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Molecular & Genetic Testing in Anatomic 
Pathology
By Sandeep Mukherjee, Ph.D.
Director, Molecular Diagnostics
CellNetix Pathology & Laboratories

For more than 100 years patholo-
gists have been using microscopes 
to look at abnormal tissue and cells 
to better diagnose disease.  To-
day, we are evolving beyond cel-
lular examination to identify the 
root cause of these abnormalities 
within the genetic material of the 
cell itself. The mapping of the hu-
man genome has driven growth 
in molecular testing, which now 
allows laboratories to analyze tu-
mor tissue and other specimens 
to determine likelihood of recur-

rence, source of disease and the 
best types of therapies to be used.  
Increased attention is being paid 
to “personalized medicine” which 
targets therapies to individual ge-
netic signatures or profiles.  These 
"targeted therapies" represent the 
most promising advance in cancer 
treatment yet. There has been a 
30% increase in molecular testing 
in laboratories across the country 
in the last few years especially in 
women's health, infectious diseas-
es, organ transplant testing and on-
cology and this growth is projected 
to continue.

What is Molecular & Genetic 
Testing?

Molecular genetic testing spans 
the entire spectrum from the char-
acterization of cell biology, pro-
tein expression and chromosomal 
rearrangements to the resolution of 
single abnormalities in the DNA 
template.  Infectious agents can be 
identified by virtue of unique DNA/
RNA sequences. Molecular testing 
is used not only in diagnosis, but 
also in monitoring for the effec-
tiveness of therapy and detection 
of residual disease in various ma-
lignancies.  Molecular techniques 

can also predict the effectiveness 
of some important medications as 
well as identify specific targets in 
individual patients' tumors for new 
therapeutic modalities ("personal-
ized medicine").

Molecular testing utilizes sensitive 
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tion because they will also be in great demand.  Until next month,
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tools that often confirm ambiguous 
diagnoses suspected by microscop-
ic evaluation, guide therapeutic de-
cisions and assess.  For example, 
the advent of new treatments for 
certain breast cancers depends on 
identification of a gene that is am-
plified and over-expressed in those 
cancers; the specific gene that is 
amplified can only be identified by 
molecular testing.

Molecular Techniques

Molecular testing has impacted 
clinical practice quite dramatically. 
Genetic tests are now available for 
more than 1,700 diseases, up from 
1,250 in 2005.1 Interpretation of 
slides under the microscope remains 
the basis of anatomic pathology. 
However, an expanding menu of 
molecular tests now complements 

traditional pathology methods.

Molecular tests are rapid, sensitive 
and specific and can be performed 
on almost all specimen types.

Positive Patient Outcomes

When is molecular testing benefi-
cial?  The most obvious benefits 
are in the targeted treatment of 
diseases such as the cancers de-
scribed above and the detection 
of subclinical (difficult to detect) 
conditions.  Molecular tests can 
indicate disease risk in pre-symp-
tomatic individuals, assess the 
risk of recurrence, or determine 
carrier status and the risk for af-
fected offspring. They may also 
contribute to more precise diag-
nosis, refine prognostic catego-
ries, connect patients to optimal 
treatment choices, and monitor 
treatment efficacy. 

CellNetix Molecular Program

Cellnetix started our molecular 
program in late 2010.  This has 
taken considerable investment and 
we were only able to undertake 
this as a relatively large, consoli-
dated group (CellNetix is one of 
the largest physician owned pa-
thology groups in the country).  
We will briefly review the common 
molecular tests (and their applica-
tions in Anatomic Pathology) that 
we currently offer at CellNetix, 
specifically breast, gastric, colon, 
lung and melanoma targeted tests.

Breast Carcinoma

The HER2/neu gene is amplified 
in 18-20% of breast carcinomas, 
which is tied to overexpression 
of its protein product and malig-
nant transformation. It is an in-
dependent marker for poor clini-
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cal outcome in newly diagnosed 
patients; however, breast cancer 
patients with increased expres-
sion of HER2/neu have a good 
therapeutic response to trastuzum-
ab (Herceptin) (Genentech, San 
Francisco, California), a targeted 
antibody-based therapy for breast 
cancer and to paclitaxel. These pa-
tients also have relative resistance 
to endocrine therapies such as 
tamoxifen and other chemothera-
peutic agents. The most commonly 
used molecular test is fluorescence 
in situ hybridization (FISH) which 
allows for the examination of ge-
nomic DNA in situ.

Gastric/Gastroesophagealjunction 
Cancer

Amplification of the HER2/neu 
gene is observed about as frequent-
ly in advanced gastric and esopha-
geal adenocarcinoma as in breast 
cancer. In October 2010, the FDA 
approved Herceptin in combina-
tion with chemotherapy for HER2/
neu-positive metastatic cancer of 
the stomach or gastroesophageal 
junction, in men and women who 
have not received prior treatment 
for their metastatic disease. The 
current recommendation for people 
diagnosed with metastatic stomach 
cancer is to have the HER2 status 
of their tumors determined.

Colorectal Carcinoma (CRC)

Mutations of the KRAS (Kirsten 
ras) gene, found in 30% to 40% 
of CRCs, are important in the de-
velopment of cancer. Presence of 
mutations in this gene can predict 
lack of response to Panitumumab 
(Vectibix®, Amgen) and Cetux-
imab (Erbitux®, Merck Serono) in 
patients with metastatic colorectal 
cancer.  This illustrates the need 

Please see> Pathology, page 6

for sensitive and accurate KRAS 
testing for these patients. At Cell-
Netix, we use a sensitive real-time 
molecular assay to detect the most 
common KRAS mutations. 

This real time method is also used 
to detect the other mutation in what 
is called the BRAF oncogene. Mu-
tations in BRAF are also observed 
in colorectal carcinomas; these 
mutations are responsible for an 
additional 12-15% of patients who 

fail to respond to antibody-based 
targeted therapies. BRAF muta-
tions appear also to be indicative of 
poor prognosis and testing for mu-
tations in BRAF is recommended 
under certain circumstances. 

Non-Small Cell Lung Cancer 
(NSCLC)

The Epidermal Growth Factor 
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Receptor (EGFR) gene encodes 
a cell membrane receptor; it is 
a target for signals that set off a 
cascade of downstream effects 
and the subsequent development 
of cancer. Identification of EGFR 
signaling in cancer has led to the 
development of anti-cancer thera-
peutics directed against the EGFR 
protein, including Gefitinib (Ir-
essa®, AstraZeneca) and Erlotinib 
(Tarceva®, Roche) for non-small 
cell lung cancer.  Current recom-
mendations are that tumors of all 
NSCLC patients considered for 
Gefitinib therapy must be tested 
for the presence of EGFR muta-
tions before the drug can be pre-
scribed, as Gefitinib is unlikely 
to be effective in patients without 
EGFR mutations. 

The ALK gene encodes another 
cell receptor protein involved in the 
development of NSCLC. Through 
the use of a FDA-approved pro-
tocol, the molecular laboratory 
in CellNetix routinely performs 
a quantitative test to detect ALK 
rearrangements (breaks in the 
gene) via FISH in NSCLC tissue 
specimens. This is used to aid in 
identifying those patients eligible 
for treatment with XALKORI® 
(Crizotinib, Pfizer), a drug that is 
specifically inhibits the activity of 
the ALK gene in lung tumors. 

