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Board of Trustees
Our Board Members are not responsible for the  
content or opinions published in Medical News As we work to grow the Medical News 

community, we strive to find new ways to help 
share the important news and information 
that is important to the healthcare leaders in 
our region.  Over the past several months, we 
have made incremental changes to improve 
the layout of the paper and the overall experi-
ence that the reader has with Medical News.  

Over the next several months, we will 
be launching a few new services that will 
enhance your participation with the Medical 
News community.  I wanted to take a few mo-
ments to highlight some of these programs.

MedicalNews.md – At the end of June, 
we launched the new MedicalNews.md web-
site.  At first glance, you will notice some sig-
nificant cosmetic changes to the site to make 
it easier to read.  More importantly, we have 
installed new software that will enable us 
to post timely, important news articles on a 
regular basis.  Our goal is to create a loca-
tion where members of our region’s health-
care sector can find all the news from across 
Kentucky that matters to them.

Blog – In addition to the new website, 
we have launched a new Blog that will fo-
cus on the interesting information we gather 
from those that work in healthcare every day.  
We will use this space to talk about the com-
panies and organizations we meet and the 

people who make our sector successful.
Events Calendar – We have also 

launched a new events calendar that will fea-
ture all of the healthcare and health-related 
events in our region.  Again, 
our goal is to create a central 
resource for all of the profes-
sionals that work in healthcare 
in our region so that they know 
about the events that will help 
them grown their business

Please take a few minutes 
to visit www.medicalnews.md 
and let us know your thoughts.  
If you have news or stories you 
would like to submit, or an 
event for our calendar, please feel 
free to contact us via the website or call us in 
the office.  We look forward to building the 
Medical News community with you.

Sincerely yours,

  Ben Keeton
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Letter from the Publisher
 

By Ben Keeton

As Congressional committees begin 
to hone in on the details of their 
health reform bills and debate in-

tensifies, the latest Kaiser health tracking 
poll finds remarkable stability in public 
opinion on health reform. 

According to the study, a solid ma-
jority of the American people (61%) 
continue to believe that health reform 
is more important than ever given the 
country’s economic problems (see chart); 
sizeable majorities support key elements 
of reform currently being debated such 
as employer mandates (69%), individual 
mandates (71%), and a public plan op-
tion (65-67% depending on wording). 
However, less than half of the public 
(41%) say they are willing to pay more 
for health reform, with a similar number 
supporting changing the tax treatment 
of employer based health insurance 
(40%), one of the major revenue raisers 
being discussed. Overall opinion re-
mains highly moveable, with support for 
many elements of reform susceptible to 
arguments pro and con and often mov-
ing by as much as 40 percentage points 
when arguments are tested.

The study also shows that the under-
lying problems that have motivated the 
public to care about health reform, such 
as skipping or delaying care due to costs, 
remain high and largely unchanged from 
previous surveys, with a majority (55%) of 
Americans reporting that they or another 
member of their household have put off 
some needed medical care because of cost 
in the past 12 months, such as skipping a 
recommended test or treatment or not fill-
ing a prescription for medication. 

Some new findings emerged in the 
tracking poll as well.

Only about two in ten people report-
ed seeing an ad related to health reform 
and most who did thought the ad was pro-
reform. 

Perhaps reflecting the public’s general 
perceptions of these groups on health re-
form from past debates—and despite the 
fact that they have been very publicly at 
the table so far on health reform—sub-
stantial majorities said that big business 
groups (64%), health insurers (62%), drug 
companies (58%), and doctors groups 
(54%) are NOT supporting the president’s 
and Congress’ effort to reform health care 
this year. 

A narrow majority of the public (53%) 

supported limiting future increases in how 
much doctors and hospitals are paid under 
Medicare to help pay for health reform 
(37% opposed). A majority (56%) of those 
under 65 supported this while only four in 
ten (40%) of those age 65 or older did. Re-
ductions in future increases in Medicare 
payments are thought to be an important 
potential part of a health reform financing 
package. 

A large majority (70%) liked the idea 
of insurance exchanges—tested with dif-
ferent descriptions—as a way to help 
people purchase insurance on their own. 
Exchanges are a key part of the legislation 
being debated. 

Disagreement Remains 
on Willingness to Pay 
for Health Reform

With financing health reform loom-
ing as a key challenge, the survey focused 
several questions on this issue.

The public remains divided in their 
willingness to pay more to expand cover-
age to the uninsured, with a slight major-
ity (54%) saying they are not personally 
willing to pay more to expand coverage. 

Six in ten Americans (60%) continue 
to say that if policymakers made the right 
changes the health care system could be 
reformed without spending more money 
to do it. 

Slightly more than half (54%) of 
Americans oppose taxing the employer 
sponsored health benefits of those with 
the most generous plans (compared to 63% 
among those insured by an employer). 

Roughly two-thirds (67%) oppose 
across-the-board increases on income 
taxes. 

On a few financing options there is 
some agreement. A narrow majority sup-
ports taxing soda (53%) and unhealthy 
snack foods (55%). Clear majorities sup-
port increased taxes on the wealthy (68%), 
cigarettes (68%) and alcoholic beverages 
(67%) as a way to pay for health reform.

“With all the talk of inefficiencies in 
the system and achieving future savings, 
the public may confuse the potential 
for long-term savings with the need for 
short-term outlays and think that health 
care can be reformed for free. This could 
make policymakers’ jobs tougher when 
the price tag for the legislation comes 
out,” Altman said.

Forging Bipartisan Agreement
Another challenge will be forging bi-

partisan support. The poll found areas of 

Public Opinion on Health 
Reform Supportive, 
but Moveable

As we approach the dog 
days of summer, Con-
gress and the Obama 

Administration are deep in de-
veloping legislative solutions to 
address health reform.  Every-
one is hoping to have a solution 
to President Obama by October 
15th.  Unanswered questions 
around coverage, cost, and public/
private payor roles are dominating 
the discussion, with the August 
Recess looming just a few weeks 
away.  At the same time, agencies 
are still struggling to address the regulatory 
requirements from the American Recovery 
and Reinvestment Act (ARRA).   It is an 
incredible time to get involved in healthcare 
policy development in the U.S. 

Legislative Branch 
Members of Congress returned to 

Washington, DC, after a week back home 
in their districts and states.  All eyes are still 
on the status of health reform, as Congress 
attempts to develop legislation that meets 
President Obama’s requirements for mean-
ingful legislative change by the middle of 
October.  The most telling change that 
indicates Congress is serious about health 
reform is the announcement that members 
of Congress and Senators will expect to 
conduct five-day work weeks in Washing-
ton, rather than the customary four-day 
weeks that leave time for constituent ser-
vices activities back home.  The shift to the 
five-day work week will have a particular 
impact on the Senate, as it will provide an 
additional legislative day to conduct busi-
ness, while preparing for the confirmation 
hearing for Judge Sonia Sotomayor to be 
the next Supreme Court Justice.

In the House of Representatives, 
members of the Ways and Means and 
Energy and Commerce Committees have 
each begun hearings to look at the im-
portant issues surrounding health reform.  
These two traditional healthcare commit-
tees have teamed up with the House Edu-
cation and Labor Committee to develop a 
tri-committee legislative solution.  Hear-
ings and committee work have resulted in 
draft healthcare reform legislation (http://
waysandmeans.house.gov/media/pdf/111/
hrdraft1xml.pdf) that among many things 
would establish a public health insurance 
option and a health insurance exchange. 
The legislation includes a host of provisions 

that aim to leverage health 
information technology (IT) 
to improve the efficiency of 
healthcare, including requiring 
the Secretary of HHS to de-
velop a plan to integrate clini-
cal reporting on quality mea-
sures with reporting require-
ments relating to meaningful 
use of electronic health records 
(EHRs); and establish a pilot 
program for physicians that 
aims to test different payment 
incentive models that are de-

signed to reduce the growth of healthcare 
expenditures and improve health outcomes 
through investment in infrastructure and 
redesigned care process. 

In the Senate, the struggle continues 
over which form of health reform legisla-
tion will be the foundation of Senate activ-
ity.  Senate Finance Committee Chairman 
Max Baucus (D-MT) continues to express 
interest in a bipartisan approach.  The atmo-
sphere of bipartisanship is being questioned 
by Senate Republicans, including Baucus’s 
Republican counterpart, Charles Grassley 
(R-IA).  Senator Grassley is reported to be 
concerned with the lack of bipartisanship, 
and has warned that a rise in partisanship 
will stall the legislation indefinitely.  The 
recent accent of Al Franken to Minnesota 
Senator has placed the Democrats close 
to a filibuster-proof Democratic majority, 
which could impact the politics of health 
reform very quickly.

An ongoing challenge between spon-
sors of various health reform legislative 
proposals is the cost associated with the 
legislation.  The Congressional Budget 
Office’s (CBO) estimate of $1 trillion for 
a portion of the Senate HELP Commit-
tee’s legislation, Congressional leaders have 
been working hard to reduce costs associ-
ated with their proposals.  Given the fact 
that a good portion of the costs associated 
with the Senate HELP Committee and 
the House version are connected to the so-
called “public option,” an alternate proposal 
by Senator Kent Conrad (D-ND), Chair-
man of the Senate Budget Committee, is 
receiving attention from political insiders.  
The Conrad legislation would establish 
non-profit cooperatives (co-ops) that would 
operate at the state or regional level and 
provide a coverage option for individuals 
and micro businesses. Co-ops are viewed as 

View from  
Capitol Hill:

Health Reform Update: 
Glimpses of Congressional Activity  
and a Definition of Meaningful Use

Tom Leary  
HIMSS Senior Director  

of Federal Affairs

Continued on page 4 Continued on page 4
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a possible compromise among members of 
both parties in an effort to develop competi-
tion to private insurance plans and expand 
access to coverage.  All this proves health 
reform will be a long and complicated battle 
this summer.

Finally, readers in small provider 
practices will be interested to note that the 
Small Business Committee of the House 
of Representatives has begun looking at 
the impact of health IT initiatives on the 
small practice.  An example is the Small 
Business Physicians Access to Capital Act 
of 2009 that was introduced by Represen-
tative Kathy Dahlkemper (D-PA-3).  A 
career dietitian and small business owner, 
Representative Dahlkemper is seeking to 
bring Small Business Administration as-
sets to providers’ offices to enable health 
IT purchasing and adoption. 

Executive Branch – Paving the 
IT Highway for Health Reform 

The hot topic continues to be the fed-
eral government’s definition of Meaningful 
Use of electronic health records and health 
IT solutions, so hospitals and providers can 
prepare to apply for incentive payments in 
2011.  HHS gave a glimpse into the likely 
direction after the Office of the National 
Coordinator for Health IT published the 
HIT Policy Committee’s draft definition 
for public comment in the middle of June.  

With only 10 days to respond, the health-
care community submitted nearly 1,000 
comments to the Office of the National 
Coordinator, which will be synthesized by 
the Committee and presented to Dr. Da-
vid Blumenthal, National Coordinator for 
Health IT, before the end of July.  

One of the more controversial areas 
that is demonstrating the cross-section be-
tween health IT and health reform is the 
issue of comparative effectiveness research 
(CER).   ARRA provided for $1.1 billion 
to fund a three-part program on enhanc-
ing CER activities both inside and outside 
government -- $400 million for NIH, $300 
million for the Agency for Healthcare Re-
search and Quality (AHRQ ) efforts, and 
$400 million to Secretary Sebelius and 
HHS to determine the best long-term ap-
proach to CER funding. 

To that end, the Federal Coordinating 
Council for Comparative Effectiveness, 
the cross-agency collaborative established 
by President Obama to make recommen-
dations for the allocation of $400 mil-
lion of ARRA funding for CER, released 
their findings in a report  (http://www.
hhs.gov/recovery/programs/cer/execsum-
mary.html )to the President and Con-
gress in late June.. Federal CER http://
www.hhs.gov/recovery/programs/cer/ ) is 
designed to compare medical treatments 
and strategies to improve healthcare 

quality and cost. The report, which will 
help inform HHS’ operational plan for 
the combined $1.1 billion allocated for 
patient-centered research, had four key 

recommendations:
As part of the overall $1.1 billion ini-

tiative, ARRA required that HHS commis-
sion the Institute of Medicine to review the 
healthcare delivery landscape and provide 
guidance on the priorities for clinical effec-
tiveness research and guidelines.  IOM re-
leased its report, “100 Priorities for Compar-
ative Effectiveness,”  the first week of July. 

Finally, I am pleased to highlight an 
excellent ARRA factsheet from the Cen-
ters for Medicare and Medicaid Services 
(CMS) that provides a succinct overview 
of CMS responsibilities and timelines for 
completing ARRA requirements.  The 
Q&A section of the factsheet is particular-
ly helpful for providers and hospitals that 
are preparing for the release of the Notice 
of Proposed Rule Making (NPRM) on the 
Meaningful Use of EHR products.  CMS 
anticipates releasing the NPRM later this 
year with the intention of posting a final 
rule by the end of 2009.

Conclusion
There is a lot to track this year as health 

reform and ARRA initiatives take center 
stage.  By this time next month, we should 
have more refined health reform legislation 
and a draft definition of meaningful use of 
EHR products to review.  One thing is for 
certain, the dog days of summer are going 
to be action-packed this year. 

large partisan disagreement. For exam-
ple, three-quarters (74%) of Democrats 
and six in ten (59%) independents said 
given the country’s serious economic 
problems health reform is more impor-
tant than ever, while a majority (56%) 
of Republicans said we can’t afford 
health reform right now. A slim major-
ity of Democrats (53%) are willing to 
pay more for providing coverage, while 
smaller numbers of independents (38%) 
and Republicans (29%) say the same.

