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Mental  
health  
pioneer
After 32 years at the helm of Seven Counties Services, Dr. Howard F. Bracco  

intends to retire, but not before he talks to Medical News about his 

experiences and the future state of mental healthcare in Kentucky.

By Ben Keeton

On August 1, 1978, Howard F. Brac-
co, Ph.D., CBHE, assumed the leadership 
of a fledgling community mental health 
center with less than 300 employees, cre-
ated out of the dust of a bankrupt prede-
cessor. The president and chief executive 
officer of Seven Counties Services, Inc., 
the community behavioral health and de-
velopmental services organization serving 
Kentucky’s largest city – Louisville – and 
surrounding counties, Dr. Bracco holds 
the distinction of being Seven Counties’ 
only president and CEO.

In his long tenure as a regional, state 
and national leader in the field of behav-
ioral healthcare, Dr. Bracco has been a 
champion for people who need, but cannot 

afford, behavioral health services. He has 
maintained an unwavering focus on cre-
ating access and high quality services for 
all in need. Through both his leadership 
of Seven Counties and the private practice 
he maintains in clinical psychology, he ef-
fectively lives his motto of “improving the 
quality of life” for those he serves.

Dr. Bracco intends to retire from his 
position on April 30, 2011. Medical News 
recently sat down with Dr. Bracco, who 
shared his thoughts on the behavioral 
health system in Kentucky and reflected 
on his tenure.

MN: What did Seven Counties Services 
look like when it first emerged?
HB: It provided mostly outpatient men-
tal health services and operated a state 
hospital. It had a budget of about 6 mil-

lion dollars with 300 employees. Seven 
Counties today has a 95 million dollar 
budget with 1,400 employees. 

MN: What was the perception of mental 
health then?
HB: Mental healthcare was mostly de-
livered through state hospitals. Inde-
pendent practices and psychiatry were 
pretty limited. Mental healthcare was 
not very visible

What is significant is that we didn’t 
identify behavioral healthcare as a part of 
healthcare. 

MN: Behavioral healthcare was consid-
ered separate from physical healthcare?
HB: Right. One of the things that are 
coming to fruition is the integration of 
behavioral health into physical healthcare. 

Pediatric mental health
Pediatricians throughout the state of Kentucky 
view mental health as an area of critical concern in 
their practices. Most of pediatric training occurs in 
hospitals or intensive care unit settings where the 
focus is on acute illness and little attention is given 
to chronic behavioral health issues.

Read more on page 13

Cognitive training  
opens minds
Seven Counties Services, the region’s safety net 
provider of behavioral health, developmental 
disability, and substance abuse services, will be 
expanding its scope within the brain sciences field 
when it opens a new LearningRX cognitive training 
center in Eastern Jefferson County in May of this year.

Read more on page 11

ICD-10
ICD-10 will allow for the collection of detailed 
information and has been used to code and 
classify mortality data in the United States from 
death certificates since January 1999. With the 
current focus on electronic health records and 
collecting data to determine quality and cost in the 
healthcare system, ICD-10 is believed to be a better 
coding system to capture this information.

Read more on page 21

Special Section:
Healthcare 
Innovation
An innovative and ongoing new program called 
Pulse of Surgery connects middle and high 
school students with an operating theatre at 
Louisville’s Jewish Hospital, in real time, 
via broadband internet link.

Read more 
on page 24
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Healthcare  Innovation

Healthcare innovation has been on my mind recently. I can’t 
have a simple breakfast with friends without subjecting them 
to my thoughts and feelings on the subject. My latest focus has 
been on the recent visit by the Drug Czar and his tour of Ken-
tucky’s prescription drug problem.

As I read the latest articles or tweets on my iPhone about 
his tour, I find it interesting that we have not been able to tackle 
this significant and costly problem by using technology. I think 
we can all agree that there is a prescription drug problem in Ken-
tucky. However, we tend to go different directions on how to 
tackle this problem.

Recent legislation at both the state (Kentucky and Indiana) 
and Federal level are trying to fight the problem by turning phy-
sicians and pharmacists into law enforcement. While this may 
help deter minor criminals, its overall effect on the problem will 
be minimal. It is also unfair to ask physicians to serve as law 
enforcement.

The healthcare community in our region is outstanding and 
innovative. It is time for us to work together to make healthcare 
more transparent, easier to access and safer for the people who 
use it correctly. We should have or develop the tools that will 
enable physicians, pharmacists and other healthcare workers to 
practice their art and take care of their patients.
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Kindred Healthcare understands that when 
people are discharged from a traditional hospital, 
they often need continued care in order to recover 
completely. That’s where we come in.

Kindred offers services including aggressive,  
medically complex care, intensive care and short-
term rehabilitation.

Doctors, case managers, social workers and family 
members don’t stop caring simply because their 
loved one or patient has changed location. Neither 
do we.
 
Come see how we care at  
www.continuethecare.com.

Recovery Isn’t Simply a Goal, 
It’s Our Mission. 

Dedicated to Hope, Healing and Recovery

CONTINUE THE CARE
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Mental health pioneer
Continued from page 1

In the earlier days, services were focused on 
developing insights into conditions. There 
was a tremendous impact of psycho-social 
factors (i.e. how things were in the family). 
There was a lot of blame on parenting. 
 That has shifted significantly to un-
derstanding major mental illnesses as 
brain diseases. With the advances of CAT 
scan capabilities and tomography, we’ve 
been able to demonstrate that people with 
severe mental illnesses really have some 
differences in terms of brain function.

MN: How has your organization worked 
with the healthcare community to try and 
integrate behavioral health as part of over-
all physical health?
HB: We opened channels of communi-
cation—first with primary healthcare. A 
large majority of behavioral health really 
is provided by primary healthcare physi-
cians. We also look at referral systems and 
co-location so that the physician is in-
volved with physical healthcare manage-
ment and has ready access to behavioral 
healthcare and the skill set to identify 
when that is needed.

MN: If you were to give Kentucky a grade 
for moving in a direction towards integra-

tion, where are we?
HB: I would give it a “D.” We aren’t an “F” 
because I’ve seen progress made in terms 
of family healthcare centers in Louisville. 
I know what my colleagues across the state 
are doing. We are at the beginning levels of 
thinking and evolving models. We are still 
overcoming historical perspectives that see 
mental health as set outside of medicine. 

MN: You have been instrumental in mak-
ing changes happen. There are others that 
helped lead this fight. Can you talk about 
some of those groups?
HB: Passport is an example of acknowl-
edging behavioral health services. UofL 
Department of Behavioral Sciences and 
Psychiatry is looking to advance this aspect 
of healthcare through their research. Com-
munity wide meetings now include mental 
health as part of the healthcare discussion. 

Integration cuts across a variety of sys-
tems. One of the things we look at is our 
objectives as a community. We regularly 
discuss developing jobs, businesses, and 
having an effective educational system. 

We are all concerned about education. 
More than 100 schools actually have on-
sight counselors working with children. If 
you want to go back to talking about the 

Snapshot: Howard F. Bracco 
Howard F. Bracco, Ph.D., CBHE, became president and 
chief executive officer of Seven Counties Services, Inc., the 
community behavioral health and developmental services 
organization serving Kentucky’s largest city – Louisville – 
and surrounding counties, on August 1, 1978. 

Seven Counties Services, Inc., a private, non-profit 
organization, today employs more than 1,400 administra-
tive and clinical staff, serving more than 32,000 clients at 
more than 20 clinical locations (many owned and operated 
by Seven Counties) and 90 schools across metro Louisville 

and the surrounding region. The annual operating budget is now over $90 million.
Dr. Bracco has been an adjunct faculty member of the Department of 

Psychiatry and Behavioral Sciences at the University of Louisville. He held 
similar positions in the Departments of Psychology at both Spalding Univer-
sity and the University of Louisville, as well as at the University of Louisville’s 
Kent School of Social Work. 

He is a former member of the board of directors of the National Council 
for Community Behavioral Healthcare and former chair of the Mental Health 
Corporations of America board, and is currently a member of the board of 
the Mental Health Risk Retention Group. Locally, he serves on the Board of 
Governors of Central State Hospital, and serves on the Commission for Police 
Accountability. He is also a member of the Executive Committee of the Board 
of Directors of the Health Enterprises Network. 

In 2010, Dr. Bracco’s career and professional achievements were nation-
ally recognized when he was awarded the National Council for Community 
Behavioral Healthcare’s Visionary Leadership Award and the Center for Non-
Profit Excellence Lifetime Achievement Award. 

Dr. Bracco earned a Bachelor of Science degree at Brooklyn College, a 
Master of Arts at Western Michigan University and a Ph.D. at the University 
of Kentucky – all in the field of psychology and clinical psychology.

Dr. Howard Bracco with Dr. Adewale Troutman at last year’s Celebrate Recovery Conference.
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Dr. Howard Bracco with the MediStar Dignity of Humanity Award and with Dr. Garcia-Gray (MediStar 

Physician of the Year) and Vicki Knable, CFO of the Year from Business First. 

Dr. Howard Bracco with the Shelby County staff.

early days, it was almost impossible to be 
involved in the schools. They had attitude 
of “we are here to teach kids and not to deal 
with their family problems and issues.” 

Another area you might consider is 
the criminal justice system, specifically 
dealing with recidivism and re-entry. A 
large number of offenders have substance 
abuse issues. You need to effectively inter-
vene to reduce the prison population. There 
was a time when mental health and mental 
illness was considered a moral issue. If a 

particular person who is a substance abuser 
drank too much, they needed to stop. Con-
sequently, when they drank too much they 
were breaking the law. So they were arrest-
ed. We have come to understand substance 
abuse is an illness. It needs to be decrimi-
nalized and people need to be treated.

MN: What do we need to do as a state to 
make sure we are continuing to head in 
the right direction?
HB: Think about what we want to see 

in this state. This is a state that has sig-
nificant health issues. If the vision is to 
become a healthy population, you have to 
look at decisions and ask whether it puts 
you closer or further away from that goal. 

If you keep the politics out of it, which 
is almost impossible to do, that would fur-
ther the state and get us to where we would 
like to be and would save us resources or 
at least enrich our living within this state. 

MN: If you get a retirement gift from 

the governor or one of the senators, what 
would you ask for?
HB: That level of thinking. Over the years 
what I got most frustrated about and also 
at the same time most impressed about is 
that we tend to solve problems in a vacu-
um. We make single decisions that seem 
to be good at the time but they are full of 
unintended consequences. I would like to 
see politicians be less concerned about re-
election and more concerned about doing 
their job. 

WHERE TO TURN WHEN THE PRESSURE’S ON.

THIS IS AN ADVERTISEMENT
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and Home Health
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Hospitals and Health Systems
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and Regulation
Health Care Reform
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You may qualify for a
free 6-month, 

on-line training program
to develop the 

Electronic Health Record 
for doctor’s offices 

and hospitals

New federal law requires all medical records to be electronic by 2015

Apply today! 
(502) 213-2605

Jefferson.KCTCS.edu 
(Workforce Solutions)

This non-degree Health Information Technology 
Training Program is open to people with 
medical or computer education or backgrounds.

Start this on-line program at any time, at your 
convenience.  If you complete the program in 
6-months, you will pay only a $50 registration fee; 
the $490 tuition will be paid.

Learn to set up Electronic Health Records, coordinate 
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Job placement assistance is provided to graduates.

KENTUCKY COMMUNITY & TECHNICAL COLLEGE SYSTEM
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P E O P L Ein brief
Baptist Medical Associates Prospect

Lori Shea Green, APRN, FNP, has joined 
Baptist Medical Associates Prospect. 

