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5 Critical Factors
Affecting Hospital CEO
and CFO Compensation
By Barbara Kirchheimer

A

s top executives at hospitals and health systems deal with increasingly complicated financial and operational challenges,
their compensation levels and structure are evolving with the
times. Here are five factors affecting both the levels and composition
of compensation for hospital and system CEOs and CFOs.
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More than 56 percent of primary care providers received some form
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Medical Group Management Association’s Medical Directorship and OnCall Compensation Survey: 2010 Report Based on 2009 Data.
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60 Physician
Leaders of
Hospitals
and Health
Systems
By Leigh Page

Aside from their role as medical directors, physicians represent only a small
fraction of top administrators at U.S.
hospitals and health systems today. Their
number has dwindled from a century
ago, when doctors ran more than onethird of U.S. hospitals. Now, however,
physician leadership may be on the verge
of a renaissance, as many hospitals move
toward clinical integration. Physicians in
the C-suite — with the right skills and
training — can be invaluable in organizing and motivating medical staff. Here is
a list of 60 physicians in various leadership roles at hospitals and health systems
throughout the United States.

Nearly half (49.43 percent) of non-surgical specialists reported no
additional compensation for on-call coverage, while 72.46 percent of
surgical specialists received additional compensation for their on-call

Steven M. Altschuler, MD (Children’s Hospital of Philadelphia).
Dr. Altschuler, a pediatric gastroenterologist, has been president and CEO of
Children’s for a decade. Dr. Altschuler
has experience as an executive, physician
and scientific investigator. He was chair
of pediatrics at the University of Pennsylvania School of Medicine and joined

continued on page 10
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Publisher’s Letter

A Review of 100 Anti-Kickback and Self-Referral Settlements and Cases;
The Erosion of Independent Medical Practice; Outpatient Trends – Six Key Issues; 10
Legal Issues Facing ASCs; Bobby Knight, Tucker Carlson, Lt. Colonel Bruce Bright and
95 Other Speakers; Co-Management Agreements; Anesthesia Models Under Attack;
Streamlining Spans and Layers
1. 100 anti-kickback and self-referral cases. We recently had the
chance to review nearly 100 kickback and self-referral cases and authored
an article related to these findings. The cases highlight an interesting distinction between cases and settlements where the provider or company
paid more than $100,000 to settle allegations and those that paid less than
$100,000. The distinction often lies in the amount of improper intent involved in the incident or incidents that drove the settlement. The article is
entitled “A Review of OIG Self-Referral and Anti-Kickback Cases: 6 Categories of Non-Compliant Physician Relationships and 8 Recent Cases.”
For a copy of this article, please e-mail me at sbecker@mcguirewoods.com
or Kirsten Doell at kdoell@mcguirewoods.com.

Independent practitioners have generally been the life blood of ambulatory surgical centers, physician-owned hospitals and several other healthcare free-standing entrepreneurial ventures. Even slight changes in the total
number of independent physicians have huge impacts on the economies
of scale of surgery centers and physician-owned hospitals. These businesses, like most businesses, work with a fairly fixed set of costs. A great
deal of the profits in these businesses is made after a base amount of cases
are brought in which cover the fixed costs. Incremental cases drive a great
deal of the profits. If the incremental cases are taken elsewhere through
employment by hospitals and other systems, this leaves physician-owned
facilities in a much tougher predicament.

2. Erosion of independent medical practice. There is likely to continue to be significant erosion in independent medical practice. This does not
generally dictate less outpatient work but it does impact the entrepreneurial
outpatient side of the business. There are different statistics but generally
40-45 percent of all physicians are now employed by hospitals. There is also
anecdotal discussion in the cardiology sector, for example, that while there
are 30-35 percent of cardiologists currently employed by hospitals, there are
70-80 percent of cardiologists in talks to become employed.

Several factors are driving the trend towards employment. The top four are
1) money, 2) money, 3) money and 4) life balance.
1) Hospitals can afford to pay physicians well due to the technical fees generated by such physicians for hospitals; 2) physicians are very concerned regarding
reimbursement rates; 3) many physicians were hurt significantly by the stock
market and real estate crash and are seeking lower risks in their practice; and 4)
many physicians who graduated over the past decade seem more focused on
life balance and more predictable hours than a business owner’s lifestyle.

When you Calculate OR Value...
...make sure anesthesia
is part of the equation
Your OR is your greatest revenue generator.
It can also dilute your financials. Learn how
anesthesia services figure squarely into
deriving maximum value, and quality, from
your OR. Visit our no-cost, confidential online
evaluation tool and rate your current anesthesia
service at www.somniainc.com/evaluate.

nÇÇ°{ÇÈ°ÈÈ{ÓÊUÊÜÜÜ°Ã>V°VÊUÊÃÕÌÃJÃ>V°V

Supporting Healthcare Facilities
and Anesthesia Groups Nationwide
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A statement in an article by Scott Gottlieb, a former CMS official articulates
the trend pretty clearly. He states in his Wall Street Journal article “No, You
Can’t’ Keep Your Health Plan”:

We will have three different talks on co-management relationships at our
Fall ASC Conference, taking place Oct. 21-23, 2010, in Chicago (see item
#10 below for more information).

“Doctors, meanwhile, are selling their practice to local hospitals. In 2005,
doctors owned more than two-thirds of all medical practices. By next
year, more than 60% of physicians will be salaried employees. About a
third of those will be working for hospitals, according to the American
Medical Association. A review of the open job searches held by one of
the country’s largest physician-recruiting firms shows that nearly 50%
are for jobs in hospitals, up from about 25% five years ago.

7. Layers and spans. A very intelligent short article that I read recently
was from Bain Consulting. Here, Bain Consulting talked about something
they title “layers and spans.” The article is titled “Streamlining Spans and
Layers: Tuning Your Organization for Better Decisions.” The core concept
was that reducing the amount of layers in a company by some small degree
and increasing a manager’s span (for example from five direct reports to
seven direct reports) can have a large positive impact on reducing an organization’s costs. It was an interesting study, which included some great
statistics, and was really informative. In essence, great companies must be
modified at layers and spans and great managers ought to have a greater
number of people they manage directly (and handle this extremely well).
Of course, a key to managing a number of people well is often having
“great people and engaging in great recruiting.”

Last month, a hospital I’m affiliated with outside of Manhattan sent
a note to its physicians announcing a new subsidiary it’s forming to
buy up local medical practices. Nearby physicians are lining up to sell
— and not just primary-care doctors, but highly paid specialists like
orthopedic surgeons and neurologists. Similar developments are unfolding nationwide.
Consolidated practices and salaried doctors will leave fewer options
for patients and longer waiting times for routine appointments. Like
the insurers, physicians are responding to the economic burdens of
the president’s plan in one of the few ways they’re permitted to.”
3. 5,200 Medicare-certified ASCs. There are now more than 5,200
Medicare-certified surgery centers. There has been a significant deceleration in the growth of surgery centers. In fact one prominent commentator
has said this might be the first year in which there is a net loss in the total
number of ASCs across the country.
Of the nations Medicare certified surgery centers, 20-35 percent have a
hospital partner. Another 20-30 percent are rumored to be not making
money at any one time.
4. Revenues under pressure. Revenues for outpatient services will be
under tremendous pressure due to two distinct factors: 1) the erosion of independent medical practices which reduces case numbers (discussed above)
and 2) the fact that commercial paid reimbursement is under tremendous
pressure. The two bigger winners in the healthcare reform bill are likely to
be the pharmaceutical industry and the hospital industry. Each have for the
foreseeable future solidified a substantial part of the healthcare budget and
protect themselves from significant reimbursement risk. This means that if
healthcare costs are actually going to be reduced or stay somewhat steady, a
great deal of the reimbursement reductions will come from a whole number of other sectors.

8. Outpatient Trends — Six Key Issues. For a copy of a brief article authored by Barbara Kirchheimer and myself titled “Outpatient Trends
– Six Key Issues,” please e-mail me at sbecker@mcguirewoods.com.
9. Anesthesia Models Under Attack. For a copy of an article entitled “Anesthesia Models Under Attack,” please e-mail me at sbecker@
mcguirewoods.com.
10. 17th Annual ASC Conference. We have completed the agenda
for our 17th Annual ASC Conference. We will be at the Swissotel on Michigan Avenue in Chicago. The conference will include more than 90 sessions
and keynote speakers such as Coach Bobby Knight (Thursday pre-conference), Political Commentator Tucker Carlson, and Lt. Col. Bruce Bright. It
will also include nearly 95 sessions on business, legal and clinical issues for
ASCs. t should be our largest and most interesting conference ever. Should
you desire to receive a brochure for the conference, please contact me at
312-750-6016 or at sbecker@mcguirewoods.com.
11. Consolidation. We are seeing substantial consolidation in the hospital and surgery center areas. Consolidation discussions are occurring rapidly
both amongst chains and in the acquisitions of hospitals and surgery centers. Prices seem relatively solid.
Should you have any questions, please contact myself at 312-750-6016 or
by e-mail at sbecker@mcguirewoods.com.
Very truly yours,

Further, insurance companies are exercising more authority over physicians. Here, Mr. Gottlieb says:
“One of the few remaining ways to manage expenses is to reduce the
actual cost of the products. In health care, this means pushing providers to accept lower fees and reduce their use of costly services like
radiology or other diagnostic testing.”
5. Ten Legal Issues Facing ASCs - 2010. Elissa Moore, Elaine Gilmer
and I recently completed an article titled “10 Legal Issues Facing Ambulatory
Surgery Centers – 2010.” Please contact me at sbecker@mcguirewoods.com
or Kirsten Doell at kdoell@mcguirewoods.com for a copy of this article. It
outlines issues such as anti-kickback issues, healthcare reform, HIPAA, outof-network arrangements and a number of other issues.
6. Co-Management Arrangements. Co-management arrangements
for the time being seem to be the new thing as a means for hospitals to
work with independent physicians. While it is not clear how long co-management arrangements will stay the new hot thing, there is likely to be some
period of time in which they remain very important. Some of them appear
to be done in “aggressive” ways in terms of payments. It may be that over
time as government intervention occurs, these will need to be restructured.

Scott Becker
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5 Critical Factors Affecting Hospital CEO and CFO Compensation
(continued from page 1)

1. Boards more engaged in challenging the status quo. Historically, hospital boards have relied on third-party data and peer comparisons to set competitive compensation levels for CEOs and CFOs.
However, with greater transparency required by the IRS on Form 990 and
increased media and constituent scrutiny, boards are taking a closer look
at compensation philosophy and strategy, and are challenging the data
and their past practices. “Board members and even executives are more
sensitive to that and therefore are digging deeper into what’s happening in
the marketplace,” says Jim Nelson, a managing principal at Sullivan, Cotter and Associates, an independent compensation and human resources
management consulting firm.
To set pay levels, boards are asking for more than the traditional national
peer comparison data. They are increasingly using regional and local comparison data as a matter of course. Perhaps most significantly, boards want
to examine peers based on their performance data — paying special attention to peer groups performing at their level or better — to set compensation levels, Mr. Nelson says. “We expect that to continue,” he says.
2. Executive salary increases aligning more with those of
general workforce. In the past, salary increases for top executives have
risen more sharply than increases for the general workforce, but this gap
may be narrowing. Historically, salary increases for CEOs were in the 4-5
percent range, while other employees might have seen 3-3.5 percent average
annual raises, Mr. Nelson says.
Beginning in 2009, however, and expected to continue in 2010, salary increases for CEOs and CFOs have leveled off a bit. Last year, some 28
percent of nonprofit healthcare organizations did not give their executives
any salary increase. And on average in 2009, executive salaries rose only
2-2.5 percent, according to Sullivan Cotter’s data. Preliminary data for 2010
is showing average salary increases of between 2.8-3.1 percent. “More and
more executive increases are tied to what the increases are for the general
workforce,” Mr. Nelson says.
On the CFO side, salaries rose 7 percent over the past two years, or about
3.5 percent each year, says Richard Gundling, vice president of healthcare
financial practices for the Healthcare Financial Management Association.
Some, however, contend that the rate of increase of executive compensation will soon rise again thanks to simple supply and demand pressures, as
well as the increasing complexity of the job. Thomas Dolan, PhD, president and CEO of the American College of Healthcare Executives, believes
the first wave of Baby Boomer retirements is beginning to contribute to
greater turnover among hospital CEOs. The next generation replacing the
Boomers in these executive roles is much smaller, and as the supply of
hospital executives declines and demand increases, salaries will likely go up,
Dr. Dolan says. “The challenges of aligning the medical staff, the nursing
staff, other employees, the community, all of these challenges are bigger
than they’ve ever been,” he says. “For all these reasons, the people doing it
can command higher salaries.”
3. Incentive portion of pay takes a hit. Roughly a third of nonprofit
healthcare organizations did not pay incentives to their executives in 2009,
says Mr. Nelson. This reflects operational and financial challenges partly
connected to the overall economy. But the expectation is that in 2010, organizations will continue to face some of these challenges, and while some
facilities will continue to exceed expectations, overall incentive awards will
again miss targets, Mr. Nelson says.
4. Boards continue to raise the bar on CEO and CFO performance. Financial criteria aside, hospital boards have also been raising
their expectations of top executives in non-financial criteria such as quality
outcomes, patient satisfaction and employee satisfaction, says Mr. Nelson.
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This kind of analysis is likely to get more sophisticated as organizations
seek continuous improvement in the face of payment pressure from insurers and the federal government, increasing competition and a genuine interest in improving the health of the communities they serve.
“Executives are supportive of this,” Mr. Nelson says. “Executives for the
most part understand and expect that boards will continue to raise the bar,
that they’re going to have to improve not only financials in this challenging
environment, but they’ll also have to improve from a quality perspective.”
For CFOs, that means incorporating skills beyond accounting and working
more closely with the clinical staff to derive quality while reducing costs,
says Mr. Gundling.
5. Perquisites being phased out. In today’s environment of increasing transparency, it is becoming more difficult for nonprofit healthcare
organizations to justify traditional perquisites for top executives, such as
country club memberships, automobile allowances, first-class travel and
spousal travel. While there may be sound business reasons for offering
these perks, constituents and the media are questioning whether they are
appropriate uses of charitable assets. “There’s no tax advantage, and then
when you compound that with scrutiny of executive pay and the high profile of perquisites on the Form 990, boards are saying it’s not worth it,” Mr.
Nelson says.
The same holds true for supplemental retirement and insurance plans for
top executives because of changing federal tax rules on tax-deferred compensation. Because of the way deferred compensation must be reported
on the Form 990, many organizations and boards are opting to make substantive changes such as rolling benefits into salaries or staggering the tax
payments instead of deferring them altogether. n
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More Than Half of Primary Care Providers, Majority of Surgical
Specialists Receive Additional Compensation for On-Call Coverage
(continued from page 1)

services, according to the survey. The most common type of additional
compensation for on-call coverage was a daily or annual stipend.
The daily rate of on-call physician compensation varied greatly among
specialties. Family practitioners with and without OB/GYN earned $110
and $100, respectively, per day, whereas neurological surgeons earned
$1,671 daily. Ophthalmologists earned $500 in additional compensation
per day while general surgeons earned $905 and urologists earned $283.
On-call compensation rates also differed on holidays and weekends; the
holiday rate for general surgeons was $3,000, and family practitioners received $588 per day.
“For many privately owned physician practices, the trend toward payment
for on-call coverage is a positive one. Hospitals are faced with staff is-

60 Physician Leaders of Hospitals and
Health Systems (continued from page 1)

Children’s medical staff in 1985. He earned his
MD from Case Western University and completed his pediatric residency training at Children’s
Hospital, Boston and his subspecialty training in
pediatric gastroenterology and nutrition at Children’s Hospital of Philadelphia.
Ron J. Anderson, MD (Parkland Health
& Hospital System, Dallas). Dr. Anderson,
an internist, has been the CEO of Parkland for
28 years. Dr. Anderson has been a leading national advocate of the medically underserved. In
1985-1986, he played a major role in the passage
of Texas and federal legislation to ban patient
dumping. He has served on the Kaiser Commission on Medicaid and the Uninsured since
1992. Before becoming the Parkland CEO in
1982, he served as the hospital’s medical director for ambulatory care and emergency services.
Dr. Anderson earned his MD from University of
Oklahoma College of Medicine and completed
his internal medicine residency at Parkland.
Timothy Babineau, MD (Rhode Island
Hospital and the Miriam Hospital, Providence, R.I.). Dr. Babineau, a general surgeon,
became president and CEO of Rhode Island
Hospital in Oct. 2008. Dr. Babineau was previously chief medical officer at the University of
Maryland Medical Center in Baltimore. Before
that, he was vice chairman of the division of
surgery, surgical residency program director and
director of the center for minimally invasive
surgery at Boston Medical Center. Currently
the editor of the Journal of Surgical Innovation and
Research, he has served on the editorial boards
of Current Surgery and Contemporary Surgery. Dr.
Babineau earned an MD from the University of
Massachusetts and completed his surgery internship, residency and a fellowship at New England
Deaconess Hospital. He holds an MBA from
Boston University.

sues regarding who should receive pay and why, and are frequently called
upon to develop justifiable rationale to support their decisions,” Kenneth
T. Hertz, CMPE, principal, MGMA HealthCare Consulting Group, said in
the release. “At the same time, as the trend toward physician employment
within integrated systems increases, the separate on-call payment disappears from the formula and instead, is integrated in the overall compensation package.”
On-call providers reported 971 hours worked per year for their annual stipend, 720 hours worked per month for their monthly stipend and 20 hours
worked per week for their weekly stipend. Those who were paid on a daily
rate were expected to be on call for a full 24 hours.
MGMA’s Medical Directorship and On-Call Compensation Survey: 2010
Report Based on 2009 Data also includes demographics for physicians receiving and not receiving additional on-call compensation, time spent on
directorship duties as well as annualized medical directorship compensation
by group and individual characteristics. n

David M. Barrett, MD (Lahey Clinic
Foundation, Burlington, Mass.). Dr. Barrett, a urologist, became president and CEO of
Lahey in 1999, after serving as chief of urology at Mayo Clinic. Like Mayo, the Lahey Clinic
is a physician-led, nonprofit group practice. In
March 2010, Dr. Barrett announced he would
step down in Jan. 2011, but will continue in a
strategic leadership role through Sept. 2012 as
part of a succession plan.
Dr. Barrett earned his MD from Wayne State
University School of Medicine and performed
his residency and fellowship at Mayo Clinic. He
served as a flight surgeon in the Vietnam War
and was chief of the aeromedical service at Cam
Rahn Bay Air Base.
Martin Brotman, MD (Sutter Health, Sacramento, Calif.). Dr. Brotman, a gastroenterologist, became president of Sutter’s West Bay
Region, a new position, in 2009. In a reorganization of Sutter’s 26 hospitals, West Bay became
one of five new regions with separate boards. Dr.
Brotman has a record of hospital turnarounds,
having rehabilitated Sutter’s California Pacific
Medical Center. In 2006, while still leading California Pacific, he was appointed interim CEO of
Sutter’s then-troubled St. Luke’s Hospital to help
turn it around. He earned his MD from University of Manitoba Faculty of Medicine and completed his residency at Mayo Clinic.
George J. Brown, MD (Legacy Health
System, Portland, Ore.). Dr. Brown, a gastroenterologist and former brigadier general in
the U.S. Army, assumed his position as president
and CEO of Legacy in Aug. 2008. Dr. Brown had
been COO of MultiCare Health System in Washington State. Legacy consists of two regional
hospitals, three community hospitals, a children’s
hospital and many clinics and health centers. The
health system has been working with the Institute for Healthcare Improvement on setting and
achieving patient safety and quality goals.

