
By Sharon H. Fitzgerald

It’s been a long time coming, but 
it looks like the federal government is 
upping its enforcement game when it 
comes to HIPAA privacy and security.

“Healthcare providers should ex-
pect to see increased enforcement under 
HIPAA once the final HITECH regu-
lations are issued,” said Mark J. Swear-
ingen, attorney, Hall Render Killian 
Heath & Lyman, LLC., in Indianapo-
lis, Ind. “One of the primary changes to 
HIPAA made by the HITECH Act was 
to increase penalties and improve mech-
anisms that will make enforcement 
more likely, which was at least partly in 
response to a prior lack of enforcement 
under HIPAA.  

“We have already seen increased 
enforcement activity in circumstances 
involving large breaches, and we expect 
to see enforcement on an even broader 
scale once the final HITECH regula-
tions are issued and become effective.” 
he continued.

“I do think it’s fair to say that the 
HIPAA enforcement environment ap-
pears to be tightening up,” added Travis 
Lloyd, who practices healthcare law in 
Nashville, Tenn., with Bradley Arant 
Boult Cumming. 

Several headline-making actions 
by Health and Human Services and the 
Office of Civil Rights (OCR) last year 
illustrate the fact.

In February 2011, HHS imposed a 
civil monetary penalty of $4.3 million 
on health insurer Cignet Health for re-
fusing to provide patients with access to 
their medical records as required under 
the Health Insurance Portability and 
Accountability Act. It was the first civil 
penalty handed out since HIPAA went 
into effect in 1996. That same month, 
Massachusetts General Hospital agreed 
to a $1 million settlement. Then in July, 
the University of California at Los An-
geles Health System agreed to pay an 
$865,000 fine and institute a correc-
tive action plan—not an inexpensive 
proposition—as a result of two patient 
complaints that UCLA Health System 
employees “repeatedly and without per-
missible reason” looked at the patients’ 
electronic protected health information. 
The patients were reportedly celebrities.

In the press release announcing the 
UCLA settlement, OCR’s then-director 
Georgina Verdugo said, “Covered enti-
ties need to realize that HIPAA privacy 
protections are real and OCR vigorous-
ly enforces those protections. Entities 
will be held accountable for employees 
who access protected health informa-

MEDICAL NEWS 
T h e  b u s i n e s s  o f  h e a l t h c a r e
$ 2 . 5 0    M a r c h  2 0 1 2

Be aware for safe care 
Each March, patient safety steps into the national 
spotlight during the annual awareness week, 
which is set for March 4-10. For providers across 
the country, however, the safe delivery of care is an 
ongoing battle day in and day out.

Read more on page 8 

Healthcare Innovation
New options for back pain
Clark Memorial Hospital, in Jeffersonville, Ind., and 
spine surgeon Dr. Robert Blok have introduced the 
newest technique for spine surgery, designed to 
treat major back injuries with a minimum amount 
of pain and recovery.   

Read more on page 24 

MediStar Awards:   
Where are they now? 
The MediStar Awards, the region’s premier venue 
for recognizing excellence in the business of 
healthcare caught up with former award winner 
Jeff Barber, of Owensboro Medical Health System.   

Read more on page 25
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Behavioral   
Health Issue
This month Medical News focuses on behavioral 
health from the point of view of a patient, provider, 
physician and advocate. Our in-depth coverage takes 
a close-up look at a patient suffering with mental 
illness, discusses new (and not-so-new) treatments 
for depression and explores the relationship 
between chronic pain and depression. 

Integrating mental health and medical services 
has been a hot healthcare topic for the past few 
years. This issue discusses why as well as details the 
successful partnership of The University of Louisville 
Pediatrics Program and Seven Counties Services Child 
& Family Division, which integrates primary pediatric 
care and behavioral healthcare. Prescription drug 
abuse is another timely and important topic.   
We also introduce one lesser seen viewpoint— 
how addiction treatment fits in fighting   
this epidemic. Lastly, we would 
be remiss to not address 
the latest happenings in 
Frankfort. How exactly 
has Medicaid Managed 
Care affected members? 
Read more to find out.

Articles begin   
on page 11

Privacy 
restored

Expect stronger enforcement of HIPAA Privacy, Security Rules.

“We have already 
seen increased 

enforcement 
activity in 

circumstances 
involving large breaches, 

and we expect to see 
enforcement on an 
even broader scale 

once the final HITECH 
regulations are issued 

and become effective. “
—Mark J. Swearingen, 

attorney, 
Hall Render Killian 

Heath & Lyman, LLC



P a g e  2     M e d i c a l  N e w s  •  M a r c h  2 0 1 2

Let me begin by offering my sincere thanks to our new Editorial Board. 
The individuals listed on the left of this page have graciously agreed to 
donate their time to help ensure that Medical News continues to provide 
our readers with relevant and timely news and information. Of course, we 
greatly appreciate the opinions of our readers as well. If you have a topic 
you would like to see covered or an issue we should explore, please drop me 
a line at (ben@igemedia.com) and share your thoughts.

This month, we are exploring an issue that I have enjoyed covering in 
detail over the last four years. Behavioral health is not always at the fore-
front of the healthcare conversation, but it has become an increasingly important part of our overall 
healthcare system. As Susan Zepeda points out in her article on page 11, simply coordinating care can 
be an obstacle to overcome. However, this section highlights plenty of successes, such as how delivery 
methods are evolving and the emphasis placed on collaborative health.

I would like to take a quick moment to thank Dean Johnson with Seven Counties Services who has 
been a good friend and a strong advocate for this issue for years. I truly appreciate his help in identify-
ing trends and issues in behavioral health.

Finally, I would like to remind our readers that the MediStar Awards will be held on May 22, 
2012. Please take a moment to visit our new web site (www.medistarawards.com) and nominate your 
healthcare leaders. Also, don’t forget to buy your tickets. You don’t want to miss the best network-
ing in the city!

Sincerely yours,
Ben Keeton
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We were here for you yesterday.  
We are here for you today.  
We will be here for you tomorrow.®

Special Electronic Health Records Leasing 
Program for your practice!

Why choose Republic Bank for equipment leasing?

•	 Fast,	simple	and	local	approval	process

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

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

•	 Lease	option	available

FINANCING OPTIONS THAT MAKE 
SENSE FOR YOUR PRACTICE.

Source:
Highline Financial, LLC, 2011

as published in ABA Banking Journal | April 2011

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

tion to satisfy their own personal curios-
ity.” Since the UCLA decision, Verdugo 
stepped down as OCR chief. Taking her 
place is Leon Rodriguez, who has public-
ly pledged to take an even tougher stance 
against HIPAA privacy and security vio-
lations.

With respect to the UCLA case, 
Lloyd acknowledged that it’s difficult 
“to constrain human curiosity,” then he 
added, “But that’s not what HIPAA is 
really out there to try to police. HIPAA 
says you need to train folks so that they 
resist that temptation, and you need to 
have some sort of auditing procedure in 
place so that you can detect when people 
are doing record snooping. Then when 
you realize that something is awry, you 
need to look into it and take appropriate 
action. It’s a common-sense approach at 
the end of the day.”

What the Law Requires
The Health Information Technology 

for Economic and Clinical Health (HI-
TECH) Act, enacted in 2009, expanded 
the applicability and penalties for HIPAA 
privacy and security rules and also add-

ed a breach-notification rule. It requires 
covered entities and business associates 
to give notice when there’s a breach of 
unsecured, protected health information 
if there’s “significant risk of financial, 
reputational or other harm.”

An OCR report last fall delineated 
breaches reported to date, and theft or 

loss of electronic media or paper re-
cords topped the list. “You can’t really 
stop someone from losing a laptop, and 
laptops are always going to be stolen; 
however, you can encrypt the protected 
health information on those laptops. If 
you do that properly, which is a technical 
thing under the rules, then the informa-
tion will not be said to be ‘unsecured’ un-
der that breach-notification rule,” Lloyd 
explained. “Then you wouldn’t have to 
go through the hand-wringing analysis 
of whether to disclose, and you wouldn’t 
have to go to the great expense of disclos-
ing and providing notice to all those who 
were affected.”

According to Sarah Cronan Spur-
lock, an associate in Stites & Harbison’s, 
PLLC, Health Care Group in Louisville, 
Ky., HITECH’s breach notification re-
quirements make HIPAA compliance 
that much more critical. 

“Covered entities who have not taken 
the time to develop and train employees 
on HIPAA privacy and security policies 
may find themselves more susceptible to 
breaches,” she said. “Once you report a 
breach, you attract the attention of the 

OCR and face potential fines—not only 
for the breach itself, but also for failing 
to have adequate safeguards in place to 
prevent the breach in the first place.” 

audit Program
Also part of HITECH is an audit pro-

gram, and OCR has pledged to audit 150 

Privacy restored
Continued from page 1

“Once you report 
a breach, you 

attract the 
attention of the 
OCR and face 

potential fines—not only 
for the breach itself, but 
also for failing to have 
adequate safeguards 

in place to prevent the 
breach in the first place.”

—Sarah Cronan 
Spurlock, associate, 

Stites & Harbison, PLLC

“While we are 
still awaiting 
the final rule, 

the HITECH Act 
enhances HIPAA 

enforcement authority and 
significantly increases 

financial penalties 
for violations.”

—Molly Nicol Lewis, 
associate, 

McBrayer, McGinnis, Leslie 
and Kirkland, PLLC

Continued on page 27
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healthcare?

credit union

work in 

LMedFCU.org

EQUAL HOUSING

we are your

Serving Healthcare Employees, Retirees and Family Members 
Throughout Kentuckiana Since 1953.

Downtown Louisville Branch: 234 E. Gray Street, Suite 130
Two Service Centers & Over 4,100 Shared Branch Locations

Online Banking

502.629.3716

DiSCovER THE bEnEFiTS 
oF SwiTCHing To

Baptist Medical associates
Kristen Basham, M.D. joined Baptist OB/GYN 
Associates, part of Baptist Medical Associates. 

Heath Brown, M.D., joined Baptist OB/GYN As-
sociates, part of Baptist Medical Associates. 

Denise Bruneau, M.D., joined Baptist OB/GYN Asso-
ciates, part of Baptist Medical Associates. 

Anita Kotheimer, M.D., joined Baptist OB/GYN 
Associates, part of Baptist Medical Associates.

Indiana University Health
The Indiana University Health Goshen Board of Di-
rectors appointed Randy Christophel to the position of 
president and chief executive officer. 

Jewish Hospital & St. Mary’s HealthCare 
Dr. Chris Theuer joined Louisville Surgical Associates. 

Seven Counties Services
Seven Counties Services recently hired Dr. Zoe 
Wilson, child psychiatrist.   

Seven Counties Services elected Peter Garrison as a 
board member. 

BASHAM

BROWN

KOTHEIMER

P E o P L Ein brief
University of Kentucky 
Terry Lennie, professor and associate dean for Ph.D. 
Studies with the Universtiy of Kentucky College of 
Nursing, has been appointed associate editor for the 
Journal of Cardiac Failure. The journal is the off icial 
publication of the Heart Failure Society of America. 

University of Louisville
C. Maurice Snook has been named associate vice 
president for health affairs f inance and adminis-
tration for the University of Louisville Health Sci-
ences Center.   

University Medical associates
David Nunley, M.D., joined University Medical 
Associates as clinical director of lung transplant.   

Paula Peyrani, M.D., joined University Medical As-
sociates as an internal medicine physician special-
izing in infectious diseases. 

Western Baptist
Hospitalist Ali Jessee, D.O., joined the medical 
staff at Western Baptist Hospital. 

Family practice physician Khai C. Truong, M.D., 
recently joined the medical staff at Western Bap-
tist Hospital.

