
By Lynne Jeter

The rec ent ly  re le a sed Te leVox 
Healthy World Report, A Fragile Nation 
in Poor Health, explores why so many 
people ignore their doctors’ advice. 
Across demographic lines, there’s a com-
mon finding: the health habits of South-
erners are the worst in the United States.

“Although the South is known for 
its hospitality, there’s really no polite 
way to say this, but the collective health 
of the region is ‘going South,’” said 
Televox president Scott Zimmerman, 
primary author of the study. “Unfortu-
nately, A Fragile Nation revealed mil-
lions of people living in the South are in 
denial about the state of their personal 
health. Only 5 percent consider them-
selves to be unhealthy.”

According to the annual Unhealth-
iest States ranking, the worst offenders 
are Kentucky, Louisiana, Alabama and 
Arkansas, with Mississippi coming in 
last place for the tenth consecutive year.

“Despite the fact that so many 
Americans residing in the southern 
states are in declining health, they 
aren’t taking the appropriate actions 
to become healthier,” said Zimmer-
man. “In fact, A Fragile Nation revealed 
more than eight of 10 Americans (82 
percent) residing in the southern states 
admit they don’t follow treatment plans 
they’ve been given by their doctor ex-
actly as prescribed.”

Study Findings 
Zimmerman, who has been quoted 

as an industry expert in Fast Company, 
Wall Street Journal and USA Today, and 
has penned opinion pieces for American 
Medical News, Healthcare Finance News, 
Managed Healthcare Executive and Phy-
sician’s Practice magazine, highlighted 
these study findings:
•	 The	 Deep	 South	 has	 been	 coined	

“The Diabetes Belt.”
•	 Widespread	 diabetes	 in	 the	 South	

is linked to the region’s high preva-

lence of obesity and lack of exercise.
•	 Southerners	 represent	 the	 least	 ac-

tive population in the United States.
•	 Folks	in	the	South	have	deep	relation-

ships with food as evidenced with 
popular	sayings	such	as	“Food	is	love,”	
and “If it ain’t fried, it ain’t cooked!”

•	 Surprisingly,	 more	 than	 half	 of	
Southerners (53 percent) consider 
themselves to be healthy.

•	 Nearly	 half	 (46	 percent)	 of	 Ameri-
cans living in the South admit they 
don’t follow treatment plans as given 
by their doctor exactly as prescribed. 
They admit they would more read-
ily follow their prescribed plans if 
they received reminders from their 
doctors via email, voice mail, or text 
telling them to do something specif-
ic, like “take medication” or “check 
blood sugar levels.”
“Southern culinary favorites in-

clude grits, soul food and Memphis 
st yle barbecue,” Zimmerman sa id. 
“Many of the most popular American 
soft drinks including Coca-Cola, Pepsi-
Cola, Mountain Dew and Dr. Pepper 
originated in the South. Southerners 
need physicians to truly partner with 
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Budget cuts threat 
to U.S. emergency 
preparedness 
More than a decade out from 9/11 and the anthrax 
attacks in the United States, seven years removed 
from Hurri cane Katrina, and nearly three years 
since the H1N1 flu pandemic, public health of ficials 
have made considerable progress in detecting 
and responding to bioterrorism threats, natural 
disasters and disease out breaks. That progress, 
however, may now be in jeopardy.

Read more on page 6 

Healthcare Innovation
Physicians with the Pulmonary, Critical Care and 
Sleep Disorders Medicine practice of University 
Medical Associates (UMA), in partnership with 
University Hospital, are the first in Kentucky to offer 
a new and innovative asthma treatment to patients.   

Read more on page 20 

MediStar Awards:   
Where are they now? 
Anthony E. Dragun, M.D. was recognized as an 
advocate for “breast conservation,” offering 
women the same possibility to treat breast cancer 
while avoiding the physical and psychological 
consequences of a mastectomy. He received the 
Seven Counties Services Healthcare Advocacy 
Award in 2010.   

Read more on page 21
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Rehabilitation 
Innovations Issue
This month Medical News focuses on Rehabilitation 
and takes a closer look at how various rehabilitation 
facilities seek to improve the quality of care for 
their patients. Our features describe some of the 
latest cutting-edge treatment programs, as well 
as what new equipment and therapies are being 
implemented throughout our local communities 
within this segment. But 
perhaps the most 
significant innovation 
in rehabilitation 
is the rapidly 
advancing 
and growing 
accessibility of 
consumer technology.
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According to the National 
Consumers League, not 

following doctor’s orders for 
taking prescription drugs is 

associated with 125,000 
patient deaths annually. 

Going South
Study reveals the 
unhealthiest states are 
located south of the 
Mason-Dixon Line.
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Our staff is busy preparing for the 6th annual MediStar Awards on 
May 22, 2012. This is always an exciting time of the year as we get to hear 
terrif ic stories about people and organizations that work in the business of 
healthcare throughout Kentucky and Southern Indiana. We look forward to 
another terrif ic awards year!

Please take a moment to nominate the companies, organizations and 
individuals that you feel make a difference in our community. The nomina-
tion process is easy and the form can be found at www.MedicalNews.md. 
The nomination deadline is March 15.

While we are discussing the MediStars, please make sure to purchase 
your tables for the MediStar awards. Each year, more than 500 healthcare 
leaders join to recognize the eight MediStar award winners and all of the 
f inalists and nominees. This is a great opportunity to network with Ken-
tucky’s f inest healthcare professionals.

Finally, I want to encourage you to help celebrate our 20th anniversary 
of Medical News. Our business would not be successful without the contri-
bution you make to the healthcare community. Please visit www.Medical-
News.md to tell us your healthcare story. We want to share your thoughts 
about how our healthcare system has changed with Medical News.

Sincerely yours,
Ben Keeton

Here’s what we ask: That the work you submit has not 
been, and will not be, published elsewhere or provided 
to a competitor of Medical News without our written 
permission. We also ask that the work not violate any 
existing copyright, either in whole or on part, that it 
contains no libelous or otherwise unlawful statements, 
that it will not infringe upon any trademark, patent, 
proprietary personal, or statutory right of others, and 
that you have all necessary permissions to use the 
materials that comprise the work.

Please note that Medical News may make any 
editorial changes to content or format of the work 
without the consent of author.

Here’s what we promise: After the work has been published, 
you may use, reproduce, and adapt the Work for use 
in personal presentations, speeches, client newsletters, 
or for similar “internal” purposes. However, for any of 
these uses, please include the following copyright 
notice on each copy:

Reproduced [or Adapted] with permission  
from Medical News, LLC

Vol. [Month, Year], Copyright or © [Year Published]

www.medicalnews.md.
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kentucky community & technical college system

Create the Electronic Health Record

Professionals needed now to help doctors and hospitals 
make transition to electronic health records by 2015

 

Call to get started today 
(502) 213-2605
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online training program and qualify to join 
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Job placement assistance provided
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them to adopt healthier lifestyles. This is 
a proud bunch; so a soft touch, along with 
ongoing education, will go a long way to-
ward helping them adopt healthier habits.” 

The Big Picture
According to the Department of Health 

and	Human	 Services,	 a	whopping	 96	 per-
cent	of	Americans	don’t	eat	their	veggies;	40	
percent don’t get regular exercise.

“It’s clear Americans have let them-
selves	go,”	he	said.	“As	a	result,	67	percent	
of Americans are currently overweight or 
obese,	 27	percent	have	high	blood	pres-
sure, and the nation’s population is in a 
chronic state of poor health.”

In	2008,	107	million	Americans	—	
almost one of every two adults age 18 or 
older	—	had	at	least	one	of	six	commonly	
reported chronic illnesses: cardiovascular 
disease, arthritis, diabetes, asthma, can-
cer, or chronic obstructive pulmonary 
disease (COPD). 

“Perhaps this is because most Ameri-
cans aren’t doing all they can to take 
care of themselves, nor are they getting 
the support they need from healthcare 
professionals,” he said. “This report asks 
why so many people ignore their doctors’ 
advice. This study is also designed to test 
the assumptions many of us make about 
how physicians interact with their pa-
tients, and why so many individuals fail 
to take the necessary steps to improve 
their personal health. Additionally, it 
helps to identify solutions that American 
adults say would most help them to take 
control of their personal health.” 

According	to	the	National	Consum-
ers League, not following doctor’s orders 
for taking prescription drugs is associat-
ed with 125,000 patient deaths annually. 

“One in three patients never even 
fills the prescription,” said Zimmerman. 
“Others forget to pick up their drugs 
from the pharmacy, skip doses, take their 
pills at the wrong time or take an incor-
rect dosage. And even for those who fol-
low recommendations at the start, some 
eventually stop taking their medication 
altogether. And, that’s just medicine!”

Zimmerman was surprised to learn 
how many people fail to change their 
lifestyle, even after being diagnosed with 
a serious illness. A 2008 study in the 
Journal of Clinical Oncology examined 
the lifestyles of more than 9,000 cancer 
survivors and found that only a few had 
made the switch to a healthier lifestyle. 
Even though most had given up smok-
ing, fewer than 20 percent were consum-
ing five servings of fruits and vegetables 
daily; less than half were engaging in 
regular physical activity. Only one of 
20 survivors routinely followed all three 
principles of healthful living. 

The Doctor’s Point of View
“This lack of follow-through by pa-

tients exasperates doctors,” said Zimmer-
man. A Fragile Nation revealed 15 percent 
of healthcare professionals are frustrated 
because patients don’t follow their treat-
ment	 plans,	 and	 a	 mere	 7	 percent	 feel	
they’re successfully helping patients be-
come	 healthier	 individuals.	 Although	 37	
percent of healthcare providers say their 
patients acknowledge the situation and 
have good intentions, many patients make 
excuses as to why they ‘can’t’ take charge 
of their personal health.”

So why do millions of Americans fail 
to follow doctors’ orders?

“Often, people don’t follow their 
physician’s instructions because they 
don’t have adequate information regard-
ing their condition or medication,” said 
Zimmerman. “In many cases, people 
stop treatment because the side-effects of 
medication cause more symptoms than 
the illness. Sometimes people discontin-
ue medications or other forms of treat-
ment as soon as they feel better, assuming 
they’re cured rather than understanding 
they feel better because the treatment is 
working. And, some people never begin 
treatment or stop treatment early because 
it’s just too expensive.”

It’s no secret that primary care doc-
tors are suffering from exhaustion, Zim-
merman emphasized. 

“They often don’t have the time 

they need to get to know a patient, think 
about their problem, consult with col-
leagues and offer sound advice,” he said, 
noting that a recent study in the Annals 
of Internal Medicine showed where large 
numbers of physicians claim that a lack 
of control over their work, a hectic work 
environment, and time constraints dur-
ing patient visits are negatively impact-
ing their work and the health of their pa-
tients. “More than a quarter of primary 
care doctors complained of burnout, and 
at least 30 percent indicated they would 
leave the field within five years.” 

Their	 chief	 complaint?	Not	 surpris-
ingly, it’s patients’ failure to follow advice 
or treatment recommendations, accord-
ing to a recently published online survey 
of	660	doctors	by	Consumer Reports. “It’s 
no wonder doctors are overburdened and 
dissatisfied,” he said. “Every day, they 
face patients who aren’t accountable for 
their personal health nor do these pa-
tients take proactive steps toward becom-
ing healthier individuals.”

Demographically Speaking
In general, women focus more atten-

tion on the health of their family mem-
bers than their own health; men suffer 
silently.	For	most	parents,	two	words	de-
scribe them: stressed and tired.