There are some key areas of agree-
ment across party identification lines. 
For example, a majority of Democrats 
(68%), Republicans (69%) and indepen-
dents (75%) agreed insurance exchanges 
that guaranteed that “participating 
plans would not deny coverage to those 
with pre-existing conditions or charge 
higher premiums to those who are in 
poorer health” would be helpful if one 
had to purchase health insurance on 
one’s own. Previous tracking polls also 
found strong bipartisan agreement on 
measures to reform the private health 
insurance marketplace, such as elimi-
nating medical underwriting. 

Health Reform Update:
Continued from page 3

Public Opinion  
on Health Reform  
Firm but Moveable
Continued from page 3
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Joint Commission Offers Seasonal  
Flu Immunization Strategies

Seasonal influenza in health care workers is a personal health threat, but also poses 
a significant risk to the patients in their care.  In an effort to help health care organiza-
tions improve the rate of health care worker influenza vaccinations, The Joint Com-
mission is releasing a monograph “Providing a Safer Environment for Health Care 
Personnel and Patients Through Influenza Vaccination: Strategies from Research and 
Practice.”

The monograph includes information about seasonal influenza and the influenza 
vaccine, barriers to successful programs and strategies for overcoming them, and exam-
ples of successful initiatives organizations have used to improve their influenza vaccina-
tion rates.  The Joint Commission received more than 229 submissions from health care 
organizations and a subset of submissions was selected for a panel review.  Ultimately, 
28 submissions were selected for inclusion in the monograph.

The monograph incorporates evidence-based guidelines and published literature 
to highlight practical strategies and the tools submitted by health care organizations.  
Electronic copies of the monograph are available on The Joint Commission’s Web site 
at www.jointcommission.org, and can be downloaded free of charge.

Central Baptist Hospital Breaks Ground
 to Expand Brannon Crossing Services

Central Baptist Hospital broke ground on its second facility in Brannon Crossing. 
The expansion of services will include the addition of an urgent care center, magnetic 
resonance imaging (MRI) services, expanded mammography services and more.

The new building will house Baptist Urgent Care, a convenient facility where no ap-
pointments will be required for treatment of minor illnesses and injuries. Open throughout 
the day, at night and on weekends, Baptist Urgent Care will be staffed by board-certified 
physicians and support staff of Baptist Physicians Lexington, a multi-specialty physician 
group affiliated with Baptist Healthcare Systems, Inc. and Central Baptist Hospital. X-
ray services adjacent to Baptist Urgent Care will be provided and staffed by the hospital.

Screening mammography services now offered in the current Central Baptist 
Medical Plaza building will be moved to the new Building 2 and will be expanded to 
a full range of all-digital screening and diagnostic mammography services, including 
ultrasound-guided, stereotactic and MRI-guided breast biopsies along with bone den-
sitometry, ductography/galactography and wire localization procedures.

The new building also will include multi-specialty clinic space for lease to physi-
cians who wish to expand their practice to Jessamine County, as well as 8,500 square 
feet set aside for future development of permanent physician office space.

Health Council Presents Patient Safety Award 
Stephen Muething, MD, assistant vice president for Patient Safety and patient 

safety officer at Cincinnati Children’s Hospital Medical Center (CCHMC), is the 2009 
recipient of the Greater Cincinnati Health Council’s Richard M. Smith, MD Leader-
ship in Patient Safety Award. Muething accepted the award at the Health Council’s 
annual meeting on June 11 at the Cintas Center.

The Health Council found thatDr. Muething’s devotion to patient safety issues has 
been evidenced by a myriad of activities, including leading successful internal initiatives 
to increase transparency and to involve families in patient safety. Also, Dr. Muething 
developed a new family rounding process that enhances daily communications among 
a patient’s team of providers.

Kentucky’s First Split Liver Transplant 
Performed at Jewish Hospital

For the first time in Kentucky, a split liver transplant was performed 
by University of Louisville surgeons at Louisville’s Jewish Hospital.    

A team of surgeons at Jewish Hospital worked with Vanderbilt Uni-
versity Hospital in Nashville, Tennessee to split the liver of a donor, half 
going to an adult male at Jewish Hospital and the other half to a child at 
Vanderbilt. The eight-hour procedure was performed on Saturday, Feb-
ruary 14, 2009, by University of Louisville Professor of Surgery Joseph 
Buell, M.D., with assistance from UofL Assistant Professor Kadiyala 
Ravindra, M.D.  Beau Kelly, M.D., performed the liver transplant on 
the child at Vanderbilt University.

Lexington Clinic Physician 
Honored by Peers

Ahmad Al-Mubaslat, M.D., Lexington Clinic endocrinologist, has 
been inducted by the American College of Endocrinology (ACE), as a 
Fellow during its 16th annual convocation ceremony at the 2009 annual 
meeting and clinical congress in Houston, Texas. 

Designation as a Fellow of the American College of Endocrinol-
ogy (the educational and scientific arm of the American Association 
of Clinical Endocrinologists) means an endocrinologist has achieved 
a level of training and experience consistent with the high standards 
established and adopted by the clinical endocrinology specialty. Quali-
fying physicians must be a member in good standing of the American 
Association of Clinical Endocrinologists and meet the qualifications of 
one of five routes to Fellow of the American College of Endocrinology 
distinction. 

New State-Level Data Show Disparities 
Vary Widely Across States

A decade after U.S. Surgeon General David Satcher called for the 
elimination of racial disparities in health, women of color in every state 
continue to fare worse than white women on a variety of measures of 
health, health care access and other social determinants of health ac-
cording to a new study by the Kaiser Family Foundation. 

The report, “Putting Women’s Health Care Disparities on the 
Map: Examining Racial and Ethnic Disparities at the State Level,” 
documents the persistence of disparities on 25 indicators between white 
women and women of color, including rates of diseases such as diabe-
tes, heart disease, AIDS and cancer, as well as insurance coverage and 
health screenings. It also documents disparities in the factors that influ-
ence health and access to care, such as income and education. Women 
of color fared worse than white women on most measures and in some 
cases the disparities were stark. 

In some states with relatively small disparities, such as Maine, white 
women and minority women were doing similarly well. In other states, 
such as Kentucky and West Virginia, they were doing similarly poorly.
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Federal Fiscal Year 2010 
Inpatient Prospective Payment 
System Proposed Rule

 
By Elizabeth A. Elias

On May 1, 2009, CMS pub-
lished the Federal Fiscal Year 
2010 Inpatient Prospective 

Payment System Proposed Rule (“Pro-
posed Rule”).   Significant for hospitals 
are the projected 0.4% payment reduc-
tion for urban hospitals and a 1.3% pay-
ment reduction for rural hospitals.   At 
the heart of these payment reductions is 
a documentation and coding adjustment 
(“DCA”) that essentially eliminates the 
projected market basket update for hos-
pitals’ base rate.  The DCA is due to 
CMS’s belief that hospitals’ better cod-
ing results from the MS-DRG have led 
to a steady case mix growth.  While the 
proposed DCA is 1.9% for FFY 2010, 
CMS estimates that the actual adjust-
ment should be 8.5% and leaves open 
the possibility to capture the remaining 
6.6% in future years.  Medicare De-
pendent Hospitals (“MDHs”) and Sole 
Community Hospitals (“SCHs”) have a 
proposed 2.5% DCA reduction in their 
hospital specific rate payments for FFY 
2010.

CMS has proposed that effective 
October 1, 2009, the disproportionate 
share hospital (DSH) percentage will 
include maternity patients who are ad-
mitted as inpatients, regardless if they 
occupy an inpatient bed.  Additionally, 
CMS proposed that observation days 
and beds will be excluded from any 
DSH calculation.

Comments on the FFY 2010 Pro-
posed Rule may be submitted to CMS 
until June 30, 2009.  The Final Rule is 
supposed to be published no later than 
August 1, 2009.

Protesting Medicare Appeal 
Items in Cost Report Filing

For any Medicare cost report 
period ending on or after December 
31, 2008, Providers should follow 
the procedures for filing items under 
protest where the provider wishes to 
seek reimbursement for costs that the 
hospital believes may not be allowable 
or may not comply with CMS policy.  
This would include policy-based ap-
peals issues such as the May 2, 2008 
JSM pertaining to bad debt with an 
outside collection agency, rural floor 
budget neutrality, and including dual 

eligible days or Labor & Delivery 
days as a Medicaid eligible day for 
DSH purposes.

Mandatory Reporting of 
Medicare Advantage Patients

Effective July 6, 2009, non-teach-
ing inpatient hospitals that receive 
DSH reimbursement and inpatient 
rehabilitation facilities that receive 
LIP reimbursement must submit “no-
pay” bills (Type of Bill 11X) to their 
Medicare Administrative Contrac-
tor (MAC) in order to document the 
number of Medicare Advantage pa-
tients discharged between October 1, 
2005 and September 30, 2006 (FFY 
2006).  Hospitals have until November 
30, 2009 to submit this information to 
their MAC.  CMS is using this infor-
mation to ensure the accuracy of the 
Medicare fractions of these hospitals’ 
DSH and LIP calculations. 

New Medicare Group 
Appeal Issues

Cases are being filed before the 
Provider Reimbursement Review 
Board, asserting that all Labor and 
Delivery says should be counted as 
Medicaid eligible days in hospitals’ 
DSH calculations.  Intermediaries 
have been disallowing Labor and De-
livery days for hospitals if the mother 
was not admitted in an inpatient room 
prior to the census taking hour, rea-
soning that the time in a Labor and 
Delivery room is an ancillary service 
and does not count qualify as rou-
tine inpatient time.  As noted above, 
CMS is proposing to count these days 
in the DSH calculation after October 
1, 2009, but hospitals should consider 
appealing prior cost reporting periods 
for which CMS has not proposed any 
relief.

A potential appeal issue has re-
cently been identified pertaining to 
the disallowance from the DSH cal-
culation of inpatient days attributable 
to patients qualifying for Medicaid via 
the spend-down method.  If hospitals 
are experiencing the disallowance of 
all Medicaid spend-down patient days 
from the count of their Medicaid eligi-
ble days for DSH calculation purposes, 
especially for the days after the patient 
met his/her monthly spend-down, 
hospitals should consider appealing 
this determination. 

A promising treatment of autism 
has earned National Institutes of Health 
funding for University of Louisville re-
searchers. This award will fund a clinical 
trial that combines magnetic stimulation 
with behavior therapy in people with au-
tism.  Researchers believe this approach 
will ease major symptoms of autism, 
which in turn will help participants focus 
on therapy to improve social interactions.

The $900,000 NIH award will fund 
a four-year clinical trial. 

Manuel Casanova, a neuroscien-
tist, and a team of researchers previously 
mapped the way tiny strands of brain 
tissue called cortical cell minicolumns 

develop and connect. Their research sug-
gests that minicolumn defects interfere 
with information processing because a 
lack of “sound-proofing” between mini-
columns leads to sensory overload, which 
magnifies underlying social and commu-
nication deficits.

In this trial, patients will receive a 
higher frequency of magnetic stimulation 
and more than twice the number of ses-
sions administered in the pilot study. This 
treatment will be paired for the first time 
with applied behavior analysis (ABA) to 
help participants learn and practice so-
cially appropriate methods of relating to 
other people.

Xanodyne Wins FDA 
Approval for Zipsor 
Capsules Business 
Courier of Cincinnati

The Food and Drug Administration 
has given Xanodyne Pharmaceuticals the 
go-ahead to market its Zipsor prescrip-
tion pain reliever in a liquid-filled cap-
sule, the company said Wednesday.

Zipsor, a non-steroidal anti-inflam-
matory drug, was shown to be effective 
at a low dose (25 mg), in trials involv-
ing post-surgical pain treatment after 
bunionectomies. the company plans to 
launch the capsule version of the drug in 
the coming months.

Xanodyne, headquartered in New-
port, is a specialty pharmaceutical com-
pany focusing on women’s health and 
pain management. 

NIH to Fund UofL Clinical Trial 
of Autism Treatment

Anthem, University 
of Kentucky Renew  
Provider Agreement

Anthem Blue Cross and Blue Shield 
in Kentucky has reached a new agreement 
with University of Kentucky HealthCare.

The three-year contract allows facili-
ties, physicians and other medical profes-
sionals affiliated with UK HealthCare to 
remain in Anthem’s network, according to 
a news release from Anthem.

Members enrolled in Anthem’s Blue 
Traditional, Blue Access, Blue Preferred, 
Federal Employee HMO program and 
Medicare Select networks will have con-
tinued coverage at UK HealthCare, the 
release said.

The UK HealthCare system has 1,000 
full-time and part-time faculty, and more 
than 600 attending physicians.

Kentucky Attorney General Jack 
Conway has reached a $2 million settle-
ment with Baxter International Inc., one 
of the world’s largest manufacturers of in-
travenous solutions and products used in 
delivery of fluids and drugs to patients.

Conway said in a news release that 
Deerfield, Ill.-based Baxter published in-
flated average prices for its IV solutions, at 
times exceeding 1,300 percent more than 
the real price, which caused Kentucky 
Medicaid to pay substantially more than 
it should have.

The Kentucky Medicaid program re-

lies on published average wholesale prices 
to calculate the reimbursement rate when 
it reimburses suppliers.

“Taxpayers are footing the bill for these 
inflated drug prices, and my office is seeking 
to recover the money the Medicaid program 
lost as a result of this deception and over-
payment,” Conway said in the release.

This is the latest in a series of settle-
ments in lawsuits filed by Conway against 
47 pharmaceutical makers, including a 
$2.4 million settlement with Amgen and 
a $10 million settlement with Bristol-
Meyers Squibb.