Wyatt, Tarrant & Combs, LLP
Wyatt, Tarrant & Combs, LLP welcomes Christopher 
Melton to its Health Care Service team as Counsel. 

Wyatt, Tarrant & Combs, LLP welcomes Jennifer Win-
tergerst to its Health Care Service team as Counsel. 

Christian Care Communities
Christian Care Communities named Chris Greeley, 
PHR as Human Resources Manager. 

LENNIE

WILSON GARRISON

SNOOK

JESSEE

NuNLEy

BRuNEAu

PEyRANI

TRuONG

MELTON WINTERGERST

GREELEy

To Submit to People In Brief
Each month, Medical News recognizes newly hired or promoted 

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

Please submit a brief description and high resolution color 
photo saved as jpeg, tif or eps (pdfs will not be accepted) via email to 
Melanie@igemedia.com.
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N E W Sin brief
HealthGrades, a leading source of 

healthcare provider information named 
Owensboro Medical Health System 
(OMHS), Owensboro, Ky., and a Dis-
tinguished Hospital for Clinical Excel-
lence™ for the fourth consecutive year. 

This distinction places OMHS among 
the top 5 percent of hospitals nation-
wide for clinical performance. OMHS 
is one of only two hospitals to receive 
this award in Kentucky.  

OMHS receives award

Christian Care Communities an-
nounced the election of the following 2012 
Board of Directors’ officers:

•	 Alan	C.	Parsons,	human	capital	con-
sultant and attorney-at-law, Louis-
ville, as chairperson of the board; 

•	 Marie	Smart,	Alzheimer’s	family	care	
specialist, University of Kentucky, 
Lexington, as vice chairperson; 

•	 Audrey	 Powell,	 executive	 di-
rector of community services at 
Ephraim McDowell Regional 
Medical Center, Danville, Ky., 
as secretary of the board; 

•	 Frank	Farris,	 partner,	Mountjoy	
Chilton Medley, LLP, Louis-
ville, as treasurer; and 

•	 Scott	Coburn,	 former	 chairperson	
of the Christian Care Board and 
senior minister of Northside Chris-
tian Church, Georgetown, Ky., as 
ex-officio member of the board. 

Ch r i s t i a n  Ca re  a l so  we lcomes 
the fol lowing new members to its 
board of directors: 

•	 Dr.	Susan	Jones,	professor	in	the	
School of Nursing at Western 
Kentucky University, Bowling 
Green; and

• 	 Rev. 	 Wayne	 Bel l , 	 pres ident	
emeritus of the Lexington Theo-
logical Seminary and ordained 
minister, Lexington. 

Christian Care Communities announces 
2012 board officers, members

The findings of Jan Potempa, Ph.D., 
DSc, professor and academic scholar, 
Oral Health and Systemic Disease 
group, University of Louisville School 
of Dentistry, have helped change sci-
entific thinking about the origin of 
periodontal tissue inflammation. The 
results of his research may lead to the 
development of more effective medica-

tion to combat periodontal disease, and 
therefore reduce the risk of heart disease 
and arthritis.

His discoveries have earned him 
the Foundation for Polish Science Prize 
in the field of life sciences. The FNP 
Life Sciences Prize is given annually to 
one Polish researcher for outstanding 
achievements or discoveries.

UofL researcher earns 
foundation prize for   
Polish Science

Louisville, Ky.-based Bellarmine 
University’s respiratory therapy and 
exercise science programs have moved 
to a 15,400-square-foot building, two 
miles from the main campus.

Rapid enrollment growth of the 
university’s health science programs 

has prompted the Louisvil le school to 
develop a new facility. 

Bellarmine’s health science pro-
grams have 290 full-time students, a 
growth of 50 percent since 2008. An-
other 447 students are studying nurs-
ing in the Lansing School.

Bellarmine adds building 

Louisvil le, Ky.,-based Jewish 
Hospital & St. Mary’s HealthCare 
( JHSMH) announced that Louis-
vil le Surgical Associates signed an 
agreement to become part of their 

organization. This practice includes 
Drs. Joseph Blandford, Joel Garmon, 
Vincent Lusco, Rodney McMillin, 
John Olsof ka, Bryce Schuster and 
Robert Stewart.

Louisville Surgical Associates 
joins JHSMH 

Walgreens pharmacists at eight of 
the drugstore chain’s Louisville loca-
tions are partnering with Passport 
Health Plan, a local Medicaid health 
plan, on a new smoking cessation pro-
gram. The program is free to Wal-
greens customers and Passport mem-
bers and aims to improve the com-
munity’s health by giving smokers the 

tools, resources and ongoing clinical 
pharmacist counseling to help achieve 
their cessation goals. 

Walgreens will share program 
results with Passport Health Plan on 
a monthly basis and will also mea-
sure the program’s effectiveness for 
individuals enrolled over a six and 
12-month period.

Walgreens launches cessation 
program for Passport members 

According to U.S. News & World 
Report, publisher of Best Hospitals 
Pikeville, Ky.-based Pikeville Medical 
Center (PMC) is among the nation’s 
Best Regional Hospitals 2011-12. 

Hospitals like Pikeville Medical 
Center offer a high level of medi-
cal care to communities that other-
wise might have limited options, said 
Avery Comarow, U.S. News Health 
Rankings Editor. 

U.S. News annually evaluates 
nearly 5,000 hospitals in 16 different 
medical specialties. Hard numbers 
stand behind its analysis in most spe-
cialties—death rates, patient safety, 
procedure volume, and other objec-
tive data. Physicians’ responses to a 
national survey, in which specialists 
are asked to name hospitals they con-
sider best in their specialty for the 
toughest cases, also are factored in. 

U.S. News & World Report names 
Pikeville Medical Center Best 
Regional Hospital

Louisville, Ky.-based Kosair Chil-
dren’s Hospital (downtown campus) 
has been verif ied as a Level I pedi-
atric trauma center by the Verif ica-
tion Review Committee (VRC), an ad 
hoc committee of the Committee on 
Trauma of the American College of 
Surgeons (ACS). This accreditation 
is a national designation that requires 
both high-quality clinical care and re-

search in the f ield of trauma with con-
tinued innovation. 

Kosair Children’s Hospital joins 
the University of Louisville Hospital 
and University of Kentucky Hospi-
tal in being the only three designated 
Level I trauma centers in the state. 
Kosair Children’s is also the only free-
standing Level I pediatric trauma cen-
ter in Kentucky. 

Kosair Children’s Hospital verified 
as Level 1 pediatric trauma center
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The Floyd Memorial Foundation, 
New Albany, Ind., recently presented 
the Town of Georgetown Police De-
partment with five Automated External 
Defibrillators (AEDs), which now gives 
all their patrol units the ability to lend 
immediate assistance to adults or chil-

dren suffering cardiac arrest. 
The AEDs were given in response 

to a grant request by the Georgetown 
Police Department to ensure that cardi-
ac arrest victims receive lifesaving care 
as quick as possible. 

Floyd Memorial Foundation 
fulfills defibrillator grant request

Children and Family Services
When: Thursday, March 1, 2012
Time: 4 p.m.  - 6 p.m.
Where: 9702 Stonestreet Road, Suite 110, Louisville, KY 40272
Learn more: (502) 589-8920
Info: Please join us for an Open House at our newest service location:
•		Take	a	tour	and	enjoy	afternoon	refreshments.
•		Learn	about	our	cutting	edge	services	and	therapies	for	children	with					
    emotional and behavioral diff iculties.
•		Experience	the	opportunities	for	growth	and	healing	for	children,	
    families, caregivers and patients. 

HealthEnterprises Network 
Louisville’s First Healthcare Spotlight Series of 2012 - 
Financing in Healthcare: 2012
Onex with private equity 
When: Wednesday, March 7, 2012
Time: 7:30 a.m. - 8 a.m. registration/networking, 8 a.m.- 9:15 a.m. program
Cost: members $45; non-members $60
To register: Call 502-625-0179 or email Katie@HealthEnterprisesNetwork.com

Exclusive ICD-10 training webinar series
Presented by Kentucky Hospital Association
When: Tuesday, March 13, 2012
Time: 10 a.m. - 12 p.m. (webinar)
Info: Get prepared for 2013 with this webinar series. This session is part 
three of a f ive-part series and will focus on documentation challenges for 
hospitals and practitioners and the impact on the healthcare industry.
To register or learn more: visit www.kyha.com/wp-content/uploads/2011/12/
ICD10Webinars.pdf.

Champions of Health
Presented by Community Health Charities of Kentucky
When: Tuesday, March 13, 2012
Info: Community Health Charities of Kentucky, along with other local 
health charities, will come together to recognize their outstanding volun-
teers and the leadership award recipient, E. Joseph Steier of Signature.
To register: Call 502-581-0203

The 2012 MediStar Awards
Presented by Medical News
When: Tuesday, May 22, 2012
Time: 4:30 p.m. networking; 5 p.m. awards; 6 p.m. cocktail reception
Where: Hyatt Regency Hotel, Regency Ballroom, Louisville, KY, 40202
Cost: $50 individual; $500 sponsored table of 10
To register: www.medistarawards.com/tickets.html
Learn more: www.medistarawards.com/index.html

Event Calendar 

N E W Sin brief

Pikeville Medical Center, Pikev-
ille, Ky., recently won a Hospital of 
Choice Award. The award recogniz-
es America’s most customer-friendly 
hospitals. Pikeville Medical Center is 

ranked in the Top 10 of the more than 
400 hospitals nationwide that were 
considered, and is the only Kentucky 
hospital to receive this recognition.

Pikeville Medical Center wins 
Hospital of Choice award

St. Elizabeth Medical Center, Inc. 
(Boone, Kenton, Campbell, and Grant 
counties in Kentucky) received a 2012 
grant from the Foundation for the Na-
tional Institutes of Health (FNIH). 
FNIH awarded grants totaling nearly 
$300,000 to six community organi-
zations, as part of a public-private 
partnership with the National Heart, 
Lung, and Blood Institute (NHLBI) 

in support of The Heart Truth® Com-
munity Action Program. 

The Heart Truth Community Ac-
tion Program aims to help commu-
nities educate women about making 
lifestyle changes that lower their risk 
for heart disease and to promote The 
Heart Truth, the NHLBI’s national 
awareness campaign for women about 
heart disease. 

St. Elizabeth Medical Center 
receives FNIH grant

Louisville, Ky.-based Golden Liv-
ingCenter - Mt Holly donated $1,000 
to The Center for Women and Fami-
lies. The nonprof it organization used 
the donation to offer continued sup-
port with housing and needed house-
hold items for their families during 
the holidays. 

The donation was made as part 
of Golden Living’s Community Sup-
port Initiative grant program, which 
is funded through Golden Living-
Center - Mt Holly parent company, 
Golden Living. The Community Sup-
port Initiative grants are charitable 
contributions given in support of wor-
thy non-prof it community or regional 
organizations. Since the program’s 

inception in 2005, more than 1,570 
grants have been given out; contribut-
ing $1,498,000 into local communities 
the company serves.

Golden LivingCenter - Mt Holly 
provides quality healthcare for up to 
110 residents, including those needing 
skilled nursing and rehabilitative care. 

Golden LivingCenter – Mt Holly 
donates to organization 

Joseph Kutz, M.D., led a team of 
24 hand surgeons and two anesthesiol-
ogists to perform another hand trans-
plant during a 15 ½ hour procedure at 
Jewish Hospital last month. This is 
the eighth patient for the Louisville 
Vascu lar ized Composite A l lograf t 

Program team made up of surgeons 
and researchers from Jewish Hospital, 
the Christine M. Kleinert Institute 
for Hand and Microsurgery, Kleinert 
Kutz Hand Care Center and the Uni-
versity of Louisville. 