Jewish Hospital & St. 
Mary’s HealthCare

Jennifer Nolan has been named president 
and CEO of Our Lady of Peace. 

Christopher Schweighardt, RN, MSN, has joined 
Our Lady of Peace as director of nursing services 
for child/adolescent and adult general psychiatry.

Masonic Homes

Katherine Futrell has joined Masonic 
Homes as Activities Coordinator.  

University of Louisville

Dr. Craig Roberts, professor of orthopaedic 
surgery at the University of Louisville, is 
the new chairman of the department. 

GREEN NOLAN

FUTRELLSCHWEIGHARDT

ROBERTS
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By Lynne Jeter 

As expected, Senate Democrats 
quickly quashed the Republican-ruled 
House of Representatives legislation re-
pealing President Barack Obama’s health-
care reform law on Feb. 2. Ironically, the 
vote occurred two days after a federal 
judge in Florida ruled the law—officially 
known as the Patient Protection and Af-
fordable Care Act of 2010 and the subse-
quent Health Care and Education Recon-
ciliation Act of 2010— unconstitutional 
in the case of Florida v. U.S. Department 
of Health and Human Services filed by 
the National Federation of Independent 
Business and 26 states, including five in 
the South.

Senate Republicans who bolstered ef-
forts to repeal the controversial law took 
home a parting gift on Groundhog Day 
with the passage of a bill killing the tax-
reporting requirement that would’ve re-
quired business owners to file 1099 tax 

documents on all cumulative purchases 
from individual vendors totaling more 
than $600 annually. Last year, several at-
tempts failed to repeal that provision, with 
both parties bickering over financial as-
pects. This particular Democratic amend-
ment garnered broad bipartisan support, 
passing 81-17 in the Senate. At press time, 
that bill was headed to the House. 

Party Lines
Democrats have remained emphatic 

about banding together to stop full repeal 
efforts, while admitting they are open 
to tweaking the law. Equally passionate 
about their stance, Republicans believe 
they hold a trump card, saying that some 
Democrats who supported the health re-
form bill and now consider it a mistake 
will at least vote for positive changes. 

“We should repeal this bill and start 
over,” said Sen. Orrin Hatch (R-Utah). 
“We may not do it today, and we may not 
do it tomorrow, but we will defeat this bill.”

“Fixing” health reform
From full repeal to slight tweaking,  
Congress focuses on healthcare.

Continued on page 10
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N E W Sin brief

The Louisville Healthcare Fellows, a 
business acumen program of the Health 
Enterprises Network, will begin its 2011 
session with a class of 23 high-level, 
healthcare executives. 

The 2011 class includes: 1) Deborah 
Brown, business development manager, 
KY, Turner Construction; 2) Andrew 
Cassis, large group sales manager for KY, 
Anthem Blue Cross Blue Shield; 3) Daryn 
Demeritt, vice president, government re-
lations, ResCare, Inc.; 4) Todd Dunaway, 
architect, GBBN Architects; 5) Kay Gard, 
KDC operations manager, PT global sup-
ply chain, Genentech; 6) Gisela Gold-
stein, assistant vice president for health 
affairs/finance, University of Louisville 
Health Science Center; 7) Henry Gor-
dinier, senior director of strategic plan-
ning, Kindred Healthcare; 8) A. Court-
ney Guild, shareholder, Hall Render 
Killian Heath & Lyman PSC; 9) Nicho-
las Harshfield, vice president of finance/
CFO, Christian Care Communities, Inc.; 
10) Shari House, assistant vice president, 
BB&T Insurance Services, Inc.; 11) Steve 
Ivey, healthcare reporter, Business First; 
12) Tiffany Kelley Jenkins, director of 

business development, Kelley Construc-
tion, Inc.; 13) Steven MacLauchlan, pres-
ident, Norton Audubon Hospital, Nor-
ton Healthcare; 14) Marilyn Musacchio, 
Ph.D., MSN, BSN, RN, APRN, CNM, 
FAAN, dean of nursing education, Sul-
livan University; 15) Janet Reilly, senior 
vice president, The Private Client Re-
serve, U.S. Bank; 16) Sonia Rudolph RN, 
MSN, ARNP, FNP-BC, nursing division 
chair, Jefferson Community & Techni-
cal College; 17) Cheryl Scanlon, wellness 
manager, University Hospital Louisville; 
18) Adam Shewmaker, healthcare consul-
tant, Dean Dorton Allen Ford PSC; 19) 
Scott Smiser, corporate IT director clini-
cal infrastructure, informatics & ancillary 
systems, Baptist Healthcare Systems; 20) 
Barry Somervell, senior vice president, 
sales & business development, Kindred 
Healthcare; 21) Richard Swanson, direc-
tor of education and quality/audit, facility 
privacy & ethics and compliance official, 
HCA National Patient Account Services; 
22) Thomas Wallace, vice president, busi-
ness banking, Fifth Third Bank; and 23) 
Jennifer Welscher, community relations 
manager, ElderServe Inc.

The National Heart, Lung and Blood 
Institute awarded $9.56 million over five 
years to a University of Louisville Health 
Sciences Center research scientist to form 
a multi-center network examining cardio-
protective therapies at the preclinical level.

Dr. Roberto Bolli, director of the In-
stitute of Molecular Cardiology and chief of 
the Division of Cardiovascular Medicine at 
UofL, is principal investigator of the “CAE-
SAR Project” – a consortium for preclini-
cal assessment of cardioprotective therapies 
that will involve laboratories at UofL, Johns 
Hopkins University in Baltimore, Emory 
University in Atlanta and Virginia Com-
monwealth University in Richmond.

The four-center project marks the first 
time the National Institutes of Health has 
funded a network of laboratories to test 
cardioprotective therapies at the preclini-
cal level using the same scientific rigor as 
applied in clinical trials. 

The multi-center network being es-
tablished will be available to all investiga-
tors in the nation so that data can be shared 
with the goal of ultimately translating this 
type of basic research into clinically ap-
plicable therapies for patients with acute 
myocardial infarction, Bolli said.

Research Performed
Specifically, the researchers will per-

form blinded, randomized animal stud-
ies to examine how to lessen the damage 
done to heart muscle in a heart attack. An 
estimated 1.3 million Americans have a 
myocardial infarction – a heart attack – 
each year. The prognosis of these patients 
is dependent upon the size of the infarct 
– the larger the infarct, the greater the 
likelihood of subsequent heart failure and 
death. Also, the damage done to the heart 
is irreversible; once heart muscle is lost to 

an infarct, it is dead tissue that cannot be 
reclaimed.

For almost 40 years, the NIH/NHLBI 
has invested considerable resources in pre-
clinical studies aimed at developing infarct-
sparing therapies. Throughout this time, 
hundreds of therapies have been developed 
that have been claimed to limit infarct size 
in preclinical models. However, Bolli said, 
none have advanced to the clinical stage.

One key change in how these studies 
are conducted is the addition of a statisti-
cian in developing the research study de-
sign. Another is ensuring reproducibility; 
each study will be performed in two cen-
ters using identical protocols, with each 
center unaware of the other’s results.

The goal of the project is to identify 
therapies that are proven to work through 
rigorous study in preclinical models and ul-
timately advance them to clinical trial stage. 

“CAESAR will be a major paradigm 
shift in cardioprotection. By screen-
ing promising therapies and identifying 
those that are truly effective in relevant 
experimental models – and thus, are most 
likely to be ultimately effective in patients 
– CAESAR will focus clinical trials on 
those therapies and will dramatically ad-
vance our ability to rationally translate ba-
sic findings into clinical trials,” Bolli said.

Joining Bolli in the research at UofL 
are Dr. Xian-Liang Tang, associate pro-
fessor of medicine, Dr. Yiru Guo, associ-
ate professor of medicine, Dr. Qianhong 
Li, assistant professor of medicine, and 
Dr. Steven Jones, associate professor of 
medicine, all with the Division of Cardio-
vascular Medicine in the Department of 
Medicine; and Dr. Maiying Kong, associ-
ate professor of bioinformatics and biosta-
tistics in the School of Public Health and 
Information Sciences.

Jewish Hospital & St. Mary’s Health-
Care (JHSMH) broke ground on a $16 
million Central Utility Plant (CUP)at the 
Sts. Mary & Elizabeth Hospital campus. 
The new plant will provide a permanent 
source of steam, chilled water, hot water 
and back-up power.  The structure will be 
two-stories high and will be built above 
the floodplain. Additionally, there will be 
an enclosed mechanical yard outside the 
new plant to house generators, a fuel stor-
age tank, gas meters and cooling towers.   
Once construction is complete and the 
new plant is operational, a floodwall will 
be built around the south side of the hos-
pital to protect against the possibility of 
another flood.  

When flash flooding hit Louisville 
on August 4, 2009, a record-breaking rain 
placed 16-feet of water in the basement of 
Sts. Mary & Elizabeth Hospital, where 

the facility’s infrastructure was located. It 
left the facility without an electrical sys-
tem, communication lines for telephones 
and computers, air conditioning and 
steam for hot water. The hospital was sub-
sequently evacuated.

The new plant will replace boilers, 
chillers and air handling units many of 
which have been in place since the hospi-
tal began service at its current location 53 
years ago.  The new equipment will pro-
vide a higher quality source of heat and 
cooling, in a more dependable manner, 
with redundancies built into the system.  

JHSMH will partner with Facility 
One, general contractor Harshaw Trane, 
engineers from Staggs & Fisher and archi-
tectural firm Stengel Hill on the project. The 
major portion of the CUP is expected to be 
completed in November 2011 with total 
completion planned for January 2012.

Louisville Healthcare Fellows 
announces 2011 Class

UofL awarded $9.56 million

JHSMH to invest $16 million 
in new central utility plant

The Foundation for a Healthy Ken-
tucky, Louisville, Ky., announced four 
Social Innovation Fund grants totaling 
$1,000,000 to improve access to health 
services, reduce health risks and dispari-
ties, and promote health equity in Ken-
tucky communities. The projects are ex-
pected to serve nearly 9,000 people across 
the commonwealth in the next year.

The four grant recipients are: Home 
of the Innocents in Louisville, St. Joseph 

Health System in Lexington, Cumber-
land Family Medical Center in Burkes-
ville and Montgomery County Health 
Department in Mt. Sterling. Each or-
ganization will receive $250,000, which 
includes a $125,000 investment from the 
Foundation. As an endowed public char-
ity, the Foundation was able to leverage 
its own assets to provide the matching 
funds that were required to secure the 
SIF award for Kentucky.

Foundation for a Healthy Kentucky 
announces grant recipients
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N E W Sin brief

Lexington Clinic has been designated 
by the Medical Group Management Asso-
ciation (MGMA) Performance and Prac-
tices of Successful Medical Groups: 2010 
Report Based on 2009 Data as a “better 
performer” because of superior opera-
tional performance compared with similar 

medical group practices nationwide. Lex-
ington Clinic achieved this recognition 
with strong performance in several areas, 
including cost management, according to 
Lexington Clinic Chief Financial Officer 
Randy LeMay. 

Two University of Louisville School of 
Medicine professors recently authored ref-
erence works in the field of oncology; one 

focusing on the use of radiation treatment 
for childhood cancers and the other on he-
patocellular carcinoma, or liver cancer.

Dr. Edward C. Halperin, dean of the 
school, is co-author of the fifth edition of 
Pediatric Radiation Oncology, and Dr. Kelly 
M. McMasters, chair of the Department 
of Surgery, is co-editor of a new work, 
Hepatocellular Carcinoma: Targeted Therapy 
and Multidisciplinary Care.