Warren S. Browner, MD (California Pacific Medical Center, San Francisco). Dr.
Browner, an internist, became CEO of California
Pacific in April 2009. The 382-bed hospital traces
its roots back to 1852, when German immigrants
opened a free clinic and hosted the West’s first
medical school. Dr. Browner arrived at the medical center in 2000 as the first scientific director of
its Research Institute and then became vice president for academic affairs. He earned his MD from
the University of California, San Francisco School
of Medicine.
Delos M. “Toby” Cosgrove, MD (Cleveland Clinic Foundation, Cleveland). Dr.
Cosgrove, a thoracic surgeon, became CEO of the
Cleveland Clinic in 2006 and has put this worldclass institution front-and-center ever since. He
re-organized clinical services into institutes, based
on organs and diseases, and has taken many steps
to improve the health of his 40,000 employees. He
joined the Cleveland Clinic in 1975 and was named
chairman of the Department of Thoracic and
Cardiovascular surgery in 1989. As CEO, Dr. Cosgrove presides over a $5 billion healthcare system
comprised of the Cleveland Clinic, 10 hospitals,
15 family health and ambulatory surgery centers.
Dr. Cosgrove earned his MD from the University
of Virginia School of Medicine in Charlottesville
and completed his clinical training at Massachusetts
General Hospital Children’s Hospital, Boston, and
Brook General Hospital in London.
Ralph de la Torre (Caritas Christi Health
Care, Boston). Dr. de la Torre, a cardiac surgeon, became president and CEO of Caritas
Christi in April 2008. Dr. de la Torre oversees
12,000 employees, 1,552 hospital beds, 2,305
doctors and 1,880 nurses in 55 communities.
Before joining Caritas Christi, he was founder,
president and CEO of the Cardiovascular Institute and Cardiovascular Management Associates
at Beth Israel Deaconess Medical Center in Boston. He earned his MD from Harvard Medical
School and a masters of science in health science
and technology from M.I.T.
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Melinda Estes, MD (Fletcher Allen Health Care, Burlington, Vt.).
Dr. Estes, a neurologist and neuropathologist, has been president and CEO
of Fletcher Allen since 2006. The health system, a partner of the University
of Vermont College of Medicine, operates two hospitals with 562 beds, more
than 30 patient care sites and 100 outreach clinics, programs and services.
Before Fletcher Allen, Dr. Estes spent two decades at the Cleveland Clinic
Foundation and was the first woman to be elected to the Cleveland Clinic’s
board of governors, in 1990. She earned her MD and completed a neurology
residency at the University of Texas, Galveston, was a neuropathology fellow
at the Cleveland Clinic and completed training in pediatric neuropathology
at Children’s Hospital of Philadelphia. She also holds an MBA from Case
Western Reserve University Weatherhead School of Management.
David T. Feinberg, MD (UCLA Hospital System, Los Angeles).
Dr. Feinberg, a psychiatrist, has been CEO of UCLA Hospital System since
2006. Triple board-certified in child and adolescent psychiatry, adult psychiatry and addiction psychiatry, he joined the UCLA faculty in 1994, becoming medical director at Resnick. Dr. Feinberg earned his MD from Chicago
Medical School at Rosalind Franklin University, undertook his residency in
psychiatry at UCLA School of Medicine and his internship in pediatrics at
Loyola University Medical Center. He studied economics at Berkley and has
an MBA from Pepperdine University.
Thomas B. Flynn, MD (The NeuroMedical Center Clinic, Baton
Rouge, La.). Dr. Flynn, a neurosurgeon, is the president and founder of
NeuroMedical, consisting of a 23-bed surgical hospital, a 27-bed rehabilitation hospital, a sleep center, an in-house lab and radiology department.
When Dr. Flynn began practicing in Baton Rouge in 1967, he was the only
board-certified neurosurgeon between Baton Rouge and Shreveport and
saw first-hand how Louisiana could benefit from neurosurgery. He opened
NeuroMedical in 2004 and retired from medical practice in 2008. Dr. Flynn
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earned his MD from Tulane University and completed a surgical residency
at Charity Hospital in New Orleans and a fellowship in neurological surgery
at the Ochsner Foundation in New Orleans.
Patricia Gabow, MD (Denver Health). Dr. Gabow, a nephrologist, is
CEO of Denver Health, which consists of a 477-bed hospital, a teaching
institute affiliated with the University of Colorado, as well as a network of
clinics in schools and neighborhoods, the public health department and
the 911 response system for the city and county of Denver. Dr. Gabow
joined Denver Health in 1973 as chief of the renal division. She earned
her MD from the University of Pennsylvania School of Medicine, trained
in internal medicine at the Hospital of the University of Pennsylvania and
Harbor General Hospital in Torrance, Calif., and undertook her fellowship
in nephrology at San Francisco General Hospital and the Hospital of the
University of Pennsylvania.
Aaron E. Glatt, MD (New Island Hospital, Bethpage, N.Y.). Dr.
Glatt, an infectious disease physician, has been president and CEO of New
Island Hospital since 2007. Previously, as president and chief medical officer,
Dr. Glatt was co-leader of the hospital with a non-physician who was the
COO for many years. Both of the co-leaders eventually asked the hospital
board to drop the arrangement, which they said was too cumbersome, and
pick just one of them to be CEO. The board picked Dr. Glatt. An assistant
rabbi for many years, he lectures on medical halakhic issues. He earned his
MD from Columbia University College of Physicians and Surgeons, performed his residency at Brookdale Hospital Medical Center in Brooklyn,
N.Y., and his fellowship at SUNY Brooklyn Health Sciences Center.
Joseph Golbus, MD (NorthShore University HealthSystem
Medical Group, Evanston, Ill.). Dr. Golbus, a rheumatologist, is
president of the medical group, which is part of four-hospital NorthShore
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University HealthSystem, formerly Evanston
Northwestern Healthcare. The medical group
has more than 550 physicians practicing at about
75 sites in the north and northwest suburbs of
Chicago. NorthShore University is affiliated with
University of Chicago Pritzker School of Medicine. Dr. Golbus joined NorthShore University
HealthSystem in 1988. He earned his MD from
the University of Illinois School of Medicine,
completed an internal medicine residency at Evanston Hospital and was a rheumatology fellow
at the University of Michigan.

care provider in Massachusetts, headed by Massachusetts General Hospital and Brigham and
Women’s Hospital, both teaching affiliates of
Harvard Medical School. Previously, Dr. Gottlieb was president of Brigham and Women’s since
2002. Dr. Gottlieb came to Partners in 1998 as
chairman of psychiatry. Born in Brooklyn and
raised on Long Island, Dr. Gottlieb earned his
MD from Albany Medical College of Union
University and received an MBA from the University of Pennsylvania’s Wharton Graduate
School of Business Administration.

Larry J. Goodman, MD (Rush University Medical Center, Chicago). Dr. Goodman, an internist, has been president and CEO
of Rush since 2002. In 2006 he began the “Rush
Transformation,” a $1 billion project to rebuild
large parts of the medical center. The first step,
an orthopedics building in partnership with
orthopedic surgeons on staff, opened recently.
Dr. Goodman has a long history with Rush. In
1987, he was named associate dean for medical
student programs at the medical school. He then
served as director of the division of specialized
training programs and as director of inter-institutional affairs, crafting an academic affiliation
agreement with Cook County Hospital. Then he
became Rush’s senior vice president for medical affairs and dean of the medical school. He
earned his MD from the University of Michigan
Medical School and completed his residency in
internal medicine at Rush.

Steven D. Grant, MD (Detroit Medical
Center). Dr. Grant, an internist, will become
executive vice president of physician partnerships at Detroit Medical Center in May 2010.
DMC is one of Michigan’s largest health systems, with eight hospitals and an affiliation with
the Wayne State University School of Medicine.
Dr. Grant was president and CEO of United
Physicians, a multispecialty group with more
than 2,000 physicians, based in Bingham Farms,
Mich., which he co-founded in 2000. In his new
position at DMC, he will lead system’s internal
healthcare reform efforts, building relationships
between private practice physicians and the hospital system. Dr. Grant earned his MD at the
University of Michigan Medical School.

Gary L. Gottlieb, MD (Partners HealthCare, Boston). Dr. Gottlieb, a psychiatrist,
became president and CEO of Partners HealthCare in Jan. 2010. Partners is the largest health-

Dean Gruner, MD (ThedaCare, Appleton, Wis.). Dr. Gruner, a family physician, is
president and CEO of ThedaCare, made up of
four hospitals and a physicians’ group in central
Wisconsin. He was one of the founding physicians of the Touchpoint health plan, which ThedaCare and investing physicians sold to UnitedHealthcare in 2004. Before becoming CEO, Dr.
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Gruner had been senior vice president of physician services at ThedaCare since 2003 and has
served in many leadership positions at the system
since it was founded as Novus Health Group in
1987. He earned his MD from the University of
Minnesota Medical School and completed his
residency at St. Michael Hospital in Milwaukee.
He earned a master’s degree in medical management from Tulane University.
Marc Harrison, MD (Cleveland Clinic
Foundation, Cleveland). Dr. Harrison, a
pediatric intensivist, became chief medical operations officer at the Cleveland Clinic in July
2009. In an effort to better integrate medical care and operations, Dr. Harrison oversees
operations in tandem with a non-MD, William
Peacock III, who was named chief of operations at the same time. In addition, Dr. Harrison continues to practice in the pediatric ICU
at the Cleveland Clinic, which has 1,700 salaried
staff physicians operating through 10 hospitals.
Dr. Harrison previously served as the clinic’s director of medical operations and vice chair of
professional staff affairs, where he developed
the clinic’s Critical Care Transport team and
improved patient access. His work streamlining
hospital transfers led to a 9 percent increase in
transfers in 2009. He joined Cleveland Clinic in
1999. Dr. Harrison earned his MD from Dartmouth Medical School, trained in pediatrics and
critical care at the University of Utah and earned
a master’s degree in medical management from
Carnegie Mellon University.
John Harvey, MD (Oklahoma Heart Hospital, Oklahoma City, Okla.). Dr. Harvey,
a heart surgeon, is medical director and CEO
of all-digital Oklahoma Heart Hospital, which
opened in 2002. He told the Journal Record in
2007 the hospital’s growth rate was a consistent
10 percent per year. In Jan. 2010, the $98 million Oklahoma Heart Hospital South Campus
opened, and it received Medicare certification in
March, well before the ban on new physicianowned hospital goes into effect at the end of the
year. Dr. Harvey earned his MD from University
of Oklahoma College of Medicine and completed residencies in general surgery at Mount
Sinai Hospital and in cardiovascular disease at
the University of Michigan.
Rodney Hochman, MD (Swedish Medical Center, Seattle). Dr. Hochman, a rheumatologist, became CEO of Swedish in April
2007. The medical center is the largest nonprofit
healthcare provider in the Greater Seattle area,
with three hospitals totaling 1,245 beds and 6,960
employees and a physician division with 916 employees. Before joining Swedish, Dr. Hochman
was executive vice president of Sentara Healthcare in Norfolk, Va., where he was responsible
for operating five hospitals, a medical group and
legal and corporate compliance divisions. Before
Sentara, he was an executive at the Health Alliance of Greater Cincinnati and worked at the
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Guthrie Healthcare System in Sayre, Pa. He earned his MD from Boston
University School of Medicine.
Gary S. Kaplan, MD (Virginia Mason Medical Center, Seattle).
Dr. Kaplan, an internist, has been chairman and CEO of Virginia Mason
for a decade. The medical center, founded in 1920, is a non-profit organization that combines a 480-physician multispecialty practice, a 336-bed
hospital, the Benaroya Research Institute and several centers of excellence.
In 2002, Dr. Kaplan launched a patient safety and quality improvement
initiative. The Virginia Mason Production System aims to minimize waste
through just-in-time production and eliminate defects in the system by empowering staff to “stop the line” whenever they see a problem. The medical center has won several quality and patient safety awards as a result. He
continues to be a clinical professor at the University of Washington. Dr.
Kaplan earned his MD from the University of Michigan and completed
training in internal medicine at Virginia Mason.
A. Gus Kious, MD (Huron Hospital, Cleveland). Dr. Kious,
a family physician, became president of Huron Hospital in 2004. This
135-year-old hospital, part of the Cleveland Clinic Foundation, is located
on the former estate of John D. Rockefeller, which has become the second
poorest community in the Midwest. Dr. Kious implemented a remarkable
turnaround at Huron. Three years after he took the helm, Huron had the
third-lowest average length of stay, at 4.47 days, and the best supply costs
per adjusted hospital discharge, at $639, of the 10-hospital Cleveland Clinic
system. He had also lowered indirect cost per patient case by 20.3 percent
to $3,024 by challenging physicians and staff to performance excellence.
Dr. Kious earned his MD from Case Western Reserve School of Medicine
and trained in family medicine at Fairview (Ohio) General Hospital.
Alfred B. Knight, MD (Scott & White Healthcare, Temple,
Texas). Dr. Knight, an obstetrician-gynecologist, has been president and
CEO of Scott & White for 10 years. He is also chairman of the board of
the Scott & White Health Plan, which has 200,000 members. Scott & White
has nine hospitals, 800 physicians and scientists in 60 clinics, and more than
more 10,000 employees across a 25,000-square-mile area in Central Texas.
He joined Scott & White in 1986. He earned his MD from Case Western
Reserve University and completed his OB/GYN residency and a fellowship in maternal-fetal medicine at Barnes Hospital in St. Louis.
John F. Koster, MD (Providence Health and Services, Renton,
Wash.). Dr. Koster, an internist, became president & CEO of Providence
in 2009. Providence is a Catholic healthcare system with 27 hospitals and
more than 35 non-acute facilities in Alaska, Washington, Montana, Oregon
and California. Dr. Koster has been with the health system since 1997. Before Providence, he served as vice president for targeted member services
at VHA in Irving, Texas, and was vice president of Presbyterian Healthcare
Services in Albuquerque, N.M. He also served as senior vice president of
Rocky Mountain Healthcare Corp., which manages the Blue Cross Blue
Shield plans of Colorado, New Mexico and Nevada. From 1979-1988 he
worked in private practice with a multi-specialty group of physicians. Dr.
Koster received his medical degree from the University of New Mexico
and completed his internship at Providence Portland Medical Center.
Mark Laney, MD (Heartland Health, St. Joseph, Mo.). Dr. Laney,
a pediatric neurologist, became president of Heartland Health in Aug.
2009. Heartland is an integrated health delivery system including 696-bed
Heartland Regional Medical Center and Heartland Clinic, which has more
than 100 physicians. The system, with 3,200 employees, received the 2009
Malcolm Baldrige National Quality Award for organizational performance
excellence. Previously, Dr. Laney was president of Cook Children’s Health
Care System in Fort Worth, Texas, which runs two hospitals and a pediatric
multi-specialty practice with 300 physicians and 120 nurse practitioners.
He was one of three founding members of the practice, grew it and led its
integration into Cook Children’s. He earned his MD from the University
of Texas Medical Branch in Galveston and completed a pediatric neurol-
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ogy fellowship at Mayo Clinic in Rochester, Minn. He received a master’s
degree in medical management at the University of Texas at Dallas and the
University of Texas Southwestern in Dallas.
Robert J. Laskowski, MD (Christiana Care Health System in
Wilmington, Del.). Dr. Laskowski, a geriatrician, became president and
CEO of Christiana Care Health System in 2003. Christiana Care operates
two acute-care hospitals totaling 1,100 beds and several clinics. Before joining Christiana Care, Dr. Laskowski was chief medical officer at Lehigh Valley
Hospital and Health Network in Allentown, Pa., and president and group
medical director at Northeast Permanente Medical Group in Hartford, Conn.
He continues his clinical work as professor of medicine at Jefferson Medical College of Thomas Jefferson University in Philadelphia. Dr. Laskowski
earned his MD from the University of Pennsylvania School of Medicine,
completed his internal medicine residency at the University of Chicago Hospitals and Clinics and a fellowship in general medicine. He also holds an
MBA from the University of Pennsylvania’s Wharton School of Business.
Roger Longenderfer, MD (Pinnacle Health System, Harrisburg,
Pa.). Dr. Longenderfer, a family physician, became president and CEO
of Pinnacle, a four-hospital healthcare system, in 2001 and announced last
month he would be stepping down in June. Dr. Longenderfer joined Pinnacle
in 1998 as chief medical officer and senior vice president for medical affairs.
After becoming CEO three years later, he presided over the acquisition of
Community General Osteopathic Hospital, expansions of facilities such as
the ED at Harrisburg Hospital and creation of the Pennsylvania Psychiatric
Institute, a joint venture with the Penn State Milton S. Hershey Medical Center. He earned his MD at Hahnemann University School of Medicine and
completed his residency training at Geisinger Medical Center.
James V. Luck Jr., MD (Los Angeles Orthopaedic Hospital).
Dr. Luck, an orthopedic surgeon, has served as president, CEO and medical director of the 152-bed Orthopaedic Hospital since 1989. Founded in
1922, the hospital cares for children with crippling birth defects and musculoskeletal disorders. In 1998 it formed a strategic alliance with University of
California, Los Angeles. Its new 40,000-square-foot Orthopaedic Hospital
Outpatient Medical Center increases capacity for children’s orthopaedic visits
to 95,000 per year. The Orthopaedic Hospital also opened a new research
center in 2007. Dr. Luck earned his MD from University of Southern California, completed his residency at the Orthopaedic Hospital and Rancho Los
Amigos Hospital and completed a fellowship in adult reconstructive orthopedics and musculoskeltal tumors at the Orthopaedic Hospital.
Roberta Luskin-Hawk, MD (Saint Joseph Hospital, Chicago).
Dr. Luskin-Hawk, an infectious disease specialist, became CEO of Saint
Joseph Hospital in Aug. 2009. This 321-bed Catholic hospital is part of
nine-hospital Resurrection Health Care. Founded in 1868, Saint Joseph
 






14

Sign up for the FREE Becker’s Hospital Review E-Weekly at www.BeckersHospitalReview.com or call (800) 417-2035

Hospital was rated among the top 5 percent of U.S. hospitals for stroke
care and is among the top 10 percent of U.S. hospitals for pulmonary
services by HealthGrades. A longtime AIDS activist, Dr. Luskin-Hawk
co-founded one of Chicago’s first inpatient HIV units at Saint Joseph in
1987, which has since served thousands of patients from Chicago and its
suburbs. In 1989, she established the AIDS Research Alliance Chicago, an
independent, non-profit clinical research consortium.
James Mandell, MD (Children’s Hospital Boston). Dr. Mandell, a
urologist, became CEO of Children’s in Oct. 2000. At 396 licensed beds, it
is one of the largest children’s hospitals in the nation, with 24,460 inpatient
and day surgical cases and 492,698 outpatient visits. Dr. Mandell is responsible for overall governance of Children’s four mission areas of patient
care, research, training of new physicians and community services. Before
coming to Children’s, he was dean of Albany (N.Y.) Medical College. He
earned his MD and undertook his residency at University of Florida School
of Medicine and completed a fellowship at the University of North Carolina School of Medicine.
John McCabe, MD (Upstate University Hospital, Syracuse, N.Y.).
Dr. McCabe, an emergency physician, became CEO and senior vice president
for clinical affairs at University Hospital in July 2009. Dr. McCabe has been
at University Hospital and SUNY Upstate Medical University for more than
20 years, serving as medical staff president, medical director, vice president
and vice dean for clinical affairs and chair of the department of emergency
medicine. Dr. McCabe earned his MD from Upstate in 1979 and completed his
residency at Wright State University School of Medicine in Dayton, Ohio.

