
By Melanie Wolkoff Wachsman

In the most basic sense, healthcare 
security departments provide for the safety 
and welfare of everyone in the facility by 
creating a sense of security so that patients 
and visitors find the facility open and 
inviting. From monitoring the security 
of waiting areas to ensuring the privacy 

of patient information wherever medical 
records are handled to planning and 
practicing with public safety personnel 
for disasters and protecting patients 
and visitors, security departments must 
implement safeguards and protocols to 
ensure a safe environment. 

Technology Updates
While each individual healthcare 

facility possesses unique security concerns, 
there exists one commonality: the use of 
technology. For the past ten years David 
Whittaker has served as director, safety 
and security for the Norton Brownsboro 
Hospital and Kosair Children’s Medical 
Center - Brownsboro campuses. “The 
technology available is much broader 
now than when I started. We can actually 
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The Speed of science
Some call it the “Valley of Death” — that place 
where time and financing and regulations all 
meet—where scientific discovery is many times 
brought to a grinding halt instead of making its way 
onward towards a medical cure. 

Read More in Healthcare Reform  
Page 20

Beauty or beast?
Accountable Care Organizations (ACO) are an old 
idea with a new spin. In the early 1990s, managed 
care organizations came up with a capitation plan 
that included transferring the financial risk of caring 
for patients to primary care physicians and some 
physician groups. 

Read More in Healthcare Reform
Page 19

Norton Healthcare 
expansion
A new era in health began for the Louisville area. 
Today, in place of a sod farm, Norton Medical 
Plaza-Brownsboro, Norton Brownsboro Hospital 
and Kosair Children’s Medical Center-Brownsboro 
provide much-needed medical services to a 
growing area of the community.

Read More in Healthcare Facilities 
Page 11

Check out healthcare and business events on the  
online Medical News Calendar at www.medicalnews.md.
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Lawsuit fears hinder 
physician adoption of 
medical innovations
According to a new national survey 
on defensive medicine by Jackson 
Healthcare, the threat of a lawsuit 
causes many physicians to delay the 
adoption of medical innovations. 
Learn more on page 10

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

Safe and secure 
New technology and updates  
  enhance healthcare facility security.
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Joe Magana, director, emergency management, Baptist Hospital East, discusses security measures with a colleague.
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The changes to the Medicaid program under the Patient Protection and Af-
fordability Care Act (PPACA) significantly expand Medicaid coverage for adults. 
There will be large increases in coverage and federal funding in exchange for a 
small increase in state spending. States with low coverage levels and high unin-
sured rates will see the largest increases in coverage and federal funding. Higher 
levels of coverage will allow states to reduce payments they make to support un-
compensated care costs.

The impact of health reform will vary across states based on coverage levels 
in states today, state decisions about implementation and ultimately the number 
of individuals who sign up for coverage. It is impossible to know how individual 
states will respond, so this analysis looked at a range of participation assumptions 
that are applied uniformly across states, but in reality this will vary. Some states 
may not aggressively implement health reform and therefore not see significant 
reductions in the uninsured while other states will have higher levels of participa-
tion because of effective outreach and enrollment strategies and see greater reduc-
tions in the number of uninsured.

Kentucky needs to fully understand the implications of the PPACA as it re-
lates to the Medicaid program.  We cannot afford to miss the opportunity for 
additional funding to help ensure that more citizens are covered.
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We’ve taken neuroscience to greater heights.
The area’s first neuroscience program is also the most comprehensive.

J e w i s h  H o s p i t a l  •  F r a z i e r  R e h a b

A service of Jewish Hospital & St. Mary’s HealthCare

Neurological disorders such as Parkinson’s, 
Alzheimer’s, Multiple Sclerosis, stroke 
and head trauma are complex and reach 
into every aspect of life. To treat them, 
Jewish Neuroscience Care offers the most 
comprehensive neuroscience program 
in the region. Our expert physicians, 
researchers and therapists are reaching 

higher to provide next-generation care  
today. Care is provided on-site at Jewish 
Hospital’s certified Primary Stroke Center 
and also at Frazier Rehab Institute, home 
of the groundbreaking Movement Disorder 
Program and Locomotor Training Program. 
Frazier Rehab also operates more than  
20 community-based outpatient programs. 

It all adds up to excellence in the entire 
continuum of neuroscience care. Right 
here. Right now. To find out more, visit 
jewishhospital.org or call 587-4326. 

44549_JH_Neuro_10x12_25c.indd   1 4/1/10   1:27 PM
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National and local experts on edu-
cating healthcare providers and the life of 
Abraham Flexner gathered in Louisville 
this past May to celebrate the 100th an-
niversary of the Flexner Report on medical 
education. 

The Flexner Report Centennial Sym-
posium, hosted by Jewish Hospital and the 
University of Louisville School of Medicine, 
provided an opportunity for people to learn 
more about the Flexner Report’s impact, as 
well as the life of Flexner and how it impact-
ed his view of the state of medical education 
at the time. More than 200 people attended 
the daylong celebration.

 Flexner, a native of Louisville, au-
thored The Flexner Report, which was 
formally titled Medical Education in the 
United States and Canada. The scathing 
critique of medical education in North 
America served as the catalyst for its trans-

formation. The Report pointed fingers at 
schools, calling some of them “disgraceful,” 
and “filthy.” 

At the same time, Flexner suggested 
many reforms to enhance the medical ed-
ucation system. These recommendations 
continue to be some of the basic tenets of 
medical education today. For instance, 
Flexner suggested a move to active learning, 
instead of the passive approach that was the 
norm of the time. Also, he suggested firm 
affiliations between medical schools and 
teaching hospital, underpinning all medical 
training the modern science and establish-
ing a full and lifelong continuum of medi-
cal education. He further recommended the 
standardization of medical education, high 
admittance standards and rigorous aca-
demic curricula. This resulted in dramatic 
increases in the quality of physicians in the 
United States.

Flexner Report celebrates 
100th anniversary

By Melanie Wolkoff Wachsman

The United States Attorney’s Office an-
nounced this past April that its U.S. Attorney 
nominee, Kerry B. Harvey, has been con-
firmed by the Senate to become the new U.S. 
Attorney for the Eastern District of Kentucky.

The Kentucky native brings more than 
25 years of legal experience to the position. 
For the last two and half years, Harvey 
worked as the General Counsel and acting 
inspector general for the Commonwealth 
of Kentucky in the Cabinet for Health and 
Family Services in Frankfort, Ky. There he 
directed a team of 35 lawyers that litigated 
cases such as healthcare fraud. He also ad-
vised executive branch officials within the 

cabinet and officials with Governor Steve 
Beshear’s general counsel on legal matters 
that involved the cabinet (primarily health-
care and social service matters). 

Prior to his work at the cabinet, Harvey 
worked as a partner in a private law firm in 
Benton, Ky. Harvey also served eight years 
as the Marshall County Attorney while 
maintaining his private practice. Harvey 
earned his undergraduate degree from Mur-
ray State University and graduated from the 
University of Kentucky’s College of Law. 
He was born in Madisonville, Ky. 

F. Ryan Keith, general counsel of the 
Kentucky Public Protection Cabinet since 
March 2008, has been named as Harvey’s 
replacement as the Cabinet for Health and 
Family Services general counsel.

Norton Cancer Institute in Louisville, 
K.y., has become the first site in Kentucky 
to be chosen by the National Cancer In-
stitute, part of the National Institutes of 
Health, for its Community Cancer Centers 
Program (NCCCP) and one of only 30 sites 
in the entire country. 

Norton Cancer Institute is among 14 
new sites chosen by the National Cancer 
Institute to join a national network of com-
munity cancer centers offering expanded 
research opportunities and state-of-the-art 
cancer care at healthcare organizations serv-
ing largely rural, suburban, small-town, and 
underserved urban populations. 

The two-year, $1.6 million NCCCP 
contract will be supplemented by a $5 mil-
lion commitment from Norton Cancer Insti-
tute/Norton Healthcare to enhance existing 
cancer services and programs across the con-
tinuum of cancer care. These include cancer 
prevention and early detection, diagnosis, 
treatment, nurse navigation, cancer resource 
centers, research through patient clinical tri-
als, behavioral oncology, survivorship care, 
hospice and palliative care, cancer support 
services, multidisciplinary care conferences/
centers, radiation therapy services, advanced 
surgical and nonsurgical treatments. 

Norton Suburban Hospital will be 
the main administrative location for the 
NCCCP staff and many of the pilot pro-
grams will be conducted there, although 

the NCCCP will result in enhanced pro-
grams and services across Norton Cancer 
Institute’s service area. Norton Cancer In-
stitute has seven locations in Greater Lou-
isville and Southern Indiana, including its 
primary operations at Norton Suburban 
Hospital and Norton Hospital.

NCCCP is designed to create new 
research opportunities across the cancer 
continuum from screening and treatment 
to follow-up care, with an emphasis on re-
ducing cancer disparities in minority and 
underserved populations. Expanding the 
NCCCP network will provide access to 
more patients in community cancer centers 
to support these research efforts.

In addition, the pilot program is study-
ing ways for patients to have access to the 
latest, evidence-based care close to where 
they live. For a variety of reasons, many 
cancer patients cannot commute to Na-
tional Cancer Institute designated compre-
hensive cancer centers. In fact, 85 percent of 
patients are diagnosed, and receive at least 
their first course of treatment, at a commu-
nity hospital. 

Sandra E. Brooks, M.D., MBA, sys-
tem vice president of research & Nor-
ton Cancer Institute preventive services, 
will serve as principal investigator of the 
NCCCP, and will direct the efforts of a 
newly formed NCCCP team of cancer 
specialty physicians, nurses, epidemiolo-
gists, information technology personnel 
and support staff.  The NCCCP team will 
also work with an advisory group that con-
sists of community leaders, public health 
officials, cancer survivors and patient ad-
vocates. One of the major strengths of the 
Norton Cancer Institute application was 
the novel Prevention and Early Detec-
tion Program established by Dr. Brooks 
in 2007 to enhance cancer screening and 
reach underserved communities.

 The contract and additional Nor-
ton commitment will be used to hire 12 
new staff members, including an additional 
nurse navigator and lay health navigator 
in the health disparities area; enhance and 
expand existing cancer programs and ser-
vices, and provide more cancer care services 
to uninsured and underinsured Louisville-
area residents.

Kerry B. Harvey, former General 
Counsel, Kentucky Cabinet of 
Health and Family Services 
becomes U.S. Attorney for the 
Eastern District of Kentucky

Norton Cancer Institute 
joins National Cancer 
Institute Program

The two-year, $1.6 million 

NCCCP contract will be 

supplemented by a $5 million 

commitment from Norton 

Cancer Institute/Norton 

Healthcare to enhance 

existing cancer services 

and programs across the 

continuum of cancer care.
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P E O P L Ein brief

To Submit to People in Brief:
Each month, Medical News recognizes newly hired or promoted professionals who work in the 

business of healthcare in Kentucky and Southern Indiana.  To be considered, the employee must 

work in or directly support a healthcare business.  Listings will be published in order of receipt 

as space allows and not all photos will be published. 