Of the 124 UofL students who took 
the registered nurse licensure exam in 
2010, 120 (97 percent) passed, exceed-
ing the national average of 88.7 percent 
of people passing the exam. UofL’s num-

bers for 2011 are even better, with all 18 
students who have taken the NCLEX-
RN test passing. UofL’s School of Nurs-
ing produces the most licensed registered 
nurses in the state.

Lexington Clinic, Central Kentucky’s 
oldest and largest multi-specialty medical 
group, was recently named one of the best 
places to work for 2011 as part of the Sev-
enth Annual Best Places to Work in Ken-
tucky program.

This statewide survey and awards pro-
gram, created in 2005, is a project of the 
Kentucky Chamber of Commerce, Ken-

tucky SHRM Council and Best Com-
panies Group. The program is designed 
to identify, recognize and honor the best 
places of employment in Kentucky, ben-
efiting the state’s economy, its workforce 
and businesses. 

This is the second year in a row that 
Lexington Clinic has received this award.

Lexington Clinic recognized 
with MGMA Status

Nursing students exceed 
national average

Lexington Clinic named one 
of the Best Places to Work  
in Kentucky

MCMASTERS HALPERIN

UofL professors provide 
oncology reference guides

Political pundits considered it a coup for 
Republicans in the Democrat-controlled Senate 
to push the repeal bill to the floor for a vote, forc-
ing moderate Democrats facing re-election to go 
on the record favoring health reform.  

“This is just the beginning,” vowed Sen-
ate Minority Leader Mitch McConnell 
(R-Ky.). “This issue is still before us, and 

we’re going to go at it in a variety of ways.” 
Pressure from Americans that voiced displea-
sure about his signature legislation prompted 
Obama to state during his State of the Union 
address that he was open-minded to changes 
in the law if it made sense economically and 
didn’t affect insurance eligibility for patients 
with pre-existing conditions. 

Sen. Thad Cochran (R-Mississippi), who 
has served in Congress since 1972, and in 
the Senate since 1978, is cosponsoring three 
measures that would repeal certain provisions 
of the health reform law, including employer 
and individual mandates regarding health in-
surance coverage. 

“Throughout the long debate on the 
healthcare reform law, I was wary of its costs 
and scope.  I believe the President and the 
Democratic Congress overreached and en-
acted a law that imposes mandatory spending 
that our nation can ill-afford. It also created 
federal mandates for individuals and small 
businesses that are onerous and should be 
repealed as soon as possible,” Cochran said. 

Cecil B. Wilson, MD, president of the 
American Medical Association and an in-
ternist from Winter Park, Fla., said he was 
glad to hear about the Senate voting for the 
elimination of the 1099 reporting require-
ment for small businesses, including physi-
cian practices. 

“We’ll continue to work with members 
of Congress from both sides of the aisle and 
the administration during the implementation 
phase of this new law to ensure the best out-
comes for patients and physicians,” he added. 

Last year, several attempts 

failed to repeal that provision, 

with both parties bickering 

over financial aspects.

Health care reform 
Continued from page 7

Private Sector 
makes move

While politicians have 
flexed their muscles over the 
health reform issue, the pri-
vate sector has been working 
overtime on solutions to make 
the new law more palatable to 
healthcare providers. 

The Healthcare Lead-
ership Council, a coalition 
of CEOs from the nation’s 
leading healthcare compa-
nies and organizations, re-
cently presented the HLC 
Value Compendium to 
Centers for Medicare and 
Medicaid Services (CMS) 
administrator Donald Ber-
wick, MD. The Compen-
dium consists of 26 ini-
tiatives with case studies 
that are controlling health 
costs, improving patient 
outcomes, and adding value 
to the healthcare system.   

“The promising work 
being performed by private 
sector healthcare organiza-
tions can serve as models 
for policymakers seeking to 
inject innovation into public 
programs and thereby mov-
ing our nation’s healthcare 
system to one more strongly 
defined by quality and cost-
effectiveness,” wrote McKes-
son Corporation CEO John 
Hammergren and HLC 
President Mary R. Grealy in 
the foreword. “Even though 
Congress passed the Afford-
able Care Act just last year, 
actual on-the-ground health 
reform work began well be-
fore that. Throughout the 
country, meaningful strides 
are being made to improve 
both quality and affordabil-
ity. And, as regulators prog-
ress on the daunting task of 
implementing the health 
reform law, we believe these 
examples can provide an im-
portant foundation.”
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By Don Harris 

Seven Counties Services, the 
region’s safety net provider of be-
havioral health, developmental 
disability, and substance abuse ser-
vices, will be expanding its scope 
within the brain sciences field 
when it opens a new LearningRx 
cognitive training center in East-

ern Jefferson County in May of this year. The Learn-
ingRx franchise model focuses on providing cogni-
tive training for children with learning difficulties, 
but may also benefit other adult populations, such as 
those with traumatic brain injury (TBI) and seniors 
who wish to keep their minds fresh and young.

Brain Plasticity
The LearningRx approach to cognitive training 

is based on the results of brain research performed 
over the last decade. This research suggests that 
stimulating the mind with mental exercise will cause 
brain cells, called neurons, to branch widely. This 
branching causes millions of additional connections 
between brain cells. Contrary to traditional wisdom, 
recent studies clearly demonstrate that our brains de-
velop throughout our lives and that they are constant-
ly being modified. Intensive training and practice can 
stimulate brain development in targeted areas. This 
is known as neuroplasticity. LearningRx has lever-
aged these findings in brain development to create a 
program that focuses on developing those cognitive, 
brain-based skills that allow individuals to take in 
and use sensory information more efficiently. 

In the book The Brain that Changes Itself, Dr. Nor-
man Doidge references numerous brain studies that in-
dicate that our brains are surprisingly plastic, and that 
the key to unlocking that plasticity is the right training. 
As brain plasticity receives further acceptance, stud-

ies have been expanded into other areas of behavioral 
health and brain science. In August 2010, San Francisco 
Business Times reported that the National Institutes of 
Health awarded a $3.65 million grant to Brain Plas-
ticity, Inc. to further the clinical development of brain 
remediation programs for schizophrenia and stroke.

The University of Louisville is one of many re-
search institutions where interest in brain plasticity is 
strong. Keith B. Lyle, Ph.D., is an assistant professor of 
psychological and brain sciences who teaches cognitive 
neuroscience at the University and conducts research 
on cognitive enhancement. Dr. Lyle said, “While we 
have only recently begun to appreciate how plastic the 
brain truly is, we are learning more at a phenomenal 
rate. It is clear that  brain function, and even brain 
structure, changes in response to training. This area of 
brain science holds great promise for the future.”

Cognitive Training
Academic skills are dependent upon underlying 

cognitive skills. Developing cognitive skills such as 
attention, simultaneous and sequential processing, 
planning, processing speed, short-term and long-term 
memory, auditory processing, and visual processing, 
enable students to be more efficient at taking in and 
using information, making them better students. 

Students in the LearningRx program work 
one-on-one with a trainer for 60 to 80 hours in a 

twelve to twenty-four week period. Oftentimes, 
this is supplemented through a partner program 
that enables parents to participate in a portion 
of the training at home.  Tremendous changes in 
performance are evident rapidly. A two-year im-
provement in cognitive skills during this training is 
guaranteed. Gains of four to six years are common 
(based on the Woodcock-Johnson assessment).

The Learning Rx model is different from 
other attempts at academic remediation in that it 
does not work at the academic level like traditional 
tutoring, but rather targets the underlying cogni-
tive skills that make learning easier and more effi-
cient. The LearningRx program is unique because 
rather than tutoring students, it develops cognitive 
skills such as attention, simultaneous processing, 
sequential processing, planning, processing speed, 
short-term memory, long-term memory, auditory 
processing and visual processing. 

The goal is to make the student more efficient at 
taking in and using information, and thereby improv-
ing academic performance. Life magazine featured 
the idea of “Brain Calisthenics” in the article “Build-
ing a Better Brain.” The article states that “evidence is 
accumulating that the brain works a lot like a muscle 
– the harder you use it, the more it grows.”

Helping People Reach Their Potential
The new LearningRx center will be managed 

through a Seven Counties Services’ subsidiary cor-
poration named SCS Learning, Inc. While this 
corporate structure provides more autonomy for 
launching and managing LearningRx, SCS Learn-
ing will remain in complete alignment with Seven 
Counties’ goal of helping people in our community 
reach their potential. To that end, all SCS Learning 
clinical findings and any capital proceeds from the 
LearningRx operations will be utilized to further 
Seven Counties’ mission in this region.

Seven Counties Services provides behavioral 
health, developmental disability, and substance 
abuse services for Louisville and the surrounding 
counties. The organization was formed in 1978 and 
currently serves approximately 32,000 individuals 
per year. 

Don Harris is Director, New Business & Revenue 

Development, Seven Counties Services and President,  

SCS Learning, Inc.

Cognitive training opens minds
New center expands scope within the brain sciences field.

HARRIS

Recent studies clearly demonstrate 

that our brains develop throughout 

our lives and that they are 

constantly being modified.
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By Valerie Wilbur

Elderly and disabled persons who are dually eli-
gible for Medicare and Medicaid benefits are among 
the most costly and challenging population to serve 
due to poor health status, higher service utilization 
and conflicting rules governing Medicare and Medic-
aid program requirements. Special needs plans (SNPs) 
provide a vehicle for addressing many of the challenges 
faced by beneficiaries, providers and plans by offering 
a platform for integrating Medicare and Medicaid 
services for duals. Federal health reform legislation in-
cluded a number of provisions that will help SNPs and 
states further advance integrated care programs.

Dual eligibles made up less than 20 percent of 
Medicare or Medicaid enrollees in 2005, but ac-
counted for 25 percent of Medicare spending and 
46 percent of Medicaid spending. Total spending 
for these two programs is projected to reach $300 
billion this year. Compared to Medicare-only ben-
eficiaries, dually eligibles are more likely to have 
multiple chronic conditions, to be cognitively or 
functionally impaired, and to have higher utiliza-
tion of virtually all healthcare services. Despite 
their greater healthcare needs, conflicting Medicare 
and Medicaid rules often impede beneficiary access 
to services and continuity of care and can result in 
adverse health outcomes when a beneficiary receives 
uncoordinated care from multiple providers. These 
conflicts also needlessly increase costs and impede 
providers’ and plans’ ability to comply simultane-

ously with Medicare and Medicaid rules. 
SNPs are Medicare Advantage plans that limit 

enrollment to three high-risk Medicare subgroups: 
those who are institutionalized, dually eligible for 
Medicare and Medicaid and those with severe 
chronic conditions. Dual eligible SNPs (“DSNPs”) 
represent the largest SNP category and the largest 
enrollment group across all SNPs. Of the 562 SNPs 
serving almost 1.4 million Medicare beneficiaries, 
335 are DSNPs with combined enrollment of 1.05 
million beneficiaries. About 231,000 beneficiaries 
are served by 153 chronic condition SNPs and 74 
institutional SNPs serve the remaining 95,000 ben-
eficiaries. About 85-90 percent of all SNP enrollees 
are dually eligible, not just those enrolled in DSNPs. 

Reason Behind SNPS
Congress created SNPs to foster the development 

of specialty care programs for these high-risk benefi-
ciary groups that would improve care access, quality 
and cost-effectiveness. It also intended SNPs to ad-
vance the integration of Medicare and Medicaid ben-
efits for duals through the replication of dual eligible 
integration demonstrations. Only a small portion of 
DSNPs fully integrate Medicare and Medicaid bene-
fits and services, consistent with Congressional intent. 
Without the waivers available to the demonstrations 
and because of the multiple conflicts in Medicare and 
Medicaid rules, however, DSNPs have been unable to 
achieve the level of integration permitted under dem-
onstration authority. Some plans, such as Passport Ad-
vantage which serves beneficiaries in Kentucky, have 
achieved a significant level of integration for duals. 
Passport provides all Medicare and Medicaid benefits 
and services under a single managed care organization. 
This enables Medicaid beneficiaries to maintain the 
same plan and providers when they become eligible for 
Medicare benefits, preventing disruption in services.