Mark McDonald, MD (Institute for Orthopaedic Surgery, Lima,
Ohio). Dr. McDonald, an orthopedic surgeon, is president and CEO of
the institute. It opened as an ASC in 1998 and converted to a three-bed
hospital in 2002. The institute is next door to the Orthopaedic Institute of
Ohio, a group of 16 orthopedic surgeons, allowing comprehensive orthopedic services in one location. The institute also has five internal medical
consultants, three infectious disease consultants, nine physician assistants
and four CRNAs. Dr. McDonald earned his MD from Ohio State University College of Medicine and completed his orthopedic surgery residency
at the University of Kentucky.
Edward D. Miller, MD (Johns Hopkins Medicine, Baltimore).
Dr. Miller, an anesthesiologist, became president and CEO of Johns Hopkins in 1997. He is also dean of the Johns Hopkins University School of
Medicine and vice president for medicine of Johns Hopkins University.
The hospital has topped U.S. News & World Report’s list of America’s Best
Hospitals every year since 1991. He came to Johns Hopkins in 1994 as
director of anesthesiology and critical care medicine. Previously, he served
eight years at Columbia University as professor and chairman of anesthesiology, and prior to that he spent 11 years at the University of Virginia.
In addition to being CEO, Dr. Miller has kept up a clinical career. His
research focuses on the cardiovascular effects of anesthetic drugs and vascular smooth muscle relaxation. After earning an MD from the University
of Rochester School of Medicine and Dentistry, he was a surgical intern
at University Hospital in Boston, chief resident in anesthesiology at Peter
Bent Brigham Hospital in Boston and as a research fellow in physiology at
Harvard Medical School.
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Edward G. Murphy, MD (Carilion Clinic,
Roanoke, Va.). Dr. Murphy, an internist,
is president and CEO of the clinic, formerly
known as Carilion Health System, which operates eight hospitals and a 500-physician multispecialty group. Dr. Murphy has been overseeing Carilion’s conversion from a traditional,
hospital-centered healthcare organization to a
multi-specialty, patient-centered clinic. “We’ve
added more than 200 doctors, a physician leadership structure and a comprehensive electronic
medical record,” he said in a 2009 release. Before
coming to Carilion, Dr. Murphy was president
and CEO of Seton Health System in upstate
New York and a member of the New York
State Hospital Review and Planning Council. He
earned his MD from Harvard Medical School.
He also holds an undergraduate degree in biochemistry and economics from the University of
New York at Albany.
Elizabeth G. Nabel, MD (Brigham and
Women’s/Faulkner
Hospitals,
Boston). Dr. Nabel, a cardiologist, became CEO of
Brigham and Women’s and Faulkner Hospitals
in January 2010. The 750-bed hospital is one of
the top two non-university recipients of research
funding from the National Institutes of Health for
the past 10 years. Dr. Nabel was previously director of the NIH’s National Heart, Lung, and Blood
Institute. She is a nationally recognized scholar,
having authored 250 publications and has been an
editorial board member of The New England Journal of Medicine. Early in her career, she joined the
faculty at the University of Michigan and went on
to become director of its Cardiovascular Research
Center and chief of the division of cardiology. Dr.
Nabel earned her MD at Cornell University Medical College and completed her residency in internal
medicine and a clinical and research fellowship in
cardiovascular medicine at Brigham and Women’s.
Harris M. Nagler, MD (Beth Israel Medical Center, New York). Dr. Nagler, a urologist, officially became president & CEO of Beth
Israel in March 2010 but already had been interim president for a year. This 1,368-bed institution is one of the university hospitals for the
Albert Einstein College of Medicine and a member of Continuum Health Partners. While CEO,
Dr. Nagler is continuing as chairman of the
department of urology, a position he has held
since joining Beth Israel in 1989, until a replacement is found. He earned his MD from Temple
University School of Medicine and completed
his residency at Columbia Presbyterian Medical
Center. He also attended the Wharton School/
University of Pennsylvania’s Management Development Program for physician executives.
Robert E. Nesse, MD (Mayo Health System, Rochester, Minn.). Dr. Nesse, a family
physician, was named CEO of Mayo Health System in March 2010. The health system is a organization of clinics, hospitals and healthcare facilities serving 70 communities in Minnesota, Iowa

and Wisconsin. Nearly 800 physicians and 13,000
allied health staff are employed by Mayo Health
System organizations. Affiliated with Mayo Clinic, the health system has been a national leader
in quality and safety efforts. Dr. Nesse previously
was president and CEO of Mayo’s Franciscan
Skemp Healthcare, based in La Crosse, Wis., a position he held since 2004. Joining Mayo in 1980,
he served as residency program director for family practice from 1984-1990 and was vice chair
of Mayo Clinic Department of Family Medicine
from 1990-1996. Dr. Nesse earned an MD from
Wayne State University School of Human Medicine and completed his residency training at Oakwood Hospital in Dearborn, Mich.
Stephen L. Newman, MD (Tenet Healthcare Corp., Dallas). Dr. Newman, a pediatric gastroenterologist, became COO of Tenet in
2007. In his new role, he is responsible for the
operational oversight of Tenet’s 50 acute-care
hospitals in 12 states, as well as the company’s
ASCs and diagnostic imaging centers. From
March 2003 until his promotion, Dr. Newman
was CEO of Tenet’s California operations,
where he built a profitable core of hospitals in a
highly competitive market. Dr. Newman joined
Tenet in 1999 as vice president of operations for
its former Gulf States region, where he managed
12 hospitals in Alabama, Louisiana and Mississippi. In June 2000, he was promoted to senior
vice president of operations. Before Tenet, he
was president of a 14-hospital group at Columbia/HCA. He earned his MD from the University of Tennessee and completed his internship,
residency and fellowship at Emory University
School of Medicine. Dr. Newman holds an
MBA from Tulane University and completed the
advanced management program at the Wharton
School at the University of Pennsylvania.
John Noseworthy, MD (Mayo Clinic,
Rochester, Minn.). Dr. Noseworthy, a neurologist, became president and CEO of Mayo
Clinic in Nov. 2009. More than 3,300 physicians,
scientists and researchers and 46,000 allied health
staff work at the clinic, which has sites in Rochester, Minn., Jacksonville, Fla., and Scottsdale/
Phoenix, Ariz. Obama has often praised the clinic’s team-based approach, melding inpatient with
outpatient care to reduce costs and uphold quality, as a model for healthcare reform. Dr. Noseworthy joined Mayo in 1990 and has served in
various leadership positions, among them chairman of Mayo’s Department of Neurology and
vice chairman of its Rochester executive board.
He earned his MD at Dalhousie University in
Halifax, Canada, completed his neurology training at Dalhousie and the University of Western
Ontario, Canada, and was a research fellow at
Harvard Medical School.
Christopher T. Olivia, MD (West Penn Allegheny Health System, Pittsburgh). Dr.
Olivia, an ophthalmologist, became president
and CEO of West Penn Allegheny in 2008. The
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six-hospital system was a financially struggling
organization that he turned around. In March
2010, West Penn reported its third straight quarter with a net profit. The turnaround involved a
strategic plan involving hospital reorganizations,
service integration and recruitment of top administrative and medical staff leaders. Before
West Penn, Dr. Olivia turned around Cooper
Health System in southern New Jersey, where he
was also president and CEO. Under Dr. Olivia’s
tenure, the system went from the brink of bankruptcy to become a thriving organization with
more than double the revenue and 60 percent
more patients than when he arrived. Before taking the helm at Cooper, Dr. Olivia was president
of its faculty physician organization, University Physicians-Cooper. He earned his MD from
Hahnemann Medical School and completed his
residency at the University of Buffalo, State University of New York. He earned an MBA from
the Wharton School of Business Administration
at the University of Pennsylvania.
Herbert Pardes, MD (NewYork Presbyterian Healthcare System, New York.).
Dr. Pardes, a psychiatrist, became CEO of NewYork-Presbyterian in January 2000, after serving
as dean of Columbia University’s medical school.
Dr. Pardes has been credited with cementing the
merger of New York Hospital and Presbyterian
Hospital into NewYork-Presbyterian, which occurred three years before he took the helm. Having recently turned 75, Dr. Pardes plans to retire
at the end of 2011 and help smooth the transition to a new executive. Before becoming CEO,
he served as U.S. Assistant Surgeon General and
was director of the National Institutes of Mental
Health during the Carter and Reagan administrations. Dr. Pardes earned his MD from the State
University of New York College of Medicine in
Brooklyn and performed his internship and residency in psychiatry at Kings County Hospital in
Brooklyn. He completed psychoanalytic training
at New York Psychoanalytic Institute.
David Pate, MD, JD (St. Luke’s Health
System, Boise, Idaho). Dr. Pate, an internist
and attorney, became president and CEO of St.
Luke’s last year and took full control in March,
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with the retirement of Ed Dahlberg, who had been CEO for 25 years. St.
Luke’s is a not-for-profit health system based in Idaho, with five hospitals.
Before coming to Idaho, Dr. Pate was CEO of 915-bed St. Luke’s Episcopal Hospital, an unrelated facility at the heart of the Texas Medical Center
in Houston and flagship of St. Luke’s Episcopal Health System. Dr. Pate
entered hospital administration in 1995 and then received his law degree
from the University of Houston Law Center. He earned his MD from
Baylor College of Medicine in Houston and performed his residency at
Baylor Affiliated Hospitals in Houston and was chief resident at St. Luke’s
Episcopal Hospital, Houston.
Jonathan Perlin, MD, PhD (Hospital Corporation of America, Nashville, Tenn.). Dr. Perlin, who holds an MD-PhD degree,
is chief medical officer and president of the clinical services group
for HCA. Dr. Perlin is responsible for clinical strategy and continually improving performance at HCA’s 169 hospitals and 115 outpatient
centers. He has been developing and implementing electronic health
records throughout HCA and a national program to eradicate healthcare-associated infections. Before joining HCA in 2006, Dr. Perlin was
under-secretary for health in the U.S. Department of Veterans Affairs,
where he championed electronic health records, bringing a great deal
of recognition to the VHA system as a leader in EHR. He received his
PhD in pharmacology and toxicology with an MD at the Medical Scientist Training Program at Virginia Commonwealth University’s Medical
College of Virginia Campus.
Patrick J. Quinlan, MD (Ochsner Health System, New Orleans). Dr. Quinlan, a dermatologist, has been CEO of Ochsner since
2001. The health system operates seven hospitals and employs more
than 750 physicians in more than 90 medical specialties. With 8,400
employees, it is the largest private employer in Louisiana. During and
after Hurricane Katrina, 473-bed Ochsner Medical Center was one of
only three hospitals in New Orleans to keep its doors open, despite significant physical damage to the building. Dr. Quinlan came to Ochsner
in 1998 as its chief medical officer, having been CMO at Lovelace
Health Systems in Albuquerque, N.M. He holds a master’s degree in
health administration from the College of St. Francis in Albuquerque,
New Mexico. He earned his MD from the University of Texas Medical
Branch at Galveston, completed his internship at Carraway Methodist
Center in Birmingham, Ala., and held a dermatology residency at the
University of Alabama at Birmingham.

Thomas Royer, MD (CHRISTUS Health System, Irving, Texas). Dr. Royer, a general surgeon, is president and CEO of CHRISTUS,
which includes more than 40 hospitals and facilities in six states and Mexico and has assets of more than $4.1 billion. Before joining CHRISTUS,
Dr. Royer was senior vice president of medical affairs and chairman of
the board of governors of Henry Ford Medical Group. He served for
two years at Johns Hopkins Medical Services Corporation and Wyman
Park Medical Associates in Baltimore in a variety of administrative positions, including CEO. He also spent 18 years with the Geisinger Medical
Center and Clinic in Danville, Pa., holding posts as senior vice president
and medical director. He earned his MD from the University of Pennsylvania and completed his postdoctoral training at Geisinger Medical
Center and Clinic.
Steven M. Safyer, MD (Montefiore Medical Center, New
York). Dr. Safyer, an internist, became president and CEO of Montefiore in Jan. 2008. Montefiore, a 1,188-bed hospital in the Bronx, is
one of the university hospitals for Albert Einstein College of Medicine. Dr. Safyer has been at Montefiore for 27 years. He was senior
vice president and chief medical officer before becoming CEO. His
accomplishments as CMO included building an extensive communitybased primary care network, commissioning cutting-edge information
systems, developing strategies to manage care and creating nationally
recognized quality and safety programs. He earned his MD from Albert
Einstein and completed his internship and residency in social medicine
at Montefiore.
Gregory Simone, MD (WellStar Health System, Marietta,
Ga.). Dr. Simone, a cardiologist, is president and CEO of WellStar
Health System, a five-hospital organization with more than 11,000 employees, 1,311 licensed beds and the WellStar Physicians Group. Before
joining WellStar, he was president and CEO for 27 years of Cardiovascular Medicine, the largest cardiology practice in the WellStar service area.
He regards his MBA degree and experience running a group practice as
key to his success at WellStar. “I’m fortunate to have the schooling and
on the job training,” he told Atlanta Hospital News. “That’s important
to addressing the fiscal responsibility of a non-profit health system, of
balancing the ledger in this particularly difficult time for hospitals.” Dr.
Simone earned an MD from Emory University and an MBA from Kennesaw (Ga.) State University.

Prem Reddy, MD (Prime Healthcare Services, Victorville, Calif.). Dr. Reddy, a cardiologist, is chairman and founder of Prime Healthcare Services, which oversees 13 acute-care hospitals in California. Dr. Reddy founded Desert Valley Medical Group, a multi-specialty medical group,
in 1985. In 2001, PHS purchased the failing operations of Desert Valley
Hospital and Desert Valley Medical Group from Phycor and turned them
around. He then acquired Chino Valley Medical Center, a 126-bed bankrupt hospital in Chino, Calif., in 2004. Dr. Reddy earned his MD in India
and completed his residency training in internal medicine and cardiology at
SUNY Downstate Medical Center in Brooklyn, N.Y.

Peter Slavin, MD (Massachusetts General Hospital, Boston).
Dr. Slavin, an internist, has been president of Massachusetts General Hospital since 2003. From 1999–2002 he was also chairman and CEO of the
Massachusetts General Physicians Organization, with more than 1,700 physicians, including nearly 1,000 employed physicians. This 900-bed medical
center is the major teaching hospital of Harvard University, with one of the
largest hospital-based research budgets in the world. Before Massachusetts
General, Dr. Slavin was president of Barnes-Jewish Hospital in St. Louis
from 1997–1999. Dr. Slavin earned his MD from Harvard Medical School
and completed his residency at Massachusetts General. He holds an MBA
from Harvard Business School.

William L. Roper, MD (University of North Carolina Health
Care System, Chapel Hill, N.C.). Dr. Roper, a pediatrician, is CEO of
the UNC Health Care System at the University of North Carolina at Chapel Hill. He also is dean of the medical school and a professor there and
teaches health policy and administration in the School of Public Health.
Dr. Roper was a health policy advisor to the first President Bush and an
administrator of CMS (then called HCFA) from 1986-1989. Before joining
UNC in 1997, he was senior vice president of Prudential Health Care. He
earned his MD from the University of Alabama at Birmingham, completed
a pediatrics residency at the University of Colorado Medical Center and
received a master’s degree in public health from UAB while serving as a
health officer in Alabama.

Glenn Steele Jr., MD (Geisinger Health System, Danville,
Pa.). Dr. Steele, a surgeon and oncologist, became president and CEO
of Geisinger five years ago, when the organization was recovering from
a failed merger with Penn State Hershey Medical Center. This physicianled health system in rural Pennsylvania runs four hospitals, including
548-bed Geisinger Medical Center, many clinics and a health insurance
plan. Dr. Steele came from the University of Chicago where he was vice
president for medical affairs and dean of the division of biological sciences. He earned his MD from New York University School of Medicine
and completed his internship and residency in surgery at the University
of Colorado. He also earned a PhD in microbiology at Lund University
in Sweden in 1975.
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Steven L. Strongwater, MD (Stony
Brook University Medical Center, Stony
Brook, N.Y.). Dr. Strongwater, an internist,
became CEO of Stony Brook in Jan. 2007. The
medical center comprises Stony Brook University School of Medicine and 540-bed Stony Brook
University Hospital, with 5,100 employees.
Before joining Stony Brook, Dr. Strongwater
headed 224-bed John Dempsey Hospital at the
University of Connecticut. As hospital director
and associate dean for clinical affairs at UConn,
he developed a patient safety center, the Collaborative Center for Clinical Care Improvement,
and ran the faculty practice plan. Dr. Strongwater earned his MD at the SUNY Upstate Medical
Center and completed his residency at University
Hospital SUNY Health Science Center.
Paul Summerside, MD (Aurora BayCare
Medical Center, Green Bay, Wis.). Dr.
Summerside, an emergency physician, is chairman of the board at Aurora BayCare, a 167-bed,
full-service hospital jointly owned by Aurora
Health Care and the BayCare Clinic. Dr. Summerside is chief medical officer of BayCare
Clinic, with more than 100 physicians in more
than 20 specialties serving Northeast Wisconsin
and the Upper Peninsula of Michigan. Dr. Summerside earned his MD from University of Iowa
and completed his residency at one of the first
emergency medicine programs, at the University
of Illinois. He also holds a master’s degree in
medical management.
Elliot J. Sussman, MD (Lehigh Valley
Health Network, Allentown, Pa.). Dr.
Sussman, an internist, has been president and
CEO of Lehigh Valley since 1993. The network
consists of three hospitals, 400 employed physicians, a network of clinics and a health plan
called Valley Preferred. Its flagship is 514-bed
Lehigh Valley Hospital, a clinical campus of
Penn State University College of Medicine
with 1,100 physicians on staff. Dr. Sussman has
done a great deal to make Lehigh Valley Hospital more efficient and cost effective. From
1993-2008, costs fell from the 75th to the
35th percentile in the nation, patient satisfaction rose from the 62nd to the 90th percentile, and the mortality rate fell from average to
one of the lowest in the state, he said in a 2008
message on the hospital’s website. Before joining Lehigh Valley, Dr. Sussman was associate
dean of medicine at the University of Chicago
Pritzker School of Medicine. He earned his
MD from Harvard Medical School and completed his residency and a fellowship in general
medicine at the University of Pennsylvania. He
holds an MBA from the Wharton School at the
University of Pennsylvania.
Nick Turkal, MD (Aurora Health Care,
Milwaukee). Dr. Turkal, a family physician,
became president and CEO of Aurora in 2006.
The system operates 13 hospitals, more than 100
clinics and more than 80 community pharma-

cies. Formed by three hospitals in the late 1980s,
Aurora expanded through acquisitions in the
mid-1990s and through new construction in the
late 1990s and early 2000s. Dr. Turkal joined Aurora in 1987. After serving as program director
and family medicine associate chair at 669-bed
Aurora St. Luke’s Medical Center, he was named
senior clinical vice president and chief medical
officer for Aurora Health Care in 2001, leading
many care management, quality initiatives and
clinical research programs. Dr. Turkal earned his
MD from Creighton University and completed
his residency at the former St. Michael Hospital
in Milwaukee.
Harold Varmus, MD (Memorial SloanKettering Cancer Center, New York). Dr.
Varmus, an oncologist, has been president of
Memorial Sloan-Kettering since 2000. The organization consists of 437-bed Memorial Hospital
for Cancer and Allied Diseases and the SloanKettering Institute, a basic-science research unit.
Dr. Varmus announced his retirement earlier this
year but will stay on until a successor is named.
An English literature major in college, he was
twice rejected by Harvard Medical School, then
went on to win the 1989 Nobel Prize in Medicine for the discovery of cancer genes. Before
coming to Sloan-Kettering, he was director of
the National Institutes of Health, where he initiated changes in the conduct of intramural and
extramural research programs, planned three
major buildings and helped double the NIH
budget over five years. He earned his MD from
Columbia University College of Physicians and
Surgeons, undertook his residency at ColumbiaPresbyterian Hospital and completed postdoctoral training at the NIH.

Paul K. Whelton, MD (Loyola University
Health System, Chicago). Dr. Whelton,
an epidemiologist, became president and CEO
of the health system in Feb. 2007. Loyola is a
Catholic Jesuit provider that includes 570-bed
Loyola University Hospital, the Stritch School
of Medicine, the Cardinal Bernardin Cancer
Center, the Ronald McDonald Children’s Hospital of Loyola, a burn and trauma center, the
Center for Heart & Vascular Medicine and centers for organ transplantation and neurological
disorders. Before Loyola, Dr. Whelton was senior vice president for health sciences at Tulane
University Health Sciences Center and dean of
the Tulane University School of Medicine in
New Orleans. A native of Ireland, Dr. Whelton
earned his MD from the National University of
Ireland, University College Cork and a master’s
of science degree in epidemiology from the
University of London School of Hygiene and
Tropical Medicine.
Nicholas Wolter, MD (Billings (Mont.)
Clinic). Dr. Wolter, a pulmonologist, has been
CEO of Billings Clinic since 1997. A tax-exempt medical foundation, Billings is the largest
and one of the most integrated health systems
in the northern Rocky Mountain states. Dr.
Wolter helped guide the 1993 merger of Billings
Clinic with Deaconess Hospital and became the
new health system’s medical executive officer.
Dr. Wolter earned his MD at the University of
Michigan Medical Center, completed his internal
medicine residency at the Mary Imogene Bassett
Hospital in Cooperstown, N.Y., and a fellowship
in pulmonary and critical care medicine at the
University of Michigan. n
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Hospital Income From Employed
Physicians Represents 5-10 Times
Their Salaries
By Leigh Page

A

new survey of hospital CFOs by Merritt Hawkins, a physician search
firm, shows that hospitals typically earn 5 to 10 times more in revenue from employed physicians than what they pay them in salaries.

Salaries for employed physicians are limited by legal requirements on paying
physicians “fair market value” for their services, derived from the Stark law,
anti-kickback laws and IRS requirements.
While the survey shows that the average physician earns a hospital $1.54
million a year in admissions, procedures, diagnostics and other services,
some specialties bring in substantially more.
Neurosurgeons top the list, generating $2.81 million a year for the hospital while their average salary is $571,000. Next come invasive cardiologists
(generating $2.24 million on a salary of $475,000) and orthopedic surgeons
($2.11 million on a salary of $481,000).

Primary care physicians are also top-earners, although they get paid substantially less. A general internist is paid $186,000 a year but generates $1.67
million for the hospital, and a family physician makes $173,000 a year but
generates $1.62 million.
The difference between salary and generated income makes some specialties a better deal for hospitals than others. Hospital income from internists
and family physicians represents 10-12 percent of their salary, compared
with 20-22 percent for neurosurgeons, invasive cardiologists and orthopedic surgeons and 28 percent for gastroenterologists.
“The recession and declining reimbursement have prompted many physicians to seek closer relations with hospitals,” observed Mark Smith, president of Merritt Hawkins. For hospitals, “the most powerful tool in healthcare remains the physician’s pen,” he added. “Hospitals depend on doctors
to drive patient care, which in turns drives revenue.” n

Physician-Generated Revenue and
Average Salaries by Specialty

M

erritt Hawkins’ 2010 Inpatient-Outpatient Survey revealed the following statistics on the average yearly revenue by specialty and
the average salary for employed specialists. Note: Specialties
listed by order of descending revenue.