Melanoma

Melanoma is a complex genetic 
disease, and multiple genetic alter-
ations have been reported to play 
a role during disease progression. 
The BRAF gene is mutated in ap-
proximately 8% of human tumors, 
most frequently in melanoma, 
where the predominant mutation is 

observed in approximately 50% of 
melanomas. Like the mutations re-
ferred to above, BRAF mutation is 
one of the primary drivers of ma-
lignancy in the tumor.  Zelboraf® 
(Vemurafenib, Genentech) is an 
orally available, selective BRAF 
inhibitor approved by the FDA for 
patients with unresectable or meta-
static melanoma that tests positive 
for the BRAF mutation.  

CellNetix Molecular Pathology 
Services

Compared to other laboratory tests, 
molecular-based tests are higher 
complexity, more expensive, and 
may have additional ramifica-
tions for the patient and his or her 
biological family members. Cell-
Netix's large anatomic pathology 
laboratory with diverse molecular 
and surgical pathology capabilities 
is well positioned to expand the 
utilization of molecular testing in 
pathology practice.  Our relative 
size (45 pathologists/250 employ-
ees) gives CellNetix the opportu-
nity to be at the forefront of these 
new testing protocols.  

Our Molecular Pathology de-
partment started with our wom-
en's health subspecialty, and we 
brought on High-risk HPV test-
ing, testing for the detection of 
Neisseria gonorrhoeae (GC) and 
Chlamydia trachomatis (CT), as 
well as Vaginosis/Vaginitis testing.  
We have now also expanded our 
capabilities in Molecular Oncol-
ogy. We are up and running with a 
multitude of FISH and Polymerase 
Chain Reaction (PCR) -based as-
says, namely the HER2 FISH for 
Breast and Gastric Cancer, ALK 
FISH for Non Small Cell Lung 
Carcinoma, and Ploidy FISH 
analysis of Products of Concep-

tion. We are also running KRAS 
mutation assays for Colorectal and 
Lung Cancer, EGFR mutation for 
Lung Cancer and BRAF mutation 
tests for Metastatic Colorectal can-
cer and Melanoma.

Conclusion

The impact of molecular diagnos-
tics will be felt throughout the en-
tire healthcare system. As the field 
of genomics gains broader applica-
tion, clinicians will need to be edu-
cated on the proper utilization and 
interpretation of molecular tests. 
The pathologist is expected to be 
a key stakeholder in the future of 
molecular diagnostics. Pathologists 
and laboratory professionals need 
to understand and adopt these new 
and emerging technologies and 
their expertise will be critical in this 
new frontier in medicine.  As with 
many new technologies each day 
brings more entrepreneurs offer-
ing the "latest and best" solutions 
using molecular technologies to 
clinicians. Over time and with ap-
propriately controlled studies some 
of these assays will in fact show 
their value in improving patient 
care or reducing waste. However, 
our experience shows that more of-
ten than not extended study rejects 
the claims of many new tests as 
delivering on their marketed prom-
ises. Clinicians are encouraged to 
adopt molecular testing technolo-
gies when they have been properly 
reviewed and/or recommended by 
appropriate professional societies.

Reference:

1National Center for Biotechnolo-
gy Information. GeneTests. Avail-
able at: http://www.ncbi.nlm.nih.
gov/projects/GeneTests/static/
whatsnew/labdirgrowth.shtml.
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Providence Southwest & TGBa Bring New 
Medical Home to Hawks Prairie
By Nora Haile
Contributing Editor
Washington Healthcare News

The Hawks Prairie area near Lac-
ey, Washington, is fast growing, 
and Providence Southwest’s new 
medical facility supports the com-
munity’s evolving health needs. 

Taylor, Gregory, Broadway Ar-
chitects (TGBa) has worked with 
Providence Medical Group South-
west Washington on a number of 
outpatient facilities. The latest, 
a 28,500-square foot medical fa-
cility, embod-
ies the medical 
home concept 
that Providence 
promotes. “The 
P r o v i d e n c e 
Southwest team 
continues to 
move services 
closer to the pa-
tients and away 
from the hospi-
tals,” says Kent 
Gregory, TGBa 
Principal. “It’s a 
trend that brings 
medicine to the 
patient – a cus-
tomer conve-
nience factor.”

Another trend 
that the medi-

cal facility tracks is that of a retail 
center location. The new Hawks 
Prairie facility is actually the an-
chor building in a newly devel-
oping retail center, yet maintains 
distinct, civic-oriented elements. 
“Designing a medical building that 
conforms to typical retail center 
expectations is a recurring chal-
lenge,” Gregory acknowledges. 
The TGBa team is familiar with 
the retail location trend for health-
care facilities, and is adept at ad-
dressing the zoning codes usually 
involved. “It’s about finding the 

fine balance between a location’s 
design being approachable and ac-
cessible, yet giving those needing 
medical care privacy.”

Providence Southwest’s design 
objectives meld well with TGBa’s 
methods. Both organizations em-
ploy Lean principles, improving 
quality and removing waste from 
processes. That efficiency is why 
the TGBa team applies the 3P 
(Production Preparation Process) 
in design. As Gregory explains, 
“One of the largest waste areas is 

the intelligence 
and creativity 
an organization 
has within its 
own staff. We 
find that work-
ing with stake-
holders is the 
most efficient 
and effective 
way to design a 
building. This 
facility is a good 
example of its 
success.” 

As Gregory de-
scribes it, the 
people who are 
going to be us-
ing the building 
– physicians, 
nurses, medical Providence Medical Group Hawks Prairie
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assistants and staff – are brought 
together and led through a pro-
cess that provides them with in-
sight to their own processes. Then 
they create new processes and the 
space around it to support quality 
performance. Eventually, it comes 
down to their creation of the best 
three design options. Space plan-
ning is typically straightforward, 
he shares, and  “Nearly every time, 
the group evaluates those options 
and picks out the best, most effi-
cient of the three. They are the au-
thors of their own space – which 
means they will make sure it’s go-
ing to work for them and help them 
perform. That’s the magic in the 
method.”

The resultant Hawks Prairie facil-
ity not only supports the work of 
the medical teams that care for 
the area’s residents, it provides a 
medical home for those residents. 
Designed to accommodate up to 
16 providers, currently the facil-
ity houses Hawks Prairie Internal 
Medicine, Olympia Endocrinol-
ogy, Hawks Prairie Family Medi-
cine, a full service laboratory and 
Providence St. Peter Hospital di-
agnostic imaging services. Begin-
ning this fall, Hawks Prairie antic-
ipates providing Physical Therapy 
services to their patients with the 
addition of a full-time Physical 
Therapist to the facility.

Through the medical home model, 
patients gain a much more com-
prehensive form of care, pulling in 
more wellness activities, as well as 
collaborative areas. The facility’s 
design features a large central off-
stage area that enhances provider 
collaboration, as well as a shared 
medical appointment room (SMA). 
The SMA lets providers have a 
space to give mini-educational 

workshops, such as diabetes care, 
wellness workshops. The provid-
ers are able to teach people with 
similar health challenges together, 
enhancing a sense of community 
and creating a near-instant support 
network for patients.