“When parents aren’t working, tak-
ing care of the house, or taking kids from 
one activity to another, they don’t have 
time or energy to care for themselves,” 
said Zimmerman. 

“That means they have a hard time 
squeezing in exercise, and they tend to 
eat whatever is easiest and quickest. The 
bottom line is an over-scheduled life 
leads to weight gain as well as increased 
rates of stress, anxiety and physical ail-
ments such as headaches, stomach upsets 
or backaches, skin rashes, recurring colds 
or f lu, or muscle spasms.” 

Another important trend: unemploy-
ment is making Americans sick – literally.

“The high unemployment rate and 
lack of jobs is taking its toll on the health 
of Americans nationwide,” said Zim-
merman. “A Fragile Nation revealed the 
nation’s unemployed report being signif-
icantly less healthy than working Ameri-
cans. Three in five people who are out 
of work say their overall personal health 
is lacking, with more than one-quarter 
of unemployed Americans saying they’re 
struggling with their health. Conversely, 
nearly	60	percent	of	people	who	are	gain-
fully employed feel good about the state 
of their personal health.”

When people lose their jobs 
through no fault of their own, they’re 
twice as likely to develop a new ailment 
such as high blood pressure, diabetes or 
heart disease over the 18 months fol-
lowing being dismissed, compared to 
people who are continuously employed, 
added Zimmerman. 

Stress and obesity are the two great-
est health challenges plaguing Genera-
tion Y, primarily because they were born 
into a world that makes it easy to become 
overweight and obese. 

“They’ve been sitting in front of com-
puters and playing video games since they 
were children,” Zimmerman pointed out. 
“They’ve grown up on a steady diet of 
sugary drinks, processed and fast foods. 
In addition, their childhood, filled with 
planned activities, has extended into 
their adult lives, and they’re very busy 
and overtaxed. Moreover, longer working 
hours and fewer opportunities for physical 
activity in the workplace feed the cycle of 
stress and poor health habits.”

Also exacerbating the problem, Gen 
Y patients, who have grown up in a so-
ciety of instant information want quick 
solutions to their problems. 

“They expect fast treatment or a 
‘quick cure’ for their medical problems, 
which leads to frustration when they 
have chronic ailments like stress and 

Going South
Continued from page 1

“unfortunately, A Fragile 

Nation revealed millions of 

people living in the South are 

in denial about the state of 

their personal health. Only 

5 percent consider them-

selves to be unhealthy.”

— Scott Zimmerman, 

president, Televox



weight problems,” said Zimmerman.
Generation X was pushed toward 

adulthood at an early age. They represent 
the latchkey generation. 

“Gen Xers learned independence 
early in life as they often found them-
selves home alone while their parents 
worked,” noted Zimmerman. “While 
they were fending for themselves, micro-
waving was considered cooking and TV 
dinners were the norm. Unfortunately, 
processed foods continue to be a staple 
for Gen X Americans. As a result, they’re 
more prone to obesity, which puts them 
at a higher risk for diabetes. It’s no won-
der diabetes is one of the worst diseases 
facing Generation X.”

Baby boomers aren’t faring much 
better. A Fragile Nation revealed that 
more	than	half	(56	percent)	of	American	
baby boomers don’t feel their overall per-
sonal health is in good shape, and one in 
four say they’re struggling to be healthy. 

“This is in large part because mil-
lions of baby boomers are overweight 
and inactive, which leads to an increase 
in chronic diseases such as heart disease 
and diabetes,” said Zimmerman. “Excess 
weight also puts extra wear and tear on 

the body’s muscles and joints, making it 
more difficult for boomers to do things 
they used to take for granted like climb 
stairs, get up from a chair, or lift their 
arms over their heads.”

Lasting Solutions
With these cha l lenges in mind, 

Zimmerman offered three imperatives 
to healthcare providers for creating a 
healthier world.
1.  Touch the hea r t s  and minds of 

patients to drive posit ive behav-
ior change. 

2.  Engage patients with information 
and encouragement between visits. 

3.  Activate patients to make positive 
behavior changes for a healthier life. 
“The driving force behind the goal 

of creating a healthier world,” he said, “is 
all of the healthcare professionals around 
the world who take the time to engage 
patients with persona lized, thought-
ful, ongoing interactions that activate 
healthier habits and encourage them to 
live healthier lives.” 
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We were here for you yesterday.  
We are here for you today.  
We will be here for you tomorrow.®

Special Electronic Health Records Leasing 
Program for your practice!

Why choose Republic Bank for equipment leasing?

•	 Fast,	simple	and	local	approval	process

•	 Up	to	24	months	interest	only	payments	with	flexible	
payment	schedules

•	 Closing	and	funding	process	simplified	to	work	with	
your	busy	schedule

•	 Lease	option	available

FINANCING OPTIONS THAT MAKE 
SENSE FOR YOUR PRACTICE.

Source:
Highline Financial, LLC, 2011

as published in ABA Banking Journal | April 2011

For more information, contact:
Aaron Metten
Private Banking Officer
502-394-4493

Who we are 

•	 The	Deep	South	has	been	coined	“The	Diabetes	Belt.”

•	 Widespread	diabetes	in	the	South	is	
linked	to	the	region’s	high	prevalence	
of	obesity	and	lack	of	exercise.

•	 Southerners	represent	the	least	active	
population	in	the	United	States.

•	 Folks	in	the	South	have	deep	relationships	with	food	
as	evidenced	with	popular	sayings	such	as	“Food	
is	love,”	and	“If	it	ain’t	fried,	it	ain’t	cooked!”

•	 Surprisingly,	more	than	half	of	Southerners			
(53	percent)	consider	themselves	to	be	healthy.

•	 Nearly	half	(46	percent)	of	Americans	living	in	the	South	
admit	they	don’t	follow	treatment	plans	as	given	by	
their	doctor	exactly	as	prescribed.	They	admit	they	
would	more	readily	follow	their	prescribed	plans	if	they	
received	reminders	from	their	doctors	via	email,	voice	
mail,	or	text	telling	them	to	do	something	specific,	like	
“take	medication”	or	“check	blood	sugar	levels.”

	—	Source:	TeleVox Healthy World Report, 
A Fragile Nation in Poor Health
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By Cindy Sanders

More than a decade out from 9/11 
and the anthrax attacks in the United 
States, seven years removed from Hurri-
cane Katrina, and nearly three years since 
the	H1N1	f lu	pandemic,	public	health	of-
ficials have made considerable progress in 
detecting and responding to bioterrorism 
threats, natural disasters and disease out-
breaks. That progress, however, may now 
be in jeopardy.

At the end of 2011, the Trust for 
America’s	Health	(TFAH)	in	conjunction	
with	 the	Robert	Wood	 Johnson	Founda-
tion	 (RWJF)	 released	 their	 ninth	 annual	
report	—	Ready or Not? Protecting the Pub-
lic from Diseases, Disasters, and Bioterror-
ism. The authors found key programs to 
detect and respond to public health emer-
gencies are at risk due to federal and state 
budget cuts.

“Public health officials were at the 
lead	of	the	anthrax	response	—	diagnos-
ing and treating victims and running 
more than a million tests on 125,000 
potent ia l ly l i fe-threatening samples 
around the country in a short period of 
time,” recalled Jeff Levi, Ph.D., execu-
tive	director	of	TFAH.	 “These	officials	
were often working without adequate 
resources or training to respond to these 
types of attacks and had limited knowl-
edge of the science involved in weapon-
ized anthrax and how widely it was dis-

persed through the U.S. mail system.”
It was the first time, Levi contin-

ued, that public health really came to be 
viewed as a central component of national 
security and emergency response. The 
gaps in resources and knowledge that be-
came apparent during the anthrax attacks 
have been systematically addressed in the 
ensuing years.

“Over the past decade, we made a lot of 
strategic, smart investments to improve pre-
paredness in the United States,” Levi noted. 

Since 2001, the country has seen im-
proved preparedness planning and coor-
dination; significant increases in public 
health laboratories, vaccine manufactur-
ing, and distribution of pharmaceutical 
and medical equipment; improved sur-

veillance and communications; institu-
tion of legal and liability protections; and 
increased surge capacity at hospitals.

Are we ready?
Report cites budget cuts as threat    
to U.S. emergency preparedness.

Key programs to detect and 

respond to public health 

emergencies are at risk due to 

federal and state budget cuts.

The	Real	Threat
A lack of funding in the wake of the 

economic crisis, however, now poses a real 
threat. “We’re seeing a decade’s worth of 
progress eroding in front of our eyes,” said 
Levi. “Preparedness had been on an up-
ward trajectory, but now some of the most 
elementary capabilities — including the 
ability to identify and contain outbreaks, 
provide vaccines and medications during 
emergencies and treat people during mass 
traumas — are experiencing cuts in every 
state across the country.”

Of particular concern:
•	 51	 of	 the	 72	 cities	 in	 the	 Cities	

Readiness Initiative, which sup-
ports the ability to rapidly dis-
tribute and administer vaccines 
and medications during emergen-
cies, are at risk for elimination. 
That list includes Louisville, Ky.

•	 All	 10	 state	 labs	 with	 “Level	 1”	
chemical testing status are at risk 
for losing top level capabilities, 
which could potentially leave only 
the	U.S.	Centers	 for	Disease	Con-
trol	 and	Prevention	 (CDC)	with	 a	
lab that has full ability to test for 
chemical terrorism and accidents. 

•	 Additionally,	24	 states	are	at	 risk	of	
losing	 the	 support	 of	Career	 Epide-
miology Field Officers, which are 
CDC	 experts	who	 supplement	 state	
and local resources to rapidly respond 
to disasters or disease outbreaks. The 
list of states in jeopardy includes Ala-
bama, Florida, Mississippi, North 
Carolina	and	Tennessee.

•	 Of	 additional	 concern,	 the	 CDC	
faces a threat to its ability to mount 
a comprehensive response nationally 
due to potential cuts to the National 
Center	for	Environmental	Health.
After adjusting for inflation, federal 

funds for state and local preparedness 
declined	more	 than	 25	 percent	 between	
FY	 2005	 and	 FY	 2011.	 Furthermore,	
President Obama’s proposed budget for 
FY	2012	represents	another	$72	million	
in	cuts	for	Public	Health	Emergency	Pre-
paredness	Funding	(PHEP).	

All	50	states	also	had	cuts	in	the	Hos-
pital	Preparedness	Program	(HPP)	from	
FY	2010	to	FY	2011.	Providing	some	re-
lief,	the	U.S.	Department	of	Health	and	
Human	 Services	 awarded	 more	 than	
$352	million	in	HPP	grants	in	July.	The	
money was distributed among all states 

and three large metropolitan areas. 
Throughout	 the	 country,	 40	 states	

plus	Washington,	 D.C.	 cut	 state	 public	
health	 funds	 and	29	of	 those	 (including	
Missouri)	were	making	cuts	 for	 the	 sec-
ond consecutive year. 

To stop the backslide and continue 
improving the nation’s preparedness, the 
report recommends assuring dedicated 
public funding, improving biosurveil-
lance to rapidly detect and track out-
breaks or attacks, improving research and 
development of vaccines and medications, 
ensuring hospitals have the surge capabil-
ity to deal with a mass influx of patients, 
providing support to communities in the 
aftermath of disaster and coordinating 
with	the	Food	and	Drug	Administration	
to ensure the safety of the food supply.

“The most important way we can 
honor the past is to make sure we sustain 
enough resources to support the field of 
public health so they have the tools and 
expertise they need to so their jobs so we 
can prevent what we can and respond 
when we have to,” Levi stated.