Gastroenterology: $1,450,540 revenue; $393,000 salary

Neurosurgery: $2,815,650 revenue; $571,000 salary

Cardiology (non-invasive): $1,319,658 revenue; $419,000 salary

Cardiology (invasive): $2,240,366 revenue; $475,000 salary

Psychiatry: $1,290,104 revenue; $200,000 salary

Orthopedic surgery: $2,117,764 revenue; $481,000 salary

Pulmonology: $1,204,919 revenue; $293,000 salary

General surgery: $2,112,492 revenue; $321,000 salary

Neurology: $907,317 revenue; $258,000 salary

Internal medicine: $1,678,341 revenue; $186,000 salary

Pediatrics: $856,154 revenue; $171,000 salary

Family practice: $1,622,832 revenue; $173,000 salary

Ophthalmology: $842,711 revenue; $282,000 salary

Hematology/Oncology: $1,485,627 revenue; $335,000 salary

Nephrology: $696,888 revenue; $240,000 salary n

Urology: $1,382,704 revenue; $401,000 salary
OB/GYN: $1,364,131 revenue; $266,000 salary

To subscribe to
the FREE Becker’s
Hospital Review E-weekly,
go to www.BeckersHospitalReview.com
or e-mail sbecker@mcguirewoods.com
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Hospital and Health System CEO and
CFO Compensation From 2005-2009

H

ere are statistics on the average and median base salary compensation for hospital and health system CEOs and CFOs, according to Integrated
Healthcare Strategies’ Executive Compensation Survey. Figures provided are in the thousands. (Note: To see a report on five critical factors affecting hospital CEO and CFO compensation, click here)

Hospitals

CEO		
CFO
Average Median Average Median

Health systems

CEO		
CFO
Average Median Average Median

2009 $472.0

$434.5

$270.4

$260.0

2009 $692.3

$675.0

$355.0

$350.0

2008 $497.5

$490.0

$281.3

$271.1

2008 $668.1

$622.3

$361.8

$365.0

2007 $394.8

$365.2

$208.5

$186.8

2007 $577.5

$534.6

$317.8

$301.3

2006 $285.8

$275.0

$175.7

$160.8

2006 $465.2

$430.0

$265.1

$250.0

2005 $278.9

$262.1

$167.9

$161.9

2005 $425.2

$375.0

$243.9

$234.1

Average
Daily On-Call
Compensation by
Medical Specialty

Source: Integrated Healthcare Strategies’ Executive Compensation Survey.
Integrated Healthcare Strategies offers comprehensive human
resource consulting services to the healthcare industry. These
services include physician services, executive total compensation, executive search, governance and leadership consulting
and human capital management consulting services. For
more information or to learn more about their surveys, please
contact David Bjork, senior vice president, or Mick Schoenberger, vice president, at Integrated Healthcare Strategies at
(800) 327-9335 or e-mail david.bjork@ihstrategies.com or
mick.schoenberger@ihstrategies.com. n

8 Statistics
About Urologist
Compensation

H

ere is the median compensation of urologists for 2005-2008, according to the AMGA 2009 Medical Group Compensation and Financial Survey.

H

1. 2008 — $389,198

1. Neurological surgery — $1,956

3. Percent change 2007-2008 — 1.61 percent

2. General surgery — $1,210

4. 2006 — $365,999

3. Orthopedic — $958

5. Percent change 2006-2008 — 6.34 percent

4. Anesthesiology — $894

6. 2005 — $349,811

5. Cardiology, invasive — $890

7. Percent change 2005-2008 — 11.26 percent

6. Cardiology, non-invasive — $880

8. Dollar change 2005-2008 — $39,387 n

7. Cardiology, interventional — $827

To order a copy of the complete 2009 Medical Group Compensation and Financial Survey, visit https://ecommerce.amga.org/iMISPublic/.

ere are the average daily on-call compensation rates for
physicians by medical specialty, according to Medical
Group Management Association’s Medical Directorship and
On-Call Compensation Survey 2010 Report, Based on 2009 Data.

8. Neurology — $773
9. Obstetrics/gynecology — $618
10. Gastroenterology — $467
11. Urology — $392
12. Internal medicine — $360 n

2. 2007 — $383,029

Reprinted with permission from the AMGA 2009 Medical Group Compensation
and Financial Survey. ©2009, American Medical Group Association.
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15 Statistics About 15 Statistics About
Anesthesiologist
General Surgeons’
Compensation
Compensation
Here are 15 salary statistics about the compensation of anesthesiologists.

Here are 15 statistics about general surgeons’ compensation.

Average salaries

Average salaries

2. Northeast — $298,000

2. Northeast — $302,000

3. Southeast — $358,000

3. Southeast — $330,000

4. Midwest — $392,000

4. Midwest — $331,000

5. West — $310,000

5. West — N/A*

6. Five years ago — $303,000

6. Five years ago — $255,000

7. 10 years ago — $222,000

7. 10 years ago — $189,000

Median compensation

Median compensation

9. 2007 — $352,959

2. 2007 — $337,595

10. Percent change 2007-2008 — 3.88 percent

3. Percent change 2007-2008 — 0.71 percent

11. 2006 — $344,691

4. 2006 — $327,902

12. Percent change 2006-2008 — 6.37 percent

5. Percent change 2006-2008 — 3.69 percent

13. 2005 — $337,654

6. 2005 — $310,736

14. Percent change 2005-2008 — 8.58 percent

7. Percent change 2005-2008 — 9.42 percent

15. Dollar change 2005-2008 — $28,986 n

8. Dollar change 2005-2008 — $29,264 n

Sources:
Items 1-7: “How Much Does Your Doctor Make?” Forbes.
Items 8-15: AMGA 2009 Medical Group Compensation and Financial Survey.
Reprinted with permission from the AMGA 2009 Medical Group Compensation
and Financial Survey. ©2009, American Medical Group Association.

*Insufficient data.

1. Nationwide — $332,000

1. Nationwide — $328,000

8. 2008 — $366,640

1. 2008 — $340,000

Sources:
Items 1-7: “How Much Does Your Doctor Make?” Forbes.
Items 8-15: AMGA 2009 Medical Group Compensation and Financial Survey.
Reprinted with permission from the AMGA 2009 Medical Group Compensation and
Financial Survey. ©2009, American Medical Group Association.
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8 Statistics
About
Ophthalmologist
Compensation

8 Statistics
About Orthopedic
Surgeon
Compensation

H

H

ere is the median compensation of ophthalmologists for
2005-2008, according to the AMGA 2009 Medical Group
Compensation and Financial Survey.

ere is the median compensation for orthopedic surgeons for
2005-2008, according to the AMGA 2009 Medical Group Compensation and Financial Survey.

1. 2008 — $325,384

1. 2008 — $476,083

2. 2007 — $305,301

2. 2007 — $450,000

3. Percent change 2007-2008 — 6.58 percent

3. Percent change 2007-2008 — 5.08 percent

4. 2006 — $295,510

4. 2006 — $436,481

5. Percent change 2006-2008 — 10.11 percent

5. Percent change 2006-2008 — 9.07 percent

6. 2005 — $281,112

6. 2005 — $409,518

7. Percent change 2005-2008 — 15.75 percent

7. Percent change 2005-2008 — 16.25 percent

8. Dollar change 2005-2008 — $44,272 n

8. Dollar change 2005-2008 — $66,565 n

To order a copy of the complete 2009 Medical Group Compensation and
Financial Survey, visit https://ecommerce.amga.org/iMISPublic/.

To order a copy of the complete 2009 Medical Group Compensation and
Financial Survey, visit https://ecommerce.amga.org/iMISPublic/.

Reprinted with permission from the AMGA 2009 Medical Group Compensation and Financial Survey. ©2009, American Medical Group Association.

Reprinted with permission from the AMGA 2009 Medical Group Compensation and Financial Survey. ©2009, American Medical Group Association.
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6 Statistics About
Gastroenterologist
Compensation

H

ere are the average annual salaries for gastroenterologists by region, according to the American Medical Group Association’s
2009 AMGA Medical Group Compensation and Financial Survey.

1. Median, all regions — $389,385
2. Average starting salary, all regions — $275,000
3. East — $401,615
4. West — $385,611
5. South — $385,542
6. North — $394,417 n
To order a copy of the complete 2009 Medical Group Compensation and
Financial Survey, visit https://ecommerce.amga.org/iMISPublic/.
Reprinted with permission from the AMGA 2009 Medical Group Compensation
and Financial Survey. ©2009, American Medical Group Association.
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Renewed Hospital M&A Activity May
Drive Surge in Joint Ventures
By Barbara Kirchheimer

A

fter several years of relative quiet on the hospital merger & acquisition front, 2010 may be the year things turn around, say those on
the front lines. Jim Shannon, executive vice president of development for LHP Hospital Group, a privately held company that provides capital to not-for-profit hospitals and systems through joint-venture arrangements, shares some thoughts about what to expect in the year ahead.

Hospitals seek growth through shared governance

LHP Hospital Group was formed in 2008 by the former executive team
of Triad Hospitals, which had just been acquired by Community Health
Systems. Based in Plano, Texas, LHP typically partners with hospitals by
creating a limited liability company to own and operate a joint-venture hospital that could be an existing hospital, a target acquisition or a new facility
being developed.
In these arrangements, the hospital gains access to needed capital while
maintaining a collaborative culture, and LHP reaps returns if and when
the hospital partner grows its market share. The ideal target for such an arrangement is a hospital in a high-growth market with positive demographics and an underserved market, or a facility near a metropolitan area that
could benefit from stemming the tide of outmigration, Mr. Shannon says.
After a quiet period, forces are combining to make this year a tipping point for
hospital consolidation, and hospitals needing to upgrade facilities, add physicians or install technology will be looking for partners, Mr. Shannon says. “It
looks like the dam may have burst,” he says. Already several large deals have
been announced, and LHP itself has seen “an explosion” of leads, he says.
“We see opportunities in small cities, we see opportunities in urban marketplaces,” he says. Some of the traditional sources of these leads, such as
investment banks that had been sidelined in recent years by the economic
crisis, are becoming more active, he says, and the bond market is beginning
to thaw, at least for hospitals with good credit.

But that still leaves financially struggling hospitals facing a difficult environment for raising capital, Mr. Shannon says. Under LHP’s shared governance
model, an LHP subsidiary provides a cash contribution, the not-for-profit
hospital partner contributes assets (or cash), and they create a joint venture.
Generally, LHP owns 50-80 percent of the venture, while the not-for-profit
owns 20-50 percent. LHP will manage the facility under a management
agreement, but so long as the not-for-profit partner maintains at least a
20-percent ownership stake, LHP shares governance of the facility 50/50,
Mr. Shannon says. This gives the not-for-profit partner more governance
control than many other traditional joint venture models.
“If you do due diligence and know there is a compatible vision, and that we
can bring the strategic solution to that local market, then we are comfortable
that as long as there’s a reasonable amount of skin in the game, everybody
plays fair,” he explains. “I have yet to find a not-for-profit board of any hospital I’ve encountered that didn’t want their hospital to be successful.”

What’s in the pipeline

LHP currently has two joint ventures completed and is in the process of getting regulatory approvals for a third. The company expects to complete three
to five deals per year going forward. While not every hospital looking for
capital is an appropriate joint-venture candidate, Mr. Shannon says the model
is likely to satisfy a need in coming years, as healthcare reform leads to more
usage of the healthcare system and a greater need for hospital beds.
“The joint venture model has reached a place where it meets a very specific
need in the marketplace,” he says. “Hospitals will have to respond with
capital and will have to be able to expand to meet this need. With capital
markets the way they are, it is only the top tier that have ready access to the
bond markets. For the middle and bottom third it is harder than ever to
access the bond markets.”
The joint-venture model, Mr. Shannon says, “provides an alternative other
than turning the keys over to somebody else and hoping they do right by
your community.” n
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6 Key Practices for Community Hospitals
By Barbara Kirchheimer

A

s demographics shift and some suburban areas experience population explosions, community hospitals are being asked to evolve
along with patient expectations. Healthcare reform is likely to
place even more pressure on these smaller hospitals, which can no longer
afford to be second in their service offerings to some of their larger, urban
counterparts. Virginia Dempsey, president of 89-bed Saint Joseph – London (Ky.) hospital, and Debra Sukin, CEO of St. Luke’s The Woodlands
(Texas) Hospital, share their thoughts on how community hospitals can be
successful in a competitive environment. Both hospitals are part of Catholic Health Initiatives, based in Denver, Colo.

5. Be involved in your community. Hospital leaders should make
themselves available and build personal relationships within their local areas, say both Ms. Dempsey and Ms. Sukin. “Hospital relationships are extremely personal and emotional,” Ms. Dempsey says. “You do not want to
be seen as an unapproachable corporate entity.”

1. Identify, develop and implement physician alignment strategies. Ms. Dempsey says Saint Joseph – London is growing and preparing
to open a replacement hospital in August. Expanding to match population
growth and building a national reputation within its medium-sized market
helps attract physicians, she says. “This increasing awareness positions us
for excellent physician recruitment opportunities.”

6. Develop trust with all stakeholders. Part of building relationships involves being credible, says Ms. Dempsey. “Live the mission and core
values of the organization in everything you do,” she says.

Ms. Sukin says community hospital growth is all about program development
and medical staff development. “In some ways, that’s far more challenging
than actual physical construction and growth,” she says. Alliances with physicians will be even more important under healthcare reform. “I think those
can take a number of forms,” she says. “However, healthcare reform and
other market stresses impact the physicians who work with us.”
2. Focus on a few service lines and achieve excellent outcomes. These outcomes should focus on service quality, clinical quality
and quality of work life, says Ms. Dempsey. “We cannot be all things to all
people,” she says. “Many hospitals make the mistake of spreading themselves too thin. Focus on what you do well, and align your employees and
physicians around those centers of excellence.”
That said, community hospitals are increasingly being asked to take on services formerly left to larger, urban facilities, says Ms. Sukin. “As the communities have moved outside the central city, quite frankly the expectations
of the communities have grown,” she says. “We should be able to provide a
sophisticated level of service.” Physicians also have higher expectations of
how they expect hospitals to provide care, she says.
“You take what we used to know as a typical community hospital, which
would provide some secondary level of care, but not necessarily representing comprehensive service lines,” that model has changed dramatically in
recent years, Ms. Sukin says. Eight years after St. Luke’s The Woodlands
opened, it has a women’s and children’s service line with a perinatologist, a
full cardiovascular service line and a neurosciences service line.
3. Think about joining a larger system. Both St. Luke’s The Woodlands and Saint Joseph – London are part of regional systems and a larger
national system. In today’s competitive environment, this can provide valuable access to capital and payor contracts, says Ms. Sukin. “The strength of
being a community hospital that’s a part of a system is incredibly important
because of the healthcare environment we’re in,” she says.
4. Communicate, communicate, communicate. Ms. Dempsey
says communication is key, whether it is to a hospital’s community, physicians, staff or volunteers. “Tell it like it is,” she says. “Transparency is not
just for the public. Your internal audiences will become your most verbal
external ambassadors if you involve them in the process and strategy.”

Ms. Sukin says that St. Luke’s was involved in the local Chamber of Commerce before its doors even opened. It also seeks out local chapters of
philanthropic organizations that complement its health-related goals, such
as the area cancer society and heart association.

At St. Luke’s, those core values are patient satisfaction and quality, says Ms.
Sukin. The hospital ranks above the state and national mean scores on patient
satisfaction, but its goal is to rise to the top 10 percent of hospitals nationwide. “We’re really looking at how to think outside the box, how to approach
care in a very comprehensive and all-inclusive manner,” says Ms. Sukin. n

Statistics on
Independent vs.
Affiliated Community
Hospitals, 1999-2008

H

ere are statistics on the number of independent community hospitals compared to community hospitals that are part of a larger hospital system from 1999-2008, according to the American Hospital
Association’s Annual Survey of Hospitals. The data show a slight decrease in
the number of independent community hospitals from 1999-2008.
Year

Total
community
hospitals

Community
hospitals
in systems

Independent
community
hospitals

1999

4,956

2,524

2,432

2000

4,915

2,542

2,373

2001

4,908

2,580

2,328

2002

4,927

2,606

2,321

2003

4,895

2,626

2,269

2004

4,919

2,669

2,250

2005

4,936

2,716

2,220

2006

4,927

2,755

2,172

2007

4,897

2,730

2,167

2008

5,010

2,868

2,142
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Getting Ready for Meaningful Use:
Positioning Your Facility to Meet the
Guidelines
By Barbara Kirchheimer

S

ince the American Recovery and Reinvestment Act of 2009 first
outlined the incentives providers would be able to receive for
“meaningful use” of certified electronic health record technology,
hospitals, physicians and other healthcare organizations have been gearing
up and trying to figure out what the law will mean for them.

Providers concerned

In the months since the law authorizing the estimated $14 billion to $27
billion in incentives was signed, CMS and the Office of the National Coordinator for Health Information Technology have issued proposed rules
defining the criteria for meeting “meaningful use” standards. CMS is expected to release a final rule on meaningful use in late spring that takes
into account public comments. Qualified providers would begin receiving
subsidies in fiscal year 2011, and penalties for failing to meet the requirements will begin in 2015.
Groups such as the American Hospital Association, the Federation of
American Hospitals the American Medical Association and other provider
organizations have registered some concern about the meaningful-use requirements, submitting a letter on May 3 to HHS Sec. Kathleen Sebelius
requesting that some of the requirements be eased. They suggested abandoning the rule’s “all-or-nothing” approach in favor of a more flexible one,
and they asked for more time to transition into meaningful use, among
other things.
Meanwhile, healthcare information technology vendors such as Cerner
Corp. are working with their clients to make sure they will be able to avoid
the penalties — which become stiffer over time — and are poised to reap
the rewards of the incentive payments where possible.

Some are more ready than others

“Clearly, providers who have already made an investment and have committed resources and have made organizational shifts to embrace healthcare
IT as an enabler to provide better quality and higher efficiency of patient
care inside their organizations are going to be better positioned,” says Chad
Greeno, a Cerner executive who is closely following the meaningful use developments. One misconception, he says, is that meaningful use is all about
information technology. “Meaningful use is not about healthcare IT,” Mr.
Greeno says. “It’s about changing clinical practice to a patient-centered, safe
healthcare system that’s equitable and accessible…It’s not about CPOE and
it’s not about an electronic copy of this or that.”
Healthcare providers are in various stages along a spectrum of readiness, he says. “What we’re encouraging them to do is deal with the
information we have in hand and synthesize that with the attitudes,
comments, and position laid out by the Secretary (of HHS) and the
national coordinator.”
Those that are farthest along in the journey toward meaningful use are not
necessarily the usual suspects like large integrated systems. Just ask Darrel
Morris, the CEO of Drumright Regional Hospital, 40 miles west of Tulsa,
Okla. Drumright is proof that even a small, rural critical access hospital can
take the lead in implementing meaningful healthcare information technology improvements.

HIT brings new life to critical access
hospital

Drumright opened in 2005 as a replacement for a 50-year-old hospital that
had closed in 2001. The hospital averages about eight patients a day and
focuses on outpatient and inpatient surgeries, as well as lab and radiology
procedures.
In 2008, with support from Oklahoma State University, Drumright applied for a grant from the Health Resources and Services Administration
to help it finance implementation of an EHR. When the hospital received
$300,000, it sought out a vendor and ultimately chose Cerner. Drumright’s
goals were functionality and usability, good support and training, quick
implementation and HIPAA compliance, Mr. Morris says.
In Oct. 2008, Drumright went live with the new system at a physician clinic
affiliated with the hospital. Within the clinic, the electronic system is used
for everything from registration to physician documentation, e-prescribing
and lab results. The IT system was then phased in over a four-month period
at the hospital.

Planning is key

Among Mr. Morris’ suggestions to other hospitals trying to implement a
new IT system are involving physicians in the process — ideally by appointing a physician to champion the effort — as well as allowing enough
preparation time. “We didn’t budget a whole lot of money for that extra
time,” he says. “We had to bring nurses and lab techs in for training. That
was more hours on the clock than we had prepared for.” Hospitals should
also be ready to modify some policies and procedures to allow for changes
when processes move from paper to electronic format.
So far, the IT system has led to greater efficiencies and quality improvement, Mr. Morris says. “We have these safeguards in place that help us
perform better,” he says. The system automatically checks for drug interactions, and since the hospital does not have the resources for a full-time,
on-site pharmacist, the system allows a remote pharmacist to review orders
before drugs are administered to patients. In addition, the hospital and the
physician clinic have seen improvements in their charge capture. The system’s automated charge entry has also enabled the hospital to eliminate a
business office position.
But how does Drumright’s experience fit in with the pending meaningful
use requirements? “Those of us in healthcare had known for a long time
that at some point we’d have to go there,” says Mr. Morris. “Meaningful use
was still not clearly defined, but it was being talked about. We knew at some
point we would have to get there, and this was a great opportunity for our
hospital to do that with the help of the grant.”
Drumright did not have resources to draw upon to pull staff away from
their jobs to work on the IT project. “We wanted someone who would
have those resources, who would be around and had the knowledge to
make changes whenever those things (about meaningful use) were clearly
defined,” Mr. Morris says. In addition to providing ongoing technical support and modifications, Cerner hosts Drumright’s server, so Drumright
does not have to worry about maintaining and upgrading hardware, which
was a big selling point, according to Mr. Morris.