Please submit a brief description and color photo of the healthcare professional via email to 

Ben@MedicalNews.M.D..  For more information, please contact Ben Keeton at (502) 813-7402.

Correction

Seven Counties Services

Helen Mofield joins as a principal social worker

Elizabeth Sievwright joins as a 
principal social worker

MOFIELD SIEVWRIGHT

SOS (Supplies Over Seas), a Louisville, 
Ky.-based humanitarian aid program of the 
Greater Louisville Medical Society Founda-
tion and Hand in Hand Ministries, loaded 
a 40-foot container with 9,300 pounds of 
donated medical supplies valued at nearly 
$190,000 today for the ongoing relief effort in 
Haiti. Jewish Hospital and St. Mary’s Health-
Care and the JHSMH medical staff provided 
$12,500 to sponsor the container, which will 
go directly to Haiti for distribution by ship-
ping partner Baptist World Alliance.

This is the third shipment from SOS 
to Haiti since the devastating earthquake 
more than three months ago. The supplies 
will go to a Baptist hospital in Cap-Haitien 
on the northern coast of the country, a major 
destination for earthquake victims who left 
Port-au-Prince. “The hospital continues to 
treat victims related to the earthquake,” SOS 
senior executive Allen Montgomery said. 
“And since Haiti is such a poor country, the 
hospital has a tremendous amount of ongo-
ing needs. We take seriously our mission to 
match our surplus with their needs. So we 
worked very closely with the hospital to de-

termine what their critical needs were.”
The SOS program is a community-

wide homegrown effort started by Louis-
ville physicians that unites the local medical 
community to help the neediest communi-
ties around the world. Volunteer physicians, 
nurses and medical students collect and 
sort excess medical supplies and equipment 
from area medical facilities.   Eighty-seven 
underdeveloped countries have received 
more than 530 tons of medical supplies 
gathered from the Louisville area, since the 
organization’s inception in 1993. 

To donate funds, go to www.supplieso-
verseas.org. To help sort supplies, individuals 
can schedule to volunteer during the follow-
ing regular sorting times: 9 a.m.-1 p.m. Mon-
day, Tuesday and Thursday, and every second 
and fourth Saturday. A medical background 
is helpful, but not necessary. To volunteer or 
donate medical supplies, call 502-736-6360. 
Items can be scheduled for pick-up or can 
be dropped off at the SOS Warehouse, 1500 
Arlington Avenue, Louisville, KY 40206. A 
list of the most-needed supplies is available at 
www.suppliesoverseas.org.

SOS equips Haitian 
hospital with supplies

Norton Cancer Institute 
joins National Cancer 
Institute Program

Helping people in need
Medications are vital to helping people live longer, 
more productive lives. They also are generally less 
expensive than other forms of health care, such as 
surgery and hospitalizations. 

Unfortunately, not everyone can afford the 
medications they need.

Lilly offers patient assistance programs to help 
people in need gain access to our growing portfolio of 
best-in-class and first-in-class medications.

For more information, call toll-free 1-877-795-4559 or visit lillyforbetterhealth.com,  
click on Health Resources for Consumers, then Patient Assistance Programs.
MG53912 PRINTED IN USA  ©2010, Lilly USA, LLC. ALL RIGHTS RESERVED.

lbh ad1003-8 KY Med News ad.indd1   1 4/12/10   1:13:26 PM

The Benefiting Biotech article in the May issue should have referenced Michelle Browning Couglin 

and Brian Chellgrin for contributing information to the article
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Central Baptist 
Hospital aquires 
highest level of 
diagnostic imaging

Central Baptist Hospital, Lexington, Ky., has acquired 
the Siemens Biograph mCT, an integrated device that of-
fers both whole-body positron emission tomography (PET) 
as well as computed tomography (CT). Central Baptist 
is the first hospital in Kentucky to have this technology, 
which is the highest level of diagnostic imaging available 
today. Only 50 other hospitals in the United States offer 
Biograph mCT.

Norton Audubon Hospital, Louisville, Ky., has received 
the highest possible accreditation for treatment of chest pain 
– Cycle III with PCI (percutaneous coronary intervention) 
– from the Society of Chest Pain Centers (SCPC). Norton 
Audubon is the only hospital in the region and one of only 
two in Kentucky to achieve this designation.

Norton Audubon received the Cycle III with PCI des-
ignation after demonstrating expertise and commitment to 
quality patient care by meeting or exceeding a wide set of 
stringent criteria and completing on-site evaluations by a 
review team from SCPC.

The hospital recently achieved a new record “door-
to-balloon” time of 13 minutes, which is well below the 
“90 minutes or less” recommended by national guide-
lines developed by the American College of Cardiology 
and the American Heart Association. Door-to-balloon 
(D2B) time refers to the amount of time that elapses 
between a heart attack patient arriving at the emergency 
department and the patient receiving lifesaving treat-
ment such as angioplasty. This new record is the latest 
in a series of improvements Norton Audubon continues 
to make in its D2B time.

National Healing Corporation (NHC), an industry 
leader which manages more than 30 percent of the nation’s 
outsourced wound healing centers, has recognized Lexing-
ton, Ky.-based Saint Joseph Wound Center with its Front 
Runner Award.

The center specializes in the treatment of chronic 
wounds and non-responsive conditions with state-of-the-

art methodologies and treatments including hyperbaric 
oxygen therapy, the use of vascular studies, tissue culturing 
and pathology, revascularization, skin grafting and clinical 
or surgical debridement. Likely candidates for treatment 
are those suffering from diabetic ulcers, pressure ulcers, in-
fections, compromised skin grafts and flaps, and wounds 
that haven’t healed within 30 days.

Kosair Children’s Medical Center – Brownsboro opened 
on May 26, 2010. The new facility will feature 365-days-a-
year pediatric emergency services; a full range of pediatric 
diagnostic imaging services, including MRI, CT, X-ray, 
fluoroscopy, ultrasound and cardiology services, along with 
a full-service laboratory; and a wide range of pediatric out-
patient surgery services, including ENT, orthopaedics, eye, 
urinary, dental and general surgeries. The medical center’s 
layout, processes and amenities were designed to ease chil-
dren’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.

These special features include:
 ➤ A dedicated entrance for children, via a four-foot-
high door, at the main entrance, and windows 
throughout the facility that are placed lower in the 
walls so children can see outside;

 ➤ Oversized treatment areas to allow parents to stay 
with their children; indoor and outdoor play areas 
for patients and their siblings, and other “children-
only” areas;

 ➤ Equipment hidden behind doors and then made to 
look like a child-friendly image, and visual and au-

ditory distractions for children during tests. For ex-
ample, a picture of hot air balloons on the ceiling of 
the CT room and a lighted galaxy on the MRI room 
ceiling will offer distractions for the young patients 
undergoing scanning procedures; 

 ➤ Availability of GetWellNetwork’s innovative 
“GetWell Town” on 32 television monitors through-
out the facility. GetWell Town is an interactive pe-
diatric educational and play television system which 
allows patients to learn about their condition, medi-
cations and follow-up care, provide feedback on their 
care, play games, watch movies and access the Inter-
net.

 ➤ Two interactive “Mine-Control” Walls that allow 
children and siblings to stand in front of and ma-
nipulate a video image – another amenity to provide 
entertainment and distractions for patients and fam-
ily members.  

Kosair Children’s Medical Center – Brownsboro, 
which will open with 140 employees, is part of Kosair 
Children’s Hospital, which in turn is part of not-for-profit 
Norton Healthcare. 

Norton Audubon Hospital receives Cycle 
III Chest Pain Center Accreditation

Saint Joseph Wound Center  
receives national recognition

Kosair Children’s Medical  
Center-Brownsboro opens 

Central Baptist 
receives National 
Accreditation 
Program for 
Breast Centers 
designation

Central Baptist Hospital (CBH), Lexington, Ky., has 
been granted a three-year, full accreditation by the Nation-
al Accreditation Program for Breast Centers, a program 
administered by the American College of Surgeons. CBH 
is the only hospital in Lexington, the only non-teaching 
hospital in Kentucky, and the only community hospital in 
Kentucky to achieve this distinctive designation.

Accreditation by the NAPBC is given only to those 
centers that have voluntarily committed to provide the 
highest level of quality breast care and that undergo a rig-
orous evaluation process and review of their performance.

CBH is also accredited “with commendation,” the 
highest accreditation granted by the American College 
of Surgeon’s Commission on Cancer. The hospital is also 
a Breast Imaging Center of Excellence designated by the 
American College of Radiology.

In late summer of 2010, CBH will begin construc-
tion of a campus regeneration project that will include a 
state-of-the-art cancer center. The new facility, which will 
have its own customer-friendly exterior access, will include 
radiation therapy, a patient-centered chemotherapy/ infu-
sion center, an expanded multidisciplinary oncology clinic 
and CyberKnife. 

N E W Sin brief
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Spine surgeons  
receive accolades

Spine surgeons of Norton Leatherman 
Spine Center were recognized by their peers 
at national conferences sponsored by the 
North American Spine Society (NASS) and 
Scoliosis Research Society. Six research pa-
pers co-authored by Mitchell J. Campbell, 
M.D.; Leah Y. Carreon, M.D.; John R. Di-
mar, M.D.; Mladen Djurasovic, M.D.; Ste-
ven D. Glassman, M.D.; John R. Johnson, 
M.D.; and/or Rolando M. Puno, M.D., 
were honored.

For the second consecutive year, spine 
surgeons from Norton Leatherman Spine 
Center received the prestigious Whitecloud 
Award for Outstanding Clinical Paper dur-

ing the International Meeting for Advanced 
Spine Technologies (IMAST), which is pre-
sented annually by the Scoliosis Research 
Society. The winning paper was: “The cost 
effectiveness of lumbar fusion at five years 
after surgery,” by SD Glassman*, DW Polly, 
JR Dimar* and LY Carreon*. The follow-
ing paper was a finalist for the Whitecloud 
Award:  “Does fusion status correlate with 
patient outcomes in lumbar spinal fusion?” 
Authors of this paper were M Djurasovic*, 
SD Glassman*, JR Dimar*, M Hugavin, 
JM Howard, KR Bratcher and LY Carreon*.

* Indicates a Norton Leatherman Spine Center 

spine surgeon

Hosparus receives accreditation 
from The Joint Commission

By demonstrating compliance with 
The Joint Commission’s national stan-
dards for healthcare quality and safety, 
Hosparus has earned the Joint Commis-
sion’s Gold Seal of Approval™. Hosparus 
is accredited for the next 39 months.   

“To become accredited, Hosparus 
was evaluated against a set of national 
standards by The Joint Commission’s 
team of surveyors experienced in the de-
livery of home care and hospice services,” 
says Gina Zimmermann, M.S., senior ex-

ecutive director, The Joint Commission. 
Founded in 1951, The Joint Com-

mission seeks to continuously improve 
the safety and quality of care provided 
to the public through the provision of 
healthcare accreditation and related ser-
vices that support performance improve-
ment in healthcare organizations. An 
independent, not-for-profit organization, 
The Joint Commission is the nation’s old-
est and largest standards-setting and ac-
crediting body in healthcare.