To	see	the	full	Ready or 
Not? report,	go	online	to	

www.healthyamericans.org.

N E W Sin brief
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Some individuals with severe aor-
tic stenosis (also known as narrowing 
of the aortic valve in the heart) who 
are not well enough to undergo open 
heart surgery have a new treatment 
option available at Jewish Hospital in 
Louisville, Ky. 

A team that included cardiolo-
gists Michael Flaherty, M.D.,  Ph.D., 
Naresh Solankhi, M.D., and cardio-
thoracic surgeon Matthew Williams, 
M.D., performed the f irst transcath-
eter aortic-valve replacement (TAVR) 
procedure on a 47 year-old male patient 
on December 21, 2011.

During this new procedure a bio-
logical valve was inserted through a 
catheter and implanted within a dis-
eased aortic valve. The procedure al-
lows for valve replacement without tra-
ditional open-heart surgery and while 
the heart is beating, therefore avoiding 
cardiopulmonary bypass. It is the only 
valve replacement option for patients 
with severe aortic stenosis who are not 
well enough to undergo traditional 
open-heart surgery. 

Edwards SAPIEN valve
During the TAVR procedure, a 

cardiologist and cardiothoracic surgeon 
work together to implant the new heart 
valve, called the Edwards SAPIEN 
valve, which is made from cow tissue 
and developed by Edwards Lifesciences. 

The valve is inserted into the body 
through a small cut in the leg. Once 
delivered to the site of the patient’s 
diseased valve, the Edwards SAPIEN 
valve is expanded with a balloon and 
immediately functions in place of the 
patient’s valve. 

Jewish Hospital is one of 29 sites in 
the United States that is now studying 
the Edwards SAPIEN transcatheter 
aortic heart valve and the next-gener-
ation Edwards SAPIEN XT valve as 
part of an ongoing national clinical tri-
al called The PARTNER II Trial. The 
Edwards SAPIEN valve, which was 
studied in the f irst PARTNER Trial 
recently received FDA approval for the 
treatment of inoperable patients in the 
United States. It has been used in Eu-
rope since 2007. 

Jewish Hospital offers new aortic 
valve procedure 

Jewish Hospital & St. Mary’s 
HealthCare and Saint Joseph Health 
System announced a merger of the two 
organizations forming KentuckyOne 
Health. KentuckyOne Health, the 
state’s largest health system, was effec-
tive retroactively to January 1, 2012.

Ruth W. Brinkley, FACHE, will 
serve as president and chief executive 
off icer of the new organization. 

Catholic Health Initiatives is will-
ing to invest $320 million to launch 
KentuckyOne Health. The new sys-
tem plans to invest in an integrated 
electronic health record system and 
other IT improvements plus make ad-
ditional facility, equipment and tele-
health investments in communities 
across the state.

Jewish Hospital & St. Mary’s 
HealthCare and Saint Joseph Health 
System form KentuckyOne Health

Louisville has been honored for its 
efforts to combat youth obesity by be-
ing awarded the first Childhood Obe-
sity Prevention award at the U.S. Con-
ference of Mayors winter meeting in 
Washington D.C.

The award cites Louisville’s ac-
complishments under the Mayor’s 
Healthy Hometown Movement, which 
includes stores that bring fresh pro-
duce to underserved neighborhoods, 
gardens at local schools and voluntary 

menu labeling at local restaurants, ac-
cording to a news release.

The award comes with $150,000 to 
help Louisville-Jefferson County Metro 
Government  expand its initiatives.

Mayor Greg Fischer said the 
$150,000 will be used to benefit the 
Louisville Youth Advocates, a group of 
about 50 youths who canvassed West 
Louisville neighborhoods and found 
that increased access to fresh, healthy 
foods was a top priority. 

Louisville receives award for   
health initiatives 

The work to convert Norton 
Healthcare’s Suburban Hospital into 
the new women’s and children’s hos-
pital is ongoing. Once complete, the 
women’s component of services will 
be named Norton Women’s Hospi-

tal. The pediatric component will be 
named Kosair Children’s Hospital – 
St. Matthews. The campus surround-
ing the hospital will also receive a new 
name at the time of transition: Norton 
Healthcare - St. Matthews Campus. 

Norton Healthcare announces 
name for new women’s and 
children’s hospital

Anthem Blue Cross and Blue 
Shield and Norton Healthcare an-
nounced the extension of Anthem 
healthcare coverage for those using 
Norton Healthcare facilities through 
to the end of January 2015. This ex-
tension comes well in advance of the 
October, 2012 end date of the current 
agreement. Terms of the agreement 
extension were not disclosed.

This agreement covers all Norton 
Healthcare facilities and employed 
physicians. Anthem members enrolled 
in Blue Access/Access (PPO), Blue 
Preferred/Preferred (HMO), Blue Tra-
ditional/Traditional or Medicare Ad-
vantage HMO/PPO will continue to 
receive covered services from Norton 
Healthcare at the highest level of ben-
efits, with limited out of pocket costs.

Anthem Blue Cross and Blue   
Shield and Norton Healthcare  
reach agreement 

Floyd Memorial Cancer Center 
of Indiana’s Radiation Therapy de-
partment, New Albany, Ind., recently 
earned American Cancer Registry 
(ACR) accreditation for its PET/

CT scanners. PET and CT scanning 
(also known as a CAT scan) stand for 
Positron Emission Tomography and 
Computed Tomography. 

Floyd Memorial Cancer   
Center’s PET/CT scanner    
earns ACR accreditation 

Research to Prevent Blindness 
(RPB), the world ’s largest voluntary 
organization supporting eye research, 
has awarded a grant of $100,000 to 
the University of Louisville Depart-
ment of Ophthalmology & Visual 
Sciences, to support research into the 
causes, treatment and prevention of 

blinding eye diseases. The funds will 
be utilized by the department and su-
pervised by Henry J. Kaplan, M.D., 
chairman of the UofL Department of 
Ophthalmology & Visual Sciences. To 
date, RPB has awarded grants totaling 
$3,549,800 to the University of Louis-
ville School of Medicine.

Research to Prevent Blindness 
awards $100,000 to UofL 
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Luckett & Farley, Kentucky’s 
largest and oldest architecture and en-
gineering f irm, and former MediStar 
Award winner has become a one hun-

dred percent, employee-owned ESOP 
company. The transaction is funded 
internally without the use of any ex-
ternal debt capital.

Luckett & Farley becomes 100 
percent employee-owned

During 2010-2011, University 
of Louisville Health Sciences Center 
faculty and students made an econom-
ic impact of more than $5.7 million in 
the four regions of Kentucky served by 
UofL Area Health Education Centers.

Specif ically, AHEC faculty from 
UofL provided donated services val-
ued at $5,606,599 while their students 
spent a total of $108,103 in living and 
travel expenses in the four regions. 
These regions encompass 56 coun-
ties that make up the western half of 
Kentucky. The University of Kentucky 
Medical Center oversees AHEC pro-
grams in eastern Kentucky.

The AHEC program works to 
improve the recruitment, distr ibu-

tion and retention of healthcare pro-
fessionals, particularly in primary 
care, in medically underserved areas 
throughout the commonwealth. 

Statewide, 108 of Kentucky’s 120 
counties are designated as federal 
Health Professional Shortage Areas 
by the U.S. Department of Health and 
Human Services. 

The Kentucky program addresses 
this need by providing educational 
support services to current health 
profession students and healthcare 
providers; health education programs 
for communities; and programs that 
encourage students to pursue health 
professions as a career choice.

Health Education Centers  
impact economy

Through an agreement outlined in 
two Memorandums of Understanding, 
University of Louisville and InnovateLTC 
will work together to bring new products 
and services to aging populations world-
wide. Researchers at UofL will help vali-
date research findings and InnovateLTC 
will build the infrastructure required to 
bring innovations to the marketplace. 

InnovateLTC will partner with 
UofL’s Office of Technology Transfer to 
map out a strategy for obtaining trade-
marks, patent filings and licensing agree-
ments. InnovateLTC administrators be-
lieve that the UofL partnership is unique 
because it uses an accelerated model of 
research, validation and delivery to reach 
global aging markets. 

Partnership commercializes 
research on aging
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Who’s there for 
her after you?

Let Elmcroft extend the same caliber of care 

to your patients that you have. All six of our 

Louisville-area communities are known for 

getting patients home faster. And with better 

rehab outcomes. Call to learn more.Elmcroft.com/skillednursing

JEFFERSON MANOR 
HEALTH & REHABILITATION 
1801 Lynn Way
Louisville, KY 
502.426.4513

JEFFERSON PLACE 
HEALTH & REHABILITATION 
1705 Herr Lane 
Louisville, KY 
502.426.5600

MEADOWVIEW 
HEALTH & REHABILITATION 
9701 Whipps Mill Road 
Louisville, KY
502.426.2778

OAKLAWN 
HEALTH & REHABILITATION 
300 Shelby Station Drive 
Louisville, KY
502.254.0009

ROCKFORD 
HEALTH & REHABILITATION 
4700 Quinn Drive 
Louisville, KY
502.448.5850

SUMMERFIELD 
HEALTH & REHABILITATION 
1877 Farnsley Road 
Louisville, KY
502.448.8622

First, Humana started giving its 
cl ients travel rewards and electronics 
as part of its HumanaVitality wel l-
ness rewards program.

Now, Humana is among a num-
ber of insurers ponying up for f itness 
classes under Medicare coverage as a 
way to draw healthier (and less cost-
ly) patients, reports Bloomberg Busi-
nessweek, quoting a report in the New 

England Journal of Medicine.
The idea is to attract people who 

want to be — or who already are — so 
healthy, they’ll rarely use the insurance.

The report found 35.3 percent of 
new enrol lees in a f itness member-
ship benef it plan reported “excel-
lent” or “very good” health, com-
pared with 29.1 percent in the group 
without the benef it.

Humana pays for fitness   
clubs and classes for   
Medicare patientsNew public data released by the Sci-

entific Registry of Transplant Recipients 
(SRTR), the national database of trans-
plantation statistics, showed Jewish Hos-
pital Transplant Center in Louisville, 
Ky., has the highest survival rate in the 
region for liver transplant recipients. 

The new data showed the center has 
a 94 percent survival rate for one-year 

post-liver transplant patient survival. 
Other data included in the report showed 
the center’s outcomes that were numeri-
cally better than expected as well as bet-
ter than the national average at all time 
points studied, which includes survival 
rates at one month, one year and three 
years post-transplant.

Jewish Hospital best in region for 
liver transplantation

N E W S in brief

According to an analysis of U.S. 
Census Bureau data on the nation’s 
healthcare and social assistance indus-
tries, there were more than 3,300 Louis-
ville-area business in those sectors, with 
payrolls totaling more than $3.1 billion.

The analysis, compiled by Business 

First affiliate The Business Journals, 
was based on 2009 data, the latest fig-
ures available for the private sector. The 
analysis also found more than 80,000 
workers in the Louisville area attached 
to these businesses, with average wages 
of $39,100.

Healthcare brings more than  
$3 billion in Louisville wages 

Despite the fact that Gov. Steve Bes-
hear proposed state budget will cut fund-
ing for most state agencies by 8.4 percent, 
Kentucky’s poor and disabled who rely on 
Medicaid will not see a cut in services. 
Medicaid won’t get cut and would actually 

get additional funds to provide indepen-
dent living services for about 800 adults 
with mental disabilities. Gov. Beshear 
also proposed adding $26.6 million to 
Medicaid to cover substance abuse treat-
ment for adults and adolescents. 