Community Hospitals: Leave IT to Us

“We are positioned better
than any critical access
hospital that I know. A lot of
people are amazed that we
have an EMR.”

Cerner’s widely adopted CCHIT-certified EHR will help you
spend less time coping with information technology (IT) and
more time doing what you do best—caring for your patients.
Visit www.cerner.com/community for more information.
Or, send your contact information to
communityworks@cerner.com.

Darrel Morris, CEO
Drumright, Okla.

Executive Briefing: Community Hospitals

26
Mr. Morris says he thinks Drumright is “very well poised” to take advantage of the federal incentives that will be available to hospitals under the
meaningful use provisions. “Obviously, with things changing, we don’t
know what the final version is going to mean, and all the objectives of
meeting meaningful use, but we’re in great shape,” he says. “A lot of the
objectives we’re already doing, and others we’re working with Cerner to
develop solutions.”

While Drumright did not dive into its information technology overhaul with
the specific requirements of meaningful use in mind, the hospital considers
itself on the cutting edge of technology. “Obviously it would be great for
us to get that incentive money, but it wasn’t a driving factor,” Mr. Morris
says. “I would tend to say we’re in the top tier of any of the critical access
hospitals in our country to be positioned to meet meaningful use.” n
Contact Barbara Kirchheimer at barbara@beckersasc.com.

20 Top-Grossing Community Hospitals
With 100 or Fewer Beds
Here are the 20 top-grossing community hospitals in the United States, defined as general (non-specialty) acute-care hospitals with fewer than 100 beds.
Hospital

Annual gross patient revenue

Total beds

Annual discharges

1. North Cypress (Texas) Medical Center

$814.7 million

91

7,301

2. Doctors Hospital of Manteca (California)

$593.9 million

73

3,988

3. Innovis Health (Fargo, N.D.)

$489.3 million

86

5,452

4. Marina Del Rey (California) Hospital

$454.6 million

90

4,259

5. Parker (Colo.) Adventist Hospital

$447.2 million

94

6,940

6. VacaValley Hospital (Vacaville, Calif.)

$446.4 million

50

2,604

7. Heartland Regional Medical Center (Marion, Ill.)

$410.3 million

92

7,031

8. Saint Joseph – London (Kentucky)

$409.2 million

87

6,882

9. Saint Luke’s Community Medical Center – The Woodlands (Texas)

$396.2 million

99

6,711

10. Mercy Hospital of Folsom (Calif.)

$371.6 million

85

5,460

11. Methodist Sugar Land (Texas) Hospital

$371.5 million

77

5,301

12. Northside Hospital – Forsyth (Cumming, Ga.)

$371.0 million

100

6,804

13. Saint Fancis Hospital – Bartlett

$359.4 million

100

5,624

14. Desert Valley Hospital (Victorville, Calif.)

$358.1 million

83

8,404

15. Exeter (N.H.) Hospital

$356.5 million

100

5,495

16. Saint Louise Regional Hospital (Gilroy, Calif.)

$354.1 million

83

5,970

17. Sacred Heart Hospital on the Emerald Coast (Destin, Fla.)

$324.1 million

55

4,494

18. San Dimas (Calif.) Community Hospital

$322.5 million

64

4,959

19. CGH Medical Center (Sterling, Ill.)

$320.1 million

97

5,638

20. Sutter Tracy (Calif.) Community Hospital

$319.9 million

82

4,342

Editor’s Note: American Hospital Directory(www.ahd.com) was used for data on hospital gross patient revenue, bed size and discharges and is based upon each hospital’s most recent
hospital cost report. n

Cerner, a global leader in healthcare, is solving healthcare’s
many challenges by connecting the right people with the right
information at the right time. Visit www.cerner.com/community
to learn why critical access and community hospitals across
the country have selected us as their EHR supplier of choice.

Community Hospitals: Leave IT to Us

At Cerner, we believe information technology (IT) should
make your life easier—not more complicated. That’s why
Cerner solutions offer everything you need to improve the
efficiency and profitability of your hospital.
Visit www.cerner.com/community for more information.
Or, send your contact information to
communityworks@cerner.com.

“We chose Cerner because
of its clinical integration
from the physician’s office
all the way through hospital
discharge. Its systems
are user friendly and
simplify nursing and
physician workflow.”
Earl Fitzpatrick, CEO
Gooding, Idaho
North Canyon Medical Center
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Steve Ronstrom: Hardwiring Mission
and Values Into the Hospital Culture
By Steve Ronstrom, CEO of Sacred Heart Hospital, Eau Claire, Wis.

F

or an organization to succeed, it is important that everyone accepts
its mission and values, from frontline caregivers to leaders in the Csuite. Motivated and engaged people make for a healthy organization,
and when that happens, patient and physician satisfaction increase, turnover
decreases, employee satisfaction rises and the patient census stays strong.
But how do we ensure our staff is engaged? What motivates people to look
beyond themselves and value their work? Put another way: What makes
them come into work every day? Because they want to get paid? Sure, money is important, but it is actually not one of the top motivators of staff.
Rather, studies have shown that people need to find meaning in their work
and need to have work that intrinsically fulfills their humanity.

Healthcare already has a mission built in

Caring for others is a powerful way to find meaning in work. Healthcare is
lucky here, because our central mission is our patients, whom we care for
every day, every hour. By focusing on the reason we exist — our mission —
we can find our greatest reward: serving those who are most in need.
As a Catholic institution, Sacred Heart can point to the value the church
places on the dignity of the workplace and the church’s legacy of serving
the poor and the sick. Our nurses, physicians and other clinicians tell us
time and again that their work fills them with meaning. In addition, we
receive countless acknowledgements and letters of appreciation from our
patients and their families.
Our goal is to help make our colleagues aware of the interconnectedness
among all the people on staff and to help each person understand the importance of his or her role in the institution. We make sure to provide
information to help all colleagues connect the dots, so that they understand
this interrelatedness. People regularly meet with their leaders to learn more
about their own work as well as what is going on in other parts of the
hospital.
Our COO holds sessions every quarter to give all colleagues the opportunity to hear about our successes and our challenges. She also helps them
with a regular feature we call “Connect to Purpose” through letters from
patients or families, which is also done at monthly leader meetings. Sometimes patients come back to the hospital to talk about someone who saved
their life or helped them in a life-changing way. At our monthly reward and

-&"%*/(1307*%&30'%*"(/045*$*."(*/(&26*1.&/5

/PX#VZJOH6TFE*NBHJOH&RVJQNFOU

#POF%FOTJUZ$"SN
/VDMFBS$BNFSB6MUSBTPVOE
8FBSFOPUCSPLFST XFBSFMPPLJOH
UPQBZDBTIGPSVTFEJNBHJOHFRVJQNFOU

DBMMVT

$PNQMFUF.FEJDBM4FSWJDFTDPN

recognition “Super Celebration” we highlight teams and individuals who
have positively impacted the lives of those around us.

Leader plays a key role

The leader of the institution needs to imprint the views and goals of the
organization onto the people who work there. The leader spreads the vision and motivates people. Dwight Eisenhower said: “Motivation is the art
of getting people to do what you want them to do because they want to
do it.”
Being a leader involves role-modeling and being aware that wherever leaders go and whatever they do, they are delivering a message about our institution. Leaders have to be approachable and be good listeners. We have to be
engaged with people as we interact. The role modeling I do is to be mindful, to be completely in the present moment whether I’m out and about in
the hospital or I am in a meeting at an external location.
One of our service standards is to greet people in the hallway — to make
eye contact, say hello and offer to help if it appears that is what is needed.
As leaders we need to make sure we do this every time with every person.
The consistency of our behavior tells everyone in the organization that our
standards are important and supported at every level. In a similar way, we
expect consistent leader role-modeling on patient units with patients, families, physicians and colleagues.
Colleagues need to hear their leaders repeatedly state the mission and values
of the organization like a mantra. St. Francis of Assisi said: “It is no use
walking anywhere to preach unless our walking is our preaching.” While
what we do is not exactly preaching, there are similarities. We continually
create programs and practices to integrate those values into the practical,
daily aspects of organizational life. n
Stephen F. Ronstrom has more than 25 years of hospital leadership experience, having
served for the past 11 years as an executive in the Hospital Sisters Health System. He
is currently president and CEO of the Hospital Sisters’ Western Wisconsin division,
which includes 344-bed Sacred Heart Hospital in Eau Claire, Wis.
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Editor-in-Chief, The Daily Caller and Senior
Fellow, The Cato Institute
9:05 – 9:45 am
The State of The ASC Industry - Andrew Hayek,
President & CEO Surgical Care Affiliates
9:50 – 10:30 am
Healthcare Reform and Its Impact on ASCs
- Brent W. Lambert, MD, FACS, Principal &
Founder, Ambulatory Surgical Centers of America, Tom Mallon, CEO & Founder, Regent Surgical
Health, Marian Lowe, Partner, Strategic Health
Care, Moderated and Led by David Shapiro, MD,
Director of Medical Affairs, AMSURG
10:30 – 11:20 am
Networking Break & Exhibits
11:25 – 12:10 pm
General Session A
Developing a Strategy for your ASC in Challenging Times - Larry Taylor, President & CEO,
Practice Partners in Healthcare, Kenny Hancock,
President & Chief Development Officer, Meridian
Surgical Partners, Joseph Zasa, JD, Partner, ASD
Management, William G. Southwick, President &
CEO, Healthmark Partners, Inc.
General Session B
Orthopedics - The Next Five Years - John Cherf,
MD MPH MBA, President, OrthoIndex
11:25 – 1:00 pm
General Session C
An 80 Minute Workshop - Cost Reduction and
Benchmarking - 10 Key Steps to Immediately
Improve Profits - Robert Westergard, CPA, Chief
Financial Officer, Susan Kizirian, Chief Operating
Officer, and Ann Geier, RN MS CNOR CASC,
SVP of Operations, Ambulatory Surgical Centers
of America
12:15 – 1:00 pm
General Session A
The Best Ideas to Immediately Improve the Profitability of Your ASC - Thomas S. Hall, Chairman,
President & CEO, NovaMed, I. Naya Kehayes,
MPH, Managing Principal & CEO, Eveia Health
Consulting & Management, Jeff Leland, CEO,
Blue Chip Surgical Center Partners, Caryl Serbin,
RN BSN LHRM, President & Founder, Serbin
Surgery Center Billing

General Session B
What Works and What Doesn’t in Hospital JV’s
- Brett Brodnax, EVP and Chief Development
Officer, United Surgical Partners International,
Inc. and Scott Nordlund, Vice President, Catholic
Healthcare West
1:00 – 2:00 pm
Networking Lunch & Exhibits
Concurrent Sessions A, B, C, D, E, F
Session A – Ideas to Improve Profits
2:00 – 2:35 pm
The Best Procedures for ASCs and What an ASC
Should Get Paid - Matt Lau, Director of Financial
Analysis, and Mike Orseno, Revenue Cycle
Director, Regent Surgical Health
2:40 – 3:15 pm
Practical Tips for Recruiting Physicians - Dale
Holmes, Administrator, Warner Park Surgery
Center
3:15 – 3:45 pm
Networking Break & Exhibits
3:50 – 4:25 pm
10 Steps to Reduce Costs in ASCs - John Snyders,
VP Operations and Anita Lambert-Gale, VP
Clinical Services, HealthMark Partners, Inc.
4:30 – 5:05 pm
A Checklist Guide - 7 Steps to Take to Improve
Profits Today - Kyle Goldammer, SVP Finance,
Surgical Management Professionals
5:10 – 5:40 pm
Should 2 ASCs Merge? The Pros, the Cons and
the Next Steps, Can 1+1 Make 3? - A Case Study
Review - Tom Yerden, CEO & Founder, TRY
HealthCare Solutions
Session B – Orthopedic and Spine ASC Issues
2:00 – 2:35 pm
Handling Complex Spine Cases in an ASC, Clinical and Financial Issues - Marcus Williamson,
President, Symbion Neospine Division
2:40 – 3:15 pm
Orthopedics in a Changing Market - TK Miller,
MD, Medical Director and Orthopedic Surgeon,
Roanoke Orthopaedic Center and Joseph Zasa,
JD, Partner, ASD Management
3:15 – 3:45 pm
Networking Break & Exhibits
3:50 – 4:25 pm
Current Issues and Advances in Orthopedics Jack Jensen, MD, Athletic Orthopedics and Knee
Center, Michael R. Redler, MD, The OSM Center,
John Cherf, MD MPH MBA, President, OrthoIndex, and Elaine Gilmer, JD, McGuireWoods, LLP,
Moderator
4:30 – 5:05 pm
Key Thoughts on Urology, Orthopedics and
Partners – Brian Zowin, President, Physician
Advantage, Inc., Rob Carrera, President, Pinnacle
III, Herbert W. Riemenschneider, MD, Riverside
Urology, Inc., Moderator Barton C. Walker, JD,
McGuireWoods LLP
5:10 – 5:40 pm
Key Steps to Reduce Implant Costs - John Cherf,
MD MPH MBA, President, OrthoIndex and
Kendra Obrist, SVP, Marketing & Product
Development, Access MediQuip

To Register, call (703) 836-5904 • Fax (703) 836-2090 • registration@ascassociation.org

Session C – GI, Opthalmology, ENT, Urology and
Pain Management
2:00 – 2:35 pm
GI - How to Thrive in a Declining Reimbursement Market, Barry Tanner, CPA, President &
CEO, Physicians Endoscopy
2:40 – 3:15 pm
Ophthalmology, ENT and Pain Management in
ASCs - Current Ideas to Increase Profits- Tammy
Ham, President, Surgical Specialty Division, and
Reed Martin, Group Vice President, Nueterra
Healthcare
3:15 – 3:45 pm
Networking Break & Exhibits
3:50 – 4:25 pm
Taking Bold Steps to Build Case Volume - Our
Direct Access, Screening Colonoscopy Program
A Great Case Study - Cindy Givens, Executive
Director, and Christine Corbin, MD, Medical
Director, Surgery Center at Tanasbourne
4:30 – 5:05 pm
Using Anesthesia to Improve the Effectiveness of
Your OR’s, Marc E. Koch, MD, MBA, President &
CEO, Somnia Anesthesia
5:10 – 5:40 pm
The Cost Benefit to Outsourcing Your Back Office
Operations - What Can You and Can’t You Outsource? - Tom Jacobs, President & CEO, MedHQ
Session D – Physician Owned Hospitals, Other
Models of Physician Hospital Integration
2:00 – 2:35 pm
Healthcare Reform and Its Impact on Physician
Owned Hospitals - What Does One Do Now?
What are the Alternatives? - Brett Gosney, MD,
CEO, Animas Surgical Hospital, and Molly
Sandvig, JD, Executive Director, Physician
Hospitals of America
2:40 – 3:15 pm
Adjusting to Married Life - Stories of JV
Integrations with ASC Partners - Monica
Cintado-Scokin, SVP Development, United
Surgical Partners, Inc., and Michael Stroup,
VP Development, United Surgical Partners
3:15 – 3:45 pm
Networking Break and Exhibits
3:50 – 4:25 pm
Lithotripsy Models and Current Issues with
Lithotripsy ASC Relationships - Jay Sweetnich,
NovaMed, Inc., Todd J. Mello, ASA, AVA, MBA,
Principal, Healthcare Appraisers, Inc.
4:30 – 5:05 pm
Co-Management Arrangements - Valuation
and Other Issues- Jen Johnson, CFA, Managing
Director, VMG Health and Melissa Szabad, JD,
Partner, McGuireWoods, LLP
5:10 – 5:40 pm
Partnership Restructuring A Case Study Danny Bundren, CPA, JD, Symbion Healthcare
Session E – Managed Care, Revenue Cycles and
Reimbursement Issues
2:00 – 2:45 pm
How to Assess if Your ASC Should be In or Out
of Network - I. Naya Kehayes, MPH, Managing Partner & CEO, Eveia Health Consulting &
Management, and Melissa Szabad, JD, Partner,
McGuireWoods, LLP

2:40 – 3:15 pm
How to Handle New Pressure from Payors on
Out of Network Issues - Tom Pliuria, MD, J.D.,
zChart
3:15 – 3:45 pm
Networking Break & Exhibits
3:50 – 4:25 pm
Ambulatory Anesthesia - Using a Management
Company versus Employing an Anesthesia Team
- Gregory Wachowiak, MHA, Co-Founder &
President, Anesthesia Healthcare Partners
4:30 – 5:05 pm
Key Steps to Improve Billing and Increase
Collections - Bill Gilbert, VP Marketing,
AdvantEdge Healthcare Solutions
5:10 – 5:40 pm
10 Ways to Improve an ASCs Coding - Document Deficiencies, Financial Impacts and How to
Work with Physicians - Cristina Bentin, CCS-P,
CPC-H, CMA, Founder, Coding Compliance
Management, LLC
Session E – Leadership, Competition and Legal
Issues
2:00 – 2:35 pm
What Great Administrators Should be Paid and
What They Should Do to Excel? - Greg Zoch,
Partner & Managing Director, Kaye Bassman
International
2:40 – 3:15 pm
The Most Common Medical Staff Issues and
How to Handle Them - Thomas J. Stallings,
Partner, McGuireWoods LLP
3:15 – 3:45 pm
Networking Break & Exhibits
3:50 – 4:25 pm
Medical Director 101 - What it Takes to be a
Great Medical Director - Dawn McLane, RN,
MSA, CASC, CNOR, Chief Development Officer,
Nikitis Resource Group, and Jenni Foster, MD,
The ASC at Flagstaff
4:30 – 5:05 pm
How to Develop a Successful ASC Joint Venture
with a Hospital - Robert Zasa, MSHHA FACMPE, Founder, ASD Management
5:10 – 5:40 pm
How to Value and Sell an Under Performing ASC
- Chris Bishop, SVP, Acquisitions & Business
Development, Blue Chip Surgical Center Partners
5:45 – 7:00 pm
Cocktail Reception, Cash Raffles and Exhibits

Saturday, October 23, 2010
8:10 – 8:50 am
ASCs and Healthcare - An Overview of the Key
ASC Trends and Large ASC Chains -Tom Mallon,
CEO and Founder, and Vivek Taparia, Director
of Business Development, Regent Surgical Health
8:55 – 9:40 am - KEYNOTE
Peak Performance - How to Achieve Peak
Performance as a Person and an Organization Lt. Colonel Bruce Bright, President & CEO,
The Bright Consulting Group

Concurrent Sessions A, B, C, D, E
Session A
9:45 – 10:45 am
Physicians, Hospitals, and Management
Companies - What it Takes to Make a
Winning Partnership and ASC - Jeffrey Simmons,
Chief Development Officer, Nap Gary, Chief
Operating Officer, Regent Surgical Health
10:50 – 11:50 am
How to Start a Spine Focused Center - Jeff
Leland, CEO, Blue Chip Surgical Center Partners
Session B
9:45 – 10:45 am
10 Keys to Great Performance as a DON - Sarah
Martin, MBA, RN, CASC, Regional Vice President of Operations, Meridian Surgical Partners,
Lori Martin, Administrator, Surgery Center of
Reno, Anne M. Remm, RN, BSN, Administrator,
Miracle Hills Surgery Center
10:50 – 11:50 am
Accreditation 101, Everything You Need to Know
About ASC Accreditation - Marilyn K. Kay, RN,
MSA, HFAP Nurse Surveyor, fomerly Vice President of Patient Care Services and Chief Nursing
Officer, Henry Ford Bi-County Hospital, HFAP
Session C
9:45 – 10:45 am
Why Develop an ASC and Why Now is a Great
Time to Do So? Key Steps for Development John Marasco, AIA, NCARB, Principal & Owner,
Marasco & Associates, and Rob McCarville,
MPA, Principal, Medical Consulting Group
10:50 – 11:50 am
Can You Split Up Shares Based on Value of Cases;
Can you Redeem 1 Non Safe Harbor Doctor and
Keep Others in? Can You Amend Your Operating
Agreement to Require Safe Harbor Compliance Scott Becker, JD, CPA, Partner, Elissa Moore, JD,
Gretchen Townshend, JD, and Sarah Abraham
Chacko, JD, McGuireWoods, LLP
Session D
9:45 am – 10:45 am
Making the Best Use of Information Technology
in ASCs - Marion Jenkins, Founder & CEO,
QSE Technologies, Inc., Todd Logan, VP Sales,
Western Region, Ron Pelletier, Director of
Development, SourceMedical
10:50 – 11:50 am
Should You Sell Your Practice to a Hospital?
What Will the Agreement Look Like? What are
the Key Issues? - Stephen Peron, Partner, AVA,
and Todd Sorenson, Partner, AVA, VMG Health
Session E
9:45 – 10:45 am
Billing and Coding - A 60 Minute Workshop
to Maximize Reimbursement - Caryl Serbin,
RN BSN LHRM, President & Founder, Serbin
Surgery Center Billing
10:50 – 11:50 am
How to Improve Coding for ASC Procedures
- A Discussion of Orthopedic, Spine, GI and
Ophthalmology Procedures - Stephanie Ellis, RN,
CPC, President, Ellis Medical Consulting, Inc.
General Session
12:00 – 1:00 pm
10 Key Legal Issues for 2010 - 2011 - Scott Becker,
JD, CPA, Partner, McGuireWoods, LLP

To Register, call (703) 836-5904 • Fax (703) 836-2090 • registration@ascassociation.org
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AHA Report:
Bundled Payments
Could Reduce
Spending,
Spur Quality
Improvement

T

he American Hospital Association has released the first in a series
of AHA Research Synthesis Reports, which discusses the potential implications of bundled payments and addresses key areas for
consideration moving forward.
According to the report, current bundled payment models test in the public
and private sectors have yielded promising results, even though the models
are focused on specific conditions — such as those with defined timeframes,
defined services and isolated episodes — and in specific care settings —
such as integrated delivery systems and academic medical centers.
The AHA reports that in spite of these limitations, current literature on
bundled payments have led to three major indications:
• Bundled payment could potentially reduce spending on an episode
of care. In one model, Medicare saved $42.3 million on coronary
artery bypass graft surgery at seven participating hospitals, according to the report.
• Providers’ readiness to participate in bundled payment programs
varies.
• Bundled payment can spur quality improvement, especially when
paired with defined quality metrics.
The report also noted that before bundled payment can be widely implemented, the following key questions need to be addressed:
• To which conditions should bundled payments be applied?
• What providers and services should be included in the bundled
payment?
• How can provider accountability be determined?
• What should be the timeframe of a bundled payment?
• What capabilities are needed for an organization to administer a
bundled payment?
• How should payments be set?
• How should the bundled payment be risk-adjusted?
• What data are needed to support bundled payment? n

37

University Hospital
Alliance Launches
Program to Reduce
Hospital-Acquired
Infections

U

niversity HealthSystem Consortium, an alliance of 107 academic
medical centers and their affiliated hospitals, has announced it
is launching an initiative to reduce catheter-related bloodstream
infections, according to a UHC press release.
Through the program, called UHC Imperatives for Quality, participating
hospitals will be measured and tracked on several factors to try to lower
rates of these infections, while UHC will also provide guidelines for hospital executives and units on how to protect patients from them. n

Insurers Push
Las Vegas
Hospitals to
Improve Quality

T

he Health Services Coalition, a group of 24 self-funded insurance
plans, has told a group of 13 Las Vegas area hospitals that if they
do not improve the quality of care they provide, that they might
send patients out of state, according to a report by the Las Vegas Sun.