Jewish Hospital & Sts. 
Mary & Elizabeth Hospital 
receive American Stroke 
Association Award

Local psychiatrist selected for 2010 
class of National Council Psychiatric 
Leadership Program

Dr. Scott Hedges, M.D., vice president of Medical Services at Sev-
en Counties Services, Inc., Louisville, Ky., along with colleagues from 
community behavioral health organizations in 10 states, was selected to 
participate in a year-long Psychiatric Leadership Development Program 
sponsored by the National Council for Community Behavioral Health-
care (National Council).

The National Council established the Psychiatric Leadership Devel-
opment Program, which provides essential executive management train-

ing for community psychiatrists in leadership positions, as part of its efforts to improve the 
retention of psychiatrists in local community organizations and enhance the quality of care 
for people with mental illness. 

Louisville, Ky.-based Jewish Hospital 
and Sts. Mary & Elizabeth Hospital recent-
ly received the American Stroke Associa-
tion’s Get With The GuidelinesSM–Stroke 
Gold Performance Achievement Award. 
The award recognizes each facility’s com-
mitment and success in implementing a 
higher standard of stroke care by ensuring 
that stroke patients receive treatment for at 
least 24 months according to nationally ac-
cepted standards and recommendations. 

Jewish Hospital and Sts. Mary & Eliz-
abeth Hospital developed a comprehensive 
system for rapid diagnosis and treatment of 
stroke patients admitted to the emergency 
department. This includes always being 

equipped to provide brain imaging scans, 
having neurologists available to conduct 
patient evaluations and using clot-busting 
medications when appropriate. 

To receive the Get With The Guide-
lines-Stroke Gold Performance Achieve-
ment Award, Jewish Hospital and Sts. Mary 
& Elizabeth Hospital demonstrated 85 per-
cent adherence in the Get With The Guide-
lines–Stroke key measures for 24 or more 
consecutive months. These include aggres-
sive use of medications like tPA, antithrom-
botics, anticoagulation therapy, DVT pro-
phylaxis, cholesterol-reducing drugs, and 
smoking cessation.  

 

HEDGES
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(812) 282-6631  |  www.clarkmemorial.org  |  Jeffersonville, IN

No One Cares Like Clark. Commission
on Cancer

YOUR PATIENTS     ARE IN GOOD HANDS AT CLARK.

When you can’t be with your patients, you need to know that they’re in good hands…that they’re 

getting the very best care, around the clock.  So think about this:  no one on either side of the river 

earns higher patient satisfaction scores than Clark Memorial.  That’s probably a big part of the 

reason we earn high ratings from physicians, too.

Clark’s focus on providing your patients with world-class care has earned us top national grades 

for overall care and safety, some of the highest government ratings in the metro area; full 3-year 

accreditation from the Joint Commission; a 2009 site visit from the Malcolm Baldrige National 

Quality team (the only area hospital to get one); and 3-year accreditation with full commendation 

from the Commission on Cancer (the only area hospital to earn their Outstanding Achievement 

Award). 

Clark has a team devoted to delivering incomparable care.  And from advanced imaging and 

nationally-recognized surgical care through rehabilitation and recovery, Clark has all the resources 

your patients require, close to home.

If you treat patients in Indiana (or if you’d like to), call Ann Marker at (812) 285-5910 to join the 

Clark Memorial medical team, and see for yourself that no one cares for your patients like Clark. 
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One in five people in the 
U.S. visited the emergency 
department in 2007

LabDx celebrates  
new operations

One in five people visited the emer-
gency department in 2007, according to 
a new data brief issued by the Centers for 
Disease Control and Prevention (CDC), 
Washington, D.C. The report “Emergency 

Department Visitors and Visits: Who Used 
the Emergency Room in 2007?” is much 
less comprehensive than previous annual 
reports, and Dr. Angela Gardner, president 
of the American College of Emergency Phy-
sicians, hopes the CDC will make publicly 

available a full report for 2007, saying it will 
be critical to know exactly what is happen-
ing in the nation’s emergency departments 
as healthcare reforms are implemented.

“There are a few data points in the brief 
that confirm what emergency physicians 
know from experience: Emergency visits 
remain at record high levels, and the rate 
of non-urgent visits is declining.  Only 10 
percent of emergency visits by people under 
age 65 were considered non-urgent.  Fur-
thermore, uninsured patients are no more 
likely to be triaged as non-urgent than pa-
tients with health insurance,” said Gardner. 

“It’s important to note the report finds 
that having a usual source of medical care, 
such as a primary care provider, does not 
affect the number of times people under 
age 65 visit the emergency department,” 
Gardner continued. “It also finds that peo-
ple over age 65 with a usual source of care 
are actually more likely to seek emergency 
care.    This is one reason why emergency 
physicians are saying emergency visits are 
going to increase, despite healthcare re-
forms that increase payments to primary 
care physicians.”

Gov. Steve Beshear joined company 
and community officials in Lexington for 
a ribbon cutting at Laboratory and BioDi-
agnostics LLC (LabDx), Lexington, Ky., 
a start-up high-tech firm specializing in 
testing and delivery of laboratory results to 
electronic medical record systems. LabDx 
recently began operations in Lexington 
and expects to create 65 new full-time, 
high-tech and technical support jobs with 
an average annual wage of approximately 
$50,000, exclusive of benefits.

To assist in the start up, the Kentucky 
Economic Development Finance Authority 
(KEDFA) awarded LabDx state funding 
up to $250,000 from the Cabinet for Eco-
nomic Development’s High-Tech Invest-
ment Pool, which is designed to build and 
promote technology-based and research-in-
tensive companies and projects. The funds 
were used to help purchase equipment and 
outfit the company’s laboratory.

Additionally, KEDFA approved up 
to $113,048 in tax benefits through the 
Kentucky Enterprise Initiative Act, an 
incentive program that allows approved 
companies to recoup Kentucky sales and 
use tax on the cost of construction ma-
terials, building fixtures and equipment 

used for research and development.
“The incentive approvals for LabDx 

recognize the valuable technology it is pro-
viding by developing improvements in the 
delivery of laboratory results, allowing a pa-
tient to get their lab results faster,” said Gov. 
Beshear. “These new developments are not 
only creating high-tech jobs in Kentucky, 
but are also helping save the lives of people 
in our state and across the nation.”

LabDx is employing technology to per-
mit transferring lab results directly from the 
company’s new medical laboratory to cus-
tomers’ electronic medical records systems. 
Their laboratory and reporting services are 
marketed to physicians and medical facili-
ties to help eliminate errors while improv-
ing reporting speed.

LabDx is a client of the Lexington In-
novation and Commercialization Center, 
one of six statewide Innovation and Com-
mercialization Centers (ICCs) providing 
locally accessible, business-building con-
sulting and related services to Kentucky’s 
entrepreneurs and scientists. The ICCs are 
managed by the Cabinet’s Department of 
Commercialization and Innovation (DCI). 
DCI also oversees seven smaller Innovation 
Centers across the state.

In Issues to Come:

July:      Healthcare Consultants & Consumer/Retail

August:      Healthcare Finance & Healthcare Specialties

September:     Innovation & Rehabilitation

October:     The Business of Aging & Practice Management

November/December:  Leadership Issue

Interested in advertising? 

Contact Nik Heberlein  

Nik@igemedia.com, 502-813-7404

Interested in contributing? 

Contact Melanie Wolkoff Wachsman  

Melanie@igemedia.com, 502-813-7407

“There are a few data points 

in the brief that confirm what 

emergency physicians know 

from experience: Emergency 

visits remain at record high 

levels, and the rate of non-

urgent visits is declining.” 
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Survey finds lawsuit fears 
hinder physician adoption  
of medical innovations

New UofL healthcare partnership 
benefits Western KY patients 

Midway College signs lease for 
new School of Pharmacy 

According to a new national survey on 
defensive medicine by Jackson Healthcare, 
Atlanta, the threat of a lawsuit causes many 
physicians to delay the adoption of medical 
innovations. More than half (53 percent) of 
survey respondents reported they had de-
layed adopting medical innovations such as 
new pharmaceuticals, procedures and medi-
cal devices due to fear of litigation.

According to the survey, surgery sub-
specialists (66 percent) and OB/GYNs (63 
percent) are most likely to delay the adop-
tion of medical innovations, while pediatri-
cians (27 percent) are least likely. Jackson 
Healthcare conducted a web-based survey 
of 1,407 physicians in March 2010. Jackson 
had a response rate of 1.13 percent from the 

124,572 invitations distributed. The survey 
has an error range of +/- 1.7 percent, at the 
95 percent confidence level.

“Delayed adoption of new medical ad-
vancements is another serious consequence 
of our culture of litigation, which is unique 
to the U.S.,” said Richard Jackson, chair-
man and chief executive officer of Jackson 
Healthcare. “As long as our physicians re-
main personally financially liable for mis-
takes, we will continue to feel the impacts 
of defensive medicine.”

Jackson said the adverse impacts of defen-
sive medicine include unnecessary costs, lim-
ited access for certain patients, over- and un-
der-treatment of life threatening illnesses and 
delayed adoption of medical advancements.

The Stroke Center at University of 
Louisville Hospital is enhancing stroke care 
at Methodist Hospital in Henderson, Ky. 
Though more than 100 miles away, Uni-
versity Hospital’s stroke neurologists can 
now conduct examinations within minutes 
of a patient’s arrival at Methodist Hospital 
through a high-tech robotic network.

The UofL Health Care remote presence 
network puts UofL sub specialists actually 
in the room to review symptoms, complica-
tions and deliver a quicker diagnosis. The 
real-time consultations and collaborations 
mean more appropriate care, reducing the 
need for unnecessary procedures and costly 
transfers. The partnership improves out-

comes, gets people back to living and thus 
reduces the cost of healthcare. 

Started in 2007, the UofL Health Care 
network now includes 12 hospitals through-
out the state of Kentucky, allowing UofL 
sub specialist to beam-in, assisting with 
patient care across the state and, most of-
ten, keeps those patients closer to home.  
In 2009, more than one thousand people 
benefited from the enhanced care provided 
through robot network.  It is part of UofL 
Health Care’s mission to serve as a regional 
resource to deliver, “anytime, anywhere pa-
tient care” and many specialties, including 
stroke, general neurology, orthopedics, and 
emergency medicine.

Midway College, Midway, Ky., final-
ized its agreement with the Big Sandy Com-
munity & Technical College to lease space 
at its Mayo campus in downtown Paintsville 
for the new School of Pharmacy. The lease 
agreement is for a two year period and pro-
vides Midway College with the necessary 
classroom and office space it needs to move 
forward with opening its School of Phar-

macy in August 2011.
The Midway College School of Phar-

macy will accept up to 80 students per 
year and serve 320 students annually when 
fully operational. It is expected to employ 
100 faculty and staff members and have a 
regional annual economic impact of more 
than $30 million.
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HEALTHCARE FACILITIES

By Cheryl Lockhart and Rita Hayes

There once was a sod farm near the intersec-
tion of I-71 and the Gene Snyder Freeway in north-
eastern Jefferson County. As time passed and more 
families began purchasing homes in that area, they 
needed places to shop. That’s when a large retail 
center was planned for the west side of the freeway; 
rumored to be named ‘The Summit.’