Louisville team performs    
hands transplant
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Spend more time seeing patients. And less 
time looking for information about them.

David Jaco, O.D., knows that high blood pressure 

and diabetes can be serious issues in eye care. 

So having an accurate patient history is important 

to him. But for years he had to rely on patients’ 

memories about their medications, make phone calls 

or sort through paperwork. 

Then came the Kentucky Health Information 

Exchange. Thanks to KHIE, all that detective work 

has been replaced with unprecedented access to 

comprehensive, electronic health records at his 

optometry practice. 

Getting signed on was easy too. “The KHIE team 

was great to work with,” he says. “They did all the 

legwork.” So what are you waiting for? Find out how 

to join the network.

Dr. David Jaco
Murray Vision Center

For a limited time, there are fi nancial incentives for your 
hospital or practice to join KHIE. Visit www.khie.ky.gov 
or call 502-564-7992 to learn more.

Dr. Jaco_MedNews.indd   1 2/10/12   12:37:24 PM
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By Cindy Sanders

Each March, patient safety steps into 
the national spotlight during the annual 
awareness week. For providers across the 
country, however, the safe delivery of care 
is an ongoing battle day in and day out. 

After all, no one hops out of bed in 
the morning and says, “Today, I think I’ll 
kill a patient” or “I wonder just how al-
lergic to penicillin Mrs. Smith really is?” 
Yet, the sheer complexity of the nation’s 
healthcare system makes it fertile ground 
for human error.

The discipline of patient safety really 
burst into the collective consciousness of 
America with the November 1999 release 
of the Institute of Medicine (IOM) land-
mark report, “To Err is Human: Building 
a Safer Health System,” which received 
broad consumer media coverage. The re-
port, however, wasn’t “news” to many in 
healthcare. In fact, organized efforts to 
make medicine systemically safer were al-
ready underway.

Following a wave of reports outlining 
death and injury due to medical mistakes, 
a multidisciplinary group of thought 
leaders joined together for a summit on 
medical errors at the Annenberg Center 
for Health Sciences in Rancho Mirage, 
Calif., in the fall of 1996. An offshoot of 
that historic meeting was the formation of 
the National Patient Safety Foundation 
(NPSF) the following year. 

Since that time, the NPSF has re-
mained focused on safety. “We’ve had 

one single mission since the day we were 
formed in March 1997 and that is to im-
prove the safety of the healthcare system,” 
said Diane C. Pinakiewicz, president of 
the organization.

Where Change Starts
That change starts, she explained, by 

adopting the tenets of a safety culture, in-
cluding transparency, teamwork, account-
ability and patient-centeredness. “Those 
characteristics were not necessarily pres-
ent in healthcare when this work started,” 
Pinakiewicz noted. 

In fact, she continued, shifting to this 
type of mindset is still a stumbling block 
for an industry that was long entrenched 
in a hierarchical mentality.

“You have to have a culture where you 
expect people to bring up problems and 
look at why failure occurred,” she said. 
Without that type of openness, it’s hard 
to sustain forward momentum.

While the IOM report certainly cap-
tured the nation’s attention, what it didn’t 
capture was broad-based benchmarking 
data. “When that landmark report was 

issued, we didn’t really know what the 
denominator was,” noted Pinakiewicz, 
who added the data was extrapolated from 
a couple of small inpatient studies and 
didn’t include errors in the ambulatory 
setting. Having adequate baseline data re-
mains a challenge in assessing just how far 
the industry has come.

IOM Report accomplishments
What the report did accomplish, how-

ever, is to make safety a priority across the 
spectrum of clinical settings. “Everybody 
has rallied around patient safety. It so gets 
to the essence of why we’re in healthcare,” 
Pinakiewicz pointed out. “What we’ve seen 
is a huge change in the way we do process 
improvement work; the way we are more 
open about our mistakes; the way we are 
transparent with patients.”

She added the emphasis on safety also 
drew attention to the lack of focus on the 
delivery system that supports the advance-
ments in medicine, which had largely been 
ignored. “It helped us understand how im-
portant the care delivery process is.” 

“Patient-centered” has be-

come a phrase that routinely 

crops up in mission state-

ments and strategic plans 

across the care spectrum.

Online Curriculum, Professional  
Credentialing Now Available 

The past few weeks have been extremely busy for 
the National Patient Safety Foundation. 

At the beginning of February, the organization rolled out a self-paced, online 
curriculum that provides foundational knowledge in patient safety. The 
10-module learning system explores the competencies associated with the 
discipline of patient safety and explains how these tenets are implemented 
in everyday practice. More information is available at www.npsf.org.

During National Patient Safety Week, March 4-10, NPSF is also launching a 
new professional credentialing program — the CPPS, Certified Professional 
in Patient Safety. This rigorous, evidence-based exam ensures those that 
carry the designation are fully committed to the discipline of patient safety.

“Our goal is to get as many people credentialed as possible,” said 
NPSF President Diane Pinakiewicz, “because that means they have 
a basic set of competencies and knowledge in patient safety.”

For details on the credentialing process, candidate resources, 
and a practice test, go online to the Certification Board for 
Professionals in Patient Safety site at www.cbpps.org.

Be aware for safe care
National Patient Safety Week set for March 4-10.

Continued on page 9
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Historically, she added, healthcare 
processes have been provider-centric. 
“Our processes were designed to help us 
maximize our provider resources as op-
posed to (as in most other industries) be-
ing designed around the customer and the 
customer experience.”

That, however, is beginning to change. 
“Patient-centered” has become a phrase that 
routinely crops up in mission statements 
and strategic plans across the care spectrum. 
The culture shift also is evident in new 
payment models that move away from re-
warding volume and instead pay for quality, 
safety and outcomes.

awareness and education
Awareness and education are two of the 

most powerful tools in keeping the health-
care industry focused on safety. To that 
end, the NPSF launched the annual Patient 
Safety Awareness Week in 2002. This year’s 
theme, “Be Aware for Safe Care,” pinpoints 
the need for all involved parties to be aware 
of the patient safety work and how they can 
participate to help make care safer. Certain-
ly that means clinicians, but it also means 
clerical staff, administrators, support per-
sonnel, patients and family members have 

an important role to play on the safety team. 
In fact, the discipline of patient safety 

has borrowed heavily from other high-
risk industries that have put processes and 
checklists in place to ensure customer sat-
isfaction and safety. “The learnings from 
these industries tell us very clearly one of the 
key requirements for a culture of safety is 
teamwork,” Pinakiewicz said. “Who better 
to be vigilant on a healthcare team than the 
patient or patient’s family?”

When NPSF launched 15 years ago, 
it was rare to physically identify the body 
part scheduled for surgery. Today, it is rou-
tine for patients to confirm that, indeed, X 
does mark the spot. When that simple best 
practice is deployed, the risk of amputating 
the wrong arm or replacing the wrong hip, 
drops dramatically.

Another example of a simple but high-
ly effective practice is the checking and 
rechecking of a patient’s identity before 
dispensing medication or performing any 
procedure. “At first, people thought, ‘gosh, 
they can’t remember who I am.’ Now, they 
know that it is safeguard,” Pinakiewicz said 
with a laugh.

She added, patient empowerment is one 
thing, but patient engagement is the goal. 
“We work very hard to promote engagement 
of patients and engagement of providers in 
order to empower the relationship between 
them, which is where the value proposition 
lies. This helps define the care team as in-

cluding the patient, which is necessary in 
order to optimize safety and outcome.”

Despite the many advances that have 
been made in changing the safety culture 
and improving processes, Pinakiewicz said 
there is still a long way to go. “There are lots 
of approaches to reducing error that have 
proven to be very, very effective but,” she 
stressed, “as an industry, we haven’t been 
good at spreading those, adopting them 
across the system and sustaining them.”

So again this year, NPSF will utilize 
Patient Safety Week to celebrate progress, 
spread awareness, and renew energy for the 
work that lies ahead.

“What we’ve 

seen is a huge 

change in the way 

we do process 

improvement work; the way 

we are more open about 

our mistakes; way we are 

transparent with patients.”

   —Diane C. Pinakiewicz,
president, National Patient 

Safety Foundation

Make Plans to 
Attend Patient  
Safety Congress 

The 14th Annual Patient Safety 
Congress is set for May 23-
25 at the Gaylord National 
Hotel and Convention Center 
in Washington, D.C. 

The NPSF event will host 
the celebration of the one-
year anniversary of the 
groundbreaking Partnership for 
Patients Initiative. Plans include 
a plenary session at Congress 
designed to showcase Partnership 
for Patients accomplishments; 
a learning session on the role 
of consumers and patient 
advocates; and discussion 
of wider opportunities for 
community engagement in 
healthcare and patient safety.

For more information or 
to register online, go to 
www.npsfcongress.org. 

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

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

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

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

or David Bundy for more information.

DEAN DORTON ALLEN FORD

www.ddafcpa.com

Lexington
859.255.2341

Louisville
502.589.6050
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The Alzheimer’s Association’s 
Greater Kentucky and Southern In-
diana Chapter will present awards to 
local honorees for their work to help 
f ight Alzheimer’s disease. 

The awards and honorees include:
•	 Professional	 Caregiver	 of	 the	

Year, Karen M. Robinson, 
PhD., PMHCNS-BC, FAAN, 
and the University of Louisville 

School of Nursing Caregivers 
Program

•	 Giving	Award,	Bonnie	J.	Hackbarth
•	 Family	 Caregiver	 of	 the	 Year,	

Barbara Webb 
•	 Media	Partner	for	the	Year,	To-

day’s Woman/Today’s Transitions 
will also be recognized

Locals receive awards for 
commitment to Alzheimer’s work 

Christian Care Communities and 
The Joseph Group broke ground for 
Ashgrove Woods, a new $30 million 
independent and assisted senior living 
community in Nicholasville, Ky. 

The new 20-acre Ashgrove Woods 
will offer a range of housing options, 
including independent living homes 
and townhomes and private apartment 
homes with assisted living, intercon-
nected through golf cart lanes and 
walking/biking trails. The new senior 
living community also will provide a 
wide range of care, including adult day 
care, memory care and rehabilitation 
services. The community will include 
a clubhouse, banquet hall, chapel, 

community garden and park. 
Further distinguishing Ashgrove 

Woods is the partnership between 
Christian Care Communities, Ken-
tucky’s largest faith-inspired, non-
profit provider of senior living commu-
nities and long-term care, and The Jo-
seph Group, a real estate development 
company based in central Kentucky.

Construction on Ashgrove Woods 
will begin immediately, with the f irst 
homes scheduled for completion in the 
summer of 2012 and the assisted living 
complex in the spring of 2013. Prior 
to the ground breaking, three of the 
72 lots already had been reserved by 
future owners. 

Ground broken for new 
independent, assisted senior 
living community in Nicholasville 
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By Susan g. Zepeda, Ph.D.

In 2011, the Foun-
dation for a Hea lthy 
Kentucky concluded a 
f ive-year initiative on 
“Integrat ing Menta l 
Health and Medical Ser-
vices” (Integrated Care) 

aimed at assuring that patients with 
both mental and physical health con-
cerns have timely access to the care 
they need. Primary care has been called 
America’s “de facto mental health sys-
tem,” directly or indirectly managing 
as many as 80 percent of patients with 
psychologica l disorders. It is impor-
tant that mental health and behavior-
al health needs can be well-addressed 
when a patient is seen at a primary care 
center. At the same time, people seek-
ing services from a community men-
tal health center may have a physical 
health need that goes undiagnosed or 
untreated due to the independent set-
tings and approaches of mental health 
and medical safety net providers.

There are many passionate and ded-
icated providers out there working col-
laboratively to better coordinate care. 