The coalition has asked the hospitals to provide more transparency about
quality initiatives and to come up with plans for improvement. The hospitals met with the insurers earlier this month and are expected to come up
with proposals on how they would work to meet quality goals by June 2, in
advance of end-of-year contract negotiations.
Nevada ranks worst in the nation for readmissions, and in 2009, Medicare
paid $203 million for Nevada readmissions, according to the report. n
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More Than One-Third of California
Inpatients Readmitted Within a Year
By Leigh Page

M

ore than one-third of hospitalized
Californians were readmitted to the
hospital within a year, and Medicare
and Medicaid patients had higher readmission
rates than private-pay patients, according to a report by the California Office of Statewide Health
Planning and Development.
The report, covering a period spanning
2005-2006, also found that two-fifths of the readmissions occurred within 90 days and patients
with chronic conditions were most likely to be
readmitted.
In general, the report said some readmissions
are related to quality of hospital care, discharge
planning and coordination of patient care after
discharge, but others are a normal part of care,
such as return visits for physical therapy, or are
due to new health problems or simply a worsening of the disease process.

•w
 ithin seven days for 13 percent of the
patients
•w
 ithin the second week for 9 percent
•w
 ithin the third and fourth weeks for 11
percent.
One-year readmissions by payment source were:

6. Pneumonia
7. Lung inflammation
8. Illness of stomach or esophagus
9. Bleeding in stomach with complications
10. Diabetes

• 4 6 percent Medicare

11. Heart Attack

• 3 8 percent Medi-Cal (Medicaid)

12. Rehabilitation

• 2 5 percent private-payment

13. Septicemia

• 2 4 percent self-payment

14. Heart artery x-ray

The 20 most frequent diagnoses for one-year readmissions, in order of frequency, were:

15. Alcohol or drug dependency

1. Heart failure

17. Hip, knee and ankle replacements

2. Emphysema

Here are some details of the study:

18. Chest pain

3. Kidney failure

The first readmission after discharge from the
initial hospital visit occurred:

19. Hysterectomy and related surgery

4. Psychoses

20. Appendectomy without complications

16. Stroke

5. Infection of kidney or urinary tract

Failure to Correctly Code CatheterAssociated Infections May Affect
Medicare Payment Policy

E

rrors by hospital coders affect accurate nonpayment by the Centers
for Medicare and Medicaid Services for catheter-associated hospital acquired infections, according to a study by researchers at the
University of Michigan. The study is published in the June issue of Infection
Control & Hospital Epidemiology.
Researchers reviewed the medical records of 80 randomly selected adult
patient discharges from May 2006-Sept. 2007 from the University of Michigan Health System with secondary diagnosis of a urinary tract infection.
A physician-abstractor reviewed each case to classify the UTIs as catheter
associated and/or hospital acquired, according to the study. Use of catheter-associated code 996.64 by UMHS coders was compared with state and
national averages.
In 80 cases, coders identified 20 secondary-diagnosed UTIs as hospitalacquired, compared with the 37 identified by the physician-abstractors.
Similarly, code 996.64 was never used by UMHS coders, but was deemed
appropriate in 36 cases by the physician-abstractor, who determined 28
were hospital acquired and eight present on patient admission.

Reasons for the discrepancy could be due to the fact that catheter use was
only documented on nurses’ notes, which are not used by coders to assign
discharge codes. Use of code 996.64 at UMHS was similar to state and national annual averages (around 1 percent), according to the study.
Researchers concluded by saying the use of catheter-associated codes and
documentation of catheter-associated infections are “fraught with error,”
which may affect CMS’s policy of not paying for hospital-acquired catheterassociated infections. n
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6 Reasons Why Health Reform Law
Won’t Reduce ED Overcrowding
By Leigh Page

E

ven though health reform will allow 32 million previously uninsured
Americans to get regular care from physicians, many of these patients
are expected to continue crowding into emergency departments.

In a recent survey of members by the American College of Emergency
Physicians, 71 percent expect ED visits to increase under reform and 47
percent also think conditions will worsen for ED patients.
“Health insurance coverage does not equal access to medical care, especially with an aging population and physician shortages,” ACEP President
Angela Gardner, MD, said in a release on the survey.
Here are six reasons why EDs will continue to be overcrowded under the
reform law, the Patient Protection and Affordable Care Act.
1. The insured visit EDs at the same rate as the uninsured.
Despite beliefs by some that coverage for preventative care will reduce
ED visits, a recent report by the CDC’s National Center for Healthcare
Statistics found insured people are just as likely to visit an ED as the uninsured. In addition to visiting the ED for true emergencies, insured patients
may go to an ED because they can’t get in to see their physician or haven’t
found a physician in their community.
2. The primary care physician shortage could continue to
grow. An impending shortage of primary care physicians will make it difficult for the newly insured to find a doctor when the expansion under the
reform law starts in 2014. With fewer medical students choosing primary
care, the American Academy of Family Physicians predicts the shortage of
family physicians will reach 40,000 in about 10 years.
3. The newly insured will still face access challenges. About half
of the newly insured under health reform will be paid by Medicaid, and they
are expected to have trouble finding a physician because many physicians
do not accept new Medicaid patients. In a recent survey by UnitedHealth

Group’s Center for Health Reform & Modernization, 67 percent of primary
care physicians thought Medicaid patients wouldn’t be able to find a suitable
primary care provider under reform. They felt this way even though the reform law will raise Medicaid payments for primary care to Medicare levels.
4. EDs remain crowded in Massachusetts. When Massachusetts
mandated health insurance for all residents a few years ago, ED visits rose
7 percent and ED costs increased 17 percent over two years, according to
the Boston Globe.
5. ERs are closing down despite increases in visits nationally. ACEP said hundreds of EDs have closed in recent years, while the
number of ED visits has increased.
6. The federal reform law will further open access to the ED.
After Sept. 23, 2010, the law will require insurers to:
• cover the costs of emergency treatment at the same rate, regardless
of whether the site is in or out of the insurer’s network.
• stop requiring prior authorization for emergency services.
• pay for an ED visit if the patient has cause to believe he or she is in
a health emergency. This “prudent layperson” requirement has been
enacted by many states.
ED waiting times continue to be high. A 2009 report by the Government
Accountability Office found that it takes 37 minutes on average to see patients who need to be seen in one to 14 minutes.
“Everybody expected that one of the initial impacts of reform would be
less pressure on emergency departments,” Rich Dallam, a healthcare partner at the architectural firm NBBJ, recently told the Hill. “It’s going to be
exactly the opposite over the next four to eight years.” n

ED Best Practices Can Help Ease
Transitions Under Healthcare Reform
Four sources of inefficiency and four best practices
of high-performing emergency departments
By Barbara Kirchheimer

I

t is a common assumption that healthcare
reform, by providing insurance to millions
of previously uninsured individuals, will reduce volumes in the emergency departments of
the nation’s hospitals. But history has demonstrated otherwise, and hospitals need to prepare
their EDs to function more efficiently than ever,
says Lynn Massingale, MD, FACEP, chairman
and CEO of TeamHealth, a leading hospital-

based clinical outsourcing firm that provides ED
services to more than 400 hospitals nationwide.

encounter capacity challenges with an influx of
new patients, Dr. Massingale suggests.

“We think volumes will go up before they go
down,” Dr. Massingale says, using Massachusetts as an example. In that state, ED use has remained high even as more of the state’s residents
have gained access to insurance coverage under
the state’s healthcare reform initiative. Healthcare reform on a national scale might similarly

“All these changes represent in my opinion greater and greater financial pressure on hospitals,” he
says. “We don’t think anyone can afford not to do
all they can to get their ER tuned up right now.”
One of the first steps hospitals can take to ‘tune
up’ their EDs is to reduce the time patients and

40
staff spend on ‘non-value added’ services, says Mark Harris, MD, FACEP,
senior vice president of TeamHealth’s Hospital Based Services division.
In the ED, typically 20 percent of the patient experience is “value-added”
time, while the remaining 80 percent is “non-value added” from the patient’s perspective, he says. In this context, value-added means that patients
are willing to pay for it and it benefits them.
Gathering data on some of the characteristics and best practices of the
highest-performing EDs it manages, TeamHealth identified four areas that
can be the source of unnecessary waste in the system.
1. Unnecessary Processing. TeamHealth encourages hospitals
to use value-stream mapping, a Lean technique to analyze process flow, to
look for and eliminate non-value added services when possible. Some nonvalue added time – for example, patient registration – cannot be removed
from the system, but other non-value added services such as waiting for a
bed or waiting for triage can be reduced, and patients will be happier with
their experience as a result, Dr. Harris says.
2. Unnecessary motion. Dr. Harris uses an example of a hospital that
was setting up a “super track” area in its ED to quickly treat patients who
did not need a lengthy stay or testing. The distance from the triage area to
the intake area was 88 feet, which based on the number of patients seen annually works out to 300 miles and 900 hours of walking time per year, and
$40,500 in nursing cost per year. Moving the super track next to the triage
area not only reduced the nurses’ workload, but it also reduced wasted time
and cost to the hospital, Dr. Harris says.
3. Unnecessary searching. Each time a physician has to search for a
tool, time is wasted. Even 25 seconds spent searching for a tongue depres-
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sor can add up if an ED sees 50,000 patients in a year. Hospitals should
standardize the way tools and materials are stocked, so physicians and others who staff the ED can immediately find the tools they need. ED teams
can use a “5 S Project” – which stands for sort, simplify, sweep, standardize
and sustain — to help reduce unnecessary searching, Dr. Harris says.
4. Unnecessary waiting. There are two aspects to waiting, according
to Dr. Harris. One involves visual cues, or making sure that there are cues
for patients and staff to move the process along. “I can knock off 35-50
minutes [of the length of a patient’s visit] by asking staff what’s your visual
cue that a patient is ready to go home,” Dr. Harris says. Installing a discharge rack for the charts of patients who are ready to leave can serve as
a visual reminder to staff that they should take charge of moving patients
through the system and can reduce the average “decision to depart” wait
time from 50 minutes to 12 minutes, he says. “There is nothing more irritating to a patient than waiting to go home once they’ve been discharged.”
The second aspect of waiting involves staffing the ED appropriately for
its patient load. TeamHealth calculates workload distribution models to account for service variation, nursing shift schedules and other variables and
helps the hospital decide whether it might need more staff in the ED to
maximize throughput.
By implementing some of these changes, EDs can significantly improve
their operational metrics, according to TeamHealth’s data. One large hospital decreased its percentage of patients who left prior to medical screening
from 9 percent to 0.9 percent, a decrease of 90 percent. The hospital’s
door-to-doc time improved from 54 minutes to 13 minutes. These operational improvements translated into more than $3 million annually for the
hospital.
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The best of the best

Examining the four areas above can help EDs improve their efficiency and
provide patients with a more satisfying experience. Hospitals can also learn
from EDs that have already gotten it right. TeamHealth conducted a study,
called the Decile Project, to identify some of the common critical success
factors among its top 10th percentile EDs. The high performers were EDs
that had success in patient satisfaction, throughput times, core measure
compliance, community reputation, growth, market improvement and administrative satisfaction.
Barbara Blevins, COO of TeamHealth’s Hospital Based Services division,
highlights four areas the top performers had in common.
1. Staff engagement and teamwork. This is the most critical factor
identified by the top-performing EDs, Ms. Blevins says. Hallmarks of staff
engagement include physician engagement, a supportive culture, supportive
team members, accountability and a focus on recognition and reward for
performance, she says.
2. Strong leadership. Most of the high performers identified the need
to have an excellent ED medical director and nurse manager to foster success. “The staff and medical staff see them as one, with common goals and
speaking with one voice,” Ms. Blevins says.

3. Hospital administration support. Top performers believe their
hospital’s administrators understand what they do and support them in
their process improvement efforts, Ms. Blevins says. Signs of support can
include monthly meetings between ED and hospital leaders or outstanding
relationships between members of the C-suite and the ED managers.
4. Robust communication. “Leadership communicates regularly, consistently, and they make sure staff know what’s going on; they address situations and don’t ignore them,” Ms. Blevins says. “They don’t avoid conflict
or confrontation; they deal with issues head on.” This includes making staff
aware of how the ED fits into what’s happening within the rest of the
hospital, she says.
Understanding the qualities that lead to a successful and efficient ED will
become increasingly important under healthcare reform, Dr. Massingale
notes. Whether it is working to improve the functionality of electronic
health records in the ED context or trying to reduce readmission rates,
hospitals are facing new challenges that will require them to improve performance at all levels and within all departments.
“It’s a really exciting time,” Dr. Massingale says. “It is a time that favors
organizations that have gone through change and aren’t terrified of it and
favors organizations that aren’t afraid to take risks and change the way they
deliver services.” n

TeamHealth is one of the nation’s largest clinical outsourcing suppliers. TeamHealth’s
5,600 affiliated healthcare professionals provide emergency medicine, hospital medicine,
anesthesia, and pediatric staffing and management services to approximately 520 hospitals, clinics, and physician groups in 48 states. Founded in 1979, TeamHealth remains a
physician-led, patient-focused organization.
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How to Turn Around a Bankrupt
Hospital: 4 Lessons From South Hampton
Community Hospital in Dallas
By Lindsey Dunn

W

hen Ed Downs took the reigns as
CEO of South Hampton Community
Hospital in Dallas last summer, the
hospital was emerging from its second bankruptcy,
which included a forced closure of the facility that
dropped the census of the 111-bed hospital from
around 50 patients to zero without any warning
to the hospital’s staff. Although the hospital was
reopened shortly after its sudden shuttering, the
forced closing was all over the news, making the
rebuilding process even more difficult.

South Hampton is surrounded by two large nonprofit hospitals with 300-plus beds. Mr. Down’s
goal was to get the facility back living off its revenue — a feat which he has since achieved with the
help of his management team, physicians and staff.
So, how did South Hampton turn itself around?
Mr. Downs shares four successful practices that
contributed to the hospital’s success.
1. Communicate, communicate, communicate. After the hospital’s closure, employees
and physicians were both enraged and confused
about their lack of knowledge of the hospital’s
troubles. For his first 120 days, Mr. Downs met
continually with medical directors, physicians,
employees, vendors and community members to
determine the biggest issues plaguing the hospital
so they could be addressed first. “They wanted to
hear anything and everything about the facility,”
says Mr. Downs. “Their biggest concern was no
one communicated with anyone.”
2. Address inefficient processes. All successful turnarounds depend greatly on support
from managers outside the executive suite and
require putting and keeping proven best practices in place, says Mr. Downs. South Hampton took the approach of bringing in a process
improvement consultant and brought on a new
chief nursing officer who had just returned from
managing a battalion hospital in Iraq to improve
hospital operations. “Look for demonstrated
best practices and processes from other entities
and use that as your guide. Often, just implementing those will fix many of your problems,”
he says. “Then you have to monitor them and
hold people accountable.”
South Hampton started by fixing processes that
would immediately improve quality, which Mr.
Downs says is a hospital’s most important key
to success, and then moved to put in place processes in other areas. Take the hospital’s method
of admitting new inpatients, for example. Before

the turnaround, physicians would call up the admitting desk, often providing clinical orders, but
the administrative staff in that department was
not qualified to take the orders. This angered the
physicians who would later be called by a floor
nurse asking them to repeat the orders, says Mr.
Downs. “Now all physicians have a direct line to
our nursing supervisor who takes the orders, fills
out a form and then takes that to admitting,” he
says. “Getting her a cell phone only costs us $60
a month, and it has greatly improved admitting
efficiency.” Mr. Downs admits this system made
need changes as the hospital’s volume increases,
but it currently serves the hospital’s needs.
3. Focus on customer service. After improving key processes, the hospital worked to
improve the customer service it provided. “I
don’t run this hospital. The staff runs this hospital,” says Mr. Downs. “I’m easy to replace, but
it’s very hard to find a good ER or ICU nurse.
Our goal is to keep everyone in a job, provide
great patient care and become the hospital of
choice for our community.” Employees without
a patient-centered mentality were allowed to
leave, and management worked to keep highperforming employees satisfied with recognition
events and other employee relations programs.
After focusing on the customer service it provided to patients, leadership turned to the service it provided to local EMT groups. A full-time
marketing employee from the hospital regularly
visits will all shifts of local EMT service providers, collects any complaints or compliments and
brings them back to the hospital to be addressed.
Today, the hospital’s ER treats up to 900 patients
a month, a more than three-fold increase from
its patient visits at the time Mr. Downs arrived.
This level of personal service helped the hospital differentiate itself from its competitors.
“We’re between two large Methodist facilities,
we can’t compete with them, but we can be the
community hospital of choice for patients who
don’t want to go to big instuition and get lost,”
he says. “Patients don’t always want to drive 20
miles to go to a facility where they don’t know
anyone, have to pay for parking and can’t move
easily from department to department.”
4. Attract new physicians. Fixing clinical
quality and customer service problems allowed
South Hampton to attract new physicians. “The
three things physicians want more of are time,
quality and money,” says Mr. Downs. “If you

give them quality, that frees up more time in
their lives.” Once the hospital had improved in
this area, Mr. Downs began meeting with physicians who had stopped sending patients to the
hospital to find out their issues with the facility and lure them back. He took the hospital’s
biggest physician champion, the immediate past
chief of staff — a physician who grew up in the
area and whose mother drove him to work on
his first day at the hospital — to the meetings to
provide a physician’s point of view.
The hospital started offering block time and developed new product lines, such as a vascular lab,
to recruit specialists. Medical staff began reaching out to colleagues, and more physicians came
on board. Since its bankruptcy, the hospital has
added nephrologists, vascular surgeons and a
pediatric cardiologist. “We’re not going after the
big open heart or neurology programs. There
are big faculties that do that very well in our
area, but what we can do is fill our community’s
needs,” says Mr. Downs.
South Hampton also added wound treatment
services that include hyperbaric chambers, in
response to the large number of patients with
renal and cardiovascular disease and diabetes in
the area. “We now have two chambers that are
full every day, and we are thinking of bringing
on two more,” says Mr. Fox.