When Stephen A. Williams, president and 
CEO of Norton Healthcare, observed the growth 
taking place in that part of the Louisville Metro 
area, he advised Russell F. Cox, then vice president 
in charge of facilities and facility planning, that “it 
appears The Summit is really going to happen, and 
it’s going to create a new destination address in that 
area of the city. We should look at what kind of land 
is available in that area, because we’ll want to have 
a presence there.”

A short time later Cox, who now is Norton 
Healthcare’s executive vice president and chief oper-
ating officer, made a trip to the sod farm. “I remem-
ber standing in very wet sod and seeing the tremen-
dous potential of where this property was located 
from the Snyder— the potential growth within a 
5-mile radius of the property and its proximity to 
Indiana,” Cox said. “We knew we weren’t the only 
healthcare organization that would have an interest 
in being there, so we worked hard to present our-
selves as a good potential partner for the develop-
ers— Main Street Realty and the McMahan family. 
We felt we brought a whole lot to the table as far as 
quality healthcare, being a large system with a lot of 
momentum, experience with outpatient endeavors 
and a good complement of physicians.”

The developers agreed, and so a new era in 
healthcare began for the Louisville area. Today, 
in place of a sod farm, Norton Medical Plaza – 
Brownsboro, Norton Brownsboro Hospital and 
Kosair Children’s Medical Center – Brownsboro 
are located at that site, right off Norton Healthcare 

Blvd., to provide much-needed medical services to a 
growing area of the community.

“As a faith-based, not-for-profit organization 
governed by a volunteer, community-based board 
of trustees, everything we do, every action we take, 
is done with the best interests of our community 
in mind,” Williams said. “We recognized a need 
for both adult and pediatric healthcare services in 
northeastern Jefferson County and feel very privi-
leged to now be able to meet those needs.”

The First Project
Norton Healthcare’s first project on the prop-

erty was a four-story, 86,000-square-foot medical 
office building that opened July 10, 2006. It houses 
a Norton Medical Associates office, a Norton Im-
mediate Care Center, a diagnostic center and several 
specialty physician practices.

“It was a success before it even opened,” Wil-
liams said. “Immediately people began to ask, ‘How 
soon can we build a hospital out there?’ That, in 
turn, prompted the board of trustees to ask, ‘What 
type of hospital does our community need?’”

“After a lot of research and input from the com-
munity through focus groups and surveys, we de-
cided we did not want to build a new, ‘old’ hospital,” 
Cox added. “We had an opportunity to start with a 
clean slate and use the most up-to-date practices to 
build a hospital that would offer a healthcare experi-
ence unlike any other in the area.”

Norton-Brownsboro
On July 12, 2007, just a year after Norton Med-

ical Center – Brownsboro opened, Norton Health-
care broke ground on a five-floor, 298,000-square-
foot, full-service community hospital offering a 
complete range of services and a new way of provid-
ing patient care – Norton Brownsboro Hospital.

“Our technologically advanced facility allows 
us to conduct very complicated, state-of-the-art 
procedures,” said Douglas Winkelhake, president of 

Community need drives  
Norton Healthcare expansion  
in northeastern Jefferson County
New hospital and medical facilities welcomes new  
and existing patients with new services and technology.

 “It was a success before it even 

opened. Immediately people began to 

ask, ‘How soon can we build a hospital 

out there?’ That, in turn, prompted the 

board of trustees to ask, ‘What type of 

hospital does our community need?’”

Stephen A. Williams, president and CEO  

of Norton Healthcare

Norton Medical Plaza- Brownsboro  
Photo: Jamie Rhodes

Continued on page 12
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Norton Brownsboro Hospital, which opened on Au-
gust 26, 2009. “We provide a wide range of inpatient, 
outpatient, diagnostic and intensive care services.” 

These include cancer, cardiovascular, pulmonary, 
neuroscience, orthopaedic, spine and women’s services, as 
well as a 24/7 emergency department, endoscopy, physi-
cal/speech/occupational therapy and surgical services. 

“But what we’re best known for is having built 
Norton Brownsboro completely around patient com-
fort from both a design and a process standpoint,” 
Winkelhake said. “The patient-friendly processes im-
plemented here are now being tweaked and replicated 
throughout the entire Norton Healthcare system.” 

The hospital promotes a healing environment 
through the use of an open, airy design that takes ad-
vantage of abundant natural light; an earth-tone color 
scheme; wood accents; quieter carpeted nursing areas; 
and numerous windows overlooking hospital gardens, 
including large rooftop meditation gardens. The hospi-
tal also uses enhanced environmental and health prin-
ciples that follow the Green Guide for Health Care, a 
best practices tool kit for planning, design, construc-
tion, operations and maintenance of new hospitals.

Kosair Children’s Medical Center-
Brownsboro

Environmentally friendly design principles also 
were used in the construction of Kosair Children’s 
Medical Center – Brownsboro, which opened May 
26, 2010 at 4910 Chamberlain Lane, adjacent to 
Norton Brownsboro Hospital. In fact, design and 
construction followed the “green” principles neces-
sary to achieve LEED (Leadership in Energy and 
Environmental Design) certification, an interna-
tionally recognized green building certification 
system. Among many green design principles, the 
medical center features an open, airy design with 

lots of natural light, a high-efficiency geothermal 
heating and ventilation system, and an innovative 
“rain garden” system to reduce the amount of storm 
water that leaves the site and to remove potential 
contaminants from the water before it is discharged 
into the creek system. 

“The pediatric medical center was designed in 
a similar way as Norton Brownsboro Hospital, espe-
cially in relation to the green design principles,” said 
Thomas D. Kmetz, president, Kosair Children’s Hos-
pital and Pediatric Services. “There’s one very impor-
tant difference, however: Every single thing found at 
the center is ‘Just for Kids.’ This facility offers a high 
standard of pediatric specialty care that area families 
have come to know and trust at its parent facility, Ko-
sair Children’s Hospital.”

“The patient care offered at Kosair Children’s 
Medical Center – Brownsboro is provided by physi-
cians, nurses and staff specially trained in treating 
pediatric patients, using equipment specially designed 
for pediatric patients,” added Charlotte Ipsan, RNC, 
MSN, ARNP, the facility’s on-site administrator and 
vice president of administration. 

According to Ipsan, Kosair Children’s Medical 
Center – Brownsboro features pediatric emergency 
services; a full range of pediatric diagnostic imaging 
services, including MRI, CT, X-ray, fluoroscopy and 
ultrasound; cardiology services; a full-service labora-
tory; and a wide range of pediatric outpatient surgery 
services, including ENT, orthopaedics, eye, urinary, 
dental and general surgeries. 

The medical center’s layout, processes and ame-
nities are designed to ease childrens’ and families’ 
anxiety about medical experiences and make the fa-
cility a friendly and inviting place for children, teens, 
young adults and their families. Some of those ame-
nities include:

 ➤ A dedicated 4-foot-high entrance just for chil-
dren and windows throughout the facility that 
are placed lower in the walls so children can see 
outside.

 ➤ Visual and auditory distractions for children dur-
ing tests, such as a picture of hot air balloons on 
the ceiling of the CT room and a lighted galaxy 
on the MRI room ceiling. 

 ➤ GetWell Town, an interactive pediatric educa-
tional and play television system that allows pa-
tients to learn about their condition, medications 
and follow-up care, provide feedback on their 
care, play games, watch movies and access to the 
Internet.

 ➤ Two interactive “Mine-Control” walls that allow 
children and family members to stand in front of 
and manipulate video images to provide enter-
tainment and distraction.

 ➤ Several play areas throughout the building and on 
the medical center’s campus.

 ➤ Artwork either created by children, or especially 
for children, throughout the facility.
The pediatric medical center has two floors, 

71,300 total square feet and convenient surface-level 
parking. The total project cost was $50.3 million, with 
funding from Norton Healthcare operations and pri-
vate philanthropic support from the Children’s Hos-
pital Foundation’s $208 million ‘Just for Kids’ Cam-
paign and Kosair Charities. 

“Since Kosair Children’s Medical Center – 
Brownsboro opened, joining its two sister facilities, 
Norton Medical Plaza – Brownsboro and Norton 
Brownsboro Hospital, Norton Healthcare provides 
a medical destination for the whole family in north-
eastern Jefferson County,” Williams said. “Now, 
virtually all their healthcare needs can be met in 
one location.”

Kosair Children’s Medical Center 
Photo: Jamie Rhodes

Norton Brownsboro Hospital
Photo: Jamie Rhodes

Continued from page 11
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Two elements of the 

reform are very clear: 

The first, facility and 

technology related 

debt will be scrutinized 

extensively.  The second, 

productivity and efficiency 

will likely determine 

which health systems 

survive the reforms.

Healthcare facility planning  
in the post-reform era
Proper planning makes performing more with less  
and with better outcomes easier. 

By Janet Heberle

An initiative such as the Health Care Reform Act of 
2010, which is projected to cost $940 billion over the next 10 
years, will undoubtedly have serious “trickle down effects.”  
Some call it an avalanche.

Every person involved in healthcare from executives at 
the highest levels to logistical staff of a small hospital will be 
affected by these historic and quickly implemented reforms.  
Two elements of the reform are very clear, (even if some of 
the details are somewhat undefined), the first, facility and 
technology related debt will be scrutinized extensively.  The 
second, productivity and efficiency will likely determine 
which health systems survive the reforms.

Taking each of these elements and applying them to 
serious actions that can help your health system may deter-
mine how successful you will be for decades to come.  For 
example, when developing a healthcare site and facility mas-
ter plan, unless your planners are using a planning process 

that starts with anticipating efficiencies and ends with 
innovating solutions, you will not succeed.

Planning Process
Monitoring your facility invest-

ment in “bricks and mortar” is criti-
cal to reducing your capital debt.  
The most effective place to ac-
complish this debt containment 
is in the planning process.  If you 

analyze the clinical needs of a facili-
ty and size each service line/depart-
ment properly, you will ultimately 

have a hospital that is sized for your 
current needs and positioned for fu-
ture volumes.  If you don’t perform 

this anticipation, you may end 
up with a facility that is 

either too large and 
you can’t sup-

port the debt 
or one that is 
too small and 

will cost mil-
lions to repair the  
deficiencies.  

Healthcare construction can easily range in our region 
from $150 per square foot to $400 per square foot.  If your 
planning process does not incorporate detailed anticipation 
and need analysis, you may experience, one operating room 
being built that you actually do not need, resulting in 600 
square feet of space at $400/sf or $240,000 just in construc-
tion costs.  Adding medical equipment for that one room 
could add an additional $500,000, thus you just made a 
$740,000 mistake that will cost you for years to come.  Ap-
propriate planning in the post-reform era helps you avoid 
career-ending mistakes.