Need For Integration
To promote better coordination between Medi-

care and Medicaid by more DSNPs, Congress required 
DSNPs to contract with state Medicaid agencies. But 
this requirement will not guarantee integrated pro-

grams. SNPs must have the support and cooperation 
of state and federal governments. They cannot force 
states to sign Medicaid contracts or partner on inte-
gration. They can’t require CMS to provide technical 
assistance and financial incentives to states or to elimi-
nate conflicts between Medicare and Medicaid rules. 
The Affordable Care Act (ACA), however, included a 
number of provisions to help advance integration. 

Federal Coordinated Healthcare Office 
The Federal Coordinated Healthcare Office 

(FCHCO) was established to more effectively inte-
grate Medicare and Medicaid benefits and improve 
coordination between the Federal and state govern-
ments. This office will help align incentives be-
tween Medicare and Medicaid, improve the effec-
tiveness of existing care delivery models, and work 
with the newly created Center for Medicare and 
Medicaid Innovations (CMMI) to test various de-
livery system and payment models to improve care, 
reduce costs and improve the experience for dual 
beneficiaries. Three demonstrations announced last 
month will focus on improving care coordination; 
evaluating the effectiveness of physicians and other 
health professionals working together to integrate 
care financed by Medicare, Medicaid and private 
insurance, including at primary care centers; and 
study Medicaid “health homes” for patients with 
multiple chronic conditions. 

Provisions to expand access to Medicaid home 
and community based services offer SNPs opportuni-
ties to contract with states to provide Medicaid ser-
vices, coordinate with Medicare and manage risk and 
care. Quality measurement initiatives offer a venue for 
streamlining and coordinating Medicare and Medic-
aid performance evaluation and to develop new mea-
sures to evaluate care coordination and integration 
methods. These and other ACA provisions provide 
new opportunities to advance SNP integration part-
nerships with the federal and state governments and 
improve chronic care for duals.

Valerie S. Wilbur is Vice President, National Health Policy 

Group, Co-Chair, SNP Alliance in Washington, D.C.

Health reform measures can advance better care for 
dually eligible beneficiaries under partnerships with SNPs.

Dual eligibles made up less than 20 

percent of Medicare or Medicaid 

enrollees in 2005, but accounted for 25 

percent of Medicare spending and 46 

percent of Medicaid spending. 

Special needs plans
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Pediatric  
mental health
UofL works to address mental 
health needs in Kentucky.

By Gail Williams, M.D.  
Associate Professor  

University of Louisville Pediatrics

Pediatricians throughout the 
state of Kentucky view mental 
health as an area of critical concern 
in their practices. Most of pediat-
ric training occurs in hospital or 
intensive care unit settings where 
the focus is on acute illness and 
little attention is given to chronic 

behavioral health issues. However, primary care pe-
diatricians report that up to 30 percent of their office 
time is devoted to meeting the mental and behavioral 
healthcare needs of patients and families. A recent 
presentation by Dr. Jane Foy, chair of the American 
Academy of Pediatrics Task Force on Mental Health, 
provided local pediatricians with insights into na-
tional initiatives addressing this issue.

The scope of mental healthcare needs is daunt-
ing. According to Dr. Foy, 21 percent of children 
and adolescents in the United States meet diagnostic 
criteria for a mental health disorder, another 16 per-
cent have impaired mental health functioning but 
do not have a specific diagnosis, and an additional 
13 percent of children have normal functioning but 
exhibit behavioral concerns. Barriers to adequate 
treatment of these children include insufficient 

numbers of child psychiatrists and other mental 
health providers, long waiting periods before seeing 
providers, inadequate insurance coverage for men-
tal health problems and difficulty billing for such 
problems. An AAP survey from 2004 revealed that 
physicians feel that they are inadequately trained to 
identify, diagnose and treat mental health problems 
and lack the time needed for such interventions.

Overcoming Obstacles
Despite these significant obstacles, Dr. Foy of-

fered a message of hope. She pointed out that pri-
mary care physicians are often uniquely suited to help 
with mental health concerns due to their long term 
supportive relationships with families, their empha-
sis on anticipatory guidance in areas of behavior and 
development, and their ability to provide coordinated 
care with other specialists. Although they may not 

feel confident in diagnosing specific mental health 
problems, physicians can partner with families in de-
veloping a plan for moving forward. Collaboration 
with mental health specialists is crucial for this pro-
cess and can be provided in variety of ways, including 
co-location (having a mental health specialist sta-
tioned in a primary care setting) and tele-psychiatry.  
Community and regional meetings which involve 
providers and payers, child advocacy organizations, 
and early interventionists can help establish systems-
based practices to facilitate appropriate care.

The University of Louisville Behavioral Health 
Task Force was formed last October and includes 
pediatricians, child psychologists and child psychia-
trists within the University, as well as representatives 
from the community.  Our current goals include pro-
viding a compendium of mental health resources and 
screening tools, facilitating communication between 
primary care physicians and mental healthcare pro-
viders, training pediatricians and pediatric residents, 
and increasing access to mental health care.  

A statewide mental health conference is planned 
within the next year.  We hope to collaborate with 
community mental health providers to develop cre-
ative ways of providing increased availability of care.  

We welcome input from individuals who have 
insight as to how to best achieve these goals. The 
co-chairs of the task force are Gail Williams, M.D. 
(pgwill01@louisville.edu) and Elaine Martin, M.D. 
(edmart01@louisville.edu). 

Primary care physicians report 

that up to 30 percent of their office 

time is devoted to meeting the 

mental and behavioral healthcare 

needs of patients and families.

WILLIAMS
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By Sheila A. Schuster, Ph.D. 

There is a national movement 
to focus healthcare delivery in a 
more “integrated” way, that is, 
where the focus is on the whole 
person and services are provided 
in an integrated or collaborative 
manner. Thus, there is “no wrong 
door” to comprehensive treatment 

that addresses the individual’s healthcare needs – 
behavioral and physical. 

Consider the research findings below.

On the Behavioral Health Side 
Out of 100 adults in the general U.S. population: 

 ➤ Twenty two will have a diagnosable mental 
disorder.

 ➤ Two will seek treatment from mental health 
specialists.

 ➤ Five to six will seek some type of treatment 
in primary care settings.

 ➤ Fourteen to fifteen will go untreated. 

Mental health professionals not well-trained 
in physical health may focus only on the reported 
behavioral symptoms and overlook an underlying 
physical disorder. 

Based on average impairment and prevalence 
estimates, depression and other mental illnesses 
ranked third for the overall economic burden of 
illness among the top ten health conditions, at an 
average annual cost per employee of $348, behind 
hypertension ($392) and heart disease ($368). 

In spite of effective treatments and evidence-
based guidelines, only one in five individuals with 
depression who seek treatment is treated according 
to minimum standards. 

Worst Case Scenario 
Individuals with severe mental illness (SMI) 

show dramatic disparity in their physical health 
condition. An examination of death records from 
1976 to 1985 showed that patients with schizophre-
nia died 15 years earlier than the general population 
during that time period. By 2000, individuals with 
SMI were dying at twice the rate of – approximately 
25 years earlier – than the general population. 

Between 50 to 74 percent of individuals with 
SMI have at least one serious chronic physical ill-
ness, such as heart disease, hypertension or diabe-
tes. Of the premature deaths of these individuals, 
60 percent were due to medical conditions that are 
considered to be preventable and treatable.

On the Physical Health Side
Twenty-five to thirty-six percent of primary 

care patients have a diagnosable behavioral disorder.
Behavioral disorders often present with physi-

cal symptoms such as fatigue, chest pain, dyspnea, 
low back pain, etc. (Eighty percent of individuals 
eventually diagnosed with depression complain of 
physical pain first.)

Among primary care patients, there is a strong, 
linear relationship between the number of symp-
toms and the likelihood of a mental diagnosis.

PCPs not well-trained in behavioral health 
may focus on the physical symptoms and overlook 
the underlying behavioral disorder.

Co-morbidity is under identified. More than 
half of the patients identified with a chronic medi-
cal condition meet the criteria for a diagnosable 
mental disorder. For example, depression is found 
as a co-morbid condition with diabetes, hyperten-
sion, COPD and other chronic diseases, adding 
significantly to the cost of treatment when it is not 
addressed. Depression and other mental disorders 
often contribute to the individual being noncompli-
ant with their medical regimen.

There are models that work! The Colorado 
Care Management program addressed co-morbid 
behavioral health and physical health conditions 
and yielded a cost savings of $400 pmpm. Their 

findings showed:
 ➤ Office visits: 22 percent decrease
 ➤ Emergency room visits: 26 percent decrease
 ➤ Hospital admissions: 72 percent decrease
 ➤ Hospital days: 76 percent decrease
 ➤ Medical and pharmaceutical costs: 24 per-

cent decrease 

The public sees the wisdom of it! A Kentucky 
Health Issues Poll conducted by the Foundation for 
a Healthy Kentucky and The Health Foundation of 
Greater Cincinnati in 2009 found that seven in ten 
Kentuckians favor integrating physical and mental 
health services. The poll found that, “the majority of 
Kentuckians strongly (41 percent) or somewhat (31 
percent) favored offering physical and mental health 
services in the same location.” 

So Why Aren’t We Doing It? 
Payers – both private and public – tend to silo 

behavioral health away from physical health, mak-
ing integration or collaboration difficult. In addi-
tion, Medicaid and Medicare rules create barriers 
to innovative collaborative care models.

Healthcare professionals are often trained in 
these same silos, not learning enough about the 
“whole person” to fully understand, look for and se-
cure care to meet the individual’s complete needs.

Stigma continues to be an ongoing problem and 
barrier to services for individuals with serious mental 
illness. At the same time, ignorance and lack of expo-
sure of these individuals to education about and con-
tact with primary and specialty care physical health 
providers further contributes to the disconnect.

Integrated care, focused on the whole per-
son, certainly makes sense--and cents! Let’s work 
together to address the training and education is-
sues, to break down barriers in the financing system 
and to battle stigma. It is well worth it.  
 
Sheila A. Schuster, Ph.D., a licensed psychologist, is the 

Executive Director of the Advocacy Action Network.

Focus on the whole person 
Integrated care makes sense — and cents. 

SCHUSTER



P A G E  1 6     M E D I C A L  N E W S  •  M A R C H  2 0 1 1

M e d i c a l  N e w s  T h e  B u s i n e s s  o f  H e a l t h c a r e  M a r c h  2 0 1 1

Avoiding delays
Tips for prescribing in the long-term care setting.

By Molly Nicol Lewis and 
Lisa English Hinkle

For a physician, treating a patient in 
a nursing home can be very different from 
treating a patient in a hospital. Because 
long-term-care facilities typically do not 
have their own pharmacy, are not eligible 
to become DEA registrants, and do not em-
ploy full-time physicians, providing medica-
tions in a timely manner to residents is not 
always easy. Even though state and federal 
regulations require quality and timeliness of 
medical and pharmaceutical care, obtaining 
the necessary authorization to satisfy DEA 
requirements for prescribing and dispensing 

drugs to nursing facility residents can cause 
lengthy delays. As a result of these delays, 
93 percent of medical directors surveyed by 
the American Medical Directors Associa-
tion (“AMDA”) reported patients suffering 
uncontrolled pain due to the delays, 50 
percent reported these delays as a daily oc-
currence, and 25 percent reported that their 
facility had to send patients to the hospital 
to obtain controlled substance medications 
because they could not obtain the necessary 
pain medication at the long-term-care facil-
ity in a timely manner. With this in mind, 
it is important that physicians know what is 
required to avoid these delays for their pa-
tients in nursing homes.