A success story

South Hampton was able to emerge from bankruptcy by addressing inefficient processes and
improving customer service, which in turn attracted more physicians and more patients to its
facilities. The hospital’s census and outpatient
visits are up and it remains financially sound.
While Mr. Downs admits the future of community hospitals is uncertain, he believes there will
always be a need for independent community
facilities like South Hampton.
“Larger institutions are sprouting up everywhere
in areas that are mostly affluent, and the payor
class is high in commercial. The community hospitals still around are located in areas of need
where the population is not as affluent. If we
don’t support those hospitals, what happens to
those patients?” he asks. “Although I ultimately
believe healthcare is a business, I feel we still have
to have the human touch. Closing a small community hospital could make patients’ care more
difficult. You have to weigh the choices.” n
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As AMA Embraced Health Reform,
Membership Fell 3.5% in 2009

I

n 2009, as many physicians criticized the
AMA for its continuing support of the
Democrats’ health reform bill, membership
dropped by 3.5 percent, according to reports on
the AMA website.
It is not known how much this decline was caused
by members resigning over the AMA’s controversial
health reform stance or due to other factors like the
economy, but some members have been distancing
themselves from the AMA on health reform.
In Oct. 2009, for example, members of the Mississippi Medical Society voted 209-31 to end a
“unification” agreement with the AMA, requiring membership in both organizations. The vote
“reflects the strong feelings of the doctors in
this state about healthcare reform,” wrote James
R. House III, MD, an otolaryngologist from
Jackson, Miss., in an online forum. However,
AMA membership in Mississippi by the end of
the year had fallen 1.4 percent, which was far less
than the national decline.

In a few other states, though, AMA participation took a nosedive, falling 14 percent in South
Carolina, 13 percent in Florida and 7 percent
in North Carolina in 2009. These figures come
from a Feb. 2010 memo on the AMA website
titled, “2010 State Delegate Allocation,” which
lists exact membership numbers by state from
the end of 2008 to the end of 2009, in order to
fairly allocate delegates to the AMA House.
The memo shows the AMA lost a total of
8,009 members in 2009, putting membership
at 228,150 on Dec. 31, 2009. That total would
represent 23 percent of the nation’s 954,000
physicians, but many AMA members are students or retired physicians, paying a discounted
membership fee. The actual percentage of active
physicians who are AMA members is unknown.
Other states with higher than average membership losses were New Jersey (down 6.4 percent),
Maryland, Massachusetts and Pennsylvania (each
down 5.4 percent), California (down 4.5 percent)

and New York (4.1 percent). Membership actually improved in a few states, rising 10 percent in
South Dakota, 1.5 percent in Wyoming and 1.4
percent in Michigan.
The AMA lost $1.7 million in membership dues
revenue in 2009, down 3.9 percent from the year
before, according to the AMA’s 2009 annual report recently posted on its website. The report
said three states opted out of the AMA’s federation membership marketing agreement in 2009,
but it did not identify the states or explain why.
Total revenues were down 4.8 percent, but the
annual report showed a 2009 operating profit of
$16.5 million, more than six times higher than
in 2008. The higher profit was due to austerity
measures, such as spending $14.6 less on marketing and promotion, $3.7 million less on meetings and travel, and $1.9 million less on employees than in 2008. n
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How Accountable Care Organizations
Will Operate Under Healthcare Reform
By Leigh Page

T

he Patient Protection and Affordable Care Act, better known as
the health reform law, contains more than a thousand pages of
often fairly obscure provisions, but Section 3022 has particular significance for hospitals and physicians in the future, says Brian Silverstein,
MD, senior vice president at The Camden Group.
This part of the law, titled the “Shared Savings Program,” contains provisions that “fundamentally change the healthcare reimbursement system,”
Dr. Silverstein says. It organizes physicians, hospitals and other organizations into so-called accountable care organizations that can work closely
with each other, create a more efficient process of care and, literally, “share
the savings.”
“ACOs drive incentives from a volume-based to a value-based system,” Dr.
Silverstein explains. Under the current system, more volume of care means
more fee-for-service payments. But under the new system, providers are
paid for “value” — the savings they should realize from coordinating care
and providing better disease management, different clinical care models
and information to help patients make better healthcare choices.
This is a big change for hospitals and physicians, but Dr. Silverstein says
it is inevitable. Cost-cutting measures are necessary because the Medicare
program is due to go bankrupt by 2017, he says. He thinks the shared savings program is fairer and makes more sense than recent tactics to keep
Medicare costs in check, such as removing consult codes, imposing deficit
reduction requirements across all reimbursements, and slashing imaging
reimbursements.
Rather than impose indiscriminate changes across the board, the new approach forces hospitals and other providers to “get smarter,” he says.

Time to start planning

Dr. Silverstein says some forward-thinking hospitals are already planning
for ACOs. Even though the finer points have not been finalized yet, he
says there are enough specifics in the law to get planning started. There is a
relatively short timeline for implementation. Medicare beneficiaries whose
providers are participating in the program will be assigned to ACOs by Jan.
1, 2012. He adds that private payors may adopt these or similar models
even sooner than Medicare does.
To create an ACO, hospitals will need to bring in physicians and perhaps
other providers to cover a specific geographic area. While providers can
stay independent from each other, the ACO needs to create “a leadership
and management structure that includes clinical and administrative systems,” the law states. It must be able to report clinical processes and outcomes, patient experiences, utilization, such as rates of hospital admissions
for some conditions and, where practicable, caregiver experiences.
The organization must also have at least 5,000 Medicare beneficiaries assigned to it. The law identifies primary care physicians as critically important to an ACO and specifies that the organization must have enough primary care professionals to support its beneficiaries. The ACO must agree,
for a minimum of three years, to “become accountable for the quality, cost
and overall care of the Medicare fee-for-service beneficiaries assigned to
it,” according to the law.
The ACO is paid a lump sum for all services to the patient and then distributes the money to the relevant providers. The payment will include an
incentive if care is delivered at a lower cost than the benchmark level. Dr.
Silverstein says the incentive payments could be small at first but are ex-

pected to become more important over time. “This is a series of evolutionary changes, which, when added together, are monumental,” he says.
Because the shared savings program covers the full scope of care, its reimbursements are like the old capitated payments for HMO care, but the new
system is quite different from capitation, Dr. Silverstein says. While capitation was a strict per-member, per-month payment, the initial payments
to the ACOs will be at Medicare fee-for-service rates, plus the incentive
payment. And unlike HMOs and their “gatekeepers,” the ACO does not
control the patient. Patients can go outside of the ACO for care, without
penalties, but the ACO will still be penalized for higher-cost treatment. The
possibility of these higher costs is an incentive for ACOs to lure the patient
back to their care network, he says.

Unresolved issues

In the next year or so, HHS will need to issue proposed regulations on
ACOs and then allow for a public comment period. The regulations will
need to clarify several unresolved aspects of how ACOs would work. Dr.
Silverstein identifies a few.
How many primary care physicians will be needed? The law says an ACO
must include “sufficient” primary care physicians. HHS will need to determine what “sufficient” is.
How will quality and efficiency be defined? HHS will need to define how
an ACO has to be accountable for quality, cost and overall care, setting
down expectations with actual measurements. This very crucial piece of
the ACO-based system could be quite complicated and time-consuming
to put together.
How will Medicare patients be assigned to ACOs? Dr. Silverstein says there
are models for how that can be done, such as in Medicare’s physician quality reporting initiative (PQRI), the Medicare group practice demonstration
program. n
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19 States Refuse
to Create High-Risk
Pools Despite $5B
in Federal Funding

Lawsuit Challenges
Ban on PhysicianOwned Hospitals in
Health Reform Law

By Leigh Page

By Leigh Page

rizona has become the 19th state to reject a federal invitation to
set up a high-risk pool to cover patients with pre-existing medical conditions under health reform, according to a report by the
Arizona Republic.

A federal lawsuit is being filed against the health reform law’s ban on new
physician-owned hospitals and expansions of existing facilities, according
to a release by Physician Hospitals of America, a co-plaintiff.

A

When a state refuses to set up a risk pool, the healthcare reform law directs
the federal government to set one up for them. The risk pools are necessary
until Jan. 1, 2014, when insurers will be barred from not covering adults
with preexisting conditions. The law’s prohibition against not covering children with pre-existing conditions starts on Sept. 23, 2010.
Starting July 1, the federal government is offering states $5 billion over
three years to operate a high-risk pool themselves or provide funding for
the federal government to do so. Each state’s allocation is based on population and need, with California, for example, getting the largest allocation,
at $761 million.
Arizona would have received $129 million to operate a risk pool, but Gov.
Jan. Brewer said the money might not be enough to pay for the high-risk
pool. “In light of Arizona’s existing fiscal challenges, I cannot commit the
state to a program without confidence that there is funding available to sustain it,” the Republican governor wrote in a letter to Department of Health
and Human Services Secretary Kathleen Sebelius.
The states’ choice on high-risk pools is their first major decision in the
implementation of healthcare reform, the Patient Protection and Affordable Care Act, since it passed in March.
The other states refusing to set up risk pools are Alabama, Delaware, Florida, Georgia, Hawaii, Idaho, Indiana, Louisiana, Minnesota, Mississippi, Nebraska, Nevada, North Dakota, South Carolina, Tennessee, Texas, Virginia
and Wyoming. n
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In addition, Texas Spine & Joint Hospital of Tyler, Texas, the other plaintiff, filed for a preliminary injunction to allow it to go ahead with plans to
add 20 beds to its facility. Both actions were filed in U.S. Federal Court for
the Eastern District of Texas.
The health reform law prohibits physician-owned hospitals from expanding after March 23, 2010 and bans any new ones not certified as Medicare
providers after Dec. 31, 2010.
Because the law applies only to physician-owned hospitals and not other
types of hospitals, the lawsuit alleges it is “exclusionary and unconstitutional, eliminates competition for non-physician owned hospitals, and will
ultimately have a negative impact on patient choice and medical care affordability.”
“It is truly illogical and unfortunate that, at a time the government is supposedly attempting to increase access to care, it has chosen to stop the
growth of many of the best hospitals in the country,” said Molly Sandvig,
the executive director of PHA.
The release stated the ban is “retroactive, arbitrary, vague, contradictory
and fails to provide due process and equal protection.”
“Congress passed hasty legislation that cut off only one type of hospital from Medicare facility expansion — those owned by physicians,”
said Scott Oostdyk, an attorney for PHA at McGuire Woods. “Physicianowned hospitals were targeted as a means of currying support from hospitals not owned by physicians. This unconstitutional purpose hurt the
competitive capability of hospitals providing some of the best patient
care in America.”
According to the Dallas Morning News, the lawsuit alleges that “two large hospital associations” made a deal with Congress and the Obama administration
to cut Medicare reimbursements to hospitals in exchange for the ban.
PHA reports 29 physician-owned hospitals under development are expected to meet the Dec. 31 deadline but 45 others are not expected to
do so. In addition, 39 hospitals have abandoned their plans due to the
reform law. n
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Aligning Physician and Hospital Goals
Through Financial Incentives: Advocate
Health’s Clinical Integration Program
By Lindsey Dunn

W

hen Oak Brook, Ill.-based Advocate Health Care launched its
Clinical Integration Program a little more than five years ago,
very few organizations were aligning with independent physicians in ways that today would be viewed as the underpinnings of an accountable care organization. The program is one of the most successful
pay-for-performance programs in the nation that financially rewards nonemployed physicians who practice at Advocate hospitals for reducing costs
and improving health outcomes. Today, more than 3,500 physicians participate in the program, which is approved by the Federal Trade Commission.

How the program works

Advocate’s CIP includes 116 system-wide clinical and efficiency goals,
which are updated annually, and the program is funded by commercial insurers that contract with the health system. The insurers provide an additional payment of approximately 10 percent of physician fees to a clinical
integration pool, which is managed by the Advocate Physician Partners, an
affiliate of Advocate Health Care. Each physician’s performance is measured against the handful of measures that specifically pertain to his or her
area is monitored, and those physicians who meet their goals receive financial rewards. Last year just one Advocate hospital alone — Advocate Good
Samaritan Hospital in Downers Grove, Ill. — distributed $4.9 million to its
participating physicians, according to David Fox, CEO of the hospital.

Evaluating cost savings

Knowing that it would need to prove its cost savings in order to receive
funding from insurers for the program, Advocate began meticulously
tracking how meeting its CIP goals translated into actual savings. “If we
were going to get these dollars, we needed to demonstrate higher levels of
clinical performance and efficiency than other systems,” says Mr. Fox. The
savings, not surprisingly, have been significant. For example, CIP’s “Generic Prescribing Initiative,” which rewards physicians who prescribe generic
drugs over more costly name-brand medications for a percentage of their
prescriptions, was estimated to save Chicago-area insurers and patients an
additional $14.8 million in 2009 above local provider network norms, says
Mr. Fox.
Other goals are more directly related to clinical outcomes. For example,
physicians at Advocate are rewarded for keeping their diabetic patients’
HbA1c (a test to determine blood sugar level) scores better than the national average. “You want an HbA1c score of less than ‘7,’ and nationally,
only 13.5 percent of diabetics in PPO plans score less than a ‘7’ on this
test,” says Mr. Fox. “Our diabetic patients score below ‘7’ 47 percent of
the time, which is three times better than the national norm.” According to
Advocate’s calculations, this translates to an additional $2 million in annual
savings above the community performance level.

Each physician’s specific reward is determined in the following manner: 70
percent of the payment is determined by the individual physician’s achievement, and 30 percent is determined by the achievement of all physicians at
the hospital where the physician is affiliated. Enrollment in the program is
optional for members of Advocate hospitals’ medical staffs, and participation does not restrict physicians from practicing at other facilities, says Mr.
Fox. Advocate Good Samaritan achieved a 96 percent participation rate
last year.

Advocate also has a goal related to computerized physician order entry.
Advocate’s target for physicians at Good Samaritan in 2009 was that 55
percent of all orders would be entered using CPOE. CPOE increases adherence to evidence-based medicine and can improve health outcomes.
Additionally, CPOE will likely be one component of the ‘meaningful use ‘
guidelines required by hospitals to receive government funds for healthcare
IT. By encouraging physicians to use CPOE now, the hospital better positions itself to meet the guidelines and receive the funds.

Program impetus

Looking ahead

The system believed that if it could use financial incentives to better align
physicians, it could improve health outcomes and reduce costs to insurers
and patients. While this type of reimbursement reform hasn’t come to fruition as quickly as expected, the program well positions the system’s hospitals for success when these reimbursement changes do take effect.

To learn more about Advocate’s CIP, visit www.advocatehealth.com/valuereport.

Advocate began developing its CIP in 2002 in order to get in front of
what it thought was on the horizon — pay-for-performance programs and
bundled payments to hospitals and physicians for services.

In the nearer future, however, the program puts Advocate one step ahead
of its competitors in regards to changes in government payors’ reimbursement policies. Medicare has already announced it will stop paying for certain readmissions in two years, and additional reimbursement restrictions
and changes brought on by health reform are sure to come. “While healthcare reform has been passed, no one is really sure what it will mean exactly
for hospitals and doctors. What we do know is that in the future, hospitals
and doctors will need to work even better together. We will become more
accountable for the health of the populations they jointly care for,” says
Mr. Fox. “We think our physician-hospital organization is uniquely structured so that we can successfully operate together under health reform.”

Although Advocate seems well positioned for its future under reform, what
about all the other health systems and hospitals who haven’t yet made such
forward-thinking moves? While they can certainly use the best practices
of Advocate to develop their own program, Advocate has entered into a
joint venture to make it’s program available to other healthcare systems and
provider organizations to assist them in establishing and managing a similar
program in their communities. n
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Quint Studer: Using HCAHPS to Drive
Patient Satisfaction
By Lindsey Dunn

H

CAHPS, or the Hospital Consumer Assessment of Healthcare
Providers and Systems, is a standardized survey tool used to measure adult inpatient perception of the quality of care they receive
at a given hospital. Developed by CMS and the Agency for Healthcare
Research and Quality in response to the lack of a national standard for collecting and reporting patient satisfaction information, the survey includes
27 standardized questions, 18 of which assess critical aspects of the patient
experience, such as communication, responsiveness of staff, pain management and quietness and cleanliness of environment.
While most hospitals have been required to submit HCAHPS results in
order to receive full Medicare payment updates since 2007, not all hospitals
are using this data to its full potential, and there is currently no penalty for
negative results, says Quint Studer, founder of the Studer Group. He says
this tool offers valuable information to help hospitals benchmark and improve not only their patient satisfaction but also their quality. At the same
time, HCAHPS’ public reporting of data (available at www.hospitalcompare.hhs.gov) will empower more and more consumers to select hospitals
based on proven results, making it even more challenging for hospitals
satisfied with status quo scores to attract new patients.

Measures quality components of patient
satisfaction

HCAHPS differs from previous patient satisfaction tools by asking questions addressing hospital quality and clinical outcomes, not just the guest
relations aspect of satisfaction, says Mr. Studer. While courteousness of
staff is important, true patient experience ratings need to reflect the quality
of care they receive, he says.
HCAHPS also measures frequency, which gives hospitals a better idea of
their performance against certain measures. Each question includes an “always, usually, sometimes, never” response, which more accurately reflects
how often an important event actually happened and helps organizations
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identify gaps in hardwired processes such as responding in a timely manner, says Mr. Studer.
Sample questions addressing quality include “How often did the staff explain what a new medication was for?” and “Was written health information provided upon discharge?”

More accurate benchmarking

Before HCAHPS, hospitals could only compare their patient satisfaction
rankings to the rankings of the hospitals within their own measurement
company’s database. Each measurement company asked slightly different
questions, making comparisons among databases difficult.
“For the first time, the hospital industry has a way to compare ratings that
will create an even playing field for all hospitals,” says Mr. Studer. “Now,
with the same questions evaluating all hospitals, we can truly compare all
patient experiences for all hospitals.”
With the ability to compare ratings among all hospitals, hospital leaders will
be able to gain a better understanding of how they truly stack up against
other facilities, says Mr. Studer. A wider comparison base will also make
it easier to identify the best of the best hospitals for patient experience.
Other hospital leaders can then reach out to these facilities to learn best
practices and bring those ideas to their facilities, he says.

Cost savings

HCAHPS can also provide cost savings to hospitals. In the past, hospitals
paid for access to a database of similar hospitals from which to benchmark
themselves, paying more for access to larger databases, says Mr. Studer.
Now, inpatient satisfaction data from all hospitals is available free of charge,
though many hospitals still use measurement companies to survey patients,
analyze HCAHPS scores and determine unit-specific scores.
One hospital Mr. Studer works with realized $40,000 in annual savings from
using HCAHPS to measure inpatient satisfaction thereby reducing duplicate
questions. Large systems can further realize savings by becoming certified to
carry out their own HCAHPS surveys and analysis, says Mr. Studer.

Publicly available data

As consumer awareness of healthcare costs and quality grows, more potential patients are expected to visit comparison sites like www.hospitalcompare.hhs.gov, which allow them to compare hospital performance on
process of care and outcome of care measures, and now patient experience
measures. Hospitals scoring highly in these areas will likely attract more
patients as these tools become more popular, which could improve these
hospitals’ bottom lines as well.