Beshear state budget proposal 
helps poor and disabled
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Baptist east
Whitney Perry, APRN has joined CBC Group: 
Consulting in Blood Disorders & Cancer, a part of 
Baptist Medical Associates. 

Michael Hack, M.D., family medicine, has joined 
Baptist Medical Associates.

Pat r ic ia  F iger t ,  M.D. joined Bapt i s t  Med ica l 
Associates. 

William Hoagland, M.D. joined Baptist Medical 
Associates. 

Kindred Healthcare
Kindred Healthcare, Inc.’s Board of Directors ap-
pointed Patricia M. Henry to serve as president of its 
RehabCare division. Ms. Henry will also be a member 
of Kindred’s executive management committee.

Seven Counties Services 
Kelley Gannon joins Seven Counties Services as 
chief operating officer. 

University of Kentucky
Judy “JJ” Jackson, vice president of the Office for In-
stitutional Diversity at the University of Kentucky, 
has been elected to serve as a member of Leadership 
Kentucky’s board of directors.

University of Louisville
Christian Davis Furman, M.D., M.S.P.H., vice 
chair for geriatric medicine in the Department of 
Family and Geriatric Medicine at the University 
of Louisville, has been selected for the Centers for 
Medicare and Medicaid Services’ (CMS) Innova-
tion Advisors Program. 

Western Baptist
Michael Muscarella, PT, DPT, director of rehabili-
tation services at Western Baptist Hospital, began a 
three-year term Jan. 1 as president of the Kentucky 
Physical Therapy Association. 

Figert

Perry
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P E o P L Ein brief

To Submit to People In Brief

Each month, Medical News recognizes newly hired or promoted 
professionals who work in the business of healthcare in Kentucky or 
Southern Indiana. To be considered, the employee must work in or 
directly support a healthcare business. Listings will be published in 
order of receipt as space allows and not all photos will be published.

Please submit a brief description and high resolution color 
photo saved as jpeg, tif or eps (pdfs will not be accepted) via email to 
Melanie@igemedia.com.
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500 West Jefferson Street, Suite 1600, Louisville, KY 40202 
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Dr. Paige and his wife operate a small medical office, but they say 
Blue & Co. makes them feel like a big practice.  She appreciates 
Blue & Co.'s comprehensive knowledge, straightforward input and 
availability to help with any issue.  Dr. Paige credits Blue & Co.'s 
expertise in healthcare with helping him to maintain his 
independence and grow his practice.    
 
Whether it's advice about profit allocation, business structure, 
cash flow, office efficiency, sale versus lease financing decisions, 
tax planning or accounting systems, Blue & Co. understands 
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Dr. Carl and Terri Paige
LaGrange, KY
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in brief L E A D E r S h I PrEhAbILItAtIoN INNovAtIoNS

By Linda Petree-Moore and Tori Vinson

Rehabilitation tech-
nology is advancing faster 
than ever before, providing 
innovative, new treatments 
that help patients re-learn 
skills required to navigate 
their daily lives. Southern 
Indiana Rehab Hospital 
(SIRH), a leading stroke 
and brain injury rehabili-
tation center in Southern 
Indiana, provides com-
prehensive services for 
survivors of stroke, brain 
and spinal cord injury, 

multiple sclerosis and other central nervous 
system disorders. 

New equipment for Inpatient and   
Outpatient Therapies 

New	equipment	 is	being	used	 in	both	
inpatient and outpatient therapies. Cur-
rently, Southern Indiana Rehab Hospital is 
one of only two facilities in the Kentuckiana 
area offering trial use of all three pieces of 
Saebo equipment in occupational therapy 
for patients who have experienced an injury 
such as a stroke, brain injury or incomplete 
spinal cord injury. 

The SaeboStretch is an orthotic hand 
splint that allows for the best position of 

the hand and wrist at rest and when mobile, 
to prevent deformities. The device features 
a flexible hand component that allows the 
hand to move during times of tightness. The 
device is not for everyone, but works best for 
those with low muscle tone or minimal to 
moderate tightness of the soft tissues.

Dynamic, Repetitive Motion Rewires the 
Brain’s Neurotransmitters

If a patient can allow their fingers and 
wrist to be stretched to open and extend, 
and then actively bend their fingers on 
their own, they may be an appropriate can-

didate for the SaeboStretch’s sister product, 
the	SaeboFlex.	The	SaeboFlex	is	a	hand	de-
vice, which can be used during occupation-
al therapy to work on grasp and release of 
objects for patients that can flex their fin-
gers, but have little control of movement or 
limited ability for opening the hand. It has 
resistive springs attached to it, which helps 
patients extend their fingers fully when 
they are unable to on their own. This al-
lows them to work on increasing their hand 
function when unable to attempt otherwise 
without the device.

If their elbow movement is impaired, 
the third device, SaeboReach, further en-
hances	the	SaeboFlex	to	assist	with	extension	

a t 
t h e 
e l -
b o w 
with 
t h e 
u s e 
o f 
resis-
t i v e 
bun-
g e e 

Technology & therapy
How Southern Indiana Rehab Hospital employs 
the latest in rehabilitation technology.

Dean Dorton Allen Ford understands the healthcare industry 
from all angles. We have worked with hospitals, hospital systems, 

physicians, home health agencies, managed care companies, 
and durable medical equipment providers. We understand the 

challenges each face, but, more importantly, we understand the 
dynamics that exist among all of these providers.

Dean Dorton Allen Ford is more than just a CPA firm we also offer a 
variety of healthcare consulting services. Please contact David Richard 

or David Bundy for more information.

DEAN DORTON ALLEN FORD

www.ddafcpa.com

Lexington
859.255.2341

Louisville
502.589.6050

the saeboFlex is a hand de vice, which can be used during occupation al therapy 
to work on grasp and release of objects for patients that can flex their fin gers, but 

have little control of movement or limited ability for opening the hand. 

One of the benefits of the Bioness L300 is 
that, unlike a cumbersome leg brace, it is very 
low profile and invisible under most clothing. 

Continued on page 12

southern indiana rehab 

Hospital is one of only two 

facilities in the Kentuckiana 

area offering trial use of all 

three pieces of Saebo equip-

ment in occupational therapy 

for patients who have expe-

rienced an injury such as a 

stroke, brain injury or incom-

plete spinal cord injury. 
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cords. This allows for greater ease when 
placing an object. 

Recent research has shown that inten-
sity and high repetitions in rehabilitation 
is a key to the brain re-learning functional, 
skill-based tasks. Increased repetitions for 
such functional tasks as grasping and releas-
ing objects can be achieved with use of ei-
ther	the	SaeboFlex	or	SaeboReach.	Some	in-
dividuals have noticed progress, even years 
after the onset of their injury.  

electronic Stimulation Used for Muscle 
Memory and Beyond 

Another area that has seen strong ad-
vances in recent years are programs that use 
electrical stimulation to re-train muscles to 
perform specific actions. Devices such as 
Bioness L300, use electricity to stimulate 
muscles into action. 

The Bioness L300 is a foot-drop stimu-
lation system now offered on a trial basis 
through inpatient and outpatient physical 
therapy treatment. The device has a cuff 
that fits below the knee. There is a sen-
sor attached under the insert in the shoe. 
When the heel is lifted, the sensor signals 
to the cuff, which in turn sends an electri-
cal impulse to activate the individual’s leg 
muscles that assist in lifting up the foot.

One of the benefits of the Bioness 
L300 is that, unlike a cumbersome leg 
brace, it is very low profile and invisible 
under most clothing. It’s been shown to 
help individuals, who while able to walk 
have diff icultly lifting the foot, which 
can increase the risk of falling. It’s an ap-
propriate treatment for those individuals 
who have sustained an injury such as a 
stroke, brain injury or an incomplete spi-
nal cord injury. Most individuals are ei-
ther just starting to walk or require greater 
strength and range of motion to safely lift 
up the toe of the foot when walking. The 
treatment is effective in providing more 
long-term stability, allowing the gait to be 
more uniform. 

While electrical stimulation has been 
used for years for improving the strength, 
range and function of arms and legs, there 
is now widespread acceptance to use elec-
trical stimulation for people suffering 
from dysphagia, or difficulty swallowing. 

Speech language patholog i s t s  at 
SIRH use an electrical stimulation de-
vice on many patients with a neurological 
deficit, or nerve damage, which may affect 
swallowing safely. The device provides an 
electrical impulse to activate the muscles 
that are required for effective swallowing. 
This treatment may possibly allow those 
individuals who are at risk for aspiration 
due to weakness or paralysis, to move 
from a modified diet and be able to eat 
regular food and/or drink thin liquids.

Consumer Technology Improves   
at-home Independence

But perhaps the most significant in-
novation in rehabilitation is the rapidly 
advancing and growing accessibility of 
consumer technology. While rehabili-
tation equipment has long been some-
thing that is expensive and only available 
through working with a therapist, con-
sumer electronics put vital technologies 
directly in the hands of the patients. 

Programs for the iPad, iPhone or Wii 
enable those with cognitive and physical 
impairments to further rehabilitate areas 

which are impaired. They allow some in-
dividuals to function better on a day-to-
day basis, helping them to live their daily 
lives	with	 less	 assistance.	From	programs	
that can control lights and electronics in 
the home, to programs that “speak” for 
patients, affordable technology makes liv-
ing an adapted lifestyle much easier on the 
patient and their caregivers. 

Linda Petree-Moore, OTR, MSM-
HCM, is director of inpatient therapy ser-
vices at Southern Indiana Rehab Hospital

Tori Vinson is an occupational therapist 
and stroke coordinator at Southern Indiana 
Rehab Hospital. 

but perhaps the most signifi-

cant innovation in rehabilita-

tion is the rapidly advancing 

and growing accessibility of 

consumer technology. While 

rehabilitation equipment has 

long been something that is 

expensive and only available 

through working with a thera-

pist, consumer electronics put 

vital technologies directly in 

the hands of the patients. 

a southern indiana rehab Hospital therapist works with a patient. 

Continued from page 11

Technology & therapy

For	more	information	
about	the	services	offered	

at	SIRH,	please	visit	www.sirh.org
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By elizabeth enix

What are the reasons for acute re-
hab—it’s	 one	 of	 the	most	 common	 ques-
tions that I get asked by patients, their 
family members and caregivers when they 
are trying to determine what the next step 
is for them after being hospitalized. Acute 
rehabilitation programs are unique in that 
they provide a comprehensive outlet for pa-
tients who’ve experienced a decline in their 
prior level of functioning through intensive 
skilled	 therapy	 services,	 24	 hour	 rehab-
centered nursing care and daily medical 
monitoring by a rehabilitation physician. 

goals of acute Rehab are individualized
The primary goal of acute rehabilita-

tion is to increase a patient’s level of in-
dependence and safety with activities that 
we all need to complete in our daily life. 
These activities include basic tasks such 
as mobility within the house and commu-
nity, self care skills such as bathing, dress-
ing, eating, communication with others, 
social cognition and bowel and bladder 
management to name a few. Increasing 
a person’s independence with everyday 
daily tasks typically increases a patient’s 
feelings of self-worth, confidence, quality 
of life, mental well-being and often times 
reduces the burden of care that family 
members or caregivers might experience 
when caring for someone who has had a 
functional decline. 