Traditionally, prescribing in the long-

term-care setting involved a three-way com-
munication—a nurse assessed a change in a 
resident’s condition, the nurse contacted the 
physician to describe the resident’s symp-
toms, the physician made a treatment deci-
sion that the nurse recorded in the resident’s 
clinical record, and the nurse implemented 
the orders by contacting the pharmacist 
on the physician’s behalf. Even though the 
physician remained responsible for patient 
care, the nursing facility nurse acted as the 
agent of the prescribing physician. In 2001, 
despite prior statements to the contrary, the 
DEA released a public statement announc-
ing that its interpretation of the Controlled 
Substances Act did not recognize an agency 
relationship between a prescribing physi-
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Avoiding delays
Tips for prescribing in the long-term care setting.
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cian and long-term-care nurse. Years 
later, in 2009, the DEA initiated vigor-
ous enforcement actions assessing large 
fines against several long-term-care 
pharmacies in Ohio and North Carolina 
based on this 2001 interpretation. DEA 
audits have also been conducted in long-
term-care pharmacies in Virginia and 
Wisconsin. Though the DEA stated that 
pharmacies, not long-term-care facili-
ties, have been its target, the American 
Health Care Association reports that 
the DEA’s enforcement actions have im-
pacted long-term-care resident’s access to 
pain medications.  

Tip Sheet
In response to the DEA’s aggres-

sive enforcement action, the American 
Medical Association, AMDA, American 
Academy of Family Physicians, Ameri-
can Academy of Hospice and Palliative 
Medicine, and the American Geriatrics 
Society have worked together to lobby 
Congress and the DEA to allow nursing 
facility nurses to act as agents of prescrib-
ing physicians. This coalition has also 
developed a “Tip Sheet” to help physi-
cians, nursing homes and pharmacists 
comply with existing law. The coalition 
recommends that physicians always car-
ry a prescription pad, write prescriptions 
at the nursing facility and immediately 
fax the prescription to the pharmacy, 
and purchase a home fax machine for 
after-hour and weekend calls. The DEA 
also counsels that so long as the pharma-
cist contacts the physician after speak-
ing with the nursing facility nurse, all 
requirements will be satisfied. 

While the DEA allows physicians 
to call in prescriptions for Schedule III-V 
controlled substances to the pharmacy, 
Schedule II drugs may only be dispensed 
pursuant to an original, written prescrip-
tion signed by a physician. In the nursing 
facility setting, a physician or his agent 
may fax (as opposed to hand-deliver) a 
prescription written and signed by the 
physician for the resident to a pharmacy. 
This exception for nursing facilities allows 
a nurse to call the physician to relay infor-
mation about the resident’s condition, and 
then the physician can fax a prescription 
directly to the pharmacy from his remote 
location. Under these circumstances, the 
fax serves as the original prescription. 
Kentucky, however, requires that the 
faxed Schedule II prescription be followed 
by an original written prescription to the 
pharmacy within seven calendar days.

In emergency situations, the DEA 
allows physicians to call in prescriptions 

to the pharmacy when followed by a 
written prescription within seven days. 
Under the pharmacy’s DEA registration, 
a nursing facility may keep a secured 
“emergency kit” stocked with commonly 
dispensed controlled substances on-site. 
The DEA allows drugs from the kit to be 
dispensed by authorized nursing facility 
personnel when a physician is off-site so 
long as a physician first calls in or faxes 
an emergency prescription to the phar-
macy. These exceptions to the general 
rule requiring written prescriptions per-
mit residents to receive immediate phar-
maceutical treatment.

New Regulations Make 
e-prescribing More Effective

The DEA has announced that its 
new regulations allowing e-prescribing 
will make physician prescribing of con-
trolled substances to long term care resi-
dents more effective. On June 1, 2010, 
the DEA’s Interim Final Rule became 
final and established a voluntary appli-
cation process for practitioners to obtain 
the authority to issue electronic pre-
scriptions. The rule allows credentialed 
practitioners to use a computer, laptop 
or PDA device to send a prescription to 
a pharmacy from a remote location in-
stantaneously. The DEA’s new process is 
extremely complicated and requires an 
applicant provider (pharmacy or other 
institution) to present evidence that its 
system is compliant with the DEA’s re-
quirements and requires physician pre-
scribers to obtain complex authentica-
tion credentials. Since nursing facilities 
are not DEA-registered institutions and 
the DEA-registered physician is often 
off-site, several pharmacist associations 
have requested that the DEA clarify 
how e-prescribing will be implemented 
in the nursing facility setting. Whether 
e-prescribing will enhance a physician’s 
ability to treat nursing facility patients 
is yet to be determined. 

Providing timely care is important 
if nursing facility patients are to receive 
high quality and compassionate medi-
cal care. Physicians must be aware of 
the DEA’s special requirements for 
prescribing controlled substances to 
nursing home residents and adapt their 
practices so unnecessary delays in deliv-
ering medical treatment can be avoided.

  
Molly Nicol Lewis is an Associate of 

McBrayer, McGinnis, Leslie & Kirkland, PLLC. 

Lisa English Hinkle is a Partner of McBrayer, 

McGinnis, Leslie & Kirkland, PLLC. 
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By Rene R. Savarise, Esq.

On June 28, 2010, the Su-
preme Court declined to review 
the Sixth Circuit Court of Appeals 
decision in Moses v. Providence 
Hospital and Medical Centers, 
Inc., 561 F.3d 573 (6th Cir. 2009). 
For most Supreme Court watch-
ers the decision to deny certiorari 

in this case was inconsequential, flying well under 
the metaphoric radar. But for hospitals located in 
the Sixth Circuit’s jurisdiction, Kentucky, Michi-
gan, Ohio, and Tennessee, and that have dedicated 
emergency departments this decision is anything 
but inconsequential. 

In evaluating the breadth of the federal Emer-
gency Medical Treatment and Labor Act (com-
monly called “EMTALA” or euphemistically the 
“anti-dumping” law) the Court of Appeals expand-
ed the term “individual” as it applies to standing to 
sue under EMTALA and alarmingly, contrary to 
established CMS policy, the Court concluded that 
inpatient admission does not always end a hospital’s 
obligation under EMTALA.

The Case
On December 13, 2002, Marie Moses-Irons 

took her husband, Christopher Howard, to the 
emergency room of Providence Hospital in Michi-
gan. Mr. Howard complained of multiple symptoms 
including severe headaches, muscle soreness and 
vomiting. He was also experiencing slurred speech, 
disorientation, hallucinations, and delusions caus-
ing Ms. Moses-Irons to inform the staff she feared 
for her safety. The hospital admitted Mr. Howard 
to conduct further tests. While there a psychiatrist 
determined that Mr. Howard was not stable from a 
psychiatric standpoint and recommended his trans-
fer to the hospital’s psychiatric unit. Instead, after 
five days as an inpatient, Mr. Howard’s internist de-
termined him to be medically stable and not in need 
of transfer to the psychiatric unit. 

His internist discharged him from the hospital 

with a diagnosis of migraine headache and atypical 
psychosis with delusional disorder. Ten days after 
his release, Mr. Howard murdered his wife. Ms. 
Moses-Irons’ daughter, as personal representative of 
the estate, filed suit against Providence in part cit-
ing that the hospital violated EMTALA.

After losing at the lower court level, Ms. Mo-
ses-Irons’ representative appealed the decision to 
the Court of Appeals. In an unsettling decision, 
the Court decided that a nonpatient who has been 
harmed as a result of a hospital’s violation has stand-
ing to sue and recover under EMTALA. In making 
this decision, the Court zeroed in on the statutory 
language and the meaning of the term “individual.”  
Rather than limit the term “individual” to patients 
who had been injured by the EMTALA violation, 
the Court went farther. Disregarding precedent, 
the Court held that the plain meaning of the word 
“individual” compels a finding that the statute ap-
plies to any individual harmed by the violation, not 
just the patient.

Equally disconcerting is the Court’s rejection 
of CMS’ well-established policy in which a hospi-
tal’s EMTALA obligation is discharged when the 
patient either is admitted as an inpatient or sta-
bilized. The Court justified its rejection of CMS’ 
policy on the grounds that CMS’ interpretation was 
not in effect at the time of the patient’s discharge in 
2002; and even if it had been in effect, the Court 
believed EMTALA forbids a hospital from releas-
ing a patient with an emergency medical condition 
“without first determining that the patient has actu-
ally stabilized, even if the hospital properly admit-
ted the patient.”

In his dissent, Judge Richard Griffin correctly 
observes that the majority’s decision overreaches in 
an effort to turn EMTALA into an enforcement 
weapon for negligence claims and ignores the sin-
gular reason it was enacted, which was to prevent 
patient dumping.

Kentucky’s Case
More recently, the Court of Appeals of Ken-

tucky blurred the line between negligence and 
EMTALA in Thomas v. St. Joseph Healthcare, 

Inc., 2010 WL 2812967 (Ky. App.). This decision 
continues a disturbing trend of holding hospitals 
liable under EMTALA in those situations where 
traditional negligence principles clearly apply. The 
patient, James Gray, presented to the emergency 
department with a variety of abdominal symptoms. 
While there, he received the necessary treatment, 
was stabilized, and then discharged. Five hours lat-
er he returned after vomiting dried blood. Lab tests 
and x-rays were conducted and Mr. Gray was dis-
charged again after the treating physician evaluated 
his condition as stable consistent with a diagnosis 
of acute gastritis with hemorrhage. Mr. Gray died 
later that day from purulent peritonitis caused by a 
rupture of a duodenal ulcer due to duodenal peptic 
ulcer disease. Mr. Gray’s representatives sued the 
hospital using EMTALA as one basis for their suit.

The hospital argued that it satisfied its EM-
TALA obligations. In support it asserted that a 
violation could only be found if the hospital ac-
tually detected a medical condition then failed to 
treat and stabilize it. Here, Mr. Gray’s duodenal 
ulcer was undetected and the failure to detect the 
ulcer is solely a question of whether the hospital 
or physician acted negligently. The Court, substi-
tuting its judgment for that of the treating phy-
sician’s, disagreed. Ostensibly with the benefit of 
hindsight, the Court concluded that Mr. Gray was 
not stable on discharge and as such, the hospital 
violated EMTALA.

These decisions are clearly contrary to Con-
gress’ intent and CMS guidelines. Moses also con-
tributes to a split of decision amount the Circuits 
on this portion of EMTALA. In an effort to ad-
dress industry questions on December 23, 2010 
CMS issued an advanced notice of proposed rule-
making to solicit public comments on the need to 
revisit several of its current policies including the 
very issue raised by Moses and Thomas. Whether 
these courts’ decisions will fuel a change in policy at 
CMS or be considered overreaching remains to be 
seen as we await CMS’ further guidance.

Rene R. Savarise, Esq. is shareholder, Hall Render, Killian, 

Heath & Lyman PLLC.

EMTALA update 
Two concerning court decisions for Kentucky hospitals.