This medical home model encour-
ages higher quality care, and the 
setting supports that. The Provi-
dence organization is a large, 
important care provider, and the 
building, though positioned in a 
retail center, reflects the scale and 
character of the care. As Gregory 
states, “Providence Southwest 
has been emphatic about the tie-
in between the building environ-
ment and healing. They wanted a 
building that was “extroverted” 
– open, accessible, with serene, 
natural colors.” The aesthetic ap-
peal is apparent in the building’s 
colors and textures, the extensive 

natural light and the two-story 
high distinctive mural of cut-steel 
plate derived from a photograph 
of trees.

The overall experience between 
the two organizations, TGBa and 
Providence Medical Group SWR 
has been a positive one. Accord-
ing to Judy Backhaus, who’s the 
Physician Services Manager with 
Providence Medical Group SWR, 
“TGBa definitely “walks their 
talk” – sharing how they have ap-
plied the LEAN/3P process to their 
own office. They walked us, step-
by-step, through some difficult de-
cision-making along the way.  Just 
last week, a provider now in this 
new facility, stated his new clinic 
“turned out really sweet” and he is 
very happy!”

Nora Haile can be reached at 
nhaile@healthcarenewssite.com.
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Attendance Really Is Essential: The Ninth 
Circuit Confirms That Hospital Attendance 
Policies Need Not Be Ignored Under the ADA

By Keelin A. Curran
Partner
Stoel Rives LLP

By Karin D. Jones
Associate
Stoel Rives LLP

Providence St. Vincent Medical 
Center (“Providence”) in Portland, 
Oregon faced a common dilemma 
regarding one of the nurses em-
ployed in its neo-natal intensive 
care unit (“NICU”).  Year after 
year, Monika Samper’s absences 
from work greatly surpassed the 
number of absences allowed un-
der Providence’s attendance pol-
icy.  But Samper, who suffered 
from fibromyalgia, unquestion-
ably constituted a “qualified in-
dividual with a disability” under 
the Americans with Disabilities 
Act (“ADA”).  Faced with balanc-

ing its obligations to provide safe 
and consistent patient care and its 
legal obligations to accommodate 
Samper’s disability, Providence 
spent years attempting to craft a 
workable solution for Samper’s 
poor attendance.  Finally, however, 
Providence terminated Samper’s 
employment. 

Samper subsequently filed suit un-
der the ADA, claiming that Provi-
dence’s termination decision was 
improperly based on her disabil-
ity because her absences stemmed 
from her fibromyalgia.  The Ninth 

Circuit Court of Appeals’ recent 
decision in the case provides clari-
fication regarding employers’ obli-
gations under the ADA.  “Just how 
essential is showing up for work 
on a predictable basis?” queried 
the Court.  Samper v. Providence 
St. Vincent Med. Ctr., 675 F.3d 
1233, 1235 (9th Cir. 2012).  The 
answer allows healthcare employ-
ers to breathe a sigh of relief:  “In 
the case of a neo-natal intensive 
care nurse, we conclude that atten-
dance really is essential.”  Id. 

In order to succeed on a disabil-
ity discrimination claim under the 
ADA, an employee must prove 
that he or she is disabled, as de-
fined by the ADA; that he or she 
is able to perform the essential 
functions of the position with or 
without a reasonable accommoda-
tion; and that he or she suffered 
an adverse employment action be-
cause of a disability.  Samper was 
able to demonstrate that she was 
disabled due to her fibromyalgia 
and that she suffered an adverse 
employment action – her termina-
tion because of her fibromyalgia-
induced absences from work.  But 
the Court’s conclusion that Sam-
per’s attendance was an essential 
function of her position stopped 
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her ADA claim in its tracks.  As 
the Court clarified, Samper’s de-
mand that she be completely ex-
empted from Providence’s atten-
dance policy was not a reasonable 
accommodation request because it 
would have exempted her from an 
essential function – something that 
is not required by the ADA.

Although the Samper Court’s 
analysis focused on NICU nurses, 
its reasoning extends to other em-
ployees who provide direct patient 
care.  In analyzing whether regu-
lar attendance was an essential 
function of Samper’s position as a 
NICU nurse, the Court identified a 
“trinity of requirements that make 
regular on-site presence necessary 
for regular performance: team-
work, face-to-face interaction with 
patients and their families, and 
working with medical equipment.”  
Id. at 1238.  These requirements 
are equally applicable to a large 
number of healthcare providers 
and staff.

In addition, the Court emphasized 
the fact that “NICU nurses must 
have specialized training, and it 
is very difficult to find replace-
ments, especially for unscheduled 
absences.”  Id.  Unlike cases in 
which “workers were basically 
fungible with one another, so that 
it did not matter who was doing 
the [job] on any particular day,” 
in Samper the Court recognized 
that “Samper’s regular, predictable 
presence to perform specialized, 
life-saving work in a hospital con-
text” was essential.  Id.  The Court 
further distinguished Samper’s cir-
cumstances from cases in which 
on-site presence was not necessary 
for performance, holding: 

[I]n the context of a neo-natal 

nurse, it is necessary to provide 
that treatment in the first place.  
Not only is physical attendance 
required in the NICU to provide 
critical care, the hospital needs 
to populate this difficult-to-staff 
unit with nurses who can guar-
antee some regularity in their 
attendance. Id. at 1239.  

In addition, the Court acknowledged 
the critical point that, in a hospital 
setting, “[u]nderstaffing compro-

mises patient care.”  Id. at 1238.

Samper does not change healthcare 
providers’ duty to avoid attendance 
discipline for absences due to pro-
tected leave such as leave under 
the Family and Medical Leave Act.  
When determining accommoda-
tion obligations, employers should 
also check state disability accom-
modation law, which may differ 

Please see> Attendance, page 19
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Health Care After the Supreme Court 
Decision: Establishing and Operating 
State Exchanges 

By Karl Rebay
Director
Moss Adams LLP

By Chris Rivard
Partner
Moss Adams LLP

By Barbara Letts
Senior Manager
Moss Adams LLP

The Supreme Court has ruled on 
the Affordable Care Act and, al-
though it upheld its constitution-
ality, it opened the door to giving 
states more flexibility on the ex-
pansion of Medicaid. Consequent-
ly, a large number of states appear 
to be opting out of the expansion 
program, potentially leaving an 
estimated three million people un-
insured who would have been cov-
ered before the ruling, according to 
the Congressional Budget Office. 
Participation is no longer a require-
ment, and states no longer risk 

losing all their federal funding for 
Medicaid if they don’t participate.

States are now turning their focus 
to exchanges—health insurance 
marketplaces in which people who 
lack affordable coverage through 
an employer will be able to shop 
for policies. Anyone can use the 
exchanges to gain the benefits of 
comparative insurance shopping, 
but most customers are expected 
to be individuals and families with 
incomes between 133 and 400 per-
cent of the federal poverty level. 

This segment will be eligible for 
federal tax subsidies to make in-
surance affordable.

The Affordable Care Act states that 
individuals must be able to buy in-
surance through the new state ex-
changes by January 1, 2014. But 
the states must demonstrate to the 
Department of Health and Human 
Services by January 1, 2013, that 
the exchanges will be operational 
in 2014. If this can’t be demon-
strated by the deadline, the federal 
government will establish and op-
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erate the exchanges for the states.