Conway Announces $2 million 
Settlement with Baxter Healthcare
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By Ben Keeton

Owensboro Medical Health System and 
Neonatal Associates with the Uni-
versity of Louisville Physicians group 

have formed a partnership to expand the neona-
tal intensive care unit (NICU) at OMHS.  The 
expanded medical services for newborns will 
add a board certified neonatologist and neonatal 
nurse practitioners to practice fulltime in Ow-
ensboro. Services will begin in early 2010. 

The NICU at OMHS will be equipped to 
care for babies with short-term illnesses and 
other medical conditions, such as those who 
require respiratory support for underdeveloped 
lungs. Many babies with low birth weight or 
born prematurely will also be able to receive 
neonatal care at OMHS. 

Each year, OMHS transfers about 50 
pregnant women to other hospitals due to an-
ticipated need for neonatal services once their 
babies are born.  Another 50 or so babies are 
transferred after they are born to hospitals that 
provide neonatal intensive care.

“Opening our neonatal unit will provide 
more options in patient care for newborns and 
enable their families to stay near home and have 
the support of their friends and loved ones,” said 
Ashley Denton, a registered nurse and manager 

of nursery services for OMHS. “Expanding our 
services to offer neonatal care for newborns is a 
change to help us improve healthcare quality.”

The partnership will include access to all 
neonatal specialists in the Louisville-based 
group. In addition, OMHS also offers patient 
care through the UofL Health Care remote 
presence robot network.  Consultations with 
physician specialists—including pediatric sub-
specialists at UofL Health Care—can be set up 
in minutes through a secure Internet connec-
tion.

“We’re excited about this relationship with 
Owensboro Medical Health System,” said 
UofL professor Dan Stewart, president of Neo-
natal Associates. “We want to keep babies close 
to their homes, families and primary care physi-
cians when possible.  If they need more special-
ized care, we will utilize the advanced technol-
ogies available at OMHS and if necessary, the 
babies will be transported to Kosair Children’s 
Hospital or the hospital of the parent’s choice 
until they are stabilized and ready to return to 
the Owensboro area.” 

“By providing higher levels of care for new-
borns, we expect our number of patient transfers 
for babies to drop,” said Manilal Shah, MD, a 
pediatrician and chief of pediatrics at OMHS. 
“We’re excited about the additional care we will 
soon be able to offer infants and newborns.” 

Working to Prevent Cancer 
in Eastern Kentucky

 
By Lee Todd

Reaching out and trying to solve Kentucky’s most pressing prob-
lems is a cornerstone of UK’s Top 20 mission. And I am constantly 
amazed at how UK’s faculty and researchers have embraced that 

challenge. 
Take, for instance, UK’s Rural Cancer Prevention Center (RCPC), 

which recently received a multi-million dollar grant from the Centers for 
Disease Control and Prevention. The Center, which is based out of the 
UK Center for Excellence in Rural Health in Hazard, is the brainchild of 
Dr. Richard A. Crosby in the College of Public Health and Dr. Baretta R. 
Casey, Director of the UK Center for Excellence in Rural Health-Hazard. 
The five-year grant will allow UK to conduct community-based participa-
tory research in Appalachia with a focus on cancer prevention and control. 

One primary emphasis of the project will be the acceptance of the 
vaccine against cervical cancer. The project will also be looking for ways 
to prevent other types of cancer that are quite common in Eastern Ken-
tucky. 

Through this grant, the Rural Cancer Prevention Center will allow 
UK to work directly with Kentuckians in the 23 Eastern Kentucky coun-
ties that are serviced by the UK Center for Excellence in Rural Health-
Hazard. The majority of the research for this project will be done on a 
localized level by Casey and the broad network that she and the employees 
of the Center for Excellence in Rural Health-Hazard have established in 
Eastern Kentucky. 

Casey, a native of Pike County, has been a practicing physician in the 
area where she was raised and knows first-hand the need for this type of 
ongoing research.

“Part of the reason I became a doctor was the overwhelming need for 
health care where I grew up,” said Casey. “My grandmother was a midwife 
and I went with her a lot because there were very few doctors. I saw a lot of 
people die very early from things that could have been cured if they’d had 
the access that we hope to be able to provide.”

That dedication – and this project – is a perfect example of what a Top 
20 public research university can do to better lives and improve communi-
ties across the Commonwealth. 

Medical News Community Partners

Plant-based Pharmaceutical Symposium
July 15 – 16

9:00am – 5:00 pm
Sullivan University College of Pharmacy
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September 8
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Healthcare 101 – Introduction to  
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Light The Night Kickoff Luncheon  
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Doctor’s Ball
October 17
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Louisville Downtown Marriott
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Intensive Care Unit
Neonatologist, neonatal nurse practitioners  
to practice in Owensboro
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Electronic Health Record Incentive 
Payments for Physician Practices

Is Advertising Right  
for Your Practice?

 
Mark Blessing, CPA, FHFMA 
and Ryan Lepley BKD, LLP

In February of 2009, President Obama 
signed the American Recovery and 
Reinvestment Act of 2009 (ARRA).  

As part of this bill, certain provisions set 
aside over $20 billion in incentives to en-
courage health care providers to adopt 
Electronic Health Record (EHR) tech-
nology in their practices. 

The bill provides incentive payments 
through the Medicare program equal to 
75% of Medicare allowable charges with a 
maximum of $44,000 per physician pay-
able over five years (starting in 2011) if a 
certified EHR system is implemented in 
2012 or earlier.  The incentive payments 
decrease if implemented after 2012.   

In order to qualify for these incen-
tives, a practice must be able to dem-
onstrate being a “meaningful user” of a 
certified EHR system.  The Certification 
Committee for Healthcare Information 
Technology (CCHIT) is responsible for 
certifying the systems eligible for the in-
centive payments.  The definition of what 
constitutes a “meaningful user” is still to 
be further defined by the Department of 
Health and Human Services (HHS).  It 
is likely that three criteria will be included 
in the definition:  

the ability to integrate e-prescribing  ➤

capability that meets current HHS 

standards 
the ability to achieve certain levels of  ➤

connectivity with other providers
the capability to report clinical infor- ➤

mation electronically
A separate Medicaid provision allows 

for a greater incentive payment schedule 
of up to $63,750 per physician over a six 
year period for practices that exceed cer-
tain payer mix guidelines, consisting of 
greater than 30% Medicaid utilization 
or greater than 20% of cases attributable 
to pediatrics.  A practice is only eligible 
to qualify for either the Medicaid or the 
Medicare incentive payments.  

Eventually, failing to transition to 
EHR technology could potentially lower 
your reimbursement.  As currently writ-
ten, physicians who are late adopters will 
experience a decrease in their Medicare 
fee schedule.  This penalty starts in 2015 
with a 1% reduction and increasing up to a 
5% reduction by the year 2018 and beyond 
depending on how overwhelmingly the 
market adapts to EHR technology.

Better definition of and adjustments 
to these incentive payments are likely in 
the future given the rapid pace of change 
in EHR technology and its increase in 
use by physician providers.  The above 
legislation appears to be another indica-
tion that adoption and enhanced utiliza-
tion of EHR technology will continue 
to be an important area of concentration 
for physician providers in the next sev-
eral years. 

 
By Tom Kokai 

Chief Operating Officer 
New West Public Relations,  

Advertising & Marketing

Law firms do it.  CPA firms do, too.  
But is applying marketing and 
advertising techniques appropri-

ate for professional services like medical 
practices?  Traditionally the answer was 
a resounding “NO!”  But that attitude is 
changing.

More and more medical practices are 
being forced to face the very same realities 
other businesses of comparable size face.  
That includes dealing with issues like  en-
suring sufficient revenue to keep ahead 
of costs, generating enough new activity 
keep the practice viable and strong, and 
recognizing that your reputation affects 
everything from attracting new patients to 
recruiting high quality staff.

Additionally, practices are facing pres-
sure to not merely grow the volume of pa-
tients, but build a mix of the right kind of 
patients.  That means attracting individu-
als who can provide adequate reimburse-
ment, and that often means convincing 
those who have the ability to choose their 
health care providers to select you over an 
ever-expanding range of options.     

Advertising shouldn’t be viewed as 
Continued on page 10

Advertising shouldn’t be 
viewed as only a slick television 
commercial.  It can be as simple 
as informing each patient that 
you welcome referrals.  Or using 
a Web site or e-newsletter to 
inform your patients of new 
developments, new services, or 
remind them of the importance 
of periodic check ups.

OMHS to Open Neonatal  
Intensive Care Unit
Neonatologist, neonatal nurse practitioners  
to practice in Owensboro
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By Dr. Preston Nunnelley 

President, Kentucky Medical Association

As chairman of the Kentucky Medical Association (KMA) 
legislative committee, I have heard many doctors say, “Leg-
islators don’t care what I think.”  At the same time, I am 

told by lawmakers how successful KMA’s grassroots advocacy ef-
forts are and how many physicians they hear from in their district.

So, which is true?  Do your legislators want to hear from your 
or not?

The truth is some don’t but most do.  Legislators want 
to provide service to their constituents and the Common-
wealth.  They also want to get re-elected, and, as a con-
stituent, they rely on you for re-election.  Combine your 
vote on election day with the respect physicians garner 
within their communities by the fact that hundreds of pa-
tients come through your doors everyday and one can see 
why your opinions are important to lawmakers.  Add that 
physicians are more knowledgeable about healthcare issues 
than most non-physician legislators and you have a recipe 
for effective grassroots lobbying.

Consider in the decades what has been accomplished 
through grassroots lobbying by KMA physicians.  In 
1996, political and legislative efforts repealed the onerous 
provider tax on doctors.  The inappropriate managed care 
practices of the late 1990s were abolished, when patients 
and physicians voiced their discontent.  Most projected 
Medicare cuts from the flawed physician payment formula 
were avoided.  Scope of practice expansions were halted, 

public health initiatives passed, and increases in the tobacco tax 
were achieved, all thanks to the phone calls, e-mails, and personal 
visits with legislators.  Now, more than ever, the people’s branch of 
government is interfacing with those it represents, thanks to tech-
nology and improved grassroots tactics employed by groups like the 
Kentucky Medical Association.

Keep in mind, however, that every interest has an oversight 
group conducting grassroots advocacy.  To break through to legisla-
tors on an issue, volume of communications, along with key con-
tacts (communication from individuals legislators know personally, 
and accuracy of accuracy of information are necessary.  

The KMA prides itself, in the fact that, its physician members 
successfully engage at each of those levels.  An area where improve-
ment can be made is in the number of calls and e-mails sent to 
legislators.  

For example, an issue physicians vehemently opposed was in-
troduced in the 2009 Kentucky General Assembly.  The KMA sent 
out an alert urging all members to contact their legislators.  Legis-
lators received more than 2,000 messages in a very short period and 
the bill was defeated.  Think, however, if legislators would have re-
ceived a message from every practicing physician in the state?  Most 
likely, the legislation would never be heard from again.

As Congress debates healthcare reform, it’s that type of grass-
roots advocacy that is needed.  At the time of this writing, it’s un-
clear which direction reform will take.  When a course is charted, 
however, it’s those who are engaged and communicated with Con-
gress that will win the day.  

Now, more than ever, physicians must engage.  To receive 
timely updates via alerts from KMA about healthcare reform, e-
mail us at legislativebulletin@kyma.org.  KMA makes it easy and 
painless for you to be an effective grassroots advocate.  

Grassroots Advocacy  
and Healthcare Reform

Understanding every nuance,

not just every number.

BLUEANDCO.COM  800-446-5261

Understanding every nuance,

not just every number.

BLUEANDCO.COM  800-446-5261

 Legislators want to 
provide service to 

their constituents and 
the Commonwealth.  

They also want to 
get re-elected, and, 

as a constituent, 
they rely on you 
for re-election.

only a slick television commercial.  It 
can be as simple as informing each pa-
tient that you welcome referrals.  Or us-
ing a Web site or enewsletter to inform 
your patients of new developments, new 
services, or remind them of the impor-
tance of periodic check ups. The question 
shouldn’t be “do we use marketing or ad-
vertising?”  The question should be “how 
do we use communication to strengthen 
our business?” 

That question can only be answered 
by identifying your business goals.  Just 
like any other business, the first step to 
achieving success is defining what success 
means, to the practice as a whole and to 
each individual participant.  Are you seek-
ing growth or wanting to maintain your 
current volume?  What is an acceptable 
financial return?  What will be needed for 
retirements, partner buyouts and owner-
ship succession?  The goals can be varied.  
The important thing is to state them, dis-
cuss them and agree to them.  Just like a 
missile with no guidance system, commu-
nication with no goal has little chance of 
reaching a target.  

Once you’ve identified your goals, ad-
vertising, marketing or any other commu-

nication tactic can be directed to achieve 
those goals.  If, for example, the goal is to 
increase new patients, various tactics from 
direct mail to localized newspaper or Web 
advertising can be used to create aware-
ness that your practice is accepting new 
patients.  

If on the other hand, your goal is to 
change the nature of your current patient 
base or develop a new specialty area, mes-
saging would be totally different, even if 
the tactics of direct mail, newspaper or 
Web advertising remained the same.

Measuring effectiveness becomes 
a matter of measuring your progress to-
wards your goals and determining if the 
payback was appropriate for the cost.  It’s 
that simple.

Communication, be it advertis-
ing, direct marketing, public relations, 
sponsorships or any other form, builds 
credibility.  It says to the world “we are 
proud of what we do and are confident we 
can be of service to you.”  Whether your 
practice is large or small, urban or rural, 
that’s a message which resonates univer-
sally, with current patients, prospective 
patients, staff members and throughout 
the community. 