Acute rehabilitation offers an oppor-
tunity for patients and caregivers to work 
closely with an interdisciplinary team of 
rehab-focused healthcare professionals 

including the rehabilitation physicians, 
social workers, physical therapists, oc-
cupational therapists, speech therapists, 
psychologists, dieticians, recreational 
therapists and chaplains. The rehab team 
works together to develop an individual-
ized program to reach a specific, desired 
goal	 for	 most	 patients—returning	 home	
with the least amount of assistance. It 
certainly takes a team approach to accom-
plish this goal, most importantly keeping 
in mind that the patient is an integral part 
of the team. 

Qualifying for acute Rehab
This typically follows after explain-

ing what some of the benefits of acute re-
hab are to patients and family members. 
There is a specific set of guidelines that 
must be followed to determine if an acute 
inpatient rehabilitation facility is the ideal 
setting after a discharge from the hospital 
or healthcare facility. 

The patient must be medically stable 
and have recovered from the acute phase 
of his or her illness or injury, but still be 
in	 need	 of	 24-hour	 nursing	 care	 and	 su-
pervision. Common diagnoses admitted 
to acute rehab include (but are not limited 
to) stroke, brain injury, other neurological 
disorders such as Guillain-Barre Syndrome 
or exacerbation of MS, limb amputation, 
complicated orthopedic problems from 
trauma and other complex illness that oc-
cur after respiratory or cardiac failure. 

The patient must be in need of two 
or more skilled therapy services (physi-
cal therapy, occupational therapy and 
speech therapy). 

The patient must be able and willing 
to tolerate at least three hours of therapy 
per day, five days per week. Some people 
might get intimidated by the mention 
of three hours a day and feel a bit over-
whelmed by the thought of engaging in 
that much activity after an illness or in-
jury. However, the therapy sessions are 
typically	 divided	 up	 into	 30-45	 minute	
treatment sessions throughout the day. 
Often, working on bathing and dressing 
and other self care skills is incorporated 

into therapy sessions as it is considered an 
important part of rehab and sometimes 
counts as part of the required three hours 
of therapy. 

A plan must be in place for manag-
ing at home at the anticipated level of 
function projected at discharge, after the 
completion of the inpatient rehab stay. 
This may include a support system that 
will participate in hands on care, depend-
ing on the needs of the patient. Patients 
and their families benefit from having a 
clearly defined plan in place for anticipat-
ed needs as this helps the patient, family, 
and treatment team know what his or her 
expectations are in working towards the 
return to home. Often times, therapy ses-
sions will incorporate family member or 

caregiver teaching and training to build 
on the progress made thus far and allow 
for family members to carry over the tech-
niques needed for continued success in the 
rehabilitation process. 

The patient must show the need and 
ability to participate in the program based 
on his or her current level of functioning, 
previous level of functioning and an antic-
ipated ability to demonstrate therapeutic 
improvement over a clearly defined period 
of time. The patient must meet measur-
able and attainable treatment goals and 
be able to demonstrate consistent, steady 
progress towards the specific goals that 
the treatment team establishes. 

The primary goal of acute 

rehabilitation is to increase 

a patient’s level of indepen-

dence and safety with activi-

ties that we all need to com-

plete in our daily life.
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Continued on page 14

Acute inpatient rehabilitation
New technology, therapy helps patients.

An acute rehab patient must be able and willing to tolerate at least 
three hours of therapy per day, five days per week. 

There are numerous iPad               
ap plications that speech and 

occupational therapists are using 
that focus on memo ry, hand-eye 

coordination, reflex/response 
time, sequencing and cognition. 
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The amount of time that someone 
stays in inpatient rehab varies from case 
to case based on functional and medi-
cal needs, as well as progress towards 
the goals. Typically, patients stay for an 
average of two to four weeks before dis-
charge home. 

Technology Used 
Bioness: Occupational therapists 

and physical therapists at Baptist East 
use this technology which delivers elec-
trical stimulation to activate the nerves 
and muscles that control motor move-
ments (used most often with strokes 
and brain injuries as well as manag-
ing increased muscle tone secondary to 
other conditions). Considerable progress 
is seen when the devices are used with 
patients in the inpatient as well as the 
outpatient setting. 

LiteGait: Physical therapists use 
this to help re-train gait and posture 
with gait. It creates an ideal environ-
ment for treating patients with a wide 
range of impairments and functional 
levels. LiteGait provides proper pos-
ture, reduces weight bearing, eliminates 
concerns for balance and facilitates the 
training of coordinated lower extremity 
movement. Its unique harness design not 
only permits unilateral or bilateral sup-
port allowing progression of the weight 
bearing load from non to full weight 
bearing, but also allows the clinician 
to manually assist the legs and pelvis to 
achieve proper gait patterns.

Hybresis: Physical therapists and 
occupational therapists started using 
Hybresis this past year. This is a drug 
delivery system that uses the power of 
iontophoresis technology, which offers a 
wireless system that offers precise dos-
age, alternative treatment modes and 
shortened in-clinic times. It is most of-
ten used with inf lammatory conditions 
(lateral epicondylitis, carpal tunnel syn-
drome, rotator cuff syndrome, plantar 
fascitis, IT band syndrome, etc).

iPad: There are numerous iPad ap-
plications that speech and occupational 
therapists are using that focus on mem-
ory, hand-eye coordination, ref lex/re-

sponse time, sequencing and cognition. 
This area is going to continue to grow 
exponentially.

Elizabeth Enix, OTR/L is an occu-
pational therapist with Baptist Hospital 
East Acute Rehabil itation Program in 
Louisville, Ky.
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Qualifying	for			
Acute	Rehab

1)	The	patient	must	be	
medically	stable	and	
have	recovered	from	the	
acute	phase	of	his	or	her	
illness	or	injury,	but	still	be	
in	need	of	24	hour	nursing	
care	and	supervision.

2)	The	patient	must	be	in	
need	of	two	or	more	
skilled	therapy	services	
(physical	therapy,	
occupational	therapy	
and	speech	therapy).

3)	The	patient	must	be	able	
and	willing	to	tolerate	
at	least	three	hours	
of	therapy	per	day,	
five	days	per	week.

4)	The	plan	must	be	in	place	
for	managing	at	home	
at	the	anticipated	level	
of	function	projected	
at	discharge,	after	
the	completion	of	the	
inpatient	rehab	stay.

5)	The	patient	must	show	
the	need	and	ability	
to	participate	in	the	
program	based	on	his	
or	her	current	level	of	
functioning,	previous	
level	of	functioning	
and	an	anticipated	
ability	to	demonstrate	
therapeutic	improvement	
over	a	clearly	defined	
period	of	time.

Acute inpatient rehabilitation

r E h A b I L I tAt I o N  I N N o vAt I o N S

Continued from page 13
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By Tom Russell

Floyd	Memorial	Hospital’s	Rehabilita-
tion Services Department strives to meet the 
needs of the community as well as position 
itself as a regional leader in expert medicine 
and exceptional care. We take great pride in 
the quality of care we provide in the hos-
pital, after discharge and while the patient 
continues to heal at home. 

Our therapists, who include physi-
cal therapists, occupational therapists and 
speech language pathologists, work closely 
with medical staff, nursing staff, case man-
agers and other support services to meet the 
needs of each patient. This includes working 
directly with our patients and family to re-
store them to their normal level of function-
ing as quickly as possible, and to educate 
them on their condition and rehabilitation 
process. We also make recommendations to 
ensure that any lingering issues are going to 
be addressed at their time of discharge from 
the hospital, be it with home health thera-
pies, an in-patient rehabilitation stay or with 
outpatient therapy.

Improving Patient experience
We continually look at ways to improve 

the patient experience while in the hospital 
and to maximize their potential for the best 
possible outcome. This includes working on 
best-practice initiatives, implementing new 
standards of care and continually educating 
our staff on the latest rehabilitation tech-
niques. In fact, our efforts in working with 
the orthopedic team have contributed to the 

Floyd	Memorial	 Joint	Replacement	Center	
being named a Blue Center of Distinction 
for Knee and Hip Replacement® by Blue 
Cross and Blue Shield. 

In order to ensure the continuation 
of care after the patient’s discharge, and to 
meet the needs of patients in our commu-
nity who do not require an inpatient hos-
pital	stay,	Floyd	Memorial	also	provides	all	
therapy services in outpatient settings. 

We have found that more and more 
patients requiring therapy cannot afford to 
miss work or have commitments that pre-
clude them from attending sessions during 
normal business hours. By having clinics 
closer to their home, work, school or the 
routes between them, we hope to minimize 
their inconvenience as much as possible. 
This, coupled with expanded morning and 
evening hours, increases their ability to at-
tend valuable therapy sessions. 

Dealing with Sizeable growth
Floyd	 Memorial’s	 outpatient	 therapy	

has seen sizeable growth over the past three 
years with the addition of clinical sites 
off the hospital’s main campus, including 
Floyd	 Memorial	 Physical	 Therapy	 Works	
Corydon and Physical Therapy Highland-
er Point, which recently moved to a larger 
space to accommodate patient needs. In an 
effort to benefit a greater number of pa-
tients throughout the community, we are 
closing one of our rehabilitation facilities in 
an area that is heavily saturated with rehab 
options, and opening one in another part 

of	 Floyd	 County	 that	 is	 less	
served. The new facility will 
also allow us to better serve 
our aquatic therapy patients 
by allowing them to work in a 
space specifically designed for 
that purpose.

A concerted effort has 
been	made	to	have	Floyd	Me-
morial therapists trained in 
several sub-specialties, many of 
which require special training 
or certifications. Our specialty 
physical therapy and occupa-

tional therapy services include 
aquatic therapy, lymphedema 

management, vestibular rehab/treatment 
of balance disorders, functional capacity 
exams, ASTYM® (soft tissue mobilization 
technique), and treatment of low back pain 
with pregnancy. We also have specialized 
modalities including Anodyne® therapy and 
Hivamat® Therapy. Our specialized Speech 
Language Pathology services include digital 
videostroboscopy, fiberoptic evaluation of 
swallowing	 (FEES)	 and	 treatment	of	 vocal	
cord dysfunction.

We are very dedicated to our patients 
and provide them with a quality experi-
ence. Each patient has a scheduled treat-
ment time of at least one-half hour for the 
provision of one-on-one therapy. We do 
not double-book or overbook patients to 
ensure that we spend the time with each 
patient individually. We take the time to 
educate patients and families in order for 
them to achieve their best outcomes, to be 
able to treat their condition independently 
as possible and to reduce factors that may 
cause a recurrence of their condition. 

Many patients who are discharged 
home, but are unable to attend outpatient 
therapy due to transportation and mobility 
issues may be eligible for home health care, 
including rehabilitative services. This allows 
them to continue to work towards a return 
to normal activities in their everyday lives 
and progress until they have reached their 
functional objective, or have improved their 
mobility to the point where they can attend 
therapy in an outpatient setting.

Floyd	Memorial	Home	Health	Care	is	
one of the leading Medicare-certified pro-
viders	 in	 Southern	 Indiana,	 serving	Floyd,	
Clark, Harrison, Crawford, Scott and 
Washington counties. We offer a profes-
sional staff with outstanding education, cre-
dentials and experience, and have been rec-
ognized on the prestigious 2011 HomeCare 
Elite Top 500 list of home health agencies 
nation wide.

As	 with	 all	 Floyd	 Memorial	 Hospital	
and Health Services programs, we are con-
stantly looking to improve our quality of 
care and meet the needs of the community 
with the latest proven therapy interventions, 
techniques and equipment. 