Still, because current systems of pay-
ment and service delivery do not pro-
mote this patient-centered approach, it’s 
hard to sustain.

The Foundation’s Integrated Care 
initiative began in 2006 by funding a 
range of Kentucky demonstration proj-
ects in a variety of service settings in-
cluding community-based, school-based 
and health department primary care 
centers, hospital satellite clinics and 
community mental health centers. The 
approaches to integration varied, but 
most focused on co-locating a mental 
health/behavioral health provider in 
the primary care setting and a few on 
bringing primary care to mental health 
service sites. 

To maximize learning from these 
demonstrations, the Foundation en-
gaged the services of the Center for 
Community Health and Evaluation 
(CCHE) to conduct an evaluation of 
the Foundation’s IMHMS initiative. 
CCHE’s evaluation methods included a 
review of grant documents, analysis of 
responses from an evaluation survey of 
attendees at a health policy summit on 
integrated care, grantee and stakeholder 
interviews. Key findings revealed that 
the essential elements of a successful 
project, which, when lacking, were also 
identif ied as the key barriers to imple-
mentation: Strong relationships between 
partners with a sense of mutual benefit. 

Historical Tensions and Cultural gaps
Stakeholders acknowledged a long 

history of competition and political 
struggles between the primary care and 
mental health communities in Ken-
tucky. This is particularly true among 
the state’s safety net providers, where a 
“carve out” of Medicaid funds sustains 
a separate system of mental health clini-
cal services. In addition, the separate 
educational paths of providers of medi-
cal and psychological services lead them 
to expect a different type of interaction 
between patient and provider, and even 
a different duration of encounters. In-
compatible data systems and confiden-

tiality concerns are further barriers to 
seamless care.

Successful demonstration projects 
were able to overcome these historical 
tensions and cultural gaps and had: 

•	Trust	 between	mental	 health	 and	
primary care providers which re-
sulted in a willingness to collabo-
rate and work together as a team. 
Housing providers in the same lo-
cation in close proximity and es-
tablishing effective lines of com-
munication were helpful.

•	High	 levels	of	buy	 in,	motivation	
and commitment to an integrated 
approach from all partners at all 
organization levels  —from leader-
ship to front-line staff.

As one project leader counsels, 
“What I recommend to our [community 

mental health] clinicians is to go around 
and introduce yourself…Try to become 
part of the primary care culture. Eat lunch 
together; go to the same conferences… 
[It’s] just about building a relationship 
and building trust. As a provider, I am 
not going to refer to someone I don’t trust.” 

Identify, Hire and Retain appropriate Staff
Primary care and mental health pro-

viders are trained differently. This can 
lead to lack of understanding of each 
other’s approach, work and roles, per-
petuating cultural barriers and inf lu-
encing professionals’ ability to practice 
successfully in an integrated setting. 
The skills needed here are not often 
taught in traditional, academic primary 
care and mental health programs—so 
continuing education and on-the-job 

Challenges of coordinating care
How to overcome systemic barriers to 
patient-centered care.

Continued on page 12
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data systems and confiden-

tiality concerns are further 

barriers to seamless care.
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training may be needed to bridge these 
gaps in the near term. 

Grantees suggested a beginning: 
Be transparent about the demands of the 
model and what is required when recruit-
ing for a position. For example, mental 
health professionals on-site in primary 
care settings must be readily available 
and able to adapt and respond to chang-
ing needs throughout the day; skilled at 
building rapport with patients quickly; 
and able to do rapid assessments. This is 
a significant shift from the traditional ap-
proach of engaging patients over an hour-
long therapy session.

establish a Revenue Stream for   
Integrated Services

Kentucky State Medicaid reim-
bursement policies and practices during 
the initiative did not offer incentives for 
integrated care delivery. Lack of reim-
bursement for services was identif ied as 
a primary barrier to sustaining demon-
stration projects in some settings. Two 
demonstration projects that were able to 
continue to offer integrated services be-
yond the grant period did so in federally 
qualif ied health clinics (FQHCs) which 
since 2008 were able to bill Medicaid for 
mental health services. Implementation 

of Medicaid managed care statewide 
may provide further opportunities for 
compensation to support integration of 
patient care. 

Findings from these demonstration 
efforts shed light on how Kentucky de-
livers healthcare to its poorest and most 
vulnerable residents and steps to pro-
viding better care. Training, data sys-
tem interoperability and reimbursement 
policies all play a role in supporting or 
blocking provision of better-integrated 
care. As we re-examine every aspect of 
American healthcare, it is time to over-
come these systemic barriers to cost-ef-
fective patient-centered care.

Susan G. Zepeda, Ph.D., is president/
CEO, Foundation for a Healthy Kentucky.

Continued from page 11
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of better-integrated care.
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By David Weathersby, LCSW

The University of Louisville Pediat-
rics Program (UofL) and Seven Coun-
ties Services Child & Family Division 
(SCS) began a collaborative partnership 
in October 2011 to integrate primary 
pediatric care and behavioral health-
care. This is a breakthrough in inno-
vative community partnership, as it’s 
the f irst time in Jefferson County that 
a community mental health center has 
partnered with a primary care provider 
to provide integrated child health ser-
vices at one location. It’s a breakthrough 
in that both UofL and Seven Counties 
have long seen the need for providing 
“whole” healthcare services in one loca-
tion. This innovative process brings the 
expertise of both healthcare providers 
together in a collaborative way to gener-
ate the greatest benefit for the child and 
the family.

Both organizations have long recog-
nized the need. Pediatricians routinely 
treat children for physical illnesses who 
also have significant mental health is-
sues. More than twenty percent of the 
general child population has behavioral 

health disorders, and ten percent have 
severe emotional behavioral disorders. 
Conversely, children treated for behav-
ioral illnesses often experience undiag-
nosed and untreated physical illnesses.

With the new partnership, chil-
dren and their families now receive 
both physical and behavioral healthcare 
services at their primary care location. 
It’s much more convenient for families. 
Separate referrals aren’t necessary, and 
clients avoid any associated stigma with 
going to see a psychiatric provider. Most 
importantly, we achieve better health-
care outcomes for children when the 
care is integrated and collaborative.

Past Challenges addressed
In the past, the challenges of differ-

ent funding streams, legal limitations 
to integrating primary healthcare and 
knowledge gaps between the professions 
involved presented barriers to integrat-
ing healthcare. Because of such com-
plexities, creating successful integration 
requires time and patience. In this par-
ticular situation, Seven Counties and 
UofL Pediatrics began talking more 
than two years ago about the need and 
exploring how to make an integrated 
service a reality.

A group of committed staff from 
both groups, some who had previous 
experience in integrated services, be-
gan tackling the obstacles. The result 
is an integrated treatment structure, 
with a Seven Counties Services’ licensed 
clinical psychiatric social worker in the 

downtown UofL Pediatrics site. There, 
the social worker provides screening, 
assessment and ongoing treatment of 
behavioral health issues, as well as pro-
viding social work consultation and case 
management services in collaboration 
with UofL. To this point, the partner-
ship appears extremely successful. Both 
UofL and SCS have been pleased, and 
consumers have been positive about 
their experiences.

In our changing healthcare environ-
ment, we see integrated primary and be-
havioral healthcare as a model that’s here 
to stay. It’s more efficient, cost- effective, 

generates better healthcare outcomes and 
is more convenient for consumers. 

Within ten years, it will be more 
the rule than the exception, with many 
different models for accomplishing the 
same mission. Our immediate hope is 
that we can be successful and demon-
strate outcomes at this location and then 
be able to extend this co-location model 
to other primary care sites. It’s an excit-
ing time to head into this new frontier.

David Weathersby, LCSW, is vice 
president of Child and Family Mental 
Health Services at Seven Counties Ser-
vices, Inc. in Louisville, Ky.

Breakthrough collaboration
UofL Pediatrics & Seven Counties Services begin     
partnership in integrative healthcare.
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By Charles Bensenhaver, M.D.

About 17.5 percent of adults will suf-
fer from major depression in their lifetime. 
While depression is more widely recog-
nized and treated today, that statistic has 
remained consistent for the past 20 to 30 
years. The protocol for treating depression 
hasn’t changed much either since the devel-
opment of medications like Prozac in the 
mid-1980s revolutionized depression care. 
Since that time, there have been very few 
new medications developed for the treat-
ment of depression. 

The best treatment for patients with 
major depression remains a combination of 
psychotherapy and medication. Some can 
get by with one or the other, but studies 
continue to show that combination therapy 
is the best approach. That has been the 
standard for many years. 

While the protocol has remained the 
same, it has been frustrating that medi-
cations have not changed much in recent 
years. However, we do have new augmen-
tation strategies, in particular with regard 
to second-generation antipsychotic medi-
cations. In 1998, it was predicted that by 
today we would have individualized ge-
netic treatment of depression, but that is 
not yet the case. It remains too early to 
know if individualized genetic-based treat-
ments would be effective and at this time, 
it would be cost prohibitive. In short, we 
are still using the same molecular theory 
that we did 60 years ago.

New Developments
Still, without new pharmaceutical 

developments, there are new approaches 
and programs available for adults suffer-
ing from depression to get the help they 
need to get well. 

In the last decade, we have developed 

a much better understanding and acknowl-
edgment of patients with bipolar disorder. 
Many years ago when we had a patient that 
we thought was not responding to depres-
sion treatments, they may not have been 
correctly diagnosed with bipolar disorder. 
This was a common error because bipolar 
patients are depressed more than they are 
manic or hypo-manic. Today, we know 
that treating bipolar patients as depressed 
can actually make them worse. 

More than 60 percent of patients 
who suffer from mental illness never see a 
mental health professional. I interact with 
a number of primary care physicians in 
the course of my day at the hospital. They 
have become very skilled at recognizing 
the symptoms of depression in their pa-
tients. In milder cases of depression, pri-
mary care physicians can treat patients 
quite effectively. However, if the case is 
complicated by suicidality or chemical de-
pendency, referring the patient for more 
specialized care is the best choice. In my 
experience, most primary care physicians 
recognize when their patients need addi-
tional support. My rule of thumb is, “if it 
doesn’t feel right, call us.” 

evaluating Patients
When evaluating patients, it remains 

important to take a detailed history. There 
are also scales and tools available to assist 
with making a diagnosis. Typical questions 
to ask patients include:

•	Have	 you	 experienced	 post-partum	
depression?

•	Did	you	have	early	onset	of	depression?
•	Do	 you	 have	 a	 family	 history	 of	

mood disorders?
•	 Are	there	any	time	periods	when	your	

mood swung to the other extremes? 
I ask those very questions to any pa-

tient I see for the first time to be develop a 
better understanding of his or her history 
and to be sure we are not dealing with bi-
polar disorder. 

Today, we know that 60 percent of 
patients with major depression also suffer 
from an anxiety disorder and vice versa. 
Fortunately, pharmacologic treatments 
for depression are also generally effective 
for anxiety. In short, the complicated na-
ture of the major depression, bipolar and 

anxiety disorders requires multiple ap-
proaches to care. 

Continuum of Care
Though medications haven’t changed 

much in the past decade, insurance cov-
erage and practices have changed, which 
has in turn changed how we deliver care 
to our patients. In the last 10 years, insur-
ance coverage practices have forced us to 

put sicker patients in less intensive levels 
of care. For example, some patients who 
may be candidates for inpatient care have 
to be placed in more limited programs. 
This change has led to the development 
of specialized programs and the creation 
of more options to make treatment afford-
able and most effective. 

While the protocol has re-

mained the same, it has 

been frustrating that medi-

cations have not changed 

much in recent years.

Treating depression today
Delivery methods adapt to changes in healthcare.