So far 10 states and the District of 
Columbia have enacted legislation 
to establish state-based exchanges, 
and three states have established 
an exchange by executive order. 
Massachusetts and Utah passed 
laws in favor of exchanges prior 
to the enactment of the Affordable 
Care Act in March 2010. That’s a 
total of 15 states in the “yes” col-
umn right now.

To round out the field, three ad-
ditional states are planning for 
the establishment of exchanges, a 
host of others are studying their 
options, two have decided not to 
create state-run exchanges, and 15 
have exhibited no significant activ-
ity or engagement in this area.

The federal government has given 
the states approximately $1 billion 
in research, planning, and technol-
ogy grants to help establish ex-
changes. Though many are using 
the funds for that purpose, some 
have chosen to return them. None-
theless, the Obama administration 
is eager to see well-designed and 
well-run exchanges created around 
the country, so it’s willing to pro-
vide additional financing sources 
that can be used even after the 
original start-up deadline. 

With or without federal funds, 
establishing a state exchange is 
complex and challenging—and 
challenges exist even for those 
states and insurers that have al-
ready invested significant time and 
money in this endeavor. Among 
other things, governance and cer-
tification procedures must be es-
tablished; standards for competing 

Please see> Exchanges, page 14
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plans must be set; new information 
technologies must be put in place; 
and small-business health options 
must be developed and agreed on. 

States establishing exchanges also 
have a number of important ques-
tions to ask as well as decisions to 
make. For instance:

• Will they require health plans 
to compete on price, list insur-
ance options on an exchange 
Web site, or ask insurers to 
place bids?

• Will they have consumer rep-
resentation on their boards? 
Who will sit on the boards?

• Will the state allocate funds for 
the exchange? What if there 
aren’t enough fees collected 
from participating health plans?

• Will insurance brokers be in-
cluded in the exchanges?

• Will there be “navigators” who 
will help educate consumers 
about the exchanges?

One of the central issues for states 
is determining how selective an 
exchange should be. One that in-
volves a limited number of en-
rollees may have a harder time 
bargaining with insurers. And an 
exchange that accepts virtually ev-
erybody may help provide reason-
able choice for customers.

That said, exchanges must be pre-
pared to confront the consequenc-
es of adverse selection, which take 
hold when there is a disproportion-
ate enrollment of high-risk, high-
cost individuals. Indeed, adverse 

selection can lead to rising premi-
ums and an exodus of lower-risk 
people and employers, who can 
take advantage of more affordable 
options elsewhere. This, in turn, 
creates a high-risk pool—and even 
higher premiums.

Despite the challenges of estab-
lishing an effective and efficient 
exchange, the states have been 
granted a good deal of flexibility 
by the federal government in this 
process. For example, they can run 
an exchange through an existing 
agency or through a newly created 
not-for-profit entity. They have 
the option to open an exchange to 
all insurers or limit the number of 
health plans available. They can 
decide what kind of role agents 
and brokers can have in selling 
health plans through an exchange. 
And they can allow larger employ-
ers to participate in an exchange if 
that makes sense.

Of course, the biggest choice for 
states is whether their exchange 
is established and operated by the 
state itself or by the federal govern-
ment. In a state-based exchange, 
the state operates all activities, but 
it may use the federal government 
for determining premium tax cred-
its and cost-sharing reductions, ex-
emptions, and risk adjustment and 
reinsurance programs.

It’s unclear, on the other hand, 
what an exchange that’s facili-
tated by the federal government 
will really look like. The law says 
the federal government can oper-
ate an exchange either directly or 
through an agreement with a not-
for-profit entity. And the state can 
decide if it wants to offer a rein-
surance program or Medicaid and 
CHIP eligibility assessment or de-

termination. Another wrinkle here 
is that an exchange facilitated by 
the federal government will re-
main unfunded until people begin 
purchasing insurance through it. 

There are other downsides to hav-
ing the federal government operate 
a state exchange:

• There would most likely be 
fewer health plan offerings 
for consumers

• Insurers would have to deal 
with two levels of government

• The federal government would 
have to get involved with Med-
icaid eligibility determinations

• The state would have limited 
influence over policy and the 
consumer experience

There is a third option, though. In 
August 2011 HHS proposed an ex-
change model that would revolve 
around a partnership between the 
federal government and states. 
This state partnership approach 
would tailor the exchanges to local 
needs and market conditions, and 
it would allow a transition to take 
place so that the states could even-
tually run their own exchanges. 
The state would operate the plan 
management and provide con-
sumer assistance under this model, 
but it could use the federal govern-
ment for a reinsurance program 
and Medicaid and CHIP eligibility 
assessment or determination. 

States aren’t the only ones with 
questions about exchanges right 
now. Consumers, for example, 
may know that exchanges will pro-
vide a range of health plans with 
varying levels of benefits, but they 

Exchanges, from page 13
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don’t know how much plans will 
actually cost through the exchang-
es. Another consumer uncertainty: 
What happens if employers buy 
health care through the exchanges?

Obviously, many critical details 
and fundamental specifics still 
need to be worked out before the 
exchanges become a reality for our 
nation. As a result, the next year 
promises to be intense and fast 
changing for the entire health care 
industry. But, in the end, this in-
tricate and sweeping effort should 
prove worthwhile and beneficial.

Chris Rivard is the national leader 
of the Health Care practice at Moss 

Adams. He works with a wide vari-
ety of health care entities, special-
izing in financial statement prepa-
ration, development of accounting 
systems, reviews of procedures and 
internal controls, and preparation 
of feasibility studies as prerequi-
sites for capital financing. He can 
be reached at (509) 834-2456 or 
chris.rivard@mossadams.com.

Karl Rebay has worked and con-
sulted in health care for 19 years. 
He leverages his deep expertise 
in strategic business planning 
and provider operations—includ-
ing successfully operating under 
capitation, turnarounds, feasibility 
studies, development of capitation 

models, and negotiation and anal-
ysis of managed care contracts—to 
help organizations strengthen their 
operations. He can be reached at 
(949) 623-4193 or karl.rebay@
mossadams.com.

Barbara Letts is an experienced 
health care consultant in the areas 
of bundled payments and strategic 
financial planning for private phy-
sician practices, medical groups, 
medical foundations, ambulatory 
clinics, critical access hospitals, 
county hospitals, children’s hos-
pitals, academic medical centers, 
and large health care systems. She 
can be reached at (949) 623-4182 
or barb.letts@mossadams.com.
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Swedish Shatters any Vestige of a 
Glass Ceiling

John H. Vassall II, M.D.
Chief Medical Officer
Swedish Medical Center

A glass ceiling for women in medi-
cine has existed throughout histo-
ry. Lower acceptance rates at med-
ical schools translated into lower 
graduation rates. Fewer practicing 
physicians created a smaller pool 
of eligible women for leadership 
positions and fewer mentors for 
women considering a medical ca-
reer.

There has been considerable prog-
ress since the first 
woman graduated 
from a U.S. medical 
school in 1849, with 
women account-
ing for 48 percent 
of medical school 
graduates in 2011.1  

According to the 
American Medical 
Association’s Wom-
en Physicians Con-
ference, about 30 
percent of practic-
ing physicians are 
now women. Nev-
ertheless, women 
remain underrepre-
sented in the ranks 
of senior academic 
and hospital leader-

ship in many health-care organiza-
tions.