Is Advertising Right for Your Practice?
Continued from page 9



Medical News • July 2009 • page 11

Healthcare Focus: Consultants

Firms Work to Alleviate 
Staffing Shortages

Focused on 
Your Success.SM

An affiliate of Chilton & Medley PLC

Call ChiMed today

502.587.1719.

Raising  
the Standard of 

Business Care for  
Healthcare Businesses

At ChiMed Healthcare Business 
Consulting

We offer:

 
By Tara Bevins 

Halo Staffing

Shortages in nursing, respiratory therapy, and physi-
cal/occupational therapy are continually on the rise. 
How do facilities cope with these deficits?  Many 

are turning to staffing firms to fill their vacancies. A staff-
ing company is able to provide a qualified medical profes-
sional for either per diem or contracted work. The facility 
benefits by gaining an individual who is pre-screened by 
the agency, is highly skilled and very adaptable to new en-
vironments.  The medical professional typically requires 
little orientation and is prepared to provide proficient care 
to patients of varied populations.

Here are a few tips to choose a staffing company. A 
firm with a comprehensive database of medical profession-
als is vital.  This ensures coverage of all potential vacancies 
in a facility.  Utilizing one company that can fill all of the 
needs is more cost effective than having to utilize multiple 
agencies.  A staffing company with a comprehensive da-
tabase from which to pull makes a statement about that 
company.  It indicates the company has a solid reputation 
for service, screening and rapid filling of needs.  A compa-
ny possessing caregivers with specialty area qualifications 
such as critical care, emergency room, operating room, and 
therapy proves to be invaluable for staffing of facilities.

A knowledgeable recruiter/business agent is vital in 
placement of the medical professional.  The recruiter/
business agent has a dual role.  He is the point of con-
tact for both the facility and the medical professional.  He 
recognizes that each facility and healthcare professional 
is unique.  He manages every aspect of the staffing pro-
cess ensuring each placement is a perfect fit.  Facilities and 
caregivers develop a relationship with this person, which 
continues throughout the entire staffing process.  A re-
cruiter/business agent is highly skilled in negotiation, 
pre-employment screening and appropriate placement of 
qualified medical professionals.

 A reputable staffing company possesses The Joint 
Commission Gold Seal of Approval. This ensures the 
company has and continues to meet all Joint Commission 
guidelines and standards.  This standard also demonstrates 
a commitment to providing and continuously improving 
quality services.  The Joint Commission offers an indepen-
dent, comprehensive evaluation of staffing agencies’ abili-
ties to provide competent staffing services.

Clinical Liaisons provide insight, clarification and clini-
cal support.  Liaisons promote a positive image of the staffing 
company through education, communication and resource 
information to the medical professional and facility.  The 
Clinical Liaison works closely with all members of the staff-
ing company, reviews resumes, obtains performance evalua-
tions on caregivers, and is the point of contact for both the 
facility and caregiver for clinical support and resolution.

With the medical professional shortage on the steady 
increase, utilizing a staffing company makes sense.  Take 
the time to choose the most qualified company with a 
commitment to customer service and diligence in meeting 
the dynamics of the medical industry. 

With the medical 
professional shortage 

on the steady 
increase, utilizing 

a staffing company 
makes sense. 

A surgeon at the St. Francis Heart 
Center is using a revolutionary 
technology that allows patients to 

rebuild their own cardiovascular tissue.
Marc Gerdisch, M.D., is using 

the CorMatrix Extracellular Matrix 
(ECM)™ to modify and repair cardiac 
structures, allowing heart tissue to re-
grow inside the beating hearts of heart 
surgery patients. The CorMatrix ECM 
is a unique biomaterial that harnesses the 
body’s innate ability to repair damaged 
heart tissue. Over time, it is replaced by 
the patients’ own tissue. 

In August 2007, Gerdisch, who spe-
cializes in complex heart valve surgery, 
became the first in the world to apply this 
technology inside the heart, repairing a 
congenital defect. 

The first mitral valve reconstruction 
using CorMatrix occurred at St Francis 
Heart Center as well, in October of 2008. 
Large defects had been created in a pa-
tient’s valve by infection. The valve was 

restored to normal function using Cor-
Matrix patches, avoiding a valve replace-
ment. 

The CorMatrix ECM is derived from 
porcine small intestines and is processed 
in a way that removes all cells, leaving the 
complex structural matrix intact.  Once 
surgically implanted, it serves as a scaffold, 
allowing the patient’s cells to infiltrate and 
ultimately replace the ECM scaffold. 

While the patient continues to heal, 
the matrix gradually is replaced as the 
body reinforces and remodels the tissue. 
In the past, tissue replacement has been 
limited by options for implantation.

Animal tissue implants are subject 
to calcium deposition and hardening, due 
to the body’s ability to recognize them 
as foreign. Synthetic material lacks the 
performance characteristics of tissue and 
causes an inflammatory response. ECM, 
however, leads to growth of functional 
tissue where scarring would normally be 
expected. 

St. Francis Surgeon Uses Tissue Regeneration 
Technology to Rebuild Patients’ Heart Structures
First in world to repair congenital defect,  
enlarge blood flow path from heart
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Transition to HIPAA 5010:
Implications and Challenges

 
By Prithwiraj Dasgupta (PD)  

Vice President-Practice Management, eMids Technologies Inc.

Realizing the Benefits 
of Working with a 
Commercial Realtor©

Managing a practice 
while attempting to 
select a new location 

and negotiate a lease are com-
plex and time-consuming tasks 
full of potential pitfalls. In-
stead of going it alone, consid-
er the benefits an experienced 
commercial Realtor©, serving 
as your tenant representative, 
will provide: 

Needs Analysis
A thorough needs analysis, 

examining everything from the 
broadest of your space needs to 
the intricate ‘keys’ of what a new space must 
hold, will keep you from looking at and ne-
gotiating for properties that aren’t fits.  In 
addition to time saved, a good tenant rep-
resentative will save you money by making 
sure you achieve as much efficiency as pos-
sible with a new space. You will not lease 
more space than you need. 

Market Knowledge
Calling off of signs, or scanning real 

estate listings is not the way to find your 
ideal location. A qualified agent knows 
the market and will identify properties 
that meet your needs. Not only should 
your representative do the necessary 
homework for you on the buildings, 
but on the landlords as well. In today’s 
economy, it is extremely important to in-
vestigate the credit-worthiness and man-
agement style of a landlord. Recently we 
learned of a tenant that had negotiated 
and signed a lease which included a gen-
erous tenant improvement package. The 
landlord went bankrupt, leaving the ten-
ant to pay thousands of dollars for its im-
provements and re-draft of the lease, all 
to avoid the bankruptcy mess. 

Experience
Your representative will be 

able to create a bidding war among 
landlords for your tenancy. Expe-
rienced agents have worked with 
these landlords in the past and 
know their ‘hot’ buttons. Conse-
quently, your negotiating position 
will be optimized, resulting in 
more incentives and concessions, 
such as free rent or increased ten-
ant improvement dollars. This 
is particularly important in the 
medical field, as improvements 
are far more costly than for basic 
office space. We have been highly 

successful in creating this ‘competition’ for 
our clients. One larger transaction yielded 
our client approximately 15% - 20% more 
per square foot in tenant improvement dol-
lars than originally proposed, a moving al-
lowance, and a cash incentive payment to 
locate within a building. 

Protection
Your representative should protect you 

during lease negotiations, ensuring you 
have ‘options’ in your lease, in the event 
things change over time. For example, the 
ability to sublease if you downsize, rights 
of first refusal on contiguous space if there 
is the possibility you will grow, or limits 
on operating expense increases commonly 
passed through to tenants. 

Logistics
Identifying your ideal space and ne-

gotiating the business terms of a lease are 
just two of the many logistical concerns 
involved in the transaction. A good rep-
resentative will assist you in coordinating 
with space planners, attorneys, architects, 
contractors, etc. as you proceed down the 
path of occupying new space.

No Cost – The tenant representative’s 
fiduciary responsibility rests with you the 
tenant, but the landlord pays the commis-
sions. Landlords build these fees into their 
pro-formas and they are paid, in one way 
or another, whether tenants use a repre-
sentative or not. Using a representative 
should not increase the cost of your lease. 

A good commercial Realtor© lowers 
the overall cost of your real estate trans-
action and allows you to focus on your 
core competencies, while keeping you in-
volved in the  process at critical decision 
points. 

The current HIPAA mandated electronic health care ad-
ministrative transactions standard is X12 version 4010A1. 
Jan 1st, 2012 is the compliance date set by CMS for the 

new transaction standard, X12 version 5010.The new standard in-
corporates multiple changes spread across front matter, technical 
improvements, structural and data content changes. These have 
significant impacts for the medical community: some examples are 
addition of POA (Present on Admission) indicator, better NPI in-
structions and structure & support for ICD 10 codes. The transac-
tions impacted include 834, 820, 270/271 (Eligibility Inquiry and 
Response), 278 (Request Authorization), 837 (Health Care Claim), 
276/277 and 835 (Claim Payment). These transactions have signifi-
cant industry adoption and would require systemic changes within 
most entities in the health care eco system including providers, 
health plans, clearing houses, third party administrators and soft-
ware vendors. 

It is imperative that organizations start planning 
early. The planning exercise would revolve around 
identifying current gaps, impacts and roadmap for 
upgrade or replacement of systems and applications; 
evaluate vendor plans for upgrade and prepare for in-
ternal testing; evaluate health plans and clearing house 
data requirements and contract implications; evaluate 
relevant changes to organizational processes and work-
flows; and very importantly plan training requirements 
for relevant personnel.

 Hospitals, physician practices and all other inpa-
tient and outpatient facilities would have to upgrade 

their EDI (Electronic Data Interchange) systems as well as practice 
management/hospital management applications and billing pack-
ages. Payers and clearing houses would also be significantly im-
pacted in terms of changes to claims management as well as data 
transformation systems. Moreover, changes made by one entity 
would necessitate changes for the other entities. It is likely that for 
a certain time window, most organizations would need to be able to 
handle both 4010 and 5010 transactions simultaneously!    

 At the initial level there are around eight hundred fifty changes 
in the new 5010 standards. However, these are reasonably complex 
changes to interpret and implement. Also, most of these changes 
would result in other “ripple effect” changes in application codes 
and databases.

This is largely an “unfunded” federal mandate. Organizations 
would need to make significant investments in time and resources 
to identify systemic changes to generate, process, and receive new 
data, implement new versions of business rules and validations, 
and post changes being identified and implemented, to compre-
hensively test all systems and applications. It is important to note 
that changes made by an external entity (trading partner/business 
associate) would require the organization to again test its own ap-
plications for data conformance. In our highly interconnected and 
interdependent health care eco system, this cumulatively involves 
a huge amount of time, skill and resources.  The challenge is fur-
ther accentuated by the fact that the 5010 transition provides the 
background for the upcoming transition into ICD 10 code sets. 
Both these transitions are complex and have time and resource 
investments. It may be prudent to phase out these transitions se-
quentially rather than have a scenario wherein both have to be 
handled simultaneously. 

Yandell Wood
Office Properties  

Specialist,
Colliers Harry  

K. Moore 

 At the initial level 
there are around 

eight hundred fifty 
changes in the new 

5010 standards. A good representative will 
assist you in coordinating with 
space planners, attorneys, 
architects, contractors, etc. as 
you proceed down the path 
of occupying new space.
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The Medicare Pre-
scription Drug, Im-
provement and Mod-

ernization Act (MMA) of 
2003, among other things, 
amended a part of the Social 
Security Act by adding Sec-
tion 1874A, 

Contracts with Medicare 
Administrative Contractors, 
(MAC).

MACs are new con-
tracting entities designed to 
replace Medicare’s nearly 50 claims pay-
ment contractors.  These contractors have 
been known as fiscal intermediaries and 
carriers.  Under the new MAC contract-
ing authority, the Centers for Medicare 
and Medicaid Services (CMS) has 6 years 
between 2005 and 2011 to complete the 
transition of Medicare Fee for Service 
claims processing activities from the fiscal 
intermediaries to the MACs.

The migration from fiscal intermedi-
aries to MACs is streamlining the num-
ber of Medicare contractors from 48 to 
23.  Of the 23 total MACs, 15 will pro-
cess both Part A and Part B claims (A/B 
MACs) and four each will process durable 
medical equipment and home health and 
hospice claims, respectively.

Once MACs are in place by 2011, 
they will be expected to meet the objective 
of standardizing contracting principles to 
be more consistent with other Govern-
ment contacts.  Through competition and 
performance incentives, MAC awards and 
contract renewals will be performance-
based and no longer automatic.  Initially, 
MAC contracts are one year and may be 
renewed up to a period of four years.  CMS 
will evaluate MAC performance annually 
and decide based on performance criteria 
whether a contract will be renewed.  All 
MAC contracts will be subject to open bid 
through a Request for Proposal process 
year over year.

The MACs will serve as Medicare 
providers’ principal point-of-contact for 
the receipt, processing and payment of 
claims.  The MACs will also execute all 
primary Parts A and B claims processing 
operations, including enrolling providers 
and suppliers; educating providers; han-
dling claims appeals; addressing provider 
questions; and answering beneficiary 
questions referred through the toll-free 
call center.

In January 2009, Highmark Medicare 
Services (a subsidiary of Pittsburgh-based 
insurer Highmark, Inc.) was awarded 
the contract by CMS, valued at approxi-

mately $250 million, to serve 
as the MAC for Kentucky and 
Ohio.  At the time of the award, 
the cutover date—the date on 
which the fiscal intermediary 
work ceases and the MAC work 
begins—was not specified.