Continued on page 15
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At Our Lady of Peace, we have found 
that providing multiple levels of treatment 
gives patients a continuum of care and the 
best chance for recovery. Our Peaceful Tran-
sitions outpatient program for adults with se-
vere mental illness includes full and half day 
programming is designed to prevent patients 
from inpatient hospitalization. The program 
is designed for patients with severe and persis-
tent mental illness. 

The healing process begins with medi-
cal care coupled with the development of 
healthy coping skills and therapy provided 
by licensed clinicians. Transitions is a unique 
program that serves a wide variety of patients. 
The program also allows for a dual track for 
those who have severe mental illness coupled 
with chemical dependency. 

available Programs 
We also offer an adult partial hospi-

talization program through which patients 
come for treatment five days a week and see a 
physician two to three times each week. The 
program can also be phased down based on 
the patient’s needs and improvement. 

For older adults, Peace Geriatric Ser-
vices specializes in treatment for seniors for 

symptoms related to dementia, depression/
anxiety disorders, chronic mental illness and 
substance abuse. Our physicians and staff 
specialize in working with geriatric patients 
and are available every day to include families 
in care during treatment and to assist with 
resources for successful discharge planning.

Patients who complete one of our treat-
ment programs are also invited to attend Af-
tercare, which is a support group for former 
patients. In Aftercare, patients can assist 
each other with the transition from treat-
ment and receive support and affirmation 
for using new coping skills. Aftercare groups 
are provided free of charge for patients for a 
period of up to six months from their time 
of discharge.

Treatment advances 
Treatment options for patients who suf-

fer from depression and other forms of men-
tal illness are always advancing. For example, 
we’ve seen research to suggest that while it 
is a newly developed treatment and not yet 
widely used, Transcranial Magnetic Therapy 
has shown to improve depression symptoms. 
Transcranial Magnetic Therapy stimulates 
the nerve cells in the region of the brain in-
volved in mood control and depression. Inno-
vative and non-invasive treatments like this 
promise a bright future for treatment options.

Although the treatment of major depres-
sion today is based on the same theories as 
it was in 1950s when the first antidepressant 
drug was introduced, care today has adapted 
and changed to meet the specialized needs of 
patients and overcome the challenges often 
caused by limits to healthcare coverage. One 
thing that remains constant is that there is 
hope for patients with major depression. Us-
ing a combination of medication and psycho-
therapy, the outcomes remain promising. 

Charles Bensenhaver, M.D. is psychiatrist 
and medical director of Our Lady of Peace in 
Louisville, Ky.

in the last 10 years, insur-

ance coverage practices 

have forced us to put sicker 

patients in less intensive lev-

els of care.

Patient Evaluation

When evaluating patients, 
it remains important to 
take a detailed history. 
There are also scales and 
tools available to assist 
with making a diagnosis. 
Typical questions to 
ask patients include:

• Have you experienced 
post-partum depression?

• Did you have early 
onset of depression?

• Do you have a family 
history of mood disorders?

• Are there any time periods 
when your mood swung 
to the other extremes? 

continued from page 14

Visit www.medistarawards.com to see all
categories and make your nomination.
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By Sally McMahon

According to the National Institute 
of Mental Health, an estimated 26.2 
percent of Americans ages 18 and old-
er — about one in four adults — suffer 
from a diagnosable mental disorder in a 
given year. 

Whether or not your business or 
specialty focuses on mental health the 
prevalence of it makes it important to 
understand. Medical News wanted to 
paint a visual of a person with mental 
illness. Despite how common this dis-
ease has become, it’s challenging to find 
someone willing to share their story due 
to the remaining mental illness stigma—
reiterating again the importance of those 
working in healthcare to understand the 
importance of recognizing symptoms, 
education and treatment. 

I met with Cherish Wolf, 54, a mom 
of three living near Iroquois Park, in 
Louisville, Ky., at a local coffee shop to 
hear her story about living with a mental 
illness. Wolf, who is diagnosed as hav-
ing major depression, anxiety and post-
traumatic stress disorder, has lived with 
a mental illness most of her life, notic-
ing it first at the age of seven. “People 
assumed that anyone who is that aware 
and informed could not possibly have a 
mental illness” she said. 

Wolf believes that there exists a 
general misunderstanding about what a 
mental illness is and what a person liv-
ing with mental illness should or should 
not look like. There’s also a sanctioned 
stigma. “It is difficult at times to get my 
treatment paid for,” she said. “Insurance 
has restrictions on therapy sessions and 
won’t pay for them after a certain num-
ber. This needs to change.”

a History of abuse
While today Wolf seems happy and 

at peace with her life, this has not always 
been the case. Her father physically and 
emotionally abused her and her five sib-
lings. When her father went to jail be-
cause of this abuse, Wolf lived with her 
paternal grandmother, who was also abu-
sive. She believes that her mental illness 
was due partly to nature and to nurture. 

The destructive environment exacerbated 
a mental illness that may have been al-
ready there. 

She also spent six years from age 
five to eleven at St.Thomas-St. Vincent 
Orphanage in Louisville. This experience 
also traumatized her and her siblings 
because over time, they were separated. 
“My brothers and sisters would just dis-
appear suddenly without explanation 
when they were sent to foster homes or 
adopted. This was tremendously painful 
to me,” she said.

Finding Hope
Wolf has spent most of her life treat-

ing her mental illness. She spent time 
in Our Lady of Peace and Central State 
hospitals and then at Wellspring, a psy-
chotherapeutic and educational center in 
Louisville, and finally at Bridgehaven, a 
place of rehabilitation, recovery and com-
munity integration for adults with severe 
and persistent mental illness. According 
to Wolf, “Bridgehaven is where things fi-
nally got better. The staff gave me specific 
tools to deal with my fear, and I didn’t 
have to pretend to be normal anymore.” 

At Bridgehaven, Wolf participated in 
individual and group therapy and went 
on group outings to apply newly learned 
skills. “The staff nudged me a little bit at 
a time. When they saw me acclimate to 
a new situation, they pushed me to the 
next step,” Wolf said.

 For example, “Riding a bus was ter-
rifying for me because of the close prox-
imity to other people,” Wolf explained. 
“With Bridgehaven’s help, I convinced 
myself that I was never stuck on that bus. 
I could always pull the string and simply 
get off.”  

Her proudest accomplishment came 
when she went to Wal-Mart by herself. 

“Going to Wal-Mart is the equivalent of 
climbing Mount Everest because of the 
size and amount of choices,” she said.

Living in Recovery
Today Wolf spends time with her 

three grown children and three grand-
children. She works part time at the 
Louisville chapter of the American Red 
Cross as an emergency case worker. She 

volunteers  at  the Metro United Way 
and Bridgehaven.

She discovered once she stopping in-
ternalizing everything and blaming her-
self the door to recovery opened.  “People 
who are abused may blame themselves, 
but it’s not the victim’s fault,” she said. 
“There isn’t always a reason for abuse; it 
can just be bad luck.”

Up-close look at mental illness
Louisville woman shares her story.

“I convinced myself that 

I was never stuck on that 

bus. I could always pull the 

string and simply get off.”

—Cherish Wolf
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By Diane Hague, LCSW, CaDC

I shared with a col-
league that I was writ-
ing this piece and asked 
his advice. He said, “Tell 
them addiction treatment 
works. Ask folks if they’re 
willing to pay for it. Tell 

them we all pay in one way or another 
–we can either fund treatment or see in-
creasing productivity losses, workplace 
injuries, more expensive healthcare, 
family violence and more.” 

His response was, in part, a reaction 
to the ongoing disparity in how private 
and public insurance covers addiction 
treatment, which is significantly differ-
ent than how insurance covers treatment 
of other chronic illnesses.

absent From Dialogue
With all the issues being discussed 

around prescription drug abuse in our 
state and our nation, a major part of 
the solution appears absent from the 
dialogue—treatment. Addictions are ill-

nesses. The most effective thing we can 
do is treat them.

News media focuses on the societal 
problems associated with prescription 
drug abuse—the arrests of pain clinic 
employees, investigations into question-
able practices of prescribing narcotics, 
the rise in drug overdose deaths and at-
tempts at greater criminal law enforce-
ment. This leaves little room for the sto-
ries of promise and recovery that come 
from effective treatment. But these il-
lustrate how treatment is a major part of 
the solution. 

Drug addiction is a chronic ill-
ness which means there is no cure. But 
like other chronic illnesses, like diabe-
tes and hypertension, there is effective 
treatment. The treatment of addiction 
is a recognized medical specialty. Our 
region has several licensed addiction 
treatment facilities which provide the 
standard of practice in addiction treat-
ment, including the center I direct—the 
Jefferson Alcohol and Drug Abuse Cen-
ter in Louisville.

As with other chronic illnesses, the 
treatment for addiction consists of edu-
cation about the chronic illness and the 
self-care necessary for a stable recovery. 
Through treatment, individuals with ad-
diction admit to and accept their medi-
cal condition and commit to the self-
care necessary for a drug-free life. (In 
our region, we have 400 weekly 12-Step 
meetings which provide the majority of 
self-care for people with addictions.)

Contrary to the popular “celebrity” 
coverage that dominates national news 
on addictions treatment, the majority of 
addictions treatment occurs in an inten-
sive outpatient format (two to five days 
per week for two three hours) or in short-
term residential or rehab (10-15 days). 
Before education or counseling can be 
beneficial, however, the person with ad-
dictions must be thoroughly withdrawn 
from the drugs they have been abusing. 

Medical Detoxification 
This often requires medical detoxi-

fication, particular with the two classi-
fications of drugs that are receiving at-
tention in Kentucky: narcotics/opiates 
and benzodiazepines. Both are physically 
addicting and have noticeable, fairly long 
periods of withdrawal. With benzodiaz-
epines, medical inpatient detoxification 
is advised because of the risk of seizures. 
The withdrawal from narcotics/opiates 
is not dangerous, but most people with 
this addiction have difficulty being suc-
cessful with an outpatient detoxification. 
The standard of practice for an inpatient 
medical detoxification from benzodiaz-

epines or opiates is eight to 12 days. 
To me, the bad news about prescrip-

tion drug abuse is that we don’t invest in 
sufficient treatment to assure persons with 
addictions can recover. If insurance poli-
cies don’t cover sufficient treatment, it is 
difficult for the person with addictions to 
stabilize. The average insurance autho-
rization for detox from benzodiazepines 
and narcotics is eight days. As a result, 
many patients are not clear of withdrawal 
symptoms when their insurance authori-
zation ends.

Relapse Misconceptions
As with all chronic illnesses, relapse 

is common in people with addictions. 
But the term “relapse” is often misunder-
stood. Persons with addictions don’t “re-
lapse” until they first stabilize. And they 
can’t stabilize until they’ve successful 
cleared withdrawal. Without adequate 
treatment, they don’t relapse—they are 
still actively ill. So, the cycle of effective 
treatment begins with sufficient treat-
ment—and that is often lacking. 

Almost 80 percent of true relapses 
occur within the f irst six months after 
stabilization. People with addictions 
who relapse after stabilization do so at 
no higher rate than people with diabe-
tes or hypertension. After a relapse, the 

What we don’t talk about
How addiction treatment fits in fighting the 
prescription drug abuse epidemic.

Continued on page 19

With all the issues being 

discussed around pre-

scription drug abuse in 

our state and our nation, 

a major part of the solu-

tion appears absent from 

the dialogue—treatment.

How Treatment 
Lowers Healthcare 
Costs

Studies show that 
when persons with 
addictions receive the 
treatment they need:

• healthcare costs drop 
by 55 percent;

• workplace problems, 
including absenteeism and 
injuries fall 75 percent;

• arrests are reduced 
by 68 percent. 

B E h Av I o r A L  h E A Lt h
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amount of treatment necessary for the 
addicted person to get back to stable re-
covery is usually short-term.

