your government official, just 
punch your zip code into our Legislative 
Action	 Center	 (http://capwiz.com/himss/
home/ ) and you’ll be on your way.

Once	 you	 have	 gotten	 comfortable	
around your elected official, you’ll want to 
plan your next step on the road to becom-
ing a trusted subject matter expert—Come 
to Washington! When? Well, September 
12-16	 during	 National	 Health	 IT	 Week,	
of	course!	(www.healthitweek.org)	For	five	
years, an increasing number of organiza-
tions	 have	 been	 sponsoring	 NHIT	 Week	
to highlight the benefits health IT brings 
to healthcare transformation. Education 
sessions and Capitol Hill visits for more 
than 400 individuals from across the U.S. 
are expected. The most important message 

being conveyed this year is 
the need to protect the Medi-
care and Medicaid EHRs 
Incentive payments against 
possible funding cuts. Make 
the trip and lend your voice 
to keep the payments and 
Meaningful Use on track.

executive Branch Update —
Responding to the Federal 
government

Regulatory change is 
moving at a rapid clip as 
federal agencies respond to 
the requirements in the HI-
TECH	Act	(health	IT	incen-
tives; state level information 
exchange, regional extension 
centers, etc.) and Affordable 
Care	Act	(health	reform).	For	
those of us who are or expect 
to be Medicare and Medicaid 
providers, one item that pre-
dates both of those landmark 
laws and needs to be tracked 
is the ongoing push to con-
vert the U.S. healthcare sys-
tem from the International 

Classification	for	Disease	(ICD)	version	9	
to version 10. In order to make the ICD-
10	start	date	of	October	2013,	we	have	to	
lay the groundwork with the conversion to 
the	X-12	5010	standard	for	HIPAA	trans-
actions by January 2012. Confused yet?  
So are a lot of other people. That is why 
I’m starting to hear a call for contingency 
planning to keep organizations from tak-
ing	TOO	MUCH	of	a	financial	hit	when	
X-12	 5010	 is	 required	 in	 January	 2012.	
This is an important, albeit technical, re-
quirement that needs to be in place in or-
der to drive the efficiencies in healthcare 
deliver. Learn more at http://www.cms.gov/
Versions5010andD0/.

That is not the only regulatory change 
that	 is	 impacting	 our	 community.	 Over	
the next several months, public comment 
gathering activities will be critical for 
regulatory	change	on	the	federal	level.	No	
fewer than five federal regulations are be-
ing reviewed now, and we are expecting 
three more rules associated with Meaning-

We treat our friends 
better than people we don’t 
know.	Friends	get	invited	to	
come over and have cock-
tails and dinner with us, 
share conversations, joys, 
sorrows, etc. Would any of 
us invite a complete stranger 
in for cocktails and dinner? 
Not	 likely.	And	 if	we	knew	
the stranger had criminal 
intentions, there’s no way 
we’d get involved with them.

Most people know a 
couple of hundred people, 
but consider only a dozen 
or	 so	 as	 friends.	 Friendships	
build slowly, with trust and 
affection growing in little 
bites over long periods of 
time. But even our closest 
friends are not given a key to 
our home to come and go as 
they please, are they? I doubt 
if even your very best friend since grade 
school knows the login and password to 
your bank account.  

In the physical world, it’s easy to tell 
your friends from strangers. Even the 
best disguise probably wouldn’t fool you 
if someone was impersonating your best 
friend who then began asking you ques-
tions about your bank account. You’d 
know something was very wrong long 
before you gave them the login.  You just 
wouldn’t fall for it, would you?

The Internet and e-mail are different 
than the physical world. It’s much easier to 
be fooled.

Friends	who	send	us	e-mail	are	treated	
better than people we don’t know. If an e-
mail is from someone we know we’ll open 
it. And if the e-mail is worded just right, 
we’ll even click on a link in a friend’s e-
mail.  After all, the e-mail’s from a friend, 
someone we trust, right?  

The	same	is	true	for	Facebook.		A	mes-
sage	from	a	Friend	is	viewed	as	“trusted.”

Scammers know this. Criminals 
know this. Hackers know this. Regardless 
of what moniker they’re given, the “bad 
guys” know that if you receive an e-mail 
or	 Facebook	 message	 from	 someone	 you	

know, you’ll open it. And they 
know if the e-mail is worded 
properly, you’ll click a link. 

 
How to get Tricked

A link is easily disguised. 
It’s very simple for the bad guys 
to make the link look like it’s 
taking you to a familiar site, 
somewhere you trust, while 
the link actually takes you to 
a site they’ve created that will 
secretly install software on 
your computer. I’m sure you’ve 
read many articles over the 
years that explain how com-
puters are vulnerable to mali-
cious software installations 
due to “bugs” or “exploits” in 
the Microsoft operating sys-
tem,	 the	browser,	Adobe	PDF	
Reader software, etc. If your 
computer is not up to date 
with “patches,” and up to date 

antiVirus software isn’t running on your 
computer, then visiting a malicious site can 
secretly install malicious software with no 
knowledge or action on your part. Bad guys 
then use this malicious software to capture 
the	keystrokes	you	enter.	Once	you	login	to	
your bank, they’re then able to login as you, 
making purchases and transferring money 
without your knowledge.