SAVARISE
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By Bradley J. Sayles 
Barnett Benvenuti & Butler PLLC

According to a re-
cent survey of health law 
practitioners, fraud and 
abuse is the top health 
law issue for 2011. A 
large contributor to the 
increased importance of 
fraud and abuse in 2011 

is the Affordable Care Act (ACA), i.e., the 
healthcare reform law. But budget short-
falls at both the state and federal levels 
of government also play a role. Taxpay-
ers Against Fraud has calculated that in 
2010 every $1 the government spent on 
healthcare fraud and abuse investigations 
$15 were recovered. This type of math is a 
no-brainer for budget conscious state and 
federal governments. The following year 
will likely see governments taking an even 
more aggressive stance on fraud and abuse. 

Given the climate for fraud and abuse 
enforcement, here are five of the most per-
tinent fraud and abuse issues for the com-
ing year: 

Medicaid Recovery Audit 
Contractors 

In 2011, the ACA requires that states 
implement Medicaid Recovery Audit Con-
tractor (RAC) programs. RACs started 
as a Medicare demonstration project. The 
federal government contracted with private 
entities that would investigate and collect 
improper payments made by Medicare pro-
viders. The demonstration took place in six 
states over a three year period. During that 
time, Medicare RACs collected over $1 
billion in improper payments. Because of 
this success, Congress expanded Medicare 

RACs nationwide last year. 
Under the ACA, states are now re-

quired to establish Medicaid RAC pro-
grams. The state Medicaid RACs must 
be fully implemented by April 1, 2011. 
The Medicaid RACs do not replace any 
existing state program integrity or audit 
initiatives, but are just another “tool” the 
state must use to discover and recover any 
improper Medicaid payments. Similar to 
its Medicare counter part, the Medicaid 
RACs will be private entities that contract 
with the state government and are paid 
a contingency fee based on the amounts 
they recover. But unlike Medicare, the 
rules that govern state Medicaid programs 
may vary from state to state. Providers that 
practice in multiple states and treat ben-
eficiaries eligible for both Medicare and 
Medicaid may have several sets of eyes 
watching their every move in 2011. 

Increased Risk for False Claims 
The ACA expanded the reach of 

the False Claims Act, which should see 
even more use in 2011. Under the False 
Claims Act, those who knowingly submit, 
or cause another person to submit, false 
claims for payment of government funds 
are liable for three times the government’s 
damages plus civil penalties of $5,500 to 
$11,000 per false claim. The ACA requires 
that when Medicare providers identify an 
overpayment, they must report and return 
the overpayment within 60 days. Failure 
to do so will subject the provider to liabil-
ity under the False Claims Act. The ACA 
does not give further guidance on when an 
overpayment is truly “identified.” This in-
creases the potential risk for providers, and 
they should make every effort to identify 
any overpayments as quickly as possible. 

Not only will 2011 see increased fed-
eral False Claims Act liability, but also 
many providers may be subject to state 
false claims acts. The Deficit Reduction 
Act of 2005 (DRA) which was enacted 
on February 8, 2006, contained provi-
sions which create incentives for states to 
enact anti-fraud legislation modeled af-
ter the federal False Claims Act (FCA). 
Since then many states have adapted or 
developed False Claims Acts. Early in 
2011, Kentucky’s House and Senate both 
submitted bills adopting a Kentucky False 
Claims Act. If signed into law, Kentucky 
Medicaid providers may face even greater 
liability 2011. 

Stark Law Voluntary Disclosure 
The new Stark Law Voluntary Self-

Referral Disclosure Protocol will see its 
first full year in 2011. The Stark Law, or the 
physician self-referral law, prohibits physi-
cians from referring certain services to enti-
ties with which the physician has a finan-
cial relationship. Stark is complex and often 
providers unintentionally or “technically” 
violate the law. Prior to 2009, an uninten-
tional violator could disclose the violation 
to the Department of Health and Human 
Services (HHS) - Office of the Inspector 
General (OIG). To attract self-disclosure, 
the OIG guaranteed lessor fines for any such 
violation. In 2009, the OIG announced that 
it would no longer accept Stark disclosures, 
but would continue to accept Anti-Kickback 

Top five fraud and abuse cases for 2011
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and False Claims Act disclosures. On September 23, of 
this past year CMS released the Stark Law Voluntary Self-
Referral Disclosure Protocol (commonly referred to as the 
“SRDP”). 

The SRDP is only available for actual or potential 
Stark Act violations. If the disclosing conduct raises 
potential liability under any other federal laws then the 
provider should disclose under the OIG’s self-disclosure 
process. Voluntarily self-disclosing no longer guarantees 
a lesser fine. Instead, CMS may lower the fine but it is 
entirely within its discretion. There still remain some in-
centives to disclose; for example, the 60-day reporting pe-
riod under the False Claims Act, mentioned above, may 
be suspended once a provider has self-disclosed. 

  
Accountable Care Organizations 

Financial incentives for those involved in Accountable 
Care Organizations (ACO) begin in 2012, but CMS and 
the OIG have yet to create exceptions and safe-harbors 
that will protect ACO participants from Stark and Anti-
kickback liability. It is almost certain that in 2011 both 
CMS and the OIG will make the necessary changes. The 
healthcare reform law defines an ACO as an organization 
of healthcare providers that agrees to be accountable for 

the quality, cost, and overall care of Medicare patients for 
whom they provide the bulk of primary care services. If 
ACOs can provide Medicare patients with care at a cost 
below specified benchmarks, they may be eligible to share 
in the savings. 

The development of ACOs raises a number of ques-
tions with current fraud and abuse laws. For example, 
ACOs are required to provide financial incentives for 
meeting quality performance measures. The Stark Law, 
however, prevents many entities from doing so, absent 
an exception. The current exceptions do not address the 
ACO model. Likewise, the Anti-kickback statute prohib-
its certain business and financial arrangements that will 
likely occur within ACOs. Over the years, the OIG has 
adopted several safe-harbors to the Anti-kickback stat-
ute. Safe-harbors are regulatory guidelines that when met 
remove the possibility of prosecution under the statute. 
Without one, an ACO is a boat with no dock. CMS and 
the OIG should have the necessary exceptions and safe-

harbors before 2011 closes.  

  Increased Funding to HEAT  
LeBron James is not the only one taking his talents to a 

South Beach organization with the name heat in 2011. The 
federal government is also funneling its “talents” and money 
into an organization named H.E.A.T., which stands for 
Healthcare fraud Enforcement Agency Taskforce. HEAT 
was started in 2007 with its initial strike force placed in Mi-
ami, Florida. Since that time, HEAT has expanded to in-
clude seven cities and strike force prosecutions have resulted 
in more than 270 convictions and $240 million in court-
ordered restitutions, fines, and penalties. The HEAT strike 
forces aggressively investigate fraud, cutting the time it takes 
to get a conviction in half. 

In 2011, HEAT will receive an additional $60.2 million 
in funding, which is being used to expand the strik e force 
operations to 13 additional locations. The agencies placed 
the last seven strike forces in cities with “hot spots” of unex-
plained high-billing levels. There has yet to be a determina-
tion as to whether such a force would be located in Kentucky. 

Healthcare fraud and abuse is on everyone’s radar for 
2011. If there has ever been a year for providers to review 
or implement a new compliance plan, 2011 is that year. 

The development of ACOs raises a number of 

questions with current fraud and abuse laws. 
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By Elizabeth Ann Johnson

ICD-10 will allow for the collection of detailed informa-
tion and has been used to code and classify mortality data in 
the United States from death certificates since January 1999.

With the current focus on electronic health records and 
collecting data to determine quality and cost in the health-
care system, ICD-10 is believed to be a better coding system 
to capture this information. With more than 68,000 avail-
able diagnosis codes and 72,600 available procedure codes, 
ICD-10 will provide very specific information, improve cod-
ing accuracy, and enriches the data available.  Since many 
other countries currently use ICD-10, the movement to ICD-
10 in the United States will allow for interoperability and the 
exchange of health data between the United States and other 
countries. The United Kingdom, Denmark, France, Austra-
lia, Belgium, Germany, and Canada have been using ICD-10 
for reimbursement or case mix for more than 10 years.

Moving Away From ICD-9-CM
On January 16, 2009, the Department of Health and 

Human Services (DHHS) published a final rule that will 
require all payers, providers, and other Covered Entities 
under the Health Insurance Portability and Accountability 
Act (HIPAA) of 1996 to move from ICD-9-CM Volumes 
1 and 2 and ICD-9-CM Volume 3 that were first adopted as 
HIPAA code sets in 2000 to ICD-10-CM diagnosis coding 
and ICD-10-PCS for inpatient hospital procedure coding.

The ICD-9-CM code set is more than 30-years-old and 
the DHHS determined that the 16,000 procedures and diag-
nosis codes are insufficient to continue to allow for the addi-
tion of new codes and therefore concluded that ICD-9 is not 
a fully functioning code set. The ICD-9-CM codes do not 
allow for detailed information to support programs such as 
pay-for-performance (P4P) and other quality based measure-
ments. 

The important date to remember for all covered entities 
is October 1, 2013 because claims for services provided on or 
after this date must use ICD-10 codes for medical diagnosis 

ICD -10 
Are you prepared for its upcoming implementation?

JOHNSON

Claims for services provided 

on or after October 1, 2013 

must use ICD-10 codes 

for medical diagnosis and 

inpatient procedures. 
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The MediStar Awards, the region’s premier venue for recognizing the best-of-the-best in 

the business of healthcare is celebrating its 5th anniversary on Tuesday, March 29, 2011.  

Here’s a look at this year’s nominees.

MEDI STAR
THE 2011

AWARDS

Carolyn O’Daniel 
Dean of Allied Health & Nursing 
Jefferson Community  
& Technical College

Kim Tharp Barrie, DNP, MSN, RN 
Vice President, Institute of Nursing/
Wokforce Development 
Norton Healthcare

Dr. Charles “Chipper” Griffith 
Assistant Dean, Medical Education, 
College of Medicine 
UK Healthcare

Dr. Mary E. Fallat 
Chief, Pediatric Surgery, UofL  
and Pediatric Surgeon, 
University of Louisville 
Department of Surgery

Faulkner Healthcare Real Estate

Spalding University Master of Science 
in Business Communication

Nursing Assistant Training Program 
Baptist Hospital East

University of Louisville 
Hospital Trauma Institute

Cardinal Hill Teen Board 
Cardinal Hill Rehabilitation Hospital

University of Louisville 
School of Medicine

University of Louisville Geriatrics

Norton Healthcare’s Diversity 
and Inclusion Department

Marty Bonick 
President & CEO, Jewish Hospital 
Medical Campus 
Jewish Hospital & St. Mary’s HealthCare

Luke Barlowe 
Colonel (KY Colonel) and KY Advocate 
National Patient Advocate Foundation

Kelly Johnson 
Director, Care Coordination 
Norton Healthcare  
(Norton Physician Services)

Tracy Morrison 
System Service Excellence Director 
Norton Healthcare

Cancer and Restorative  
Exercise (CARE) program 
Baptist Hospital East & Baptist 
East/Milestone Wellness Center

Mortenson Family Dental

The Best Kids

The Center for Alternative Medicines

Priority Radiology

Dr. Patrick Lowe 
Louisville Health Check

James Graham Brown Cancer Center  
Mobile Mammography Unit

Clark Memorial Hospital

University Surgical Associates

Brain Injury University 
Cardinal Hill Rehabilitation Hospital

Norton Community Medical 
Associates - Hurstbourne

Baptist Eastpoint radiation center 
Baptist Hospital East

Lousiville Water Company Riverbank 
Filtration Tunnel & Pump Station

The new UK Albert B. Chandler Hospital

Baptist Crestwood

The Cardiovascular Innovation Institute

University of Louisville & Jewish 
Hospital/St. Mary’s Healthcare

Dr. Samuel Matheny 
Special Faculty, Family practice 
UK Healthcare

Virginia Bradford 
Coordinator/Cancer Control Specialist/ 
Cancer Outreach Coordinator, 
Kentucky African Americans 
Against Cancer (KAAAC) and 
Kentucky Cancer Program