The good news is that there are 
quantif iable and signif icant positive 

results. Studies show that when per-
sons with addictions receive the treat-
ment they need, other healthcare costs 
drop by 55 percent; workplace prob-
lems, including absenteeism and in-
juries fa ll 75 percent; and arrests are 
reduced by 68 percent. 

I urge all readers of Medical News 
to consider this: Addiction treatment is 
a major piece of the solution to the pre-
scription drug epidemic. So, what can 
you do? Become familiar with the addic-
tion treatment and recovery resources in 
the community. Examine your work-
place benefit coverage for addiction. 
Discuss the need for adequate addiction 
coverage with your board or employer. 
Support your relatives, friends and co-
workers who are ill and need treatment.

Diane Hague, LCSW, CADC is di-
rector of Jef ferson Alcohol & Drug Abuse 
Center and vice president of addiction ser-
vices at Seven Counties Services.

Continued from page 18

Who We Treat

For almost 40 years, I have 
been privileged to witness 
over a quarter of a million 
people receive and commit 
to addictions treatment 
and self-care and maintain 
their recovery. They are 
people like you and me:

• “Teresa” came to treatment 
after losing her nursing license 
because of prescription 
drug addiction. She first was 
admitted into detoxification 
treatment for 15 days. She then 
progressed through six weeks 
of intensive outpatient. When 
Teresa was discharged from 
treatment, she had become 
committed to recovery, 
which included attending 12 
Step meetings. She regained 
her license and her job.

• “Joe” was in a car accident and 
was given pain medicine for 
eight months. By then he was 
addicted and could not stop. He 
lost his profession of ten years 
and custody of his children. With 
treatment, he regained custody 
of his children and obtained 
steady employment. Joe’s 
treatment consisted of 15 days 
of detox, 10 days of rehab, and 
12 weeks of intensive outpatient.
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By Sheila a. Schuster, Ph.D.

“Medicaid managed 
care is coming!” 

The chant resonat-
ed through the halls of 
Frankfort at the conclu-
sion of the 2011 Kentucky 
General Assembly Special 

Session. This was our salvation—the way 
out of a huge deficit in Medicaid and its 
escalating costs. The way to avoid dump-
ing individuals off the Medicaid rolls 
as other states had done. The solution, 
which would keep intact Kentucky’s 
array of Medicaid services to 540,000 
poor, disabled, elderly or frail Kentuck-
ians. The Governor seemed relieved. The 
legislators seemed relieved. The advo-
cates, however, were apprehensive. The 
Medicaid members had no clue about 
what was happening.

Why We Worried 
We worried that the safety net of 

services—particularly for those with 
behavioral health needs—would not 
survive. Those of us who work in be-
havioral health tried very hard to get a 
carve-out for our services. We looked at 
what was happening in other states that 
implemented Medicaid managed care. 
We did our homework. We shared in-
formation with anyone who would lis-
ten. And in the end, we prayed that it 
wouldn’t happen.

The Kentucky Cabinet for Health 
and Family Services issued its RFI. 
Although the provider and advocacy 
community were not to be bidders, we 
weighed in with questions full of con-
cerns. To their credit, the Cabinet re-
sponded to them and tried to be reas-
suring. But all along, we worried, and 
we prayed.

The Managed Care Organiza-
tions (MCOs) made a beeline for Ken-
tucky. Their CEOs and outreach staff 
came and wanted to meet and pick our 
brains. So we did—with every single 
one who asked.

We told them proudly that Kentucky 
was the very first state in the nation to 
take full advantage of the Community 

Mental Health Act brought forward by 
the Kennedy/Johnson administration. 
Kentucky was number one in creating 
a statewide network of regional mental 
health/mental retardation boards, estab-
lished in statute, and designated to be 
the planning and delivery entity for the 
full range of behavioral health services 
for Kentuckians in every county.

We continued to express our con-
cerns. We worried that managed care 
would result in members not having ac-
cess to the medications that helped them 
achieve stability. That managed care 
would reduce access to needed services 
and supports. That costs would be the 
driver, and not recovery. That the chron-
ically-underfunded and fragile safety net 
created by the community mental health 
centers would be destroyed.

And over and over, we received as-
surances and promises. All Medicaid 
members would be “grandfathered” on 
their current medications. There would 
not be a need to change medications if 
the member was stable. That access to 
services would not only be maintained, 
but enhanced. That previously unfund-

ed services such as those provided by 
trained peer support specialists would be 
strongly considered for funding “because 
it makes so much sense.” 

The RFP was issued. Behavioral 
health was not carved out. Anxiety es-
calated. The timeline was tight and the 
MCOs complained. The members were 
still in the dark. We again submitted 
many questions, and the Cabinet patient-
ly responded to them, trying to reassure 
us. Then the bids were submitted. The 
Cabinet deliberated. Everyone held their 
collective breath. The three successful 
bidders were announced. The contract 
negotiations went on. Then the timeline 
was set—three months to put it together 
and launch. Three months! No one had 
heard of it being done that quickly. What 
did that mean?

What it all Means
What it meant was a roll-out that 

was incomplete, poorly communicated 
and nearly disastrous. The MCOs did 
not have their staffs in place. They didn’t 
know Kentucky, particularly on the be-
havioral health side. There was precious 
little time to begin one of the most im-
portant tasks—educating members, their 
families, advocates and providers about 
what was happening. Explaining why 
they would have two cards now instead 
of one. Why and how they were being as-
signed to an unknown MCO. How they 
were to get information so they could 
make a choice.

The MCOs accepted our invitations 
and those of other advocacy and pro-
vider groups to come and speak, to an-
swer questions, to sort it all out before it 
launched. Everyone tried. Questions were 
answered in a positive way and promises 
were strongly restated. Members would 
be grandfathered on their medications. 
Access to care would not be denied or re-
duced. Consumers, family members, ad-
vocates and providers “would all have a 
place at the table” to shape the program.

In Reality
It simply has not happened. Our 

number one concern—that there would 
be a reduction or ratcheting down of 

access to needed services and supports, 
particularly with regard to medications, 
has unfortunately been the experience 
of many members, especially those 
dealing with behavioral health issues. 
The impact on the community mental 
health centers has been disastrous. The 
ratio of time spent on paperwork vs. 
time spent delivering services has tipped 
dangerously in the wrong direction. The 
growth in CMHC staff is solely in the 
clerical department.

We keep trying. The Cabinet keeps 
trying. And now, some legislators are in-
volved in trying. The MCOs keep talk-
ing and meeting. The CMHCs are hang-
ing on by their fingernails, but they keep 
trying. The members are only slightly 
less confused by it all. And we advocates 
keep on gathering stories, putting a face 
on the problems, reminding everyone of 
the promises that were made. 

We keep trying our very best to pro-
tect and support these most vulnerable 
Kentuckians—to give them the opportu-
nity to make recovery a reality. 

Sheila A. Schuster, Ph.D., a licensed 
psychologist, is the executive director of the 
Advocacy Action Network and an advocate 
for mental health and healthcare issues. 

Medicaid managed care 
Promises broken or yet to be kept?

B E h Av I o r A L  h E A Lt h

We worried that managed 

care would result in mem-

bers not having access to the 

medications that helped them 

achieve stability. That man-

aged care would reduce ac-

cess to needed services and 

supports. That costs would 

be the driver, and not recov-

ery. That the chronically-un-

derfunded and fragile safety 

net created by the community 

mental health centers would 

be destroyed.
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By Whitney Powell RN, BSN 
and Joe Klarer RN, BSN

Since the mid-1980’s, major strides 
have moved the mental healthcare system 
nationwide from a focus on illness and in-
stitutionalization towards promoting men-
tal health and full community integration. 
This includes a pragmatic shift in language 
to reflect that recovery from the disabling 
aspects of mental illness is not only possible, 
but actually occurs. With this shift have 
come changes in treatment and rehabilita-
tion options to put recovery-oriented ser-
vices into action. 

In the past, individuals with severe 
mental illnesses entered into treatment and 
were told how their recovery plan would 
be implemented. Today’s approach is more 
collaborative and includes the fundamental 
components of recovery. At the very core 
of this is self-direction and empowerment, 
utilizing a multidisciplinary team led by the 
consumer to develop an individualized and 
person-centered plan of care.

In December 1994, Seven Counties 
Services opened the Center for Rehabilita-
tion and Recovery (CRR), a 38 bed special-
ized facility for persons with severe mental 
illnesses, located on the grounds of Central 
State Hospital in Louisville. From its begin-
ning, it was expected that CRR would be a 
temporary home for many of the residents. 
Soon after its doors were open, CRR began 
the effort to move individuals and services 
out of the facility and serve people in their 
own homes, helping them achieve a “nor-
mal” life through integrated recovery.

Although there are some practical advan-
tages to this location, it is certainly not “nor-
mal” for people to live on a hospital campus. 

Early on, a group of CRR’s residents 
developed their own recovery mission state-
ment which reads, “Recovery is beginning 
to accept and love yourself, including your 
faults. It is feeling better emotionally, physi-
cally and spiritually. It is having respect for 
yourself and others and having the cour-
age to ask for help. It is decreasing bad 
habits, doing what you couldn’t do before, 
and having the desire to live once again. 
And in the end, even with the struggle, 
you are successful and satisfied with your 
life.” These words were written more than 

a decade ago as a guide for future residents 
and staff. 

Community Transition
The transition to the community be-

gan in July 2007. Currently there are 18 
former CRR residents living in their own 
apartments in our community, while 20 
live in the CRR facility. CRR offers an 
array of services including case manage-
ment, nursing, vocational, recreational, 
and other therapeutic and supportive in-
terventions to all 38. 

What makes CRR truly unique 
however, is its holistic nursing services. 
Through education, modeling, and em-
ploying individualized interventions, con-
sumers are assisted with the many health-
related obstacles they encounter. CRR 
nurses work with consumers to develop 
problem-solving capabilities that help 
them monitor and maintain health and 
safety and follow medication schedules. 
They also teach adaptive coping skills and 
educate clients and family members. 

Relationships that span years and de-
cades allow CRR nurses to build particu-
larly meaningful relationships with con-
sumers. This allows for quicker, proactive 
assessments in both the physical and psy-
chological realms. Each day, CRR nurses 

assess needs, educate, encourage and assist 
at every level from pre-contemplation to 
motivation and encouragement. Further-
more, with 24-hour nursing coverage avail-
able to all individuals, we can assess an in-
dividual at home on a routine basis to see 
if further medical care is needed. With a 
team of social workers, direct care staff and 
an on-call psychiatrist, an expert multidisci-
plinary team approach delivers collaborative 
care with each person to determine the best 
course of action. 

Future Plans
Over the next few years, the CRR 

program expects a complete transition of 
all consumers into the community. Fortu-
nately, we are receiving support and assis-
tance from our state partner in this work. In 
2008, the Kentucky Department of Behav-
ioral Health and Developmental and Intel-
lectual Disabilities granted the flexibility to 
use state funds for support, whether an in-
dividual lives at CRR or in the community. 
While at CRR, additional funding comes 
from residents paying room and board with 
their Social Security and a Medicaid State 

Supplement. Because CRR loses this fund-
ing with each person who moves, the state is 
providing some additional funding to serve 
as a bridge while CRR reduces costs associ-
ated with operating a facility.

The proof of CRR’s success is shown 
in outcomes. Residents have been diverted 
from both psychiatric and medical hospi-
talizations; they are working and volun-
teering; and many are actively involved in 
community recreational activities. These 
are individuals who have rarely found any 
success in the community and persons 
whom many believed could not function 
outside an institution. 

Because individuals are receiving the 
medical and rehabilitation services they 
need in a recovery-based approach, they are 
now full members of our community, liv-
ing meaningful lives full of contributions to 
themselves and others. 