At Swedish Medical Center in Se-
attle, however, the glass ceiling 
has been shattered. In addition to 
Nancy Auer, M.D., an emergen-
cy-medicine physician serving as 
chairwoman of the Swedish Board 
of Directors, Swedish currently 
has three female chiefs of staff. 
This is not the first time a woman 
physician has been elected chief of 
staff at Swedish, but it is the first 
time women have filled all three 

positions at the same time.

This unique benchmark has gone 
largely unnoticed at Swedish – a 
testament to the medical center’s 
progressive nature and history 
of being at the forefront of posi-
tive change. Swedish – the largest 
nonprofit health-care organization 
in Greater Seattle – has a medical 
staff of nearly 3000 physicians. 
Established more than 100 years 
ago, Swedish now comprises five 
hospitals, two stand-alone emer-
gency room/specialty centers, and 

a network of more 
than 100 specialty 
and primary-care 
clinics.

Dr. Auer has been a 
trailblazer at Swed-
ish. Throughout 
previous tenures as 
chief of staff and 
chief medical of-
ficer, Dr. Auer was 
a role model for 
many women phy-
sicians. They were 
fortunate to witness 
firsthand her ability 
to juggle her per-
sonal and profes-
sional lives, while 
assuming demand-

Left to right: Michelle J. Sinnett, M.D., chief of staff, Swedish/
Edmonds; Lily K. Jung Henson, M.D., chief of staff, Swedish/
Issaquah; and Mary B. Weiss, M.D., chief of staff, Swedish/

Ballard, Swedish/Cherry Hill and Swedish/First Hill
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ing leadership responsibilities.

Lily Jung Henson, M.D., a neurol-
ogist and one of the three current 
chiefs of staff, acknowledges Dr. 
Auer as her mentor and role model.

“This very strong and articulate 
woman took a special interest in me 
when I first came to Swedish,” says 
Dr. Jung Henson. “She was our pio-
neer – a tremendous role model for 
all of us.”

Dr. Jung Henson is the first chief 
of staff at Swedish/Issaquah, 
which opened in late 2011. Rather 
than taking the helm of an existing 
medical staff, she has been respon-
sible for unifying disparate groups. 
Dr. Jung Henson calls Issaquah a 
“laboratory” for best practices. She 
has used her cognitive skills, as 
well as her passion for patient care, 
to engage physicians in developing 
a medical-staff culture that embod-
ies the essence of Issaquah.

In January 2011 – three months af-
ter Stevens Hospital in Edmonds, 
Wash., affiliated with Swedish – 
Michelle Sinnett, M.D., assumed 
the chief-of-staff position of the 
newly created Swedish/Edmonds 
campus. She knew physicians 
were supportive of affiliation, but 
also anxious to retain their inde-
pendence. It fell on Dr. Sinnett to 
guide them through the challenges 
that naturally occur during merg-
ers.

“It was comforting to meet the 
other Swedish chiefs of staff,” 
says Dr. Sinnett. “I was instantly 
reassured that we shared a vision 
to provide exceptional care for our 
patients.”

In addition to being chief of staff, 

Dr. Sinnett is a full-time surgeon 
and mother. Although she may feel 
her parenting skills are in use both 
at work and at home, it is her sur-
gical time-management skills that 
keep the pieces of her life in sync. 

Dr. Sinnett has never been gender 
focused, yet she brings to her job 
some of the best characteristics 
commonly associated with wom-
en – setting clear expectations and 
consequences, and leading through 
gentle persuasion and a sense of 
fairness.

In Seattle, Mary Weiss, M.D., is 
completing her second year as chief 
of staff of the hospitals at Swed-
ish’s Ballard, Cherry Hill and First 
Hill campuses. The collegiality and 
multispecialty collaborations she 
relies on and fosters as a family-
medicine physician has earned her 
the confidence of her peers.

“As a practicing physician I want-
ed things to work better,” says 

Dr. Weiss. “It was a natural step 
to accept leadership positions, so 
I could help improve the practice 
environment and patient care.”

Dr. Weiss’s leadership style blends 
outreach to seek input from those 
most affected by an issue with the 
desire to keep meetings lively and 
physicians engaged. Diplomacy 
and extensive leadership experi-
ence have made her an effective 
change agent.

At Swedish, these four exceptional 
women have replaced the glass ceil-
ing with a higher bar for all physi-
cians.

1Association of American Medical 
Colleges, “U.S. Medical School 
Applicants and Students 1982-83 
to 2011-12”

John Vassall, M.D., is a board-
certified internist and chief medical 
officer for Swedish Medical Center 
in Seattle, Wash. As such, he serves 
as liaison between Swedish medi-
cal staff at five hospital campuses 
and multiple ambulatory-care cen-
ters and Swedish administration. 
He oversees patient safety, medical 
education, medical staff services, 
clinical effectiveness, regulatory 
compliance and other medical af-
fairs matters.

Vassall graduated from the Uni-
versity of Washington School of 
Medicine, and completed resi-
dency training at Grady Memorial 
Hospital and Emory University Af-
filiated Hospitals in Atlanta.

He is on the boards of trustees for 
Washington’s hospital and medi-
cal associations, and authors a 
monthly patient safety column for 
the medical association.

Nancy Auer, M.D.
Chairwoman

Swedish Board of Directors

Volume 7, Issue 9



-18-

H
os

pi
ta

l N
am

e
O

pe
ra

tin
g 

R
ev

en
ue

s
O

pe
ra

tin
g 

M
ar

gi
n

O
p.

 M
ar

gi
n/

O
pe

ra
tin

g 
R

ev
en

ue
s

N
et

 N
on

-O
pe

ra
tin

g 
G

ai
ns

/L
os

se
s

To
ta

l M
ar

gi
n

Y
T

D
 1

2/
11

Y
T

D
 1

2/
10

C
ha

ng
e

Y
T

D
 1

2/
11

Y
T

D
 1

2/
10

C
ha

ng
e

Y
T

D
 1

2/
11

Y
T

D
 1

2/
10

C
ha

ng
e

Y
T

D
 1

2/
11

Y
T

D
 1

2/
10

C
ha

ng
e

Y
T

D
 1

2/
11

Y
T

D
 1

2/
10

C
ha

ng
e

Sw
ed

is
h 

Fi
rs

t H
ill

1,
09

7,
13

2
96

8,
03

3
12

9,
09

9
74

,0
98

87
,0

44
-1

2,
94

6
6.

8%
9.

0%
-2

.2
%

6,
74

4
49

,9
87

-4
3,

24
3

80
,8

42
13

7,
03

1
-5

6,
18

9
V

irg
in

ia
 M

as
on

 M
ed

ic
al

 C
en

te
r2

90
2,

30
9

85
2,

75
2

49
,5

57
33

,4
12

38
,8

91
-5

,4
79

3.
7%

4.
6%

-0
.9

%
11

8
3,

90
8

-3
,7

90
33

,5
30

42
,7

99
-9

,2
69

U
ni

ve
rs

ity
 o

f W
as

hi
ng

to
n 

M
ed

ic
al

 C
tr.

2 
87

1,
11

6
84

5,
17

7
25

,9
39

56
,2

60
66

,2
50

-9
,9

90
6.

5%
7.