Kim Gorski 
Co-Founder 
Progressive Medical Rehabilitation Group

Dr. Gordon Tobin 
Professor, Division of Plastic  
& Reconstructive Surgery 
University Surgical Associates

Martin Ozor, M.D. 
Physician 
Norton Healthcare  
(Norton Physician Services)

Susan Smith 
Executive Director 
GuardiaCare Services

Hosparus

Kentucky Appalachian Rural 
Rehabilitation Network (KARRN) 
Cardinal Hill Rehabilitation 
Hospital 

Dr. Stephen Church

Denise Vazquez Troutman 
President and CEO 
The Center for Women and Families

Sheila Schuster, Ph.D. 
Licensed Clinical Psychologist and 
Healthcare Advocate 
Advocacy Action Network

Anne Powell, MS, BSN, RN 
Synergy-Global

Michael Muscarella 
Director of Rehab Services 
Western Baptist Hospital

Dr. Glen Franklin 
Trauma Surgeon 
University of Louisville Hospital

Dr. Kerri Remmel 
Stroke Center Director 
University of Louisville Hospital

Thomas Tabb, M.D.,  
OB/GYN, Maternal-Fetal Medicine 
Physician,Norton Healthcare 
(Norton Physician Services)

Elizabeth Doyle, M.D. 
Physician 
Norton Healthcare  
(Norton Physician Services)

Bill Kolter 
Corporate Vice President  
(Government Affairs, Public Affairs, 
Corp Communication) 
Biomet Orthopedics

Kentucky Voices for Health

Appriss & Baptist Health 
Network for Appriss clinic

GuardiaCare Services

Fit Kidz-Pediatric Wellness Program 
Cardinal Hill Rehabilitation Hospital

Progressive Medical  
& Rehabilitation Group

The 2011 MediStar Award Nominees
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Jeffrey Jorden, M.D. 
Assistant Professor of Surgery/Colorectal 
Surgeon 
University Surgical Associates

John Reinhart 
President & CEO of the Int’l Center 
for Long Term Care Innovation

Innovate LTC

Turbo Wheelchair Company, 
Inc. (Merlexi Craft)

University of Louisville  
Office of Technology Transer

MedPro Safety Products, Inc.

National Government Services, Inc.

Robotics Oncology Program 
James Graham Brown Cancer Center

Jeffrey K. Burton, M.D. 
Adaptive Health Care Innovations

Advantage Image, Inc.

Life Gear LLC

ApoImmune, Inc.

Concordus

Center for Genetics and 
Molecular Medicine at UofL

Mark Carter 
Managing Director 
Dean Dorton and Ford

Stephanie Lanham 
System Director, Specialty Practices 
Norton Healthcare

Rene Savarise 
Attorney/Shareholder 
Hall Render Killian Heath 
& Lyman, PSC

 

Diane Hague 
Vice President - Addiction Services 
Seven Counties Services, Inc.

Sue Stout Tamme 
President 
Baptist Hospital East

Dr. Brad Calobrace 
Calobrace Plastic Surgery and Calo Spa

Dr. Michael Best 
Orthopaedic Surgeon 
The Assessment Centers & 
Occupational Injury Centers

Bill Mabry 
Member 
Frost Brown Todd LLC

David Dageforde, M.D. 
Cardiologist 
Norton Cardiovascular Associates

Angel “Manny” Alvarez 
Chief Executive Officer 
The Waters of Salem

David Laird 
Jewish Healthcare

Harriette Friedlander 
CEO 
ElderServe Inc 

J. Paul Brophy 
Executive Director,  
Kentucky & Southwest Ohio 
UnitedHealthcare

Phil Marshall 
President & Chief Executive Officer 
Hosparus

Keith R. Knapp 
President & CEO 
Christian Care Communities

Lelan K. Woodmansee 
Executive Director 
Greater Louisville Medical Society

Vickie Yates Brown 
President and CEO 
Nucleus - Kentucky’s Life Science 
and Innovation Center

Beth Monarch 
EVP/COO 
Cardinal Hill Healthcare System

Jim Frazier, M.D. 
Physician 
Norton Healthcare (Norton 
Physician Services)

Joshua Meier, M.D. 
Physician 
Norton Healthcare (Norton 
Physician Services)

Larry Cook, M.D. 
Executive Vice President for Health 
Affairs 
University of Louisville

Claude (Skip) A. Berry III  
President, Louisville Division & 
Marketing 
Wehr Constructors

East Louisville Pediatrics

Mortenson Family Dental

T.J. Samson Community Hospital

The Center for Alternative Medicines

Signature HealthCARE 

David J. Houghton, M.D.

Dennis Kinlaw, M.D. 
Louisville Emergency Medical Associates

Michael Imburgia, M.D. 
Louisville Cardiology

Dr. Mark E. Chariker, M.D., FACS

Richard Pokorny, M.D.

David Jones, DMD

Joe Rotella, M.D. 
Senior Vice President/ 
Chief Medical Officer 
Hosparus

Kupper Wintergerst 
Assistant Professor, Pediatrics Pediatric 
Endocrinology & Diabetes 
University of Louisville

Dr. Kelly McMasters 
Sam and Lolita Weakley Professor & 
Chairman, Department of Surgery,  
University of Louisville and 
surgical oncologist

Patrick J Murphy, M.D. 
University of Louisville

Elizabeth F. Stucker, M.D. 
Physician 
Norton Healthcare (Norton 
Physician Services)

Robert Shaw III, M.D. 
Physician 
Norton Healthcare  
(Norton Physician Services)

Jeremy Thornewill, M.D. 
Physician 
Norton Healthcare (Norton 
Physician Services)

Anil Vinayakan, M.D. 
Physician 
Norton Healthcare  
(Norton Physician Services)

Robert Douglas Adams, M.D. 
Cardiovascular & Thoracic Surgeon 
Cardiovascular Surgical Specialists

Robert Schell, M.D. 
Chair of OMHS Board of Directors 
Quality Committee 
Ohio Valley Surgical Specialists 

Dr. Thomas Baeker 
Commonwealth Cancer Center

M A R C H  2 9 ,  2 0 1 1 ,  4 : 3 0  –  6 : 0 0  
W I T H  C O C K T A I L  R E C E P T I O N  T O  F O L L O W
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D O W N T O W N  L O U I S V I L L E
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By Barbara Mackovic

Spending a day with your nose bur-
ied in a science textbook can induce a 
snooze-fest for some middle or high 
school students. Witnessing live sur-
gery in action, with all the sights, sounds 
and sensations? That’s a totally different 
classroom experience.  

An innovative and ongoing new pro-
gram called Pulse of Surgery connects 
middle and high school students with an 
operating theatre at Louisville’s Jewish 
Hospital, in real time, via broadband inter-
net link. Jewish Hospital and the Greater 
Louisville Medical Society (GLMS) re-
cently launched the program for the first 
time this school year in collaboration with 
the Louisville Science Center.

In early January, about 60 students 
from Ramsey Middle School in Jefferson 
County viewed a live heart surgery via 
broadband link at the Louisville Science 
Center. “Students are receiving a very 
unique, potentially life-changing experi-
ence by getting to witness a live surgery 
and interact with medical staff in real 
time,” said Joanna Haas, executive direc-
tor of the Louisville Science Center.

Boosting Medical Career 
Interest

The goal of Pulse of Surgery is to 
boost interest in medical careers and 
promote healthy lifestyles among young 
people. During the current school year, 
10 open heart or minimally invasive heart 

surgeries will be broadcast live from Jew-
ish Hospital, to students from Kentucky 
and southern Indiana at the Science Cen-
ter. Pulse of Surgery is planned to contin-
ue through several upcoming school years. 

Cardiothoracic surgeon Dr. Mark 
Slaughter is the lead surgeon, engaging 
young minds in thought-provoking con-
versations. Dr. Slaughter is the Professor 
of Surgery and Chief of the Division of 
Thoracic and Cardiovascular Surgery at the 
University of Louisville and Director of the 
Heart Transplant and Mechanical Assist 
Device program at Jewish Hospital, and 
Associate Medical Director of the Cardio-
vascular Innovation Institute. Other heart 
surgeons who will perform surgery are Drs. 
David Slater and Matt Williams. 

At each Pulse of Surgery event, stu-
dents will also have the opportunity to 
interact with physicians and residents. 
“These students are our future doctors, 
nurses, medical researchers and innova-
tors,” said Dr. Slaughter. “Obviously, my 
surgical team is concentrating on our pa-
tient, but it’s nice to know that so many 
eager students are watching and learning 
the very things that excite medical profes-
sionals like me. If we’ve helped launch the 
career of a future physician or specialist, 
that’s a great feeling.”

Pulse of Surgery is modeled on suc-
cessful collaborations in Chicago and 
other major cities. The program includes 
supplementary visuals and pre- and post-
activities for the classroom. In its pilot 
year, more than 1,400 students from 22 
schools are booked in the program.

The ultimate field trip 
Live from the operating room.

“These students are our future 

doctors, nurses, medical 

researchers and innovators.”  

– Dr. Mark Slaughter, 

Healthcare Innovation 
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Far left: Front row: Matt Williams, M.D., 

David Slater, M.D., Mary Ann Patterson, Scrub 

Tech, Mark Slaughter, M.D., Jiapeng Huang, 

M.D. Back Row: Bennie Thornton, RN, Trevor 

Church, Tony Cromer, Erin Aghamehdi, David 

Moehle, Beth Venegas, RN, Korey Plewinski, 

PA-C, Sean Martindale, RN. 

Opposite and left: Students from Monica 

French’s class at Ramsey Middle School in 

Louisville viewed a live heart surgery and 

interacted with the surgical team at Jewish 

Hospital via broadband link at the Louisville 

Science Center.
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Donors to the Jewish Hospital & St. 
Mary’s Foundation have pledged $128,500 
to the program and GLMS is providing 
an additional $100,000. The funding is 
for technology outfitting, development of 
curriculum and program materials, sup-
plies, marketing, evaluation and Science 
Center staff. 

Kimberly A. Alumbaugh, M.D., 
president of the Greater Louisville Medi-
cal Society, said, “This is an amazing op-
portunity that invites kids into the inner 
sanctum of real medical care. We can only 
hope they will be stimulated to change 
unhealthy behaviors and perhaps, make 
the first inroads into a medical career.”  

According to a 2007 comprehensive 
physician workforce study conducted by 
the Kentucky Institute of Medicine, Ken-
tucky struggles to employ enough physi-
cians to care for its roughly four million 
residents. Many students lose interest in 
science, technology, engineering and math 
(STEM) related subjects during their 

middle school years. In high school, many 
students avoid advanced science courses 
because of limited exposure to science in 
earlier grades. Pulse of Surgery is designed 
to recruit new minds to the medical pro-
fession by allowing them to interact with a 
surgical team in real time – before, during 
and after surgery.
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Browsing is not the same as 
“Just Looking”

As we head into Spring 
2011, political theater is in 
full swing Washington, D.C. 
On Capitol Hill, House Re-
publicans have continued 
their plan to dismantle the 
Affordable Care Act of 2010 
and are beginning to look at 
whether the Medicare and 
Medicaid health IT incentive 
programs should be eliminat-
ed. Meanwhile, at the bottom 
of the Hill, the Department 
of Health and Human Ser-
vices is gearing up to receive 
Meaningful Use attestations 
from eligible hospitals and 
professionals. Divergent mes-
sages are coming out that 
may have a negative impact 
on future healthcare transfor-
mation, regardless of which 
piece of legislation prevails.