Whitney Powell is an RN, BSN with 
Seven Counties Services, Inc. and Joe Klarer 
is an RN, BSN with Seven Counties Ser-
vices, Inc.

Community integration
A push toward the future.

Do you want to stay up to date on the latest 
news in the business of healthcare?

Sign up for the Medical News eNewsletter 
email news@igemedia.com

Ginny Westman talks to a tour group about 
the transition to apartment living for Center 

for Rehabilitation & Recovery residents.
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By Lynne Jeter

Medical experts have attributed the 
startling trend of increased diagnoses re-
garding chronic pain and depression to 
an aging baby boomer generation endur-
ing arguably the greatest economic fall-
out of our time. 

And even though research shows that 
it’s unknown whether there’s a cause-
and-effect relationship between chronic 
pain and depression, medical experts are 
scrambling to solve the riddle. 

“Depression and pain often feed 
on each other,” said Harold G. Koenig, 
M.D., a professor of psychiatry and be-
havioral sciences, associate professor of 
medicine, and director of the Center 
for Spirituality, Theology and Health at 
Duke University Medical Center. “Most 
of the time, in my experience, it’s the 
pain that results in depression. Chronic 
pain creates enormous disruptions in life. 
It affects sleep, physical functioning, re-
lationships, work, play, almost every 
aspect. Few people can endure chronic 
pain without experiencing depression as 
a result of that pain and the life changes 
it causes.”

Michelle Cochran, M.D., medical 
director of the NeuroScience & TMS 
Treatment Center in Nashville, Tenn., 
pointed out that depression is a title 
frequently used to refer to sadness, fa-
tigue, loss of interest and functioning 
among individuals. 

“However, when psychiatrists refer 
to Major Depressive Disorder (MDD), 
we’re specifically referring to an illness 

that’s a brain disease,” she explained. 
“Generally, MDD has to include an epi-
sode of at least two weeks duration and is 
characterized by a significant depressed 
mood, or a significant reduction of in-
terests or pleasure. During this two-week 
period, the individual may have weight 
changes (gain or loss); sleep changes; ac-
tivity changes that are observable by oth-
ers; fatigue or loss of energy, worthless-
ness or excessive guilt nearly every day; 
diminished ability to think or concen-
trate or indecisiveness; and the patient 
may have thoughts of death or dying, or 
suicidal ideation.”

Cochran pointed out the symp-
toms must cause distress or impair-

ment in socia l, occupational, or an-
other area of functioning. 

“Physicians rule out other causes of 
the symptoms, like direct or indirect ef-
fects of substances, medications, other 
medical conditions, and bereavement,” 
she said. “Unfortunately, despite know-
ing a lot about how the brain looks and 
acts in a depressive state and knowing 
many of the treatments of the disease, 
the causes of depression are not well 
understood,” she said. “We know that 
significant physical, psychological and 
social stressors and genetics play a large 
role in getting depression.”

Pain or depression?
Experts weigh in on chicken-or-egg controversy.

Even though research shows 

that it’s unknown whether 

there’s a cause-and-effect 

relationship between chronic 

pain and depression, medi-

cal experts are scrambling to 

solve the riddle.

B E h A v I o r A L  h E A Lt h

Tracy Jackson, M.d., of the vanderbilt division of Pain Medicine, performs a fluoroscopically guided 
block for a patient at the vanderbilt interventional Pain clinic in Nashville.

“We now know 

that when chronic 

pain goes on for 

several months 

unabated, it can 

actually change our brain in a 

permanent way.”

— Marc Huntoon, M.D 

Continued on page 23
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accepted Theories
Among the most accepted theories 

is that chronic pain causes the body to 
produce substances—adrenaline and 
corticosteroids—that can result in re-
duced functioning in areas of the pain, 
therefore causing or otherwise triggering 
a depression. 

Tom Starling, Ed.D., president and 
CEO of the Mental Health Association 
of Middle Tennessee, said most people 
who contact their office with major de-
pression have chronic pain. 

“Some have been in motor vehicle 

accidents, had back surgery, and/or have 
chronic pain resulting from illnesses such 
as fibromyalgia and lupus,” explained 
Starling, whose wife suffers from fibro-
myalgia. “Studies indicate that people 
with chronic pain, such as fibromyalgia, 
may have more active pain receptors or 
pain pathways, so they actually feel more 
pain than others.”

Marc Huntoon, M.D., professor of 
anesthesiology and chief of the division 
of pain medicine for Vanderbilt Univer-
sity, said determining the primary ori-
gin—depression or pain—is often tricky. 

“Because we live in a dysfunctional 
world, some people may have psycho-
logical problems that stem from loss or 
despair related to events such as family 
separations, divorce and death,” he said. 
“In some cases, they become depressed. 
Others have primary depression that can 
be traced to a biological imbalance.”

A patient’s ability to cope with the 
pain in the face of depression is going to 
be lessened, noted Huntoon. 

“Their coping mechanisms will 
break down more readily in that situa-
tion,” he said. “Thus when depression 
is the first problem, we need the help of 
both psychologists and psychiatrists and 
sometimes drug therapies and counsel-
ing. Once the depression gets better, we 
can treat the pain more effectively.”

Pain Before Depression
Conversely, sometimes the pain 

comes first, Huntoon said. 
“Most of the time, we’re able to re-

lieve pain in the early acute phase, but 
after events such as surgery, trauma or 
disease processes, the pain can go on 
long enough that it becomes chronic,” he 
said. “We now know that when chronic 
pain goes on for several months unabat-
ed, it can actually change our brain in a 
permanent way. When those permanent 
neurological changes occur, our nervous 
system responds to pain in a changed 
way. In some cases, if the associated ar-
eas in the brain that govern our emotions 
and mood become involved, the patient’s 
sadness, anxiety, and isolation can also 
become amplified, further increasing the 
overall experience of pain.”

Koenig is highly skeptical about the 
emphasis today placed on the biological 
changes resulting from pain that cause 
brain changes resulting in depression. 

“There’s a huge push in the medical 
sciences to make everything biological 
and to minimize the situational causes 
that drive depression,” he explained. 
“This I believe is incorrect, especially 
with regard to chronic pain and the dis-
ability it causes.”

Coping with chronic pain is an 
enormous task, emphasized Koenig, 
who shares chronic pain syndrome with 
his wife. “Those, in my experience, who 
(cope) the best are people with a strong 
religious faith,” he said. “Religion has 
the potential to give the pain ‘meaning,’ 
which can help to transform it from a 
burden to a ministry. This helps not only 
with the pain, but also helps to neutralize 
the depression that results from the pain.”

Koenig is currently conducting a ran-
domized clinical trial to see the impact 
patient’s spiritual resources have on their 
coping with chronic illness and depression.

“This study may for the first time 
provide direct evidence that depression 
associated with painful, disabling medi-
cal illness is helped by utilizing religious 
resources,” he said.

Tracy Jackson, M.d., of the vanderbilt division of Pain Medicine, performs an ultrasound-guided radio 
frequency stimulation procedure at the vanderbilt interventional Pain clinic in Nashville.

B E h Av I o r A L  h E A Lt h

“Depression and 

pain often feed 

on each other.”

— Harold G. 

Koenig, M.D

“Studies indicate 

that people with 

chronic pain, such 

as fibromyalgia, 

may have more 

active pain receptors or pain 

pathways, so they actually 

feel more pain than others.”

— Tom Starling, M.D.

Continued from page 22
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By Susan gilmore

Clark Memorial Hospital, in Jefferson-
ville, Ind., and spine surgeon Dr. Robert 
Blok have introduced the newest technique 
for spine surgery, designed to treat major 
back injuries with a minimum amount of 
pain and recovery. 

endoscopic Decompression Surgery
Using a laser and a tube about the size 

of a soda straw, Blok 
performs endoscopic 
decompression sur-
gery. The result is 
an incision that can 
be covered with a 
household bandage, 
a hospital stay of less 
than 23 hours, and 
patients who are back 

to normal activities within a few weeks. 
Typical decompression spine surgery re-

quires days in the hospital, incisions that are 
several inches long and recovery times that 
are measured in months instead of weeks. 

Who Needs It
Blok uses the laser procedure most often 

to repair herniated discs or spinal stenosis. 
People who have stenosis typically have chron-
ic back pain and numbness that travels down 
the legs and arms. The pain and numbness is 
not improved with therapy or medications. 

He offers laser surgery to repair the lum-
bar or lower spine area. During the laser pro-
cedure, a small tube is inserted into the lower 
back. Instruments are inserted through the 
tube to remove the extra disc material or bone 
spurs. The decompression procedure opens up 
the vertebrae or soft tissue between the ver-
tebrae that has become compressed and puts 
pressure on the surrounding nerves, resulting 
in back pain. 

Blok specializes in surgeries that offer 
small incisions with minimal affect on the 
back muscles and tissues surrounding the 
spine. Most of his patients are in the hospital 

less than 24 hours, and are back to their regu-
lar activities within one month. “I had spine 
surgery and went home the same day,” said 
Josie Ash, a patient who underwent the pro-
cedure. “I had minimal pain and discomfort. 
The discomfort from the procedure was not 
nearly as bad as the pain that originally led me 
to seek treatment at Dr. Blok’s office.” Patients 
who undergo minimally invasive procedures 
also experience very little blood loss, often less 
than a teaspoon. 

“Most patients recover more quickly 
if a spine surgery is done with a small inci-
sion and without impacting the muscles and 
tissue surrounding the affected area of the 
back,” Blok said. “The patient has a better 
outcome, a quicker more comfortable re-
covery, a lower risk of infection and a much 
faster return to normal activities. If it can be 
done, I believe patients will opt for the mini-
mal, less invasive approach every time.” 

New options for back pain
Laser surgery may cause pain relief.

The decompression procedure 

opens up the vertebrae or soft 

tissue between the vertebrae 

that has become compressed 

and puts pressure on the sur-

rounding nerves, resulting in 

back pain.

DR. ROBERT BLOK
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The MediStar Awards were estab-
lished in 2007 as the region’s premier 
venue for recognizing excellence in the 
business of healthcare. Medical News 
caught up with a former award recipient.

Jeff Barber, President & CeO of Owensboro 
Medical Health System
award Received: Hall Render Leadership in 
Healthcare award 2010

How did winning a Medistar award effect you 
either professionally, personally or both? 

Throughout my career I am always 
humbled when recognized in any way. Re-
ceiving the MediStar award reflects on the 
outstanding job our employees are doing, 
responding to the vision established by our 
board of directors and the management 
team. I am privileged to be part of all of 
the great things happening in our organi-
zation. I can say that the MediStar award 
has provided continued encouragement 
for me to stay involved with our workforce 
and continue to lead by example. 

Involvement in our wellness initiatives 
is a good example. Last summer I went 
for a walk with several of our employees, 
which represented something very impor-
tant because Owensboro Medical Health 
System is working to write a new page in 
the health of our community. With the 
need for healthcare services projected to 
grow exponentially over the next decade, 
the best preparation our community can 
do is to be proactive about our health. The 
healthier people are, the less they’ll need 
the hospital. And that will reduce costs 
and improve quality of life for everyone. 

The walk I mentioned was part of a 
health initiative for called MILEstone, 
which wrapped up at the end of July. It 
challenged our employees to walk for their 
health and to track their mileage. 

Some 50 employees joined me for my 
walk and it made me proud to see that 
show of support from our staff. Judging 
from the emails and comments I have re-
ceived, our people are excited about setting 
a healthy example for the community to 
follow. They understand that our role as a 
community health provider is not only to 
provide great patient care but also to help 

build a healthier tomorrow. I can say with 
confidence that our employees are embrac-
ing this challenge.