8%
-1

.3
%

-4
,2

29
3,

30
1

-7
,5

30
52

,0
31

69
,5

51
-1

7,
52

0
Se

at
tle

 C
hi

ld
re

n’
s H

os
pi

ta
l2

85
9,

68
3

76
8,

22
1

91
,4

62
59

,1
92

50
,8

35
8,

35
7

6.
9%

6.
6%

0.
3%

-1
1,

32
8

9,
27

7
-2

0,
60

5
47

,6
83

60
,1

12
-1

2,
42

9
H

ar
bo

rv
ie

w
 M

ed
ic

al
 C

en
te

r2  
77

5,
94

9
78

1,
63

4
-5

,6
85

-3
,7

87
-8

,5
05

4,
71

8
-5

.0
%

-1
.1

%
-3

.9
%

-1
5,

51
4

-1
,0

58
-1

4,
45

6
-1

9,
30

1
-9

,5
63

-9
,7

38
Pr

ov
id

en
ce

 S
ac

re
d 

H
ea

rt 
M

ed
ic

al
 C

en
te

r 
72

3,
62

7
71

5,
60

0
8,

02
7

31
,3

76
40

,9
48

-9
,5

72
4.

3%
5.

7%
-1

.4
%

12
,0

89
12

,0
13

76
43

,4
65

52
,9

61
-9

,4
96

M
ul

tiC
ar

e 
Ta

co
m

a 
G

en
 A

lln
m

re
 H

os
p2 

69
4,

81
1

65
5,

92
0

38
,8

91
33

,3
67

52
,6

92
-1

9,
32

5
4.

8%
8.

0%
-3

.2
%

5
-4

11
41

6
33

,3
72

52
,2

81
-1

8,
90

9
St

. J
os

ep
h 

M
ed

ic
al

 C
en

te
r -

 T
ac

om
a2 

63
5,

81
5

61
8,

49
1

17
,3

24
78

,0
45

78
,1

53
-1

08
12

.3
%

12
.6

%
-0

.4
%

-1
,0

05
4,

95
7

-5
,9

62
77

,0
40

83
,1

11
-6

,0
71

Pe
ac

eH
ea

lth
 S

ou
th

w
es

t W
A

 M
ed

ic
al

 C
tr2  

57
0,

23
6

52
9,

65
0

40
,5

86
14

,9
38

6,
45

5
8,

48
3

2.
6%

1.
2%

1.
4%

-5
,3

88
36

,8
24

-4
2,

21
2

9,
55

0
43

,2
79

-3
3,

72
9

Pr
ov

id
en

ce
 R

eg
io

na
l E

ve
re

tt 
M

ed
 C

en
te

r 
54

8,
92

4
52

7,
90

9
21

,0
15

9,
31

8
32

,6
05

-2
3,

28
7

1.
7%

6.
2%

-4
.5

%
-6

18
-3

,3
91

2,
77

3
-9

,9
36

29
,2

13
-3

9,
14

9
Va

lle
y 

M
ed

ic
al

 C
en

te
r2

47
4,

01
9

42
3,

11
0

50
,9

09
12

,7
54

12
,8

01
-4

7
2.

7%
3.

0%
-0

.3
%

18
-2

,6
86

2,
70

4
12

,7
71

10
,1

15
2,

65
6

Pe
ac

eH
ea

lth
 S

t. 
Jo

se
ph

 M
ed

ic
al

 C
en

te
r2

43
4,

05
3

39
0,

04
4

44
,0

09
47

,2
84

19
,6

09
27

,6
75

10
.9

%
5.

0%
5.

9%
34

,7
18

0
34

,7
18

82
,0

02
19

,6
09

62
,3

93
O

ve
rla

ke
 H

os
pi

ta
l M

ed
ic

al
 C

en
te

r
42

1,
49

5
41

1,
98

1
9,

51
4

21
,1

39
34

,3
59

-1
3,

22
0

5.
0%

8.
3%

-3
.3

%
7,

07
2

6,
96

6
10

6
28

,2
10

41
,3

24
-1

3,
11

4
Ev

er
gr

ee
n 

H
os

pi
ta

l M
ed

ic
al

 C
en

te
r2

41
4,

97
7

38
8,

99
3

25
,9

84
-1

1,
68

0
52

6
-1

2,
20

6
-2

.8
%

.0
1%

-2
.9

%
14

,8
24

15
,1

49
-3

25
3,

14
5

15
,6

74
-1

2,
52

9
Pr

ov
id

en
ce

 S
t. 

Pe
te

r H
os

pi
ta

l 
40

3,
58

0
39

0,
76

6
12

,8
14

9,
54

6
25

,8
51

-1
6,

30
5

2.
4%

6.
6%

-4
.3

%
-4

24
-1

,0
56

63
2

9,
12

2
24

,7
95

-1
5,

67
3

M
ul

tic
ar

e 
G

oo
d 

Sa
m

ar
ita

n 
H

os
pi

ta
l2

36
7,

24
3

32
3,

06
1

44
,1

82
49

,7
40

60
,7

43
-1

1,
00

3
13

.5
%

18
.8

%
-5

.3
%

-1
7,

72
1

17
,2

84
-3

5,
00

5
32

,0
19

78
,0

27
-4

6,
00

8
Sw

ed
is

h 
C

he
rr

y 
H

ill
36

1,
03

7
33

7,
64

0
23

,3
97

-2
,5

86
20

,2
97

-2
2,

88
3

-0
.7

%
6.

0%
-6

.7
%

62
0

1,
36

1
-7

41
-1

,9
66

21
,6

58
-2

3,
62

4
H

ar
ris

on
 M

ed
ic

al
 C

en
te

r2
35

4,
09

9
36

0,
59

9
-6

,5
00

6,
27

0
15

,5
86

-9
,3

16
1.

8%
4.

3%
-2

.6
%

98
7

3,
16

1
-2

,1
74

7,
25

7
18

,7
47

-1
1,

49
0

Ya
ki

m
a 

Va
lle

y 
M

em
or

ia
l H

os
pi

ta
l

33
7,

87
1

33
4,

04
7

3,
82

4
-2

,8
93

-3
,9

56
1,

06
3

-0
.9

%
-1

.2
%

0.
3%

4,
96

3
17

,9
46

-1
2,

98
3

2,
07

1
13

,9
89

-1
1,

91
8

Se
at

tle
 C

an
ce

r C
ar

e A
lli

an
ce

 
33

5,
03

6
29

8,
22

2
36

,8
14

16
,1

66
15

,5
25

64
1

4.
8%

5.
2%

-0
.4

%
10

,3
62

2,
10

6
8,

25
6

26
,5

28
17

,6
31

8,
89

7
K

ad
le

c 
R

eg
io

na
l M

ed
ic

al
 C

en
te

r2
28

9,
55

0
27

7,
60

8
11

,9
42

8,
77

8
12

,9
17

-4
,1

39
3.

0%
4.

7%
-1

.6
%

1,
71

0
7,

04
0

-5
,3

30
10

,4
88

19
,9

57
-9

,4
69

Pe
ac

eH
ea

lth
 S

t. 
Jo

hn
 M

ed
ic

al
 C

en
te

r2
26

3,
10

7
24

9,
36

2
13

,7
45

8,
68

3
17

,4
21

-8
,7

38
3.

3%
7.