Tom Russell, MPT, director of rehabilita-
tion services at Floyd Memorial Hospital and 
Health Services, New Albany, Ind.

Meeting community needs; becoming an expert in field
Floyd Memorial’s Rehabilitation Services improves patient quality of care with the latest 
therapy interventions, techniques and equipment. 

Five	ways	Floyd	
Memorial	Hospital	
and	Health	Services	
improves	the	patient	
experience:		

1)	 Working	on	best-
practice	initiatives.

2)	 Implementing	new	
standards	of	care.	

3)	Continually	educating	
staff	on	the	latest	
rehabilitation	techniques.

4)	 Provides	all		 	
therapy	services	in	
outpatient	settings.

5)	Having	clinics	closer	to	
patient’s	home,	work,	
school	or	the	routes	
between	them,	and	
expanded	morning	
and	evening	hours	for	
therapy	sessions.

We have found that more 

and more, patients requir-

ing therapy cannot afford to 

miss work or have commit-

ments that preclude them 

from attending sessions dur-

ing normal business hours.

Acute inpatient rehabilitation

tom russell with patient
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By Rene R. Savarise and David H. Snow

On August 5, 2011, 
CMS published in the 
Federal	 Register	 the	 FY	
2012	 Final	 Rule	 for	 the	
Inpatient Rehabilitation 
Faci l ity	 (“IRF”)	 Pro-
spective Payment Sys-
tem	 (“PPS”).	 The	 Final	
Rule provides for a 2.2 
percent	 increase	 to	 IRF	
payment	 rates	 for	 FY	
2012 and implements 
other payment-related 
adjustments.	 Notably,	
the	 Final	 Rule	 liberal-

izes prior restrictions on changes in the 
bed	size	and	square	footage	of	IRFs.	The	
Final	Rule	also	implements	a	new	Qual-
ity Reporting Program that will affect 
payment	beginning	 in	FY	2014.	The	 ef-
fective	date	of	 the	Final	Rule	was	Octo-
ber 1, 2011. 

Revisions to Number of Beds and  
Square Footage

CMS acknowledged that previous 
restrictions on bed and square footage 
changes were driven primarily by cost 
reimbursement concerns no longer appli-
cable	since	IRFs	are	paid	under	the	PPS.	
Therefore,	the	Final	Rule	allows	IRFs	to	
add new beds one time at any point dur-
ing a cost report period, instead of sim-
ply at the start of a cost report period, as 
long	the	IRF	notifies	the	CMS	Regional	
Office at least 30 days before the date of 
the proposed change, and maintains the 

information needed to accurately deter-
mine costs that are attributable to the 
excluded unit. This regulation is subject 
to	 certain	 constraints.	 Under	 the	 Final	
Rule,	 IRF	 beds	 are	 considered	 “new”	 if	
they meet all state certification of need 
and state licensure laws, and if they get 
written approval from the appropriate 
CMS Regional Office. A hospital no lon-
ger is required to receive approval for an 
increase in its bed capacity that is greater 
than 50 percent of the number of beds it 
seeks	to	add	to	the	IRF	unit.	

New Definition of a “New” IRF
Prior	 to	 the	 Final	 Rule,	 an	 IRF	 fa-

cility was only considered “new” if the 
hospital never had a rehabilitation unit 
before.	 An	 IRF	 can	 now	 be	 considered	
“new” if it has not been paid under the 
IRF	PPS	in	at	least	5	calendar	years.	The	
advantage of being deemed a new unit is 
that the hospital may provide a certifica-
tion indicating it intends that the unit’s 
patients will satisfy the rehab diagno-
sis requirements and gain excluded sta-
tus	 (payment	 under	 the	 IRF	 PPS)	 upon	
opening, rather than operating for a one 
year period to demonstrate that it treats 
the requisite patient population, while 
getting paid under acute care DRGs.

Quality Reporting Program for IRFs 
The	 Final	 Rule	 implements	 Sec-

tion	3004(B)	of	the	Affordable	Care	Act	
(“ACA”), which requires the Secretary to 
implement a quality reporting program 
for	IRFs	that	provides	for	a	2	percent	re-
duction to the annual increase factor be-
ginning	in	FY	2014	for	any	hospital	that	
fails to report quality data. Under the 
ACA, this quality reporting data must 
be made available to the public, however, 
CMS has not yet proposed a specific date 
to begin public reporting. Beginning in 
2014,	IRFs	will	be	required	to	report	on	
two quality measures. Measure #1 con-
cerning urinary catheter-associated uri-
nary tract infections (“CAUTI”), was 
originally developed by the CDC to 
measure the percentage of patients with 

CAUTI in the ICU. Data for Measure 
#1 will be collected for all patients re-
gardless of payor and will be submitted 
through	 the	 CDC	 National	 Healthcare	
Safety	 Network.	 Measure	 #2	 relates	 to	
pressure ulcers and will measure the per-
centage of patients who have one or more 
stage	2	to	4	pressure	ulcers	that	are	new	
or worsened, when assessed at the time of 
discharge as compared with the patient’s 
condition	 upon	 admission.	 IRFs	will	 be	
required to submit data for Measure #2 
to CMS through the Inpatient Rehabili-
tation	 Facility-Assessment	 Instrument.	
CMS expects to expand the list of quality 
measures and has multiple measure top-
ics under consideration. 

Temporary adjustment to FTe Cap to Reflect 
Residents Displaced By an IRF Closure

Effective	 October	 1,	 2011,	 an	 IRF	
may receive a temporary adjustment to 
the	 FTE	 cap	 to	 ref lect	 interns	 and	 resi-
dents	added	because	of	another	IRF’s	clo-
sure. The temporary cap adjustment is in-

tended to account for medical interns and 
residents who have partially completed a 
medical residency training program at an 
IRF	that	has	closed	or	ended	its	program	
and would be unable to complete their 
training	at	another	IRF	because	that	IRF,	
otherwise, has reached its cap. Requests 
for the temporary adjustment generally 
must	be	 submitted	no	 later	 than	60	days	
after the hospital first begins training the 
displaced interns and residents.

Consolidation and Simplification of   
IRF Regulations 

Both rehabilitation hospitals and re-
habilitation units of acute care hospitals 
and CAHs are paid the same and subject 
to most of the same rules. Therefore, to 
eliminate	 confusion,	 the	 Final	 Rule	 re-
vises and consolidates the regulations for 
rehabilitation hospitals and rehabilitation 
units into one revised regulation that con-
tains	the	requirements	for	all	IRFs.	Regu-
lations that apply uniquely to rehabilita-
tion units will not be consolidated. 

Rene R. Savarise is shareholder, Hall 
R e n d e r  K i l l i a n  Hea t h  & Ly m a n , 
P SC ,  in  Louisvil l e ,  Ky.

David H. Snow, is shareholder, Hall 
Render Killian Heath & Lyman, PSC, 
Milwaukee, Wisc.

Final rule highlights
A closer look at CMS Issues FFY 2012 for Inpatient Rehabilitation 
Facility Prospective Payment System.

Both rehabilitation hospi-

tals and rehabilitation units 

of acute care hospitals and 

CAHs are paid the same 

and subject to most of the 

same rules. Therefore, to 

eliminate confusion, the 

Final rule revises and con-

solidates the regulations 

for rehabilitation hospitals 

and rehabilitation units 

into one revised regulation 

that contains the require-

ments for all irFs.

the Final rule provides 

for a 2.2 percent increase 

to irF payment rates for 

Fy 2012 and implements 

o t her  p ay men t - re l a te d 

adjustments. Did	you	know?		

Prior	to	the	Final	Rule,	an	IRF	
fa	cility	was	only	considered	
“new”	if	the	hospital	never	
had	a	rehabilitation	unit	
before.	An	IRF	can	now	be	
considered	“new”	if	it	has	not	
been	paid	under	the	IRF	PPS	
in	at	least	5	calendar	years.	

Effective	October	1,	2011,	an	
IRF	may	receive	a	temporary	
adjustment	to	the	FTE	cap	
to	reflect	interns	and	resi-
dents	added	because	of	
another	IRF’s	clo	sure.	
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By Chelsea Nichols

Lymphedema is a swelling of the 
body, typically found in an arm, leg or 
breast. Though it’s usually found in pa-
tients that receive cancer treatment, peo-
ple with no sign of illness can fall victim.

LaNa Therapists
The Lymphology Association of 

North	 America,	 or	 LANA,	 is	 an	 orga-
nization comprised of healthcare profes-
sionals that recognized a need for a certi-
fication in the treatment of lymphedema 
and related problems. As of 2008, its web 
site recognizes 12 professionals within 
Kentucky as certified as CLTs, or Certi-
fied	LANA	Therapists.	

Edward Dobrzykowski, system di-
rector of rehabilitation services and sports 
medicine at St. Elizabeth Healthcare, 

said the facility currently has three CLT 
professionals, two at the hospital and the 
third at the Covington, Ky., clinic.

imPaCT Testing
Also housed under Rehabilitation 

Services is sports medicine. The north-
ern Kentucky hospital uses its Sports 
Concussion program that highlights im-
PACT testing. imPACT, or Immediate 
Post-Concussion Assessment and Cogni-
tive Testing was developed in the 1990s 
by Drs. Mark Lovell and Joseph Maroon. 
The test is used to evaluate concussions 
and helps doctors decide if it’s smart to 
allow a player to return-to-play.

“Most concussions clear up in a week 
or two, but a certain percentage don’t,” 
Dobrzykowski said. “The more data you 
have about how they’re [the patients] do-
ing and progressing in addition to other 

tests helps you. It’s becoming very well 
recognized and I think at some point you 
may see this kind of thing mandated ei-
ther by law or strong recommendation.”

Dobrzykowski said the program is 
widely used in area high schools seasons, 
especially before football season begins. 
While other hospitals in the state use 
imPACT testing, St. Elizabeth has the 
one CIC, a credentialed imPACT con-
sultant, professional in Kentucky. Ac-
cording to the imPACT web site, Mi-
chael Miller, M.D. is the only Kentucky 
professional that has completed its pro-
gram and deemed as having the neces-
sary education and training to perform 
such consultations.

The department performed more 
than 800 baseline tests in 2011. Do-
brzykowski predicts that they will see 
over a 1,000 this year. 

A snapshot of two lesser known          
areas of rehabilitation
LANA therapists and imPACT testing become more popular in Kentucky.
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b u S I N E S S  P r A C t I C E S

By Cindy Sanders

How do you change your practice 
structure to compensate for the uncer-
tainty swirling around healthcare in to-
day’s politically-charged climate?

Trick question, according to David 
N.	 Gans,	 MSHA,	 FACMPE,	 vice	 presi-
dent of innovation and research for MG-
MA-ACMPE. The answer is you don’t. 

There is no doubt, Gans said, that 
healthcare providers are faced with a huge 
amount of uncertainty about health re-
form, reimbursements and the SGR (sus-
tainable growth rate). “Practices feel they 
are in an unpredictable environment with 
their largest payer, which is Medicare,” he 
noted. In fact, he said, practices haven’t 
seen this type of uncertainty since, well, 
last year. 

“Unfortunately, we may be in the 
same position in December 2012 where 
we are having the exact same conversa-
tion. We’ve got a f lawed payment system,” 
he continued. “In order to remove the 
SGR, we need to add to the federal debt 
$325 billion, which is the cost of having 
deferred physician payment decreases for 
the past nine years. It’s potentially easier 
to kick the can down the road another 
year than to admit the federal debt has to 
be increased by this amount.”