Assist hospital leaders in reaching goals

HCAHPS can also help hospital leaders reach hospital goals. “There isn’t a
hospital CEO in the country that doesn’t want their patients to experience
a responsive staff, good communication with doctors and nurses and appropriate pain management,” says Mr. Studer. “HCAHPS now give CEOs
a very good framework to evaluate how their organization does this compared with every one else in the country.” n
Quint Studer is a recognized leader and change agent in the healthcare industry and has
more than 20 years of healthcare experience. Learn more about Studer Group, visit
www.studergroup.com.
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A Review of OIG Self Referral and
Antikickback Cases: 6 Categories of
Non-Compliant Physician Relationships
By Scott Becker, JD, CPA, and Lindsey Dunn

F

rom 2001-2010, there were nearly 100 different HHS’ Office of
Inspector General physician self referral and kickback settlements.
In just the last two years (2008-2010) there were more than 20 such
settlements. At the same time, there has been an upswing of interest by
hospitals and other healthcare entities to align more closely with physicians.
Many of these 20 or so more recent settlements involve alleged improper
attempts at aligning with physicians. Thus, a review of these settlements
demonstrates a number of the tactics that hospitals and other groups are
currently using to align with physicians.
1. The settlements can roughly be divided into settlements that are for less
than $100,000 and those that are more than $100,000.
2. The settlements that are less than $100,000 generally have several things in
common. They often reflect technical issues, they were often self reported,
and they often involve situations in which there is little implication of illegal
intent. For example, this type of settlement may involve technical violations,
a failure to sign some sort of document or some other single error.
3. The settlements of more than $100,000 may or may not be self reported. They also often seem to demonstrate a clear intent to help physicians
and suggest an intent to generate and strengthen business relationships.
4. Among settlements that demonstrate intent to strengthen relationships
with physicians, there are six general categories of kickback and self referral relationships. They are as follows:
• The first category involves the provision of free services or staff to
a practice of physicians. This may include administrative assistants,
physicians assistants, athletic trainers or information technology.
• A second category includes paying for services not really needed.
This may include paying for medical directorships, paying for vice
presidents or providing part-time employment. In many situations,
these can be wholly proper relationships. It is those relationships
that are entered into that don’t have a true purpose other than to
reward physicians for referrals which are problematic.
• A third category includes situations where one is paying too much
for a service such as for leased space or medical directorships or for
other assets.
• A fourth type includes providing discounts on things such as insurance or other items, such as leased space.
• A fifth category involves paying physicians under contract different
amounts than are contracted. For example, a hospital may contract
a physician at a fair-market rate for a medical directorship but then
actually compensate the physician at a higher rate.
• Finally, a sixth set of claims involves recruitment arrangements
which are not structured to fully comply with recruitment exceptions in the Stark statute or found to have improper intent in regards
to the Antikickback Statute.
5. Nearly all of these categories of relationships have appeared in recent
OIG cases and/or settlements. A few examples of some of the larger cases
include:

• Spartanburg Regional Healthcare System (Spartanburg, S.C.). In this case, the government alleged that the hospital
provided IT technology resources to 10 different non-employed
practices without billing the practices for the service. Because the
hospital was providing the services for free without a contract with
the physicians, the services allegedly served as a kickback to the physicians. The hospital settled for $780,000.
• Tuomey Hospital (Sumter, S.C.). This case involved the providing of a number of part-time employment arrangements which
were found to have no more purpose than to induce referrals. In
essence, the hospital paid physicians for part-time employment services that were not needed. A federal jury found the hospital guilty
of violating the Stark Act for the contracts, which it began offering
to physicians in 2004. Here, the hospital faces nearly $45 million in
damages for its Stark violation.
• St. Joseph Medical Center (Towson, Md.). This case involves a situation where a large hospital in Maryland, St. Joseph, was
attempting to more strongly align with the largest cardiology group
in the area, MidAtlantic Cardiovascular Associates. Here, the group
was deemed to control $70-$80 million in business. The government’s investigation intended to examine if any improper financial
relationships existed between the hospital and the practice. Specifically, the government was looking into the hospital’s hiring of two
of the practice’s physicians, which resulted in the withdrawal of a
nearly $25 million offer from competing Union Memorial Hospital
in Baltimore to acquire the practice. The investigation led to three
of the top executives of St. Joseph resigning from the system, and
the hospital settled with the government in July 2009 to resolve the
allegations without admitting liability in order to, according to the
hospital, avoid litigation costs.
These cases highlight both the increased interest by hospitals to more
closely align with physicians and the increased scrutiny by the OIG to ensure these relationships comply with applicable health and anitkickback
laws. Hospitals and other entities that enter into such relationships must be
careful to ensure their agreements are compliant. n
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Health Alliance of Greater Cincinnati,
Christ Hospital Pay $108M to Settle
Federal Kickback Accusations

T

he Health Alliance of Greater Cincinnati and The Christ Hospital in Mount Auburn, Ohio, have agreed to pay $108 million to
settle claims they violated the Anti-Kickback Statute and the False
Claims Act, according to the U.S. Department of Justice.

The government further alleged that cardiologists were rewarded with a
percentage of time at the Heart Station based on their contributions to the
hospital’s yearly gross revenues, and these physicians could earn additional
income for treating patients at the facility.

The organizations were accused of illegally paying physicians in exchange
for referring cardiac patients to The Christ Hospital, a former member
hospital of the Health Alliance of Greater Cincinnati.

The government claimed The Christ Hospital’s use of Heart Station panel
time to induce lucrative cardiac referrals violated the federal Anti-Kickback
Statute and further alleged the claims submitted by The Christ Hospital to
Medicare and Medicaid as a result of this illegal kickback scheme violated
the False Claims Act. n

The qui tam lawsuit was brought forth by a cardiologist alleging The Christ
Hospital limited the opportunity to work at the Heart Station — a center
where patients receive non-invasive procedures such as electrocardiograms
and stress tests — to those cardiologists who referred cardiac business to
The Christ Hospital.

Nine Hospitals Agree to Pay More Than
$9.4M to Resolve Kyphoplasty-Related
False Claims Allegations

N

ine hospitals in seven states have agreed
to pay the United States more than
$9.4 million to settle allegations that
they submitted false claims to Medicare related
to kyphoplasty procedures performed between
2000 and 2008, according to a U.S. Department
of Justice news release.

•P
 almetto Health (Columbia, S.C.) —
$1,861,083

The hospitals were accused of performing
kyphoplasty, a minimally invasive procedure
used to treat certain spinal fractures, as an inpatient procedure in order to increase Medicare
billings when many of the cases could have been
performed on a less-costly outpatient basis.

•U
 nited Hospital (St. Paul, Minn.) —
$428,656

• The nine hospitals to settle and the
amount they have agreed to pay are as
follows:
• Ball Memorial Hospital (Muncie, Ind.) —
$1,995,431
• Bethesda Memorial Hospital (Boynton
Beach, Fla.) — $356,079
• Bloomington
$1,443,848

(Ind.)

Hospital

—

• Genesys Regional Medical Center (Grand
Blanc, Mich.) — $931,742
• Huntsville (Ala.) Hospital — $1,992,756

• S t. Elizabeth Medical Center (Utica, N.Y.)
— $195,976
• S t. Mary’s of Michigan Hospital (Saginaw,
Mich.) — $260,065

The settlement with these facilities follows settlements that the government reached in May and
Sept. 2009 with nine other hospitals for alleged
kyphoplasty-related Medicare fraud claims, as well
as the government’s May 2008 settlement with
Medtronic Spine, Kyphon’s parent company

a former reimbursement manager for Kyphon
and Mr. Bates is a former regional sales manager
for Kyphon. n
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Brett Gosney: 4 Ways to Improve Your
Hospital-Based Orthopedics Program
By Renée Tomcanin

O

rthopedics can be a profitable service line for your hospital due to
good reimbursement and increased demand for orthopedic surgeries. With a few adjustments, hospitals can move their orthopedics lines from good to exceptional.

brought in two fellowship-trained physicians from The Steadman Clinic.
We also brought in a physician that specializes solely on total joint replacement with focus on this 50-80 year-old, active population.”

Brett Gosney, CEO of Animas Surgical Hospital in Durango, Colo.,
shares four ways in which you can improve the orthopedics program at
your hospital.

4. Standardize surgical equipment when possible. Consideration
for physician preference is important; however, hospitals can often lose money in supplying different equipment for each individual surgeon. A key to
maximizing revenue in this area is standardization, according to Mr. Gosney.

1. Decrease surgeons’ “down time” between cases. Efficiency
in your operating room is one of the best ways to see profitability and surgeon satisfaction increase in your orthopedics department. An important
step in this process is to decrease the amount of time it takes to turn over
an OR between surgeries, according to Mr. Gosney.

“Standardization can extend to all equipment at your hospital, especially
on commonly used items such as shavers, burrs, screws and plates,” Mr.
Gosney says. “Capital equipment should also be standardized, because it
doesn’t make sense to have one surgeon using OR equipment by Stryker
and another to use DePuy. It would be too expensive.”

“Some of our orthopedic surgeons came to us from other hospitals and
said they would have 45-60 minutes waits between cases. Since working in
a hospital with efficiency models, they say they have gained a day a week in
their lives, which they can use to spend time with their families or to bring
in more cases,” Mr. Gosney says.

Physicians should be involved in all decisions related to standardizing
equipment, according to Mr. Gosney. “You want to show surgeons that you
value their opinions, especially as they are the ones using the equipment,”
he says. “At our hospital, we ask the surgeons what systems and equipment
they are interested in, and then the administration works with the OR and
materials managers to bring in samples and trials so that we can see which
systems will provide the best quality for the price.”

Hospitals should aim to have a 10-15 minute turnover time between cases.
The key to this is to have trained OR staff that concentrates in orthopedics
only. Coordination and communication between staff members is important as well. “We like to schedule our bigger cases earlier and group cases
by type, such as shoulders and knees. These are tricks of the trade that are
learned through experience,” Mr. Gosney says.
2. Stay on schedule. An important step to decreasing turnover time is
to start ORs on time and to coordinate care so that they can stay that way
throughout the day, according to Mr. Gosney. This builds upon a “focused
factory” model that concentrates on doing one specialty well.
Mr. Gosney suggests bringing patients into anesthesia on a tight schedule
so that they are ready to go as soon as the OR opens. “It all starts with the
culture,” he says. “We started as an ambulatory surgery center before becoming a surgical specialty hospital, and we have tried to become customer-service oriented, and keeping on schedule is a big part of recognizing
our customers and their time.”

The final step in this process should be to follow-up with surgeons and gauge
their opinions before making the decision on which vendor to use. n
Mr. Gosney is the CEO of Animas Surgical Hospital in Durango, Colo., and president of Physician Hospitals of America. Learn more about Animas Surgical Hospital
at www.animassurgical.com.
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“Hospitals in big, urban markets may benefit from more niche practices,
such as physicians who specialize only in sports medicine or total joint replacement,” Mr. Gosney says. “In a small- to medium-sized market, hospitals may need to recruit orthopedic physicians who have a mix of skills.”
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Hospital and Health Systems Transactions

T

he board of directors of Bluefield Regional Medical Center
agreed to sell the hospital to a subsidiary of Tennessee-based
Community Health Systems.

HMC/CAH Consolidated also bought Baptist Lauderdale Hospital
in Ripley, Tenn., from 15-hospital Baptist Memorial Health Care Corp.
in Memphis and plans to build a replacement.

Roanoke, Va.-based Carilion Clinic will sell its Center for Advanced Imaging to Lake Forest, Calif.-based InSight Health Corp., following approval
from the Federal Trade Commission, as part as an agreement Carilion
made after an FTC antitrust investigation last year.

Huntsville (Ala.) Hospital signed an affiliation agreement with 337-bed
Decatur General Hospital. The hospital also has affiliation agreements
with Athens-Limestone Hospital in Athens, Ala., and Helen Keller
Hospital, in Sheffield, Ala.

Knoxville, Tenn.-based Covenant Health and Morristown-Hamblen
Healthcare System in Morristown, Tenn., announced plans to merge.

Brentwood, Tenn.-based LifePoint Hospitals acquired Clark Regional
Medical Center in Winchester, Ky., and will spend $60 million to build a
replacement hospital.

Connecticut’s Office of Health Care Access approved a merger between
Hartford Hospital and the Hospital of Central Connecticut. Under
the agreement, the corporate parent of the Hospital of Central Connecticut would become part of Hartford Health Care Corp.

McCall (Idaho) Memorial Hospital, a 15-bed public hospital, is expected to become part of St. Luke’s Health System, a six-hospital network
based in Boise.

A U.S. Bankruptcy Court judge approved the sale of Hemet (Calif.) Valley Medical Center and Menifee Valley Medical Center in Sun City,
Calif., to a group of local physicians. The ruling is expected to allow Valley Health System, the hospital district that oversees the two facilities, to
emerge from bankruptcy.

Maine Medical Center in Portland plans to merge with Maine Cardiology Associates, based in South Portland and Cardiovascular Consultants
of Maine, based in Scarborough. The deal challenges from two competing
hospitals that argue Maine Medical’s acquisition of the cardiology practices
would give them a monopoly on cardiology services in the area.

Hoots Memorial Hospital in Yadkinville, N.C., was sold to Kansas City,
Mo.-based HMC/CAH Consolidated for $1.6 million. Under the deal,
HMC/CAH, which has been managing the 22-bed public hospital for
more than a year, will build a new hospital.

Mountain View Hospital in Idaho Falls, Idaho, partnered with Nashville,
Tenn.-based Symbion Healthcare.

Attention Healthcare Administrators:

Palomar Pomerado Health, a two-hospital system in northern San Diego County, merged with the Centre For Healthcare, a 43-staff member
medical group. The medical group changed its name to Arch Health Partners and is expected to add 100 doctors.

Why Spend Your Money...
When You Can Spend Ours?

Ochsner Health System completed its purchase of Slidell, La.’s NorthShore Regional Medical Center and its ASC. The 165-bed hospital will
be renamed Ochsner Medical Center - North Shore.

RegionalCare Hospital Partners acquired 150-bed Clinton Memorial
Hospital in Wilmington, Ohio, for $82 million.
Saint Joseph’s Health System and Piedmont Healthcare, both based
in Atlanta, signed a letter of intent to enter exclusive negotiations to create
a joint operating company that combine certain assets of both SJHS and
PHC, including Saint Joseph’s Hospital of Atlanta.
Southcoast Health System in Southeastern Massachusetts signed an affiliation agreement with physicians from MD Anderson Cancer Center
in Houston to provide guidance on cancer treatments.

• New Facilities & Services
• Predictable cost structure
• Significant earnings upside
• No upfront capital required
The C/N Group, Inc. works with healthcare systems to improve
and expand their outpatient services. Under a Purchased Services
model, we can develop any outpatient facility and through a simple
turnkey asset lease, provide you with new services to offer the
community.
The lease can include the real estate and/or the ancillary
business itself.

One Cambridge Square • 114 East 90th Drive • Merrillville, IN 46410
Tel:219-736-2700 ext. 225 • Fax:219-756-3100 • www.thecng.com
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Spectrum Health in Grand Rapids, Mich., acquired Gerber Memorial
Health Services in Fremont, Mich. Spectrum also entered into formal
talks to partner with Munson Healthcare in Traverse City.
Texas Health Resources and LHP Hospital Group formed a joint venture to acquire 241-bed Wilson N. Jones Medical Center in Sherman,
Texas. The hospital will change its named to Texas Health Presbyterian
Hospital-WNJ, and Texas Health will own a majority equity interest in the
joint venture that owns the facility. LHP will manage the operation of the
hospital. Texas Health and LHP will share governance of the joint venture,
which will invest $25 million in capital improvements in the facility over
the next four years.
Ville Platte (La.) Medical Center and Acadian Medical Center in Eunice, La., officially merged to form Mercy Regional Medical Center.
Both Ville Platte and Acadian are owned by LifePoint Hospitals. n
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12 Steps for Hospitals to Comply With
Core Measures From Keith Granger,
Former CEO of Flowers Hospital
By Leigh Page

T

he highest scorer in the nation in CMS’ Core Measures process-ofcare program in 2009 was 235-bed Flowers Hospital in Dothan,
Ala, an affiliate of Community Health Systems, which operates 122
hospitals in 29 states.
The CMS program measures hospitals on how often they provide recommended treatments in 22 measures involving patients with acute myocardial infarction, heart failure, pneumonia and surgery.
Former Flowers CEO Keith Granger explains the 12 steps the hospital
took to bring compliance up to the highest level. Mr. Granger has since
become president and CEO of 560-bed Trinity Medical Center in Birmingham, Ala., which is also affiliated with CHS, but while at Flowers he
planned and implemented the changes that led to the hospital’s big coup.
1. Start off slowly. Flowers always had some type of quality improvement process, but the hospital started getting very serious about it in 2005
when CMS began laying the groundwork for Core Measures. It took 18
months of meetings before Mr. Granger felt he had the right environment.
“The early meetings were emotional,” he recalls. It was hard for staff to
take critical scrutiny because “they did not like to think of themselves as
contributing to a mistake.”
2. Build the culture you need. Mr. Granger first aimed to create a
culture of high performance, inclusiveness and teamwork before clinical
applications would begin. “You need to build relationships with trust built
into them and make sure people understand your expectations,” he says.
3. The CEO must be facilitator. Mr. Granger saw himself as facilitator and mentor for some 1,100 employees at Flowers. He also tried to
be inquiring, making sure everyone shared experiences and helping them
look at their work in a new way. The CEO became a storyteller, presenting
analogies from other walks of life. “I tried to keep the story simple and
understandable,” he says. “Employees want to do the right thing but you
need to lay out for them what steps are expected.”
4. Provide a clear vision. He tried to give employees a clear vision
of what the hospital was trying to achieve. “I think it helped that I started
early in my career as a radiology tech,” he says. “Patient care was why I got
into healthcare. For me, improving outcomes is a concept I can hold very
deeply.”
5. Remain focused. “The mindset we wanted was to stay focused 100
percent of the time,” he says.
6. Assemble in small teams. Employees were assembled in teams of
10-15 people each, covering acute myocardial infarction, pneumonia, infection reduction and patient falls. Nurses made up about half of the team
and the other half were employees from areas such as radiology, respiratory
therapy and pharmacy.
7. Identify team leaders. Each team had someone who was processoriented and could get a conversation going with questions like, “Have you
thought of this?” and “What about that?”
8. Meet regularly. The teams met monthly and Mr. Granger also met
separately with the team leaders.

9. Disseminate new ideas. Team members went back to examine
their work areas from a fresh perspective. “They were sent out to be investigators,” Mr. Granger says. Meeting in small groups with staff they worked
with, they were charged with coming back to the team with three ideas that
could improve a situation.
10. Embark on problem-solving. Teams used problem-solving activities with the people who deliver the care. “We got very specific,” Mr.
Granger says. “We talked about where we were successful and where we
had failed to live up to expectations.” For example, they would take a patient’s chart and perform a simplified root cause analysis, asking: “Where
did the process fail? What steps are needed to make it successful? And what
impediments are in the way, both conscious and unconscious?” Teams
came up with a list of problems, such as cumbersome documentation or
a missing tool.
11. Don’t bring excuses. Team members always told themselves,
“Don’t bring excuses; bring solutions.”
12. You can always do better. As teams approached their goals, “we
couldn’t sit around and pat ourselves on the back, because it still wouldn’t be
good enough,” Mr. Granger says. The shortcomings that remained were presented on a personal level that anyone could relate to. “If we had just one
failure in a 1,000, we’d ask, ‘What if that one failure involved a surgical site infection on my daughter?’ It would be a 100 percent failure to me,” he says. n
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Hospital and
Health System
Executive Moves

O

akland Regional Hospital in Southfield, Mich., named Daniel
Babb as its new CEO.

Kirkpatrick Conley will become CEO of Mesa View Regional
Hospital, a 25-bed critical access hospital in Mesquite, Nev. Mr. Conley
replaces Sue Conley, no relation, who accepted a position in Arkansas.
Douglas Deck, CEO of Traverse City, Mich.-based Munson Healthcare
resigned. He served as CEO since 2005 and recently oversaw the system’s
merger talks with Grand Rapids, Mich.-based Spectrum Health.
Northwest Health System in Springdale, Ark., named Dan McKay as its
new CEO. Mr. McKay most recently served as vice president of operations
for Division IV at Franklin, Tenn.-based Community Health Systems.
Bon Secours Health System named Philip A. Patterson as CEO of Suffern, N.Y.-based Bon Secours Charity Health System.
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Robert Peebles was named the new president and CEO of Mercy Medical Center in Sioux City, Iowa. He had been the interim president for
about a year.

Note: Ad page number(s) given in parentheses

Frank Perez, CEO of Dayton, Ohio-based Kettering Health Network,
announced he will retire. He has served as CEO of Kettering for 16 years.
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Novant Health appointed Melissa Robson CEO of one-hospital Prince
William Health System in Manassas, Va.
Cardiac surgeon Michael Schatzlein, MD, was appointed CEO of Saint
Thomas Health Services, a four-hospital system in Tennessee that is part
of Ascension Health.
Michael H. Schnieders was named president and CEO Good Samaritan
Hospital in Kearney, Neb., a 233-bed facility that is part of Catholic Health
Initiatives.
Mark Schwartz resigned as CEO of St. Luke’s Magic Valley Medical Center, a 150-bed in Twin Falls, Idaho. He became CEO three years ago, after
serving 21 years as the CEO of Aurora Medical Center in Hartford, Wis.
Trinity Regional Health System in Fort Dodge, Iowa, named Richard A.
Seidler as its new president and CEO.
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Via Christi Health named Kevin Strecker as CEO for its new 68-bed West
Wichita, Kan., hospital, which opens in August.

ProScan. sroeper@proscan.com / www.proscan.com /
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St. Mary’s Regional Medical Center in Enid, Okla., named Stan Tatum as
its new CEO.
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John H. Tobin, president and CEO of Waterbury (Conn.) Hospital, announced he will retire at the end of the year. He has been with the hospital
for nearly 25 years.
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LifePoint Hospitals’ Logan (W.Va.) Regional Medical Center named John
Walker as its new CEO. Mr. Walker was CEO of Western Plains Medical
Complex, a 99-bed facility in Dodge City, Kansas, which is also affiliated
with LifePoint.
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Scott R. Wolfe has submitted his resignation as president and CEO of
463-bed Reading (Pa.) Hospital, citing a new administrative structure emphasizing a physician-led organization. He has been CEO since 2007. n
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