0%
-3

.7
%

-3
5

8,
99

8
-9

,0
33

8,
64

8
26

,4
19

-1
7,

77
1

N
or

th
w

es
t H

os
pi

ta
l2

25
9,

71
3

24
9,

83
0

9,
88

3
-1

1,
70

7
-9

,9
23

-1
,7

84
-4

.0
%

-4
.5

%
0.

5%
1,

68
1

49
5

1,
18

6
-1

0,
02

6
-9

,4
28

-5
98

D
ea

co
ne

ss
 M

ed
ic

al
 C

en
te

r 
25

4,
05

7
24

6,
88

1
7,

17
6

-5
,4

14
-2

,9
04

-2
,5

10
-2

.1
%

-1
.2

%
-1

.0
%

3,
72

6
2,

38
4

1,
34

2
-1

,6
88

-5
20

-1
,1

68
Sk

ag
it 

Va
lle

y 
H

os
pi

ta
l2

22
9,

32
1

20
2,

05
1

27
,2

70
2,

29
3

-1
21

2,
41

4
1.

0%
-0

.1
%

1.
1%

1,
08

7
64

6
44

1
3,

38
0

52
5

2,
85

5
St

. F
ra

nc
is

 H
os

pi
ta

l2
22

6,
68

9
22

4,
41

5
2,

27
4

26
,6

33
33

,9
37

-7
,3

04
11

.7
%

15
.1

%
-3

.4
%

-5
22

4,
99

9
-5

,5
21

26
,1

11
38

,9
36

-1
2,

82
5

M
ul

tiC
ar

e 
M

ar
y 

B
rid

ge
 C

hi
ld

re
n'

s H
os

p2
21

4,
28

5
19

4,
60

2
19

,6
83

40
,5

44
23

,0
87

17
,4

57
18

.9
%

11
.9

%
7.

1%
0

-1
1

40
,5

44
23

,0
86

17
,4

58
Le

ga
cy

 S
al

m
on

 C
re

ek
 H

os
pi

ta
l

20
3,

11
6

19
0,

83
4

12
,2

82
3,

40
8

9,
76

6
-6

,3
58

1.
7%

5.
1%

-3
.4

%
-1

,1
68

1,
83

6
-3

,0
04

2,
24

0
11

,6
02

-9
,3

62
Pr

ov
id

en
ce

 H
ol

y 
Fa

m
ily

 H
os

pi
ta

l 
19

1,
67

3
18

6,
79

1
4,

88
2

1,
59

7
1,

98
1

-3
84

0.
8%

1.
1%

-0
.2

%
53

1
62

3
-9

2
2,

12
8

2,
60

4
-4

76
C

en
tra

l W
as

hi
ng

to
n 

H
os

pi
ta

l2  
18

8,
76

4
18

2,
95

7
5,

80
7

-8
,3

20
96

7
-9

,2
87

-4
.4

%
0.

5%
-4

.9
%

46
3

7,
11

1
-6

,6
48

-7
,8

57
8,

07
9

-1
5,

93
6

St
. C

la
re

 H
os

pi
ta

l2  
16

7,
98

8
16

3,
67

5
4,

31
3

6,
94

9
9,

97
8

-3
,0

29
4.

1%
6.

1%
-2

.0
%

-1
90

4,
49

8
-4

,6
88

6,
75

9
14

,4
75

-7
,7

16
G

ra
ys

 H
ar

bo
r C

om
m

un
ity

 H
os

pi
ta

l 
16

0,
46

6
10

7,
93

5
52

,5
31

22
9

-1
,0

43
1,

27
2

0.
1%

-1
.0

%
1.

1%
-1

,0
53

1,
22

7
-2

,2
80

-8
24

18
4

-1
,0

08
K

en
ne

w
ic

k 
G

en
er

al
 H

os
pi

ta
l 

14
7,

67
7

12
6,

36
6

21
,3

11
1,

62
7

1,
76

7
-1

40
1.

1%
1.

4%
-0

.3
%

64
3

45
8

18
5

3,
40

5
2,

22
5

1,
18

0
Pr

ov
id

en
ce

 C
en

tra
lia

 H
os

pi
ta

l 
14

4,
63

8
14

8,
71

5
-4

,0
77

5,
06

1
16

,9
25

-1
1,

86
4

3.
5%

11
.4

%
-7

.9
%

49
-2

03
25

2
5,

11
0

16
,7

23
-1

1,
61

3
O

ly
m

pi
c 

M
ed

ic
al

 H
os

pi
ta

l2
13

4,
90

9
13

0,
74

5
4,

16
4

26
1

1,
38

0
-1

,1
19

0.
2%

1.
1%

-0
.9

%
1,

57
2

1,
04

3
52

9
1,

83
3

3,
13

0
-1

,2
97

Ya
ki

m
a 

R
eg

io
na

l M
ed

ic
al

 C
en

te
r2 

12
9,

81
5

11
9,

69
1

10
,1

24
10

,3
91

10
,5

06
-1

15
8.

0%
8.

8%
-0

.8
%

0
0

0
10

,3
91

10
,5

06
-1

15
A

ub
ur

n 
R

eg
io

na
l M

ed
ic

al
 C

en
te

r 
12

8,
25

9
13

7,
96

3
-9

,7
04

-1
,1

61
10

,5
04

-1
1,

66
5

-0
.9

%
7.

6%
-8

.5
%

0
0

0
-1

,1
61

10
,5

04
-1

1,
66

5
Pr

ov
id

en
ce

 S
t. 

M
ar

y 
M

ed
ic

al
 C

en
te

r 
12

6,
54

5
12

6,
17

6
36

9
6,

77
5

6,
00

7
76

8
5.

4%
4.

8%
0.

6%
2,

33
7

2,
82

5
-4

88
9,

11
2

8,
83

3
27

9
St

. A
nt

ho
ny

 H
os

pi
ta

l2
11

8,
97

0
11

5,
19

9
3,

77
1

7,
52

3
7,

31
8

20
5

6.
3%

6.
4%

0.
0%

-8
01

81
6

-1
,6

17
6,

72
3

8,
13

4
-1

,4
11

Lo
ur

de
s M

ed
ic

al
 C

en
te

r
11

2,
41

7
90

,0
06

22
,4

11
13

,2
88

1,
61

5
11

,6
73

11
.8

%
1.

8%
10

.0
%

20
81

6
-7

96
13

,3
09

2,
43

0
10

,8
79

1 F
ig

ur
es

 fr
om

 th
e 

W
A

 S
ta

te
 D

ep
ar

tm
en

t o
f H

ea
lth

 C
en

te
r f

or
 H

ea
lth

 (D
O

H
 C

H
S)

 S
ta

tis
tic

s w
eb

 si
te

 a
s o

f J
ul

y 
31

, 2
01

2 
un

le
ss

 fo
ot

no
te

d 
w

ith
 a

 2 .
2 F

ig
ur

es
 w

er
e 

pr
ov

id
ed

 d
ire

ct
ly

 fr
om

 th
e 

ho
sp

ita
l a

nd
 e

ith
er

 c
on

fir
m

ed
 o

r c
or

re
ct

ed
 th

e 
D

O
H

 re
po

rte
d 

fig
ur

es
.