Productivity and Efficiency
Productivity and efficiency of every staff member you 

employ will be paramount going forward.  All of the funds 
expended for construction pale in comparison to your staffing 
costs, regardless of the size of your hospital.  One significant 
requirement of the Health Care Reform Act is the need to 
provide better care with better outcomes with less staff.  Un-
less your staff is super-human, you have to help them achieve 
the efficiencies that reform requires. The most reliable means 
of improving productivity is to change the work environment 
and design it around the most efficient work flows, material 
flows and design concepts possible. This level of planning and 
design comes from studying every service line/department and 
fully understanding how staff travel, where they spend their 
time, what percentage of their time is spent providing care vs. 
logistical/administrative tasks, etc.  When this information is 
analyzed, the planning team and the clinical staff then iden-
tify new areas where efficiencies can be found and how better 
patient care can be delivered with fewer staff.

In many areas of our region, staffing for RN’s and LPN’s, 
for example, can easily cost a system $200,000 per FTE per 
year, over a 10 year period, this equates to $2 million dollars.  
If the planning and design process can simply reduce staff-
ing of a single department by one FTE by efficiency measures 
imagine what this approach can do for an entire hospital?

The post-reform era will require in-depth collabo-
ration between hospital leadership, clinical staffs and 
healthcare planners and designers.  Begin preparing your 
facilities for the new era, now, as it is upon us and will not 
disappear with election results. We will all have to per-
form more with less and with better outcomes.  An expe-
rienced healthcare planner and architect that anticipates, 
engages, collaborates and innovates can make the journey 
easier and much more successful. Emergency department 

staff flow study.
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“The technology available is much 

broader now than when I started. We 

can actually monitor and keep on top of 

a lot more things with less people.”  

David Whittaker, director, safety and security, 

Norton Brownsboro Hospital and Kosair Children’s 

Medical Center - Brownsboro campuses

monitor and keep on top of a lot more 
things with less people,” he said.

Technology plays a large part in 
Whittaker’s security program. All 
security officers carry wireless phones. If 
a hospital code is called it automatically 
registers on every phone, thereby 
increasing response time. 

At Brownsboro Crossing every 
employee is also issued an ID badge, 
which is programmed to personalized 

areas of access, 
as well as, 
other Norton 
facilities. (The 
healthcare system 
standardized its 
control cards in 
all facilities so that 
employees need just 
one identification 
card to access 
buildings.) ID 
badges record and 
track usage. “The 
system serves as 
several sets of eyes 
that we can view 
from one monitor,” 
said Whittaker. 

With more 
than 100 close-
circuit televisions 
monitoring high-
risk areas, security 
personnel can 

monitor feeds across the healthcare 
system’s major medical facilities and 
respond to incidents quickly and more 
effectively. Asset tracking chips show 
the precise location of equipment, which 
helps inventory maintain thousands 
pieces of equipment. If a piece of 
equipment were to leave campus alarms 
sound. “You could spend hours looking 
for a piece of equipment. This let’s us 
know immediately a piece of equipment’s 
location,” said Whittaker. “We also use 
this technology to monitor refrigerator 
temperatures, and we can expand this to 
track employees.”

Seven Counties Services, Louisville, 
Ky. recently upgraded several new 
security features. Security cameras have 
been enhanced from black and white to 
color. New DVR’s record and increase 
retention of months of recorded data. 
They have also installed many automatic 
locks on doors throughout facilities, 
to restrict access and creating a safer 

environment for employees and clients. 
While new technology offers 

improvements, it is essential that 
employees understand how it works. At 
Seven Counties Services staff training 
and follow-ups ensure employees are 
comfortable with new security features. 
“We review our alarm system reports 
and provide additional staff training to 
ensure they know how to arm/disarm the 
system, and have the proper codes,” said 
Bev Compton, properties management 
director, Seven Counties Services.

Visibility and Awareness
In addition to safety the security 

services at Jewish Hospital Medical 
Campus, Louisville, Ky., is also concerned 
with visibility and awareness. This 
includes being able to view the campus, 
entrances and parking areas. “We want 
to be able to view as much activity as 
possible in areas. We want our security 
to be noticeable and available to everyone 
at our facility. We want people to know 
we are here and how to contact us,” said 
Steve Collins, manager, security services, 
Jewish Hospital Medical Campus. 

To address the above concerns Collins 
employs a few different strategies. 
Signage throughout the garages and 
parking lots display security contact 
information. Panic alarms are placed at 
various locations that will trip an alarm 
to security’s main dispatch for emergency 
response. In addition, there exists a 
code system for overhead paging when 
security is needed for an emergency. 

From a technology standpoint the 
hospital installed an upgraded CCTV 
System with 270 plus cameras all of which 
are recorded on DVR hard drives and a 
perimeter lock down system that controls 
all exits leaving only the emergency room 
open during after hours. “Our upgraded 
system allows for more accurate recordings 
with our camera equipment. Our 
additional cameras allow more viewing of 
the medical campus,” said Collins. 

Collins explains that implementing 
new security features in an on-going 
process. They recently revised the 
uniform standard for all security officers 
changing from a polo style uniform 
to a more recognizable-as-a-security-
officer-type uniform to increase visibility 
to guests and team members. They 
have also increased training in areas of 
crisis intervention and de-escalation 
increased the use of a security vehicle 

Continued from page 1

Safe and  
secure

Randy Gumm, Jewish Hospital & St. Mary’s HealthCare officer 

Photo: Andy McLeroy
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What’s your 
biggest facility 
security concern?

“Consistency. We have to make certain that we are consistent in utilizing 
the security systems we have in place. The technology only works when it is 
properly employed and engaged,” 

— Bev Compton, properties management director, Seven 
Counties Services.

“Access control—what people and employees have access to do.”
— David Whittaker, director, safety and security, Norton 

Brownsboro Hospital and Kosair Children’s Medical Center

“The biggest areas of concern when it comes to security are an active shooter.”
— Joe Magana, director, emergency management, Baptist 

Hospital East 

“Safety is our number one concern. Our security management plan 
mission is to protect, investigate, and support.” 

— Steve Collins, manager, security services, Jewish Hospital 
Medical Campus.

10 Tips for Successful Security

1) Get to know your people first. Find out what their struggles are.

2) Educate yourself. Look at reports, find out trend issues, 
determine what are high-risk and sensitive areas and do an 
immediate risk assessment.

3) Training. Make sure officers are trained and know the law.

4) Fulfill accreditation requirements.

5) Be physically present. Make sure you are visible.

6) Get to know leadership and find out their concerns.

7) Put things in a to-do list; show you have a plan.

8) Be proactive. Always look for ways to be better.

9) Recognize some things don’t need to be fixed. “Don’t grease a 
wheel that doesn’t squeak.”

10) Breathe.

Source: Joe Magana, director, emergency management, Baptist Hospital East

equipped with yellow flashing lights 
and lettering to indicate it is a security 
vehicle, and upgraded to a card access/
keypad control to buildings.

The thought process behind 
implementing such changes is 
simple, explained Collins. “With the 
uniforms and vehicle patrol, we want 
people to recognize us and know we 
are here,” he said. “We want people to 
notify us and to know how to notify 
us. We want to allow entry after 
hours without concern of an unsecure 
building and to control access. The 
additional card swipe access is a 
higher level of security control.”

Focus on Personnel 
Joe Magana, director, emergency 

management, Baptist Hospital East, 
Louisville, Ky., said people are our 
best asset before technology. “It’s 
important to have the right people 
properly educated to make proper 
decisions. Then I look at technology 
upgrades,” he said.

Case in point, when Magana started 
in his position eight years ago there 
was a petty thief issue. “Instead of 

throwing in new technology I said 
‘let’s look at it from a user standpoint,’” 
Magana explained. He investigated 
where patients store valuables and the 
layers of security on the unit. 

“We found some things that could 
be fine-tuned,” Magana continued. 
“We implemented a policy change 
with some staff training and new 
technology. I’m proud to say those 
numbers now are very low.”

It’s not just patient security Joe 
Magana is concerned with, but 
staff/vendor security and security 
plans. “We don’t want to push any 
new security plan immediately. We 
determine the best course of action 
by surveying the team and area with 
issues first and talking to them,” he 
said. “We’ll say ‘this is how we want 
to revise the plan how does that effect 
you as a user be it for a policy revision 
or unit specific training process.” 

After all, a good security plan is 
only as good as the people activating 
it. “I’m really overwhelmed with good 
people to work with from the people 
with boots on the ground to the 
administration,” said Magana.

“We want to be 

able to view as 

much activity 

as possible in 

areas. We want 

our security to 

be noticeable 

and available to everyone at our 

facility. We want people to know we 

are here and how to contact us.”

Steve Collins, manager, security services,  

Jewish Hospital Medical Campus
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Energy  
Consumption
It doesn’t take a lot of energy to save energy.

10 Energy 
Conservation   
       Ideas 
1. Sign up for the ENERGY STAR Partner-

ship. Members receive a series of technical 
and consulting resources to put an energy 
management plan together. (For more in-
formation visit www.energystar.gov/index.
cfm?c=healthcare.bus_healthcare.)

2. Close off unused areas and little-used 
rooms with blinds or shades. 

3. Install reflective roofing or cool roofs to 
keep surfaces cool and increase roof lifespan. 

4. Install high-efficiency glass to block heat 
and keep out cold. 

5. Increase natural lighting by allowing for 
more sunlight and less electricity spent on 
lighting.

6. Use alternative power sources such as solar 
or wind. 

7. Use high-efficiency light fixtures with oc-
cupancy sensors, which will increase energy 
efficiency by using sunlight and limited 
lighting, depending on the amount of sun-
light available. 

8. Build a rooftop gardens to create insula-
tion, extend roof lifespan and provide 
greenery for facilities.

9. Maintain proper equipment maintenance. 
Clean lamps and reflectors regularly, re-
place lamps and filters at the recommended 
time intervals, regularly check for and re-
pair leaks, check that thermostats and tim-
ers are accurate and correctly set, and see 
that automatic controls function properly.

10. Properly weatherize buildings. 

By Melanie Wolkoff Wachsman

Energy consumption for hospitals and health-
care facilities is a necessary, albeit, expensive ex-
penditure. The healthcare industry accounts for 
9 percent of all U.S. commercial energy consump-
tion reports the U.S. Department of Energy, Energy 
Information Administration, 2003 Commercial 
Buildings Energy Consumption Survey. Healthcare 
buildings use a total of 594 trillion Btu of combined 
site electricity (the amount of electricity consumed 
within the building), natural gas, fuel oil and district 
steam or hot water. This makes healthcare buildings 
the fourth highest consumer of total energy of all 
building types.

This also means that out of all the commercial 
building types, healthcare buildings have the fourth 
highest energy expenditures. The U.S. Department 
of Energy, Energy Information Administration, esti-
mates that energy expenditures number $5.3 billion 
per year for in-patient care. For all healthcare $7.44 
billion was spent on utilities. The U.S. Department 
of Energy, Energy Information Administration, 
states on average, $2.35 per square foot is spent on 
energy in healthcare buildings, which is more than 
the national average for energy usage in commercial 
buildings, which is $1.51 per square foot. 