The Highmark contract 
meant the replacement of Na-
tional Government Services as 
the Medicare claims process-
ing agent for Kentucky and 
Ohio.  However, not long after 

the contract was awarded to Highmark, 
separate challenges against the award 
were filed by both CIGNA Government 
Services and National Government Ser-
vices (NGS).   The Government Account-
ing Office (GAO) has the responsibility 
for evaluating the protests and making a 
recommendation on the complaint.   The 
possible range of recommendations in-
cludes terminating the contract, changing 
parts of the contract, or reaffirming the 
contract in full.

In early May, the GOA upheld the 
complaint filed by CIGNA against the 
Highmark MAC contract in Jurisdiction 15 
(Kentucky and Ohio).  This means the GOA 
agreed with some of the arguments raised 
by CIGNA in its protest.  Interestingly, at 
the same time, NGS withdrew its protest 
of the Highmark contract. Even though 
the GOA has found reason to sustain the 
CIGNA protest, Highmark plans to con-
tinue to work with CMS to defend its origi-
nal award of the Jurisdiction 15 MAC con-
tract.  CMS now has 60 days from the May 
6, 2009 GOA announcement sustaining the 
protest to act on the filing, leaving Kentucky 
providers uncertain until this month which 
entity will function as the MAC for claims 
submissions and processing.  

At this point in the transition, it’s a 
waiting game for practices in Kentucky 
and Ohio.  Once CMS makes the deci-
sion and announces this month who will 
be the MAC for our region, practices will 
then be waiting for the announcement 
of the cutover date, which will likely be 
a long lead time.  Practices must then 
take steps to prepare themselves during 
the waiting game, such as, staying tuned 
to updates from CMS on the anticipated 
transition,  cutover timeline and carryout 
requirements; understanding how to work 
with Electronic Data Interchange (EDI) 
vendors on processes to accommodate the 
changes; and preparing internal billing 
departments for keen awareness of claims 
submissions feedback to minimize the risk 
of claim lost and/or rejected claims.  

Stephen F. Schulz, 
CPA, CMPE
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Senate Finance Committee Chair-
man Max Baucus (D - Mont.) an-
nounced he secured an $80 billion 

commitment from the pharmaceutical 
industry to reduce Medicare prescription 
drug costs for seniors.  The deal struck 
by Baucus and the nation’s pharmaceuti-
cal companies with the participation of 
the White House includes a provision to 
narrow the gap in coverage, often called 
the “doughnut hole,” with payments from 
the drug companies to cover up to 50 per-
cent of the cost of brand-name medicine 
in Medicare’s Part D prescription drug 
program.

“The Medicare prescription drug ben-
efit we created helped address the problem 
of skyrocketing prescription drug prices 
for millions of seniors.  Today, we helped 
fill the gap in coverage and finished the 
job,” Baucus said.  “This new coverage 
means affordable prices on prescription 
drugs when Medicare benefits don’t cov-
er the cost of prescriptions.  This benefit 
is part of our continued commitment to 
seniors and our ongoing effort to reform 
health care by lowering health care costs 
and ensuring all Americans have access to 
the quality, affordable health care cover-
age they deserve.”  

“Today marks an important first step 
toward our shared goal of providing high-
quality, affordable health care to every-
one in America.  We applaud President 
Obama and Senate Finance Committee 
Chairman Baucus for their commitment 
to comprehensive health care reform – 
one of the most challenging issues of our 
lifetime.  Health care reform is important 
to patients, the economy and the future 
of America,” said Billy Tauzin, Presi-
dent and CEO of the Pharmaceutical 
Research and Manufacturers of America 
(PhRMA).   “Millions of uninsured and 
financially-struggling Americans are de-

pending on us to accomplish comprehen-
sive health care reform this year.  Today, 
America’s pharmaceutical research and 
biotechnology companies are signaling 
their strong support for these critically 
important efforts.  This is a once-in-a-life-
time opportunity and, working together, 
we can make this hope for a better tomor-
row a reality today.”   

The agreement includes prescription 
drug discounts for Medicare recipients 
that would dramatically increase govern-
ment savings.  This commitment is a criti-
cal part of the ongoing effort to reform 
health care both by reducing costs and 
ensuring quality, affordable care for every 
American.  Sen. Baucus plans to include 
this and other legislative elements of this 
agreement in comprehensive health care 
reform legislation he plans to consider in 
the Finance Committee in the coming 
weeks.  

The doughnut hole refers to a gap 
between initial coverage in Medicare pre-
scription drug costs, the majority of which 
is covered under Medicare, and a higher 
threshold, when so-called “catastrophic” 
coverage that covers all but a small co-
payment, begins.  The deal struck today 
provides a 50 percent discount on the 
costs of brand-name medicines covered 
under Medicare that currently fall into the 
doughnut hole.

The agreement would give the Secre-
tary of Health and Human Services the 
authority to create the new Medicare Pre-
scription Drug Discount Program on July 
1, 2010 and the program would be admin-
istered by an independent third party.  The 
agreement includes a provision to discour-
age private employers from dropping pre-
scription drug coverage currently provided 
to retirees.  It also establishes audits of drug 
company manufacturers to ensure the dis-
counted prices are appropriately set. 

Baucus, Pharmaceutical Companies 
Announce Deal to Reduce Prescription 
Drug Costs for Seniors
Finance chair secures $80 billion commitment, ensures 
drug discounts for Medicare recipients as part of effort  
to reform health care, reduce costs, ensure quality

 Find an archive of past issues and a lot more at  

medicalnews.md
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THIS IS AN ADVERTISEMENT

MAKING HEALTHCARE REGULATION
SOMEWHAT EASIER TO SWALLOW.

BG Medicine and Humana 
(NYSE: HUM) have enrolled 
6,822 Humana members in a 

study intended to develop new diag-
nostics for predicting heart attacks and 
strokes in the months or years before 
they happen. Although effective treat-
ments are likely to exist and several new 
treatments are being developed, only 
reliably finding people who are at high 
risk can make effective prevention of 
first heart attacks and strokes possible. 
The Humana members volunteered to 
participate in the study. 

“No other medical problem has a 
greater impact on life expectancy in the 
Western world than these serious car-
diovascular events – heart attacks and 
strokes,” said Dr. Valentin Fuster, chair-
man of the Scientific Advisory Board for 
the HRP Initiative (described below) 
and principal investigator of the BioIm-
age study. “A significant barrier to effec-
tive prevention is our current inability 
to effectively identify people most likely 
to have a heart attack or stroke. This is 
what we set out to do with the HRP Ini-
tiative and the BG Medicine – Humana 
BioImage study; we already have several 
exciting leads that make us optimistic 

we will succeed.” 
Dr. Fuster is a leading international 

cardiologist who serves as director of 
the Zena and Michael A. Weiner Car-
diovascular Institute and the Marie-
Josee and Henry R. Kravis Center for 
Cardiovascular Health, and director of 
Mount Sinai Heart. 

“This is a study of many firsts,” said 
Pieter Muntendam, MD, president and 
chief executive officer of BG Medi-
cine. “It is significant not only because 
of what we’re studying and seeking to 
discover, but also because of how we re-
cruited study volunteers in partnership 
with a prominent health-benefits com-
pany. Our study participants are much 
more representative of the population 
at large than participants in many other 
large-scale studies, and we will be able 
to obtain rich, detailed data about our 
participants.” 

Humana members in Chicago and 
South Florida within select age groups 
were eligible to participate in the study 
– which was open to Humana members 
age 55 to 80 for men and 60 to 80 for 
women. Participants visited a temporary 
research location where they completed 
a detailed survey and underwent a num-

ber of clinical tests. (All data collected 
and shared for the study is HIPAA 
compliant.) 

“There is an increasing gap between 
what research is teaching academic 
scientists and the real world of clini-
cal medicine,” said Carol McCall, vice 
president of research and development 
for Humana. “With pioneering studies 
such as this one, BG Medicine and Hu-
mana are employing a new approach to 
research – with the help of our health-
plan members who volunteer to find so-
lutions that can provide better medical 
care for lower costs.” 

The study participants also under-
went an advanced ultrasound exami-
nation of arteries in the neck (carotid 
arteries) and a CT-scan measurement 
of calcium deposits in the coronary ar-
tery. Additionally, participants provided 
blood samples for future research. The 
study was overseen by an independent 
Institutional Review Board in compli-
ance with applicable laws. For more in-
formation on the study, visit www.bio-
imagestudy.com. 

Humana is being paid for its services 
in the BioImage study and holds a minor-
ity equity interest in BG Medicine. 

Kentucky to Establish 
Centers for Families with 
Special-needs Children

Kentucky families with special-needs 
children will soon have extra help in 
navigating the complicated maedical 

system.
Parent mentors will be trained to help oth-

er families sort through the many challenges of 
getting complete and correct services for their 
special-needs children, said Becky Cecil, exec-
utive director of the Kentucky Commission for 
Children With Special Health Care Needs.

Twelve Family-to-Family Health Infor-
mation Centers will be established across the 
state through a $100,000 grant from the U.S. 
Department of Health and Human Services’ 
Health Resources and Services Administra-
tion. 

The centers operate out of the commis-
sion’s 12 existing offices, which serve about 
9,000 special-needs children a year. Cecil said 
there are 182,000 special-needs children in 
Kentucky.

The first five centers — in Hazard, Lex-
ington, Louisville, Owensboro and Paducah 
— should be in operation by December, Cecil 
said. Centers will be established after that in 
Ashland, Barbourville, Bowling Green, Eliza-
bethtown, Morehead, Prestonsburg and Som-
erset. The state hopes to extend the grant for 
two additional years, she said. 

Humana and BG Medicine Enroll More Than 6,800 Participants 
in BioImage Study Focused on Heart Attack Prediction
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Physicians Use Technology to Reach Patients

 
By Faith Yeary 

Director of Communications, 
Bluegrass Family Health 

 and Rita Y. Woods 
Product Development Specialist,  

Bluegrass Family Health

In November of 2003 a new tax-exempt 
account was created as part of the Medi-
care Modernization Act to offer tax ad-

vantages when saving to pay for qualified 
medical expenses.  These accounts are called 
Health Savings Accounts (HSAs), and must 
be paired with a qualified High-Deductible 
Health Plan (HDHP) as defined by the In-
ternal Revenue Code (IRC) 213(d). 

It has been six years since the intro-
duction of the Health Savings Account.  
America’s Health Insurance Plans (AHIP) 
recently reported that as of January 2009, 
over 8 million consumers are covered by 
HSA-qualified high deductible health 
plans.  According to AHIP, 113,745 of 
them are in Kentucky. 

And the growth of these plans is ex-
pected to continue.  The U.S. Treasury esti-
mates that by 2010, the number of consum-
ers enrolled in HSA-qualified HDHPs will 
reach 14 million nationwide.  As consumers 
become increasingly financially responsible 
for paying for medical services, physician 
practices’ billing and collection processes 

will become even more important. 
An HSA is a financing mechanism, 

not a change in the insurance company 
or how they pay you for services.  Ideally, 
patients will know what type of plan they 
have.  Online eligibility results should 
indicate plan type and out-of-pocket re-
sponsibilities.  The member identification 
cards typically indicate deductible and co-
payment or coinsurance amounts.

Physician contractual obligations will 
not change.  Fees for services will be based 
on the contracted rate. HDHP members 
utilize the carrier’s existing network of 
participating physicians. 

Train your staff on the consumer-di-
rected healthcare concept and how the plans 

work, as well as when to direct patients to 
the health plan for questions about benefit 
design.  Be prepared to answer patients’ 
questions about the cost and payment for 
services provided.  Allow staff to have ac-
cess to the contracted rate for services.  If 
contracted with the patient’s health plan, 
the amount due is your contracted rate.  If 
your practice is not par-
ticipating with the pa-
tients’ health plan, the 
amount due would be 
billed charges. 

Know what may 
– or may not – be col-
lected from the patient 
at the time of care.  Is 

point of care collection prohibited by the 
health plan contract?  If collection at point 
of service is allowed, is there a cap on the 
amount you may collect?  Are you required 
to follow the traditional process of file the 
claim and await the explanation of ben-
efits, then bill the patient for the amount 
indicated? 

 
By Ben Keeton 

This year, 39% of doctors said they’d communi-
cated with patients online, up from just 16% five 
years earlier, according to health-information 

firm Manhattan Research, a unit of Decision Resources 
Inc. So far, the most common digital doctor services are 
the simplest ones, like paying bills, sending lab results 
and scheduling appointments. But patients are also using 
computers to deal with issues that usually require a trip 
to the doctor’s office.

Though the number of physicians doing formal 
digital visits is still small, the practice of online care 
has grown as more health insurers begin paying doc-
tors for treating patients virtually, albeit at a lower fee 
scale than for traditional in-office appointments. Among 
companies that now cover digital visits are Aetna Inc. 
and Cigna Corp., as well as Blue Cross Blue Shield plans 
in states including Florida, Hawaii and North Carolina. 

WellPoint Inc. and Humana Inc. are trying it in parts of 
the country, and may expand their coverage.

“If this service is valued, and there is payment for 
it, we will see many more primary-care physicians doing 
it,” says Ted Epperly, a doctor in Boise, Idaho, who is 
president of the American Academy of Family Physi-
cians. Dr. Epperly offers online visits to his patients, but 
currently just 3% of the physician group’s members do. 
That low participation rate, however, doesn’t reflect the 
widespread use of less-formal digital tools like email to 
communicate with patients.

Minneapolis-based Fairview Health System, a hos-
pital and clinic operator, started offering digital visits 
around 18 months ago after it negotiated payments from 
some insurers with a large presence in the local market. 
About 85% of the digital visits between Fairview doc-
tors and privately insured patients are now covered.