G
lo

ss
ar

y:
   

O
pe

ra
tin

g 
Re

ve
nu

es
: I

np
at

ie
nt

 a
nd

 o
ut

pa
tie

nt
 re

ve
nu

e 
fo

r a
ll 

pa
tie

nt
 c

ar
e 

se
rv

ic
es

 (l
es

s d
ed

uc
tio

ns
 fr

om
 re

ve
nu

e)
, t

ax
 re

ve
nu

es
, t

he
 v

al
ue

 o
f d

on
at

ed
 c

om
m

od
iti

es
, r

ev
en

ue
 fr

om
 n

on
-p

at
ie

nt
 c

ar
e 

se
rv

ic
es

 to
 p

at
ie

nt
s a

nd
 sa

le
s a

nd
 a

ct
iv

iti
es

 to
 p

er
so

ns
 

ot
he

r t
ha

n 
pa

tie
nt

s. 
O

pe
ra

tin
g 

M
ar

gi
n:

  T
he

 e
xc

es
s o

f r
ev

en
ue

 o
ve

r e
xp

en
se

 e
xc

ep
t f

or
 n

on
-o

pe
ra

tin
g 

ga
in

s a
nd

 lo
ss

es
. N

on
-o

pe
ra

tin
g 

G
ai

ns
/L

os
se

s:
  T

he
 re

ve
nu

e 
an

d 
ex

pe
ns

es
 o

f a
 h

os
pi

ta
l t

ha
t a

re
 n

ot
 d

ire
ct

ly
 re

la
te

d 
to

 p
at

ie
nt

 c
ar

e,
 re

la
te

d 
pa

tie
nt

 se
rv

ic
es

 o
r t

he
 

sa
le

 o
f r

el
at

ed
 g

oo
ds

.  
To

ta
l M

ar
gi

n:
  T

he
 e

xc
es

s o
f r

ev
en

ue
 o

ve
r e

xp
en

se
 a

nd
 g

ai
ns

 o
ve

r l
os

se
s g

en
er

at
ed

 fr
om

 a
ll 

so
ur

ce
s. 

 

W
as

hi
ng

to
n 

St
at

e 
H

os
pi

ta
l F

in
an

ci
al

 R
es

ul
ts

 (0
00

’s
)

Fo
rt

y 
L

ar
ge

st
 H

os
pi

ta
ls

 S
or

te
d 

by
 2

01
1 

O
pe

ra
tin

g 
R

ev
en

ue
s1

w
w

w
.w

ah
cn

ew
s.c

om



Director of Clinical Services
Ashley House

(Enumclaw, WA)
Ashley House is a private, non-profit agency providing servic-
es for medically fragile children and their families. They have 
been providing this care since 1989.

Ashley House is licensed to operate group homes in Kent, 
Enumclaw, Brown’s Point, Northshore, and Olympia.

Deering and Associates has been retained to recruit their new 
Director of Clinical Services.

Ashley House employs about 80 staff members.

We are looking for a Director of Clinical Services to provide 
oversight of our clinical programs.  This is a full time position 
with regular business hours Monday through Friday, and oc-
casionally weekends and evenings.  The primary work location 
is at the Enumclaw house, with occasional travel to the other 
homes located in Tacoma, Kent and Olympia.  

Requirements include:  Bachelor’s degree in Nursing, gradu-
ation from an accredited school of nursing, five years of pro-
gressively responsible pediatric work experience including two 
years in a supervisory or management capacity and a Wash-
ington RN license.

Ashley House provides a competitive compensation package 
that will be dependent upon experience and negotiated at time 
of hire.  

For more information please contact:

George C. Deering
President
Deering and Associates
gdeering08@comcast.net
(425) 264-0865 (Office)

Health Center Manager
(Seattle, WA)

This is a senior leadership position re-
sponsible for overall management and 
operation of ICHS clinic site-based op-
erations. Plan, organize, control and 
direct the day-to-day operations of all 
clinic function including medical, den-
tal, clinic operations and health servic-
es departments’ program delivery as 
well as facilities maintenance. Salary: 
DOQ. Bachelor’s degree in healthcare 
administration or related field; and 8 
years health care experience includ-
ing 5 years of supervisory/leadership 
experience. To apply send resume 
to International Community Health 
Services, Attn: HR and Compliance 
Manager, P O Box 3007, Seattle, WA 
98114-3007 or email charlesh@ichs.
com. For more information, visit our 
website at www.ichs.com.

-19-

from federal law in some cases.  
In circumstances where healthcare 
employees are required to provide 
direct patient care, however, and 
particularly where such employees 
receive specialized training that 
renders them difficult to replace 
when unscheduled absences arise, 
the Samper case provides clear 
guidance that the ADA does not re-
quire the employer to compromise 
its reasonable attendance policy.  
Healthcare employers can now 
rely on the Samper Court’s recog-
nition of the critical nature of em-
ployee attendance requirements:  
“An employer need not provide 
accommodations that compromise 
performance quality – to require a 
hospital to do so could, quite liter-
ally, be fatal.”  Id. at 1241.  

Keelin A. Curran is a partner of Stoel 
Rives LLP. Contact her at (206) 386-
7537 or kacurran@stoel.com.

Karin D. Jones is an associate of 
Stoel Rives LLP. Contact her at (206) 
386-7598 or kdjones@stoel.com.

Career Opportunities
 

To advertise call 425-577–1334 
Visit wahcnews.com to see all 

available jobs.

Director of Health Services
(Oxnard, CA)

Director of Health Services, in collaboration with the Chief Medi-
cal Officer, is responsible for strategic direction and management 
of Utilization Management (UM) programs; strategic direction and 
management for case management, chronic disease management, 
health education, and other programs as well as maintaining poli-
cies and procedures to meet strategic goals and ensuring regula-
tory/contractual compliance; collaborating in managing regulatory 
medical audits and inquiries; assisting Quality Improvement with QI 
programs; coordinating relationships with clinical and social service 
agencies; documenting protocols for agency communications and 
referrals; providing staff support to both internal and external advi-
sory groups and clinical committees; and participating in the griev-
ance process and system as needed.

Education and Experience:  Any combination of experience and 
training that would provide the required knowledge, skills, and abili-
ties would be qualifying. A typical way to obtain the knowledge, skills, 
and abilities would be:  Bachelor’s degree from a regionally accred-
ited college or university in an appropriate discipline, e.g., Business, 
Health Care or Public Administration. A Master’s degree in Health/
Hospital Administration or Public Health is highly preferred.  Five 
years’ of clinical experience, preferably in both inpatient and outpa-
tient care is required. Managed Care experience, particularly manag-
ing QM/UM Departments is preferred.  

Licenses and Certificates  All licenses and certificates must be main-
tained as a condition of employment.  Active, valid and unrestricted 
state of California RN license required.  UM/CM certification pre-
ferred.  Possession of, or ability to obtain, a valid appropriate Califor-
nia driver’s license.  Maintain a satisfactory driving record.

If interested in these outstanding opportunities, please submit ap-
plication at www.CalOpps.org/member.cfm and click on Local/
Regional Government Services. Attach a cover letter outlining your 
experience and education along with a resume.

< Attendance, from page 11
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Over 34,000 healthcare leaders receive Healthcare News 
publications each month.  As a healthcare organization, 
doesn’t it make sense to target recruiting efforts to the 
people most  qualified to fill your jobs?
To learn about ways the Washington Healthcare News 
can help recruit your new leaders contact David Peel at 
425-577-1334 or dpeel@wahcnews.com
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