While there might be some breath-
ing room to abolish the SGR following 
the 2012 national elections, he contin-
ued, practices cannot afford to adopt a 
‘wait and see’ attitude when it comes to 
examining their business operations and 
bottom line.

“The good news is managing in this 
very volatile and difficult climate is no 
different than practicing in a good envi-
ronment,” Gans said. After all, he noted, 
best	practices	are	just	that—the	very	best	
practices that should be instituted to max-
imize productivity, cost efficiency and ap-
propriate reimbursements no matter what 
the outside forces.

Increasing Productivity
Gans said every practice should 

look at throughput and determine 
whether or not the right people are do-
ing the right jobs. “A practice needs 
to focus f irst on productivity. It’s not 
easy, but it has the greatest return for 
the practice,” he noted.

He urged practices to begin by as-
sessing their appointment scheduling 
to determine if it allows physicians to 
be as efficient as possible. “If you have 
20 appointment slots in a normal work 
day, and you work a five-day work week, 
that’s 100 appointment slots. How many 
patients did you see? Eighty? One hun-
dred?” Practices need to evaluate their 
no-show policy and look at the manner 
in which they work additional people 
into the system when a slot opens up.” 

If Monday mornings are hectic and 
Friday	 afternoons	 slack,	 look	 at	 what	
types of routine appointments could be 
shifted to the slack time. The open ac-
cess concept, which utilizes few fixed 
appointments daily, is another option 
for some practices to address a high no-
show rate. 

“It doesn’t work well for every spe-
cialty, every practice; but where it does 
work, it can work very well. When you 
have same-day appointments, you typi-

Best business practices
Finding your footing in uncertain times.

Closely linked to productivity, 

one of the biggest cost inefficien-

cies is having overqualified staff 

members performing tasks.

Continued on page 19

Best practices are just that—

the very best practices that 

should be instituted to maxi-

mize productivity, cost effi-

ciency and appropriate reim-

bursements no matter , what 

the outside forces. Performance	&	Practices	of	Successful	
Medical	Groups

MGMA-ACMPE	has	recently	published	a	report	highlighting	
actions	that	set	successful	practices	apart	from	the	
mainstream.	The	data	was	distilled	from	survey	information	
collected	from	members	across	the	nation.	Below	are	a	few	
highlights.	For	more	details,	go	online	to	www.mgma.com.

•	 Better-performing	practices	generate	more	revenue.	
These	practices	ranged	from	approximately	$185,000	to	
$320,000	per	FTE	physician	more	in	total	medical	revenue.	
Several	factors	contribute	to	higher	revenue	including,	
but	not	limited	to,	higher	productivity,	sound	operational	
efficiency,	and	the	types	of	services	the	practice	provides.

•	 Better-performing	practices	collect	their	receivables	more	
quickly	than	their	peers.	Better	performers	had	approximately	
seven	to	10	percent	of	their	total	accounts	receivables	in	
the	category	of	120	or	more	days.	In	contrast,	groups	that	
didn’t	fare	as	well	(“Others”)	had	between	19	to	35	percent	
of	their	total	accounts	receivable	in	the	120+	category.

•	 Better-performing	practices	create	operational	
efficiencies	to	ensure	strong	provider	productivity.	
In	some	cases,	the	top	practices	performed	nearly	
twice	as	many	procedures	as	the	“Others”	group.

•	 Missing	opportunities	to	collect	on	past	due	accounts	
can	make	or	break	a	practice.	Consequently,	better-
performing	practices	carry	fewer	bad	debts	on	the	books.	
Better-performing	groups	had	approximately	$6,900	to	
$14,000	less	in	bad	debt	than	the	“Others”	group.
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cally don’t have no shows,” Gans said.
Additionally, practices should see if 

it’s possible to add one more patient a day. 
“The simplest thing you can do to increase 
productivity is to increase the number of 
people in the waiting room.” 

Gans noted that most practices have 
very high fixed costs. Serving one more 
person a day often accrues only the extra 
cost of a handful of disposable items like 
a tongue depressor or the paper lining the 
exam table. “There’s not a lot of incremen-
tal cost typically so that revenue goes to 
your bottom line.”

Although it’s critical not to compro-
mise quality, a frank evaluation of work-
f low and throughput often uncovers ways 
to increase appointment scheduling. 

Maximize Cost efficiency
Closely linked to productivity, one 

of the biggest cost inefficiencies is having 
overqualified staff members performing 
tasks. It might be possible for a practice 
to add another appointment during the 
day if the physician quits doing tasks that 
could be handled by a nurse, and a nurse 
quits taking on tasks that could be per-
formed by a tech. 

Another area where many practices 
might be more cost efficient is in their 
supply contracts. While malpractice in-
surance rates, which receive a good deal 
of attention, are unquestionably an issue, 
Gans pointed out that pediatricians actu-
ally spend 10 to 11 times more per doctor, 
per year on medications and immuniza-
tions than on malpractice insurance “so 
manage your drugs.” 

He suggested taking advantage of 
group purchasing organization’s (GPOs), 
which are available to individual practices 
and might also be available through hospi-
tals where physicians have privileges. “Do 
the easy ones first,” he said of becoming 
more cost efficient. “If you can buy the 
same product for less money, the balance 
goes to your bottom line.”

The second ‘easy’ area is to look at 
ways to avoid waste. Regular inventory 
should help point out which medications 
are expiring before being used. Although 
looking at staffing issues is tougher, it can 

certainly reap big rewards in terms of ef-
ficiency	 and	 productivity.	 Finally,	 Gans	
said to consider the physical plant. “Are 
you using your facility to the best of your 
ability? Could you rent less space or sub 
out extra space?” 

get Paid for the Work You Do
This is an area where a lot of revenue 

simply walks out the door. Despite know-
ing the best practices attached to revenue 
collection, too often co-pays are not col-
lected at the time of service, processing 
claims takes too long and bills are submit-
ted with inaccuracies 

“Most denied claims are denied be-
cause of incorrect patient information,” 
said Gans. 

Incorrect coding is also a major is-
sue	 —not	 just	 when	 it	 comes	 to	 denials	
but also as it pertains to the total reim-
bursement remitted. “In surgical special-
ties where there are multiple procedures 
performed at a single time, the sequence 
of procedures makes a difference,” he said. 
“Does the sequence on the EOB (expla-
nation of benefits) match the sequence on 
the bill? If the sequence is changed, the 
payment might change.”

Gans continued, “Make sure any re-
jected claim is researched and rebilled 
quickly.” Even when payment is remitted, 
he said offices should evaluate the EOB 
to make sure the claim was paid correctly 
and according to contracted rates. 

This type of checking and recheck-
ing should be a routine business process, 
but the basics are often overlooked in the 
bustle of a busy practice.

Bottom Line
Even if Congress provides physicians 

a short-term measure of certainty by kick-
ing the reimbursement can down the road 
once again, Gans said it isn’t a pass on 
evaluating your practice in terms of pro-
ductivity, efficiency and being paid ap-
propriately for services rendered. “These 
are the fundamentals of good business 
practice,” Gans concluded. “If you are go-
ing to deliver good quality healthcare, you 
don’t want to worry about being able to 
keep the doors open, and this keeps the 
doors open.”

b u S I N E S S  P r A C t I C E S

MGMA,	ACMPE	
Merge			

Taking	a	page	out	of	their	
own	book	on	efficiency	
and	productivity,	the	sister	
organizations	of	the	Medical	
Group	Management	Association	
and	American	College	of	Medical	
Practice	Executives	formally	
merged	at	the	beginning	of	
2012	to	better	serve	members.	
Approved	by	the	respective	
memberships,	the	new	
association	continues	to	use	the	
established	MGMA	and	ACMPE	
brands	while	investigating	ways	to	
align	these	brands	for	the	future.	

With	22,500	members,	MGMA	
is	the	largest	professional	
membership	association	for	
medical	practice	management	
leaders.	The	highly	respected	
ACMPE	certification	has	6,750	
members.	Current	members	
of	both	organizations	were	
automatically	transitioned	to	
members	of	the	new	MGMA-
ACMPE	association	and	pay	a	
single	dues	payment	equal	to	
current	MGMA	dues.	Members	
of	the	new	association	who	wish	
to	pursue	certification	through	
ACMPE	will	no	longer	need	to	
join	a	separate	organization	and	
pay	separate	dues	annually.

Continued from page 18
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By amy Higgs

Physicians with the Pulmonary, Criti-
cal Care and Sleep Disorders Medicine 
practice of University Medical Associates 
(UMA), in partnership with University 
Hospital, are the first in Kentucky to offer 
a new and innovative asthma treatment to 
patients. The Alair Bronchial Thermoplas-
ty System is the first non-pharmacological 
treatment for adults with severe, persistent 
asthma who don’t respond to standard med-
ical interventions. Bronchial thermoplasty 
complements current asthma maintenance 
medications by providing long-lasting con-
trol and improving asthma-related quality 
of life for patients.

“As pulmonologists, we are often re-
ferred patients who have very difficult-to-
control	 asthma,”	 said	Rodney	Folz,	M.D.,	
Ph.D., chief of Pulmonary, Critical Care 
and Sleep Disorders Medicine-UMA. 
“While many patients’ asthma can be con-
trolled with inhaler medications, oral pills 
or immunotherapy shots, combined with 
avoidance of environmental exposures, 
there are some whose asthma simply won’t 
respond to these treatments. Individuals 
with this form of severe, persistent asthma 
have had no other effective treatment alter-
natives, until now.” 

How it Works
Bronchial thermoplasty treatment is 

performed through the working channel of 
a standard flexible bronchoscope that is in-
troduced through a patient’s nose or mouth, 
and into their lungs. The tip of the small 
diameter catheter is expanded to contact the 
walls of targeted airways. Controlled ther-
mal energy is then delivered to the airway 
walls to reduce the presence of excess airway 
smooth muscle that narrows the airways in 
patients with asthma. The minimally inva-
sive procedure, like many other flexible en-

doscopy procedures, is done under moder-
ate sedation, and the patient returns home 
the same day. Studies have demonstrated 
that patients who use this treatment have an 
84	percent	decrease	in	ER	visits,	73	percent	
decrease	in	hospitalizations,	66	percent	de-
crease in lost days at work and a 32 percent 
decrease in asthma attacks. 

Tanya Wiese, M.D., an interventional 
pulmonologist, received special training on 
the device, and will serve as the lead phy-
sician performing bronchial thermoplasty 
treatment. Treatments will be performed 
in the endoscopy/ bronchoscopy unit at 
University Hospital. Patients will receive 
follow-up care at the private practice offices 
of UMA.

“We pulmonary physicians at ULP 
are very excited to be able to offer this new 
treatment to patients and their physicians,” 
Folz	 said.	 “We	 collaborate	 with	 allergists,	
primary care physicians and pulmonolo-
gists, all of whom take care of patients with 
asthma, to provide this highly specialized 
treatment intervention. We are pleased to 
the first to provide this major medical ad-
vance to all Kentuckians.”

University Medical Associates is a divi-
sion of University of Louisville Physicians.

Amy Higgs is a public relations manager 
with University of Louisville Physicians.

ULP doctors first in 
Kentucky to offer new 
asthma treatment 
Bronchial thermoplasty treats  
severe asthma sufferers without   
use of medication.
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Twenty years ago, Cardinal Hill 
Rehabilitation Hospital opened 

the general rehabilitation unit. 
Our hospital not only remodeled 

the spinal cord unit, but increased 
the bed capacity. Soon after, we 

opened the first Young Adult Day 
Program in Central Kentucky and the 

Lyman V. Ginger Pediatric. We’ve started 
new programs, built new care centers and 

continue to serve the Commonwealth of 
Kentucky. We serve five inpatient units and 

strive to maintain our mission of being a 
benchmark in the nation for excellence in 

physical rehabilitation services.