Doctors who offer digital visits say they generally 
are most effective for treating mild, simple conditions, 
often when patients are too busy or too far away to come 

The Patient / Physician Relationship and Consumerism
Individuals Covered by Qualified High Deductible Health Plans

Mar 2005 Jan 2006 Jan 2007 Jan 2008 Jan 2009

Individual  556,000  855,000  1,106,000  1,502,000  1,832,000 

Small Group  147,000  510,000  1,057,000  1,816,000  2,429,000 

Large Group  162,000  679,000  2,044,000  2,777,000  3,752,000 

Other Group  88,000  247,000  291,000  13,000 

Other  77,000  878,000  34,000  10,000 

Total  1,030,000  3,169,000  4,532,000  6,118,000  8,013,000 

Five Tips for Providers 
The following are five quick tips you should  
consider when members have a Health Savings 
Account with a High Deductible Health Plan:

Verify benefits and any financial obligations 1. 
prior to visit. Know the plans’ rules on col-
lections. HDHP qualified plans are allowed 
to provide full coverage for preventive services 
before the deductible has been satisfied. Re-
view the health plan’s list of covered preven-
tive services to know what is allowed under 
this “first dollar” preventive benefit.
Review the member ID card. Member iden-2. 
tification cards will usually show the amount 
of the deductible as well as any copayment or 
coinsurance due for preventive services or after 
the deductible has been met.  
Encourage patients to authorize automatic 3. 
debiting. At check-in or check-out, ask pa-
tients for their HSA debit card to be used for 
any patient financial obligation indicated on 
the health plan’s explanation of benefit.   
File electronic claims within 24 hours.This 4. 
will speed up your reimbursement and enable 
you to bill the patient in a timely manner, de-
creasing the likelihood of an increase in ac-
counts receivable. 
Set payment policy. Set a billing standard.5. 
Collect any outstanding balances from pa-
tients who are in the office for another ap-
pointment.

Continued on page 17
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to the office. Ailments most frequently 
treated online include sinus problems, 
cold and flu symptoms, urinary infections, 
and coughs. Other common conditions 
are back pain and sleep issues. 

But physicians typically won’t treat 
certain conditions through online advice, 
particularly chest pain or other symptoms 
that may signal an emergency. Some state 
medical boards have rules that limit the 
use of digital visits, including requiring 
that doctors see patients in person before 
prescribing drugs. Even with minor ail-
ments, many physicians will offer digital 
advice only to regular patients, for liabil-
ity reasons and also because they feel that 
in-person visits are important to discuss 
broader health issues.

Insurers that cover digital visits often 
require the use of certain technologies or 
formats, in part to meet federal privacy re-
quirements but also to ensure that a digi-
tal visit is legitimate. Companies say they 
had initial concerns that doctors might 
seek to boost their revenue by making 
excessive use of online communications, 
or classifying quick emailed messages as 
reimbursable visits. But so far that hasn’t 
happened, insurers say. Health plans also 
generally require that online visits be ini-
tiated by patients.

One format, offered by companies 

including McKesson Corp.’s RelayHealth 
and Medfusion Inc., requires patients to 
fill out interactive questionnaires that 
automatically generate follow-up que-
ries based on the symptoms they initially 
describe. The answers go to the patient’s 
doctor, who typically responds within a 
day. Another type of digital doctor visit 
is more like secure email, with patients 
typing up a free-form message, often sent 
through a special Web site. Physicians of-
ten follow up with questions and then a 
written response within 24 hours. Medem 
Inc.’s Online Consultations follows this 
format. 

Another option is live online visits, 
using technology from companies such as 
American Well Corp. The firm has cre-
ated an encrypted setup for real-time in-
teraction between doctors and patients, 
using Web video, live chat or a phone 
conversation connected through a secure 
computer system. OptumHealth, a unit of 
UnitedHealth Group Inc., is rolling out 
the American Well system nationally. 

When an insurer doesn’t pay for on-
line visits, some doctors are asking pa-
tients to pay around $20 to $35—far less 
than an in-person visit. The lower rate re-
flects the fact that digital visits typically 
are less demanding and require less of a 
doctor’s time. 

Physicians Use Technology 
Continued from page 16
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By Dr. Britt Brockman 

John-Kenyon  
American Eye Institute

By partnering with optometrists 
from Corydon to Horse Cave, the 
John-Kenyon American Eye Insti-

tute has built its practice and allowed lo-
cal optometrists to offer a broader range 
of care to their patients. With offices in 
Louisville, New Albany and Jeffersonville, 
John-Kenyon has created co-management 
partnerships with optometrists throughout 
Louisville and Southern Indiana as well as 
reaching out to doctors across a broader re-
gion in Indiana and Kentucky. 

Co-management gives patients access 
to advanced medical eye care in conjunc-
tion with the trusted care of their local 
optometrist.  For example, a patient who 
lives in Leitchfield, KY can visit their local 
optometrist for a check-up and learn they 
may have a cataract. Rather than having to 

travel to Louisville to meet with an oph-
thalmologist, they can set up an appoint-
ment in their hometown during one of my 
regular visits to Leitchfield. 

While not practical to open an oph-
thalmology office in all of these 
rural areas, it is practical and 
worthwhile to offer our specific 
expertise in local optometrist 
offices. Many optometrists are 
quite able to handle most medi-
cal eye problems, but by offer-
ing our help we are able to bring 
complete medical and surgical 
eye care to rural areas. 

If surgery is necessary, 
the patients can schedule an 
appointment in one of our 
Louisville-area offices. This co-
management makes treatment much easier 
and more accessible for patients who live 
outside of the Louisville Metro area. 

John-Kenyon American Eye Institute’s 
work with optometrists does not end at co-
management. The practice regularly hosts 

Continuing Education Classes that pro-
vide optometrists with advanced training 
in a variety of specialties from cataracts to 
LASIK surgery and diabetic retinopathy. 
These classes are led by JKAEI physicians 

and give optometrists the oppor-
tunity to learn firsthand about 
new available treatments. 

“In a busy practice, it is easy 
to take for granted the tremen-
dous advances that are being 
made every year in the treat-
ment of eye diseases,” said Dr. 
Howard Lazarus, a retina spe-
cialist. “Keeping pace with these 
advances requires commitment 
to continued learning which is 
exactly what our Continuing 
Education classes provide to local 

optometrists.” 
John-Kenyon American Eye Institute 

is equally committed to providing their 
patients with the most advanced technol-
ogy and techniques available. Refractive 
patients, like those having LASIK surgery, 
undergo treatment on the same laser tech-
nology approved by NASA and the US 
Military for their astronauts and pilots. The 
combination of the Allegretto and Interlase 
laser is the most advanced treatment avail-
able and has been shown in clinical trials to 
produce more 20/20 or better results than 
with a hand-held blade. 

“Eye procedures carry risk, just like 
any surgery, but are extremely safe and 
effective,” said Dr. Asim Piracha, a cata-
ract and refractive specialist, who has per-
formed LASIK on thousands of patients 
using the advanced laser technology. “But 
by using the most advanced equipment 
available reduces risk and ensures patients 
receive the best results.” 

The dedication to advanced technolo-
gy also includes having the latest technol-
ogy available for the treatment of retina 
conditions. Dr. Lazarus uses the PAS-
CAL (Pattern Scan Laser Photocoagula-
tor) laser to provide patients with faster, 
more comfortable and effective treatment 
of diabetic retinopathy. The speed and 
precision of the PASCAL laser allows 
treatment to be done up to 10 times faster 
with significantly less pain and without 
the need for anesthetic. JKAEI is es-
pecially proud to be the only practice in 
Kentuckiana region to offer this new and 
exciting technology. 

The commitment to providing pa-
tients with the best service and technol-
ogy available has been key to our practice 
since its inception. John-Kenyon Amer-
ican Eye Institute is constantly looking 
for ways to improve patient care whether 
it by learning a new technique, teaching 
a continuing education class or develop-
ing materials to educate patients. 

How the John-Kenyon American Eye Institute Partners 
with Optometrists to Provide Care in Underserved Areas

Britt Brockman, MD  
John-Kenyon  

American Eye Institute
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Carla, a young mother of three, 
came to the office asking about 
her fatigue that was taking an in-

creasing toll on her routine of work and 
parenting duties.  She described other 
symptoms and told me of her family his-
tory of thyroid disorders.  Before I could 
complete my exam, she pulled out a stack 
of internet print outs.  She had Goggled 
her symptoms, gone to WebMD, and 
even to WrongDiagnosis.com.  We spent 
the next few minutes reviewing the cred-
ible website results from those that were 
simply incredible.  By the end of our 
session, Carla requested some lab tests.  
Some I agreed were good starting points, 
but others were more likely to just add 
cost without value.  Together we agreed 
on a plan of diagnosis but also a plan that 
included changes to her diet, exercise and 
time management.

This was a different kind of clinical 
encounter than I typically had twenty 
years ago.  Many of us started into prac-
tice when patients came to see us for ad-
vice and treatment.  It was the era of Drs.
Ben Casey, Kildare, and Marcus Welby. 
But the more recent trend of consumerism 
is changing some of the dynamics.  This is 
an age when Gregory House MD, and the 
characters from Scrubs, ER, and Gray’s 
Anatomy all have their diagnoses chal-
lenged. A new world is emerging where 
patients come to physicians with data and 
information asking if they might have 
this condition or might benefit from that 
treatment.

This new age of the “activated pa-
tient” has been spurred on by a number of 
forces in our society today.  The physician 
in practice today must be able to respond 
to this new patient in the exam room with 
an understanding and appreciation of the 
new phenomenon.  The activated patient 
is the result of:

Consumer approach to other goods 
and services—Many of us read consumer 
oriented books, magazine or website be-
fore we go out to a restaurant; see a movie, 
or when we make a big purchase such as a 
car.  But until recently, most patients as-
sumed that the quality of care was pretty 
much at a high standard throughout the 
health care system.  But with the advent of 
Angie’s List, Zagat Surveys on health, and 
Healthgrades, there ubiquitous displays 
of information on doctors and hospitals, 

that further drive interest in a consumer 
approach to “purchasing” health care ser-
vices.   

Access to health and disease infor-
mation—From television shows to radio 
to magazines and to the internet, there is 
ready information on many health condi-
tions.  Our patients may have to look for 
it, but health information/misinformation 
may be pushed to their email addresses, 
coming without being solicited.  It gener-
ally becomes more difficult to avoid run-
ning into health information on the web. 
 Health benefit design changes—
About a decade ago, health plans began 
offering “high deductible health benefits 
plans” as a way to engage the consumer 
in making good choices for health care. 
These plans may consolidate costs up front, 
before a deductible, and generate a greater 
understanding of the the big picture of a 
consumer’s medical care.     

The frequent lack of a trusted family 
doctor—As society has been evolving the 
nuclear family is no longer the norm, and 
the same goes for the family doctor.  It is 
often just plain hard to find a new primary 
care doctor on a consistent basis.  Increas-
ingly patients are doing their own care 
coordination going from one specialist 
to another.  The communication between 
physicians on individual patients is fre-
quently non-existent.  So it the absence of 
a family doctor whom the patient trusts, 
the individual goes to friends, the internet 
or magazines to get information. 

So, how do we deal with the acti-
vated patient?  Fist we must recognize a 
subtle change in roles from a paternalis-
tic/materialistic approach to that of med-
ical advisor recommending a course for 
diagnosis and treatment.  This moves the 
physician from telling the patient what to 
do, which pills to take, and where to go 
for specialty care services.  Now we rec-
ommend websites and books along with 
recommending care.  Of course there are 
still many patients who still want that 
kind of medical authority-figure who 
just tells them what to do.  But increas-
ingly more patients and care givers are 
approaching the physician visit as the 
opportunity to bring information to the 
doctor for consideration and comment.  
That information may come from trusted 
websites such as from the Centers for 
Disease Control (CDC.gov), the Agency 

The Other Opinion 
in the Exam Room

 
By Tom James, M.D. 

Humana Medical Director

for Healthcare Quality and Research 
(AHRQ.gov), WebMD (WebMD.com) 
or MedScape (medscape.com).  Informa-
tion may also come from books, maga-
zines, friends or Oprah.  Some of these 
sources are credible but others are more 
sensational.

I always welcome the patient who 
presents to me clutch a sheaf of internet 
print outs.  That activated patient is also 
more likely to be a more compliant pa-
tient who is engaged in her or his own self 
care.

For the physician in practice the acti-
vated patient is both a challenge and a joy.  
On the one hand, more time may be spent 
discussing the options of diagnosis and 

treatment—but on the other hand there 
may be less cajoling of the patient on com-
pliance.  There is a great therapeutic and 
compliance benefit that comes from a pa-
tient who is engaged and has invested the 
energy to be committed to the prescribed 
course of therapy.  Of course, the patient 
may come with a different expectation—
an internet acquired treatment plan—that 
will require some effort to redirect the pa-
tient.  But engaging the patient in a ratio-
nal discussion of the medical evidence can 
be both intellectually satisfying and move 
the patient to acceptance of the physician’s 
plan.  

That is why I enjoy the activated pa-
tient. 

Physicians are faced with all the pres-
sures that business owners typically 
face, right down to the profitability 

of their practice. These days, the practice of 
medicine means more to a doctor than just 
taking care of their patients. Most physi-
cians find themselves working longer and 
harder for a smaller paycheck. With health 
insurance reimbursements on the decline, 
physicians are searching for ways to make 
up for that lost revenue. Some believe that 
filling up their daily schedules and even 
double booking appointments will help. 
The result of doing that is less time with 
each patient and they are unable to give 
the quality of care needed and sometimes 
end up with frustrated patients that won’t 
return to their practice.  Worse yet, the 
patient will make sure all their friends and 
family knows about their experience at that 
office. How does that affect profitability? 