Utility cost will only increase. Hospitals and 
health systems do not need to struggle to substan-
tially reduce energy usage and costs. There are many 

ways for such buildings to conserve energy; thereby 
reducing their company’s operating costs.

Energy Efficiency Opportunities
One way to implement energy-saving measures 

is by installing energy-efficient products and equip-
ments. In Louisville, LG&E/KU encourages such 
product purchases with its Commercial Rebate Pro-
gram. It even offers commercial customers a cash 
incentive to replace aging, less efficient equipment. 
Rebates are available for high-efficiency lighting, 
motors/pumps and refrigeration. 

E.On U.S. LLC also offers a Commercial En-
ergy Audit where a business is inspected by a trained 
energy specialist. Special attention is given to light-
ing, heating and cooling equipment, windows and 
doors, along with other variables that affect energy 
usage and efficiency. Once the audit is complete, cus-
tomers receive a detailed report outlining usage. The 
audit report includes a list of energy-saving measures 
specifically for the building. It even includes a costs 
estimate required to implement recommendations 
and the potential payoff of the implemented actions.

Reductions associated with lighting, cooling 
and equipment are among the easiest steps to take 
in most facilities to help reduce company’s operat-
ing costs. Also, being more energy efficient means 
hospitals and health systems help prevent green-
house gas emissions, improve the air quality of 
their communities, and support their commitment 
to public health.
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HEALTHCARE REFORM

By Arnold V. Pamplona, 
McDermott Will & Emery LLP

The immediate health insurance 
reforms, which affect group health 
plans and insurers offering group or 
individual health insurance, become ef-
fective for plan years beginning on or 
after September 23, 2010. 

Among the more popular reforms 
included in the Patient Protection and 
Affordable Care Act, as amended by the 
Health Care and Education Reconcili-
ation Act of 2010, (collectively, the Act) 
are the “immediate health insurance re-
forms.”  These provisions, which affect 
group health plans and insurers offering 
group or individual health insurance, 
become effective for plan years begin-
ning on or after September 23, 2010.   
This summary addresses the principal 
immediate health insurance reforms, 
namely expansion of dependent cov-
erage, prohibition on excluding chil-
dren based on pre-existing conditions, 
coverage of preventive health services, 
limitations on rescission practices, and 
regulation of annual and lifetime lim-
its on essential health benefits.   While 
insurance policies that were in effect 
on the date of enactment (March 23, 
2010) are generally grandfathered (for 
both the current term and any renewal 
terms) from compliance with the gener-
al insurance market reforms contained 
in the Act, four of the five aforemen-
tioned provisions are exempt from any 
grandfathering.   Thus, except for the 
preventive health services coverage re-
quirement, these principal reforms are 
effective for all plans for plan years be-
ginning on or after September 23, 2010.

Dependent Care Coverage
Presently, parents typically cover 

their children as dependants through 
their employer’s health insurance, and 
most of these plans do not cover depen-
dent children after age 19 if those chil-
dren are not full-time students.  Under 
the Act, all plans offering dependent 
care coverage must allow individuals to 
remain on their parents’ health insur-
ance until the age of 26.  An exception 
available to grandfathered plans until 
January 1, 2014, allows those plans to 
deny coverage to adult children if they 
are eligible to enroll in other employer-
sponsored health plans.   The Act and 
subsequent Internal Revenue Service 
(IRS) guidance in the form of Notice 
2010-38 clarify that this coverage is 
available to children of covered mem-
bers regardless of marital status, full-
time student status or financial support.

Pre-Existing Condition 
Limitations for Children

The Act prohibits health insurers 
from excluding payment for coverage 
of pre-existing conditions for enrollees 
under age 19.  Although the Act is less 
than clear with regard to children’s ac-
cess to insurance, upon signing the Act 
into law, the Obama administration 
declared that insurers could no longer 
deny insurance to children based on 
pre-existing condition exclusions.   A 
firestorm ensued as reports circulated 
in the press indicating that some in the 
insurance industry did not consider 
the pre-existing conditions limitations 
for children to apply to access.   This 
prompted Representatives Henry A. 
Waxman, Sander M. Levin and George 
Miller, the chairmen of the three 

House committees with jurisdiction 
over health policy, to issue a joint state-
ment on March 24, 2010, that read, in 
part, “Under the legislation that Con-
gress passed and the President signed 
yesterday, plans that include coverage 
of children cannot deny coverage to a 
child based upon a pre-existing condi-
tion.”   On March 29, 2010, Kathleen 
Sebelius, Secretary of the U.S. Depart-
ment of Health and Human Services 
(HHS), issued a letter indicating that 
she would soon promulgate regulations 
ensuring that the pre-existing condition 
exclusion for children contained in the 
Act “applies both to a child’s access to a 
plan and to his or her benefits once he 
or she is in the plan.

Beginning in 2014, the Act prohib-
its pre-existing condition exclusions for 
all individuals regardless of age.  At that 
time, an issuer may not make health 
coverage eligibility decisions based on 
health status; medical condition; claims 
experience; receipt of healthcare; medi-
cal history; genetic information; evi-
dence of insurability, including domes-
tic violence; or disability.
 
Coverage of Preventive 
Health Services

The Act also requires all non-
grandfathered plans to cover certain 
preventive care services and immuniza-
tions recommended by the U.S. Preven-
tive Services Task Force (USPSTF), the 
Centers for Disease Control, and the 
Health Resources and Services Admin-
istration.   The legislation’s reliance on 
guidance from USPSTF was particu-
larly controversial during the national 
health reform debate, as this regula-
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Preparation and understanding
Educate yourself about Medicare recovery audits and audit contractors.

By Christopher J. Shaughnessy

In the Medicare Prescription Drug, 
Improvement and Modernization Act of 
2003, Congress instructed the U.S. De-
partment of Health and Human Services 
(“HHS”) to establish a demonstration proj-
ect utilizing Recovery Audit Contractors 
(“RACs”) to conduct audits of Medicare 
providers to identify and recover overpay-
ments. In the Tax Relief and Health Care 
Act of 2006, Congress made the RAC pro-
gram permanent.

In constructing the permanent RAC 
program, the Centers for Medicare and 
Medicaid Services (“CMS”) divided the 
country into four regions, with one RAC for 
each region.  The RACs are paid on a con-
tingency basis, and thus have a very strong 
incentive to audit providers and pursue the 
recovery of alleged Medicare overpayments.  
Kentucky and Indiana fall within Region 
B of the RAC program. CGI Technologies 
and Solutions, Inc. currently functions as 
the Medicare RAC for Region B. 

Two Types of Audits
The RACs are specifically authorized 

to conduct two types of claim reviews:  au-
tomated reviews and complex reviews. Un-
der an automated review, the RAC makes a 
determination utilizing computer programs 
to identify errors without reviewing medical 
records. In order to issue a denial determi-
nation based on an automated review, there 
must be a written Medicare policy and cod-
ing guidelines governing the issue and there 
must be a certainty that the item or service 
is not covered or is incorrectly coded.

Under a complex review, the RAC 
makes a determination based upon a review 
of medical records related to the claim.  
Complex reviews must be utilized when 
it is likely, but not certain, that an item 
or service is not covered, or there is not a 
Medicare policy or coding guideline gov-
erning the claim. The RAC must complete 
a complex review within 60 days of receipt 
of the medical records requested from the 
provider, and the RAC must disclose the 

credentials of the individuals making the 
review determination.  The RAC must also 
make its medical director available to dis-
cuss a claim denial at the provider’s request. 

The Appeals Process
There are five levels of appeal of a 

RAC’s initial overpayment determination. 
The first stage of appeal is redetermina-
tion. A provider has 120 days to file a re-
quest for redetermination with the RAC.  
However, in order to prevent recoupment 
of the alleged overpayment, the request for 
redetermination must be filed no later than 
30 days after the date of the RAC’s written 
demand for repayment.

After the RAC renders its redetermina-
tion decision, a provider may file a request 
for reconsideration within 180 days after 
receiving the RAC’s redetermination deci-
sion.  The request for reconsideration is filed 
with the Qualified Independent Contractor 
(“QIC”), a separate entity under contract 
with HHS to review RAC redetermination 
decisions.  The request for reconsideration 
must be filed with the QIC within 60 days 
of the redetermination decision in order to 
prevent recoupment of the alleged overpay-
ment.  Importantly, the provider must sub-
mit all relevant evidence in support of the 
appeal at the reconsideration level, or it will 
be precluded from introducing additional 
evidence at the later stages of the appeal 
process unless good cause is shown.

Within 60 days after the QIC ren-
ders its decision, the provider may request 
a hearing before an Administrative Law 
Judge (“ALJ”).  After the ALJ renders a 
decision, the provider may file an appeal 
with the Medicare Appeals Council within 
60 days of the date of the ALJ’s decision. 
The provider may appeal the decision of the 
Medicare Appeals Council to United States 
District Court. The appeal to United States 
District Court must be filed within 60 days 
of the date of the Medicare Appeals Coun-
cil’s decision. 

If providers are aware of the RAC process 
and the issues on the RAC radar screen, they 
will be able to address RAC audits effectively 
and exercise their appeal rights successfully. 

In preparing to deal with 
RAC audits, providers should 
take the following steps:

 ➤ Be aware of the is-
sues that the RAC is autho-
rized to review.  The web 
site for the Region B RAC 
www://racb.cgi.com item-
izes these issues and also 
provides detailed informa-
tion regarding the audit 
and appeal process.
 ➤ Designate a point 
person to handle RAC au-
dits who is knowledgeable 

of the process and can co-
ordinate and track the ap-
peals process, including all 
deadlines.
 ➤ Have all medical re-
cords complete, well orga-
nized and accessible so that 
they can be easily retrieved, 
reviewed, and copied. 
 ➤ Review national 
and local Medicare cover-
age determinations as well 
as all Medicare coding 
guidance.
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Accountable Care Organizations—
beauty or beast?

By Cristine M. Miller 
CMPE, CCP, CHC,  

partner, Mountjoy Chilton Medley LLP

Accountable Care Organizations (ACO) are an old 
idea with a new spin. In the early 1990s, managed care or-
ganizations came up with a capitation plan that included 
transferring the financial risk of caring for patients to pri-
mary care physicians and some physician groups.

In many of those cases, physicians who accepted 
large panels of patients who had significant disease went 
bankrupt and lost everything. In that era, information 
about the patient risk and the actual cost of services that 
were being provided were not available as they are today.

Accountable Care Organization Defined
An actual definition of an Accountable Care Or-

ganization has not been included in any of the legal or 
congressional documents that are part of the healthcare 
reform bill. After reading information about these types 
of groups, the following definition has been assembled: 

An Accountable Care Organization is an entity that 
will include physicians, hospitals and other providers 
such as rehab hospitals, nursing homes and home health 
organizations. These providers will need to work together 
with total transparency with regard to the quality of care 
provider, the cost incurred in providing that care and how 
the care was reimbursed. Costs savings and bonuses for 
meeting quality standards must be shared equally among 
the providers.