What happened 20 years 
ago in healthcare?Anthony E. Dragun, M.D. was recog-

nized as an advocate for “breast con-
servation,” offering women the same 
possibility to treat breast cancer while 
avoiding the physical and psychologi-
cal consequences of a mastectomy.

Current Position: assistant Professor of 
Radiation Oncology at the James graham 
Brown Cancer Center’s Multidisciplinary 
Breast Cancer Program.

award Received: The Seven Counties Ser-
vices Healthcare advocacy award (2010)

How did winning a MediStar award affect 
you both professionally and personally?

Personally and professionally it was a 
tremendous honor that served as a heart-
felt validation of our efforts to help im-
pact disparities in the treatment of breast 
cancer for women in the region.

What personal or professional devel-
opments have occurred since you won 
your MediStar?

I’ve been invited to speak at several 
national meetings, including the Ameri-
can Society of Radiation Oncology and 
the American Society of Clinical Oncol-
ogy to present our work. This has led 
to our ability to apply for grant fund-
ing	 through	 the	 National	 Institutes	 of	
Health, the Susan G. Komen Society 
and the American Cancer Society. 

any other news you would like to share 
with our readers?

The multidisciplinary breast can-
cer center at the James Graham Brown 
Cancer Center has grown by leaps and 
bounds	 since	 obtaining	 National	 Cer-
tif ication. We have recently added a 
Harvard-trained medical oncologist 
and are in the process of bringing on 
two new breast surgeons from the Mayo 
Clinic and MD Anderson Cancer Cen-
ter. We will continue to be the engine 
of progress in the region with regard to 
novel therapies and holistic integrated 
breast cancer care to serve the women 
of Kentuckiana for decades to come.

MEDI STAR
THE 2011

AWARDS

MediStar:  Where are    
they now?
The MediStar Awards were established  
in 2007 as the region’s premier venue  
for recognizing excellence in the 
business of healthcare. Medical News 
decided to check-in with a former 
award recipient.

Proven Specialist in
Healthcare Marketing

With three decades of experience,  GROUP NINE has created a niche 

in serving healthcare-related businesses, including hospitals 

and physician practices, throughout Kentucky and Indiana. 
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Seek professional care today – call on the experts at GROUP NINE.
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Founded	 in	1953,	 the	Asthma	and	
Allergy	Foundation	of	America	(AAFA)	
is a national foundation dedicated to 
serving	the	more	than	60	million	Amer-
icans with asthma and allergic diseases. 
We would like to f irst commend Sena-
tor Tom Jensen for attempting to curb 
meth use and production in Kentucky. 
There is no doubt our country’s meth 
problem must be stopped. Yet, impos-
ing a prescription mandate on decon-
gestants containing pseudoephedrine 
(PSE), as suggested in SB50, is not the 
right solution. In fact, according to our 
Pseudoephedrine Awareness Study, an 
overwhelming	majority	 of	 patients	 (71	
percent) oppose laws that would re-
quire a doctor’s prescription for over-
the-counter medicines with PSE like 
Claritin-D® and Sudafed®. 

Patients responding to the survey 
made clear their concerns that a pre-
scription-only mandate would create an 
undue burden on law-abiding patients 

and significantly increase the cost of 
their healthcare. Some argue that if 
SB50 becomes law, allergy sufferers 
will just simply buy other formulations 
of allergy medicine at their pharmacy. 
Unfortunately, for many cold and al-
lergy sufferers, the situation is not that 
simple as OTC medicines are the only 
decongestant available for patients for 
extended,	12-	and	24-	hour	relief.	Ken-
tucky ranks as one of the hardest hit 
areas for allergy sufferers and last year, 
over	498,000	Kentuckians	took	the	ex-
tra step of waiting in line and showing 
identif ication to purchase medicines 
containing PSE. Clearly Kentuckians 
have shown that they need medicines 
that contain PSE. 

More	 than	 60	 million	 American	
adults and chi ldren are l iving with 
asthma and a l lergies, making these 
among the most common chronic dis-
eases	 in	 the	 U.S.	 An	 estimated	 360,000	

Letter to the editor

I n  2 0 1 1 ,  S e v e n 
Counties Services’ Pre-
vention Division and the 
Louisvil le Metro Police 
D e p a r t me nt  r e c e i v e d 
a federal grant to re-
duce underage drinking 
by taking steps to limit 
teens’ access to a lcohol. 
The grant funds a proj-
ect known as “Underage 
Drinking. Adult Conse-
quences.” Over the next 
yea r  L ou i s v i l le  Met ro 
Pol ic e  a nd other  s t a te 
and local police agencies 
will step up their ef forts 
to apprehend underage drinkers and 
adult suppliers. Planned activities in-
clude party patrols, tailgating patrols, 
safety checkpoints, shoulder tap in-
vestigations and business compliance 
checks. Offenders will be charged and 
there will be no leniency for a lcohol-
related offenses.

I serve as a prevention specia list 
for the Seven Counties Services’ Pre-
vention Division and I teach under-21 
DUI classes and drug and alcohol use 
prevention classes for teenagers. Be-
fore coming to Seven Counties, I was 
a police off icer. Through the years, 
I have seen so many teens go down 
the path of drug and alcohol use. A l-
though some teens never get caught 
by their parents, arrested by police, or 
hurt in a vehicle collision due to a l-
cohol use, I have witnessed the many 
who do. Teens a lso experience other 
problems from alcohol use, including 
lower performance in sports and class-
work. Many of the problems faced by 
youth are not seen by adults until it is 
too late.

I cannot count the number of 
times	 I	 heard	 a	 parent	 say,	 “Not	 my	
kid,” or “My kid only used once,” or 
“Some of my teen’s friends may use 
but my kid is too smart for that.” As 
parents, we want to believe that we’ve 
taught our kids the right path and 
that they’ve absorbed every word. It 
can be hard to accept that they are 

kids and they are going to 
make some bad choices.

The best way to reduce 
the chances they’ l l make 
those bad choices is to 
communicate consistently 
and often. Teenagers need 
c on s t a nt  r e i n forc ement 
when it comes to learning 
and practicing good val-
ues and morals. I have a 
16-year-old	 daughter,	 so	 I	
can relate to the problems 
and issues parents face. 
The important thing to re-
member is that you are not 
a lone and keeping the lines 

of communication open to your teen-
ager will benef it the both of you in the 
long run.

Finally,	 I	 ask	 a ll	 parents	 to	 re-
member that it is i l legal to supply a l-
cohol to minors. Violators will face 
f ines and possible jail time. So don’t 
be the one to supply a lcohol to minors 
and you won’t have to worry about the 
consequences involved.

If you would like more informa-
tion about how to prevent teen a lcohol 
use or drug abuse contact the Seven 
Counties Services’ Regional Preven-
tion	Center	at	502-589-8600	or	www.
sevencounties.org and click on “pre-
vention” under the “our services” tab. 
A lso, a technique to involve teens di-
rectly in preventing underage drink-
ing is through the Reel Action Pre-
vention of Underage Drinking project 
video	contest.	In	February,	videos	cre-
ated by local teens will be showcased 
at https://reelactionky.com where on-
line voting will determine the viewers’ 
favorite and may result in some major 
TV airplay. To report violations of 
underage drinking offenses, underage 
parties, adults or businesses supply-
ing a lcohol to minors, simply contact 
Louisvil le Metro Police Department 
at	 574-LMPD.	 Remember	 “Underage	
Drinking, Adult Consequences.”

Craig Phillips, MPA is a Prevention Spe-
cialist for the Seven Counties Services’ Preven-
tion Division.

Underage Drinking.   
Adult Consequences.

By Craig Phillips

Many of the 

problems faced 

by youth are not 

seen by adults 

until it is too late.

Statement of the Asthma and  
Allergy Foundation of America

Continued on page 23
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Program at Midway’s 
Paintsville campus

The University of Charleston in West 
Virginia and Midway College in Kentucky 
announced an initiative that would educate 
more pharmacists for rural Kentucky at a 
press conference Wednesday on the Univer-
sity of Charleston campus.

The two schools have signed a letter 
of intent outlining the basics of a proposal 
for the University of Charleston to establish 
and operate a branch of its pharmacy school 
at the Midway College Paintsville campus. 
The	letter	of	intent	starts	a	60-day	due	dili-
gence period, during which the schools will 
explore the feasibility and ramifications of 
the expansion and seek approval from the 
Accreditation Council for Pharmacy Edu-
cation (ACPE).

If a final agreement is reached, the 
University of Charleston would operate 
the school of pharmacy in Kentucky as a 
branch campus and deliver its full four-year 
Pharm.D. program in Paintsville beginning 
in January 2013.

“Midway College sees this as the most 
prudent means of bringing pharmacy edu-
cation to the area and fulfilling all of our 
goals,” said Dr. William B. Drake, Jr., Presi-
dent of Midway College. “Building a school 
from the ground up takes great effort, time, 
money and innovation. This collaboration 

is innovative - we are matching our turn-
key facility with UC’s existing curriculum 
to move along the process of realizing the 
dream of opening a school of pharmacy in 
Paintsville less expensively for all involved. 
This gets us to where we want to be, sooner 
rather than later.”

Midway’s current faculty and staff 
will be interviewed by the University of 
Charleston for positions needed at the 
Paintsville site, assuming a final agree-
ment is reached, and Midway’s current 
accepted pharmacy students will be en-
couraged to apply to UC to be consid-
ered for admission into the University of 
Charleston program. 

The Paintsville school will be 

known as the Perry Center 

for Pharmacy Education at 

the university of charles-

ton School of Pharmacy

I N  t h E  N E W S

people in Kentucky have asthma, approxi-
mately 30 percent of whom are children, 
and	561,000	have	nasal	allergies.	Addition-
ally, more than 300 million Americans get 
the common cold an average of five times a 
year,	and	up	to	60	million	Americans	suffer	
from	the	 flu	each	year.	For	many	of	 these	
patients, PSE-containing medications are 
the only oral decongestants that work, and 
PSE is the only decongestant available for 
12-	and	24-hour	relief.	Without	timely	ac-
cess to these medicines, some patients may 
experience unneeded health consequences. 

Meth abuse is a serious health and law 
enforcement issue, but it simply does not 
make sense to punish legitimate patients 
with unnecessary and costly trips to the 
doctor’s office. The electronic tracking, or 
e-tracking, solution supports law enforce-
ment in the fight against meth without 
restricting an individual’s freedom to pur-
chase medications they need, when they 
need them. More importantly, two-thirds 

(66	percent)	of	patients	surveyed	said	they	
support and prefer an e-tracking law to 
monitor the sale of medications with PSE. 

On behalf of the asthma, allergy, cold 
and flu patients across Kentucky and the 
nation,	the	Asthma	and	Allergy	Foundation	
of America urges the Kentucky General As-
sembly to reject SB50 – a restriction that 
will make it difficult, expensive, and incon-
venient for patients to get the decongestant 
medications they need. Instead, we urge 
you to consider strengthening the current 
e-tracking system, which prevents criminals 
from purchasing illegal quantities of PSE 
and preserves patient freedom. 

Respectfully submitted, 
Charlotte W. Collins, J.D. 
Vice President of Policy and Programs 
The Asthma and Allergy  
 Foundation of America
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