There are many areas of the business 
to look at but let’s focus on one area for 
now…Creating patient loyalty through 
Word of Mouth marketing. There is a 
belief among many physicians that mar-
keting their practice is unnecessary. This 
belief is changing and slowly fading away. 
The days of choosing a doctor by looking 
him up in the phone book are behind us. 
Patients are wiser and they know they 
have choices. And let’s face it; there are a 
lot of choices out there. If word of mouth 
is still the most effective form of market-
ing, what are patients telling their friends 
and family about their last visit to their 
doctor? What kind of experience did the 
patient have and would they go back? The 
patients experience starts with that first 
phone call into the practice and continues 

on to their actual office visit. When they 
walk out the door, what are they feeling? 

As with any business, research what 
your customers, clients or patients are 
experiencing. Once you discover this in-
formation from the patients, develop a 
plan to improve in all the areas that the 
patients have recommended. This should 
involve evaluating the medical staff to en-

sure you have the proper people in place 
for each position. Is this just a “ job” for 
them or do they actually care about the 
growth and profitability of the practice. 
What are they doing or not doing to as-
sist in creating patient loyalty? Maybe 
they are properly trained when in comes 
to the clinical side of the practice but how 
are they when it comes to good manners, 
courtesy or communication? 

Evaluate the environment of the of-
fice. Do the color of the walls and the 
style of the furniture scream, “psycho 
ward” or “cheap motel”? That’s great if 
you own a psycho ward or a cheap motel 
but what if you are a plastic surgeon, a 
neurosurgeon or even an internist? What 
are the patients feeling about the envi-

The Physician/Patient Relationship  
in the Age of Consumerism

 
By Robin Evitts 

Dynamic Marketing Strategies

There are many areas of the 
business to look at but let’s 

focus on one area for now…
Creating patient loyalty through 

Word of Mouth marketing. 

Consumerism in Healthcare

Continued on page 22



Medical News • July 2009 • page 19

 
By Stephanie Marshall  
State Wellness Director,  
Department of Employee  

Insurance, Commissioner’s 
Office, Personnel Cabinet

How frustrating it must be for our 
physicians today to know that 
Kentucky continues to rank 

among the unhealthiest states in Ameri-
ca.  In many cases,  a physician has little 
opportunity to provide specific instruc-
tions to patients about starting a health 
lifestyle and evaluating their behavior 
change continuum, before moving on to 
the next overweight patient with high 
blood pressure. 

Well, Docs, there is good news!  
Today, it is more and more likely your 
patients can take advantage of a well-
ness program offered by their employer, 
which provides employees a structured 
way to start taking physicians advice 
about engaging in a healthier lifestyle.  
Despite the recession and recent cut-
backs in some benefit programs, com-
panies are continuing to add wellness 
and health programs to help better 
manage company and employee health 
care costs.

According to a recent survey of 489 
large U.S. employers conducted in Janu-
ary 2009 by Watson Wyatt (WW) and 
National Business Group on Health 
(NBGH), employer interest in programs 
that promote a healthier workforce con-
tinues to increase.  For example, nearly six 
in 10 companies (58 percent) offer lifestyle 
improvement programs, up from 43 per-
cent in 2007, while 56 percent offer health 
coaches compared with 44 percent in 
2007.  The number of weight management 
programs is also on the rise, offered by 52 
percent of companies, up from 42 percent 
in 2007.  Also, health risk appraisals are 
offered by 80 percent of companies, up 
from 72 percent in 2007.

These programs may or may not be 
part of a formal business strategy; how-
ever, they are the beginning stages of 
creating awareness, educating, engaging, 
and empowering your patients to make 
lifestyle changes that may just have their 
blood pressure down a few points the next 
time they visit your office.  

The biggest challenge is getting em-
ployees to participate; so many companies 
are turning to incentives to boost partici-
pation.  Companies that offer financial in-
centives report significantly higher partic-
ipation in lifestyle management and well-
ness programs, according to the survey by 
WW and NBGH.  However, employee 

participation in some wellness programs 
remains low. For example, despite the rap-
id rise in obesity across the United States, 
40 percent of companies report that less 
than 5 percent of their workers participate 
in weight management programs accord-
ing to the same survey.  

It is often times a scare at the doctor’s 
office that brings an individual to the re-
alization that they need to make a change, 
so this is a call to action to our Kentucky 
doctors.  Become a leader in the reform of 
“sick care” to prevention- encourage your 
patients to take part in their workplace 
wellness program.  Utilizing this avenue 
for lifestyle change helps everyone: first 
and foremost the patient; the employer 
who gains a healthier and more produc-
tive employee; and you as the physician 
who can find peace in knowing that your 
patient may be making the changes you 
are suggesting.

The Commonwealth of KY’s 
Journey to Wellness

The Commonwealth of Kentucky’s 
Personnel Cabinet is in their first year of 
leading the Journey to Wellness program 
for over 33,000 state employees.  The 
strategically-designed Journey to Well-
ness program employs two full time-well-
ness staff dedicated to leading employees 
on their personal Journey to Wellness 

through a four phase program which in-
cludes the following: 

 “Know Your Numbers” screening  ➤

initiative 
Step Out Fitness Challenge  ➤

Weight Management Challenge  ➤

Prevention  ➤

More importantly, the Common-
wealth is dedicated to building a culture 
that supports wellness and one that en-
courages employees to use work as a place 
to engage in wellness. These initiatives 
help to further empower employees to live 
healthier lives and the lives of their family. 

The Impact Your Workplace 
Wellness Program Might 
Have on Patients

Is your office engaged in a wellness 
program?  If so, don’t underestimate the 
power that the visible evidence might 
have on your patients.  For example, signs 
prompting stairwell usage or posters 
about smoking cessation classes or can-
cer screenings that are visible to patients 
may be just the awareness builder that sets 
your patient into action. 

To lean more about the Common-
wealth’s Journey to Wellness program, 
visit www.personnel.ky.gov/dei/wellness. 
To view the 14th annual NBGH/Watson 
Wyatt report, visit www.watsonwyatt.
com/2009nbghsurvey.  

Referring Patients to Worksite Wellness Programs?
Consumerism in Healthcare

These programs may or may 
not be part of a formal business 
strategy; however, they are the 
beginning stages of creating 
awareness, educating, engaging, 
and empowering your patients 
to make lifestyle changes that 
may just have their blood 
pressure down a few points the 
next time they visit your office.
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Creating a consistent 
bedtime routine for a 
young child is one of 

those recommendations we 
tend to give because it sounds good, kind 
of like staying out of the water for an hour 
after you eat.   A bedtime routine can serve 
as a zeitgeber, promoting changes in me-
latonin levels and core body temperature 
that result in feelings of fatigue.  Thus, it 
makes sense that a bedtime routine would 

help children successfully transtion to 
bed, and it certainly couldn’t do any harm, 
but does it really make a difference?  An 
article by Jodi Mindell and colleagues in 
this month’s Sleep journal is the first to 
empirically try to answer this question.  

Mindell, Telofski, Wiegand, and 
Kurtz (2009) studied maternal mood and 
sleep patterns in a group of infants (6-18 
months) and a group of toddlers (18-36 
months) for a period of three weeks, with a 
total sample of greater than four hundred.  
Children in the study were identified as 
having a mild to moderate sleep problem, 
according to parental report.  Parents in 
the bedtime routine condition were asked 
to add a bedtime routine consisting of three 
steps: a bath, massage for infants or lotion 
application for toddlers, and quiet activi-
ties (e.g, stories, lullabies).  The only other 
specific instruction was that no longer than 
thirty minutes should elapse between the 
end of the bath and bedtime.  Parents were 
not instructed to change anything else 
about their child’s sleep, such as the meth-
od of soothing them to sleep.  Control par-
ticipants were not given any information 
or specific instructions about a bedtime 
routine and thus proceeded with their prior 

routine or lack thereof.  Sleep 
patterns were assessed via pa-
rental self-report in the form of 
a questionnaire and sleep diary, 
and maternal mood was assessed 
via questionnaire.  

While control participants 
showed no changes in sleep pat-
tern, toddlers and infants with a 
bedtime routine showed a num-
ber of improvements in their 
sleep after three weeks.  The lon-

gest continuous sleep period increased from 
just under seven hours at baseline to eight 
and a half hours.  As a mother of an infant 
who seems to feel that sleep is overrated, I 
can attest to the fact that ninety extra min-
utes of uninterrupted sleep is more than just 
statistically significant.  In toddlers, the lon-
gest period increased from eight to almost 
nine hours.  Infants and toddlers with bed-
time routines also had less time awake after 
sleep onset (a reduction of twelve and four 
minutes, respectively) and fewer nightwak-
ings.  This finding is somewhat surprising, 
given that sleep associations, thought to be 
the primary behavioral influence on night-
wakings, were not altered in the interven-
tion group.  In addition, toddlers called out 
less frequently after bedtime and tried to get 
out of bed less often following a bedtime 
routine.  As for maternal mood, adding a 
bedtime routine led to statistically signifi-
cant reductions in anger, fatigue, tension, 
confusion, vigor (mothers of infants only) 
and depression (mothers of infants only).  

Mindell and colleagues proposed de-
creased arousal at bedtime and increases 
in core body temperature after bathing as 
mechanisms for improved sleep.  While 
the study did not identify which elements 
of the bedtime routine were most contribu-
tory to better sleep, it seems that the bath 
may be a key element.  Because children 
who already had a bath every night were 
excluded from the study and thus control 
participants did not take a nightly bath, the 
addition of a bath certainly seems to be an 
important ingredient.   In sum, does adding 
a consistent bedtime routine make a differ-
ence?  Unlike staying out of the water after 
you eat, the answer is a resounding yes! 

Mindell, J. A., Telofski, B. A, Wiegand, B., & Kurtz, 

E. S. (2009). A nightly bedtime routine: Impact 

on sleep in young children and maternal mood.  

Sleep, 32, 599-606.  

Sarah Morsbach  
Honaker, Ph.D., C.BSM

The Power of the 
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Diabetes 
is the 
seventh 

leading cause 
of death in the 
United States 
and results in 
many serious 
health complica-
tions, including 
heart disease, 
blindness, kid-
ney failure and 

lower-extremity amputations. According 
to the latest information (2007 prevalence 
data) available through the Centers for 
Disease Control and Prevention (CDC), 
there are nearly 24 million people in the 
country with diabetes. Kentucky contrib-
uted 294,033 to that number. There are an-
other 57 million people estimated to have 
prediabetes, a condition that puts people 
at risk for diabetes.  That means that al-
most 8 percent of the U.S. population has 
diabetes, and 9.9 percent of the population 
in Kentucky is afflicted with it.

The total cost for diabetes in 2007 
was $174 billion in the country, with $116 
billion in direct medical costs, according 
to the American Diabetes Association.

The burden of diabetes in the United 
States has increased with the increasing 
prevalence of obesity. Studies have shown 
that multiple long-term complications of 
diabetes can be prevented through im-
proved patient education and self-manage-
ment and provision of adequate and timely 
screening services and medical care. 

Studies have shown that people with 
prediabetes who lose 7 percent of their 
body weight and engage in moderate 
physical activity at least 2 ½ hours each 
week can return their blood glucose levels 
to normal, according to the CDC. In the 
2002-published study Diabetes Preven-
tion Program, which is a large prevention 
study of people at high risk for diabetes 
that is frequently referenced by the CDC 
and others, the development of diabe-
tes was reduced by 58 percent over three 
years.

The keys here are early identification 
and intervention. The American Diabe-
tes Association recommends that testing 
to detect prediabetes and type 2 diabetes 
be considered in adults without symptoms 

who are overweight or obese and have one 
or more additional risk factors for diabe-
tes. In those without these risk factors, 
testing should begin at age 45.

Risk factors for prediabetes and dia-
betes – in addition to being overweight or 
obese or being age 45 or older – include 
the following:

being physically inactive  ➤

having a parent, brother or sister with  ➤

diabetes 
having a family background that is  ➤

African American, Alaska Native, 
American Indian, Asian American, 
Hispanic/Latino or Pacific Islander 
giving birth to a baby weighing more  ➤

than 9 pounds or being diagnosed 
with gestational diabetes — diabetes 
first found during pregnancy 
having high blood pressure — 140/90  ➤

mmHg or above — or being treated 
for high blood pressure 
having HDL, or “good,” cholesterol  ➤

below 35 mg/dL, or a triglyceride 
level above 250 mg/dL 
having polycystic ovary syndrome,  ➤

also called PCOS 
having impaired fasting glucose  ➤

(IFG) or impaired glucose tolerance 
(IGT) on previous testing 
having other conditions associated  ➤

with insulin resistance, such as se-
vere obesity or a skin condition called 
acanthosis nigricans, characterized by 
a dark, velvety rash around the neck 
or armpits 
having a history of cardiovascular  ➤

disease 
If results of testing are normal, test-

ing should be repeated at least every three 
years. Doctors may recommend more fre-
quent testing depending on initial results 
and risk status.

In Kentucky, we fall below the na-
tional average in dilated eye examinations, 
foot examinations and influenza vaccina-
tions. However, we are better than the na-
tional average in self blood-glucose moni-
toring and for pneumococcal vaccinations. 
That said, we need to do something to 
help guide our diabetic patients to get the 
screening services and medical care they 
need in a timely manner.  We also need 
to find creative ways to help them self-
manage their condition: learn what to eat, 
monitor their blood-glucose levels, under-
stand when and how to take their medica-
tions and motivate them to exercise.