Even with a completely patched com-
puter, if the bad guys are able to trick you 
into accepting an action, they can install 
malicious	 software.	 One	 of	 the	 current	
scams for example offers an “invitation” to 
Google’s new social networking, Google+. 
Using	both	e-mail	and	Facebook,	the	scam-
mers trick people into clicking a link which 
then	has	them	complete	a	“survey.”	Once	the	
survey is complete, they are then instructed 
to “click here” for the invitation. Clicking 
the “accept invitation” box downloads and 
installs malicious software that then allows 
the bad guys to monitor every keystroke the 
user types, and even remotely control the 
PC without the user’s knowledge.  

Businesses at Risk
Small and medium sized businesses are 

particularly attractive targets. Many peo-
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ple check e-mail while at work, and update 
their	Facebook	pages	too.	One	well	publi-
cized theft occurred recently from a local 
county government. An employee received 
an e-mail that appeared to be from some-
one they knew, with a link to something 
that appeared to be legitimate. Clicking 
that link actually installed malicious soft-
ware without the employee’s knowledge. 
This employee had responsibility for pay-
roll, and after logging in to execute payroll 
one month, the county found that over the 
next 10 days, someone had logged in using 
the correct credentials and password, and 
transferred county funds to several bank 
accounts in the Midwest.  Those accounts 
were then emptied a few days later, leav-
ing just a few thousand to be recovered. 
More than $400,000.00 was stolen from 
the county’s bank account.  

It all began with an e-mail that ap-
peared to be from someone they knew.

But the theft of over $400,000 wasn’t 
the end.  

The bad guys gathered up all the e-
mail addresses in the PC they now con-
trolled in the county’s headquarters, and 
used those e-mail addresses to perpetuate 
even more scams and thefts. Using one 
of the e-mail addresses they found in this 
PC	as	 the	“From,”	 they	 sent	an	e-mail	 to	
thousands of individuals “advising” them 
of an important issue. Since the email ap-
peared to originate from someone in the 
county they knew and trusted, many peo-
ple followed the instructions in the e-mail, 
clicked the link and therefore became vic-
tims themselves of theft.  

Would you fall for something like this?  
This type of scam is called “phish-

ing.”	Non-existent	 in	 the	 early	 2000’s	 it	
is so common now; there are more than 
1,000 phishing “campaigns” each day. 
Each campaign generates millions of e-
mails	 or	 Facebook	 messages.	 The	 odds	
are in their favor they’ll find at least a few 
people who’ll fall for it.

The incredible growth is due simply 
to the fact that the technique is so suc-
cessful.  And profitable.  

How to protect Yourself
So how do you keep from becoming 

a	 victim?	 First,	 be	 wary	 of	 all	 e-mail	 or	
Facebook	messages	you	receive	asking	you	
to “click the link.” Especially if the e-mail 
or	Facebook	message	is	from	someone	you	
know.	 Their	 e-mail	 or	 Facebook	 account	
may have become compromised without 
their	knowledge.	Once	you	click	that	link,	
your PC is exposed, so if you don’t know 
for certain that the person meant to send 
this to you – don’t click the link! If the mes-
sage appears to be from an organization or 
business you do business with, don’t click 
the link in the message, just open a brows-
er and navigate to their site on your own. 
If they did want you to “login” and update 
something, there will be instructions wait-
ing for you once you login.  

Tom Troutman is President of Network 
Advocates, Inc.
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ful Use Stage 2 by January 2011.
The regulatory changes that are being 

proposed could have a dramatic impact 
on	healthcare	delivery.	First	up,	the	HHS	
Office	 of	Civil	Rights	 has	 begun	 review-
ing hundreds of responses on the HIPAA 
Accounting of Disclosures, which largely 
center around two items. The first area, 
the Accounting of Disclosures process that 
the government has designed seems to be 
well received. However, the second area, 
the new “right” granting a patient an ac-
cess report on every time the patient’s re-
cord is accessed appears to have been over 
engineered, and is incredibly burdensome 
for providers and facilities. 

Other	 noteworthy	 proposed	 rules	
include changes to the Medicare and 
Medicaid Meaningful Use Stage 1 Qual-
ity Reporting Requirements for Hospitals 
and Critical Access Hospitals; Medicare 
and Medicaid Payment Changes Associ-
ated	with	E-Prescribing;	the	Interim	Final	
Rule	on	the	Common	Operating	Rules	for	
Eligibility that were called for in the Af-

fordable Care Act; and Draft Guidance 
for	 Industry	on	“how”	FDA	will	 regulate	
Mobile Medical Devices. All these com-
ment periods occur before the middle of 
October—pretty	amazing.

Conclusion
Don’t let the summer season end 

without engaging with your elected offi-
cials. Arming them with local examples of 
progress can make an incredible difference 
when they engage in debate over the future 
of healthcare transformation. After you 
have educated the elected officials, you 
can turn your attention to learning more 
about the federal regulatory change that is 
underway for many of us. I hate to remind 
you that transformation will not come 
without some price. At the very least, the 
price this year may be all of us deciding to 
replace our vacation reading with some of 
the regulations! I may need a second suit-
case for my trip.
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