These organizations will have the ability to contract 
directly with healthcare plans, self-insured plans and gov-
ernment entities.  However, these organizations require 
high levels of information technology. They need access 
to disease registries. Cooperation among primary care 
physicians and specialists for development of treatment 
protocols is essential.  Consistency of treatment will be 
key to consistent outcomes.

Past and Present Models
The difference between the ACOs of tomorrow 

and the risk model HMOs of the 1990s is that prior 
models required the group to accept risk for the entire 
year of patient care.  That group was paid a per member 

per month (pmpm) fee to manage the entire care of the 
patient.  However, because bills for care provided were 
received sporadically, it was very difficult to know how 
much money was actually being spent on hospitaliza-
tions, home healthcare and other types of services. In 
fact, most plan years were not financially settled until 
six months following the end of the plan year.  Because 
of this problem, providers who accepted risk had no 
way of knowing whether they managed this risk well or 
whether they were losing significant amounts of money. 
They did not know about or understand reinsurance 
models and how they would limit their risk and other 
tools that insurance companies had used to reduce fi-
nancial exposure.

In Accountable Care Organizations, it appears the 
risk will be limited to episodes of care rather than to an 
entire year. In addition, significantly more information is 
available to assess the risk of a patient and make appropri-
ate adjustments in payments to account for that risk.

Future Obstacles
The challenges of these organizations will include 

the ability to negotiate state laws regarding fee splitting, 
joint provider negotiation and antitrust issues. No safe 
harbor laws have been amended to allow these organiza-
tions to exist.  

Significant capitalization is required to purchase 
equipment, ramp up qualified staff and gain the resourc-
es and knowledge to effectively negotiate appropriate re-
imbursements for episodes of care that make sense for the 
providers assembled within the ACOs.

A questionable requirement of the ACOs is that the 
patient will still have the right of choice for a provider. 
In order to truly manage care and provide quality man-
agement of an episode of care, only quality providers can 
participate. This could mean that some providers will be 
culled out of the organization in order to preserve the 
quality outcomes that are possible by having the best pro-
viders (including hospitals and other ancillary providers).

Trust is probably the largest obstacle that ACOs will 
have to conquer. The distrust between hospitals, physi-
cians and other providers, as well as the transparency of 
negotiation, payment, cost and outcomes will take time 
to overcome and establish.  There will be providers that 
will not flourish in this environment.

The definition and demands of Accountable Care Organizations 
has greatly changed through the years.

Section 3022 of the Sen-
ate’s Patient Protection Act calls 
for the creation of Accountable 
Care Organizations by January 
1, 2012.  The same act requires 
a Value Based Purchasing Dem-
onstration Project by October 1, 
2012. If an ACO is to be formed 
in this geographical area, it is 
important to move quickly and 
get proactively involved in the 
pilot project. Medicare has a 
history of significantly reducing 
risk during pilot projects.  An 
ACO in the pilot project will be 
able to learn about the process in 
an arena where financial risk is 
significantly reduced and, there-
fore, increase its odds of success. 
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By Michelle Browning Coughlin 
and Brian Chellgren, Ph.D.

Some call it the “Valley of Death” — 
that place where time and financing and 
regulations all meet—where scientific dis-
covery is many times brought to a grinding 
halt instead of making its way onward to-
wards a medical cure. However, Senator Ar-
len Specter successfully introduced a bill for 
the “Cures Acceleration Network” (CAN), 
which became part of the Patient Protection 
and Affordable Care Act (PPACA), found at 
Section 10409.  According to a letter from 
more than 75 advocacy organizations to 
Hon. Tom Harkin, who serves as Chairman 
of the Senate Appropriations Subcommit-
tee on Labor, Health and Human Services, 
the CAN legislation is aimed at making the 
so-called “Valley of Death” more hospitable 
by providing a “vital new approach to mov-
ing high need medical cures through the 
development pipeline faster – giving hope 
to millions of patients and their families 
throughout the country.”  Perhaps the angst 
that exists among those who face this need 
in a personal and daily way was expressed 
best by a mom of a child with autism, who 
posted on her blog “Autismville” (available 
at http://autismville.blogspot.com) that the 
CAN legislation provided her a “much-
needed glimmer [of hope]” and said: 

I feel validated to know that I’m not 
the only one who worries about the speed 
of science. And the needs of those who suf-
fer. Who deserve to live. . . Who deserve a 
life with fewer white coats and fluorescent 
lights... and more blue skies.  Who need 
some help, not later but now.

The CAN program is to be established 
within the Office of the Director of the Na-
tional Institutes of Health (NIH). Accord-
ing to the legislation, the functions of the 
CAN include conducting and supporting 
“revolutionary advances in basic research, 
translating scientific discovery from bench 
to bedside,” awarding grants and contracts 
to eligible entities to support such research, 
and providing additional resources neces-

sary to participating entities to support de-
velopment of ‘high need cures.’”

High Need Cures
While further clarification of this term 

will be needed, the legislation defines “high 
need cures” as “a drug, biological product, 
or device that, in the determination of the 
director of NIH—(A) is a priority to diag-
nose, mitigate, prevent, or treat harm from 
any disease or condition; and (B) for which 
the incentives of the commercial market are 
unlikely to result in its adequate or timely 
development.” 

Further guidance as to what particu-
lar conditions or diseases may in fact fit 
under this definition of “high need cures” 
has not yet been issued, and it is unclear 
when such guidance may be forthcoming. 
However, both Senator Specter’s web site 
(“Specter for the Cure,” available at: http://
specterforthecure.com) and other commit-
tee reports suggest that cancer, autism, Par-
kinson’s, Alzheimer’s, and diabetes all fit 
within the definition.

More Grants, Funding & Awards
In addition to providing further clarifi-

cation of the definition of “high need cures,” 
the CAN program also directs the NIH, un-
der the guidance of a CAN Board appointed 
by the Secretary of Health and Human Ser-
vices, to not only award grants aimed at such 
conditions, but also to assist the recipients of 
CAN awards with navigating the regulatory 
waters of the Food and Drug Administration. 

PPACA authorizes $500 million to 
CAN for fiscal year 2010, “and such sums 
as may be necessary for subsequent fiscal 
years.” The funding authorized for 2010 
and the subsequent years are to be divided 
into up to three types of awards, all of which 
will be awarded on a competitive basis. The 
first two types are the “Cures Acceleration 
Partnership Awards” and the “Cures Accel-
eration Grant Awards,” both of which will 
provide up to $15 million per project for the 
first fiscal year and up to $15 million each 
subsequent fiscal year.  However, as a condi-
tion to receiving a Partnership Award, the 

entity must provide matching non-federal 
funds in the amount of $1 for every $3 
awarded under the Cures Acceleration Part-
nership Award, whereas no matching funds 
will be required for the Grant Award.  The 
third type of possible award is under the 
“Cures Acceleration Flexible Research” cat-
egory, under which the director of NIH may 
utilize up to 20 percent of the total funds 
appropriated for each fiscal year “to fund 
projects” if “the goals and objectives of [Sec-
tion 10409] cannot adequately be carried 
out through a contract, grant, or coopera-
tive agreement.” 

Eligible entities for the funding un-
der CAN include public or private entities, 
including private or public research insti-
tutions, institutions of higher education, 
medical centers, biotechnology companies, 
pharmaceutical companies, disease advo-
cacy organizations, patient advocacy organi-
zations and academic research institutions.  

Those who have been diagnosed with 
incurable diseases, including Senator Specter 
himself, diagnosed with Hodgkin’s disease, 
or who have family members who have been 
diagnosed, have a lot at stake in this effort.  
The biotech industry does too.  The Chicago 
Tribune recently reported on the Biotechnol-
ogy Industry Organization’s annual meeting 
in Chicago, and noted that the ‘banking crisis 
…has led to a 25 percent decline in publicly 
traded biotech companies,” and that industry 
leaders stated that “the economic crisis could 
be preventing the next lifesaving drug or medi-
cal treatment from reaching consumers.”

However, it is unclear whether authori-
zation for funding in PPACA for the CAN 
program will turn into appropriation. The 
CQ HealthBeat recently reported that Sena-
tor Tom Harkin, Chairman of the Labor-
HHS-Education Appropriations Subcom-
mittee, “expressed skepticism about coming 
up with a lot of added funding for NIH.”  
Until further guidance is issued, whether 
the distance across the “Valley of Death” 
will become shorter remains to be seen.  

Adapted from an article published in the 
ABA Health eSource newsletter, Vol. 6, No. 
9, May 2010
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Speed of science 
Will the distance across the “Valley of Death” become shorter?  
The Cures Acceleration Network legislation hopes so.
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tory body recently withdrew its recommendation that 
women under age 50 get regular mammography.   As 
a result, the Act’s final language clarifies that the task 
force’s recommendations for breast cancer screening, 
mammography and prevention, issued in November 
2009, are to be disregarded.

Limitations on Rescission
The Act also prohibits the practice of rescission, 

except in cases of fraud or where the insured makes 
an intentional misrepresentation of material fact.  The 
legislation states that insurance coverage may only be 
cancelled with prior notice, and clarifies that consis-
tent with current law, a plan may not request or require 
an individual to undergo genetic testing.  The legisla-
tion further clarifies that the cancellation or non-re-
newal of an individual’s health plan purchased on the 
individual market must comply with the provisions of 
the Health Insurance Portability and Accountability 
Act (i.e., such a plan may only be cancelled in cases of 

nonpayment; fraud by the beneficiary; plan termina-
tion; movement by the beneficiary outside of the plan’s 
service area; and the termination of the beneficiary’s 
membership in an association, where such membership 
is a prerequisite to coverage).

Limitations on Annual Benefit Limits
Effective on the first day of the plan year on or af-

ter September 23, 2010, plans may no longer establish 
lifetime dollar limits on so-called “Essential Health 
Benefits” (EHBs).   The Secretary of HHS is charged 
with determining which services constitute EHBs, al-
though the Act specifies that at a minimum, the fol-
lowing classes of services must be included:

 ➤ Ambulatory patient services
 ➤ Emergency services
 ➤ Hospitalization
 ➤ Maternity and newborn care
 ➤ Mental health and substance use disorder servic-
es, including behavioral health treatment

 ➤ Prescription drugs
 ➤ Rehabilitative and habilitative services and devices
 ➤ Laboratory services
 ➤ Preventive and wellness services and chronic dis-
ease management

 ➤ Pediatric services, including oral and vision care

For plan years beginning before January 1, 2014, 
plans may establish restricted annual dollar limits on 
EHBs, as long as the limits are not lower than accept-
able levels that are to be established by the Secretary of 
HHS.   In defining acceptable annual dollar limits, the 
legislation directs the Secretary to ensure that access to 
necessary services is made available with only a mini-
mal impact on premiums.   For plan years beginning 
on or after January 1, 2014, no annual dollar limits on 
EHBs may be established.