There are lots of resources available 

Early Intervention Key 
to Diabetes Preventions 
and Management

Bryan Loy, MD  
Market Vice President  

Humana KY

Continued on page 22

A bedtime routine can promote 
changes in melatonin levels 
and core body temperature that 
result in feelings of fatigue. 
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The American Recovery and Re-
investment Act (ARRA) recently 
passed by the United States Con-

gress has garnered much attention for its 
stimulus initiatives, but a sec-
tion of the ARRA affecting 
the health care industry has 
been largely overlooked.  The 
Health Information Technol-
ogy for Economic and Clini-
cal Health Act, or HITECH 
Act, makes sweeping changes 
to the HIPAA rules.  The 
rules affecting business as-
sociates warrant particular 
attention.  This article will 
highlight a few of the many 
changes that should be antic-
ipated by health care provid-
ers and their business associates.

To bring context to the significance 
of the changes, a bit of background may 
be helpful.  A “business associate” may 
be any person or company that performs 
certain functions for a health care pro-
vider involving the use or disclosure of 
protected health information, or PHI.  
The HIPAA statutes require health care 
providers to have special agreements 
with their business associates to govern 
the handling of PHI.  These agreements, 
known as Business Associate Agreements, 
generally establish the standards of con-
duct for handling PHI between the health 
care provider and the business associate.  
The Business Associate Agreement would 
govern the responsibilities of business as-
sociates for HIPAA violations.  Prior to 
the HITECH Act, the enforcement pro-
visions and penalties for HIPAA viola-
tions did not apply to business associates.  
Business associates were typically held ac-
countable for HIPAA violations through 
breach of contract claims relating to the 
Business Associate Agreement.

The HITECH Act now adds a new 
layer of responsibility and risk for business 
associates.  Probably the most significant 
change in the law is that business associ-
ates who violate HIPAA may now be re-
sponsible for civil and criminal penalties 
under the HIPAA statute.  The HITECH 
Act created several avenues of civil and 
criminal accountability for business asso-
ciates.  The HIPAA statute was amended 
to permit the imposition of civil monetary 
penalties against any person for an alleged 
criminal violation of HIPAA, regardless 
of whether the person is prosecuted crim-
inally.  HIPAA violations due to willful 

neglect now require a formal investigation 
and imposition of civil monetary penal-
ties.  State Attorneys General have also 
been empowered to bring a civil action in 
Federal district court against individuals 
who violate HIPAA.  The HITECH Act 
also plans for the promulgation of future 
rules that will allow persons harmed by a 
HIPAA violation to receive a percentage 

of any civil monetary penalty or 
monetary settlement collected 
with respect to a HIPAA viola-
tion.

The HITECH Act also 
requires business associates to 
meet HIPAA requirements that 
were previously applicable only 
to health care providers.  Busi-
ness associates must now ob-
tain patient authorizations for 
certain uses and disclosures of 
PHI, establish privacy and se-
curity policies and procedures, 
provide patients with rights of 

access and an accounting of disclosures, 
and conduct a security risk assessment for 
electronic PHI.  Business associates must 
also comply with heightened notice re-
quirements for security breaches involving 
PHI.  A business associate may be sub-
ject to additional sanctions if it knows of a 
pattern or practice that would constitute a 
material breach or violation of its Business 
Associate Agreement and fails to take ac-
tion on the breach or terminate the agree-
ment.

Business associates must also comply 
with HIPAA security rules relating to ad-
ministrative, physical and technical safe-
guards of electronic PHI.  Failure to meet 
HIPAA security standards may subject 
a business associate to civil and criminal 
penalties.

The HITECH Act provides persons 
with the right to receive an accounting 
of PHI disclosures from their health care 
providers if the health care provider uses 
or maintains electronic health records.  
Business associates may also be called 
upon to provide an accounting of disclo-
sures either to the health care provider or 
even directly to the person requesting the 
accounting.  Accordingly, business associ-
ates should plan to maintain a record of 
the required disclosures and to implement 
a procedure for responding to patient re-
quests.  Health care providers should also 
implement a procedure for assuring that 
their business associates comply with 
these new requirements.

The rules governing the relationship 
between health care providers and their 
business associates have changed.  As 
the provisions of the HITECH Act are 

The HITECH Act
A New Day for Business Associates
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for patients, physicians and even educators on various Web sites. On CDC.gov, you 
can reference clinical practice guidelines, as well as standards of care. On the National 
Diabetes Education Program (NDEP) Web site you can access Working Together to 
Manage Diabetes — A Guide for Pharmacy, Podiatry, Optometry and Dental Profes-
sionals, which is an interdisciplinary primer that focuses on diabetes-related conditions 
affecting the foot, eye, and mouth, as well as the issues related to drug therapy manage-
ment. Working Together promotes a team approach to comprehensive diabetes care and 
provides simple care recommendations to clinicians about making cross-disciplinary 
treatment referrals. On the American Diabetes Association Web site, http://www.dia-
betes.org/, tips are offered for those at-risk and those living with diabetes.

Additionally, most health insurers, like my company – Humana, are now offering 
some type of disease management or care management program, as well as preventive 
health reminders, to their diabetic members. Some are even working to incorporate 
technology into the mix.  

Regardless of the intervention methodology chosen, the good news is that many 
multiple, long-term complications of diabetes can be delayed or prevented, and those 
people with prediabetes can either prevent it completely or delay onset.  

ronment that the physician, a business owner, has created? There’s a psychology of 
color and your surroundings that play into each factor that will affect the patients 
feelings and even their opinion about the practice.

Welcome and embrace patients. Treat them as if they are family. Create that expe-
rience that will make them want to return and recommend the practice to their friends 
and family. Many physicians have finally realized customer service and creating an 
overall wonderful experience for patient loyalty is imperative to the growth and profit-
ability of their practice. 

implemented over the coming months and years, business associates and health care 
provider will find that their responsibilities will also increase.  Failing to uphold these 
responsibilities now carries the consequence of significant civil and criminal penalties 
for business associates.  Health care providers and their business entities may find that 
a review of their existing business associate relationship and HIPAA compliance pro-
grams could be the best medicine for avoiding a HITECH headache in the future. 

MGMA Finds Physician Primary 
Care and Specialty Compensation 
not Keeping Pace with Inflation

More Practices Refusing 
to Accept Credit Cards

 
By Ben Keeton

According to a recent report, more 
physician practices are no longer 
accepting credit cards as a form of 

payment for physician services.
A third of physician practices did not 

accept credit cards as of April, up 5 points 
from 28% last year, according to SK&A 
Information Services. The company, which 
aggregates data on physician practices for 
pharmaceutical and device manufactur-
ing companies, did a telephone survey of 
202,650 physician offices nationwide at 
the behest of an undisclosed credit-card 
company client.

SK&A said a specialty’s interest in 
accepting credit cards seems to be linked 
with its reliance on patient self-pay and 
the age of its patient base. The highest ac-
ceptance rate was in plastic surgery, with 
91% of practices open to plastic payments. 
Pathology, at 21%, had the lowest accep-
tance rate. Family physicians had a credit 
card acceptance rate of 71.9%; internists, 
53.1%; and geriatricians, 32%, according 
to SK&A.

SK&A said its survey didn’t ask prac-
tices why they were refusing to accept 
credit cards. But a company spokesman, 
echoing what practice management ex-
perts and practices themselves are say-
ing, citing ever-increasing fees for card 
transactions. Credit-card companies and 
the firms that service transactions take a 
collective 3% to 4% off the top of every 
payment. Many practices feel that is too 
much.

For years doctors have considered 

taking credit cards because of patient de-
mand. But the worry about having their 
low margins cut even further by transac-
tion fees has kept them from following 
that path.  Credit-card companies gener-
ally take 3% to 4% of physicians’ payments 
in transaction fees. 

Practice management consultants 
said a trend toward more practices re-
fusing credit cards was counterintuitive. 
They said any money lost through trans-
action fees is more than made up by the 
ability to collect more money at the time 
of service and spend less time and money 
with billing.

In 2003, credit cards passed paper 
checks as the most common payment 
method, according to a paper produced 
for the Federal Reserve Bank of Minne-
apolis. 

“Shying away from credit cards -- I 
mean, you talk about contrary to profit-
ability. It would be lethal to the practices 
I work with,” said accountant Jim Stroud, 
who works in the health care consult-
ing group of the Birmingham, Ala., firm 
Warren, Averett, Kimbrough & Marino.

Also, SK&A surmised that patients’ 
own credit troubles made physicians feel 
like accepting cards is less critical. “Today, 
fewer patients are able to use their credit 
cards at doctor offices because of the wors-
ening consumer credit situation,” said Dave 
Escalante, SK&A’s president and CEO.

Still, practice management con-
sultants say the option of credit cards is 
well worth the cost of transaction fees, 
compared with issuing paper statements 
and dealing with the hassles and costs of 
bounced checks, which practices are re-
porting seeing with greater frequency. 

Increases in physicians’ overall com-
pensation in both primary and special-
ty care did not keep up with inflation 

in 2008, according to the Medical Group 
Management Association (MGMA) 
Physician Compensation and Production 
Survey: 2009 Report Based on 2008 Data. 
Physicians in primary care compounded a 
history of generally flat compensation this 
year with a reported 2 percent increase 
(-1.73 percent adjusted for inflation) to 
a median of $186,044. Specialists’ com-
pensation rose 2.19 percent (-1.59 percent 
when adjusted for inflation) to a median of 
$339,738. Inflation in 2008 amounted to a 
3.8 percent increase in the U.S. Consumer 
Price Index.

Physicians in internal medicine fared 

the worst among their primary care coun-
terparts, posting an increase of less than 
1 percent in compensation in 2008 (-3.37 
percent with inflation considered).

Among specialists, emergency medi-
cine physicians, dermatologists and general 
surgeons all reported flat salaries before in-
flation was factored in, with declines of up 
to -3.2 percent after inflation. Gastroen-
terology, up 7.38 percent, and pulmonary 
medicine, up 6.65 percent, were among the 
few specialties that posted moderate gains 
in compensation in 2008. Psychiatry post-
ed a 1.32 percent loss in physician compen-
sation before inflation. With an increase of 
just 7.16 percent from 2004 to 2008, psy-
chiatry’s five-year compensation increase 
was half that of other specialties. 
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Newport, Kentucky-based Xanodyne 
Pharmaceuticals (www.xanodyne.com), 
an integrated pharmaceutical company 
with discovery and commercialization ca-
pabilities in the fields of pain management 
and women’s health, closed on a $38 mil-
lion financing. The funds are intended to 
move two of the Company’s technologies 
through the final FDA approval phase 
and to launch both products commercially 
in the US marketplace. 

The first product, Zipsor, is a treat-
ment for acute pain. The second product, 
currently called XP12B, is a treatment for 
heavy menstrual bleeding. The Company 
already markets the a line of prescription 
prenatal vitamins by the name of “Duet”, 
a line of over the counter pre-natal vita-
mins marketed under the name “Stuart,” 
and a prescription opioid analgesic by the 
name of “Orthomorph SR” which is in-
tended for longer term oral use.

Commensurate with the comple-
tion of the financing, Michael J. Valen-
tino joined the Company as President & 
CEO. Mr. Valentino previously served on 
the board of the Company and has prior 
experience as President & CEO of Adams 
Respiratory Therapeutics. The financing 
was led by MPM Capital and also includ-
ed Aisling Capital, Blue Chip Venture 
Company, Essex Woodlands Health Ven-
tures, HealthCare Ventures, LLC, Union 
Springs, and funds sponsored by AIG In-
vestments.

Memphis, Tennessee-based Active 
Implants (www.activeimplants.com) an-
nounced the completion of a $10 million 

financing to support commercialization 
of two medical implant technologies. The 
Active Implants technologies are used in 
Hip Replacement and early treatment of 
Knee conditions. Both technologies are 
designed to be used with minimally inva-
sive surgical techniques and are intended 
to have a longer useful life than current 
technology.

Active Implants did not disclose 
their funding sources for the $10 million 
financing but they did announce the ad-
dition of a new CEO in May of this year 
and the addition of a new board member 
in June. Their new CEO is Michael R. 
Mainelli, Jr., former president of Stryker 
Spine and Stryker Japan, and their new 
board member is Charles Martin who 
has experience as Chairman and CEO of 
national healthcare services firms Third 
Party Solutions, Inc. and Direct Rx.

Louisville, Kentucky-based Kin-
dred Healthcare (www.kindredhealth-
care.com) announced a $55.7 million 
purchase of the real estate related to six 
nursing homes the company currently op-
erates. Kindred purchased the real estate 
from Chicago, Illinois-based Ventas, Inc. 
(www.ventasreit.com) a real estate invest-
ment trust that was formerly based in 
Louisville, Kentucky.

Kindred’s purchase of the real estate 
is intended to allow the Company to sell 
the nursing homes, which have a total of 
777 beds. Locations of the nursing homes 
were not disclosed. The Company hopes 
to generate $15 to $20 million from the 
sale of the nursing homes. 

Are you aware of someone who sold or acquired a business? Did you fund the devel-
opment of a new business or expansion of an existing enterprise? We are pleased to offer 
this section featuring businesses that are growing or monetizing value for their owners.

Criteria for inclusion are initially focused on merger and acquisition activity or fi-
nancings in our Kentucky and Southern Indiana region (or further away if local firms 
participated).

Please send information about your deals and financings to Tom McMahon at 
Tom@MedicalNews.md.

To find out more about becoming a Medical News advertiser or community partner,  
call 502.333.0648 or visit www.medicalnews.md



spencerian.edu
LEXINGTON CAMPUS

859-977-5406
LOUISVILLE CAMPUS

502-449-7828

Call Today to Find Your Next Great Employee

Providing Qualified Personnel in the Following Fields:
LOUISVILLE CAMPUS ONLY:

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

Discover how our graduates can contribute to your healthcare organization! 

 Our 
Graduates.

  Your
Success.