I am especially proud of those employ-
ees who have taken the initiative to make 
changes in their own lives. I have heard 
from many who are working to overcome 
personal health challenges such as smok-
ing, weight management or a sedentary 
lifestyle. They’ve heard the message, and 
they’re getting it. 

What developments have occurred since you 
won your MediStar award? 
•	 OMHS	sold	the	largest	BB+	rated	bond	

issue ever to finance the construction 
of its new hospital—$544,935,000.  
Construction of the new hospital be-

gan in April 2010 and will be complete 
in 2012. 

•	 Served	on	selection	committees	for	two	
local college presidents—Owensboro 
Community and Technical College and 
Kentucky Wesleyan College. 

•	 Received	 the	 Boy	 Scouts	 of	 America	
Distinguished Citizen Award. 

•	 Served	on	the	Executive	Committee	of	
the Kentucky Hospital Association and 
the Board of the Kentucky Hospital As-
sociation Solutions Group. 

•	 Even	 with	 all	 the	 good	 news	 at	
OMHS, the most exciting happen-
ing this past year was the birth of 
my first granddaughter. 

MEDI STAR
THE 2011

AWARDS

Jeff Barber crosses the finish 
line in a 5K walk-run.

MediStar winners: Where are they now?
Jeff Barber, of Owensboro Medical Health System, continues to lead

Jeff Barber with his grandsons at the 
June 2010 groundbreaking ceremony 

for the organization’s new hospital. 

Spencerian College celebrates 
its 120th birthday this year.  

Since our inception in 1892, we’ve 
remained true to our roots. Our 

mission is to provide people with 
the quality training in the business, 

technical and healthcare professions.  
In the history book Beginning of the 

Business School, author Charles G. Reigner 
said the name Spencerian is a name well 

known among American people; that 
it’s an honored name. It’s been an honor 

serving our students and we hope for 
many more years to come.

What happened 20 years 
ago in healthcare?
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L E t t E r S  t o  t h E  E D I t o r

February was the month of love and 
romance, and while it is wonderful to have 
a romantic interest at this time of year, it’s 
also good to “love yourself!” It always feels 
great to give yourself a gift, and embracing a 
healthier lifestyle is one of the greatest, and 
cheapest, gifts that we can give to ourselves. 

But where do we begin? That can be 
tough to know, but fortunately we have 
more clarity today than ever before as to 
the keys for optimum health. Recent stud-
ies have demonstrated that those individu-
als who live a healthy life are less likely to 
suffer heart attacks and strokes. Individuals 
who maintain a healthy weight, eat better, 
don’t smoke, manage high blood pressure, 
diabetes and high cholesterol, and are regu-
larly active (Life’s Simple Seven) are highly 
unlikely to suffer a heart attack or stroke 

before they are 90. It has also been shown 
that atherosclerotic disease (hardening of 
the arteries) can sometimes reverse with 
appropriate intervention. The American 
Heart Association wants to help you get 
started. One way to do this by visiting 
www.mylifecheck.org to create for yourself 
an individualized set of recommendations 
for a better, loveable, healthier you!

 
Jesse Adams III MD FACC
Medical Center Cardiologists
Incoming Governor-elect, Kentucky 
chapter, American College of Cardiology
President, Kentuckiana chapter, 
American Heart Association
Associate Clinical Professor of Medicine
Division of Cardiology, 
University of Louisville

Recommendations for a 
loveable, healthier you

The doctors at Louis-
ville Spinal Care (LSC) in 
Louisville, Ky. are support-
ing HB 202. Many Insur-
ance companies and advo-
cacy groups have taken the 
stance to oppose HB 202 
because they say it will raise 
healthcare costs for small 
business owners and elimi-
nate the insurance provid-
er’s ability to negotiate low-
er rates for their customers. 
While HB 202 specifically 
pertains to chiropractic care, 
those opposed to the bill are 
concerned that it will open 
the door for other specialty health provid-
ers to ask the General Assembly to exempt 
them, too, from cost-lowering negotia-
tions with insurance providers. 

In 2004, insurance reimbursement 
for chiropractors was reduced by 38 per-
cent from the largest insurer in Kentucky. 
Since that time, most other major insur-
ers in the state followed suit with reduc-
tions. The chiropractic organizations in 
Kentucky have had over 100 meetings 
with the insurers, the KY Department of 
Insurance, the Attorney General’s office 
and KY State Legislators’ committees in 
an effort to solve this problem without 
legislation. The insurance industry has 
been unyielding; therefore, legislation is 
the last resort. 

Chiropractic care costs insurance 
companies .33 percent (that is a third 
of one percent) each month, and on top 
of that studies have proven that if more 
people used chiropractic services, overall 
healthcare costs would go down. 

A Blue Cross Blue Shield study in Ten-
nessee found costs for episodes of care for 
low back pain initiated by a doctor of chi-
ropractic were almost 40 percent less than 
care initiated through a medical doctor. 
An Illinois Blue Cross Blue Shield showed 
that patients being treated under chiro-
practic care resulted in 43 percent fewer 
hospitalizations, 43 percent less outpatient 
surgeries and procedures and required 52 
percent fewer pharmaceuticals.  

“We are the few that 
are overall lowering health-
care costs, yet insurance 
companies keep lowering 
our reimbursements,” says 
Dr. Brett Zemba of Louis-
ville Spinal Care.

A few Bill highlights, 
and an explanation of these 
regulations, are important:

 1. Chiropractic ser-
vices will be reimbursed at 
a rate no less than the most 
recent KY Workers’ Com-
pensation fee schedule.

LSC believes the current 
KY Workers’ Compensation 

fee schedule is fair and reasonable. In ad-
dition, this fee schedule is reviewed and 
revised by administrative regulation every 
two years.

 2.  Insurers cannot reduce benefits 
in a plan but can continue to perform a 
utilization review.

This will eliminate reduction of 
treatment visits allowed for in a health 
benefit plan based on arbitrary decisions 
made by insurers and their third party ad-
ministrators. Denied visits must be made 
in accordance with utilization review pro-
cedures already in statute. It will also give 
authority to the Department of Insurance 
to respond to complaints of this practice. 

 3. Patients will not be required 
to pay a co-payment greater than 50 
percent of the reimbursable amount 
of a single service. Patients will not be 
required to pay more than one co-pay-
ment/coinsurance per date of service.

Co-payments often exceed the allow-
able fee a doctor can charge leaving the 
patient liable for 100 percent of their care 
and insurers are liable for nothing, cre-
ating a phantom or illusory benefits. It 
comes down to making money....period.  
We pay premiums and we pay the doc-
tors treating us. Insurance companies are 
just trying to keep our premiums without 
paying out. 

Louisville Spinal Care has been deliv-
ering quality chiropractic care to the Louis-
ville area since 1994. 

 

Local doctors group 
supports HB 202

By Louisville Spinal Care 

In 2004, insurance 

reimbursement 

for chiropractors 

was reduced by 38 

percent from the 

largest insurer in 

Kentucky. 

We’ve helped major university hospitals dramatically increase their number of 
patients. We’ve transformed community hospitals into regional players. And 
we’ve helped end-of-life care organizations comfort more families. Using our unique 
WorldView 360 process, we look at a health care company’s challenges from all angles 
 – advertising, public relations, social media, event planning, and environmental 
graphics – and then choose the best solution. It’s powerful medicine. And we’d
love to give your company a dose of it, too.

1-800-891-2528 •  newwestagency.com

Give your health care marketing
some extra-strength ideas.
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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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providers and business associates by year’s 
end. That’s why it’s important for covered 
entities “to have their house in order.”

Lloyd surmised that the goal of the 
audit program is to “identify compliance 
trends and areas where future guidance 
would be helpful.” 

While covered entities would stand 
to benefit from such guidance, he noted 
that they are “understandably concerned 
about being audited, of course, and the 
bare threat of this auditing program gives 
reason for entities to take a hard look at 
what they have on paper and what they’re 
doing and make sure that they have poli-

cies that work.”
The provider community is still 

awaiting the final HITECH rules, which 
HHS now says should be out in the first 
half of this year. Lloyd predicted that en-
forcement actions may shift into a higher 
gear once those finals rules are out. He 
noted that HITECH also empowers state 
attorneys general with formal HIPAA 
enforcement authority. 

Molly Nicol Lewis, an associate of 
McBrayer, McGinnis, Leslie & Kirk-
land, PLLC, in Lexington, Ky., added 
that “The U.S. Department of Health 
and Human Services Office for Civil Ri-
gits, which enforces HIPAA compliance, 
knows that money motivates. While we 
are still awaiting the final rule, the HI-
TECH Act enhances HIPAA enforce-
ment authority and significantly increas-
es financial penalties for violations.”

With that said cooperation is the 
name of the game. If, for instance, a pro-
vider voluntarily discloses a breach, it’s 
best to then respond in a timely manner 
to any document requests from OCR. 

After all, it’s much easier to work 
amicably with OCR to try to resolve the 
matter quickly and with as little heart-
ache as possible.

Privacy restored
Continued from page 3

Edward C. Halperin, M.D., M.A., 
F.A.C.R., dean of the University of Louis-
ville School of Medicine, has announced he 
is leaving UofL to become the chief execu-
tive officer and chancellor for health affairs 
of New York Medical College and provost 
for biomedical affairs at Touro College and 
University System. Dr. Halperin will assume 
his new duties May 1.

“Dr. Halperin has been instrumental in 
moving our School of Medicine to a different 
level in terms of our missions of education, 
research and clinical care,” said Dr. James R. 
Ramsey, president of the University of Lou-
isville. “He has raised the standards we now 
hold ourselves to in terms of the students 
we accept and graduate from the School of 
Medicine, as well as the faculty we recruit. 
We have a foundation of department chairs 
and faculty from which we are ready to rise 
to the next plane in our mandate to become 

a premiere metropolitan research university.”
Since arriving in November 2006, Hal-

perin has led a transformation for the School 
of Medicine. In addition to recruiting nine 
department chairs, the growth and reputa-
tional recognition of the School of Medicine 
over the past six years is evident by the fol-
lowing: Application for admissions rising 67 
percent, reesearch funding in the School of 
Medicine increasing 28.3 percent to $111.4 
million, creation of three new dual degree 
program, establishment of a post-baccalau-
reate program, creation of medical degree 
with distinction in research, initiation of 
a pilot three-year program for receiving a 
medical degree in three years and the trans-
formation of the medical school curriculum 
to include the medical humanities program.

I n  t he  c om i n g  we e k s  Uof L  w i l l 
name an interim dean and commence a 
national search.

Halperin Steps Down as 
Dean of School of Medicine

“you can’t really stop 
someone from losing 
a laptop, and laptops 
are always going to be 

stolen; however, you can 
encrypt the protected 
health information on 

those laptops.”
—Travis Lloyd, 

attorney, 
Bradley Arant Boult Cumming



A lot has changed since 1892, but not 

Spencerian College’s commitment to 

quality career education. We teach our 

students the skills and self confidence 

they need to succeed. Our highly skilled 

graduates are ready to contribute to 

your healthcare organization’s success!
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• Personal Trainer
• Phlebotomy
• Clinical Assistant
• Medical Assistant
• Medical Coding Specialist 
• Medical Transcriptionist
• Healthcare Reimbursement Specialist
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• Medical Clinical Specialties
• Clinical Laboratory Assistant
• Medical Laboratory Technician
• Limited Medical Radiography
• Radiologic Technology
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LOUISVILLE ONLY:
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• Practical Nursing
• Surgical Technology
• Invasive Cardiovascular Technology
• Respiratory Therapy
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 Call today!  Qualified personnel are available in the following fields:

120 Years of Providing 
Career-Focused Grads.