Legislative Branch
Deficit reduction is hav-

ing a big influence on policy 
development in Washington 
this year. From the failed at-
tempt in the Senate to repeal 
Obamacare to changes in 
funding priorities for domes-
tic programs, Congress is 
searching for ways to control 
costs. In particular, Repub-
licans have begun thinking 
of ways to eliminate compo-
nents of the law. The Budget Committee 
and Appropriations Committee are at-
tempting to defund parts of the program, 
while the Government Oversight Com-
mittee is likely to schedule hearings that 
will slow down implementation of various 
components of the law. 

For those of who have been operating 
under the presumption that health IT is 
safely “on the political sidelines,” we re-
ceived a wakeup call with the introduc-
tion of legislation by Representative Jim 
Jordan (R-Ohio). As Chairman of the 
Republican Study Committee, Mr. Jor-
dan has introduced H.R. 408, the Spend-
ing Reduction Act of 2011, which is in-
tended to cut $2.5 trillion from the federal 
budget over 10 years, by proposing a great 
number of solutions. For the healthcare 
IT community, there is concern that the 

legislation attempts to re-
peal unspent funds from the 
ARRA, to include elimina-
tion of the pending Medi-
care and Medicaid incentive 
payments through the adop-
tion, implementation, and 
Meaningful Use of certified 
electronic health records. 

The legislation has a 
broad scope, and impacts 
many areas of government 
operation, which will compel 
it to face multiple commit-
tee votes before any action by 
the full House of Represen-
tatives. While H.R. 408 may 
be passed by the Republican-
controlled House at some 
point, it is very unlikely that 
the bill would pass the Dem-
ocrat-controlled Senate in its 
current form. In addition, the 
President would veto this leg-
islation and it does not appear 
that there would be support to 
override a Presidential veto. 

One thing is certain, the 
Jordan legislation attempts to 
make the incentive payments 
extraneous, and could dis-
courage some providers from 
adopting quality improving 
and cost containing informa-
tion technology solutions.

Executive Branch
Undoubtedly, the biggest news from 

the health IT community is the an-
nouncement that Dr. David Blumenthal, 
National Coordinator for Health IT, will 
be stepping down from the post to return 
to Harvard University in April. Dr. Blu-
menthal has been absolutely critical to 
the early success of the Meaningful Use 
project. His ability to keep the health IT 
program moving forward through all the 
political debates is a testament to his col-
laborative skills. He brought the issue of 
equality amongst providers and healthcare 
consumers – regardless of demographic or 
care setting – to the national stage. We 
will all benefit from the candid dialogue 
he invoked and the quality of care that 
will result.

From an agency perspective, the 

Malicious software has 
become very sophisticated, 
and continues to be a lucra-
tive endeavor for criminals. 
For the last few years, the 
most commonly used meth-
od of distributing malware is 
through infected web sites. 

Imagine you’re at your 
favorite department store 
and a clerk stops by to ask 
if they can be of assistance. 
You’re not really interested 
in buying anything, so you 
inform the clerk you’re “Just 
looking, thanks.” The clerk 
invites you to let him know 
if you change your mind, 
and off he goes. The encoun-
ter was brief, as was this trip 
to the store. You finish look-
ing around, and head home. 
Fairly routine activity, right?

Now let’s say that once 
you arrived home you find 
someone slipped some 
things into your coat pocket 
and wallet while you were in the store. 
You find a small microphone and a trans-
mitter, which was broadcasting every-
thing you said -- on a channel you didn’t 
even know existed. You also find a small 
wireless camera in your checkbook tak-
ing pictures of your checking account 
number, balance, and your signature and 
sending the images off somewhere. Then 
you check your credit cards, and find an-
other tiny wireless camera, sending pic-
tures of your credit cards to someone you 
don’t know.  

You’d feel outraged that simple “win-
dow shopping” could cause such potential 
impact to you personally and financially. 
How could your personal privacy be vio-
lated so easily? You were only there for a 
brief period of time. 

Just like you don’t expect someone 
to hide things in your pockets while you 
shop, you’re not expecting a web site to 
slip things into your computer while you’re 
visiting either. The impression people have 
is that their computers are just “surfing” 
not diving in, and certainly not taking 
anything with them when they leave. The 
reality is quite different. 

The Reality
Your computer accepts 

and runs software from every 
web site you visit. Each time 
you click a link or type a URL 
into your browser’s address 
bar, your PC runs software 
from that web site. As long as 
that software performs legiti-
mate tasks, such as playing 
a video, then all is well. But 
your computer is incapable of 
determining “good” instruc-
tions from “bad” instruc-
tions. Whatever instructions 
it receives from the web site 
it runs. You have to trust that 
the site you visit is only send-
ing “good” software for your 
computer to run. 

Many people are al-
ready aware that web sites 
use “cookies” to maintain 
an ongoing relationship 
with their visitor’s comput-
ers. These cookies are small 
files sent to your computer 

that allow the web site to know what in-
formation you’ve sent and received. The 
“back” button for example, wouldn’t 
work without cookies. In addition to 
cookies, web sites send software for 
your computer to run. You’ve probably 
heard the term Java Script. Java Script 
is a software language your browser and 
computer understand. You and I speak 
English. Your computer speaks Java 
Script, and runs it when the computer 
receives Java Script from a web site. 

There are literally thousands of back-
ground operations being performed ev-
ery time you surf the web. Sophisticated 
criminals take advantage of that, and suc-
ceed to the tune of hundreds of millions of 
dollars stolen each year.

How to Protect Yourself
Here are some things you can do to 

protect yourself when browsing the web:
Make sure your browser is up-to-

date. Internet Explorer, Firefox, Chrome, 
Opera and Safari all have functionality to 
help you avoid phishing and malware web 
sites. Keep your browser up-to-date with 
patches as they become available. 

Keep your PC up-to-date. Mi-

Overturning Obamacare 
a priority for Republicans; 
Health IT funding threatened

By Thomas Leary 
HIMSS Senior Director 

 of Federal Affairs

By Tom Troutman 
President,  

Network Advocates, Inc.

The View from Capitol Hill Tech Talk

The Jordan 

legislation attempts 

to make the 

incentive payments 

extraneous, and 

could discourage 

some providers 

from adopting 

quality improving 

and cost containing 

information 

technology 

solutions.

The impression 

people have is that 

their computers 

are just “surfing” 

not diving in. And, 

certainly not taking 

anything with them 

when they leave.

Continued on page 27Continued on page 27
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Groundbreaking minimally 
invasive robotic heart surgery.

Just what you’d expect 
from your heart care leader.

HeartCareBreakthrough.com

859.313.4746

Not all
 heart surgery
  is open-heart
   surgery.
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Centers for Medicare and Medicaid Ser-
vices are just weeks away from receiving 
the first attestations of Meaningful Use 
from eligible hospitals and professionals. 
We will all be waiting for the first checks 
to roll out in May. Some skeptics believe 
that CMS cannot turn around funds in 
that short of a time frame, while others 
believe the funds will never be released. 

Meanwhile, the Meaningful Use 
objectives for Stage 2 of the program are 
beginning to receive more attention. The 
HIT Policy Committee is expected to re-
lease its recommendations to the Depart-
ment of Health and Human Services later 
this month after reviewing all the public 
comments on the various objectives. To 
keep with the tight timeline, a Notice 
of Proposed Rule Making for Stage 2 of 
Meaningful Use is expected to be released 
before the end of the calendar year.

Conclusion
As the Medicare and Medicaid Incen-

tive Program gets ready to reward attesta-
tion to higher levels of quality and care 
coordination, we cannot afford to have 
the program’s validity called into ques-
tion. Eligible hospitals and eligible pro-
fessionals have been making the necessary 
investments for many months and years 
to prepare for Meaningful Use. Elimi-
nating the incentive funding now would 
be counter-productive, and could have a 
negative impact on the speed with which 
healthcare transformation is achieved. 
Let your federal legislators know the pro-
grams need to remain in effect, and the 
incentive payments need to be released to 
the healthcare system. So many facilities 
have made the investment… they need 
the incentive! 

Overturning Obamacare 
Continued from page 26

ICD-10 
Continued from page 21

Safe browsing  
Continued from page 22

crosoft offers free updates (also called 
patches) that close vulnerabilities each 
month. Every Microsoft operating sys-
tem since WindowsXP includes the 
ability to automatically download and 
apply these updates; you just need to 
turn on this capability. 

Keep your application software up-
to-date. Adobe has been the most attacked 
software lately, but they are not alone. 
Microsoft, Apple, Adobe, HP, literally all 
the major software firms offer free patches 
for their applications. Buy software only 
from legitimate sources, and turn on the 
option to “check for updates.” 

Have AntiVirus/AntiSpyWare soft-
ware on your PC, and keep it up-to-date. 
If you don’t have AntiVirus/AntiSpyWare 
software on your PC, Microsoft has free 
software called “Microsoft Security Es-
sentials. http://www.microsoft.com/secu-

rity_essentials/.
Install a Firewall, or use the built-in 

Firewall software that came with your PC.
Be mindful of where you surf. 

“Top Tier” web sites such as Microsoft, 
Google, Yahoo, etc., have a low probabil-
ity of delivering malware to their visitors. 
Time.com, IBM.com, Amazon.com and 
other high profile sites are also unlikely 
to be compromised. But, going to the 
sites listed after you search for an actor by 
name, for example, will include web sites 
you’ve never heard of, and these have a 
much higher probability of intentionally 
or unknowingly serving up malware.

Be wary of “freeware” and file shar-
ing sites. If it sounds too good to be true, 
it probably is.

“Let the Buyer Beware” and “Let the 
Browser Beware” are good mottos to live by.

and inpatient procedures.  Failure to im-
plement ICD-10 timely may cause billing 
delays, increase claim rejections, and cash 
flow problems for some providers. How-
ever, payers, providers, and other covered 
entities should already be in the planning 
and testing stages for the October 1, 2013 
deadline. January 2011 is the month that 
Covered Entities should  begin internal 
testing because the current 4010/4010A1 
standard cannot accommodate the use of 

the greatly expanded ICD-10 code sets.   
The final rule for 5010 implementation 
was published simultaneously with the 
ICD-10 final rule.

ICD-10 and 5010 resources are avail-
able from the Centers for Medicare and 
Medicaid Services at www.cms.gov/ICD10.

Elizabeth “Betsy” Ann Johnson is Counsel at the Stites 

& Haribson Lexington office where she concentrates 

her practice in healthcare law and regulatory issues. 
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Remember

Spencerian has the skilled graduates  
you need in your healthcare organization! 
Qualified personnel are in the following fields:

•	Phlebotomy
•	Clinical Assistant
•	Medical Assistant
•	Medical Coding Specialist
•	Medical Transcriptionist
•	Healthcare Reimbursement Specialist
•	Medical Administrative Management
•	Medical Clinical Specialties
•	Clinical Laboratory Assistant
•	Medical Laboratory Technician

•	Limited Medical Radiography
•	Radiologic Technology
•	Massage Therapy
•	Medical Massage Therapy

     Louisville Campus Only
•	Ophthalmic Assistant
•	Health Unit Coordinator
•	Medical Administrative Assistant
•	Surgical Technology
•	Invasive Cardiovascular Technology

Call Today to Find Your Next Great Employee!
LouisviLLe Campus 

(502) 449-7828

Spencerian.

Lexington Campus 
(859) 977 -5406