Arnold V. Pamplona is a partner in the Health Practice Group 

of global law firm McDermott Will & Emery, LLP. 
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There are a vast number 
of resources available about 
every aspect of cancer. Books, 
magazines, journals and their 
companion web sites offer 
information about screening, 
prevention and treatment to 
name a few. One resource, 
offered by the National Can-
cer Institute (NCI), is par-
ticularly helpful and offers 
those familiar with the dis-
ease as well as newcomers to 
the topic, a robust and easy 
to follow fact sheet. The web 
site located at http://www.
cancer.gov/cancertopics/fact-
sheet/Risk/BRCA offers a 
comprehensive “FactSheet” 
outlining the key issues as-
sociated with cancer risk and 
genetic testing. In light of re-
cent media visibility address-
ing breast cancer screening, I 
thought it would be helpful to share this 
resource for three solid reasons.  

Addressing Issues
First, the information is helpful in 

addressing the relevant issues associated 
with BRCA testing. BRCA 1 and BRCA 
2 (breast cancer susceptibility gene 1 and 
breast cancer susceptibility gene 2) are 
human genes that belong to a family of 
genes called tumor suppressors. When 
these genes function normally, they help 
to suppress uncontrolled cell growth and 
ensure the stability of DNA in the cells. 
Mutations in the genetic material in these 
genes can cause abnormal cell growth 
and has been linked to the development 
of hereditary breast and ovarian cancer. 
Not all mutations or changes in these 
genes are harmful. However, the harmful 
mutations can increase a person’s risk of 
getting a disease like cancer.  In order to 
make the best decisions about treatment, 
many women who are diagnosed with 
breast cancer, will test for mutations in 
BRCA 1 and BRCA 2. 

One point to make here is that when 
people talk about a BRCA test, they mean 
a test for mutations in the gene, not a test 
for cancer.

Comprehensive 
Assessment

Secondly, the FactSheet 
provides a comprehensive as-
sessment of the meaning of 
test results, the options of 
treatment, and the emotions 
the patient might anticipate 
with a positive or an ambigu-
ous test result. A positive test 
result, for example, means 
that a person has inherited 
a harmful mutation in their 
BRCA1 and BRCA 2 genes. 
Having risk associated with a 
BRCA positive test result does 
not mean you will develop 
breast cancer it means you are 
five times more likely to de-
velop breast cancer.  

If that is the case, one is 
then faced with surveillance, 
timing, and prophylaxis op-
tions—some of which are not 

very well studied. If the patient is not will-
ing to consider the risk management options, 
then one has to consider whether testing is 
appropriate or not. If you test now, knowing 
you have the risk but have already chosen not 
to act on the results, then there is a risk of 
lifelong emotional discomfort (e.g. anxiety, 
depression, etc.) associated with the knowl-
edge of the test result. Additionally, one lives 
with the increased risk but not necessarily 
the development of other cancers (e.g. ovar-
ian, colon, melanoma, etc.). All of these op-
tions and issues are well explained on the 
FactSheet.

Risk Factors Synopsis
Third, the FactSheet provides a synop-

sis of other risk factors of developing breast 
cancer over a person’s lifetime. There are 
several factors to consider that have been as-
sociated with increased or decreased risk of 
developing certain cancers. Age and family 
history play a big part and there are many 
others that are listed and thoroughly ex-
plained on the FactSheet.

Finally, the NCI FactSheet provides in-
formation on cost, privacy protection, and 
issues yet to be studied.  I find this docu-
ment helpful in introducing and walking a 
layperson through the key issues associated 

At a meeting recently, a 
good friend, Jim O., declared 
that the Patient Protection 
and Affordable Care Act and 
the Health Care and Educa-
tion Reconciliation Act of 
2010 (aka healthcare reform) 
were so complex that it was 
like reading new and dynamic 
laws every time he reviewed 
the documents.  

I get the impression the 
same holds true for the agen-
cies that have to implement 
the laws.  Two items have cre-
ated a stir in the health infor-
mation technology (IT) com-
munity in recent weeks. The 
first, Section 1561, requires 
the Department of Health 
and Human Services (HHS) 
to develop IT standards that 
make connections between 
health (electronic health re-
cord information on Medic-
aid visits) and human services 
(eligibility for government as-
sistance programs) by August 
2010.  The second involves an 
evolving definition of medical 
loss ratios that could adversely 
impact payer and hospital 
provider coverage formulas.  
The health IT community is 
just beginning to understand 
how all these changes need to 
be addressed – just in time for meaningful 
use regulations to be finalized!

Legislative Branch
Needless to say, the 111th Congress 

(2009/2010) has created quite a stir for the 
healthcare community, particularly IT pro-
fessionals.  Between the HITECH provi-
sions creating meaningful use criteria and 
standards and the administrative changes 
associated with health insurance reform 
legislation, there is a lot to digest before the 
series of federal regulations on meaningful 
use, accounting for disclosures, and certifi-
cation criteria are finalized.  

As the health IT community under-
stands the impact these various programs 
will have on healthcare delivery, it is be-
coming apparent that additional legislative 

changes are required before 
the U.S. maximizes the inher-
ent benefits of health IT. For 
example, care settings like 
long term care and provider 
groups like nurses are cur-
rently not scheduled to receive 
incentive payments from the 
government.  

In order to impact the 
change, more than 100 
groups are coming together 
to support National Health 
IT Week  (www.healthitweek.
org ), June 14 to 18, 2010.  I 
anticipate more than 400 in-
dividuals coming to Wash-
ington, D.C. or emailing 
their members of Congress to 
voice their opinions that the 
full healthcare continuum be 
included in the meaningful 
use programs.  If you are in-
terested in participating either 
in Washington, D.C. or via 
the Internet, make sure to fol-
low the online schedules, and 
let your voice be heard on the 
benefits of health IT and the 
obvious gaps in the programs 
that will adversely impact our 
communities.  Drop me a line, 
and we can educate together!

Executive Branch
Over the past six months, 

the Office of the National Coordinator 
(ONC) has released more than $1.5 billion 
dollars in grants and contracts to advance 
the adoption of health IT. Most recently 
15 communities received funding through 
the White House and HHS Beacon Com-
munities program to serve as examples of 
how health information exchange can be 
successful. Indiana received significant 
funding for their Beacon Community 
grant, submitted by the Indiana Health In-
formation Exchange, Inc. in Indianapolis. 
The $16 million effort will target improve-
ments in EHR adoption and information 
sharing between hospitals, providers, and 
healthcare consumers that could one day 
be transferrable to other communities. An 
additional $30 million is expected to be 

Start your summer right  
with National Health IT Week

By Thomas Leary 
HIMSS Senior Director 

 of Federal Affairs

The View from Capitol Hill

 If you are a 

provider or 

vendor do 

not forget to 

learn about 

the mandatory 

conversion to 

the new ICD-10 

administrative 

requirements that 

will revolutionize 

clinical coding.

Cancer resource provides info about 
screening, treatment and prevention

By Bryan Loy,  
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Market Vice President 
Humana Kentucky

Communicating 

risk to a patient is 

obviously different 

than communicating 

a diagnosis.
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released to Beacon Communities later this 
year, so keep reading http://healthit.hhs.
gov to learn more about how your commu-
nity can get involved! 

The main focus in health IT is still 
on the Centers for Medicare and Medicaid 
Services’ release of the Final Rule for the 
Medicare and Medicaid Electronic Health 
Record Incentive Programs (meaningful 
use).  If hospitals are going to be eligible for 
incentive payments in four months, the fi-
nal details on meaningful use and certifica-
tion criteria have to be available in the next 
couple of weeks.

Finally, if you are a provider or vendor 
do not forget to learn about the mandatory 
conversion to the new ICD-10 administra-
tive requirements that will revolutionize 

clinical coding.  Deadlines are October 
2013, but there are milestones along the 
way that you will want to understand, re-
gardless of your care setting.

Conclusion
There is always more going on than 

we can individually track.  Together, we 
can make sure that everyone will be ready 
for the start and continuation of meaning-
ful use.  Not every care setting and pro-
vider category will be included in stage I 
of meaningful use.  If you get a chance to 
come to Washington, D.C. for National 
Health IT Week, please join our March 
on Washington. Together, we can make 
strides toward a world where the impos-
sible becomes the possible! 

National Health IT Week
Continued from page 22

Cancer resource 
Continued from page 22
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care and has the privilege of caring for over 
1,000 patients and families daily throughout 
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with the delivery of a very complex set of 
messages. Communicating risk to a patient 
is obviously different than communicating 
a diagnosis

All of the information contained on 
the FactSheet lead to a thoughtful, me-
thodical discussion that needs to take place 
that incorporates the candidacy informa-
tion to make sure the test makes sense for 
the patient.   The NCI FactSheet provides a 
web link that directs readers to profession-
als that have genetic counseling expertise.  
Many academic centers and a few insurance 

carriers also provide these genetic counsel-
ing services.  

Finally, I like the web site because it 
provides a fair assessment of what we know, 
what we don’t know, the risk of getting the 
disease, and the risk of getting an ambigu-
ous answer.  You may find this FactSheet 
to be a helpful organizer when you discuss 
breast cancer risk and risk management 
strategy with your patients. Please view the 
FactSheet at  http://www.cancer.gov/can-
certopics/factsheet/Risk/BRCA
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sullivan.edu

MBA
THE HEALTHCARE  MANAGEMENT

A BOOSTER SHOT 
FOR YOUR CAREER.

ONLINE CONVENIENCE.   SULLIVAN EXCELLENCE.
If you’re ready to give your career in healthcare a real 
shot in the arm, Sullivan’s Healthcare Management 
MBA offers a fast track to success.  

The Healthcare Management MBA curriculum consists 
of nine core classes you can take on campus or online, 
and three concentration classes you’ll take online.  This 
gives you plenty of flexibility in scheduling study around 

work.   

Our Healthcare Management MBA is a practical degree 
designed to help you gain valuable skills and knowledge 
that you can use in the field.  The emphasis is not on 
abstract theory, but on day-to-day management issues.  

The core curriculum helps you master key competencies 
vital for every business leader:
• Management Communication Skills
• Leadership & Team Development
• Advanced Quantitative Methods
• Managerial Accounting
• Managerial Economics
• Managerial Finance
• Marketing Strategy & Implementation
• Operations Strategy
• Integrative MBA Capstone

You’ll also take classes which focus on the unique 
demands of the healthcare industry, including:

• Healthcare Systems Management
Get a close look at the forces and policies shaping the 
healthcare industry, from the complex organizational 
dynamics and structures of healthcare systems and the 

role of public policy in healthcare, to the changing 
relationships among payers, providers, and suppliers. 

• Healthcare Finance
Get a macro overview of the principle financial 
mechanisms in place across the U.S., along with specific 
insights into the critical financial issues the industry 
currently faces.  Emphasis is placed on practical financial 
analysis skills for immediate application.  

• Healthcare Information Systems 
Examine healthcare information systems, particularly 
electronic medical records and the way health informa-
tion technology supports business decisions. You’ll focus 
on planning, designing and implementing decision sup-
port systems (DSS) and expert systems (ES), along with 
systems designed to secure health-related information.  

For healthcare professionals, Sullivan’s Healthcare 
Management MBA offers you the opportunity to take 
your career to a whole new level.  Find out more by 
calling (502) 456-6505 or visiting sullivan.edu.
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